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BACKGROUND: Four-meter gait speed (4M GS) has been associated with functional capacity and
overall mortality in elderly patients, and may easily be translated to daily practice. We evaluated
the association of 4M GS with meaningful outcomes. METHODS: In 70 subjects we conducted the
AMGS, 6-min walk test (6BMWT), objectively measured physical activity, and assessed dyspnea,
quality of life, and self-efficacy for walking and routine physical activity. 4M GS was measured in
3 separate time epochs during the 6BMWT, to explore 4MGS variability. RESULTS: Diagnoses
included COPD (51.4%), inter stitial lung disease (38.6%), and other pulmonary conditions (10%).
The mean = SD values were: 4AMGS 0.85 = 0.21 m/s, 6-min walk distance (6MWD) 305 = 115 m,
and physical activity level 1.28 = 0.17, which is consistent with severe physical inactivity. The gait
speeds within the time epochs 1-2, 3-4, and 5-6 min during the BMWT were not significantly
different: 1.01 = 0.29 m/s, 0.98 = 0.31 m/s, and 1.00 = 0.31 m/s, respectively. 4AMGS had a
significant correlation with 6BMWD (r = 0.70, P < .001). 6MWD was the dominant variable for
predicting 4AM GS. Other significant predictors of 4AMGS included dyspnea, self-efficacy, quality of
life, and objectively measured physical activity. CONCLUSIONS: 4M GSis significantly and inde-
pendently associated with 6BMWD, and may serve as a reasonable simple surrogate for 6MWD in
subjectswith chronic lung disease. Gait speed wasremarkably stable throughout the 6BMWT, which
supports the validity of an abbreviated walk test such as 4MGS. Key words: gait speed; 6-min walk
test; exercise capacity; COPD; interstitial lung disease. [Respir Care 2013;58(12):2113-2119. © 2013
Daedalus Enterprises]

Introduction

Usua gait speed measured over 4 meters (4MGS) is
associated with clinically important outcomes in the el-
derly, including perceived well-being, disability, cognitive
impairment, nursing home admission, fals, exercise ca-
pacity, cardiovascular health, and all-cause mortality.8 In
chronic lung disease, particularly COPD, 4MGS is asso-
ciated with pulmonary function, functional capacity, and
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health-related quality of life.”.211 Measuring gait speed
requires little space, time, or training, which makes it an
attractive measure of exercise capacity for routine use in
the clinic. Gait speed is modifiable through strength train-
ing and rehabilitation, which makes it a potential marker
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of functional improvement, or decline indicating approach-
ing end of life.1z14

Gait speed has accordingly been promoted as a potential
“vital sign” to be recorded at each office visit and trended
over time.’516 |jke other vital signs, gait speed may pro-
vide an objective measure of whole organism functioning,
and may signal meaningful abnormalities in normal sys-
tem functions requiring intervention. Alternatively, de-
creasing gait speed over time may herald short-term mor-
tality, providing an opportunity to address advance care
planning and optimizing end-of-life care.*214

Little is known about which factors influence the “con-
struct” of gait speed in patients with chronic lung disease.
Psychosocia factors such as perceived self-efficacy and
social support affect physical activity level,17-20 but their
effect on gait speed has not been evaluated. Therefore, we
studied the relationship between 4AMGS and various psy-
chological and physiological measurements, including
6-min walk distance (6MWD), objectively measured phys-
ical activity, dyspnea perception, quality of life, and task-
specific self-efficacy in awell characterized cohort of pa-
tients with chronic lung disease. We also measured gait
speed at 3 points within the 6-min walk test (6MWT) to
assess the relationship between gait speed and 6MWD.

