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From the author:

First of all we would like to thank C.D. Shee for the
very useful comments. We agree with most of his conclu-
sions except with the sentence "as many chest physi-
cians commonly use other corticosteroids" (i.e. than
methylprednisolone), since the large majority (three
quarters) of the randomised controlled trials performed
during an acute exacerbation of chronic obstructive
pulmonary disease have employed methylprednisolone,
though using different dosages [1, 2, 3].

As correctly stated by C.D. Shee, the daily dose at which
respiratory muscle weakness and eventually myopathy
occurs is critical, but this still needs to be clearly
identified for the different kinds of corticosteroids
(i.e. fluorinated and nonfluorinated) that may have
different effects on the muscles when chronically
administered at moderate doses [4]. However, when
given acutely at massive doses, both fluorinated and
nonfluorinated steroids may have similar effects on
the contractile and histopathological properties of
the diaphragm [5]. A difference between the dele-
terious clinical effects of low versus high doses of
steroids is therefore likely.

Massive doses of steroids (i.e. methylprednisolone
w500 mg?day-1) are usually employed, apart from
cases of acute lung rejection after transplantation,
in severe asthma requiring mechanical ventilation. These
patients, as highlighted by C.D. Shee, also receive a
neuromuscular blocking agent (NMBA), and conse-
quently it is difficult to assess the independent effect
of each drug, and the interactive effect of concurrent
use, even though it has been suggested that muscle

weakness is limited to patients who had received both
steroids and NMBA, rather than steroids alone [6].
Our recent study however, seems to partly contradict
this statement, since none of our patients were taking
NMBA [7].

From a clinical point of view we agree with C.D. Shee
that we should be "aware of the acute muscle
weakness problem" that has been shown to occur in
28% [7], 30% [8] and 46% [6] of the patients treated
with massive doses of steroids.

S. Nava
Respiratory Unit, Fondazione S. Maugeri, Via Ferrata 4,
27100 Pavia, Italy.
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