
LETTERS TO THE EDITOR

Corticosteroids in Exacerbations
of Chronic Obstructive Pulmonary
Disease: Yes, but Less

To the editor: The use of corticosteroids
in exacerbations of chronic obstructive
pulmonary disease (COPD) has become
widespread in clinical practice, yet an
optimum dosage for these drugs has still not
been defined. In their recent review, based on
expert recommendations, Carrera et al1

advocate a dosage for prednisolone of 1.5 to
2 mg/kg/d (105 to 140 mg in a patient
weighing 70 kg). This contrasts with the
results of 2 randomized studies, cited in their
article, that proposed lower dosages.2,3

Corticosteroids have marked side effects that
should be taken into account in clinical practice.4

Of the acute side effects, reactive
hyperglycemia, which tends to appear following
moderate dosages even over short periods, often
makes clinical management of the exacerbations
more difficult. Among the chronic side effects,
osteoporosis and vertebral fractures are
particularly serious, particularly in elderly
patients with lower baseline bone mass. In
patients with severe COPD, protein catabolism
is increased and bone mineral density reduced.5

Furthermore, long-term treatment with inhaled
corticosteroids at high dosages has become
commonplace with these patients, further
increasing the risk of osteoporotic fractures.6 In
this context, as the disease progresses
exacerbations are more frequent and there is a
tendency toward repeated use of corticosteroids,
which have an accumulative effect on inducing
lumbar osteoporosis.7

It is therefore worth revisiting the studies
by Davies et al2 (in patients admitted to
hospital with a mean forced expiratory
volume in the first second (FEV1) of 25%,
with no acidosis) and by Aaron et al3 (in
outpatients with a mean FEV1 of <40%).
These patients showed a good clinical
outcome in exacerbations of COPD with 30
mg and 40 mg of prednisone added daily to
the bronchodilator and antibiotic treatment. A
low dosage with consequent lower morbidity
seems most suitable in this clinical situation.
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Authors’ Reply to “Corticosteroids
in Exacerbations of Chronic
Obstructive Pulmonary Disease:
Yes, but Less”

To the editor: We would like to thank Dr.
Verea-Hernández for his interest and enriching
critical reading of our work.1 Systemic
corticosteroids are effective in the treatment of
exacerbations of chronic obstructive pulmonary
disease (COPD).2 Nevertheless, as indicated in
our review, there are no conclusive studies on
the optimum dosage and duration of treatment
with corticosteroids in these circumstances.1

The best available medical evidence in this
regard comes from the study by Niewoehner et
al,3 the most extensive study available (271
patients) that has been specifically designed to
evaluate clinical variables in exacerbated
COPD as a primary objective. The results show
that using high initial dosages of corticosteroids
(125 mg of methylprednisolone every 6 hours)
reduces treatment failure, shortens the stay in
hospital and improves the lung function of these
patients.3

It is true that lower dosages of
corticosteroids (30 to 40 mg every 24 h) have
led to positive results in shorter studies on
outpatients or patients who continued to take
inhaled corticosteroids during the study.4,5

This information a) confirms the usefulness of
systemic corticosteroids in the treatment of
exacerbated COPD; b) supports the assertion
of a lack of definition regarding the optimum
dosage for beginning treatment; and c) allows
us to assume that the less severe exacerbations
may be treated with lower doses of
corticosteroids. We do not believe, however,
that there is sufficient medical evidence to
recommend low dosages of corticosteroids in
the initial treatment of patients with
exacerbated COPD who require admission to
hospital. For this reason, in our review, we
recommend initial dosages of 0.5 mg/kg every
6 to 8 hours of prednisolone, in accordance
with the recommendations of the Spanish
Society of Pulmonology and Thoracic Surgery

(SEPAR) and with an evidence grade of D
(opinion of consensus groups).1,6 At the other
extreme and with the same grade of evidence,
the consensus statement of the American
Thoracic Society/European Respiratory
Society recommends the use of low dosages of
corticosteroids (30 to 40 mg per day of
prednisone) and considers administering them
via inhalation, even in patients requiring
intensive care.7 To conclude, the initial
optimum dosage is not properly established
and any recommendation can only have an
evidence grade of D.
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Spontaneous Hemothorax due 
to a Ruptured Pulmonary Artery
Aneurysm in Rendu-Osler-Weber
Disease

To the editor: We read with interest the
letter by Ausín and colleagues1 reporting a
case of spontaneous hemothorax due to
rupture of a vascular malformation in a
patient with Rendu-Osler-Weber disease.
About half of pulmonary arteriovenous
fistulas are found associated with this
disease. Although spontaneous rupture of a
malformation with massive hemothorax is an
unusual event, the possibility of it happening
is well known. The risk of rupture is
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