M ethods

This study was approved by the institutional review
board of theMayo Clinic College of Medicine (11-008157).
Patients with chronic lung disease of any etiology were
recruited from the special pulmonary lab at the time of a
previously scheduled 6MWT. Inclusion criteria included
age > 18y, diagnosis of any chronic lung disease, ability
to complete the BMWT and gait speed test, and ability to
complete a series of written questionnaires.” We excluded
patients who had had an acute respiratory illness in the
preceding 4 weeks. Baseline demographic information and
pulmonary function values from the preceding 12 months
were extracted from the electronic medical record. All
subjects completed the BMWT, 4MGS, and questionnaires
measuring dyspnea, quality of life, and self-efficacy for
physical activity and walking. All subjects were also re-
quested to wear a multi-sensor armband activity monitor
(SenseWear Pro, BodyMedia, Pittsburgh, Pennsylvania)
for 4 days after returning home.

Dyspnea M easurement

Dyspnea was measured with the modified Medical Re-
search Council (MMRC) dyspnea scae (range 0—4), as
previously described.2t
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QUICK LOOK

Current knowledge

Usual gait speed measured over 4 meters (AMGS) is
associated with clinically important outcomes in the
elderly. In chronic lung disease, particularly COPD,
AMGS is associated with pulmonary function, func-
tional capacity, and health-related quality of life. Mea-
suring gait speed requires little space, time, or training,
making it an attractive routine measure of exercise ca-
pacity.

What this paper contributes to our knowledge

AMGS was significantly and independently associated
with 6-min walk distance, and may serve as a simple
surrogate for 6-min walk distance in patients with
chronic lung disease. Gait speed was remarkably stable
throughout the 6-min walk test, which provides a ra-
tionale for an abbreviated walk test such as 4AMGS.

Self-Efficacy for Walking

To assess self-efficacy for walking during the 6MWT,
we generated a non-validated Likert-style questionnaire
specifically for use in this study (see the supplementary
materials at http://www.rcjournal.com). The questionnaire
comprises 7 items (numbered 1-7) that ask the subject to
rate his or her confidence, from 1 (not at al confident) to
5 (highly confident) about completing the following 7 dis-
tances during the BMWT: 55, 110, 165, 220, 330, 402, and
805 m. For each distance the questionnaire provides a
rough equivalency in American football fields and average
city blocks, to provide a more tangible, real-world feeling
for the distance. For example, one football field or city
block equals roughly 110 m. Prior to completing the ques-
tionnaire, subjects were also asked to visualize the length
of the BMWT pathway and wereinformed that it is 105 feet
(32 m) inlength. Each subject completed the questionnaire
twice: before and after the BMWT. The scoresranged from
0—7, and were assigned according to the greatest distance
(item number) for which the subject rated at least moder-
ate confidence for success (= 4). For example, if a subject
rated his or her confidence for walking up to 165 m (com-
prising items 1-3) as 5/5, 220 m (item 4) as 4/5, 330 m
(item 5) as 3/5, and the remaining distances (items 6—7) as
1/5, the self-efficacy for walking score was 4, correspond-
ing to the greatest distance (220 m) for which the subject
reported a confidence score of at least 4/5.

Self-Efficacy for Physical Activity

Self-efficacy for minimal daily physical activity was
assessed with a non-validated Likert-style questionnaire
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also generated specifically for this study (see the supple-
mentary materials at http://www.rcjournal.com). The ques-
tionnaire comprises 5 items that ask the subject to rate his
or her confidence from 1 (not at all confident) to 5 (highly
confident) that he or she is physically active daily and in
the face of various barriers:

e How confident are you that you are physically active
every day?

e How confident are you that you are physically active
even when:
- Your day doesn’'t go the way you wanted or expected?
- You feel tired or fatigued?
- You are in mild pain or have mild respiratory discom-
fort?
- You feel depressed, worried, or stressed out?

The scores ranged from 1-5, and were determined by
adding the results of each item and dividing by 5 to de-
termine an average of the 5 items.

Linear Analog Self-Assessment

The linear analog self-assessment (see the supplemen-
tary materials at http://www.rcjournal.com) is composed
of multiple Likert scales that target specific domains of
quality of life, ranging from O (as bad as it can be) to 10
(asgood as it can be). It has been utilized and validated in
various formats.22-25 For this study we utilized 6 individual
items that assess well-being in 4 domains (physical, men-
tal, emotional, and spiritual) in addition to levels of social
activity and overal quality of life.

