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Background. Pulmonary function tests (PFTs) objectively measure the extent and progression of cystic fibrosis (CF) lung
disease. The rate of lung function decline in developing countries has not previously been studied.
Aim. To investigate the average annual rates of pulmonary function decline in South African children with CF from 1999 to
2006.
Methodology: The medical records and best PFT over 3-monthly intervals of children attending the CF clinic at Red Cross War
Memorial Children’s Hospital, Cape Town, were retrospectively reviewed and analysed using the mixed model regression
method.
Results. A total of 1 139 PFT were recorded on 79 patients, with a median (interquartile range) of 14 (6 - 21) PFTs per patient.
The mean (standard error) forced expiratory volume in 1 second (FEV1) at age 6 years was estimated at 73.83 (3.34) per cent
predicted with an FEV1 decline of 0.23 (0.43)% per annum. FEV1 at age 6 was affected by age at CF diagnosis, genotype, and
year of birth. Rate of FEV1 decline was significantly affected by Pseudomonas aeruginosa colonisation and genotype.
Conclusions. Although FEV1 at age 6 years was low compared with developed countries, the annual rate of FEV1 decline in
South African children with CF was minimal, setting the scene for improved survival in this population.

Pulmonary disease is the main predictor of morbidity and
mortality associated with cystic fibrosis (CF).1 The pattern of
lung function decline has been reported to be predictable in
developed countries,2 with an annual rate of decline in the
forced expiratory volume in 1 second (FEV1) of less than 2%
predicted for children born after 1980.3 The rate of decline in
these countries is determined by a number of different factors.4
Children with CF living in developing country settings such
as South Africa have a number of additional exposures that
could impact on pulmonary function, including biomass fuel
exposure,5 an increased prevalence of respiratory infections
(including pulmonary tuberculosis) in the community,5,6
and poorer access to health care7 than children in developed
settings.
Pulmonary function tests (PFTs), particularly measurement of
FEV1, are a practical, objective way of monitoring the severity
and progression of CF lung disease.1,8 FEV1 has been shown
to be strongly associated with mortality,9,10 while forced
expiratory flow during 25 - 75% of the forced vital capacity
(FEF25-75) is a sensitive index of small-airway function and is
affected first in CF lung disease.9,11

CF is a serious, progressive disease present in all the South
African population groups,12,13 with a current median survival
in the Western Cape region of South Africa of 20.5 years.14
The progression of lung disease is poorly studied in this and
other developing populations. We have recently observed a
significant population improvement in the pulmonary function
of children with CF living in the Western Cape province
of South Africa over the 8-year period 1999 - 2006.15 This
improvement occurred without demographic or other clinical
changes in the population, but coincided with a number of
changes to medical care and service delivery for patients with
CF. Before this report,15 only one cross-sectional study on CF
lung function in South Africa had been published.8 There have
been no longitudinal studies of lung function changes over
time in the South African CF population.
In a longitudinal study conducted in the developed world
at a time when life expectancy for CF was about where it is
in South Africa now,14 the average annual decline in FEV1
for patients who died between 15 and 19 years of age was
approximately 5%, while patients surviving into their 20s had
declines in FEV1 of about 2%.9 On the basis of our mortality
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data, we therefore hypothesised that the average rate of FEV1
decline in our population would be between 2% and 5% per
annum.
This study aimed to investigate the average annual rates of
pulmonary function decline in children with CF living in the
Western Cape province of South Africa.

