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Introduction: Physical activity (PA) and sedentary behavior (SB) have attracted attention in chronic obstructive pulmonary disease 
(COPD), and there have been efforts to evaluate PA and SB separately. The factors associated with the characteristics of the four 
activity phenotypes defined by the durations of PA and SB are largely unknown. The aim of this study was to clarify the factors that 
could differentiate each activity phenotype.
Materials and Methods: Study subjects were outpatients with stable COPD who were ≥40 years of age. We investigated the 
influence of 26 different factors on the activity phenotypes of COPD and extracted the factors that showed significant differences 
among the four activity phenotypes.
Results: Two hundred sixteen patients were included in the analysis. Exercise capacity and dyspnea were determinants that 
distinguished the low PA groups from the high PA groups. The pulmonary function and desaturation during exercise were factors 
that distinguished the high PA with low SB group from the low PA with high SB group. BMI, grip strength, upper arm circumference 
and HbA1c were higher in the low PA and low SB group than in the low PA and high SB group.
Conclusion: These factors could be the determinants discriminating activity phenotypes of patients with COPD.
Keywords: COPD, physical activity, sedentary behavior, nutritional status, muscle strength

Introduction
Chronic obstructive pulmonary disease (COPD) is a common respiratory disease mainly caused by smoking. It caused 
approximately 3.23 million deaths worldwide in 2019.1 It is characterized by chronic respiratory symptoms due to 
inflammation and remodeling of the airways and/or alveoli that cause persistent, often progressive, air flow 
obstruction.2,3 Patients with COPD have reduced respiratory function compared to healthy individuals, and the level 
of respiratory function decline has been associated with decreased physical activity (PA).4–6 In addition, a low level of 
PA has been found associated with increased exacerbations and mortality.7 Therefore, the maintenance or improvement 
of PA is an important target for management, similar to smoking cessation in patients with COPD.

Recently, similar to PA, sedentary behavior (SB) has attracted attention in COPD. SB can be defined as an energy 
expenditure of ≤1.5 metabolic equivalents (METs) in a sitting or reclining position. On the other hand, PA is defined as 
any body movement produced by skeletal muscles that results in energy expenditure but is usually evaluated with the 
duration of the intensity of PA at ≥3 METs (moderate to vigorous intensity).8–10 The daily duration of PA and that of SB 
have been reported to be negatively correlated in patients with COPD.11 The mortality among patients with COPD is 
associated with both a decrease in PA and an increase in SB, both of which are important indicators.7,12

In recent years, there have been efforts to evaluate PA and SB separately. Bakrania et al, categorized individuals into 
four activity groups based on their levels of PA and SB: (1) “Busy Bees”, those who engage in high levels of PA and low 
levels of SB; (2) “Sedentary Exercisers”, those who engage in low levels of both PA and SB; (3) “Light Movers”, those 
who engage in high levels of both PA and SB; and (4) “Couch Potatoes”, those who engage in low levels of PA but high 
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levels of SB.13 They examined participants cardiometabolic markers by combined categories of quantified PA and SB. 
McKeough et al called these four groups as “activity phenotype” and examined mortality and cardiometabolic risk with 
a similar classification in patients with COPD.14 However, the factors associated with the characteristics of each activity 
phenotype are still largely unknown.

The aim of this study was to perform a detailed comparison of the four activity phenotypes mentioned above, which 
were defined by the durations of PA and SB in patients with COPD and to clarify the factors that could differentiate each 
activity phenotype.

Materials and Methods
Subjects
Patients were recruited from the enrollment date of a previous study in which a detailed reference equation for PA in 
Japanese patients with COPD was created.15 Patients were recruited from 21 institutes belonging to the National Hospital 
Organization of Japan from January 2017 to February 2020. Study subjects were outpatients with stable COPD diagnosed 
with postbronchodilator forced expiratory volume in one second (FEV1)/forced vital capacity (FVC) <0.7 and ≥40 years 
of age. The following exclusion criteria were applied: 1) clinically relevant bronchial asthma, 2) receiving oxygen 
therapy, 3) a history of lung resection, 4) a history of an exacerbation within three months, 5) PA extremely suppressed 
by other diseases (including neuromuscular disease, bone and joint disease, active malignant disease, myocardial 
infarction, etc.), and 6) participation in this study deemed inappropriate by the attending physician.

