
Letters to the Editor

DIFFICULT TREATMENT PROBLEMS IN RESPIRATORY DISEASE

Sir, The allusion to the beneficial effect of corticosteroids in selected patients with
chronic obstructive pulmonary disease (COPD) made by Mortimer1 and by others2

calls into question the traditional dichotomisation between allergic airways disease
(so-called asthma) and smoking-related airways disease (so-called COPD).
Notwithstanding the differences in aetiopathogenesis, these two disorders are better
understood in terms of the degree of impairment of airflow obstruction, and its
reversibility, yielding a spectrum which is characterised, at one extreme, by the type of
reversibility which is compatible with re-attainment of normal lung function as in
classical asthma, and at the other extreme, by the coexistence of irreversibility and
severe functional impairment exemplified by end-stage asthma 3 and by emphysema.
Occupying the middle ground are patients who, regardless of aetiopathogenesis, show
a combination of degrees of reversibility, typically of the order of, at most, 30 per cent
and of permanent impairment of lung function.4  Many of these patients also seem to
be the ones who show a beneficial response to long-acting beta adrenergic agonists5,6

and to theophylline derivatives7,8 in various clinical trials, again seemingly regardless of
underlying aetiopathogenesis.  The documented beneficial effects with inhaled
corticosteroids in allergic as well as in non-allergic patients with chronic, partially
reversible, airflow obstruction,9,10 support the therapeutic concept of identical molecules
of stepped care across the board, in all patients with generalised airflow obstruction
irrespective of preconceptions about underlying mechanisms of aetiopathogenesis.  In
other words, it would be more beneficial if the similarities between asthma and COPD
were to be emphasised to a greater extent rather than the differences between those
two conditions.  This would help to maximise both the use and benefits of currently
available treatment modalities.
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A NEW APPRAISAL OF REDUCING CHOLESTEROL IN THE PREVENTION OF CORONARY

HEART DISEASE

Sir, Contributing to the fascination of the ‘mechanics’ of clinical decision-making is
the paradoxical nature of disease presentation and clinical outcome which has as its
paradigm the almost counter-intuitive observation that the reduction in coronary heart
disease (CHD)-related mortality, now attainable through the use of ‘statins’.1  This
observation, nevertheless, coexists with the recognition that, in patients with a high
prevalence of CHD, such as the 65-74 age group, an inverse correlation between
blood levels of cholesterol and all-cause mortality exists.2  Additionally, the failure to
recognise that ‘both the decline in serum cholesterol level and the associated high
mortality might be caused by a third factor, such as increased prevalence of chronic
disease,’ could, as the authors state, ‘help explain why several studies have not found
an association of serum cholesterol with coronary risk among the elderly’.2  Hence,
perhaps, the absence of firm recommendations from the Standing Medical Advisory
Committee regarding the use of statins in patients aged >70.3  With the benefit of an
adjustment for markers of poor health in patients aged >65, a correlation can be
established between hypercholesterolaemia and CHD-related mortality, along with a
relationship between the fall in serum cholesterol and a reduction in CHD-related
mortality,4 justifying the call made in the recent review of ‘Current Medicine’ to
abandon the conservative approach to the management of hypercholesterolaemia in
the elderly.5
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