Editorials

Airway Clearance in Cystic Fibrosis

Airway clearance is considered an integral component
of standard therapy for cystic fibrosis (CF) patients. Al-
though the pathophysiology of CF has not been conclu-
sively delineated, most of the theories revolve around the
development of viscous airway secretions.’—4 These secre-
tions are thought to be poorly cleared from the lung, lead-
ing to airway obstruction and infection with Staphylococ-
cusaureusand Haemophilusinfluenzae early inthe disease,
followed by Pseudomonasaeruginosalater in the disease.5¢
Chronic inflammation either secondary to abnormal mu-
cus and bacterial infection or related to the underlying
defect then leads to airway injury, airway fibrosis, and
bronchiectasis.” There is clear evidence that CF patients
have abnormal mucociliary clearance and mucus plugging
very early in the disease.8® Pathophysiologic reasoning
suggests airway clearance makes sense and could modify
the course of the disease. The goal of airway clearance
techniques is to enhance clearance of airway secretions,
thus potentially limiting the bacterial burden and decreas-
ing inflammation in the conducting airways. Theoretically,
to substantially ater the natural history of the disease,
airway clearance should be started early in the course of
the disease. Thus the scientific basis for this therapy is
very sound.
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The range of techniques and devices to enhance airway
clearance is very diverse, ranging from simple cough or
physical exercise to high-frequency chest wall compres-
sion (HFCWC) with The Vest, a $16,000 external device
that uses high-frequency chest compressions to enhance
clearance. Two of the more complete recent reviews of
this topic were published in RespiraTORY CARE.19.11 One of
the major problems with the entire body of literature on
CF airway clearance is that most of the clinical trials have
been small, under-powered, run over short periods of time,
and without clear meaningful clinical end points. The end
points of studies to date have included clearance of radio-
labeled isotopes, lung function, sputum weight (wet and
dry), gas exchange, and chest radiograph changes. There
has been very little conclusive evidence of the efficacy
of many, if not al the techniques and devices with CF
patients.
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A more recent meta-analysis looked specifically at pos-
itive expiratory pressure, forced expiratory technique, ex-
ercise, autogenic drainage, and standard chest physiother-
apy (CPT) for CF, reviewing and summarizing a total of
35 articles that met the authors' quality criteria.’2 That
study concluded that standard CPT enhances sputum pro-
duction, compared to no treatment, and a combination of
standard CPT and exercise increases forced expiratory vol-
ume in the first second (FEV,) more than standard CPT
alone. In a Cochrane database meta-analysis of CPT ver-
sus no CPT, only 7 trials (126 patients) met their criteria
for inclusionin the analysis. Because of differences among
patient groups, the studies could not be pooled, and the
researchers concluded that there was no evidence to either
support or refute the use of CPT for chronic obstructive
lung disease or bronchiectasis.*3 VVan der Schans et al came
to the same conclusions when doing a meta-analysis to
compare the effect of standard CPT to cough or no CPT,
finding that no studies met their inclusion criterial4 Like
the prior analyses, they found that there was a lack of
“robust” evidence to support the conclusion that CPT is
beneficia in CF.

Given the current understanding of the disease patho-
physiology, lack of clear efficacy in the literature need not
indicate that CPT is not a useful or effective treatment.
Much of medical practice is not evidence-based. Several
factors must be assessed when considering the use of a
nonpharmaceutical therapy that does not have proven ef-
ficacy in clinical medicine. | believe that therapies that
fulfill all of the following 3 criteria can be advocated for
patient use, without good empirical evidence of efficacy:

1. The therapy/device must be extremely safe. If it is
extremely safe and cannot harm a person, one can argue
that the weight of the evidence need not be as great to
advocate its use.

2. The therapy/device must be inexpensive. In the era of
rapidly rising pharmaceutical and medical hills, expensive
unproven therapies should be abandoned. There is clearly
a gradation of cost.

3. The therapy must be consistent with the current un-
derstanding of the pathophysiology of disease.

If all 3 of these criteria are met in a nonpharmaceutical
therapy/device, clinicians should not dissuade their pa-
tients from using that therapy/device.

An dternative to the above criteria would be an n-of-1
trial, which consists of a random sequence of treatments
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(which may include a blinded placebo) with a single pa-
tient. Objective outcome measures are followed, and the
best therapy is selected based on those measures. In many
ways an n-of-1 trial provides the strongest evidence to use
a therapy or device with a particular patient, despite lack
of efficacy in clinica trials.

A number of airway clearance methods and devices
fulfill some of the above-mentioned requirements. cough,
physical exercise, flutter valve, autogenic drainage, and
active cycle breathing. These therapies are safe, inexpen-
sive, and have good pathophysiologic rational. Traditional
CPT, particularly with hospitalized patients, may be cost-
ly; however, it will probably remain the standard of care,
based just on historical views of this intervention.

Inthisissue of ResriraTORY CARE, Varekojiset a present
a non-blinded crossover study of 3 methods of enhancing
airway clearance: postural drainage and percussion, in-
trapulmonary percussive ventilation, and HFCWC.15 They
conclude that intrapulmonary percussive ventilation and
HFCWC are “at least as effective as vigorous profession-
ally performed postural drainage and percussion for hos-
pitalized CF patients and . .. equally acceptable to” the
patients. The measure of efficacy in the Varekojis et al
study was mean sputum weight (wet and dry) over 2 con-
secutive days of each treatment. Sputum weight has never
been proven to be an adequate surrogate for CF clinical
outcome. No drug trial could gain Food and Drug Admin-
istration approval with such an end point. Varekojis et al
conclude that the CPT device or method should be chosen
based solely on patient preference, which may enhance
compliance.

Is such a conclusion valid? Yes and no. Patient prefer-
ences clearly should guide clinical decision-making in this
field until better evidence of efficacy is available. How-
ever, we in the medical community should not implicitly
accept the value of expensive but unproven therapies such
as some currently available in respiratory care. Such de-
vices should be considered investigational and not be in-
troduced into the clinical realm until detailed clinical out-
come studies have been conducted.

Ideally, future studies related to CPT should include
meaningful clinical outcomes, such as hospitalization rate,
exacerbation rate, growth/weight, and lung function de-
cline, and should take place over longer periods. Surrogate
outcomes such as sputum volume should be advocated
only in early-phase studies, prior to pursuing true efficacy
end points. Studies should also include economic analyses,
given the potential for widely different costs. This would
permit clinicians to assess whether a costly but effective
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therapy is significantly better to permit its widespread in-
tegration into the health care system.
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