This study was conducted in accordance with the provisions of the Declaration of Helsinki, was approved by the 
ethics committee of the National Hospital Organization Wakayama Hospital (approval number: 04-3; approval date: 
21 February 2023), and has been registered with the University Hospital Medical Information Network (UMIN 
000050745, 1 April 2023). We explained the research details on the National Hospital Organization Wakayama 
Hospital’s website and provided the opportunity to refuse participation in the study.

Variables
This was a prospective cross-sectional observational study. Observational duration was from day 0 to day 14 (or up 
to day 28). Day 0 was defined as the day when the subject patient gives consent to participate in the study. On day 0, the 
following variables were collected: age, sex, smoking history, modified Medical Research Council (mMRC) dyspnea 
score, Hospital Anxiety and Depression Scale (HADS), medical history, body mass index (BMI), nutritional status, grip 
strength, pulmonary function tests after bronchodilator administration and blood tests. The medical history included 
a history of COPD medication, whether or not pulmonary rehabilitation was performed, and the presence of comorbid-
ities. The nutritional status was assessed by measuring upper arm circumference and triceps subcutaneous fat thickness. 
Blood tests included assessments of red blood cells (RBCs), hemoglobin (Hb), fasting blood glucose (FBG), hemoglobin 
A1c (HbA1c), albumin (Alb), and brain natriuretic peptide (BNP). A 6-minute walk test (6MWT) was performed on day 
14 (or up to day 28).

Accelerometric Evaluation
From day 0 to day 14 (up to day 28), PA was measured with a triaxial accelerometer, Active Style Pro HJA-750C® 

(Omron Healthcare, Kyoto, Japan) for 24 hours except for bathing or water activities, and the information was recorded 
in the patient’s dairy. Duration at ≥3.0 METs were employed as an indicator of PA and duration at 1.0–1.5 METs were 
employed as an indicator of SB.

Data Cleaning
First, from the 15 obtained days (up to 29 days), rainy days, days with special activity, and days when the average 
temperature was <2.5°C were excluded because they were considered to affect the patients’ physical status. Next, the 
accelerometric data between 07:00 and 20:00 were extracted from the data measured throughout the day, and the days 
with less than 10 hours of accelerometer wearing time were excluded. The accelerometer nonwear time was defined as 90 
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minutes of consecutive zeros with allowance for 2 minutes of interruptions in accordance with Choi’s method.16 Finally, 
to obtain reproducibility of the data, data from patients who had at least three valid days were analyzed.17 Information 
about weather and special activity days was obtained from the content of the diary. The mean temperature was detected 
from the records of the nearest weather station to each institution where the patient was recruited.

Activity Phenotype
In accordance with Bakrania’s classification,13 the patients were divided into four groups based on their PA (duration at ≥3 METs) 
and SB (duration at 1.0–1.5 METs): Group A consisted of patients with greater than or equal to the median duration at ≥3 METs 
and less than the median duration at 1.0–1.5 METs, which corresponded to “busy bees”; Group B consisted of patients with less 
than the median duration at ≥3 METs and less than the median duration at 1.0–1.5 METs which corresponded to “light movers”; 
Group C consisted of patients with greater than or equal to the duration at ≥3 METs and greater than or equal to the duration at 
1.0–1.5 METs, which corresponded to “sedentary exercisers”; and Group D consisted of patients with less than the median 
duration at ≥3 METs and greater than or equal to the median duration at 1.0–1.5 METs which corresponded to “couch potatoes”. 
We expressed these four groups as activity phenotypes, according to the study conducted by McKeough et al.14

Statistical Analyses
The differences in the median changes in features observed in the four groups were compared using the Kruskal–Wallis 
test. Categorical variables were tested with the chi-square test. The features that were significantly different in a Kruskal– 
Wallis test were subjected to multiple comparisons between independent groups using Dunn’s test. All tests were two- 
tailed and the significance level was set at p<0.05.

Results
Two hundred fifty-three patients were recruited, and 14 were excluded for the following reasons: accelerometer trouble 
(N=6), postbronchodilator FEV1.0/FVC ≥0.7 (N=3), other diseases (N=2), spirometry performed without 
a bronchodilator (N=1), withdrawal of consent (N=1), and duplicate registration (N=1). Among these patients, 23 
were excluded because the number of valid days was <3. Finally, 216 patients were registered in the analysis (Figure 1).

Figure 1 Flow diagram. 
Abbreviations: FEV1.0, forced expiratory volume in one second; FVC, forced vital capacity; BD, bronchodilator.
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The average age of the patients was 73.1 years, 202 (94%) patients were male, and the average FEV1.0% of predicted 
value (FEV 1.0%pred) was 62.6%. The average duration at ≥3.0 METs per day was 52 minutes, and the average duration 
at 1.0–1.5 METs per day was 371 minutes (Table 1).

