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T’ai chi for individuals with COPD: an ancient wisdom

for a 21st century disease?
Martijn A. Spruit* and Michael I. Polkey#

E
ven when receiving optimal medical treatment, indivi-
duals with chronic obstructive pulmonary disease
(COPD) commonly experience daily symptoms of

dyspnoea and fatigue [1, 2]. Consequently exercise intolerance
may render activities of daily life problematic, leading to a
downward spiral in which there is a progressive reduction in
physical activity [3–8]. Thus, individuals with COPD can end
up in a vicious circle of physical deconditioning, including loss
of lower limb muscle mass and strength, loss of balance and
osteoporosis [8–11].

In the past 20 years, pulmonary rehabilitation has become an
integrated part of the management of individuals with
moderate to very severe COPD [12, 13]. Pulmonary rehabilita-
tion, defined as an evidence-based, multidisciplinary and
comprehensive intervention for patients with chronic respira-
tory diseases who are symptomatic and often have decreased
daily life activities, is designed to reduce symptoms, optimise
functional status and increase participation in activities of
daily living [14]. Pulmonary rehabilitation, which usually
involves an initial assessment, exercise training, education and
behaviour change, is safe and effective in individuals with
COPD [14–16]. Indeed, improvements in health-related quality
of life, functional mobility and lower limb muscle function
have been reported [17]. Exercise training is the cornerstone of
pulmonary rehabilitation and mostly consists of aerobic
exercises (stationary cycling, treadmill walking and/or ground
walking) in combination with muscle strengthening exercises
(resistance training and/or transcutaneous neuromuscular
electrical stimulation) [14, 15, 18, 19].

T’ai chi is a traditional Chinese form of conditioning exercise
derived from martial arts. When practised correctly, t’ai chi is
thought to strengthen the body’s vital energy and enhance the
passage of this energy throughout the body to confer its health-
promoting effects. T’ai chi has spread worldwide as improve-
ments in physical and emotional functioning have frequently
been reported in older adults [20], as well as in individuals
with fibromyalgia [21], Parkinson’s disease [22] or knee

osteoarthritis [23]. Sun-style t’ai chi was developed by Sun
Lutang and it is well known for its smooth, flowing move-
ments [24]. The footwork of Sun-style t’ai chi is unique, when
one foot advances or retreats the other follows. It also uses an
open palm throughout the entirety of its main form and
exhibits small circular movements with the hand. Its gentle
postures and high stances may make it very suitable for
individuals with COPD. In this issue of the European
Respiratory Journal, LEUNG et al. [25] present new insights into
the effects of Sun-style t’ai chi in individuals with COPD.
42 individuals with COPD were randomly assigned to a usual
care control group or a twice weekly supervised Sun-style t’ai
chi training in combination with an unsupervised, home-based
t’ai chi training programme (including a t’ai chi training
booklet and DVD) on the remaining 5 days a week (30 min per
day) for a total duration of 12 weeks. Improvements in lower
limb muscle function, balance, functional exercise perfor-
mance, health-related quality of life and mood status following
Sun-style t’ai chi were significantly better compared to the
usual care control group. Indeed, the mean differences
between groups in changes in incremental shuttle walk
distance, endurance shuttle walk time, and health-related
quality of life questionnaire scores exceeded the minimal
important difference of 47.5 m, 186 s or 0.5 points per question,
respectively [26–28]. Interestingly, individuals with COPD
used on average 63% of their peak aerobic capacity during a
session of Sun-style t’ai chi, which is similar to the mean
oxygen uptake during a session of lower limb resistance
training [29, 30].

Where then does this leave t’ai chi as compared with
conventional exercise training? We believe this question could
be answered from two directions. The classical western
scientific approach would be to hypothesise that t’ai chi was
superior to standard exercise training (or vice versa). Then
having obtained the necessary pilot data in order to calculate
the required sample size a prospective randomised controlled
study would be undertaken to assess the effect of both
therapies on a chosen primary end-point at a single time
point, with the hope that they would differ by more than a pre-
specified minimally clinically important difference. However,
a hypothesis driven approach, while wholly appropriate for
drug studies, may be a poor way of recommending therapy for
individuals in an area where active participation is required.
This approach may be considered as a way to address the
relative merits of t’ai chi and exercise training in a second
dimension. Specifically, we postulate that the benefits of
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interventions which aim to increase physical activity are
conferred by taking part. Therefore, uptake and adherence
are likely to greatly outweigh technical differences between
interventions.

In this respect t’ai chi may offer a number of attractions
compared with conventional exercise-based pulmonary reha-
bilitation and may therefore facilitate exercise training for
some individuals with COPD. First, considered globally, only a
small proportion of individuals with COPD receive pulmonary
rehabilitation [31] in part due to funding or reimbursement
issues [32]; t’ai chi might very well be cheaper, particularly in
countries with a large practitioner base. Secondly, conventional
exercise training requires gym equipment and space in which
to house them, which entails the creation of a central location;
travel distance to the pulmonary rehabilitation facility has been
identified as a barrier to participation [33, 34]. In contrast, t’ai
chi requires no equipment and minimal space. Thirdly, since
the positive effects of pulmonary rehabilitation tend to
diminish over time one would expect them to be extended
by continued exercise [18, 35–38]. Because it requires no
apparatus, t’ai chi may be more attractive for maintenance
therapy, after an original course of either t’ai chi or standard
exercise-based pulmonary rehabilitation, than continued
western-style exercise.

Naturally, the data of LEUNG et al. [25] have some limitations,
although two other studies with a similar design are encoura-
ging [39, 40]. First, the participants in this study were carefully
selected; specifically, only 42 of the 139 screened for eligibility
were randomised, as a majority of the individuals did not fulfil
the inclusion criteria. Secondly, oxygen-dependent individuals
were ineligible to participate in this study, and the conclusions
should not be uncritically applied to this subset. Thirdly, other
exercise modalities which require no exercise apparatus, like
Nordic walking and ground walking, have also been shown
to improve exercise performance in individuals with COPD
[41, 42]. Finally, interdisciplinary pulmonary rehabilitation
programmes can address specific issues, such as nutritional
modulation, collaborative self-management to promote self-
efficacy, advance care planning, and/or smoking cessation,
which are not addressed during a course of t’ai chi.

To conclude, 12 weeks of Sun-style t’ai chi improves exercise
performance and health-related quality life in individuals with
COPD as compared to a usual care control group. A direct
comparison between t’ai chi and conventional supervised
exercise modalities (e.g. cycling, walking and/or strengthening
exercises) seems a logical next step in this emerging area of
research.
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