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Abstract

Background

Pulmonary rehabilitation (PR) is beneficial, yet outcome assessment remains inconsistent. A
multidisciplinary D-A-CH working group reviewed evidence, introduced new measures, and explored
emerging PR concepts.

Summary

The meeting emphasized patient-reported (PROMs) and clinician-reported (CROMs) outcome measures. A
key focus was the minimal clinically important difference (MCID), a widely used metric which is applied
inconsistently and is highly dependent on the baseline value. The ‘performance score’ (T2D =T2 + (T2 -T1))
takes baseline status (T1) into account by combining the discharge value (T2) with the improvement (T2 - T1)
before and after treatment, based on the distribution. This simple descriptive approach results in a baseline-
adjusted MCID estimator, with a planned multicenter study to validate its use in COPD rehabilitation.
Further discussions addressed epistemic trust, crucial for patient adherence and interdisciplinary
collaboration, with a study planned to assess its impact. Dysfunctional breathing (DB), often overlooked in
PR, was highlighted, emphasizing the need for standardized diagnostic tools. The role of artificial
intelligence (Al) in PR, including large language models, was explored, with surveys planned to evaluate
patient and provider perceptions.

Key Messages

The T2D performance score offers a dynamic approach to assessing PR progress, addressing MCID
limitations. Standardized methods for epistemic trust and DB diagnosis are essential for better recognition
and management. Al integration in PR presents opportunities for personalized rehabilitation but requires
further evaluation. The D-A-CH working group remains committed to advancing PR through evidence-based
strategies and international collaboration.

Introduction

Pulmonary rehabilitation including patient-tailored therapeutic interventions based on specific
assessments is pivotal to the management of chronic respiratory disease. This medical field is characterized
by its dynamism and the promotion of patient adherence to healthy behaviors. Its long-term efficacy in
reducing dyspnea, increasing exercise capacity, and improving quality of life (QoL) has been demonstrated
in patients with chronic obstructive pulmonary disease (COPD) 1].

Itis crucial to promote the exchange of knowledge, facts and methods on a European level and to ensure the
implementation of new therapies in pulmonary rehabilitation. In pursuit of this objective, a group of 16
German-speaking pulmonary rehabilitation experts from Germany, Austria and Switzerland (“D-A-CH”
working group) convened for a scientific retreat mid-January 2025 in a place called “Montafon” in western
Austria. This group metin person and virtually for two days, to participate in a comprehensive review of the
current clinical evidence and new concepts in the field. The multidisciplinary team of pulmonary
rehabilitation experts included twelve physicians, two physiotherapists, one exercise scientist and one
psychologist from three European countries. The primary objective of the meeting was to discuss relevant
scientific issues in pulmonary rehabilitation within a multinational D-A-CH framework. The meeting features
presentations by experts, which highlighted current evidence and novel clinical concepts in the field (full-
text research papers, meta-analyses and [systematic] reviews; papers written in English or German and
published in the last five years).

Although there are discrepancies among structural organizations and social insurance requirements across
countries, this D-A-CH working group has sustained a collaborative relationship for a long-standing period,
characterized by the organization of joint seminars, training courses, D-A-CH congresses and joint
publications. For instance, several members of this D-A-CH working group were involved in developing the
S1-guideline post-COVID/long-COVID in 2021 [2] and the S2k-guideline on COVID-19 and (early)
rehabilitation published in 2023 [3], as well as joint practical recommendations on the prescription and
adjustment of exercise training in chronic respiratory diseases [4], and patients with long-COVID [5].

