
Present data indicate that for patients receiving erythropoietic
agents, target haemoglobin levels should be 11–12 g?dL-1 [6],
and, in the study by COTE et al. [1], haemoglobin ,13 g?dL-1

was the cut-off level to define anaemia. Overcorrection of
anaemia to normal haemoglobin levels [7] and insufficient
treatment [8] have each been associated with unfavourable
clinical courses. This elegant study by COTE et al. [1] has
opened a new debate on ideal targeted haemoglobin levels in
chronic stable chronic obstructive pulmonary disease patients.
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From the authors:

We are very pleased that A. Singh found our work on the
association of haemoglobin levels and outcome of interest. We
certainly appreciate these observations, which we hope to
address in this response.

There is no question that the exact prevalence of anaemia due
specifically to chronic obstructive pulmonary disease, as
opposed to that attributable to any comorbid conditions, can
only be teased out by completing a study specifically designed

to that effect. However, in our study we did exclude patients
with any condition likely to influence survival over the 3 yrs
(cancer, liver disease or important gastrointestinal blood loss),
and more importantly assessed comorbidity using the vali-
dated Charlson score [1, 2]. As illustrated in the results and
tables, using multivariate analysis, anaemia predicted out-
comes in a manner independent of the comorbidity score. In
other words, the relationship was independent of comorbidity.

Regarding the second comment, on the nature of the anaemia,
this study was not designed to evaluate and determine the
cause of the anaemia. Of course there could have been other
causes different from anaemia of chronic diseases, but the
literature supports this as the most frequent cause of anaemia
in an otherwise stable population of elderly patients. As for the
relationship between the degree of anaemia and clinical
symptoms, the two figures (figs 1 and 2) illustrated the levels
of haemoglobin and dyspnoea and the 6-min walk distance. If
this data had been plotted in the form of a scatter plot, there
would have been a significant correlation.

As for the fourth point of A. Singh, we believe that ours was
the first study to address comorbidity using a validated score
and thus it is not entirely true that we did not evaluate
comorbidity.

The final statement by A. Singh relates to the actual treatment
of anaemia, which was not the aim of our study. We agree with
most of the comments of A. Singh except the implication that
the threshold used to define anaemia in our study was not the
correct one. We would like A. Singh to send such comments to
the World Health Organization whose definition of anaemia
we used [3], as this definition does not imply that we have to
target it for therapy. We do agree that our study helps bring
this topic to the scientific community so that it can be jointly
debated by all.
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