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initial phase of the disease; the patients’ respiratory functional 
follow-up being proof of the total recovery. As such, facing 
reduced numbers and surveillance on a larger scale would be 
desirable so as to justify these results.
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Effect of patient 
education on adherence 
to drug treatment for 
chronic obstructive 
pulmonary disease

Sir,
The adherence to drug treatment that was recently globally 

estimated in less than 50% is a major issue in medicine.[1] This 
is also true concerning drugs used in patients with chronic 
obstructive pulmonary disease (COPD).[2] Patient education 
is the most appropriate intervention to improve adherence 
and its implementation in current management of COPD is a 
need to meet.[3]

We have evaluated the changes in the adherence to drug 
treatment in patients with COPD receiving a complete 
educational program. From patients referring for the first time 
to the outpatient setting of our pulmonary rehabilitation unit we 
included in the study the first 100 patients who were prescribed 
by their primary care physician a drug treatment according 
to the updated version of the guidelines on obstructive lung 
disease (GOLD).[4] In particular, 28% of patients were treated by 
inhaled long acting beta2 agonists (LABA), 31% by tiotropium, 
26% by LABA plus inhaled corticosteroids (ICS), 8% by 
tiotropium plus ICS, and 7% by LABA, tiotropium, and ICS.

At admission, 34% of patients had stopped one or more of the 
prescribed drugs without physician’s authorization, and 53% 
did not use the correct dosage. This defines a compliance of 
66% and an adherence of 47%. In addition, only 24% of patients 
showed a correct inhalation technique. 

All patients underwent a pulmonary rehabilitation (PR) 
program based on 10 sessions with physical exercise, respiratory 
exercise, and education on COPD. The latter included a detailed 
explanation on aims and outcomes of drugs for COPD and 
training to learn to apply the correct inhalation technique.

After 6 months, 95 patients attended the subsequent PR course. 
The 5 patients who did not attend were contacted by phone: 
all were continuing the drug treatment, but only 2 used the 
correct doses. Of the 95 patients continuing PR, 3 (3.2%) had 
stopped one or more drugs, and 12 (12.6%) did not follow 
the correct dosage. This defines a compliance of 96.8% and 
an adherence of 87.4%. Therefore, patient education is able to 
greatly improve compliance and adherence to the prescribed 
drugs in patients with COPD. Such outcome should stimulate 
to expand the application of patient education in management 
of COPD patients.
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Insulin resistance, 
fibrinogen, 
homocysteine, leptin, 
and C-reactive protein 
and metabolic syndrome

Sir,
A previous publication on insulin resistance, fibrinogen, 
homocysteine, leptin, and C-reactive protein is very 
interesting.[1] Basoglu et al. reported that "This study 
demonstrated that obese OSAS patients may have an increased 
rate of metabolic syndrome and higher levels of serum lipids, 
fasting glucose, IR, leptin, fibrinogen, and hsCRP than obese 
subjects without sleep apnea.[1] "There are few questions 
about this report. First, the use of simple two questions for 
classification of alcohol consumption and smoking might 
have the problem of reliability. There should be some testing 
on the reliability. Second, although Basoglu et al. reported the 
CV of some tests, they did not report for all. The measurement 
of serum concentrations of glucose, triglyceride, total and 
HDL-cholesterol can be performed by several enzymatic 
techniques. For sure, each technique has its specific limitation 
and interference. 
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Authors' reply

We thank for the interest in and comments on our study 
published,[1] recently where we demonstrated that obese 
obstructive sleep apnea syndrome (OSAS) patients may 
have an increased rate of metabolic syndrome and higher 
levels of serum lipids, fasting glucose, insulin resistance, 
leptin, fibrinogen, and hsCRP than the obese subjects without 
sleep apnea.[2] Two questions were addressed to us related 
to this article. First, it was stated that alcohol consumption 
and smoking history might have been questioned in a way 
that numerical and reliable data could have been obtained, 
and the use of two simple questions for these consumptions 
were not enough. We agree with this comment. The smoking 
history must have been provided in more detail. Thus, the 
smokers had a smoking burden of 28.2±7.1 pack-years in 
the OSAS group and 12.8±5.6 pack-years in the control 
group. On the other hand, unfortunately, the data on alcohol 
consumption was very limited in the hospital records where 
the characteristics of the patients and anthropometric 
measurements were evaluated. We were aware of the 
weakness of these data; so we started to ask more detailed 
questions since January 2011. Alcohol consumption is now 
assessed using questions on frequency, type, average number 
of days per week on which alcohol is drunk, and the weekly 
units of alcohol consumed are calculated. Excess alcohol 
consumption is defined as > 21 units weekly for men and > 
14 units for women.[3,4]

Second, it was recommended to report the CV of all tests 
as the measurements of serum concentrations of different 
parameters could be performed by several enzymatic 
techniques, and each technique has its specific limitation and 
interference. We thank for the attention on characteristics of 
the measurement techniques such as glucose, triglyceride 
(TG), total and high density lipoprotein (HDL)-cholesterol. 
We did not report all the biochemical analysis in details as 
we used well-defined and validated methods. In this study, 
serum glucose levels were measured by using glucose 
oxidase methods.[5] In practice, glucose oxidase is the 
classical methodology. When the method of measurement of 
circulating glucose differs between institutions, the absolute 
values and variability of patients’ glucose measurements 
will differ.[6] Therefore, all biochemical measurements were 
performed at the same laboratory. Besides, the patients in 
the OSAS and control groups had similar characteristics 
in terms of interacting factors. Total cholesterol, HDL-
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