During several joint physical and online meetings throughout 2024, the primary focus of the D-A-CH science
retreat was established as the investigation of outcomes (patient-reported outcome measures [PROMs] and
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clinician-reported outcome measures [CROMs]) in pulmonary rehabilitation for a better assessment of
rehabilitation improvements. The minimal clinically important difference (MCID) is defined as the smallest
change in a measurement result that patients consider significant and that requires an adjustment in
treatment, as long as no disturbing side effects or excessive costs occur [6]. The determination of the MCID
has been proven to be a crucial parameter in defining the clinical relevance of the improvements in
individual parameters observed in clinical studies [7]. Historically, rehabilitation progresses have been
routinely determined using either statistical relevance (p-value<0.05) or the MCID [7-11]. It is well known
that evaluating therapeutic success based on change values (differences) or a uniform minimal clinically
important difference (MCID) for all patients presents a methodological challenge: regression towards the
mean or dependence on the baseline value. Patients with better baseline values tend to show less
improvement during rehabilitation than those with poorer baseline values, even if both groups benefit
equally from the intervention. This phenomenon makes interpreting change scores much more difficult, as
the same absolute changes must be evaluated differently depending on the individual's status at the start of
treatment (T1). Commonly, MCIDs are being treated as fixed, “one-size-fits-all” thresholds for each outcome
measure, but recent evidence suggests that MCIDs are context-dependent and strongly influenced by
baseline status [12] which has the strongest moderating effect on outcome [13,14]. For example, in the 6-
minute walk test (6MWT) for patients with COPD, a global MCID of about 26 m has been proposed [9]. A
patient with mild disease improving from 550 m to 600 m (+50 m; #9% relative change; T2D = 650m) and a
patient with severe disease improving from 250 m to 300 m (+50 m; 20% relative change; T2D =350m) would
both exceed this threshold, and the percentage change would suggest a larger response in the more
impaired patient. However, the first patient reaches a substantially higher functional level at discharge. This
illustrates that “one-size-fits-all” MCIDs and percentage change scores can be misleading when baseline
status varies widely, and that clinically meaningful change must be interpreted in relation to the individual's
baseline value at admission. Therefore, baseline-dependent or “dynamic” MCIDs that adapt to the individual
baseline value have been proposed [12]. The T2D 'performance score’, defined as an additive combination of
the discharge value (T2) and the absolute change (D =T2 -T1), may provide a simple estimator in a single
numerical value (e.g., for T2D = 500m in the 6MWT for COPD patients) for such dynamic MCIDs, as it jointly
accounts for baseline status and discharge performance in the original units of the outcome [13, 14]. The
T2D performance score or a baseline-dependent MCID offers the novel opportunity to re-evaluate the
impact of rehabilitation and may prove to be a valid criterion for evaluating critical success factors.
Furthermore, the absence of predicted target values and MCIDs in clinical practice was discussed, as well
as the potential of dysfunctional breathing and epistemic trust to improve clinical outcomes in pulmonary
rehabilitation. Additionally, we are also presenting an upcoming project dealing with artificial intelligence
(Al) including the use of large language models in pulmonary rehabilitation. Finally, we reflected on the
future of the D-A-CH collaboration.

Main Text

Pulmonary rehabilitation outcome measures —the T2D performance score

In a multidisciplinary rehabilitation team, diverse healthcare professionals collaborate to provide
comprehensive care tailored to individual patient needs. Although outcome management has been a central
component so far, it is not routinely used in the field as the process is rarely standardized and digitalized -
i.e. database-compatible. In addition to the standardized recording of relevant demographic and disease
characteristics, as well as behavioural, environmental and therapy information for classifying factors that
influence treatment success, patient-reported outcome measures (PROMs) and clinician-reported outcome
measures (CROMs) are examples of outcome measures.

The quality of medical outcomes is defined as ‘...measurable changes in professionally assessed health
status...” and ‘..the quality of outcomes is the difference between the initial state and the final state...’ [12].
However, reference values for outcome measurements in pulmonary rehabilitation vary. The MCID is a
widely used valuable measure for some, but not all outcomes, as itis intended for group analysis and does
not adequately account for individual performance. The validity of change scores in pre-post designs is
fraught with methodological problems (e.g. regression to the mean and mathematical coupling, dependence
on baseline values or patient cohort). Furthermore, MCIDs are not yet available for all outcome measures
and different diseases, or there are different approaches to their determination.
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However, references values used for critical assessments performed in pulmonary rehabilitation are not
homogenous among different centers and are more general in the D-A-CH setting (Tab. 1). In the DACH
region, there are differences in terms of inpatient and outpatient rehabilitation programs. In germany, all (but
1in Leverkusen) rehab centers are inpatient clinics performing rehabilitation 3-4 weeks whereas in Austria
and Switzerland, there is the possibility for outpatient pulmonary rehabilitation up to 6 months in rural areas,
which may influence outcomes and MCID " s. We might be able to find different MCID " s for different
settings.

Similarly, the interpretation of MCID results in a clinical context can vary depending on the reference values
used, the clinical cohort, and the rehabilitation setting. Some MCID commonly used are not relevant in the
context of pulmonary rehabilitation. This raises several questions: The necessity of customized MCIDs
depending on severity, age, inpatient or outpatient status; Are we using the most appropriate MCID for
individual patients? Are the observed changes both perceptible and clinically meaningful to the patient?
Recent work suggests that MCIDs are not fixed properties of an outcome measure, but depend on baseline
status and other contextual factors. This implies that a “one-size-fits-all” MCID may be inadequate,
especially in heterogeneous populations such as patients with COPD.

