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EDITORIAL

Inhale and move, move; again, move!
It is well known that the benefits of respiratory rehabilitation (RR) are linked to increased exercise tolerance,
improved symptoms and dyspnoea, reduced exacerbations,
improved QoL and improved well-being.1
Despite the undisputed utility, RR is underutilized, it
is often an episodic and temporary component, optional
and additive care, with great variability in programs and
structures, sometimes expensive and inaccessible with
insufficient funding. Among the cornerstones of rehabilitation we remember the physical training and the stimulus to
physical activity (PA) that can be defined as any movement
of the body produced by the musculoskeletal system that
requires energy expenditure.2
It can be divided into occupational, domestic and leisure
activities. In chronic obstructive pulmonary disease (COPD)
a low level of PA reported by patients is closely related
to the worsening of respiratory function, the frequency of
hospitalizations and ultimately to mortality. The preventive cardiovascular effects, the anti-inflammatory effects,
the motivational, psychological effects, the improvement of
adherence to drugs are possible explanations of the possible
protective effect of PA. Physical inactivity is, on the other
hand, an independent risk factor for many chronic diseases.3
In addition, a reduced risk of hospitalization in COPD
patients has been described if there is an improvement in
the number of steps greater than 600.4
An improvement in stress tolerance is not always linked
to the improvement of PA (number of steps, energy
expenditure, etc.): the factors related to PA are many
(physiological, motivational, climatic, social, familiar, geographical, linked to personal history in youth, linked to
education, to the way in which PA is carried out, related to
the available time during the day). The attitudes of chronic
respiratory patients to PA can, in fact, be divided into: (a)
I can not and I do not, (b) I can but I do not, (c) I can and I
do.
Monitoring the PA takes advantage of qualitative tools
such as direct observation, the use of diaries, questionnaires
or specific scales and quantitative tools such as motion sensors (podometers and accelerometers) or activity monitors.
Motion sensors are tools used to detect body movements that
can objectively quantify the PA detected in a given period of

time. Pedometers are small, simple and inexpensive tools.
However, they do not provide information on the type of PA
performed, on the time spent at different levels of activities and on the intensity with which they are performed.
The pedometer can for example underestimate the amount
of PA in particular in patients with a very slow pace.5
A systematic review of the literature6 conducted with
the aim of verifying the association between the use of the
pedometer and the health outcomes, has evaluated how this
intervention is able to significantly improve PA by decreasing
the body mass index and blood pressure in healthy adults or
with chronic conditions as in sedentary elderly patients. In
this context, the use of technology combined with advanced
communication systems (through the use of internet or data
transmission at a distance) identifies the intervention in an
area defined as ‘‘tele-rehabilitation’’.7---10
In light of this evidence, the combination of counseling/reinforcement activities aimed at increasing PA with
the use of a pedometer is a promising ‘‘good clinical practice’’ as shown in the interesting work of Widyastuti et al.11
The aforementioned work11 stimulates the rethinking on
which is the ideal setting for rehabilitation, in particular
for maintenance programs. Home-based training programs
have shown benefits in exercise tolerance, reduced dyspnea,
reduced emotion, increased quality of life, reduced exacerbations, hospitalizations, days spent in hospital, increasing
muscle strength, resistance to stress and the ability to perform activities of daily life. These programs were usually
supervised, combined, outpatient, sometimes home-based,
with reinforcement by phone calls, offered immediately
after hospitalization, conducted by self-help associations,
in community, in primary care settings, led by nurses and
respiratory therapists.
The study by Widyastuti et al.11 has some methodological
weaknesses because it is not clear the additive and synergic components of drugs, the adherence to the prescribed
drugs, the behavioral component, the phenotype of the
studied patients. Furthermore, it is not clear that real activity performed by patients at home: for example, the defined
‘‘un-supervised’’ group actually received 6 home visits and
3 outpatient visits, the cost analysis appears to be rather
approximate, the comparison of the steps count between
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the two groups starts with different times of pedometer use.
The non-superiority of the group treated as an ‘‘outpatient’’
can be linked to a comparison with a mean value on the sixminute test which, on small numbers, can be confusing: in
this regard, the same authors show the clear superiority of
the ‘‘usual’’ group when comparing the number of patients
who reach a significant minimum value.
Physical activity is determined by the patient’s physiology, environment and attitudes, is strongly correlated with
the behavior of the subject and with the cultural, social,
climatic and emotional barriers that may be present in
everyday life: what is needed is to reduce these limitations.
The future of research and clinical activity will have to
be oriented towards the recognition, application and accessibility of RR programs, identifying the correct setting for
the correct patient.
The availability of different settings, programs, intensity, supervision, technology used in a synergic, appropriate
and reasoned way to the single pathology, to the individual patient, to the individual patient’s historical moment is
surely the winning card to offer the best service with the
lowest costs and maximum customization.
In short, what we hope is increasingly a ‘‘participatory
medicine’’ so that our patients are always less passengers
and more and more responsible drivers for their health.
The great challenge is the maximum adherence to drugs
and physical activity. Stress your patients every day saying:
Inhale for moving!
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