Pulmonary Function Testing

The most recent pulmonary function results completed
within the preceding 12 months were extracted from the
electronic medical record for each subject for whom they
were available. All pulmonary function tests were per-
formed according to the current guidelines and established
reference values.?8 Pre-bronchodilator values were used
for all statistical analyses.

Four-Meter Gait Speed

AMGS was measured using a technique similar to that
described by Kon et al.1* The subject placed his or her toes
at the starting line of a 4-meter course clearly demarcated
with red tape. The subject was instructed to walk at his or
her normal comfortable walking speed, specifically: “Walk
as though you are walking out to your mailbox or walking
to your car in a parking lot.” The instruction to begin
walking was given with the countdown “3, 2, 1, go.” A
handheld timer was started on the word “go” and stopped
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when one of the subject’s feet struck the ground com-
pletely beyond the finish line. This process was performed
twice consecutively, without rest, and the faster of the 2
times was used for data analysis. The subject was allowed
to use his or her usual walking aids and oxygen supple-
mentation. Gait speed was calculated by dividing 4 meters
by the time in seconds required to complete the course.

6-Minute Walk Test

The BMWT was completed according to the American
Thoracic Society guidelines.2”

Gate Speeds During the BMWT

Gate speed was also measured during the BMWT, within
3 time epochs (1-2 min, 3—-4 min, and 5-6 min into the
test), as they passed through a 4-meter course that was
clearly demarcated with 2 pieces of red tape in the center
of the 32-meter BMWT course. In each case a handheld
timer was started once one foot struck the ground com-
pletely beyond the starting line, and then stopped once one
foot struck the ground completely beyond the finish line.
If asubject did not pass through the 4-meter course during
agiven time epoch, no 4AMGS measurement was acquired.
Gait speed was calculated by dividing 4 meters by the time
in seconds required to complete the 4-meter course.

Objective M easurement of Physical Activity

The physical activity level has been proposed by the
World Health Organization as an objective measure of
physical activity: a physica activity level = 1.70 defines
an active person, 1.40-1.69 defines a sedentary person,
and < 1.40 defines severe physical inactivity. We mea-
sured physical activity with the validated multi-sensor
SenseWear Pro armband.28.2° Subjects were instructed in
the use of the activity monitor, and were asked to wear it
for 23 hours per day (except when bathing) for 4 days. The
device was mailed to the subject’s home and was returned
via a pre-paid return envelope. The data from the device
was downloaded to a dedicated software package (Inner-
View Research Software v.2.2, BodyMedia, Pittsburgh,
Pennsylvania). Resting metabolic expenditure was calcu-
lated by multiplying a consistent value of energy expen-
diture during one minute of sleep by 1,440, to estimate
daily resting energy expenditure. The physical activity level
was subsequently calculated by dividing total daily energy
expenditure by daily resting energy expenditure.3® Time
spent engaged in sedentary (< 2 metabolic equivalents),
light (2—4 metabolic equivalents), moderate (4—6 meta-
bolic equivalents), and vigorous (> 6 metabolic equiva
lents) activity was also recorded.3!
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Table 1.  Subjects and Test Results (n = 70)

Male/female, no. (%) 33 (47)/37 (53)
Age y 614+ 9.6

Body mass index, kg/m? 286 + 7.6
Modified Medical Research Council dyspnea score 26+ 0.73
(scale 04)
Self-efficacy for walking score 311+ 215
Self-efficacy for physica activity score 318+ 104
FEV,, % of predicted (subjects with COPD) 315+ 139
Total lung capacity, % of predicted (subjects with 60.4 = 12.2
interstitial lung disease)
Diffusing capacity of the lung for carbon monoxide, 42 = 18.6
mL/min/mm Hg
Physical activity level score 1.28 + 0.17
6-min walk distance, m 305 + 115
4-m gait speed, m/s 0.85+ 0.21
Gait speed during 6-min walk test, m/s
1-2 min 1.01 + 0.29
3-4 min 0.98 = 0.31
5-6 min 1.00 = 0.31

+ Values are mean = SD.