The median values of duration at ≥3 METs per day and at 1.0–1.5 METs per day were 43 minutes and 362 minutes, 
respectively. The values in each group were as follows: Group A, ≥43 minutes of duration at ≥3.0 METs and <362 
minutes of duration at 1.0–1.5 METs; Group B, <43 minutes at ≥3.0 METs and <362 minutes at 1.0–1.5 METs; Group C, 
≥43 minutes at ≥3.0 METs and ≥362 minutes at 1.0–1.5 METs; and Group D, <43 minutes at ≥3.0 METs and ≥362 
minutes at 1.0–1.5 METs (Figure 2). The numbers of patients in Groups A, B, C, and D were 83 (38.4%), 25 (11.6%), 25 
(11.6%), and 83 (38.4%), respectively. Factors that showed significant differences among groups were BMI, IC, 
FEV1.0%pred, FEV1.0/FVC, 6-minute walk distance (6MWD), lowest SpO2 during the 6MWT, upper arm circumfer-
ence, grip strength, HbA1c, mMRC, PA and SB status (Table 2).

The factors that differed significantly among groups were divided into three major distinctive characteristics. The first 
characteristic was that Groups B and D tended to be inferior to Groups A and C, which included the 6MWD and mMRC 
(Figure 3). The second was that Group D was inferior to Group A, which included IC, FEV1.0%pred, FEV1.0/FVC and 
lowest SpO2 during the 6MWT (Figure 4). The third was that Group B had higher values than Group D, which included 
BMI, upper arm circumference, grip strength and HbA1c (Figure 5).

Discussion
The study examined the determinants of activity phenotypes of patients with COPD, which were classified by PA and SB. 
Patients in Groups B or D had a shorter 6MWD and higher mMRC than those in Groups A or C. Patients in Group D had 

Table 1 Characteristics of All Patients

Sex (Male/Female) 202/14

Age 73.1±6.6
BMI (kg/m2) 22.4±3.3

Smoking history
Current/Former/Never 32/180/4
Pack-year 60.1±32.8

mMRC (0/1/2/3/4) 51/100/39/24/2

COPD stage (I/II/III/IV) 52/103/46/15
Pulmonary function

IC (L) 2.21±0.57

FVC (L) 3.28±0.79
%FVC (%) 99.8±20.0

FEV1.0 (L) 1.64±0.61

FEV1.0%pred (%) 62.6±21.2
FEV1.0/FVC (%) 49.7±13.1

6MWD (m) 390±104

Physical activity
Duration at ≥2 METs (min) 191±78

Duration at ≥3 METs (min) 52±33

Step count (steps) 3893±2500
Sedentary behavior

Duration at 1.0–1.5 METs (min) 371±102

Note: The results are expressed as the mean ± SD. 
Abbreviations: BMI, body mass index; mMRC, modified Medical 
Research Council dyspnea scale; IC, inspiratory capacity; FVC, forced 
vital capacity; FEV1.0, forced expiratory volume in one second; %pred, % 
of predicted value; 6MWD, 6-minute walk distance; METs, metabolic 
equivalents.
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lower levels of respiratory function and SpO2 during the 6MWT than in Group A. Patients in Group B had higher BMI, 
grip strength, upper arm circumference, and HbA1c than those in Group D.

The 6MWD was one of the determinants distinguishing Groups B or D from Groups A or C, which indicated that PA 
but not SB could affect the 6MWD. An official systematic review of the European Respiratory Society/American 
Thoracic Society showed that the 6MWD was moderately or strongly correlated with objective measures of PA in 
patients with COPD.18 Furthermore, their correlation was stronger than the correlations between the 6MWD and 
pulmonary function or quality of life. On the other hand, Schneider et al showed that the patients in the active + 
nonsedentary group (corresponding to Group A) had longer 6MWD than those in the active + sedentary group 
(corresponding to Group C), which is not compatible with our results in Groups A and C.11 One possible reason for 
this discrepancy is that the number of patients in the active + sedentary group in Schneider’s report was small (n=9, 6%), 
which may have led to less reliable results. Alternatively, cultural differences between study populations could account 
for distinct outcomes.

mMRC was another determinant that distinguished Group B or D from Group A or C, which indicated that mMRC 
could be associated with PA but not SB. A higher mMRC score was associated with lower PA levels in patients with 
COPD,19,20 which was compatible with our results. Munari et al reported that mMRC was associated with not only PA 
but also SB in patients with COPD,21 which was not compatible with our results. This is presumably because the median 
value of mMRC (2 points) and the mean value of FEV1.0%pred (35.1%) of the participants were worse than those in our 
study. In other words, in the population with a poor pulmonary function and severe dyspnea, mMRC may also be 
associated with the duration of SB.