In order to more accurately reflect individual outcomes in quantifying patients' performance and their
response to rehabilitation, a novel method of summarizing outcomes by relating changes to baseline values
—the T2D performance score — has been developed [13, 14]. The T2D Score is a descriptive metric that
integrates baseline status and improvement in a single value and can be used to classify patients into
performance strata (e.g. good, moderate, or poor performers; T2D-tertiles) while implicitly accounting for
baseline differences. It incorporates final status at discharge (T2) and absolute improvement (delta =T2 -
T1). This is where the abbreviation T2D comes from (T2 = post-measurement and D = delta). The T2D Score
allows for fairer comparisons despite baseline differences and minimizes regression-to-the-mean bias,
eliminating the need for complex statistical modelling. Thus, the T2D Score provides a more valid
comparison across heterogeneous patient populations. It takes the mathematical dependence of difference
values (T2 - T1) into account to estimate treatment success between two timepoints in clinical practice.
Furthermore, integrating a dynamic MCID with the T2D score (e.g. based on the median T2D value) can help
to identify floor and ceiling effects [13]. This new integrated performance measure has been first established
and validated in an Austrian retrospective monocentric analysis of the assessment of six-minute walking
tests (6MWT) in 575 patients with COPD undergoing outpatient pulmonary rehabilitation, thereby accounting
for the patient's current status, and for changes over time [13]. The T2D has also been shown to be a
valuable toolin the clinical setting for assessing rehabilitation outcomes in patients with low back pain
based on different PROM and CROM scores [14] or to identify critical success factors in Psychosomatic
Rehabilitation [15]. At present, however, no MCID threshold has been formally established for the T2D score
applied to the 6MWD in COPD; deriving such baseline-dependent T2D cut-offs is one of the aims of the
planned prospective multicentric study described below.

Through our D-A-CH network, we plan to conduct a joint prospective multicentric study, whose objective will
be to evaluate the T2D performance score on different PROMs and CROMs in patients with COPD in
pulmonary rehabilitation settings. It is anticipated that the results of the study will benefit from a larger
European sample. We intend to evaluate prospectively the validity of the results of the 2022 retrospective
multicentric study. A key objective of this study is to ascertain whether the MCID should be defined
uniformly across all COPD classes and stages or if it should be adapted to reflect them better. (See the
current work of Jenkins et al., 2024 [12]: “Findings suggest that baseline presentation should be considered
for people with COPD when assessing the efficacy of pulmonary rehabilitation. However, clinical
significance of the variation underpinning MIDs is yet to be determined.”). Thus, the first step is to
empirically examine in our cohort whether MCIDs are indeed baseline-dependent and to derive dynamic,
baseline-stratified MCIDs using anchor-based methods. In practice, however, such dynamic MCIDs would
either require individual calculation using formulas or consulting look-up tables for subgroups defined by
baseline levels, which may be cumbersome and difficult to implement in routine clinical care. Therefore, we
also aim to explore whether a single T2D threshold — as a performance score already adjusted for baseline
status — could serve as a pragmatic estimator of these dynamic MCIDs. In such a framework, one global T2D
cut-off could potentially capture different individual MCID requirements at different baseline levels, while
remaining easy to calculate mentally in clinical practice. At present, this concept is hypothetical and will
need to be empirically tested in the planned study. The ability to set different thresholds for different
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baseline values is what makes an MCID “dynamic”; our approach will evaluate whether a T2D-based
threshold can approximate such dynamic behaviour in a simple and clinically applicable way, in order to
characterize which COPD patients respond to rehabilitation therapy and which do not.

To assess the clinical relevance of potential critical success factors in our study (e.g. gender, age, disease
burden, epistemic confidence, ...), the MCID of PROMs and CROMs will be determined - for example, the 6-
minute walk test or the BODE index as CROM and the EQ-5D-5L or the COPD Assessment Test (CAT) as
PROM. As the MCID can vary widely depending on the assessment method used [16], we intend to rather
use the global rating of change scale (GRS) scale, which is particularly suitable for capturing the perception
of change from the individual patient's perspective [17, 18]. To include both the patient and clinician
perspectives in the MCID assessment, the GRS is completed independently by both patients and clinicians
of each other at the end of rehabilitation [19].

