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ABSTRACT
Background: Chronic inflammatory diseases strike millions of people all over the
world, and exercise is often prescribed for these patients to improve overall fitness and quality of life. In healthy individuals, acute and chronic exercise is known
to alter inflammatory markers; however, less is known about these effects in patients with a chronic inflammatory disease.
Objective: The purpose of this review is to clearly define the effects of acute and
chronic exercise on inflammatory markers in patients compared with healthy controls to determine whether exercise elicits an abnormal inflammatory response in
those patients.
Data sources: A literature search was conducted through MEDLINE and EMBASE (until January 2009).
Study selection: A distinction was made between children and adults, acute (i.e.,
single exercise session) and chronic exercise (i.e., training) and endurance and
resistance exercise. To evaluate and compare the exercise responsiveness of
various reported inflammatory markers, pre- to post-test effect sizes were calculated.
Data extraction: A methodological quality scoring as well as an assessment of
the quality of exercise paradigms were both made.
Results: In total, 19 studies were included in this systematic review (children,
n=7; adults, n=12). Of these, 7 were acute exercise studies in children, 8 were
acute exercise in adults, 5 were chronic endurance exercise training studies, and
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1 was a chronic resistance exercise training study. No exercise training studies
were found involving children. Single bouts of exercise might elicit an aggravated
inflammatory response in patients; this was reported for patients with type I diabetes mellitus, cystic fibrosis and chronic obstructive pulmonary disease. More
severely affected patients may experience a more aggravated inflammatory response. Levels of inflammatory markers, principally IL-6 but also T-cells, total leukocytes and lymphocytes, remained elevated longer into the recovery period following an acute bout of exercise in patients compared with healthy controls. Evidence was found that chronic endurance exercise training programs can attenuate systemic inflammation in patients with chronic heart failure and type 2 diabetes
mellitus.
Conclusions: In patients with a chronic inflammatory disease, both acute and
chronic exercise might elicit different inflammatory responses (i.e., exaggerated
after acute exercise & attenuated after training) compared to healthy matched
controls. However, the results reveal a major gap in our knowledge regarding the
effects of acute and chronic exercise on inflammatory markers in patients with a
chronic inflammatory disease. Results are often inconsistent, and differences in
training programs (intensity, frequency and duration), heterogeneity of disease
populations studied, and analytic methods may be just some of the causes for
these discrepancies. To optimize exercise prescriptions and recommendations for
patients with a chronic inflammatory disease, more research is needed to define
the nature of physical activity that confers health benefits without exacerbating
underlying inflammatory stress associated with disease pathology.
Key words: Exercise, Physical Activity, Training, Inflammation, Cytokines,
Immune system, Inflammatory disease

INTRODUCTION
Chronic inflammatory diseases strike millions of people all over the world.
Chronic inflammatory disease is an overall term for a variety of chronic diseases
such as rheumatoid arthritis (RA), asthma, chronic hearth failure (CHF), chronic
obstructive pulmonary disease (COPD), cystic fibrosis (CF), diabetes mellitus
type 1 and 2 (T1DM and T2DM), inflammatory myopathies (e.g., idiopathic
polymyositis, dermatomyositis, inclusion body myositis), inflammatory bowel
disease (IBD) (e.g., Crohn’s disease (CD), ulcerative colitis (UC)), juvenile idiopathic arthritis (JIA), McArdle’s disease and multiple sclerosis (MS). Despite
common characteristics of systemic inflammation, these disorders have a variety
of underlying deficiencies while the aetiology and pathogenesis is mostly
unknown. In CD, JIA, MS, RA, T1DM and inflammatory myopathies, chronic
systemic inflammation is related to underlying autoimmune disorders. COPD
might have an autoimmune component, however the origin of systemic inflammation in COPD is mostly unclear (5). Moreover, cigarette smoke is thought to be
the predominant contributor of systemic inflammation in patients with COPD (5,
66). CF is a hereditary disease and recently T2DM is considered to be related to
low-grade systemic inflammation (25). Whether inflammation is a cause or a consequence of T2DM remains controversial (47). It is interesting to see, in spite of
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the different backgrounds and symptoms related to the various diseases, all systemic chronic inflammatory diseases share common characteristics, including elevated circulating levels of cytokines TNF-α and IL-6 under basal or resting conditions (6, 15, 44, 48, 59, 97, 102). Indeed, the source of these inflammatory markers (e.g., TNF-α) depends on the disease. T2DM is associated with an overproduction of TNF-α by the adipocyte, whereas in diseases with an autoimmune
component macrophages and T cells are the principal source (2). Nevertheless,
the main objective in treating patients with an inflammatory disease is to suppress
inflammation and deal with secondary consequences in order to improve the quality of life. A down regulation of pro-inflammatory cytokines might have both disease specific and general effects in patients. If the pro-inflammatory cytokine production is of sufficient magnitude as to enter the bloodstream, circulating
cytokines can act at distant sites in an endocrine fashion causing several secondary problems such as cachexia and fever (2). However, a down regulation of proinflammatory cytokines from the primary source (e.g., bowel in IBD, joints in
RA) can also have disease specific benefits. In both situations, treatment focuses
predominantly on medication and cardiac and pulmonary rehabilitation (27, 42,
46, 106). However, progress in exercise immunology highlights the potential of
regular exercise as an anti-inflammatory therapy for both healthy individuals and
patients with an inflammatory disease (71, 88, 89).
Altered levels of cytokines are not only seen in inflammatory disease; acute
exercise has an effect on cytokine responses and inflammation in healthy individuals. The intensity, duration and the type of exercise (e.g., endurance vs. resistance training) and acute vs. chronic exercise can all influence various immune
parameters, which are also associated with chronic inflammatory diseases (67, 71,
89). Acute exercise, for example, has an effect both during and after exercise on
the immune system and is reviewed in detail by Pedersen and Hoffman-Goetz
(67). During acute exercise muscles release IL-6, and levels can increase significantly (71). Leukocyte subsets as neutrophils, lymphocytes (including their subsets T, B and NK cells) and monocytes, as well as plasma concentrations CRP and
both pro- and anti-inflammatory cytokines TNF-α, IL-1, IL-1ra, IL-10 and sTNF-r
can increase to various magnitudes during a bout of exercise. Following the cessation of intense exercise, neutrophils and monocytes can continue to increase into
the recovery period. During this same time, other leukocyte subsets decrease in
number, while plasma concentrations of the above-mentioned cytokines stay elevated for some more hours. Strenuous and eccentric exercise seem to exert the
most prominent changes in immune parameters (57, 60, 67, 84, 105). Extreme
exercise such as marathons, and frequently executed training programs have been
associated with a depression in immune function (36), which may increase the
elite athlete’s susceptibility to infection. The pro-inflammatory markers TNF-α
and IL-1β do not seem to increase in short periods of moderate intense exercise,
although conflicting results have been documented (60, 67). It is therefore clear
that acute bouts of exercise exert various effects on the immune system and are
typically transient in nature. The extent to which these changes occur in patients
with a chronic inflammatory disease is important to address to ensure that exercise is performed in a safe manner where inflammation is not being further amplified. In an almost paradoxical way, however, participation in regular exercise (i.e.,
training) can reduce basal or resting levels of many inflammatory markers (50).
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The effects of regular or chronic exercise on basal levels of inflammatory
markers have been used to recommend exercise as an anti-inflammatory therapy
(17, 71). Compared to acute bouts of exercise, chronic exercise effects on inflammatory markers have been less investigated. However, as in acute bouts of exercise, the effect of training on inflammatory markers also seems to dependent on
the intensity of exercise, training status, age and involvement of disorders (36).
Baseline measurements of circulating inflammatory markers do not seem to differ
greatly between healthy untrained and trained adults (35, 67, 89). However basal
or resting levels of NK cells, an important lymphocyte subset and very responsive
to acute exercise, can be elevated with low-intensity training and their cytolytic
activity has also been shown to increase in trained individuals, compared with
matched healthy untrained controls (69, 70). Low intensity training in healthy elderly persons can reduce resting levels of pro-inflammatory markers such as monocytes, CRP and IL-6 (62, 87). Moreover, it appears that exercise training can
attenuate or blunt the response of a single bout of exercise (38, 105). Whereas
exercise of moderate intensity is associated with anti-inflammatory effects, strenuous exercise affects resting levels of inflammatory markers during and after a
period of intensive training (35, 56).
In addition to the problems with trying to understand the acute effects of
single sessions of exercise and the chronic effects of regular exercise training,
special attention must also be given to the effects of exercise with regard to age
and gender (94-96). During childhood, the immune system is subject to developmental changes due to maturation and increased antigenic ‘experience’. At the
other end of life, aging also impacts the immune system. For example, plasma
levels of TNF-α, IL-6, IL-1ra, sTNF-r and CRP have all been shown to increase
with aging (22). While exercise in children and older adults generally impacts the
same types of cells and cytokines, the responsiveness of inflammatory parameters
can be different (16, 71, 89). In children, acute exercise brings about an increase
in leukocytes, lymphocytes, NK cells, IL-6, TNF-α, IL-1β, IL-1ra and lymphocyte expression of CD95 (14, 61, 76, 90). Chronic exercise on the other hand has
been shown to increase resting levels of TNF-α and IL-1β in children (77, 83).
There is also accumulating evidence for a gender-related difference in immune
changes with exercise. For example, a greater exercise-induced response of total
leukocyte, lymphocyte and NK cell counts in adolescent girls compared to adolescent boys (95). Moreover, the female cycle plays an important role on immunological effects of exercise. Distinctly different patterns are found between women
(specifically contraceptive users) and men and women in their luteal phase compared to women in their follicular phase, both under resting conditions and in
response to exercise (91, 65). In the luteal phase, the concentration of leukocyte
and lymphocyte subsets tend to be higher at rest and also after exercise, a statistically significant different pattern of gene regulation is found, with particularly an
up regulation of pro-inflammatory genes for non contraceptive using woman
compared to both men and women in their follicular phase (65). Given these documented differences in the effects of exercise on immune responses according to
age and gender, it is important to consider these factors when investigating
immune responsiveness to exercise performed by patients with a chronic inflammatory disease. If exercise is to be used clinically, for example, it might be necessary to individualize prescription according to age and gender. Moreover it high-
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lights the necessity to match for those variables doing an intervention study
involving control subjects as well as to control for the use of oral contraceptives
and menstrual stage in female subjects.
In light of our expansive knowledge about the effects of exercise on immune
function and cytokines in healthy individuals, it is unfortunate that more attention
has not been given to patients with a chronic inflammatory disease in whom
inflammation is, to some extent, dysregulated. Most studies have examined the
beneficial effects of exercise in terms of overall health, muscle strength, reduced
risk of chronic diseases (e.g., cardiovascular disease), controlling obesity and
T2DM, self esteem and body image (28, 80). In fact, Pedersen and Saltin (68)
reviewed literature concerning the effects of exercise as a therapy in several
chronic diseases in order to provide the evidence for exercise as therapy. Effects
of exercise were divided into effects on pathogenesis, symptoms specific to the
disease, physical fitness or strength and quality of life. However, evidence-based
recommendations could not be made for every disease and there was a particular
paucity of evidence regarding effects of training on disease pathology. Consequently, exercise has many beneficial effects for patients with a chronic inflammatory disease, but the impact of exercise on measures of inflammation remains
understudied.
To fill this gap in our understanding relevant to patients with a chronic
inflammatory disease, we conducted a systematic review of the literature pertaining to the effects of acute and chronic exercise on inflammation in children and
adults with a systemic chronic inflammatory disease. We further compared the
findings to those of healthy individuals who were investigated in the same study.
Our goal was to clearly define the effect of exercise on inflammation in patients,
compared with healthy controls, to determine whether exercise elicits an abnormal inflammatory response in those patients. We believe that safe and effective
exercise is that which confers the benefits of being active (improved fitness, muscle strength) without exacerbating underlying inflammation associated with the
disease pathology. Understanding this balance is necessary to provide an evidence-based approach to exercise prescription for individuals with a chronic
inflammatory disease. Given the complexities of the literature, we also make recommendations for improving methodological quality and quality of reporting for
future studies of exercise immunology in patient populations.