IC, FEV1.0%pred and FEV1.0/FVC were the determinants distinguishing Group D from Group A. Previous studies 
showed that patients with a better pulmonary function have longer periods of PA, but the correlation was not as 
strong.6,22 These reports only evaluated the PA aspect. The relationship between the pulmonary function and SB in 
patients with COPD was also reported.23 An increase in SB duration can affect the development of COPD and is a risk 
factor for a decreased pulmonary function, similar to smoking.24,25 These reports suggest that both PA and SB are 
important factors for the pulmonary function in patients with COPD, rather than one or the other. In this study, there was 
significant difference in respiratory function only between Groups A and D, while no differences were found between 
Groups A and B, Groups A and C, Groups B and D, or Groups C and D. This result suggests that the decline in 
respiratory function in patients with COPD could be associated with both the decrease in PA duration and the increase in 
SB duration, rather than a decrease in PA duration alone or an increase in SB duration alone.

Figure 2 Scatter diagram based on duration at ≥3 METs and 1.0–1.5 METs. Each patient was grouped into one of four groups according to the median duration of ≥3 METs 
and 1.0–1.5 METs. The upper left section shows Group A, the lower left section shows Group B, the upper right section shows Group C, and the lower right section shows 
Group D. 
Abbreviation: METs, metabolic equivalents.
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The lowest SpO2 during the 6MWT was significantly reduced in Group D in comparison to Group A. Some studies 
have shown that exercise-induced oxygen desaturation in patients with COPD is associated with FEV1.0.26,27 The lowest 
SpO2 during the 6MWT might be a determinant discriminating Group D from Group A, similar to the pulmonary 
function.

BMI, upper arm circumference, grip strength, and HbA1c were determinants discriminating Group B from D, which 
indicated that these factors were associated with SB among patients with low PA. BMI and upper arm circumference are 
commonly used as indicators of the nutritional status and are frequently assessed in patients with COPD.28

Table 2 Differences Among Groups

Group A Group B Group C Group D p

Sex (Male/Female) 78/5 22/3 23/2 79/4 0.624
Age 73 (68–78) 75 (69–79) 72 (69–76) 73 (69–78) 0.336

BMI (kg/m2) 23.0 (20.8–25.0) 25.0 (22.7–26.4) 22.2 (19.5–23.3) 21.5 (18.4–24.0) <0.001

Smoking history
Current/Former/Never 10/70/3 2/22/1 5/20/0 15/68/0 0.379

Pack-year 47.0 (37.9–72.5) 49.0 (37.5–80.0) 56.0 (35.0–71.8) 60.0 (40.0–80.0) 0.324

COPD stage (I/II/III/IV) 36/40/7/0 7/13/4/1 6/14/5/0 13/29/28/13 <0.001
Pulmonary function

IC (L) 2.30 (1.92–2.68) 2.15 (2.00–2.51) 2.15 (1.66–2.49) 1.99 (1.64–2.46) 0.007
%FVC (%) 104.8 (92.4–113.9) 103.4 (86.2–111.2) 98.9 (86.9–111.6) 95.5 (76.6–112.7) 0.113

FEV1.0 % pred (%) 72.7 (58.9–85.4) 68.7 (54.3–82.0) 60.1 (53.4–80.2) 51.7 (34.9–67.4) <0.001

FEV1.0/FVC (%) 56.8 (47.4–62.9) 50.2 (41.6–64.1) 50.2 (43.7–61.9) 43.9 (32.0–56.4) <0.001
6MWD (m) 421 (390–483) 370 (333–437) 450 (418–488) 347 (291–420) <0.001

Lowest SpO2 during 6MWT (%) 91.0 (88.0–94.0) 91.0 (86.0–92.5) 91.0 (88.0–94.5) 88.0 (85.0–91.0) 0.002

Nutrition
Upper arm circumference (cm) 27.3 (25.2–30.1) 28.1 (26.8–29.5) 26.2 (24.2–28.0) 26.0 (23.9–28.2) 0.001

