
EDITORIAL

Remember elephants and icebergs… ‘‘Your lung

function should be here, but it is there!’’
J.B. Soriano*,# and G. Parkes"

I
n the present issue of the European Respiratory Journal, KOTZ

et al. [1] report on a study aimed at determining the
incremental benefit of spirometry in a smoking cessation

intervention in individuals with as yet undiagnosed airflow
obstruction compatible with mild and moderate chronic
obstructive pulmonary disease (COPD). In a randomised clinical
trial (RCT) study design, the authors compared an experimental
group (nortriptyline and medium-intensity advice with spiro-
metry) with two control groups: C1 (nortriptyline and medium-
intensity advice without spirometry) and C2 (passive physician
advice). The primary end-point was sustained cessation at week
52 with urinary cotinine-validated definitions. Regrettably, the
study did not provide evidence that the confrontational
approach increases the rate of long-term abstinence from
smoking compared with an equally intensive treatment in which
smokers were not confronted with spirometry.

In contrast, both the British Lung Age RCT by PARKES et al. [2]
and the Swedish RCT by STRATELIS et al. [3], along with the
large Polish cross-sectional study by BEDNAREK et al. [4], add
support to the notion that giving information about lung
damage to smokers improves cessation rates. Why do these
results differ? There are many possible explanations. It is likely
that a reduced sample size and the high failure rates (.88%) in
the trial by KOTZ et al. [1] are at least partially to blame for the
negative or inconclusive findings. KOTZ et al. [1] had rather
ambitious ideas about the degree of increased cessation rates
that the lung damage challenge could produce (they powered
their trial to detect a 35% cessation rate in the intervention
group and a 20% rate in the control group), which are over and
above the effects of the tricyclic antidepressant and motiva-
tional counselling. Unfortunately the study by KOTZ et al. [1]
failed to recruit or retain sufficient participants to gain statistical
significance and, therefore, is vulnerable to a type-2 error, i.e.
concluding that there is no difference when there is one.
Furthermore, the participant population consisted of volunteers
recruited by advertisements inviting people to attend a smoking
cessation programme, as opposed to those being offered a lung
health check. It is inevitable that different recruitment strategies

will attract different types of participants. Finally, KOTZ et al. [1]
used three interventions simultaneously, which may have the
inadvertent effect of exhausting any independent effect of lung
damage assessment and confrontation.

There is an urgent need to demonstrate efficacy and effective-
ness of any smoking intervention strategies. The difficulty in
proving convincingly that antismoking interventions work as
we think they should highlight the need for treating tobacco
addiction as a chronic relapsing disorder.

Tobacco consumption continues to be a huge threat to health.
Quoting the European Lung White Book [5] when receiving the
2008 European Lung Foundation Award in Berlin, Germany
last September [6], New York City Mayor Michael R.
Bloomberg emphatically highlighted that ,225 million of the
750 million European citizens are smokers, and that, disap-
pointingly, smoking prevalence is currently increasing in some
European countries. Most smokers express a desire to quit, and
surveys indicate that at least 60% have tried at least once. As a
conservative estimate, tobacco kills over 650,000 people each
year in the European Union [7].

It is estimated that 70–75% of the general population attends
their primary care provider at least once per year; smokers
more often than nonsmokers [7]. Therefore, the primary care
setting should be a fundamental hub for any antismoking
intervention [8–10]. On the one hand, efforts to establish
primary care centres as hubs of spirometry for COPD screen-
ing and case finding have been accompanied with mixed
results and confusing recommendations, and some authorities,
including the US Preventive Services Task Force, do not
recommend screening for early or asymptomatic COPD [11].
On the other hand, most clinicians at the primary [12] and
specialised respiratory [13] level consistently agree that good
quality spirometry should be implemented more extensively if
we aim to achieve a real public health impact to reduce COPD
burden. If the medical profession do not take the early signs of
COPD seriously, it is likely that patients will also trivialise
their condition. For those who are smoking or frequently
relapse, this sends the wrong message, as we know that their
disease will almost certainly progress with continued smoking.
An important part of primary care concerns secondary
prevention, i.e. early detection of disease and monitoring
chronic illness. We already have a professional duty to
diagnose early and monitor various conditions without
actively treating them except with lifestyle advice (e.g. arterial
hypertension, dyslipidaemia and hyperglycaemia). In the case
of early COPD, once detected by screening, these individuals
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can be offered smoking cessation advice repeatedly and may
benefit from other measures. Repeated testing should also
allow earlier recognition of progression to a more serious level
of disease requiring medication.

Even in the absence of the new evidence described in recent
studies [1–4], it is well established that simple brief advice
from a health professional increases the chances of smoking
cessation [8]. Those with early lung damage are considered as
the group at risk of accelerated deterioration of lung function
compared with smokers who are not susceptible or nonsmo-
kers [14]. It is not known if those with mild or asymptomatic
COPD would benefit from other preventative care, such as
pneumococcal or influenza vaccination. Meanwhile, the most
important aim remains smoking cessation.

In contrast to KOTZ et al. [1], PARKES et al. [2] concluded that
smoking cessation rates can be improved by reporting the
individual’s estimation of lung age with spirometry in primary
care, and that screening smokers aged .35 yrs could reduce
smoking and improve early diagnosis of COPD. Notably, in
both trials, finding normal function did not appear to
encourage continued smoking and may, in fact, encourage
people that it is not too late to quit.

Undiagnosed chronic obstructive pulmonary disease patients
have been called the ‘‘missing millions’’ [15]. This is like the
proverbial ‘‘elephant in the room’’, which everyone tries to
ignore because they feel powerless to face the problem. In
Europe, we can either follow by ignoring the elephant [16], and
the coming iceberg producing maximum destruction [17], or
we can take on the challenge of confronting the problem.
Further research will eventually determine whether this is
worthwhile or misguided, but can we afford to wait another
five or ten years for more proof to help us decide?
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