Materials and method
Approval for this study was obtained from the University
of Cape Town’s Human Research Ethics Committee. A
retrospective review of PFTs and the clinical records of children
over 5 years of age attending a single multidisciplinary CF
clinic from January 1999 to December 2006 was performed.
The study site was the CF clinic at Red Cross War Memorial
Children’s Hospital (RCCH), Cape Town, the only CF centre in
the Western Cape region. This study period was chosen because
from 1999 every child older than 5 years has had lung function
testing at each clinic visit. Visits occur at monthly, 2-monthly
or 3-monthly intervals as indicated. Tests were performed in
a standardised manner by the same operator (BM) using the
same spirometry equipment (MicroLoop Spirometer; Micro
Medical Ltd, UK). PFT data were downloaded using Spida
software (version 3.2) and stored in an MS Office Access
database. The spirometry equipment was calibrated and
serviced annually. Individual, disposable bacterial filters were
used for each patient, and the equipment was decontaminated
between subjects to prevent cross-infection.
For inclusion in the study, a patient had to have had at least three
PFTs on separate occasions. Standing height was measured at
each clinic visit using a stadiometer. PFTs were performed using
the forced expiratory technique, after maximal inspiration. The
best PFT value (based on FEV1) of three reproducible efforts
(without bronchodilator administration) were recorded for
each patient, using American Thoracic Society (ATS) criteria.16
FEV1, forced vital capacity (FVC) and FEF25-75 were recorded.
The spirometer automatically calculated the PFT percentages
predicted for age, gender and height according to European
Community for Coal and Steel (ECCS)/ European Respiratory
Society (ERS) predictive equations.17 For each patient, the best
PFT (based on FEV1) within 3-monthly periods were recorded.
Each patient therefore had a maximum of four PFTs included
per year.
Clinical data recorded included gender, age, CF genotype,
ethnicity (according to the previously accepted ethnic
classification of white, mixed ancestry, Asian or black),
pancreatic function, and colonisation with Staphylococcus
aureus or Pseudomonas aeruginosa. Patients were considered
to be colonised if the same bacterium had been isolated in at
least three sputum specimens taken on different occasions
(not during an acute exacerbation) before pulmonary function
testing.

Statistical analysis
Descriptive data were analysed using the STATISTICA data
analysis software system (version 7, StatSoft Inc., 2004). Data
were tested for normality and non-parametric data were
reported as median (interquartile range, IQR). Chi-square
tests (or Yates’s corrected chi-square where values in cells were
<10) were used to test for an association between categorical
variables.
Mixed model regression analyses were performed as described
by Corey et al.9 using the statistical package R (version 2.6.0), in
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order to evaluate the average rate of decline of FEV1, FVC and
FEF25-75 (response variables) in children with CF living in the
Western Cape, and to evaluate the effect of age at diagnosis,
year of birth, gender, ethnicity, CF genotype, and chronic
infection with P. aeruginosa and S. aureus (fixed effect regressor
variables) on the rate of pulmonary function decline. Random
effects were included for both the intercept (age at 6 years)
and the slope (age at observation). Separate models were fitted
for each of the PFT outcome variables. The effects for each
covariate were estimated individually and modelled with an
interaction between the fixed effect of the particular covariate
and the age (time) variable. Modelling the interaction allowed
the estimates for different groups to be compared and tested.
A significance level of 5% was chosen.

Results
From January 1999 to December 2006, 147 patients were
managed at the RCCH CF clinic. Seventy-nine (56% male) of
these patients performed 1 811 PFTs, 1 139 of which met the
inclusion criteria (Fig. 1). The median (interquartile range,
IQR) age at the first PFT performed during the study period
was 7.98 (6.22 - 11.54) years and the number of PFTs per subject
was 14 (6 - 21). Seventy-six patients (96%) had pancreatic
insufficiency, and no patient was infected with Burkholderia
cepacia. Other patient characteristics are set out in Table I. Nine
patients (11%) died during the study period (4 male, 5 female);
the median (IQR) age at death was 16.8 (8.7 - 19.6) years. The 9
patients who died had a mean (standard error, SE) of 10.4 (2.3)
PFTs recorded over 12.7 (3.3) quarters.
The mixed model equations for the regression lines of FEV1,
FVC and FEF25-75, with no covariates other than age and intercept
at age 6 years (the age at which patients started having PFT
recorded), are presented in Table II. There was minimal annual
decline in FEV1 over the 8 years studied, with no significant
difference in slope from the horizontal. FEF25-75 declined at a
faster rate and FVC increased on average per year.
Table I presents the mixed model equations for FEV1 with the
following covariates: age at diagnosis, gender, ethnicity, CF
genotype, and chronic infection status with either S. aureus or P.
aeruginosa. Only the results for FEV1 are shown; the differences
between patient subgroups were similar for models of FEF25-75
and FVC, although the FEF25-75 slopes of decline were steeper
and FVC much less steep than FEV1.
The average FEV1 in the second birth cohort (1986 - 1990) (Table
I) was skewed by 3 patients with very severe lung disease, 2 of