METHODS
Literature search
Chronic inflammatory diseases comprise a very heterogeneous group of chronic
diseases. For this review the literature search included all chronic inflammation
diseases. A literature search was conducted through MEDLINE (to January 2009)
and EMBASE (to January 2009) by 1 investigator (HEP). The search included the
MeSH terms exercise OR physical activity AND inflammation OR cytokines OR
immune AND asthma OR arthritis OR chronic heart failure OR chronic kidney
disease, OR COPD OR cystic fibrosis OR diabetes mellitus OR inflammatory
bowel disease OR McArdle’s disease OR myositis OR multiple sclerosis. In addition, the reference lists from the included studies were screened for additional
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studies. When the title and abstract suggested that a study was potentially eligible
for inclusion, a full-text copy of the report was obtained. A flow-chart outlining
the search for this review is depicted in Figure 1.
Two independent assessors performed the quality assessment (HEP, TT).
Disagreements between the two reviewers regarding a study's eligibility or quality
assessment were resolved by discussion until consensus was reached. Data
extraction was performed by one investigator (HEP); when insufficient data were
provided in the full-text publications, the original authors were contacted to
obtain additional data.

Figure 1: Flow-chart of the study selection

Inclusion and exclusion criteria
This review included studies in which the effects of acute and/or chronic exercise
on markers of inflammation were examined in children or adults with a systemic
chronic inflammatory disease and healthy control subjects. Outcome measures of
interest included cytokines, total leukocyte count, granulocytes, monocytes, lymphocytes, and lymphocyte subsets such as CD3+ and CD4+ and NK cells.
Although a distinction was made between children (age ≤ 18) and adults (age
>19), a distinction between younger and older adults could not be made because
most adult studies included a broad age-range without partitioning age-related
effects. Studies reporting on subjects with an inflammatory disease in combination with obesity (BMI ≥ 25) were excluded, except for those with T2DM and
obesity. However, if these latter studies demonstrated a significant weight loss in
their patients after an exercise training program they were excluded, because it
would be impossible to tease out the effects of exercise vs. weight loss on inflammation. Both randomized controlled trials and case-control studies were included.
Evaluation and classification procedure
Due to the heterogeneity of studies retrieved, distinctions were made between
children vs. adults, chronic vs. acute exercise and endurance vs. resistance exercise. If studies investigated both chronic and acute exercise, the study was
reviewed twice. Acute exercise was defined as a single bout of exercise perform-
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ance where inflammation was assessed up to 24 hours post exercise. Chronic
exercise was defined as a training program lasting at least 8 weeks of repeated
exercises of either an endurance or resistance type (8), where inflammation markers were examined >24 hours after the last exercise session to assess possible
adaptations of basal or resting levels of inflammatory markers to the training program (36, 67). Endurance training was defined as exercise training aimed to
improve an individual’s peak oxygen uptake (VO2peak). Resistance training was
defined as exercise training to improve both muscle size and force production.
To evaluate study outcomes, the results were first assessed for methodological quality using a modified PEDro scale (1, 33, 41) complemented with criteria
specific for this review. From the original PEDro scale the following items were
used: 1) blinding of assessor who measured at lest one key outcome, 2) outcomes
from >85%, and 3) between group comparison. The additional criteria concerned:
1) the quality of the intervention (e.g., exercise protocol properly described, sufficient training and/or exercise bout and sufficient blood sample time point), 2) the
analytic methods used, and 3) the reporting of the results. A proper description of
the exercise protocol was met when frequency, intensity and duration of either the
training program and/or exercise bout was given. The training was considered
sufficient when patients exercised at ≥40% of their VO2peak for 30 minutes each
time and at least two times a week (20, 85, 103). In order to compare the direct
effect of exercise between studies, there had to be a blood sample collected immediately at the end of the exercise. Measurement methods were considered insufficient when using micro bead immunoassay to detect circulating cytokines. This
method has been shown to lack sensitivity to the low levels of cytokines in resting
human serum and especially to exercise-induced changes in cytokines (92).
Results were reported sufficiently when the mean concentration of inflammatory
markers in the blood were given, as well as the standard deviation (SD) or a unit
that could be used to derive the SD. Our main goal was to compare inflammatory
markers within studies based on the statistical information provided by the
authors. However, to complement our interpretation of studies, pre- to post-exercise or pre- to post-training effect sizes (ES) were calculated to standardize the
interaction effects that would allow an evaluation of different inflammatory markers (e.g., lymphocytes compared with neutrophils). ESs were calculated using
pooled baseline and post-exercise (or post-training) SD scores and mean values
from patients and controls with a MatLab script in order to minimize errors. ESs
below 0.2 were classified as small, from 0.2 to 0.5 as medium and above 0.5 as
large, based on Cohen’s recommendation (21). A negative effect size either means
a greater increase in patients compared to controls (e.g., seen after acute bout of
exercise) or a greater decrease in controls compared to patients. A positive effect
size either means a greater increase in controls compared to patients or a greater
decrease in patients compared to controls (e.g., seen after training intervention).
Thus, we did not attempt to use the ESs in a formal analysis (e.g., meta-analysis),
but are provided for descriptive purposes only. Because of the heterogeneity of
the included studies (e.g., differences in diagnosis, exercise challenge, training
program, analytic methods), no attempt was made to pool the obtained ES from
the included studies.
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RESULTS