The health status at the start of the study plays a pivotal role in defining clinically relevant changes [20-22].
This raises the question of whether patients with more severe impairments require a greater change for it to
be considered clinically important. In a study with patients suffering from back pain, Stratford et al. showed
that patients with more severe initial pain required a greater change in the outcome measures to be
considered clinically important compared to patients with less severe complaints [23]. Therefore, we intend
to use the T2D performance score applied to the 6BMWT (CROM and COPD Assessment Test (CAT, PROM) to
evaluate the influence of baseline impairment on the MCID and determine cut-off points using both
distribution-based and anchor-based methods to create a baseline-dependent MCID. In a subsequent step,
we will examine whether a single T2D threshold can serve as a pragmatic estimator of these dynamic MCIDs
in clinical practice. In doing so, we will address three key questions: (i) whether MCIDs in our COPD cohort
are baseline-dependent; (ii) which dynamic, baseline-stratified MCID values can be derived for different
levels of baseline impairment; and (iii) whether a T2D-based threshold can be used as an estimator of these
dynamic MCIDs in clinical practice.

Epistemic trust

Epistemic trust is essential for learning in social relationships and for evaluating the credibility of
information in a safe environment [24-27]. In medicine, it influences patient adherence, interdisciplinary
collaboration, and health outcomes. Epistemic trust is defined as the openness to social learning and the
ability to evaluate whether information from other individuals or sources is considered trustworthy, relevant
to oneself and applicable to other situations [15]. Conversely, epistemic mistrust has been associated with
resistance to perceived influence in the patient healthcare pathway, leading to skepticism toward health
professionals, treatment discontinuation, and non-compliance, whereas epistemic gullibility — defined as a
lack of vigilance and discernment — leads to susceptibility to misinformation and a risk of exploitation [28].
For patients, these disruptions complicate diagnosis and therapy acceptance, increase patient anxiety, and
create challenges in healthcare pathways, leading to therapy discontinuation and non-compliance [29, 30].
For healthcare professionals (HCPs), it may lead to difficulties due to mistrust in standards and processes,
to more conflicts and complaints or to difficulties in relation to prevention.

Epistemic trust has been identified as a critical success factor in several domains [31-33], including the
acceptance of diagnoses and preventive measures, therapy adherence, the facilitation of interdisciplinary
communication and collaboration between different medical specialties, and the enhancement of early
detection, reduction of long-term complications, stress and anxiety [34, 35]. Building epistemic trust in
HCPs can be facilitated through active listening, clear communication, and cultural sensitivity. Institutions
can promote this trust by ensuring transparent decision-making and relying on credible information sources.
Patients can be supported in this development through health literacy promotion and reliable information
access.

In clinical research, the epistemic trust, mistrust, and credulity questionnaire (ETMCQ) has been developed
and validated, also in German language [36]. This instrument is a self-report tool designed to assess an
individual's capacity for epistemic trust [37]. The questionnaire consists of 17 items that are scored on a
seven-point Likert scale ranging from ‘strongly disagree’ to ‘strongly agree’. The ETMCQ allows for the
calculation of three subscales: ‘epistemic trust’, ‘distrust’ and ‘gullibility’.

In psychiatric rehabilitation, the efficacy of epistemic trust in enhancing long-term therapy outcomes has
been already well-documented [38]. Epistemic trust has been empirically validated as a tool within the field
of psychiatric rehabilitation. A new study aims to analyze the impact of epistemic trust in pulmonary
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rehabilitation through a prospective multicenter D-A-CH study, to potentially identify its influence on
responders/non-responders. We hypothesize that patients with higher epistemic trust will achieve better
rehabilitation outcomes, while simultaneously demonstrating an increase in epistemic trust and a decrease
in epistemic mistrust. Conversely, patients with lower epistemic trust are more likely to be categorized as
non-responders and exhibit significantly higher levels of epistemic mistrust or epistemic credulity at the
conclusion of the rehabilitation process [15].

