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Increased daily activity in cystic fibrosis:
time to break out the prescription pad?
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Increased physical activity from the start, now surely that can’t be too hard to prescribe?
http://ow.ly/qMgY1
After more than 30 years, the medical world has come to accept the virtues of newborn screening for the
diagnosis of cystic fibrosis (CF). Evidence from Europe, Australia and the USA has demonstrated benefits in
terms of nutrition, lung function and survival into adulthood [1, 2]. Similarly, evidence exists that children
who present with meconium ileus do worse from the respiratory viewpoint than those diagnosed on
newborn screening, supporting the argument that genotypic–phenotypic differences remain incompletely
understood [3]. Such observations have been further reinforced by work from the AREST CF (Australian
Respiratory Early Surveillance Team for Cystic Fibrosis) group from Australia, demonstrating the early
onset of structural lung disease [4, 5], and the London CF consortium [6] and American researchers [7]
who have recently shown the benefits on lung function in young children with CF diagnosed by newborn
screening compared with those diagnosed at a later stage when symptomatic. The complementary nature of
structural and functional lung assessment in providing a broader assessment of the status of young people
with CF [8] highlights additional concerns for clinicians managing the routine care of ‘‘well’’ infants and
young children with CF. The accumulated evidence argues that the lungs of young children with CF are
vulnerable from birth and, whilst newborn screening is clearly beneficial, it is routine practice in many
centres to place an emphasis on airway clearance [9] from the start with a view to improving short-term and
long-term outcomes. However, this is not necessarily the case, according to a recent Cochrane Review which
found evidence to support the role of airway clearance techniques in increasing mucus transport with shortterm benefits only [10].
Whilst proof-of-concept medications such as Ivacaftor are life changing for a 5% subset of CF patients [11],
the reality for the remaining 95% of people living with CF is that beyond the use of standard treatments,
including dornase alfa, mannitol, hypertonic saline, daily airway clearance therapy, antibiotics and
pancreatic enzyme replacement therapy, further therapies in the near future will not offer a ‘‘magic bullet’’.
Realistically, it is by optimising routine care that we, as clinicians, will bring incremental benefits in terms of
quality of life and longevity [12]. Perhaps the beneficial effects of doing the basic things better can be
overlooked in anticipation of successful and effective gene therapy which remains elusive, 25 years after the
discovery of the first and most ubiquitous CF gene p.delF508?
Much to the relief of clinicians who are ‘‘true believers’’ in the sustained benefits of airway clearance
techniques, some evidence has emerged in an article by SCHNEIDERMAN et al. [13], in this issue of the
European Respiratory Journal, on the longitudinal beneficial aspects of increased habitual activity in relation
to lung function. Supporting the concept that increased activity improves mucociliary clearance through
improved ion channel function with improved hydration of airway mucus [14], SCHNEIDERMAN et al. [13]
have demonstrated the value of increasing regular activity in terms of slowing the rate of decline in forced
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expiratory volume in 1 s (FEV1) % predicted during the adolescent years. At the start of the study, the
subjects from two Canadian centres were early adolescents (mean age 12 years) with mild lung disease
(mean FEV1 85% pred) and were followed for a median of 5.2 years (range 1–9 years). They were diagnosed
clinically. Habitual activity increased with age, but more importantly, those with higher activity levels at
baseline fared better. When divided into those above and below the mean rate of change in habitual activity,
a modest increase in daily habitual activity of as little as 17 min slowed the decline in FEV1 % pred by 0.58%
per year, or about one third to a half of the annualised rate of decline identified in longitudinal studies of 1–2%
per year.
The aerobic capacity of children has been shown to be a useful predictor of outcomes such as lung function
and potentially may be helpful in predicting survival [15–17]. In the current study, SCHNEIDERMAN et al. [13]
found the peak oxygen consumption (V9O2peak) and peak work rate declined longitudinally commensurate
with the rate of decline in FEV1 % pred, extending similar observations made after a 2 year follow-up by
KLIJN et al. [18] who studied children with CF from Holland.
Maximal exercise testing, a dynamic test as opposed to static spirometry, provides a useful method for
assessing and tracking respiratory limitation [19] and maximal exercise capacity V9O2peak. However, it has
limitations as it requires subjects to be of a certain height and be cooperative with the testing regime. To
circumvent this, investigators have used field tests of sub-maximal exercise tests to estimate peak exercise
capacity with shuttle tests [20]. Nonetheless, other investigators have questioned whether even a maximal
exercise test in paediatric subjects with CF, using traditional criteria to verify maximal efforts, is as good as a
subsequent exhaustive supramaximal exercise test [21, 22]. Other investigators have used body size [23] and
diffusing capacity of the lung for carbon monoxide [24] to predict V9O2peak, highlighting that estimated
V9O2peak may be useful across the spectrum school-aged children for longitudinal evaluation if there is
reasonable concordance between methods of calculating the figure. A simple estimate of V9O2peak, matched
with questionnaire derived habitual activity data, as carried out by SCHNEIDERMAN et al. [13], would offer a
potentially useful and simple test that could be applied broadly across countries with limited resources for
exercise testing in order to obtain potentially useful international data on outcomes.
Lest one get too carried away with the simplicity of advocating the benefits of increased habitual activity
from the cradle to the grave, it would be remiss not to consider ‘‘the elephant in the room’’ when
considering any added impost on the ‘‘burden’’ of care for children and families living with chronic illness.
Adherence to daily therapies is challenging for some families who tend to be selective and inconsistent about
the therapies that they embrace, despite a desire to comfort and reassure the most empathetic of clinicians
[12]. This begins in childhood and becomes entrenched by adolescence [25, 26]. Convincing an adolescent,
with or without CF, to undertake additional responsibilities requires patience and perseverance in
establishing the importance of undertaking these additional responsibilities. In fact, it involves art as well as
science in selling the increased treatment options. In this setting, a touch of vaudeville may prove an eighth
alternative to evidence based medicine [27]! Regardless of how the message is delivered, it must be delivered
and reinforced regularly in an analogous manner to which we emphasise the need for pancreatic insufficient
patients to embrace the ‘‘High fat high energy’’ CF diet and take their enzymes from the start to maintain
their growth and general health [28].
For paediatricians, the virtue of increased habitual activity should not be restricted to young people with
CF, but should form part of a generic prescription for all children in the broader population as society
attempts to combat the tsunami of obesity that confronts us today [29]. From a societal viewpoint,
increased habitual activity is inexpensive and easy to implement without the challenges of formalised
exercise training programmes. Therefore, as physicians advocating for the care of people living with CF, we
must encourage optimal management strategies in tailoring care in a time of ‘‘personalised medicine’’ for
our CF patients. Optimal care begins with achievable care. Ideally, the message must be simple, practical,
consistent and inexpensive for our healthcare systems. Increased physical activity from the start, now surely
that can’t be too hard to prescribe?
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