In total, 1,359 publications were identified, whereof 12 adult studies and 7 child
studies were included in this review. The methodological quality of the studies is
shown in Table 1. Three studies used a microbead immunoassay to analyze
cytokines (19, 55, 75). Although this method was rated as insufficient, studies
were not excluded since we were particularly interested in the interaction effect of
the exercise (i.e., patients compared with controls) and not necessarily in the
absolute values.
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Acute exercise in children
In total, seven studies were found that studied the effects of acute exercise on
inflammatory markers in children with a chronic inflammatory disease. Healthy
children were compared to children with CF in four studies (12, 13, 86, 97), to
T1DM in two studies (30, 75) and to asthma in two studies (mild to moderate persistent asthma (79) and stable asthma in children, both negative and positive
responding to exercise (86)). The ESs for the acute exercise response (baseline vs.
immediately after exercise) are reported in Table 2, ESs calculated from blood
collection points other than the end of the exercise are given, where possible, in
the text.
Cystic Fibrosis: Boas et al. (13) reported non-statistically significant interaction
effects in the measured leukocytes and lymphocyte subsets after a graded maximal bicycle test until exhaustion. A 1-h post exercise assessment showed the number of leukocytes returned to baseline levels in control subjects, while total leukocyte count in the CF group remained elevated (ES –0.91). This trend was also
observed for total granulocyte count (ES –0.60). In another study, Boas et al. (12)
reported similar increases in healthy controls and children with CF directly after a
graded maximal bicycle test. Tirakitsoontorn et al. (97) found a significant interaction effect for TNF-α and IL-6, with a significantly higher increase in TNF-α
and IL-6 for the children with CF (non-NSAID users) after ten 2-min bouts of
cycling at 50% of their VO2peak with 1-min rest intervals between the bouts (p <
0.05). For IL-6, the increase took place during 90 min of recovery, whereas TNFα increased immediately after exercise. ESs, however, could not be calculated
from the published results. Tahan et al. (86) investigated the effect of exercise in
several chemokines, a family of cytokines in patients with CF and healthy controls. They could not find any exercise changes in both the control group and
patient group directly after, 6 and 24 h after a 6-min, submaximal bout of exercise
on an ergometer. Data were not shown and ESs could not be calculated.
Type 1 Diabetes Mellitus: Galassetti et al. (30) reported a significant increase in
circulating IL-6 30 min after the end of exercise, while control subjects did not
(ES –0.3). No exercise effect was seen directly after a 30-min bout of cycling at
80% of VO2peak· Rosa et al. (75) found greater and more rapidly activated responses for generally all measured cytokines in children with T1DM compared with
healthy controls. In control subjects, all cytokine values initially decreased,
whereas in patients with T1DM the onset of exercise increased cytokines concentrations. This course was seen during the 30 min of exercise, which consisted of
ten 2-min bouts of cycling at 80% of VO2peak with 1-min rest intervals between
the bouts. At the end of the exercise, plasma concentration of cytokines decreased
in patients with T1DM and increased in healthy controls, resulting in small differences between the groups. Only a large ES was found for MCP-1, concentrations
were higher in patients with T1DM compared with controls. ESs for 30 min post
exercise measures were all small; IL-6 (ES 0.00), TNF-α (ES -0.11), IL-1a (ES
0.00), IL-4 (ES –0.03), IL-12p70 (ES –0.18), IL-17 (ES –0.07), GM-CSF (ES
–0.12), IL-8 (ES 0.08), MCP-1 (ES –0.18), MIP-1α (ES –0.18), IP10 (ES –0.22),
Eotaxin (ES –0.12).
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Asthma: Schwindt et al. (79) reported a significant interaction effect for
basophils, CD4+CD45RO+RA+ and CD8+CD29+CD45RO+ after a 6-min bout
of cycling. They reported that basophils decreased insignificantly in the asthma
group, while they increased significantly after exercise in the control group.
CD4+CD45RO+RA+ and CD8+CD29+CD45RO+ increased only significantly in
the control group. In the study by Tahan et al. (86), who also investigated the
effect of exercise on chemokines in children with asthma with positive and negative responses to exercise, no exercise-related changes were found directly after, 6
and 24 hours after a 6-min, submaximal bout of exercise on an cycle-ergometer.
However, data were not shown and ESs could not be calculated.
Acute exercise in adults
In seven studies, the effects of acute exercise on inflammatory markers in adults
were investigated (Table 3). Healthy adults were compared to adults with MS in
two studies (19, 43), to COPD in three studies (73, 99, 100) and to patients with
CF (48), CHF (51) and McArdle disease (55) in only one study each.
Multiple Sclerosis: Castellano et al. (19) reported an increase in IFN-γ 30 min
after a 30-min bout of cycling at 60% of VO2peak only for healthy controls compared with patients with MS. Two and 3 h post-exercise this interaction effect was
washed out (ES respectively 0.29 and 0.25), and IFN-γ values declined significantly below baseline values for both patients with MS and controls at 2 h post
exercise. Unfortunately, no blood samples were taken directly after the end of the
exercise. For IL-6 and TNF-α, the MS and control group showed similar changes:
IL-6 increased significantly, but this effect was washed out after 2 h; TNF-α
decreased significantly for both groups after 2 h and a decline remained evident
after 3 h (ES at 2 and 3 h were 0.32 and -0.31, respectively). Heesen et al. (43)
examined the effects of a single bout of cycling exercise at 60% of VO2peak in both
trained and untrained patients with MS. The trained patients had undergone an 8week cycling program where they exercised twice a week with an interval-training schedule for 30 min at a maximal intensity of 75% of the maximal workload
taken from the initial progressive exercise test. ESs could not be calculated from
the published results, however. No significant interaction effects were reported,
however no further interpretation is possible.
Chronic Obstructive Pulmonary Disease: Rabinovich et al. (73) reported a statistically significant increase in TNF-α in trained and untrained patients with
COPD, whereas levels in healthy controls did not change immediately after 11
min of cycling at 40% of Wpeak· 20 min post exercise measures, revealed a return
to baseline levels for TNF-α in patients with COPD (ES 0.16). A training intervention of 8 weeks, 5 days a week, 60 min endurance training (blocks of 2-5 min
cycling at 90% of peak work load (Wpeak) for an effective period >= 30 min,
recovery periods cycling at 60% of Wpeak) did not wash out the effect of acute
exercise on TNF-α. Plasma levels of sTNFr55, sTNFr75 and IL-6 did not change
during or 20 min after the bout of exercise and the authors did not report the data.
In the studies of Van Helvoort et al. (99, 100) large ESs were found for total lymphocytes after a graded cycling test until exhaustion. Exercise-induced increases
were significantly greater in controls than in patients with COPD (99, 100). In the
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study of 2005 (99) this effect was attributed to a lack of increase in NK and Blymphocytes at Wpeak for both patients with muscle and non-muscle-wasted
COPD. In the study of 2006, only a lack of increase in NK cells was seen (99).
About 30 min after exercise, values decreased to baseline levels in both groups
(99). Monocytes increased more in patients with COPD than in controls (100).
This difference was reduced 30 min after the end of exercise (ES –0.18), and disappeared completely 1 h after the end of exercise (ES -0.04). For T-lymphocytes,
an interaction effect was seen 2 h after the end of exercise (ES -1.24) with a more
prolonged elevated level in patients with COPD compared with controls (100),
although this observation was not made in their later publication (99). In the 2006
report muscle-wasted, non-muscle-wasted and healthy controls performed both a
maximal progressive cycle test and a 30 min submaximal bike test at 50% of
Wpeak (99). An aggravated response of IL-6 in patients with muscle-wasted COPD
compared with patients with non-muscle-wasted COPD and healthy controls after
the maximal test was reported; however, the ES (-0.15) was small. Comparing the
submaximal and maximal tests, both tests elicited an increase in circulating
leukocytes and IL-6 in patients with muscle-wasted and non-muscle-wasted
COPD, whereas in healthy controls only a maximal test induced an increase in
leukocytes and IL-6 (99).
Cystic Fibrosis: Ionescu et al. (48) found, after having corrected for the total work
performed, a significant greater increment for IL-6, IL-6sr and TNF-αsrI in
patients with CF compared with healthy controls. Only for IL-6 a large ES (-0.62)
was found. Values showed that, after 120 min of recovery, IL-6 remained significantly elevated in patients (Δ1.1 pg/ml), whereas this elevation was non-significant in healthy controls (Δ0.05 pg/ml) (post exercise ESs could not be calculated
from the published results).
Chronic Heart Failure: Kinugawa et al. (51) found similar significant increases
after a graded cycling test until exhaustion for IL-6 and TNF-α in patients with
CHF and healthy controls. In addition, patients with CHF started with significantly higher level of baseline circulating cytokines.
McArdle Disease: Lucia et al. (55) reported similar exercise responses in patients
with McArdle disease and healthy controls except for IL-7. Subjects first performed a maximal test followed by 12 min of cycling at a work load eliciting the
ventilatory threshold, with 10-min rest between the two exercise tests. In the control subjects, IL-7 increased more than in the patients with McArdle disease
(medium ES, 0.37).
Chronic exercise in children
No studies could be found reporting the effects of exercise training on inflammatory markers in children with a chronic inflammatory disease.
Chronic exercise in adults
Six studies were available for the assessment of the effect of exercise training on
basal or resting levels of inflammatory markers. Five of the six focused on
endurance training, with the remaining study focusing on resistance training
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(Table 4). Healthy adults were compared to patients with MS (19), CHF (3, 63),
COPD (73), T2DM (26) and RA (74).
Multiple Sclerosis: Castellano et al. (19) reported a significant increase in basal or
resting levels of TNF-α and IFN-γ only in the MS group at the end of an 8-week
endurance training program. An assessment after only 4 weeks of training did not
reveal significant interaction effects for TNF-α, IFN-γ and IL-6 (ES respectively
0.41, 0.44 and 0.14).
Chronic Heart Failure: In a double blind RTC, Adamopoulos et al. (3) reported a
significant decrease in all measured inflammatory markers in patients with CHF
after a 12-week endurance training program consisting of cycling for 30 min 5
times a week. In healthy control subjects, basal or resting levels of inflammatory
markers after training were not changed from pre-training values. Niebauer et al.
(63) could not find changes in measured cytokines either in patients with CHF or
in healthy controls. The participants were randomized to start with either 8 weeks
of exercise training or 8 weeks of rest. The exercise training was a home based
program. In addition to this program, participants were asked to do nine exercises
in the Canadian Airforce XBX program, a physical fitness program in which the
work load increases as physical fitness improves.
Chronic Obstructive Pulmonary Disease: Rabinovich et al. (73) investigated the
effect of acute exercise both before and after an endurance training program as
outlined earlier. Comparing resting levels of inflammatory markers before and
after the exercise program no change in plasma levels of TNF-α, sTNFr55,
sTNFr75 and IL-6 was found.
Type 2 Diabetes Mellitus: Dekker et al. (26) reported non-significant interaction
effects (p>.05) in obese subjects after a 12-week endurance training program
without weight loss. However the ES for PAI-1 was large (ES 0.76) and values
decreased in obese subjects by 26% compared with 12% in lean subjects, suggesting low statistical power. Similarly, in the obese T2DM group, a decrease was
reported of 52% in IL-6 compared with 32% in the control group (ES 0.72, not
significant).
Rheumatoid Arthritis: Rall et al. (74) examined the effects of resistance training
(3 sets of 8 repetitions on 5 different machines with 2 min rest between the sessions for approximately 45 min) on peripheral blood mononuclear cell subsets
and pro- and anti-inflammatory cytokines. They showed that resistance training
did not significantly (p>.05) alter the basal or resting values of these inflammatory markers in patients with RA (74).