Dysfunctional Breathing

Dysfunctional breathing (DB) is defined as breathing disorders characterized by chronic changes in
breathing patterns, resulting in shortness of breath and other symptoms, either in the absence of or
secondary to respiratory or heart diseases [39]. DB can manifest with different respiratory patterns, such as
the hyperventilation syndrome (often used as a synonym for dysfunctional breathing), periodic deep sigh,
thoracic-dominant breathing, forced abdominal exhalation or thoracoabdominal asynchrony [42]. However,
there is a lack of consensus regarding the definition of DB and its subtypes [43]. Widely accepted clinical
diagnostic criteria include the Nijmengen Score and expert physiotherapy-based assessments. The
etiological dimensions of DB are biochemical, biomechanical and psychophysiological [45].

The prevalence of DB is estimated at approximately 10% in the general population, with higher incidence
observed in women compared to men [40]. Post-COVID syndrome appears to be associated with an
increased prevalence of DB and has brought this breathing pattern disorder into focus [41], but altered
breathing patterns are also common in obstructive respiratory diseases [46]. COPD in particular, which is a
leading respiratory disease in rehabilitation, appears to be associated with DB in up to 50% of cases. Small
study sizes and limited objective criteria highlight the importance of further research and standardization of
examination criteria.

Regarding post-COVID a study of 51 patients living in the United Kingdom (UK) revealed that 30% of
participants had symptoms consistent with DB [47]. This finding suggests that DB may be a contributing
factor to the post-COVID condition [48]. Patients diagnosed with both post-COVID and postural orthostatic
tachycardia syndrome (POTS) who also have DB have shown a significant increase in shortness of breath
and a reduced Qol, particularly with regards to physical functioning, vitality, social functioning and
emotionalrole [39, 47, 49, 50]. The symptoms associated with DB can be substantial and include shortness
of breath, particularly during exertion, and a sensation of “air hunger”. Additional symptoms may include
chest tightness, dizziness, palpitations and tingling, especially in the feet, hands or around the mouth,
significant discomfort, anxiety and breathing irregularities [40].

We assumed that DB is likely not sufficiently addressed in clinical practice of doctors and physiotherapists,
necessitating an interprofessional consensus on the sensitivity and specificity of diagnostic tools such as
the Nijmegen Score > 23 or expert physiotherapy-based assessments [51, 49]. Under visual inspection,
most subjects with DB present with larger sequential changes in ventilation (VE) and breathing pattern (tidal
volume and breathing frequency) at rest and/or on exertion. Currently, however, there are no objective
criteria to indicate increased ventilatory variability in these subjects. The use of cardiopulmonary exercise
testing (CPET) has provided first mathematically approaches to describe altered ventilatory response
patterns to physical activity in dyspnoeic subjects. The ,chaotic” variance of tidal volume versus breathing
frequency (periodic deep sighing) is an important and recordable finding, apart from hyperventilation [53].
Thus, we suggest further validation of CPET for DB compared to controls. In addition, for therapeutic
purposes, the value of heart rate variability (HRV) as a progression parameter and as biofeedback modality
for patient self-training purposes, as well as diaphragm function and respiratory muscle strength and
respiratory muscle training in DB-suspected or diagnosed patients must be evaluated.

Thus, an increasing awareness for DB in the medical and therapeutic fields (interprofessional) is needed.
Therefore, the objective of an upcoming D-A-CH consensus is to propose a standardized core set of
assessments, with the aim of promoting the broader use of diagnostic tool for DB for physicians and
physiotherapists, as well as pediatricians and psychosomatics. Additionally, a proof-of-concept study is
planned to assess DB in the context of pulmonary rehabilitation. The creation of video content in
collaboration with a respiratory physiotherapy team is also underway, with the objective of sharing it with
relevant medical departments through our D-A-CH working group. This strategy has been shown to be
beneficial for patients with asthma who have participated in a physiotherapy breathing retaining program
[54].
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Artificial intelligence (Al) in pulmonary rehabilitation