All patients managed at CF clinic
N=147

Included: N=79
Reasons: patients performing
≥3 PFTs over study period

Excluded: N=68
Reasons: too young or
<3 PFTs over study period.

Total number of PFTs: N=1 811

Included PFTs: N=1 139

Excluded PFTs: N=672
Reasons: additional PFTs per
quarter.

Study inclusion
and exclusion
criteria (CFcriteria
= cystic fibrosis;
= pulmonary
Fig.Fig.1.1.Study
inclusion
and exclusion
(CF =PFT
cystic
function tests).
fibrosis; PFT = pulmonary function tests).
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TABLE I. MEAN RATE OF CHANGE IN FEV1 (% PREDICTED) FOR AGE AT DIAGNOSIS, GENDER,
ETHNICITY, CF GENOTYPE AND CHRONIC INFECTION STATUS (INTERCEPT AT AGE 6 YEARS)
Test of difference from first
subgroup (p)
Subgroup

Mixed model equation*

Intercept

Slope

≤1 year (N=24, 30.4%)

77.05 (5.67)–0.20 (0.76)

-

-

1 - 5 years (N=43, 54.4%)

78.8 (7.14)–0.98 (0.96)

0.81

0.41

>5 years (N=12, 13.9%)

53.18 (9.95)+2.06 (1.26)

0.02

0.07

1980 - 1985 (N=14, 17.7%)

66.32 (10.55)–1.17 (1.16)

-

-

1986 - 1990 (N=18, 22.8%)

44.21 (11.93)+2.26 (1.39)

0.07

0.01

1991 - 1995 (N=30, 38%)

79.81 (11.24)–0.14 (1.31)

0.23

0.43

≥1996 (N=17, 21.5%)

93.69 (11.83)–1.32 (1.80)

0.02

0.93

Female (N=35, 44%)

74.08 (5.21)–0.24 (0.66)

-

-

Male (N=44, 56%)

73.65 (6.82) – 0.23 (0.88)

0.95

0.99

Mixed ancestry (N=33, 41.8%)

73.91 (5.42)–0.50 (0.69)

-

-

White (N=43, 87.8%)

73.73 (7.08)–0.12 (0.91)

0.98

0.68

Age at diagnosis

Year of birth

Gender

Ethnicity

Black African (N= 2, 2.5%)

Insufficient sample

Asian (N=1, 1.3%)
CF genotype
ΔF508 homozygous (N=34, 43%)

81.88 (4.74)–1.34 (0.64)

-

-

ΔF508 heterozygous (N=23, 29%)

60.54 (7.74)+1.43 (0.98)

0.007

0.005

Two non-ΔF508 mutations
(N=21, 26.6%)

77.22 (8.62)–0.51 (1.18)

0.59

0.48

Not genotyped (N=1, 1.3%)

Insufficient sample

P. aeruginosa infection
Not colonised (N=26, 33%)

70.17 (5.80)+0.29 (0.74)

-

-

Colonised (N=53, 67%)

75.17 (7.15)–0.82 (0.90)

0.49

0.046

Not colonised (N=26, 33%)

77.91 (5.83)+0.29 (0.81)

-

-

Colonised (N=53, 67%)†

71.37 (7.20)–0.42 (0.97)

0.37

0.46

†

S. aureus infection

*Mixed model equation is expressed as Yage=Y6 (mean (SE))–k (mean (SE)) (age–6), where Y6 is the estimated FEV1 value at age 6 years and slope k is
the annual FEV1 decline. For each covariate, one subgroup was arbitrarily chosen as a reference group with which the other subgroups were compared.
†

Colonisation occurring at any stage before or during study period.

