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Abstract: Cystic fibrosis (CF) belongs to the most common inherited diseases. The severity of the
disease and chronic bacterial infections are associated with a lower body index, undernutrition,
higher number of pulmonary exacerbations, more hospital admissions, and increased mortality. The
aim of our study was to determine the impact of the severity of the disease and the type of bacterial
infection in 38 CF patients on the serum level of appetite-regulating hormones including leptin,
ghrelin, neuropeptide Y, agouti-signaling protein, proopiomelanocortin, kisspeptin, putative protein
Y, and α-melanocyte-stimulating hormone. The patients were divided according to the severity
of the disease according to spirometry and the type of chronic bacterial infection. We found that
leptin level was significantly higher in patients with severe CF than in patients with mild disease
(20.02 ± 8.09 vs. 12.38 ± 6.03 ng/mL, p = 0.028). Furthermore, leptin level was elevated in patients
with chronic infection with Pseudomonas aeruginosa compared to uninfected participants (15.74 ± 7.02
vs. 9.28 ± 1.72 ng/mL, p = 0.043). The severity of the disease and the type of bacterial infection did
not affect the levels of other appetite-regulating hormones. Moreover, we found a positive correlation
between pro-inflammatory interleukin-6 and leptin level (p = 0.0426, R = 0.333). Taken together, our
results indicate that both the severity of the disease and the type of bacterial infection are associated
with elevated leptin levels in CF patients. Future CF treatment strategies should consider possible
disturbances in the hormones that regulate appetite and the factors that influence their levels.

Keywords: cystic fibrosis; appetite; hormones; endocrine system

1. Introduction

Cystic fibrosis (CF) is an autosomal recessive genetic disease characterized by chronic
obstructive lung disease and caused by mutations in the CF transmembrane conductance
regulator (CFTR) gene. The organs most affected are the respiratory tract, which presents
recurrent infections, and the gastrointestinal system, with clinical manifestations, that
include malabsorption, which leads to growth retardation caused by progressive pancreatic
insufficiency. Due to the fact that many patients with CF develop progressive lung disease,
spirometry measurements, in particular forced expiratory volume (FEV1), are used as
markers of disease severity and the prediction of survival [1,2]. FEV1 decline in CF is corre-
lated with the lower body mass index (BMI), Pseudomonas aeruginosa infection, pancreatic
insufficiency, CF-related diabetes, and intensification of oxidative stress [3–5]. Although
CF is a systemic disease, the most severe symptoms are related to the lungs; therefore, P.
aeruginosa, Staphylococcus aureus, and Burkholderia cepacia are the most important infectious
agents in patients with CF [6,7]. P. aeruginosa remains the most common bacterial pathogen,
detected in approximately 50% of CF patients in general and in approximately 80% of
adults [7]. Infection with P. aeruginosa is associated with undernutrition, a higher number of
pulmonary exacerbations, more hospital admissions, and increased mortality [8–11]. Lung
disease, P. aeruginosa, and poor nutritional status are the three keystones of the clinical
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symptoms [12]. There are few reports in the literature that describe the impact of the
severity of the disease and bacterial infections on the level of appetite-regulating hormones.
Data mainly concern ghrelin and leptin, whose levels are disrupted as lung function de-
clines [13–15]. In addition to ghrelin and leptin, several other hormones are involved in
the regulation of appetite. Neuropeptide Y (NPY) is one of the most potent orexigenic
peptides found in the brain, which stimulates food intake with a preferential effect on
carbohydrate intake [16]. Agouti-signaling protein (ASP) and α-melanocyte-stimulating
hormone (α-MSH) are involved in skin and hair pigmentation, but they are also associated
with eating behavior, energy homeostasis, and adipose tissue deposition [17–19]. Proopi-
omelanocortin (POMC) is transformed in a tissue-specific manner to produce biologically
active peptides, among others, such as ACTH, α-MSH, or the opioid peptide β-endorphin
that are expressed primarily in the pituitary and brain [20]. POMC-derived peptides may
have the opposite effect on appetite regulation [21,22]. Moreover, kisspeptin (KISS) is
adipokine which is involved in energy metabolism, development of gonads, trophoblast
invasion, pregnancy, lactation, and homeostasis. KISS is also expressed and regulated
in many extrahypothalamic tissues, such as the pancreas, liver, placenta, and adipose
tissue [23]. Putative protein Y (PYY) is a gut hormone that inhibits food intake, stomach
motility, and intensifies the absorption of water and electrolytes in the colon [24]. Therefore,
the aim of our study was to estimate the impact of the severity of the disease and the type
of bacterial infection in CF patients on the serum level of appetite-regulating hormones
including leptin, ghrelin, NPY, ASP, POMC, KISS, PYY, and α-MSH.