exercise

to exhaustion

Boas et al. (12)

3 min post

Graded cycling test

Boas et al. (13)

+

CD19

CD3 CD56 CD16

-

+

 316%

 36%

2

2

 65%2

CD3+CD8+
+

NA4
 36%2

CD3+

4

2

CD3+CD4+

NA

 61%

Lymphocytes
Monocytes

NA

Granulocytes

4

NA

WBC

4
2

 439%

 39%

2

2

 61%2

 29%2

NA4

NA

4

 79%

NA

NA

4

 33%2

 38%2
4

Healthy n=12

CF n=12
Leukocytes

0.19±0.08 – 0.87±0.32#

exercise

0.21±0.07 – 0.71±0.34#

CD3-CD56+CD16+

0.54±0.14 – 0.79±0.22
0.36±0.10 – 0.46±0.21#

3 min post

0.46±0.29 – 0.49±0.20

CD19+

0.87±0.21 – 1.03±0.26#

1.49±0.30 – 1.99±0.45

to exhaustion

0.66±0.37 – 0.97±0.55

CD3+CD8+

1.95±0.84 – 2.45±1.03
1.06±0.42 – 1.26±0.44#

CD3
CD3+CD4+

#

0.41±0.13 – 0.65±0.22#

0.59±0.21 – 0.92±0.34#

Monocytes
#

2.91±0.88 – 3.56±1.21#

6.44±2.5 – 8.12±3.68#

Granulocytes
+

2.06±0.32 – 3.34±0.66#

2.57±0.94 – 3.65±1.19

Lymphocytes

5.17±0.96 – 7.26±1.81#

9.25±2.83 – 12.37±4.34#

Healthy n=15

Mean±SD

CF n=15

Mean±SD

Controls
Baseline – Post exercise

Patients
Baseline – Post exercise

#

Leukocytes

(cells x109 per liter)

Inflammatory markers

Graded cycling test

point

Measure

Exercise challenge

Author

Table 2: Effects of acute exercise on inflammatory markers in children with an inflammatory disease compared to healthy children

IR4

IR4

IR4

IR4

IR4

IR4

IR4

IR4

IR4

IR4

2.40

0.32

-0.22

-0.12

0.00

-0.52

-0.17

0.29

-0.49

Effect size
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Schwindt et al. (79)

Tahan et al. (86)

soontorn et al. (97)

Tirakit-

table 2 continued

415.1±154.5 – 635.9±232.0#
489.3±209.2 – 632.3±275.0#

345.1±171.0 – 529.4±230.1

467.1±207.3 – 603.0±319.2#

CD19+
CD4+CD45RA+

531.7±105.9 – 833.3±253.7#
#

546.5±238.3– 855.2±471.8#

CD8+

0.03

0.22

-0.04

0.07

0.01
844.2±202.4 – 1091.9±288.9#

#

789.4±232.4 – 1021.7±380.2

1508.9±200.2 – 2153.3±440.0#

1473.1±492.0 – 2115.5±854.6#

CD3+
CD4+

0.11
1.04*

28.2±14.6 – 43.8±18.3#
37.0±26.6 – 30.3±11.6

Basophils

0.09
268.1±128.3 – 372.5±178.5#

288.9±160.5 – 377.3±209.2

3444.1±1257.9 – 4654.4±1820.7#

3155.9±803.3 – 4274.8±1100.0#

Neutrophils

0.28

0.07

0.14

IR4

IR4

IR4

IR4

IR4

IR4

IR4*

IR4*

Eosinophils

422.8±107.8 – 707.5±175.1#

381.1±150.0 – 629.2±200.2#

Monocytes

#

2386.7±396.2 – 3936.1±782.0#

2144.3±676.1 – 3652.8±1189.8#

Lymphocytes

exercise

Healthy n=12
6550.0±1570.7 – 9714.3±2186.3#

Asthma n=14

NA4

NA

4

6007.1±1327.9 – 8964.3±2021.2#

(cells/l)

NA4

IP-10

Leukocytes

NA

TARC

4
4

NA4

4

NA

Healthy n=11

4

4

290.6±134.3 - N/A

1.47±2.8 - N/A

NA4

4

 1.08±0.8

3#

 0.27±1.0

Healthy n=14

CF n=14 & Asthma n=30

NA

6 min

4

352.4±217.4 - NA

0.66±0.8 – NA

 2.3±3.4

3#

 1.5±1.6#

CF (No NSAIDs) n=14

RANTES

Eotaxin

Directly after

exercise

6 min cycling

Directly after

submaximal

IL-1ra (pg/ml)

between bouts

6 min cycling

IL-1 (pg/ml)

resting intervals

1

TNF- (pg/ml)1
IL-6 (pg/ml)

exercise

VO2peak, 1 min

Directly after

10 times 2 min

cycling @ 50% of
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Rosa et al. (75)

Galassetti et al. (30)

table 2 continued

30 min

80% of VO2peak,

20.3±19.7 – 18.4±16.52
1105±1118.1 – 1178±1196.12

6.4±6.4 – 8.0±12.42
557±889.0 – 569±991.92

exercise

VO2peak, 1 min

1053±884.4 –- 996±898.22
65.9±114.6 – 58.5±96.22

1384±2195.1 – 1438±2282.12
7.9±10.5 – 10.9±12.42

IL-1 (pg/ml)
IL-4 (pg/ml)
IL-12p70 (pg/ml)

resting intervals

between bouts

TNF- (pg/ml)

Healthy n=21
162.7±105.4 – 168.1±100.82

T1DM n=21
144.8±174.1 – 152.7±178.72

30 min
IL-6 (pg/ml)

Directly after

10 bouts of 2 min

Healthy n=12
1.9±2.1 – 2.7±3.52

T1DM n=12

309.5±85.3 – 426.0±152.6#

316.4±156.0 – 416.6±225.2#

CD8+CD62L+CD45RA+

5.0±4.5 – 5.3±4.22

385.4±92.0 – 530.6±186.0#

394.2±166.1 – 525.9±257.8#

CD8+CD62L+

IL-6 (pg/ml)