TABLE II. OVERALL AVERAGE RATE OF DECLINE IN PULMONARY FUNCTION TESTS (INTERCEPT AT
AGE 6 YEARS)
Pulmonary function tests (% predicted)

Mixed models equation*

Difference of slope from zero (p)

FEV1
FVC
FEF25-75

73.83 (3.34)–0.23 (0.43)
67.54 (3.28)+0.87 (0.38)
70.56 (3.93)–1.90 (0.58)

0.59
0.02
0.001

*Mixed model equation is expressed as Yage=Y6 (mean (SE))–k (mean (SE))×(age–6), where Y6 is the estimated value of PFT at age 6 years and slope k
is the annual decline of PFT.
FEV1 = forced expiratory volume in one second; FVC = forced vital capacity; FEF25-75 = forced expiratory flow during 25 - 75% of forced vital
capacity.
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whom never had an FEV1 >30% and all of whom died during
the study period. When these subjects were excluded from the
sub-analysis, no significant differences in intercept or slope
were found compared with the first birth cohort.

Discussion
We had hypothesised that FEV1 in South African children with
CF would decline on average by as much as 5% per year on the
basis of studies performed in developed countries in the late
1990s.9 It is therefore very encouraging that the results of our
relatively short-term longitudinal study suggest an average
rate of decline in FEV1 of less than 1% per year. These values
are similar to those of Xu et al.,3 who found that patients born
between 1985 and 1990 had an average rate of decline in FEV1
of 0.8%.
The low rate of PFT decline could have been influenced by
a cohort effect if the PFTs of sicker patients who died had
not been included. However, only 9 patients died during the
study period, all of whom had PFTs recorded. The average of
10 recorded PFTs per subject who died should have provided
sufficient data to avoid positively skewing the overall results.
Although lung disease was fairly stable in our general
population, it was already fairly advanced by the age of 6
years, with PFT about 10% lower than described by Xu et al.3
Although the annual rate of decline of FEF25-75 of approximately
2% was much less than the 7% decline in FEF25-75 reported
by Corey et al. a decade ago,9 this does reflect early and
progressive peripheral airways disease.18 Recent studies of PFT
decline have focussed on FEV1, and changes in FEF25-75 are not
reported.2,3,19 It is accepted that the critical events that establish
or contribute to the severity of CF lung disease may occur
at a very young age, before standard lung function testing
is started.18 We therefore need to establish better methods of
early detection, monitoring and management of these events
in our population in order to preserve lung function better in
infancy and early childhood,20,21 with the aim of prolonging
survival of CF patients in developing countries.
Median survival of patients with CF in the USA in 2005 was
36.5 years,22 whereas in our population the median survival
over 33 years ending in 2008 was only 20.5 years.14 The
duration and quality of life depend heavily on the rate of
decline in pulmonary function.23 Considering our low rate of
FEV1 decline in children with CF over the past 8 years, it is
hoped that the lifespan of these children will be much longer
and more productive than previously expected. We suspect
that the short life expectancy despite slow PFT decline is
related to the large number of early childhood deaths in our
population.14
In our study, patients diagnosed over the age of 5 years had
a significantly lower FEV1 at intercept (averaging <55%,
consistent with moderately severe lung disease24) than those
diagnosed earlier (averaging >75%, consistent with mild
lung disease24). A study of the impact of early versus late CF
diagnosis on pulmonary function, in which late diagnosis was
defined as diagnosis between 6 weeks and 3 years, showed
a twofold increase in the risk of having moderate to severe
pulmonary disease (FEV1 <70%) at ages 6 - 10, compared
with patients diagnosed under 6 weeks of age.20 Although
our intercept values were significantly lower in patients
diagnosed over the age of 5 years, the direction of the FEV1
slope was subsequently positive when compared with those
diagnosed under 1 year (approaching significance at p=0.07).
This suggests that lack of management in early childhood had
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a deleterious effect on early lung function, which subsequently
improved after implementation of appropriate therapy. The
age of CF diagnosis has not changed over the past decade,15 so
this is unlikely to have affected the results.