Statistical Analysis

Based on prior literature, the expected correlation (r)
between 6MWD and gait speed was assumed to be 0.7.
Determined with the probability of type 1 (alpha) error of
.05, power (1 — beta) of .9, and correlation of 0.7, the
number of subjects needed for the study was calculated
as 57. Descriptive summary statistics are reported for all
included subjects. We assessed the associations between
variables with Spearman correlations and Bland-Altman
analysis. Comparisons of subgroups were carried out with
the Wilcoxon test for continuous variables, and the chi-
square test for categorical variables. We used stepwise
multivariate linear regression to explore the associations
between gait speed and other measurements. All analyses
were done with statistics software (SAS 9, SAS Institute,
Cary, North Carolina).

Results

Subject characteristics are listed in Table 1. The sub-
jects were older and dlightly overweight in general. The
most common diagnosis was COPD (51.4%), followed by
interstitial lung disease (38.6%), pulmonary arterial hyper-
tension (7.1%), and other miscellaneous conditions (2.9%).
In the interstitial lung disease group, 20 subjects (74%)
had usua interstitial pneumonia, and 3 (11%) had non-
specific interstitial pneumonia. Disease burden was severe
overal: the mean percent-of-predicted FEV, was 31.5%
in the subjects with COPD, and the mean percent-of-
predicted total lung capacity was 60.4% in the subjects
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Table 2.  Spearman Correlation Coefficients Between 4-Meter Gait
Speed and Significant Variables
r P
6-min-walk test 070 < .001
Modified Medical Research Council dyspnea score —0.44 < .001
LASA socia activity domain score 042 < .001
Time in moderate activity (4-6 metabolic 0.41 .003
equivalents)
Self-efficacy for walking 0.38 .001
LASA quality of life domain score 0.36 .002
Self-efficacy for physical activity 0.35 .003
Mean physical activity level 0.35 .007
LASA emotional well-being domain score 0.32 .006
Time in vigorous activity (> 6 metabolic 0.32 .03
equivalents)
LASA mental well-being domain score 0.30 .01
LASA physical well-being domain score 0.27 .03

LASA = Linear Analog Self Assessment

with interstitial lung disease. BMWD was fair overall, with
amean of 305 m, but ranged from extremely poor (min-
imum 40 m) to excellent (maximum 568 m).3* The mean
self-efficacy score for physical activity was moderate
(3.2/5), and the mean self-efficacy score for walking was
generally low (3.1/7). Objectively measured daily physical
activity was very low, with a mean physical activity level
of 1.28 in the 58 subjects who wore the monitor for the
4 days required for data extraction.32 When subjects were
divided into those with COPD and those with al other
diagnoses, there were no differences in age, sex, MMRC
dyspnea score, 4AMGS, 6MWD, time spent in various lev-
els of activity (sedentary, light, moderate, and vigorous),
or physical activity level (al P > .15).

Gait Speeds

The mean = SD 4MGS was 0.85 = 0.21 m/s. The
mean * SD gait speedsduringthe BMWT were 1.01 + 0.29
(min 1-2), 0.98 = 0.31 (min 3—4), and 1.00 = 0.31 m/s
(min 5-6). Pair-wise Bland-Altman analyses showed no
significant differences per subject between the 3 gait speeds
measured during the 6BMWT.

AMGS Correlations

Statistically significant Spearman correlation coeffi-
cients between 4MGS and the other measurements are
shown in Table 2. The strongest correlation was between
4MGS and 6MWD (r = 0.70, P < .001), followed by
MMRC dyspnea score (r = —0.44 (P < .001). Five of the
6 itemsin the linear anal og self-assessment had significant
correlations with 4AMGS, the highest of which was social
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activity level (r = 0.42, P < .001) . Both self-efficacy
measures correlated modestly with 4AMGS: self-efficacy
for walking r = 0.38, P = .001; self-efficacy for physical
activity r = 0.35, P = .003. A significant but modest
correlation was present between 4MGS and physical ac-
tivity level (r = 0.35, P = 007). Time spent in moderate
and vigorous physical activity also both modestly corre-
lated with 4AMGS: moderate physical activity r = 0.41,
P = .003; vigorous physical activity r = 0.32, P = .03.
The correlation between 4MGS and time spent in light
activity was weak: r = 0.25, P = .08.

