adequate overall left ventricular filling, thus, resulting in LV
diastolic dysfunction [6, 7]. The elegant experiments by
SANTAMORE et al. [8] demonstrated that the diastolic properties
of the left ventricle can be modified by changes in RV pressure
and compliance even without a change in RV volume.
Ventricular interdependence is defined as the forces that are
transmitted from one ventricle to the other ventricle through
the myocardium and pericardium, independent of neural,
humoral, or circulatory effects [9]. This phenomenon is a
consequence of the close anatomic association between the
ventricles, the key role of the interventricular septum and the
pericardial constraint and can explain the diastolic impairment
of one ventricle in the presence of systolic impairment of the
adjacent ventricle [10].

In conclusion, patients with idiopathic pulmonary fibrosis
exhibit predominantly left ventricular diastolic dysfunction in
addition to the expected impairment of right ventricular
systolic and diastolic function. The presence of severe left
ventricular systolic dysfunction should guide the clinician to
search for other causes of left ventricular impairment.
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A new perspective on concepts of asthma severity,
control and optimum treatment

To the Editors:

In their paper, TAYLOR ef al. [1] outline a framework for asthma
management for the years to come. The “perspective’” may
solve some of the problems experienced with the Global
Initiative for Asthma [2-4]. Considering the enormous work
behind the expert panel report [5] and the members of the
panel, it is hard to imagine that every stone has not been
turned. We are offered a framework or concept for managing
asthma on an operational basis.

Complex systems develop when the factors involved are
multiple, vary and interact, often in an unpredictable way.
Asthma is a perfect example of a complex system, involving
not only fluctuations in disease severity and treatment but also
patient attitudes, including cross-cultural differences. Every
step taken to reduce complexity in asthma management must
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be welcomed. In my opinion, the new perspective offers this. A
further reduction of complexity may be achieved through
defining the “optimum treatment”” in an operational way.

The problem is that optimum treatment probably fluctuates
and depends on not only asthma severity and type (i.e. allergic
or primarily inflammatory or hyperreactive) but also on the
characteristics of the patient and physician interacting in their
partnership. Furthermore, the characteristics of the surround-
ing society might also have an impact on optimum treatment
as what is considered optimum in some cultures cannot be
afforded in others.

If the concept of optimum treatment could be operationalised,
an algorithm for asthma treatment [6] might be achievable.
With all respect, a working definition of optimum treatment
might be “the minimal level of treatment which brings the

EUROPEAN RESPIRATORY JOURNAL



asthma as close to control as possible and is acceptable to both
the patient and physician”.

““Minimal level” of treatment and the duration of the periods
where asthma control is maintained need to be specified
further. An algorithm of this type may fit well with a treatment
principle where control is obtained rapidly and diagnosis
confirmed in the first step. In the following steps, the treatment
is optimised alongside with the education of the patient.
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To the Editors:

We welcome the important article delineating the difference
between severity and control in asthma [1], but we wonder if,
on reflection, a different nomenclature, with a broader scope,
might be more useful in real life clinical practice. The authors’
propose subgroups of severe asthma, where poor control for
extraneous reasons (for example medication issues and/or
associated co-morbidities) are included, although it was
correctly pointed out that the term “severe” asthma should
be reserved for those with a requirement for high intensity
treatment. Typically, asthmatics come to a specialist clinic
because of failure to respond to high dose therapy and, as
discussed, there are many reasons for this.

EUROPEAN RESPIRATORY JOURNAL

We have proposed the umbrella term ““problematic severe
asthma” for these patients [2]. They may have either or both of
poor baseline control and severe exacerbations. The first step is
a detailed multidisciplinary assessment, if possible including a
home visit, reviewing records of dispensed prescription and a
psychological assessment. This initial assessment leads to
about half the patients being placed in the “difficult” category
[3]. Their problem (i.e. poor compliance) may not be easily
resolved but they are clearly not candidates for potentially
toxic therapies, such as cyclosporin or etanercept. The
remainder then should have a detailed assessment of airway
inflammation and an evaluation of the response to intramus-
cular triamcinolone (or another reliable method of administer-
ing corticosteroids which cuts out uncertainty of patient
adherence) to determine steroid responsiveness. Most, but
not all of this group, will turn out to be truly “’severe, therapy-
resistant”, whose exacerbations, poor baseline control or both,
may need innovative therapies. Our view is that different
names for specific categories will lead to a reduction in the
current confusion in the literature which has been highlighted
[1]. Our suggestion, shown in figure 1, emphasises the
distinction between difficult-to-treat asthma and severe,
therapy resistant asthma. In fact, the same concept applies at
any level of asthma severity; poorly controlled asthma
deserves consideration of the reason for the difficulty before
costly treatment is increased.

Problematic severe asthma:
poor control before consideration of other issues

/ N

Difficult (-to-treat) Severe, therapy resistant

Additional issues: (despite high-dose therapy)
Medication Consider for ‘beyond the
Psychosocial Guidelines’ treatment such
Allergen exposure as cyclosporin
Smoking
Comorbidities
etc.

FIGURE 1. Suggested nomenclature of subgroups of problematic severe
asthma.
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