Patients born after 1995 had a significantly higher baseline FEV1
at 6 years of age than those born before 1985. In these younger
patients the average FEV1 at intercept was approximately
94%, in line with recent reports from developed countries.25
Considering that the age of diagnosis of CF has remained
fairly constant over the past 8 years, the improved baseline
FEV1 in younger patients may reflect better early management
of patients with CF.
Although previous studies have shown that female patients
had a steeper decline in FEV1 than males,9,26 possibly owing
to different degrees of physical activity,27 we could not show
any difference in intercept or FEV1 slope between males and
females. This lack of difference has also been reported in recent
studies of FEV1 decline.2,19,28
Ethnic group was recorded as a proxy for socio-economic status,
as in South Africa people of mixed ancestry and black Africans
tend to live in worse socio-economic environments, with less
access to health care, than white people.29 Overall mortality has
been shown to be worse in the CF mixed ancestry population.29
It is encouraging that we could show no difference in baseline
PFT or in pulmonary function decline between white patients
and those of mixed ancestry, suggesting that circumstances
have become less prejudicial to poorer patients.
Patients who were ΔF508 heterozygous had significantly lower
baseline lung function at age 6 years than ΔF508 homozygous
patients; however, the rate of decline was significantly higher
in the latter group of patients – a finding also reported by Corey
et al.9 A relationship between CFTR genotype and severity of
lung disease has been reported previously.19 Heterozygous
status may predict more severe early lung disease in our CF
population, which may then become more stable than in ΔF508
homozygous patients, but the exact relationship remains
unclear. This difference cannot be attributed to differences
in age at CF diagnosis; nor can it be attributed to ethnic
differences, as there were almost equal numbers of white
patients and those of mixed ancestry in the ΔF508 heterozygous
group. The majority of ΔF508 homozygous patients were
white, but as indicated above ethnicity is unlikely to account
for the increased rate of decline of lung function in this group
of patients. Further studies are needed to evaluate whether
a specific non-ΔF508 mutation is related to the severity and
progression of CF lung disease in South Africa.
Chronic P. aeruginosa infection was related to a steeper decline
in FEV1, as has been reported previously,19,26 while as expected
chronic S. aureus infection did not affect the rate of pulmonary
function decline.30
This study was limited by the small sample size, although this
was comparable to that described by Que et al.2 in patients born
after 1980. Despite the small patient numbers, the number of
observations per patient (median 14) was higher than the 8
measurements per patient reported by Konstan et al.26 The
relatively short time period studied limited the investigation
of the relationship between decline in lung function and
mortality. A longer-term study is needed to ascertain whether
there is an FEV1 threshold that predicts mortality in our
population. This was a single-centre study, the results of which
may not be applicable to other CF populations in South Africa
or other developing countries. The study was also limited in
scope, as we did not include nutritional status and there were
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too few pancreatic-sufficient patients for meaningful analysis.
Finer subgroup analysis (including pancreatic sufficiency and
other ethnic groupings) requires a much larger patient cohort
from different centres in South Africa. It should be noted,
however, that nutritional parameters did not change over the
study period and this is therefore unlikely to have influenced
the results.15 Further studies are warranted to determine the
impact of azithromycin, now routinely used in chronic P.
aeruginosa infection, on PFT.
Since there have been no other longitudinal studies for
comparison, we can only surmise that improvements in
patient care and the understanding of CF in South Africa over
the past decade have resulted in the surprisingly low rate of
lung function decline reported here. These results suggest that
the outlook for South Africans with CF is improving,31 and
emphasise the importance of continual monitoring and audit
in multidisciplinary centres of care.
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Conflicts of interest: None to declare.