484.3±209.9 – 623.8±277.6#

461.5±206.2 – 595.6±317.3

CD4+CD62L+CD45RA+

773.6±206.9 – 988.4±283.6#

720.9±227.9 – 924.4±262.7#
#

CD4+CD62L+

71.4±62.4 – 118.3±120.6

91.3±70.4 – 163.6±132.8#

178.2±110.6 – 320.2±229.4#

73.9±29.9 – 106.5±48.2#

64.3±42.1 – 102.2±57.1#

132.6±63.7 – 196.7±91.0#

cycling @ 80% of

exercise

Directly after

30 min cycling @

#

a

36.1±19.1 – 51.4±28.1

75.7±74.8 – 109.8±92.8#

CD8+CD29+CD45RA+ a
CD8+CD29+CD45RO+

110.9±75.5 – 161.1±94.6#

CD8+CD29+ a

50.8±17.3 – 74.2±23.22

#

CD4+CD29+CD45RO+

58.9±67.9 – 76.8±79.3#

a

106.0±71.4 – 145.6±90.4

CD4+CD29+CD45RA+ a

CD4+CD29+

31.8±31.1 – 54.8±57.6#

19.5±18.8 – 30.9±31.8#

CD8+CD45RO+RA+
#

153.6±71.8 – 237.0±129.8#

a

391.9±89.4 – 633.1±182.2#

389.5±177.7 – 614.2±299.0#
161.4±129.1 – 249.8±257.4#

CD8+CD45RA+

-0.13

-0.07

0.06

-0.24

-0.02

0.14

0.13

0.10

0.03

0.05

0.69*

0.53

0.97

0.38

0.35

0.36

0.45

-0.05

0.12

37.2±20.6 – 56.7±28.8#

39.8±31.4 – 42.0±27.7

CD4+CD45RO+RA+
CD8+CD45RO+

0.24
0.65*

384.4±96.2 – 506.3±148.9#

358.1±98.4 – 456.7±150.0#

CD4+CD45RO+

20 • Exercise immunology in chronic inflammatory disease

IP-10 (pg/ml)
108.4±155.8 – 127.0±155.8

2

29.1±21.5 – 38.0±27.52
195.7±123.7 – 199.9±114.62

MIP-1 (pg/ml)

Eotaxin (pg/ml)

2

51.7±28.0 – 54.8±34.42
274.4±119.1 – 298.5±146.62

103.4±87.1 – 155.7±169.6

MCP-1 (pg/ml)

237.0±110.0 – 221.0±128.3

170.3±77.9 – 165.9±68.72

54.4±35.7 – 58.9±36.72

34.6±45.8 – 33.8±44.52

IL-8 (pg/ml)
2

34.2±30.2 – 33.3±25.72

10.7±12.8 – 12.2±13.33

GM-CSF (pg/ml)

48.6±56.4 – 54.2±60.52
2

6.2±6.9 – 8.6±11.02

IL-17 (pg/ml)

exercise not given, 3Increase took place during a 90min observation period after exercise, 4NA=Not Available & IR= insufficient results to calculate.

Legend: *p<0.05 interaction effect, # p<0.05 main effect of exercise, aAsthmatic group n=7 and control group n=12, 1Estimated from figure in manuscript, 2Main effect of

table 2 continued

0.08

-0.26

0.16

-0.23

-0.69

0.13

-0.11
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IFN- (pg/ml)1

Ionescu et al. (48)

Heesen et al. (43)

30 min

60% VO2peak

 15.8±14.72 (12.6±24.4)2,4
 10.1±13.22 (5.5±24.4)2,4

IFN- (pg/ml)1
IL-10 (pg/ml)1

exercise

7.6±1.1 – 7.8±0.3

1.01±0.7 – 1.24±0.7#
1543.6±898.4 – 1898.2±1810.5
3019.1±1429.1 – 3158.7±1882.0
36.7±14.1 – 41.7±12.0#

3.73±2.8 – 5.23±3.1#
1971.6±1030.5 – 2319.2±1166.3#
5111.0± 1821.8 – 5028.5±1858.8
42.8±7.5 – 47.6±10.5#

IL-6 (pg/ml)
TNF- srI (ng/ml)
TNF- srII (ng/ml)
IL-6 sr (pg/ml)

for a maximum of

20 min

Healthy n=12
1.78±0.8 – 1.79±1.0

CF n=11
3.30±2.5 – 3.34±2.2

cm at 15 steps/min

TNF- (pg/ml)

Box-stepping at 20

end exercise

 -2.3±25.52 (9.7±32.6)2,4

 25.9±50.12 (8.7±12.5)2,4

 50.0±134.22 (85.3±143.1)2,4

Healthy n=20

 -2.3±25.5 (9.7±32.6)

2,4

 25.9±50.1 (8.7±12.5)

2,4

 50.0±134.2 (85.3±143.1)2,4

Healthy n=20

19.0±6.1 – 25.6±7.5

13.6±0.8 – 15.9±0.7#

Directly after

 46.7±116.22 (-3.3±126.6)2,4

TNF- (pg/ml)

30 min

60% VO2peak

MS trained3 n=15

Directly after
1

2

 -2.6±12.2 (1.5±24.2)

 11.5±13.7 (10.5±24.2)

1

2, 4

2,4

2

1

IFN- (pg/ml)
IL-10 (pg/ml)

MS untrained n=13
 -20.0±108.22 (-6.0±115.8)2, 4

30 min cycling @

exercise

Directly after

30 min cycling @
TNF- (pg/ml)1

28.3±6.1 – 27.1±7.8

IL-6 (pg/ml)1

exercise

Heesen et al. (43)

5.7±1.1 – 6.0±0.5
13.6±0.8 – 15.9±0.7#

TNF- (pg/ml)1

30 min

60% VO2peak

Healthy n=11

Mean±SD

MS n=11

Mean±SD
30 min after

Controls
Baseline – Post Exercise

Patients
Baseline – Post Exercise

30 min cycling @

Inflammatory markers

Castellano et al. (19)

point

Measure

Exercise challenge

Author

Table 3: Effects of acute exercise on inflammatory markers in adults with an inflammatory disease compared to healthy adults

0.02‡

0.14

0.01‡

-0.62‡

-0.02

IR5

IR5

IR5

IR5

IR5

IR5

1.28

0.00

-0.14

Effect size
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Lucia et al. (55)

Kinugawa et al. (51)

table 3 continued

to exhaustion

CHF n=80

Healthy n=33

0.37*

17.4±19.39 – 21.6±19.39#
14.5±7.54 – 17.4±8.08#
240.8±193.33 – 107.9±121.70#
131.9±100.70 – 119.5±91.01
14.8±4.85 – 14.5±4.85

8.2±5.92 – 7.4±4.31
8.9±7.54 – 8.0±5.92

38.8±105.79 – 48.0±140.31#
15.9±7.79 – 16.0±6.68
240.7±269.48 – 128.8±131.40#
183.3±190.97 – 142.3±126.39#
24.2±18.93 – 27.3±24.50#
30.6±15.03 – 31.2±16.70
17.9±36.75 – 13.1±18.93
10.6±6.12 – 8.6±7.24#
15.3±13.36 – 14.4±13.36

IL-5 (pg/ml)
IL-6 (pg/ml)
IL-7 (pg/ml)
IL-8 (pg/ml)
IL-9 (pg/ml)
IL-10 (pg/ml)
IL-12 (pg/ml)
IL-13 (pg/ml)
IL-15 (pg/ml)
IL-17 (pg/ml)

threshold

9.0±5.39 – 9.8±5.39

22.6±7.00 – 22.5±8.62

14.4±29.08 – 14.8±28.00

76.4±55.12 – 72.0±46.77
360.9±153.67 – 352.8±197.10
213.0±94.10 – 204.3±89.08
11.9±10.58 – 9.1±6.12
204.7±104.67 – 195.6±120.60

IP10 (pg/ml)
MCP1 (pg/ml)
MIP-1 (pg/ml)
MIP-1b (pg/ml)

163.4±49.00 – 153.1±51.70

8.1±3.23 – 8.1±4.31

163.8±87.24 – 164.9±94.24

358.4±214.33 – 350.5±194.94

62.3±51.16 – 58.0±40.39

20701±9710.18 – 30615±32571.42# 26938±25024.86 – 30251±25062.56

14.9±40.64 – 14.2±38.42

IFN- (pg/ml)

RANTES (pg/ml)

-0.07

2.2±0.54 – 2.2±0.54

2.7±2.78 – 2.6±2.23

IL-4 (pg/ml)

-0.01

0.36

0.11

0.00

0.00

-0.35

0.17

0.16

0.15

-0.06

0.25

0.19

-0.09

0.05

0.03

-0.05

-0.01

ventilatory

37.0±49.54 – 35.8±44.16

7.3±4.31 – 8.4±8.62

14.4±37.86 – 14.9±43.99

IL-2 (pg/ml)

41.8±116.37 – 44.8±126.39

IL-1 (pg/ml)

-0.07

-0.09

-0.24

0.00

cycling @ power

211±241.79 – 184±242.87

22.8±19.93 – 20.4±15.08

Healthy n=29

1.3±1.1 – 2.3±1.3

#

2.7±1.1 – 3.1±1.3#

output eliciting the

51.9±76.28 – 54.6±81.29

McArdle disease n=31

2.4±2.7 – 3.9±4.0

#

3.8±1.8 – 4.2±1.9#

674.2±1223.24 – 712.4±1474.90

TNF- (pg/ml)

IL-6 (pg/ml)

1

TNF- (pg/ml)1

IL-1ra (pg/ml)

end exercise

to exhaustion, 10

min rest, 12 min

Directly after

Graded cycling test

specified

After end of

exercise, not

Graded cycling test
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Van Helvoort et al. (100)

Rabinovich et al. (73)

table 3 continued

to exhaustion

Graded cycling test

to exhaustion

Graded cycling test

At Wpeak

At Wpeak

COPD n=16

0.51±0.30 – 0.70±0.30#

Monocytes (109 /l)