Multivariate Modeling for Predicting 4AMGS

The construct of gate speed was explored by fitting
multivariate linear regression models to predict 4MGS,
including the following variables: age, sex, MMRC dys-
pnea score, diagnosis (COPD vs other), body mass index,
diffusing capacity of the lung for carbon monoxide, 6 lin-
ear analog self-assessment domains (overal health, phys-
ical, spiritual, emotional, intellectual, and mental), self-
efficacy for walking score, self-efficacy for physical activity
score, and BMWD. Thefirst model showed that only 6MWD
significantly correlated: adjusted R? 0.49, P < .001. A
second model that excluded 6MWD to determine which
other variables affected 4AMGS showed that self-efficacy
for walking score (P = .02), self-efficacy for physical
activity score (P = .044), diagnosis of COPD (P = .03),
and socia activity level (P = .02) were associated with
4AMGS, with a combined R? value of 0.30 (P < .001).

Discussion

This study shows that 4MGS, a reproducible and easily
performed measurement, is significantly associated with
6MWD. Our results suggest that 4AMGS may be a reason-
able surrogate for the underutilized 6BMWD, which is an
unquestionable measure of morbidity in chronic lung dis-
ease.3340 Given that a gait speed reduction of 0.15m/sly
during the BMWT is associated with significantly worse
mortality over the ensuing year in patients with severe
COPD, our finding of an association between 4MGS and
6MWD has relevance and may prompt further investiga-
tion.1214

Kon et a found that 4AMGS correlated well with the
incremental shuttle walk test in patients with COPD.1 Qur
results are corroborative; however, we have extended upon
their findings by demonstrating an association with amuch
more widely utilized measure of exercise capacity and
wellness: the BMWD. Furthermore, our demonstration of
the remarkable stability of gait speed during the 6MWT
provides further rationale for the value and predictive abil-
ities of a shorter walk test utilizing gait speed analysis.
Leung et a found that a 2-min walk test had a very high
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correlation (r = 0.94) with6MWD in patientswith COPD 4!
and that the 2-min walk test was equally responsive to
improvement after a pulmonary rehabilitation program,
which indicates that an abbreviated walk test can still be
sensitive to change. Their findings, in conjunction with
ours, suggest that a short walk test such as 4AMGS may be
acceptable for routine use in the clinic.

The construct of gait speed and the possible influence of
psychosocial factors, such as self-efficacy, emotional well-
being, social activity, and spiritual well-being, have not
been extensively evaluated previously. After testing an
extensive number of important psychological and physio-
logical factors, we found that BMWD was the strongest
predictor of 4AMGS (r = 0.70), indicating that 4AMGS is
more related to a self-paced exercise test than objectively
measured physical activity or perception measures, includ-
ing dyspnea, self-efficacy, and quality of life. This was
evidenced by a fairly informative multivariate regression
model that included only the BMWD (R®> = 0.49). We
speculate that the dominance of the BMWD in our multi-
variate model indicates that the BMWT (in which the pa-
tient self-regulates walking velocity) intrinsically accounts
for volitional and perceptive factors such as self-efficacy,
subjective dyspnea, and overall well-being. We also found
that self-efficacy for walking and physical activity, level
of social activity, and a diagnosis of COPD contributed to
the construct of gait speed in an alternative but less infor-
mative model that excluded the 6BMWD (R? = 0.30).