2. Materials and Methods
2.1. Ethical Issues

The Bioethics Committee of Rzeszów University approved the study design (2022/023).
The study was carried out in accordance with Good Clinical Practice and the Declaration of
Helsinki. Informed consent was obtained from each participant and/or their parent(s) or
legal guardian(s) at the beginning of the study.

2.2. Study Design and Participants

Thirty-eight non-Hispanic white patients with CF and sixteen control subjects were
included in this single-center cross-sectional study. Recruitment for the study took place at
the local CF care center at the Provincial Hospital No. 2, St. Queen Jadwiga, in Rzeszow.
The study was carried out between February 2021 and October 2021.

The diagnosis of CF was confirmed by the standard measurement of sweat chloride
and newborn bloodspot screening. The CF gene mutation test was used to identify muta-
tions in the CFTR gene. Other criteria for inclusion in the study were FEV1 greater than 35%
and no hospitalizations within 30 days of screening. Exclusion criteria were prior history
of any type of diabetes or organ transplantation, smoking within the last two months, preg-
nancy, mental and cardiac diseases, and liver failure and recent pulmonary exacerbation
for 2 months prior the study. In addition, participants who could not perform a spirometry
test or did not sign a written consent were also excluded. All patients had pancreatic
insufficiency which was defined as having a low fecal elastase level (<200 µg/g stool).

All CF patients received treatment as recommended (Creon 25000, Solvay Pharma-
ceutical Inc., Marietta, GA, USA; DNase I recombinant, Pulmozyme, Genentech Inc., San
Francisco, CA, USA; ADEK tablets, Scandipharm, Birmingham, AL, USA; nutrition drinks,
Nutrison Protein Plus, Nutricia, Poland; and inhalation of 3–7% sodium chloride). Patients
were not treated with CFTR modulators. None of our patients used appetite stimulants.

Healthy participants were recruited among children and adults who came to the local
clinic to have check-ups at the same time. Healthy volunteers had no disease in medical
history and did not take any drugs during the 4 weeks preceding the study. BMI was
calculated as kg/m2 for all participants > 20 years or Z-score for younger volunteers.
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2.3. Spirometry

All study volunteers had a spirometry test using a standard device (Lungtest 1000,
MES, Kraków, Poland) in accordance with the guidelines of the American Thoracic Soci-
ety [25]. The maximum of three appropriate measurements is recorded with <15% variation.
The mean value of the last half year for FEV1 expressed as a percentage of the predicted
value for age and sex was calculated. CF subjects were divided into three groups accord-
ing to the disease severity based on FEV1 results—mild disease (FEV1 > 75% predicted),
moderate disease (FEV1 from 45% to 75% predicted), and severe disease (FEV1 < 45%
predicted) [3,13].

2.4. Sputum Collection

Hypertonic saline was used for sputum induction and deep throat swab specimens
were cultured for bacterial pathogens. Bacterial and fungal infections were classified
according to the criteria [26]. Antimicrobial drug susceptibility tests were performed
according to the recommended methodology [27]. Chronic colonization by P. aeruginosa
was defined by at least 3 positive sputum tests for that strain or the continuous presence of
these bacteria over 12 months before to the study. Based on the results of microbiological
tests, patients were divided into four groups according to bacterial infection—P. aeruginosa,
S. aureus, colonized with P. aeruginosa and S. aureus, and those who did not demonstrate
any bacterial growth on sputum cultures. The duration of infection was the time difference
(in years) between the initial and final positive culture.