1.23±0.31 – 1.71±0.48#
0.14±0.15 – 0.19±0.18#
9.81±6.61 – 9.89±6.93
0.06±0.05 – 0.07±0.05

T-lymphocytes (109 /l)
B-lymphocytes (109 /l)
CRP (109 /l)
TNF- (pg/ml)

5

1.53±0.28 – 3.21±0.762
0.34±0.13 – 0.51±0.192

2.35±0.47 – 3.17±1.142
0.54±0.28 – 0.67±0.352
0.22±0.13 – 0.31±0.162

Lymphocytes (109 /l)
Monocytes (109 /l)
B-lymphocytes (109 /l)

0.17±0.03 – 0.24±0.062

3.98±089 – 4.71±1.142

6.06±2.47 – 6.58±2.782

Neutrophils (109 /l)

5.96±1.01 – 8.67±1.36#

9.17±2.66 – 10.64±3.89#

Healthy n=10

0.03±0.02 – 0.03±0.02

2.67±1.37 – 2.83±1.69

0.17±0.04 – 0.24±0.08#

1.17±0.17 – 1.65±0.38#

0.25±0.15 – 0.91±0.40#

0.31±0.08 – 0.41±0.15#

1.64±0.22 – 2.95±0.54#

3.14±0.81 – 3.61±0.97

#

5.22±0.73 – 7.21±0.88#

Healthy n=11

NA

NA

Leukocytes (109 /l)

COPD n=10

0.19±0.08 – 0.66±0.31

NK-cells (10 /l)

#

1.64±0.49 – 2.24±0.72#

9

5.10±2.65 – 5.73±3.18

Neutrophils (10 /l)

#

7.62±2.97 – 9.23±3.68#

Lymphocytes (109 /l)

9

Leukocytes (109 /l)

NA

IL-6

5

5

5

NA

NA5

NA5

sTNFr55
sTNFr75

16.8±3.4 – 16.1±4.3

16.1±9.5 – 22.2±13.3#

TNF- (pg/ml)1,3

exercise

Healthy n=6
17.0±14.8 – 17.6±10.4

11 min

40% of Wpeak

COPD n=11
17.3±9.3 – 22.3±9.2#

TNF- (pg/ml)1

Directly after

11 min cycling @

-0.36*

-0.21

0.18

2.22

0.11

0.62

-0.26

0.02

0.18

0.00

1.58

-0.41

1.87*

-0.08

0.18

IR5

IR5

IR5

-0.95*

24 • Exercise immunology in chronic inflammatory disease

Van Helvoort et al. (99)
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table 3 continued

30 min
exercise

Directly after

Wpeak

At Wpeak

30 min @ 50% of

to exhaustion

Graded cycling test

0.79±0.35– 0.64±0.25

IL-1ra (pg/ml)

1.79±0.44 – 2.47±0.412

Lymphocytes (109 /l)

0.23±0.13 – 0.47±0.412
0.39±0.31 – 0.42±0.24
3.63±3.51 – 4.64±4.49#
11.15±8.35 – 10.09±8.29
0.65±0.34 – 0.67±0.18

NK-cells (109 /l)
TNF- (pg/ml)
IL-6 (pg/ml)
IL-8 (pg/ml)
IL-1ra (pg/ml)

B-lymphocytes (10 /l)

9

Monocytes (10 /l)

9

Lymphocytes (10 /l)

9

Neutrophils (10 /l)

9

NA

NA

NA

NA

5

5

5

5

NA5

COPD n=10

3.32±1.47 – 3.97±2.75

1.45±0.66 – 1.70±0.852

T-lymphocytes (109 /l)

Leukocytes (109 /l)

0.70±0.40 – 0.70±0.28
1.90±1.87 – 2.48±1.93#

0.33±0.28 – 0.40±0.282

B-lymphocytes (109 /l)

NA

NA

NA

NA

5

5

5

5

NA5

Healthy n=10

0.72±0.29 – 0.67±0.21

0.27±0.09 – 1.18±0.512

1.10±0.25 – 1.69±0.442

0.17±0.03 – 0.24±0.062

0.52±0.19 – 0.66±0.19

0.34±0.13 – 0.51±0.192

1.53±0.28 – 3.21±0.762

3.98±089 – 4.71±1.142

5.96±1.01 – 8.67±1.36#

Healthy n=10

0.72±0.29 – 0.67±0.21

Monocytes (10 /l)

2

5.55±2.28 – 6.64±2.812

Neutrophils (109 /l)
9

8.06±2.53 – 9.78±3.07#

Leukocytes (109 /l)

Muscle-Wasted COPD n=10

8.73±4.36 – 7.2±2.95

IL-8 (pg/ml)

3.32±1.47 – 3.97±2.75

0.70±0.40 – 0.70±0.28
1.90±1.87 – 2.48±1.93#

0.46±0.19 – 0.51±0.28
2.03±1.26 – 2.72±1.83#

)

IL-6 (pg/ml)

(
TNF- (pg/ml)

IR5

IR5

IR5

IR5

IR5

-0.23

0.34

-0.15*

-0.08

5.99

0.68

0.00

0.18

2.71

-0.21

0.51

0.32

0.35

-0.07

-0.13
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NA
NA
NA
NA
NA

TNF- (pg/ml)
IL-6 (pg/ml)
IL-8 (pg/ml)
IL-1ra (pg/ml)

NA

NA

NK-cells (10 /l)

9

T-lymphocytes (10 /l)

9

B-lymphocytes (10 /l)

9

Monocytes (10 /l)

NA

NA5

5

5

5

5

5

5

5

5

NA5

Neutrophils (109 /l)
Lymphocytes (109 /l)

exercise
9

NA5

Muscle-Wasted COPD n=10
Leukocytes (109 /l)

NA

IL-1ra (pg/ml)

5

30 min

NA

IL-8 (pg/ml)

5

Directly after

NA

IL-6 (pg/ml)

5

Wpeak

NA

TNF- (pg/ml)

5

30 min @ 50% of

NA

5

NA5

NK-cells (10 /l)

9

T-lymphocytes (109 /l)

5

5

5

5

NA

NA

NA

NA

NA

NA

NA

NA

5

5

5

5

5

5

5

5

NA5

NA5

NA5

Healthy n=10

NA

NA

NA

NA

NA

5

NA5

exercise after 8 weeks of training, 430 min post exercise, 5NA=Not Available & IR= insufficient results to calculate.

performed, #p<0.05 within group effect of exercise, compared with baseline, 1Determined from figure in manuscript, 2Main effect of exercise not given, 3A single bout of

Legend: *p<0.05 interaction effect, ‡p<0.05 interaction effect after correcting for the total work performed, ES are calculated without having corrected for the total work

Van Helvoort et al. (99)

table 3 continued

IR5

IR5

IR5

IR5

IR5

IR5

IR5

IR5

IR5

IR5

IR5

IR5

IR5

IR5

IR5

IR5

IR5
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Rabinovich et al. (73)

Niebauer et al. (63)

Adamopoulos et al. (3)

NA3
NA3

NA3
NA3

sTNFr75
IL-6

60% of Wpeak)

8 weeks, 5 times a

week, >=30 min

NA3

NA3

sTNFr55

Wpeak, (recovery @

Healthy n=6
17.0±14.8 – 16.8±3.4

COPD n=11

23±22 – 11±16

962±292 – 1050±225

701±111 – 750±240

17.3±9.3 – 16.1±9.5

not specified

Healthy n=9
1.4±0.4 – 1.6±0.3

TNF- (pg/ml)1

Post-training,

31±37 – 30±19

IL-6 (pg/ml)

Blocks of 2-5 min

1573±470 – 1620±405

TNF- srII (pg/ml)

week, 20 min

cycling @ 90% of

915±397 – 900±218

TNF- srI (pg/ml)

8 weeks,  5 times a

CHF n=18
2.7±1.5 – 2.5±0.4

TNF- (pg/ml)

Not specified

6.0±1.3 – 5.8±0.9

35.5±14.7 – 29.2±14.7#

IL-6sr (ng/ml)

of HRmax

Cycling @ 70-80%

3.0±0.9 – 2.9±0.9

2.7±1.0 – 2.3±1.0
8.1±4.9 – 5.9±3.9#

IL-6 (pg/ml)

1.6±0.4 – 1.5±0.4

1.2±0.4 – 1.2±0.9

3.5±1.0 – 2.7±1.0#
#

Healthy n=20
3.6±0.9 – 3.7±1.3

CHF n=24
7.4±3.9 – 4.6±3.4#

Mean±SD

Mean±SD

Controls
Baseline – Training

Patients
Baseline – Training

TNFsr II (ng/ml)

week, 30 min

TNF- (pg/ml)
TNFsr I (ng/ml)

not specified

Inflammatory markers

12 weeks, 5 times a

Post-training,

80% of HRmax

point

Measure

Cycling @ ±60-

Training program

Chronic endurance exercise

Author

Table 4: Effects of chronic endurance and resistance exercise on inflammatory markers in adults with an inflammatory disease compared to healthy adults

IR3

IR3

IR3

0.08

-0.36

0.10

0.22

0.36

0.58*

0.60*

0.39*

1.01*

1.02*

Effect size
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>24 hour

after end of
training

intervention

4 days after
end of
training

intervention

4 days after
end of
training

intervention

Cycling @ 60% of

VO2peak.