Subcutaneous fat thickness of triceps brachii (cm) 1.20 (0.90–1.60) 1.20 (1.00–1.75) 1.10 (0.65–1.35) 1.10 (0.80–1.63) 0.271

Grip strength (kg) 33.0 (28.0–37.0) 35.0 (30.0–38.0) 33.0 (27.5–36.0) 30.0 (24.0–35.0) 0.029
Blood tests

FBG (mg/dL) 104 (96–116) 106 (99–116) 106 (97–115) 101 (92–111) 0.089

HbA1c (%) 5.9 (5.6–6.3) 6.1 (5.8–6.4) 5.6 (5.5–6.0) 5.7 (5.6–6.0) 0.009
RBC (×104/μL) 469 (438–492) 485 (426–533) 464 (448–509) 486 (442–519) 0.246

Hb (g/dL) 14.5 (13.7–15.3) 14.8 (13.7–16.2) 14.7 (13.7–15.7) 14.9 (13.9–15.9) 0.238

BNP (pg/mL) 21.8 (10.2–38.7) 26.0 (10.1–53.7) 15.1 (8.7–29.1) 23.7 (12.4–46.2) 0.197
Alb (g/dL) 4.2 (4.0–4.4) 4.2 (4.0–4.4) 4.3 (4.0–4.4) 4.2 (4.0–4.4) 0.999

HADS
Anxiety score 4.0 (1.0–6.0) 2.0 (1.0–4.0) 2.0 (0.5–6.0) 3.0 (1.0–5.0) 0.085
Depression score 3.0 (2.0–6.0) 4.0 (2.0–5.5) 4.0 (1.0–7.5) 5.0 (3.0–6.0) 0.274

mMRC 1.0 (0–1.0) 2.0 (0.5–2.0) 1.0 (0.5–1.0) 1.0 (1.0–2.0) <0.001

Treatment (Yes/No) 72/11 24/1 19/6 80/3 0.010
Rehabilitation (Yes/No) 2/81 2/23 3/22 7/76 0.246

Comorbidities (Yes/No) 63/20 19/6 16/9 61/22 0.685

Physical activity
Duration at ≥2 METs (min) 260 (216–307) 163 (133–193) 179 (159–208) 128 (97–154) <0.001

Duration at ≥3 METs (min) 76 (59–97) 31 (24–38) 57 (47–65) 26 (17–36) <0.001

Step count (steps) 5441 (3925–7067) 2541 (1885–3365) 4371 (3408–5846) 2078 (1095–3042) <0.001
Sedentary behavior

Duration at 1.0–1.5 METs (min) 287 (244–324) 332 (307–342) 417 (381–451) 455 (411–516) <0.001

Note: The results are expressed as the median (IQR). 
Abbreviations: BMI, body mass index; IC, inspiratory capacity; FVC, forced vital capacity; FEV1.0, forced expiratory volume in one second; %pred, % of predicted value; 
6MWD, 6-minute walk distance; 6MWT, 6-minute walk test; FBG, fasting blood glucose; HbA1c, hemoglobin A1c; RBC, red blood cell count; Hb, hemoglobin; BNP, brain 
natriuretic peptide; Alb, albumin; HADS, hospital anxiety and depression scale; mMRC, modified Medical Research Council; METs, metabolic equivalents.
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Figure 3 Factors that were inferior in Groups B and D in comparison to to Groups A and C. Data are shown as box plots (each box represents 25th percentile at the lower 
extreme of the box; the median at the central line of the box; and the 75th percentile at the upper extreme of the box) of the (a) 6MWD and (b) mMRC. The gray boxes 
emphasize the distinctive groups in each factor. 
Abbreviations: 6MWD, 6-minute walk distance; mMRC, modified Medical Research Council.

Figure 4 Factors that were inferior in Group B is in comparison to Group A. Data are shown as box plots (each box represents 25th percentile at the lower extreme of the 
box; the median at the central line of the box; and the 75th percentile at the upper extreme of the box) of (a) IC, (b) FEV1.0%pred, (c) FEV1.0/FVC and (d) lowest SpO2 
during the 6MWT. The gray boxes emphasize the distinctive groups in each factor. 
Abbreviations: IC, inspiratory capacity; FEV1.0, forced expiratory volume in one second; %pred, % of predicted value; FVC, forced vital capacity; 6MWT, 6-minute walk test.
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Among the population with a low level of PA, BMI was high in patients with a low level of SB (Group B). Mesquita 
et al reported that BMI was higher in “couch potatoes” (a low level of PA with a high level of SB) than other activity 
phenotypes,29 which was not compatible with our results. The difference might be attributed by difference in BMI of the 
respective patient populations. The mean BMI in the current study was approximately within the normal range of 22.4 
±3.3. However, in Mesquita’s study, the median BMI was 25.8, which indicated that more than half of the patients were 
overweight. Other reports have demonstrated a relationship between obesity and an increase in SB,30,31 although these 
reports were not specifically in studies of patients with COPD. Our results suggest that if the BMI of patients with COPD 
is within the normal range, such as Japanese patients,32,33 a higher BMI might be associated with a low level of SB.