2.5. Blood Sampling

Blood samples were taken from each CF patient and healthy volunteer after an
overnight fast, centrifuged (1500× g, 10 min, 4 ◦C), aliquoted, and frozen at −80 ◦C
in cryovials according to standard procedure. The collected serum samples were not stored
for more than 3 months and were thawed only once on the day of analysis.

2.6. Blood Counts and Serum Analysis

The complete blood count was performed by using a standard hematology analyzer
(Siemens Healthineers, Erlangen, Germany). Interleukin 6 (IL-6) was estimated using
commercially available enzyme-linked immunosorbent assays (ELISA) (R&D Systems,
Minneapolis, MN, USA) in line with the manufacturer’s instructions.

2.7. Appetite-Regulating Hormones Determination

Serum levels of leptin, ghrelin, NPY, ASP, POMC, KISS, PYY, and α-MSH were de-
termined in duplicates with previous dilution using commercially available the ELISA
kits (Wuhan Fine Biotech Co., Ltd., Wuhan, China) according to the manufacturers’ in-
structions. The limits of detection for hormones were as follows: leptin: 18.75 pg/mL;
ghrelin: 1.125 pg/mL; NPY: 9.375 pg/mL; ASP: 0.938 pg/mL; POMC: 0.094 ng/mL; KISS:
0.094 ng/mL; PYY: 3.75 pg/mL; and α-MSH: 7.5 pg/mL. The intra-assay coefficients of
variation were lower than 8%, and the inter-assay coefficients of variation were lower than
10% for each ELISA.

2.8. Statistical Analyses

All Statistical analyses were conducted using statistical packages STATISTICA (version
13.3, StatSoft Inc., 2017, Tulsa, OK, USA). Data were presented as mean and SD, as well
as range. Variables did not follow a normal distribution, which was validated using
the Shapiro–Wilk test and skewness due to the non-parametric tests that were applied.
The Mann–Whitney U test or the Kruskal–Wallis–ANOVA were used. Spearman’s rank
correlation coefficient analysis was used to estimate the correlation between IL-6 and leptin
level, assuming linear dependence. A p > 0.05 was assumed to be statistically significant.
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3. Results

Our study cohort consists of seventeen females and eleven males in the CF patient
group. Ten females and six males were included in the control group. Basic clinical data of
the study participants are shown in Table 1.

Table 1. Basic clinical parameters of study participants *.

CF Healthy Controls p

Sex (F/M) 17/21 10/6

Age (years) mean ± SD 19.6 ± 7.9 19.3 ± 7.3
0.855range 10–39 10–38

BMI (kg/m2), patients > 20 years
mean ± SD 21.1 ± 2.9 23.2 ± 2.4

0.068range 17.2–25.9 18.7–25.6

BMI (Z-score), patients < 20 years mean ± SD −0.8 ± 1.1 0.2 ± 0.5
0.433range −2.1–1.1 −0.2–1

Genotype

Homozygous ∆F508, n (%) 30 (78.9) – –
Heterozygous ∆F508, n (%) 8 (21.1) – –

Clinical laboratory markers

WBC (103/µL)
mean ± SD 10 ± 3.6 7.5 ± 2.3

0.022range 5.1–19.3 4.3–10.5

NEU (%)
mean ± SD 61 ± 15.3 59.1 ± 6.1

0.605range 25.1–82.3 50.6–68.6

Pulmonary function

FEV1 (% predicted) mean ± SD 86.4 ± 27 102.4 ± 8.2
0.006range 35–142 97–127

Severity of disease

Mild (FEV1 > 75%), n (%) 23 (60.5) – –
Moderate (FEV1 > 45%, <75%), n (%) 9 (23.7) – –

Severe (FEV1 < 45%), n (%) 6 (15.8) – –

Bacterial infection

P. aeruginosa, n (%) 9 (23.7) – –
S. aureus, n (%) 11 (28.9) – –

Co–infected with P. aeruginosa and S. aureus, n (%) 9 (23.7) – –
Uninfected, n (%) 9 (23.7) 16 (100) –

* BMI: Body mass index; WBC: White blood cells; NEU: Neutrophils; FEV1: Forced expiratory volume in 1 s.

