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To the Editor,



We read with great interest the study conducted by Aucoin et al. and commend the authors for their important contribution (1). Their study is the first randomized controlled trial to integrate fan therapy directed to the face (F2F) within a supervised exercise training program. This work addresses a relevant and timely question, as fan therapy is a simple, inexpensive, safe, and widely accessible way to modulate sensory afferent input. 

The finding that F2F reduced exertional dyspnea during exercise bouts is clinically valuable and consistent with existing evidence (2). In the study of Aucoin et al., the novelty of embedding F2F within exercise training lies in determining how this relief allows participants to train at higher intensities for longer duration, thereby enhancing the benefits of the program. However, based on the data presented, we believe this central question remains unanswered. 

First, the 95% confidence intervals for changes in co-primary outcomes (and indeed for most, if not all, reported outcomes) extend well beyond the minimally clinically important difference in both directions (endurance time: -6.3 to 9.0 min; breathlessness intensity: -2.5 to 2 points), which precludes any claim of similar magnitude of change between interventions (3). In addition, the sample size estimation relied on an effect size of 0.31 drawn from a review of MCIDs for dyspnea (4), although this same review reports values closer to 1 for Borg scale changes in rehabilitation or exercise studies. While we recognize the challenge of detecting incremental benefits on top of highly effective exercise training (4), adopting a markedly smaller effect size requires justification, which was insufficient for dyspnea and absent for endurance time. Moreover, the use of co-primary endpoints requires appropriate statistical adjustment, which was not applied (5). Finally, reliance on a per-protocol rather than an intention-to-treat analysis may have introduced bias in the estimation of treatment effects. With such uncertainty, a more reasonable conclusion would be that the true effect of adding F2F into an exercise training program remains to be determined

Second, the finding that F2F reduced exertional dyspnea is in fact unexpected. Indeed, the protocol targeted a dyspnea level of 3-5 on the mBorg-CR10 scale for both groups during sessions. This is in itself questionable as experts rather recommend a minimum of 4 points (6). More remarkably, the F2F group exercised at a mean of 2 points (Figure 3), which is well below the intended target. Physiologically, and according to the author’s own rationale, reducing breathlessness should have allowed a proportional increase in training volume to maintain isodypsnea, beyond that of the control group, thereby generating a stronger peripheral muscle stimulus needed to enhance training benefits (7). Instead, training volumes remained roughly comparable between groups, and reported leg discomfort was visually, but markedly lower with F2F (Figure 3). Even in the COPD-only subgroup, where training volume was somewhat higher with F2F, both breathlessness intensity and leg discomfort remained remarkably low (Figure S4). These observations indicate that the study was not adequately administered to test the authors’ core hypothesis that F2F would permit higher training volume. Similar concerns have previously been raised for other add-on interventions to exercise training, where symptom relief was not translated by clinicians or researchers into higher training volume (8).

For these reasons, we respectfully disagree with the author’s conclusion, and even more so with the stronger claim in the article’s title that fan therapy enhances the effects of exercise training. Despite these limitations, we acknowledge the value of the work and the relevance of the clinical question addressed. Fan therapy remains a promising, low-cost adjunct to exercise training. However, in the absence of studies that fully test the underlying rationale that reducing exertional dyspnea should enable, and actually result in, higher training intensities and greater peripheral fatigue, the potential of this intervention to enhance exercise training remains uncertain.
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