References
1. Wagener JS, Headley AA. Cystic fibrosis: Current trends in respiratory
care. Respir Care 2003; 48: 234-245. http://www.rcjournal.com/
contents/03.03/03.03.0234.pdf (accessed 22 July 2009).
2. Que C, Cullinan P, Geddes D. Improving rate of decline of FEV1 in
young adults with cystic fibrosis. Thorax 2006; 61: 155-157. http://
www.pubmedcentral.nih.gov/articlerender.fcgi?tool=pubmed&pubm
edid=16384880 (accessed 22 July 2009).
3. Xu W, Subbaroa P, Corey M. Changing patterns of lung function decline
in children with cystic fibrosis. J Cystic Fibrosis 2004; 3: S116.
4. Koch C, Hoiby N. Pathogenesis of cystic fibrosis. Lancet 1993; 341: 10651069.
5. Jaakkola MS, Jaakkola JJ. Biomass fuels and health: The gap between
global relevance and research activity. Am J Respir Crit Care Med 2006; 174:
851-852. http://ajrccm.atsjournals.org/cgi/content/full/174/8/851
(accessed 22 July 2009).
6. Bradshaw D, Nannan N, Laubscher R, et al. Mortality Estimates for
Western Cape Province, 2000. South African National Burden of Disease
Study. Cape Town: Medical Research Council of South Africa, 2005.
7. Cummins P. Access to health care in the Western Cape. Lancet 2002; 360:
Suppl s49-50. http://www.thelancet.com/journals/lancet/article/
PIIS0140-6736(02)11820-4/fulltext (accessed 22 July 2009).
8. Zar HJ, Moore B, Argent A, Ireland J, Westwood AT. Lung function in
South African children with cystic fibrosis. S Afr Med J 1998; 88: 994997.
9. Corey M, Edwards L, Levison H, Knowles M. Longitudinal analysis of
pulmonary function decline in patients with cystic fibrosis. J Pediatr 1997;
131: 809-814. http://www.jpeds.com/article/PIIS0022347697700258/
fulltext (accessed 22 July 2009).
10. Kerem E, Reisman J, Corey M, Canny GJ, Levison H. Prediction of
mortality in patients with cystic fibrosis. N Engl J Med 1992; 326: 11871191.
11. Corey M, Levison H, Crozier D. Five- to seven-year course of pulmonary
function in cystic fibrosis. Am Rev Respir Dis 1976; 114: 1085-1092.
12. Westwood A. The epidemiology of cystic fibrosis in the Western Cape
province. South African Journal of Child Health 2007; 1: 78-80.
13. Goldman A, Labrum R, Claustres M, et al. The molecular basis of cystic
fibrosis in South Africa. Clin Genet 2001; 59: 37-41. http://www3.
interscience.wiley.com/user/accessdenied?ID=118969497&Act=2138&
Code=4717&Page=/cgi-bin/fulltext/118969497/PDFSTART (accessed
22 July 2009).