There was no difference in the age of the study groups (19.6 ± 7.9 vs. 19.3 ± 7.3 years
old). CF patients had similar BMI to healthy controls. Among patients with CF, 30 par-
ticipants were homozygous for ∆F508, while 8 were heterozygous. CF participants had
significantly higher white blood cell count. Lung function, determined by spirometry, was
worse in the CF group than in healthy controls. Based on the results of spirometry, we
divided the CF participants into three groups depending on the severity of the disease.
More than 60% of the patients had mild disease, almost 24% of the patients had moderate
disease, while the rest of the patients had severe disease as FEV1 was below 45%. Moreover,
9 participants with CF were colonized with P. aeruginosa, 11 were infected with S. aureus,
9 were co-infected with P. aeruginosa and S. aureus, while 9 did not demonstrate any bacterial
growth on sputum cultures. The average duration of P. aeruginosa infection was 13.63 years,
while S. aureus infection was 10.45 years. The average duration of co-infection with P.
aeruginosa and S. aureus was 12.2 years. In our study, there was no statistical difference in
the age of patients with mild, moderate, and severe CF (mean age: 17.3 ± 6.8 vs. 21.5 ± 6.5
vs. 24.8 ± 8.2, respectively, p = 0.058). Regarding the age of the patients and the type of
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bacterial infection, uninfected patients were younger than P. aeruginosa patients (p = 0.03).
However, there was no statistical difference between the other study groups (P. aeruginosa
group: 23.3 ± 5.5 years, S. aureus group: 19 ± 4.3, coinfected with P. aeruginosa and S. aures
group: 21.1 ± 11.1 years, uninfected group: 14.6 ± 5 years).

We found that leptin level was significantly increased in participants with severe CF
compared to those with mild disease (20 ± 8.1 vs. 12.4 ± 6 ng/mL, p = 0.028, Figure 1).
There were no differences in patients with moderate CF and mild CF or severe CF. The level
of leptin in healthy subjects was 6.5 ± 2.6 ng/mL. As the severity of the disease increased,
we observed an increase in leptin levels.
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Figure 1. Levels of leptin depending on the disease severity.

Table 2 presents the level of appetite regulating hormones according to the severity of
the disease. The degree of disease severity did not affect the level of other tested hormones.
The level of other hormones in healthy subjects was as follows: ghrelin—979.8 ± 285 pg/mL;
ASP—16.9 ± 4.1 pg/mL; NPY—295.5 ± 48.2 pg/mL; POMC—14.7 ± 6.2 ng/mL; KISS—
2.3 ± 0.6 ng/mL; PYY—73.9 ± 16.8 pg/mL; and α-MSH—14.5 ± 1.8 pg/mL.

Table 2. Levels of hormones depending on the disease severity *.

Mild CF
10 F/13 M

Moderate CF
4 F/5 M

Severe CF
3 F/3 M p

Ghrelin (pg/mL) 687.6 ± 197.4
(345.5–1070.5)

556 ± 274.3
(192.3–828)

616.2 ± 165.5
(419.3–785.1) 0.428

ASP (pg/mL) 14 ± 2.1
(11.7–19.1)

14.1 ± 2.2
(11.9–17.9)

13.6 ± 2.9
(11.9–18.7) 0.199

NPY (pg/mL) 290.1 ± 58
(167.6–381.6)

271.5 ± 53.7
(211.1–376.4)

242.7 ± 37.3
(210.6–300.2) 0.596

POMC (ng/mL) 6.9 ± 4.8
(2–15.5)

5.6 ± 3.1
(1.9–10.9)

3.8 ± 2.4
(2.1–8) 0.558

KISS (ng/mL) 1.8 ± 0.4
(1.1–3)

1.5 ± 0.5
(1–2.2)

1.6 ± 0.5
(1–2.2) 0.073

PYY (pg/mL) 81.5 ± 17.5
(59.9–118.4)

82.8 ± 22.8
(52.8–116.6)

75.6 ± 23.9
(54.3–113.8) 0.709

α-MSH (pg/mL) 13.9 ± 2.1
(10.4–17.1)

13.1 ± 1.8
(10.3–15.1)