8 weeks, 3 times a

week, 30 min

Cycling ±60% of

VO2peak

12 weeks, 5 times a

week, 60 min

Cycling @ 60% of

VO2peak

12 weeks, 5 times a

week, 60 min

Rall et al. (74)
after end
training

repetition maximum

week, 45 min

12 weeks, 2 times a

24-48 hours

Resistance training

@ 80% of their one-

Chronic resistance exercise

Dekker et al. (26)

Dekker et al. (26)

Castellano et al. (19)

table 4 continued

#

0.09±0.07 – 0.07±0.052
0.10±0.11 – 0.11±0.122
0.30±0.23 – 0.26±0.192
2.0±2.1 – 1.3±1.42
0.14±0.11 – 0.09±0.072
0.13±0.11 – 0.10±0.082
2.1±1.5 – 2.05±1.62
2.3±1.9 – 4.7±3.92

0.19±0.17 – 0.31±0.282
0.18±0.09 – 0.18-0.092
2.2±2.1 – 2.3±2.12
0.09±0.05 – 0.06±0.032
0.12±0.08 – 0.10±0.072
4.0±2.2 – 3.71±2.02
5.9±3.6 – 5.07±3.12

b

IL-6 (ng/ml)c
e

IL-1 (ng/ml)a
b

IL-1ra (ng/ml)a
b

Young Healthy n=8

50.8±24.6 – 44.5±18.0

1.0±0.8 – 1.5±1.1

2.8±1.6 – 1.9±1.1#

Healthy n=7

50.8±24.6 – 44.5±18.0

1.0±0.8 – 1.5±1.1

0.10±0.05 – 0.10±0.052

RA n=8

93.4±24.0 – 68.7±28.3

3.8±2.3 – 4.3±2.8

5.2±4.2 – 4.4±1.7

Obesity n=8

79.5±34.7 – 72.1±43.0

2.5±1.7 – 2.8±2.5

Healthy n=7
2.8±1.6 – 1.9±1.1#

6.2±4.2 – 3.0±2.0#

16.2±17.1 – 14.3±12.8

16.8±17.3 – 14.5±15.0

TNF- (ng/ml)a

PAI-1 (ng/ml)

CRP (mg/ml)

IL-6 (pg/ml)

PAI-1 (ng/ml)

CRP (mg/ml)

Healthy n=11
5.0±3.7 – 5.0±3.8

Obesity with T2DM n=8

24.8±21.9 – 40.4±21.0#

IFN- (pg/ml)1

IL-6 (pg/ml)

13.6±15.9 – 10.5±15.0

IL-6 (pg/ml)1

MS n=11
7.3±3.8 – 9.6±5.4#

TNF- (pg/ml)1

1.12

0.13

0.10

-0.23

-0.38

-0.23

-0.77

-0.28

0.76

0.00

-0.03

0.04

0.15

0.72

-0.89*

0.21

-0.62*
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23.3±6.1 – 23.7±6.22
8.9±2.5 – 8.7±2.52

CD19+ (%)7

57.2±6.1 – 54.3±5.8

CD8+ (%)5,7

CD4 (%)

2

11.2±3.6 – 12.7±4.12

25.0±4.0 – 24.7±4.02

51.7±6.4 – 54.8±6.82

78.7±6.9 – 78.2±6.92

78.6±6.4 – 77.1±6.32

5,7

CD3+ (%)7
+

25359±8400 – 21850±72382

31699±13442 – 30727±130302

e

7.5±5.6 – 5.6±4.2
63412±18445 – 59597±173352

5.6±3.2 – 5.1±2.9

2

15.1±11.1 – 10.6±7.82

72795±25401 – 67554±235722

2

17.9±15.1 – 10.5±8.92

Lymphocytes (ccpm6)4,d

e

IL-2 (kU/l)d

b

Unstimulated Cell-associated, cUnstimulated, dPHA, eCon.

IR= insufficient results to calculate, 4n=6, 5n=7, 6ccpm=corrected counts per minute, 7Percentage of Peripheral blood mononuclear cell subsets, aUnstimulated Secreted,

Legend: *p<0.05 interaction effect, # p<0.05 main effect of exercise, 1Value estimated from figure, 2SD calculated on the basis of baseline values, 3NA=Not Available &