To our knowledge this is the first study of the correla-
tion between usual gait speed and objectively measured
physical activity. Interestingly, we found that the correla
tion between gait speed and overall physical activity was
relatively weak (r = 0.35). More specificaly, 4AMGS was
associated with vigorous (> 6 metabolic equivalents,
r = 0.41) and moderate (4—6 metabolic equivalents,
r = 0.32) activity, but not light activity (2—4 metabolic
equivalents). The inherent limitation of using any measure
of exercise capacity as a surrogate for physical activity is
that patient preferences and priorities toward physical ac-
tivity are left unaccounted for. Patients may choose to live
sedentary lifestyles despite relatively high exercise capac-
itiesand, conversely, patientswith exerciselimitations may
still make daily physical activity a priority. Thisisalim-
itation that is unlikely to be overcome by any simple mea-
sure of exercise capacity, making the prediction of phys-
ical activity achallenging goal that will most likely require
both physical and psychosocial assessments.

There are limitations to our study. First, the sample size
prevented generation of more robust prediction models.
However, the comprehensiveness of our measurements be-
gins to fill the knowledge gap regarding the construct of
gait speed and helps in the design of future longitudinal
studies with gait speed. Second, we measured 4AMGS using
the most commonly employed normal velocity “ static start”

2117



CoRrRrRELATIONS BETWEEN GAIT SPeED, 6-MINUTE WALK DISTANCE, PHYSICAL ACTIVITY, AND SELF-EFFICACY

methodology. We are, therefore, unable to comment on
methodologic advantages of “usua” versus “fast” gait
speed. Given that a decline in maximum sustainable gait
speed derived from 6MWD s related to end of life in
COPD, additional work in this areais needed. Finally, our
self-efficacy questionnaires were created specifically for
this study and are therefore not validated tools; nonethe-
less, we believe they performed the desired goal of assess-
ing patient confidence for the tasks in question (walking
during the BMWT and minimal physical activity).

Conclusions

AMGS is strongly associated with 6MWD and may be a
reasonable surrogate for MWD in patients with chronic
lung disease. We believe that demonstrating an association
between 4AMGS and 6MWD is an advantage of this study,
since BMWD is an unguestionable measure of wellnessin
al lung diseases. To our knowledge, thisis the first report
regarding the association of usual gate speed, maximum
sustainable walking velocity, and physical activity level.
Also, our demonstration of the stability of gait speed dur-
ing the BMWT further suggests that an abbreviated walk
test may provide much of the same information as the full
6MWT. We believe the value of our study isthat it sheds
light on the construct of 4MGS: a novel, objective, and
longitudinal measurement of functional status and exercise
capacity, alowing for optimization in the care of patients
with chronic lung disease.

ACKNOWLEDGMENTS

We thank Marnie Wetzstein and Johanna Hoult for assistance with lo-
gistical management of the study.

REFERENCES

1. Abellan Van Kan G, Rolland Y, Andrieu S, Bauer J, Beauchet O,
Bonnefoy M, et al. Gait speed at usual pace as a predictor of adverse
outcomesin community-dwelling older people an I nternational Acad-
emy on Nutrition and Aging (IANA) task force. J Nutr Health Aging
2009;13(10):881-889.

2. Buchner D, Larson E, Wagner E, Koepsell T, De Lateur B. Evidence
for a non-linear relationship between leg strength and gait speed.
Age Ageing 1996;25(5):386-391.

3. Dumurgier J, Elbaz A, Ducimetiere P, Tavernier B, Alperovitch A,
Tzourio C. Slow walking speed and cardiovascular death in well
functioning older adults: prospective cohort study. BMJ 2009;339:
b4460.

4. Guranik J, Ferrucci L, Simonsick E, Salive M, Wallace R. Lower-
extremity function in persons over the age of 70 years as a predictor
of subsequent disability. N Engl J Med 1995;332(9):556-561.

5. Perera S, Mody S, Woodman R, Studenski S. Meaningful change
and responsiveness in common physical performance measures in
older adults. J Am Geriatr Soc 2006;54(5):743-749.

6. Steffen T, Hacker T, Mollinger L. Age- and gender-related test per-
formance in community-dwelling elderly people: Six-Minute Walk
Test, Berg Balance Scale, Timed Up & Go Test, and gait speeds.
Phys Ther 2002;82(2):128-137.

2118

7. Studenski S, Perera S, Patel K, Rosano C, Faulkner K, Inzitari M,
et al. Gait speed and survival in older adults. JAMA 2011;305(1):
50-58.