14.6 ± 2.4
(12.4–17.2) 0.317

* Data are presented as mean ± SD (range); ASP: Agouti signaling protein; NPY: Neuropeptide Y; POMC:
Proopiomelanocortin; KISS: Kisspeptin; PYY: Putative protein Y; α-MSH: α-Melanocyte-stimulating hormone.
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Regarding bacterial infection, leptin level was significantly higher in patients infected
with P. aeruginosa than in uninfected participants (15.7 ± 7 vs. 9.3 ± 1.7 ng/mL, p = 0.043,
Figure 2). Infection with S. aureus and co-infection with P. aeruginosa and S. aureus had no
influence on the level of leptin.
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Table 3 shows the level of appetite regulating hormones according to the type of
bacterial infection. Besides leptin, we found no difference in hormone levels depending on
the bacterial infection.

Table 3. Levels of hormones depending to the type of bacterial infection *.

P. aeruginosa
5 F/4 M

S. aureus
4 F/7 M

Coinfected with P.
aeruginosa and S. aures

4 F/5 M

Uninfected
4 F/5 M p

Ghrelin (pg/mL) 605 ± 242.8
(192.3–828)

634.3 ± 147.2
(435.1–1070.5)

616.8 ± 240
(238.3–1013.8)

829.7 ± 124.9
(682.3–1070.5) 0.054

ASP (pg/mL) 14.9 ± 2.6
(11.9–18.7)

14.4 ± 2.1
(12–17.9)

13.9 ± 2.61
(11.7–19.1)

13.4 ± 1.6
(12–16.5) 0.349

NPY (pg/mL) 290.9 ± 63.4
(210.6–376.4)

291.8 ± 44.4
(220.6–381.6)

282 ± 60.7
(211.1–381.6)

261.7 ± 61.2
(167.6–377.1) 0.349

POMC (ng/mL) 5 ± 3.2
(2.1–10.9)

5 ± 3.9
(2–15.5)

6.7 ± 4.9
(1.9–14.6)

8 ± 5
(2–15.5) 0.349

KISS (ng/mL) 1.4 ± 0.3
(1–2.1)

1.8 ± 0.4
(1.1–3)

1.7 ± 0.6
(1.1–3)

1.9 ± 0.4
(1.2–2.5) 0.063

PYY (pg/mL) 72.6 ± 20.5
(54.3–116.6)

82.7 ± 16.6
(60.7–118.4)

74.2 ± 16.7
(52.8–101.6)

89.2 ± 21
(61.3–118.4) 0.437

α-MSH (pg/mL) 13 ± 2
(10.3–17.2)

13.7 ± 1.8
(10.4–16.6)

13.8 ± 2.5
(11–17.1)

14.2 ± 2.3
(11.4–17.1) 0.996

* Data are presented as mean ± SD (range); ASP: Agouti signaling protein; NPY: Neuropeptide Y; POMC:
Proopiomelanocortin; KISS: Kisspeptin; PYY: Putative protein Y; α-MSH—α-Melanocyte-stimulating hormone.

Finally, we determined the correlation between leptin and IL-6. We observed a positive
significant correlation of IL-6 with leptin (Figure 3).
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0.349 

KISS (ng/mL) 1.4 ± 0.3 
(1–2.1) 

1.8 ± 0.4 
(1.1–3) 

1.7 ± 0.6 
(1.1–3) 

1.9 ± 0.4 
(1.2–2.5) 

0.063 

PYY (pg/mL) 
72.6 ± 20.5 

(54.3–116.6) 
82.7 ± 16.6 

(60.7–118.4) 
74.2 ± 16.7 

(52.8–101.6) 
89.2 ± 21 

(61.3–118.4) 0.437 

α-MSH (pg/mL) 
13 ± 2 

(10.3–17.2) 
13.7 ± 1.8 

(10.4–16.6) 
13.8 ± 2.5 
(11–17.1) 

14.2 ± 2.3 
(11.4–17.1) 0.996 

* Data are presented as mean ± SD (range); ASP: Agouti signaling protein; NPY: Neuropeptide Y; 
POMC: Proopiomelanocortin; KISS: Kisspeptin; PYY: Putative protein Y; α-MSH—α-Melanocyte-
stimulating hormone. 
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4. Discussion

The main findings of this study include the impact of the severe form of CF and
chronic P. aeruginosa infection on leptin levels. We showed that both severe disease and
chronic P. aeruginosa infection were associated with elevated leptin levels. In addition, we
found that neither the severity of the disease nor the type of bacterial infection affects the
level of other tested hormones that regulate appetite (ghrelin, NPY, ASP, POMC, KISS, PYY,
and α-MSH).