table 4 continued

0.55

-0.14

0.96

0.15

-0.23

0.06

-0.31

0.23
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DISCUSSION
Regular exercise and physical activity have been considered important components of therapy for many chronic diseases (68). The impact of exercise on
immune activation in diseases with an underlying inflammatory burden is less
clear. We believe that safe and effective exercise is that which confers the benefits
of being active (improved fitness, muscle strength) without exacerbating underlying inflammation associated with the disease pathology. Therefore, the purpose of
this systematic review was to investigate the effects of both acute and chronic
(i.e., training) exercise on systemic inflammation in patients with various inflammatory diseases compared with healthy controls. All available immunologic outcome measures used in the studies (such as total leukocytes and leukocyte subpopulations including their subsets) were analyzed to investigate if exercise elicits
abnormal inflammatory responses in the patient groups compared to healthy controls.
Overview of Evidence for Acute Exercise
Acute bouts of exercise generally activate a global immune change in all subjects
(children and adults) irrespective of disease state.
In child studies of inflammatory disease, Rosa et al. (75) found a greater
increase in inflammatory markers in the pediatric patients with T1DM compared
with healthy controls during acute exercise. Whereas Rosa et al. (75) and Galassetti et al. (30) reported similar changes directly after acute exercise in T1DM and
healthy controls. In children with CF a greater increase in TNF-α and IL-6 was
reported directly after the end of the exercise compared to healthy controls (97).
Another marked finding is that five out of eleven studies (both children and adults
studies) which performed a second post recovery measurement after an acute bout
of exercise, found that the patients’ level of inflammatory markers (principally IL6, and T-cells, total leukocytes and lymphocytes as well) remained significantly
elevated while levels of control subjects already had returned to baseline values
(13, 30, 48, 97, 99).
In adult studies of inflammatory disease, no consensus was reached concerning the effects of acute bouts of exercise. Marked immune changes were
reported in three studies which involved patients with CF and COPD (48, 73, 99).
The aggravated response was attributed to IL-6 in the study of Van Helvoort et al.
(99) and Ionescu et al. (48) and TNF-α in the study of Rabinovich et al. (73).
Rabinovich et al. (73) could not find an exercise-induced effect on IL-6 and the
ES found for IL-6 in the study of Van Helvoort et al. (99) was small. Ionescu et al.
(48) also reported a greater increase for TNF-αsrI and IL-6sr in patients with CF
compared with healthy controls after values were corrected for the total work performed.
One study included in this systematic review performed within patient comparisons to determine the effect of disease severity on immune responses. For
acute bouts of exercise, van Helvoort et al. (99) made a comparison between more
and less severely affected patients with COPD and found an exaggerated exerciseinduced effect in more severely affected patients. Two other studies made such a
subgroup analysis, however without the use of a healthy control group. Spruit et
al. (82) could not detect an exercise effect at all in patients with COPD after
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cycling at 70% of Wpeak until symptom limitation (median bicycle exercise time
~7 min). Galassetti et al. (31) found in children with T1DM, that a high morning
plasma glucose level (>300 mg/dl) resulted in a significantly higher increase in
IL-6 after 30 min cycling at 80% of VO2peak (pre–post 3.5±2.1–4.2±3.4) compared to those with the lowest plasma glucose levels (<150 mg/dl) (ES -0.27). In
children with plasma glucose levels <150 mg/dl, cytokine levels did not change
significantly after exercise (pre–post 0.7±0.3–1.0±0.3). Plasma values under 100
mg/dl are considered as normal (32). Also 30 minutes post-exercise circulating
IL-6 remained elevated in the T1DM group with high morning glucose levels (ES
–1.7). Besides the role of disease severity, the use of medications that might differ
with patient populations needs to be considered. For example, Tirakitsoontorn et
al. (97) investigated the exercise responsiveness of cytokines in children with CF
who used ibuprofen or who did not. Compared with users, inflammatory responses in the non-users were significantly lower for IL-6 and TNF-α; however, exercise-induced increases in IL-6 and TNF-α were still greater in the users when
compared to healthy control children.
The clinical consequences or relevance of the exaggerated immune responses after acute bouts of exercise in chronic inflammatory disease are not clear. In
healthy subjects and subjects with an inflammatory disease, exercise elicits the
same inflammatory cytokines as seen in the pathology in chronic inflammatory
disease. Many cytokines however have both pro- and anti-inflammatory properties. For example, IL-6 as elevated in the pathology of inflammatory disease is
known to exert pro-inflammatory activities. However, in healthy subjects IL-6, a
prominent exercise induced cytokine, is thought to play a role in growth processes, the stimulation of anti-inflammatory cytokines and the inhibition of TNF-α
production (71, 93). Therefore one could assume that an exaggerated inflammatory response does not necessarily have to make the inflammation concerning the
pathology worse in the case of IL-6. However, the magnitude of the response
might account for specific exerted effects. When comparing the IL-6 response in
children and adults after a similar exercise bout, children experience a 50% smaller increase than adults (93). The physiological reason for such a magnitude difference is not clear; however one can speculate that a greater exercise response
might change the positive effects and, for example, inhibit growth factors. One
should keep in mind that the effects of exercise training, interestingly, might blunt
the effect of an acute bout of exercise (38, 105).
Overview of Evidence for Chronic Exercise
An emerging theme from this systematic review is that exercise training effects
found for a particular inflammatory disease are not necessarily generalizable to
other inflammatory diseases. For example TNF-α was assessed in four training
studies. After the training intervention in patients with CHF, both a decrease (3)
and no effects (63) in circulating levels were reported. In patients with MS, significantly higher levels of TNF-α were found (19), whereas in patients with RA
no significant effect was reported (74). Castellano et al. (19) prescribed the
increase as a possible disease-specific effect of MS. However, the only known
study that also measured TNF-α in patients with MS reported a slight decrease
(p=0.069) after 8 weeks of progressive strength training (102) (no control group
used).
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Whereas Niebauer et al. (63) could not find training effects, the anti-inflammatory effects of training programs in patients with CHF can be confirmed by
other studies that did not include a healthy control group (4, 23, 34, 53, 54, 72)
and were, therefore, not included in this review. A positive trend was seen for
endurance exercise training programs to attenuate systemic inflammation in
patients with CHF and T2DM with obesity. In healthy individuals on the other
hand, little effect was reported after the same training program. The exercise
training programs were of moderate intensity (~60% of VO2peak), so the potential
for significant physiological adaptation in already healthy persons might be low
(10, 64).
The nature and the intensity of the training stimulus are undoubtedly influential to the interpretation of studies representing different diseases. Whereas
cycling at 60% of VO2peak could not bring about an acute effect in patients with
MS, effects were seen at 75% of Wpeak in patients with MS (19, 43). Similarly,
resistance training might elicit a different exercise-induced response than
endurance training (74). Notwithstanding these differences, exercise training has
been shown to positively influence circulating levels of inflammatory cytokines in
patients with chronic kidney disease and coronary heart disease (18, 39). In concert with the findings of Rall et al. (74), studies that looked at the effect of an aerobic exercise training program on basal or resting levels of inflammation in asthma, MS, COPD, RA, and sporadic inclusion body myositis concluded that exercise improves health-related characteristics without changing levels of inflammation (9, 11, 78, 81, 101). These studies were not included in this review because
they did not include a healthy control group.
While the purpose of this systematic review was to clearly define the effects
of acute and chronic exercise on inflammatory markers of patients compared with
healthy controls to determine whether exercise elicits an abnormal inflammatory
response in those patients, it is reasonable to offer some speculation as to the
potential mechanisms that might be involved in the relationship between exercise
and inflammation in a chronic inflammatory disease. Since no cure has yet been
found for the diseases included in this review, treatment remains focused on
dampening inflammation using immunosuppressive medication that acts specifically on targets such as TNF-α. Many of these pro-inflammatory cytokines such
as IL-1β, IL-6, and TNF-α are produced by the activation of Toll-like receptors
(TLRs) present at different antigen-presenting cells (37). TLRs are known to play
a major role in different systemic inflammatory diseases (24) as they are thought
to be important targets for therapeutic interventions (45). It is therefore interesting
to find that exercise can decrease TLR expression (37), possibly through transient
alterations in circulating cytokines that alter the expression of TLRs (52). In the
case of chronic inflammatory diseases, one possible mechanism of exercise training benefits may occur via down-regulation of TLR expression, thereby attenuating production of pro-inflammatory cytokines that play a role in the pathogenesis
of several inflammatory conditions.
Limitations
When interpreting the results of this systematic review, a number of methodological characteristics must be taken into account. There were a variety of different
markers of inflammation, type of chronic diseases, and type of exercise programs
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used in the studies that were included, and measurement methods also varied
between studies. Analytic methods used are the likely cause for some discrepancies in the findings (e.g., not able to detect changes or deviating values) (92).
Moreover, several studies had a small sample size, and in two studies the dropout
exceeded 15% (19, 43). Such a study may be insufficiently powered to detect statistically significant changes. Another limitation was in the way of estimating the
mean values of measured pre- and post- inflammatory markers, when these
results were presented in figure format only. However, any error in this method
would be similar for disease and control groups. Unfortunately not all the mean
values on cell counts could be retrieved; therefore it was not possible to calculate
ESs for a number of studies. Although it was not the intention of this paper to use
ESs in a formal analysis (e.g., meta-analysis), this information would have been
useful in evaluating different inflammatory markers.

FUTURE RESEARCH
In light of these limitations, we propose a number of considerations for future
work. Future studies should use blinded-observers to analyze samples. Furthermore, they should describe the dropout rate, if any, and missing data. The quality
of reporting can be improved with a better description of the nature of the acute or
chronic exercise stimulus (in terms of frequency, intensity, time and type of exercise) and how the amount of work performed between patients and controls was
standardized. Future studies should consider the relevance of investigating the
immune-related changes in response to a maximal exercise test to exhaustion. A
maximal exercise test does not reflect a training session that will be incorporated
into daily life or rehabilitation of patients with chronic inflammatory disease. In
addition, the duration of a maximal test will vary for every individual, making it
impossible to control the actual work performed. We also suggest that researchers
clearly specify the time points at which blood samples are collected before and
after exercise.
Another important issue to take into consideration is the use of contraceptives in females and the point of testing during the female hormonal cycle. None
of the studies that tested females controlled for these two issues. Blood sample
timing during the female hormonal cycle should be taken into consideration (91).
Moreover, emphasis should be placed on matching gender and pubertal status
among the groups, since both gender and age are variables that account for differences in immune responses.
While all of the exercise training studies were found for the adult population
only, we make a number of recommendations for researchers to consider in the
design of their next study. Missing from most of the literature is a longer followup time and the extent to which training-induced changes in inflammatory markers might be related to clinical status or disease severity. Information on these
issues should help individualize exercise prescription and recommendations. How
quickly the benefits of an exercise training program on inflammatory markers are
lost has not been studied, although this information holds important clinical relevance since some patients may not be able to exercise because of disease complications or other factors. Whether exercise training can alleviate the acute inflam-
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matory response to a single bout of exercise in some patients remains an open
question. Only one study investigated this topic, but did not demonstrate an effect
of training on the acute response (73). Likewise, a study that compared trained
patients, untrained patients and healthy control found no differences in the acute
response (43).
In this systematic review, we found no studies investigating the effects of
exercise training on inflammatory markers in children with a chronic inflammatory disease. Since physical activity is a fundamental component of healthy growth
and development, more studies are urgently needed so that safe and effective
exercise can be recommended to pediatric patients, especially concerning the
relationship between inflammatory cytokines and growth mediators. Circulating
inflammatory markers (e.g., TNF-α) can impair the regulation of skeletal muscle
protein turnover (29, 107). Reduced levels of IGF, found in children with a chronic inflammatory disease, may further contribute to sub-optimal tissue growth (29,
104). Both chronic and acute exercise in healthy children has been shown to stimulate anabolic processes by increasing growth factors such as, IGF-1 and 2 and
GH (30, 40, 49, 58, 97) and is therefore of importance to combat muscle catabolism. Children are not small adults. Not only do they differ in immunological and
growth factor responses to a same bout of exercise, but their daily physical activity patterns are different than those of adults (7, 98). This is of significance regarding the creation of exercise programs when one wants to provide challenging and
safe, but effective exercise opportunities that can be incorporated in daily life and
sustained.
Based on the results of this systematic review, no evidence was found to
suggest that the inflammatory response to acute exercise in children with a chronic inflammatory disease is any different than that of their adult patient counterparts in term of exacerbated immune response.
We propose that future research should be focused on the frequency, intensity and duration of exercise that can be safe (i.e., does not exacerbate underlying
inflammation) and effective (i.e., improves fitness and quality of life, promotes
growth (in children)) for individuals with a chronic inflammatory disease.

CONCLUSION
In this systematic review of the literature we investigated the effects of acute and
chronic exercise on various inflammatory markers in patients with a chronic
inflammatory disease. It appears that training programs can attenuate chronic
inflammation in some of these patients; however, single bouts of exercise might
elicit an aggravated inflammatory response. The exercise training-induced
response appears highly dependent on the type of disease, severity of the disease
and the frequency, duration and intensity of the exercise intervention. This review
highlighted a number of strengths and weaknesses of the studies analyzed and
will serve to design future studies in this field. Results of this review reveal a
major gap in our knowledge regarding the evidence for safe but effective exercise
for patients with a chronic inflammatory disease.
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