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Shareable abstract (@ERSpublications)
A study extended the “can do, do do” concept in people with obstructive airways disease to
demonstrate different clinical and movement behaviour characteristics based on quadrant
classification, and proposed a treatable traits approach to management https://bit.ly/4cOGlN5
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Our understanding of the relationship of physical activity with health outcomes in people with chronic
respiratory disease continues to evolve [1, 2] in COPD and other obstructive airway diseases [3–5]. Recent
years have seen the development of a framework based on what people can or cannot do (physical
capacity) relative to what they do and do not do (physical activity) with the premise of guiding the
selection of appropriate interventions in clinical practice [6]. Analyses to date have used step count (steps
per day) to reflect the amount of daily physical activity [6–8] rather than duration and intensity of physical
activity undertaken as per guidelines [9].

The study by URROZ GUERRERO et al. [10] in this issue of ERJ Open Research sought to address this gap in
their secondary analysis of physical activity data from studies including participants with COPD,
bronchiectasis and severe asthma. By identifying time spent in Actigraph-assessed moderate- to
vigorous-intensity physical activity (MVPA), a key finding was a higher proportion of participants with
COPD classified as “can’t do, don’t do” (59% relative to 22% and 34% in earlier work [6, 8]), which may
reflect better discrimination using classification according to duration and intensity rather than step
count [11] or the long-standing challenge of applying absolute threshold values in the context of a patient
group with compromised (and variable) physiological capacity [12]. The proportions of people with severe
asthma and bronchiectasis in this group were similar and lower (25% and 30% respectively) but still
over-represented relative to the control group (5%), a finding consistent with previous work [13].

Regardless of participation in physical activity, a far higher proportion of participants with COPD were
classified as “can’t do”. A treatable traits approach to management would identify the appropriate treatment
to address the assessed trait; in this case, pulmonary rehabilitation would be the evidence-based
recommendation with evidence for improved functional capacity [14]. Whether this intervention will result
in a change in “don’t do” is unclear [15]. However, it has been suggested that people with COPD with
better baseline 6-min walk distance (“can do”) were more likely to increase step count post-pulmonary
rehabilitation (“do do”) [16] but prospective work has yet to demonstrate maintained improvements in
physical activity following pulmonary rehabilitation.

Historically less well-examined in people with severe asthma and bronchiectasis, there is evidence that
physical activity is associated with exercise capacity, dyspnoea, health-related quality of life and lung
function, with far less scrutiny of sedentary behaviours [13, 17]. With evidence for improvements in
exercise capacity in people with bronchiectasis [18] and severe asthma [19], interventions that incorporate
exercise training are indicated in order to shift people from “can’t do” to “can do”.

The “don’t do” population continues to prove a significant challenge to researchers and clinicians. The
development of strategies that are able to achieve meaningful and maintained improvements in physical
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activity needs to incorporate the multifaceted interplay of disease and non-disease factors. Work in people
with COPD [20], bronchiectasis [21] and severe asthma [22] has identified barriers to exercise and
physical activity, including embarrassment related to symptoms and fear of exacerbating symptoms, which
tell us that in order to improve engagement with physical activity, we will need to accommodate the needs
of individuals.

The authors also explored light-intensity physical activity profiles according to quadrants, revealing that
people with obstructive airway diseases who demonstrated reduced time in MVPA also had reduced time
in light-intensity physical activity, a pattern not observed in the control group. The concept of shifting time
from sedentary behaviour to light-intensity activities is likely to be associated with health benefits [23] and
may be more accessible for people with obstructive airway diseases, but does pose a (so far)
treatment-resistant target behaviour [24].

There is hope with some evidence for health benefits including reductions in severe exacerbations and
mortality following initiation of regular MVPA in people following diagnosis of COPD [25] but the magic
personalised formula to facilitate the behaviour change necessary to improve and maintain physical activity
remains elusive. Applying the treatable traits lens to quadrant allocation identifies other traits, including
airflow limitation, dyspnoea and comorbidities, that will likely need tailored interventions in order to
facilitate quadrant shift, and may provide some directions on the path to improved physical activity and the
associated benefits for our patients with obstructive airway disease.
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