Due to the fact that nutritional status is intimately related to lung function and survival
outcomes, the prevention of malnutrition is fundamental to the care of patients with CF [28].
Malnutrition in CF is primarily due to the following factors: nutrient malabsorption and
fecal energy loss due to pancreatic insufficiency, increase in the energy expenditure related
to chronic inflammation, breathing efforts, and loss of appetite [29]. Malnutrition may
accelerate the progression of the disease; however, being underweight is known to be
associated with deterioration in the lung function and higher morbidity and mortality in
patients with CF [30,31]. Additionally, it appears that the low body mass in CF patients
may be associated with disturbances in the levels of hormones that regulate appetite [13,14].
Currently, reports on levels of appetite-regulating hormones in CF are inconclusive and
suggest that, in addition to the disease itself, many factors, including types of CFTR
mutations, lifestyle, and nutrition, may influence hormone levels [13,14,32–35]. Moreover,
hormonal disorders of CF are more common in the elderly and are expected to become
more frequent as medical care improves and the population ages [36,37].

Our results contradict the findings presented in the study by Cohen et al., in which
plasma leptin levels were decreased in patients with severe CF compared with healthy
subjects and those with mild and moderate disease [14]. No correlation between FEV1
and leptin level was previously reported in CF patients in the study by Nowak et al. [33].
However, in our previous study, we found a negative correlation between leptin levels
and FEV1 [13]. High levels of leptin may contribute to the anorexia, poor weight gain, and
development of children with CF [38]. Moreover, a higher level of leptin was reported in
patients with acute exacerbation of chronic obstructive lung disease than in participants
with stable disease and healthy controls [39].

The mechanism of elevated leptin levels is not fully known; however, it could be
associated with increased levels of tumor necrosis factor-α as well as IL-1 and -6, as
these cytokines mediate the inflammatory response to chronic infection and may induce
leptin production [40,41]. Both severe disease and P. aeruginosa infection are associated
with the enhanced release of pro-inflammatory cytokines and reduced synthesis of anti-
inflammatory mediators [41,42]. Therefore, there may be a positive correlation between
IL-6 and leptin determined in our study. Similarly, this positive association has also
been described in previous reports in patients with obesity-related inflammation [43,44].
Furthermore, a study on cellular models showed that hypoxia intensifies leptin expression
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through activation of the leptin gene promoter [45,46]. Episodic hypoxia may occur during
periods of physiological stress in CF, such as sleep, exercise, and disease exacerbations [47].
A recent study by Polito et al. reported that leptin levels were slightly decreased in
sedentary CF patients as compared with active patients, although the differences were not
significant, which indicates that lifestyle and level of physical activity also affects the level
of this hormone [48].

Moreover, some reports revealed that in the presence of high leptin concentration, the
production of reactive oxygen species (ROS) is stimulated by many cell types [49,50]. Leptin
is important for the development and regulation of the redox system; hence, increased
leptin concentrations may induce the release of ROS and promote inflammation which may
be one of the causes of the exaggerated oxidative stress in CF [51,52]. Therefore, a high
level of leptin may be related with an increased level of ROS in patients with severe CF and
patients with chronic colonization with P. aeruginosa [3]. Furthermore, hypoxia can lead to
a deterioration in the lung function by upregulating inflammation, promoting the growth
of P. aeruginosa and inducing human preadipocytes to synthesize and secrete leptin [47,53].