8. Studenski S, Perera S, Wallace D, Chandler J, Duncan P, Rooney E,
et a. Physical performance measures in the clinical setting. J Am
Geriatr Soc 2003;51(3):314-322.

9. Butcher SJ, Meshke JM, Sheppard MS. Reductions in functional
balance, coordination, and mobility measures among patients with
stable chronic obstructive pulmonary disease. J Cardiopulm Rehabil
2004;24(4):274-280.

10. llgin D, Ozaevli S, Kilinc O, Sevinc C, Cimrin A, Ucan E. Gait
speed as a functional capacity indicator in patients with chronic ob-
structive pulmonary disease. Ann Thoracic Med 2011;6(3):141-146.

11. Kon SS, Patel MS, Canavan JL, Clark AL, Jones SE, Nolan CM,
et a. Reliability and validity of the four metre gait speed in COPD.
Eur Respir J 2013;42(2):333-340.

12. Benzo R. Factors to inform clinicians about end of life in severe
COPD. J Pain Symptom Manage 2013;46(4):491-499.e4.

13. Kongsgaard M, Backer V, Jorgensen K, Kjaer M, Beyer N. Heavy
resistance training increases muscle size, strength and physical func-
tion in elderly male COPD-patients: a pilot study. Respir Med 2004;
98(10):1000-1007.

14. Polkey MI, Spruit MA, Edwards LD, Watkins ML, Pinto-Plata V,
Vestbo J, et a. Six minute walk test in COPD: minimal clinicaly
important difference for death or hospitalization. Am J Respir Crit
Care Med 2013;187(4):382-386.

15. Fritz S, Lusardi M. White paper: “walking speed: the sixth vital
sign”. J Geriatr Phys Ther 2009;32(2):2-5.

16. Studenski S. Bradypedia: is gait speed ready for clinical use? J Nutr
Health Aging 2009;13(10):878-880.

17. Blanchard CM, Fortier M, Sweet S, O’'Sullivan T, Hogg W, Reid
RD, et d. Explaining physica activity levels from a self-efficacy
perspective: the physical activity counseling trial. Ann Behav Med
2007;34(3):323-328.

18. Kaplan RM, Atkins CJ, Reinsch S. Specific efficacy expectations
mediate exercise compliance in patients with COPD. Health Psychol
1984;3(3):223-242.

19. Kim C, McEwen LN, Kieffer EC, Herman WH, Piette JD. Self-
efficacy, social support, and associations with physical activity and
body mass index among women with histories of gestational diabetes
mellitus. Diabetes Educ 2008;34(4):719-728.

20. Rodgers WM, Sullivan MJL. Task, coping, and scheduling self-
efficacy in relation to frequency of physical activity. J Appl Soc
Psychol 2001;31(4):741-753.

21. Bestal JC, Paul EA, Garrod R, Garnham R, Jones PW, Wedzicha
JA. Usefulness of the Medical Research Council (MRC) dyspnoea
scale as a measure of disability in patients with chronic obstructive
pulmonary disease. Thorax 1999;54(7):581-586.

22. Bretscher M, Rummans T, Sloan J, Kaur J, Bartlett A, Borkenhagen
L, et a. Quality of life in hospice patients: a pilot study. Psychoso-
matics 1999;40(4):309-313.

23. Brown PD, Maurer MJ, Rummans TA, Pollock BE, Balman KV,
Sloan JA, et a. A prospective study of quality of life in adults with
newly diagnosed high-grade gliomas: the impact of the extent of
resection on quality of life and survival. Neurosurg 2005;57(3):
495-503.

24. Locke DE, Decker PA, Sloan JA, Brown PD, Malec JF, Clark MM,
et a. Vadlidation of single-item linear analog scale assessment of
quality of life in neuro-oncology patients. J Pain Symptom Manage
2007;34(6):628-638.

25. Spitzer WO, Dobson AJ, Hall J. Measuring the quality of life of
cancer patients. A concise QL-index for use by physicians. J Chron
Dis 1981;34(12):585-597.