15. Morrow B, Argent AC, Zar HJ, Westwood ATR. Improvements in lung
function of a paediatric cystic fibrosis population in a developing
country. J Pediatr (Rio J) 2008; 84: 403-409. http://www.jped.com.br/
conteudo/08-84-05-403/ing.pdf (accessed 22 July 2009).
16. American Thoracic Society. Standardization of spirometry, 1994 update.
Am J Respir Crit Care Med 1995; 152: 1107-1136.
17. Quanjer PH, Tammeling GJ, Cotes JE, Pedersen OF, Peslin R, Yernault
JC. Lung volumes and forced ventilatory flows. Report working party
standardization of lung function tests, European Community for Steel
and Coal. Official statement of the European Respiratory Society. Eur
Respir J Suppl 1993; 16: 5-40.
18. Corey M. Power considerations for studies of lung function in cystic
fibrosis. Proc Am Thorac Soc 2007; 4: 334-337. http://pats.atsjournals.
org/cgi/reprint/4/4/334 (accessed 22 July 2009).
19. Schaedel C, de Monestrol I, Hjelte L, et al. Predictors of deterioration
of lung function in cystic fibrosis. Pediatr Pulmonol 2002; 33: 483-491.
http://www3.interscience.wiley.com/user/accessdenied?ID=935
19041&Act=2138&Code=4717&Page=/cgi-bin/fulltext/93519041/
PDFSTART (accessed 22 July 2009).
20. Wang SS, O’Leary LA, Fitzsimmons SC, Khoury MJ. The impact of early
cystic fibrosis diagnosis on pulmonary function in children. J Pediatr 2002;
141: 804-810. http://www.jpeds.com/article/PIIS0022347602003670/
fulltext (accessed 22 July 2009).
21. Gappa M, Ranganathan SC, Stocks J. Lung function testing in infants
with cystic fibrosis: Lessons from the past and future directions. Pediatr
Pulmonol 2001; 32: 228-245. http://www3.interscience.wiley.com/
user/accessdenied?ID=85011583&Act=2138&Code=4717&Page=/cgibin/fulltext/85011583/PDFSTART (accessed 22 July 2009).
22. Cystic Fibrosis Foundation Patient Registry. 2005 Annual Data Report.
Bethesda, Md: Cystic Fibrosis Foundation, 2006. http://www.sgppschweiz.ch/downloads_cms/cff_patient_registry_annual_data_
report_2005.pdf (accessed 22 July 2009).
23. Schluchter MD, Konstan MW, Davis PB. Jointly modelling the
relationship between survival and pulmonary function in cystic fibrosis
patients. Stat Med 2002; 21: 1271-1287. http://www3.interscience.wiley.
com/user/accessdenied?ID=93513179&Act=2138&Code=4717&Page=
/cgi-bin/fulltext/93513179/PDFSTART (accessed 22 July 2009).
24. Pellegrino R, Viegi G, Brusasco V, et al. Interpretative strategies for lung
function tests. Eur Respir J 2005; 26: 948-968. http://erj.ersjournals.
com/cgi/content/full/26/5/948 (accessed 22 July 2009).
25. Tauber E, Eichler I, Gartner C, et al. Improvements of lung function
in cystic fibrosis. Pediatr Pulmonol 2002; 33: 263-268. http://www3.
interscience.wiley.com/user/accessdenied?ID=91015194&Act=2138&
Code=4717&Page=/cgi-bin/fulltext/91015194/PDFSTART (accessed
22 July 2009).
26. Konstan MW, Morgan WJ, Butler SM, et al. Risk factors for rate of decline
in forced expiratory volume in one second in children and adolescents
with cystic fibrosis. J Pediatr 2007; 151: 134-139. http://www.jpeds.
com/article/PIIS0022347607002454/fulltext (accessed 22 July 2009).
27. Schneiderman-Walker J, Wilkes DL, Strug L, et al. Sex differences in
habitual physical activity and lung function decline in children with
cystic fibrosis. J Pediatr 2005; 147: 321-326. http://www.jpeds.com/
article/PIIS002234760500257X/fulltext (accessed 22 July 2009).
28. Rosenbluth DB, Wilson K, Ferkol T, Schuster DP. Lung function
decline in cystic fibrosis patients and timing for lung transplantation
referral. Chest 2004; 126: 412-419. http://www.chestjournal.org/
content/126/2/412.long (accessed 22 July 2009).
29. Westwood AT. The prognosis of cystic fibrosis in the Western Cape
region of South Africa. J Paediatr Child Health 1996; 32: 323-326.
30. Navarro J, Rainisio M, Harms HK, et al. Factors associated with poor
pulmonary function: Cross-sectional analysis of data from the ERCF.
European Epidemiologic Registry of Cystic Fibrosis. Eur Respir J 2001;
18: 298-305. http://erj.ersjournals.com/cgi/content/full/18/2/298
(accessed 22 July 2009).
31. Johnson C, Butler SM, Konstan MW, Morgan W, Wohl ME. Factors
influencing outcomes in cystic fibrosis: A center-based analysis. Chest
2003; 123: 20-27. http://www.chestjournal.org/content/123/1/20.long
(accessed 22 July 2009).

14. Westwood ATR. The prognosis of cystic fibrosis in South Africa: a 33
year study. J Cystic Fibrosis 2008; 7(S2): 458.

SAJCH OCTOBER 2009 VOL. 3 NO. 3

77