The upper arm circumference of patients in Group B was significantly longer than that of patients in Group D, 
suggesting that it could influence SB for patients with decreased PA. Although shorter upper arm circumference has been 
reported to be associated with the severity of COPD,34,35 no studies have demonstrated a direct correlation between upper 
arm circumference in patients with COPD and the durations of PA or SB. Benítez et al reported that upper arm 
circumference in inpatients was positively correlated with BMI.36 Upper arm circumference may be affected by SB to 
reflect the nutritional status, similar to BMI.

Muscle strength is an important factor in assessing sarcopenia in patients with COPD, similar to the nutritional status. 
Hand grip strength is a muscle strength parameter that can be easily measured. Our study found that hand grip strength 

Figure 5 Factors that showed higher values in Group B in comparison to Groups C and/or D. Date are shown as box plots (each box represents the 25th percentile at the 
lower extreme of the box; the median at the central line of the box; and the 75th percentile at the upper extreme of the box) of (a) BMI, (b) upper arm circumference, (c) 
grip strength and (d) HbA1c. The gray boxes emphasize the distinctive groups in each factor. 
Abbreviations: BMI, body mass index; HbA1c, hemoglobin A1c.
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was significantly higher in patients in Group B than those in Group D, which indicated that hand grip strength was 
associated with SB for the patients with decreased PA. However, high hand grip strength was reported to be related to an 
increase in PA and a decrease in SB in meta-analysis.37 One possible reason for this discrepancy is that the participants in 
these reports included many healthy individuals; in fact, in this meta-analysis, only 12 of the 112 papers were related to 
patients with COPD. These differences in registrant characteristics might have led to different results regarding the 
association between hand grip strength and PA.

Although BMI, upper arm circumference, and grip strength were significantly different between patients in Groups 
B and D, no significant difference was found between Groups A and C. This result suggests that if PA is maintained to 
some extent, the effects of nutrition and muscle strength on SB might be small. The lack of difference between Groups 
C and D suggests that the negative effects of these factors may have more impact on SB than on PA.

Patients in Group B had higher HbA1c values than those in Group D. This means that an increase in HbA1c is 
associated with a decrease of SB, which is difficult to explain. McCarthy et al reported that in high-risk patients with type 
2 diabetes, a decrease in HbA1c was associated with an increase in PA, while no relationship was observed between 
HbA1c and SB.38 In addition, they revealed a relationship between an increase in HbA1c and weight gain. The effects of 
HbA1c on SB might be similar to those of BMI. Furthermore, most of the HbA1c values of the patients were in the 
normal range in the current study (mean ± SD: 5.95±0.65), which suggests that HbA1c might have a greater impact on 
SB than on PA among patients whose HbA1c value is in the normal range.

The present study is associated with several limitations. First, it is unclear whether the sample size was sufficient 
to draw this conclusion, especially, the sample sizes of Groups B and C were small, which might have led to 
inaccuracies in the analysis. Second, patients with severely reduced PA by other diseases or with oxygen therapy 
were excluded from this study. Therefore, the number of patients with very severe disease was relatively small. 
Third, we could not evaluate the effects of osteoporosis, the presence or absence of work or hobbies, and household 
environment (whether the participant lived alone or with others), although these factors were reported to be 
associated with PA.39–41 These factors should be evaluated in future studies. Fourth, due to the cross-sectional 
design of the study, the relationship between the four activity phenotypes and mortality could not be examined. 
Fifth, this study was a Japanese predominantly male population and therefore generalizability to a broader COPD 
may be limited.

Conclusion
We identified the characteristics of activity phenotypes defined by PA and SB in patients with COPD. Exercise capacity, 
dyspnea, pulmonary function, desaturation during exercise, nutritional status, muscle strength, and HbA1c could be the 
determinants discriminating activity phenotypes.
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