RespirRATORY CARE © DECEMBER 2013 VoL 58 No 12



26.

27.

28.

29.

30.

31

32.

33.

CoRrRrRELATIONS BETWEEN GAIT SPeED, 6-MINUTE WALK DISTANCE, PHYSICAL ACTIVITY, AND SELF-EFFICACY

Miller MR, Hankinson J, Brusasco V, Burgos F, Casaburi R,
Coates A, et a. Standardisation of spirometry. Eur Respir J 2005;
26(2):319-338.

ATS Committee on Proficiency Standards for Clinical Pulmonary
Function Laboratories. ATS statement: guidelines for the six-minute
walk test. Am J Respir Crit Care Med 2002;166(1):111-117.

Hill K, Dolmage TE, Woon L, Goldstein R, Brooks D. Measurement
properties of the SenseWear armband in adults with chronic obstruc-
tive pulmonary disease. Thorax 2010;65(6):486-491.

Patel SA, Benzo RP, Slivka WA, Sciurba FC. Activity monitoring
and energy expenditurein COPD patients: avalidation study. JCOPD
2007;4(2):107-112.

Watz H, Waschki B, Boehme C, Claussen M, Meyer T, Magnussen
H. Extrapulmonary effects of chronic obstructive pulmonary disease
on physical activity: a cross-sectiona study. Am J Respir Crit Care
Med 2008;177(7):743-751.

Enright PL, Sherrill DL. Reference equationsfor the six-minute walk
in healthy adults. Am J Respir Crit Care Med 1998;158(5 Pt 1):
1384-1387.

Watz H, Waschki B, Meyer T, Magnussen H. Physical activity in
patients with COPD. Eur Respir J 2009;33(2):262-272. Erratum in:
Eur Respir J 2010;36(2):462.

Caminati A, Bianchi A, Cassandro R, Rosa Mirenda M, Harari S.
Walking distance on 6-MWT is a prognostic factor in idiopathic
pulmonary fibrosis. Respir Med 2009;103(1):117-123.

. Chang J, Curtis J, Patrick D, Raghu G. Assessment of health-related

quality of life in patients with interstitial lung disease. Chest 1999;
116(5):1175-1182.

RespirRATORY CARE @ DECEMBER 2013 VoL 58 No 12

35.

36.

37.

38.

39.

40.

41.

Cote C, Pinto-Plata V, Kasprzyk K, Dordelly L, Celli B. The 6-min
walk distance, peak oxygen uptake, and mortality in COPD. Chest
2007;132(6):1778-1785.

Kawut S, O’ SheaM, Bartels M, Wilt J, Sonett J, Arcasoy S. Exercise
testing determines survival in patients with diffuse parenchymal lung
disease evaluated for lung transplantation. Respir Med 2005;99(11):
1431-1439.

Miyamoto S, Nagaya N, Satoh T, Kyotani S, Sakamaki F, FujitaM,
et a. Clinical correlates and prognostic significance of six-minute
walk test in patients with primary pulmonary hypertension. Compar-
ison with cardiopulmonary exercise testing. Am J Respir Crit Care
Med 2000;161(2 Pt 1):487-492.

Oga T, Nishimura K, Tsukino M, Hajiro T, Ikeda A, Mishima M.
Relationship between different indices of exercise capacity and clin-
ical measuresin patients with chronic obstructive pulmonary disease.
Heart Lung 2002;31(5):374-381.

Taichman DB, Shin J, Hud L, Archer-Chicko C, Kaplan S, Sager JS,
et al. Health-related quality of life in patients with pulmonary ar-
terial hypertension. Respir Res 2005;6:92. DOI: 10.1186/1465-9921-
6-92.

Waschki B, Kirsten A, Holz O, Muller KC, Meyer T, Watz H, et al.
Physical activity is the strongest predictor of al-cause mortality in
patients with COPD: a prospective cohort study. Chest 2011;140(2):
331-342.

Leung A, Chan K, SykesK. Reliability, validity, and responsiveness
of a2-min walk test to assess exercise capacity of COPD patients.
Chest 2006;130(1):119-125.

2119



