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Abstract



In western society, traditional Chinese
medicine is one kind of alternative medicine.
In recent years, alternative medicine has
become very popular and its use widespread.
The extent to which these practices have
clinical efficacy according to biomedical
criteria is a matter of ongoing research and
debate. This research project will follow the
method developed by a research team for
“The development and application of the
estimation methods of cost-effectiveness
analysis of medical and health policy” held
by professor Jung-Der Wang. Principle
methods used in this study are under the
methodology and guidelines developed by
the above team which includes the
researchers from different areas such as
psychology ~ economics ~ statistics and health
policy, etc..

Since there is no gold standard for
comparison and diagnosis between western
medicine and Chinese medicine due to the
different discipline of these two branches of
medical care, a preliminary study and a
cohort recruiting were necessary for
researchers who want to evaluate the efficacy
of treatments among western medicine and
Chinese medicine. Therefore, one of
objectives of this study is to establish COPD
cohorts and COPD patients’ onset dates that
will be used as a base of a longitudinal study.
In addition, the other objective of this study
was also to investigate the correlations
between quality of life (QOL) and clinical
parameters of patients with a chronic
obstructive pulmonary disease (COPD), such
as lung function), disease duration, and
various medical symptoms as diagnosed by a
physician. The symptoms include loss of
appetite, fatigue, coughing frequency and
breathing difficulties. Each of the four
symptoms was evaluated using scale of
0-100 (100=normal; 0=most severe). A total
of 200 (191 males and 9 females) COPD
outpatients aged 68.7 = 8.7 years at two
teaching hospitals in central Taiwan were
randomly recruited from August 1, 2001 to
September 31, 2002. Patients' QOL was
assessed using the WHOQOL-BREF
questionnaire, which included four domains

(physical, psychological, social and
environmental) and clinical data were
obtained from physical examinations and
physicians’ diagnoses. Correlation
coeflicients method was used to determine
the factors that influenced QOL. The results
showed that mean QOL scores in the
physical domain were significantly lower
among patients with lower FEV1 % -~ lower
FEV1/FVC and lower scores for loss of
appetite and lower scores for fatigue. Mean
QOL scores in the environmental domain
were significantly lower among patients with
lower scores for fatigue. However, there were
no significant associations of any clinical
variables with the psychological domain and
social domain. Quality adjusted survival
curve was estimated and discussed.

Key words: Cohort Study, Quality of Life,
COPD, Clinical Parameters,
WHOQOL-BREF, QALY
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Table 1 Patient characteristics (n=200)
Characteristics

Sex n(%)
Female 9(4.5)
Male 191(95.5)
Age(years)
Mean(SD) 68.7(8.7)
Range 41.4-88.4
Duration of disease(years)
Mean(SD) 4.6(4.7)
Range 0.2-41.2
Current Smoking Status n{%)
Yes 60(30.2)
No 139(69.9)
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Table2 HRQL and clinical variables

Mean(SD}
HRQL

physical 13.5(2.1)
psychological 13.8(2.1)
social 15.0(1.6)
environmental 14.4(1.6)

Lung function
FEV1% 56.7(20.0)
FEVI/FVC 61.5(10.5)

Clinical symptoms scores(Q:very bad;100;normal)

loss of appetite 82.0(23.6)
fatigue 72.6(23.3)
coughing frequency 68.0(18.3)
breathing difficulties 60.0(19.6)
Lung function stages# n{%)}
stage 0 12{9.5)
stage 1 6(4.7)
stage 2 97(76.4)
stage 3 12(9.5)
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