In this study, concentrations of other appetite-regulating hormones were independent
of disease severity and type of bacterial infection. Nowak et al. also did not report a
correlation between the NPY level and the spirometry results [33]. However, a study
on a group of adult CF patients showed that in severe CF patients, ghrelin levels were
significantly elevated compared to controls and those with mild and moderate disease,
which is inconsistent with our results [14]. On the other hand, the expression of the
ghrelin receptor in the CF participants with normal BMIs was similar to that of controls; it
lowered during an acute exacerbation related with weight loss and returned to baseline
after treatment [54]. It should also be mentioned that in our study, differences in ghrelin
levels were close to statistical significance between the groups according to the type of
bacterial infection. There are no data in the literature on the severity of the disease and the
type of bacterial infections that may affect the levels of other hormones that were analyzed
in this study.

Future CF research should consider possible disturbances in the hormones that reg-
ulate appetite and other factors that influence hormone levels, such as the type of CFTR
mutation, diet, physical activity, or treatment, including therapy with CFTR modulators.
The detection of appetite-regulating hormone disorders should be an essential part of
high-quality medical care for patients with CF.

Although our study shows for the first time an association between the severity of
the disease and the type of bacterial infection on the level of appetite-regulating hormones
in CF, some limitations of the study should be mentioned. This was a single-center study
with a limited number of patients. Moreover, the number of patients in each group was
small. Therefore, it is necessary to be careful when interpreting and comparing the results.
Furthermore, we have not investigated other factors that influence hormone levels, such
as exercise or steroid hormones. Nevertheless, the study also has strengths. The patient
cohort was well characterized clinically. Additionally, this study measured the levels of
multiple hormones in the same patients.

5. Conclusions

Taken together, our results indicate that both the severity of the disease and the type
of bacterial infection are associated with elevated leptin levels in CF patients. In addition,
there does not appear to be a relation between the severity of the disease, the type of
bacterial infection, and the rest of the hormones that regulate appetite in CF. Future CF
treatment strategies should consider possible disturbances in the hormones that regulate
appetite and the factors that influence their levels.
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3. Galiniak, S.; Mołoń, M.; Rachel, M. Links between Disease Severity, Bacterial Infections and Oxidative Stress in Cystic Fibrosis.

Antioxidants 2022, 11, 887. [CrossRef] [PubMed]
4. Kerem, E.; Viviani, L.; Zolin, A.; MacNeill, S.; Hatziagorou, E.; Ellemunter, H.; Drevinek, P.; Gulmans, V.; Krivec, U.; Olesen, H.

Factors Associated with FEV1 Decline in Cystic Fibrosis: Analysis of the ECFS Patient Registry. Eur. Respir. J. 2014, 43, 125–133.
[CrossRef]

5. Taylor-Robinson, D.; Whitehead, M.; Diderichsen, F.; Olesen, H.V.; Pressler, T.; Smyth, R.L.; Diggle, P. Understanding the Natural
Progression in %FEV1 Decline in Patients with Cystic Fibrosis: A Longitudinal Study. Thorax 2012, 67, 860–866. [CrossRef]

6. Earnest, A.; Salimi, F.; Wainwright, C.E.; Bell, S.C.; Ruseckaite, R.; Ranger, T.; Kotsimbos, T.; Ahern, S. Lung Function over the
Life Course of Paediatric and Adult Patients with Cystic Fibrosis from a Large Multi-Centre Registry. Sci. Rep. 2020, 10, 17421.
[CrossRef]

7. Coutinho, H.D.M.; Falcão-Silva, V.S.; Gonçalves, G.F. Pulmonary Bacterial Pathogens in Cystic Fibrosis Patients and Antibiotic
Therapy: A Tool for the Health Workers. Int. Arch. Med. 2008, 1, 24. [CrossRef]

8. Chiappini, E.; Taccetti, G.; de Martino, M. Bacterial Lung Infections in Cystic Fibrosis Patients: An Update. Pediatr. Infect. Dis. J.
2014, 33, 653–654. [CrossRef]

9. Patient Registry|Cystic Fibrosis Foundation. Available online: https://www.cff.org/medical-professionals/patient-registry
(accessed on 19 September 2022).

10. Bhagirath, A.Y.; Li, Y.; Somayajula, D.; Dadashi, M.; Badr, S.; Duan, K. Cystic Fibrosis Lung Environment and Pseudomonas
aeruginosa Infection. BMC Pulm. Med. 2016, 16, 174. [CrossRef]
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