As Al has become an integral component of clinical practice, there is a growing interest in understanding
patient and HCP perceptions of Al in the field of non-pharmaceutical therapies and rehabilitation. This
initiative aims to assess the impact of Al on pulmonary rehabilitation. To this end, two distinct anonymous
online dedicated questionnaires have been developed. The patient survey will be populated through patient
support groups and during rehabilitation programs, while the second intended for HCPs will be
disseminated via national respiratory societies within our D-A-CH working group. The primary objective is to
reach a diverse sample of the population. The thematic content of the patient survey was designed to
address a comprehensive array of patient-related issues. These included demographic characteristics,
awareness of artificial intelligence (Al), use of Al-based wearable technology, extent of knowledge and its
applications, the online platforms employed for information retrieval, acceptance of Al-assisted therapeutic
interventions, specialized knowledge regarding Al-based instruments - particularly among elderly
populations -, therapy requirements, and confidence — better trust? in Al. Additionally, the survey addressed
issues of data security. The HCP survey will concentrate on their role, current Al implementation, and
expertise in the field of rehabilitation. Digitalization and Al may offer opportunities to support specific
components of pulmonary rehabilitation programs. For example, Al-based tools could enhance patient
education through individualized, interactive modules, guide relaxation and breathing exercises via apps,
and provide virtual assistance or chatbots that deliver information about physiotherapy, exercise
prescriptions, and self-management strategies. Such tools may complement the therapist—patient
interaction, particularly in the context of non-pharmacological interventions. To better understand the
current use and needs for digital and Al-based options in the field of rehabilitation interventions, we are
planning a survey among healthcare professionals and patients with chronic respiratory diseases.
Additionally, the survey will address awareness, expectations, acceptance, concerns, and benefits.
Through the analysis of the survey's outcomes, the objective is to obtain an overview of the thematic
elements of Al within PR and maybe implement broader future possibilities of Al such as predicting the
response to PR. Consequently, the analysis will provide insights on the optimization of pulmonary
rehabilitation using Al-based technology

Conclusion

Several factors have been identified to influence the course of convalescence during pulmonary
rehabilitation. Outcome measures and endpoints have been found to be systematically associated with
influences other than treatment. This has resulted in a significant amount of variability, thereby distorting the
observed results. Therefore, it is imperative to identify critical success (or influence) factors at the onset of
rehabilitation to accurately describe the medical quality of the results in the context of pulmonary
rehabilitation. Therefore, patient characteristics, preferably summarized in clusters, may be stratified and
identified as more or less likely to benefit from rehabilitation, as well as those for which a more personalized
approach is indicated. Furthermore, more specific reference values must be used for the homogeneous
assessment and comparison of pulmonary rehabilitation outcomes across different centers and countries.
The T2D performance score offers a promising alternative approach to the MCID, the metric typically used
for measuring changes in rehabilitation. This score considers two factors: the current health status and the
initial status, as well as the course of the rehabilitation process. We believe that the T2D concept enables
better clinical differentiation and can serve as a selection and validation criterion for new treatment options
and applications.

Interventions options encompass an educational component, such as understanding of respiratory
physiotherapy and development of treatment strategies, as well as breathing exercises for breathing control.
We also believe that epistemic trust is crucial in the rehabilitation for patient engagement, treatment
success, and enhanced adherence. Further research is warranted to develop targeted interventions. In
addition, an interprofessional standardization of the diagnostic and therapeutic approach to dysfunctional
breathing is planned in a position paper, as is the validation of the periodic deep sighing subtype using CPET.
In our daily life, we are confronted with new technological developments, such as Al. Assessing the
awareness and acceptance of patients and HCPs in the pulmonary rehabilitation may facilitate the
optimization of routinely delivered healthcare for these patients.

9202 UdJeI 81 UO Jasn yayjoliqlg Zels JeelisieAlun ayosiuizipsiy Aq 4pd-L61 LG5000/68.8151/161 LGS000/6S | L"01/10p/pd-8]oile/se1/w0d"1a61es//:d}y wouy papeojumoq



The strength of this interprofessional network was the extensive cumulative expertise of the medical team
from three European countries, with great visibility. A potential weakness of this working group could involve
distinct medical structures across three German-speaking countries, including different routine clinical
practice or social insurance requirements.

In recent years, the importance and effectiveness of pulmonary rehabilitation for patients with chronic lung
diseases has been increasingly demonstrated. The complexity of the various measures requires a broad
range of expertise to guarantee a more holistic and personalized patient care at the highest level. Currently,
this can only be implemented in multi- and interdisciplinary network initiatives promoting international
exchange from a wide range of professional groups.
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Tables

Table 1. MCID in D-A-CH comparison

Assessment tool | Germany Austria | Switzerland
6MWT1 30 25-35 25-35
CAT? 2 2+10% 2
Wattmax3 47 +4 -
1-MSTST* 3 3 3

'BMWT, six-minute walk test [52]; 2CAT, COPD assessment
test [53]; *Wattmax, [7, 10]; “1-MSTS, one-minute sit to stand

test [54].

COPD, chronic obstructive pulmonary disease; D-A-CH,

Germany-Austria-Switzerland; MCID, minimal clinically

important difference.
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