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Immunoglobulin quantification showed an 
increase in total IgE levels (671 IU/mL), with 
no other abnormalities. Alpha-1 antitrypsin levels 
were normal. Respiratory function test results 
revealed moderately severe obstructive lung 
disease accompanied by inflation, moderately 
reduced alveolar-capillary diffusion, and mild 
type I respiratory failure. The patient had a 
negative bronchodilator response (Table 1). Her 
electrocardiogram was normal, and the results 
of the microbiological study of sputum were 
negative.

The final diagnosis was uncontrolled 
bronchial asthma, pulmonary emphysema, diffuse 
bronchiectasis, and gastroesophageal reflux disease 
(GERD). The patient attributed her hypopharyngeal 
pain to the use of inhaled corticosteroids and 
therefore decided to discontinue the medication, 
having consequently shown improvement. She 
was started on esomeprazole, and salmeterol was 
replaced by indacaterol. Although this improved 
her pharyngeal and epigastric pain, she still had 

To the Editor:

We have recently treated a 60-year-old female 
patient who was a college professor. She reported 
having bronchial asthma since childhood, having 
been treated by a pulmonologist until age 40 years. 
The patient had remained asymptomatic until 
7 years prior, when she began to have episodes 
of dyspnea, wheezing, and productive cough, 
which prompted repeated emergency room visits. 
More recently, she had been hospitalized for 
community-acquired pneumonia and exacerbation 
of bronchial asthma. The patient responded well to 
treatment and was therefore discharged. However, 
she still complained of dyspnea on moderate 
exertion and occasional nocturnal wheezing. 
The patient also complained of hypopharyngeal 
pain when using inhalers, as well as experiencing 
retrosternal burning after meals. She had no 
other complaints. The patient had been a smoker 
since she was 16 years old (smoking history, 
30 pack-years). She had a history of bronchial 
asthma since childhood and of allergy to dust 
mites, as well as having pulmonary emphysema 
(diagnosed at age 49 years) and hiatal hernia. 
Since her hospitalization, the patient had been 
receiving the salmeterol-fluticasone combination, 
tiotropium, aminophylline, and rescue albuterol. 
She reported no occupational or domestic exposure 
to inhaled pollutants. In addition, she reported 
no contact with animals or recent trips abroad. 
She also reported no contact with individuals 
with communicable diseases. Her family history 
was unremarkable. Physical examination revealed 
good general health and normal vital signs, with 
no signs of breathlessness. Pulmonary auscultation 
revealed diminished breath sounds at both lung 
bases and increased expiratory time. Examination of 
the abdomen and limbs revealed no abnormalities.

An HRCT scan showed centrilobular and 
paraseptal emphysema, cylindrical bronchiectasis 
(predominantly central and upper lobe 
bronchiectasis), and two micronodules of 3 mm 
and 4 mm in diameter, respectively, in the right 
lower lobe and in the left lower lobe (Figure 1). 
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Table 1 - Respiratory function parameters and arterial 
blood gas analysis results on room air.

Parameters Results
Variation after 

bronchodilation, %
FVC, % of predicted 99.6 0,0

FEV1, % of predicted 54.5 −0.17

FEV1/FVC, % 46.1 −0.17

TLC, % of predicted 110 10.2

RV, % of predicted 146 16.7

DLCO, % of predicted 51.3

pH 7.43

PaO2, mmHg 67

PaCO2, mmHg 44

HCO3, mEq/L 29

SaO2, % 93
HCO3: bicarbonate.
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manifestations of which include a higher frequency 
of exacerbations and nocturnal complaints. This 
has been reported in studies including smokers 
and individuals (children and adults) exposed to 
passive smoking, although it is more difficult to 
determine the degree of exposure in the latter.(3,4) 
Another manifestation is corticosteroid resistance, 
which is seen in smokers with asthma. Smoking 
seems to make such patients resistant to the effects 
of low- or medium-dose inhaled corticosteroids, 
such patients therefore responding exclusively to 
high-dose inhaled corticosteroids.(5) Resistance 
to short-term oral corticosteroid therapy (even 
at high doses) has also been demonstrated.(6) 
Therefore, it is imperative to identify smokers with 
asthma and to make additional efforts in order 
to aid such patients in quitting smoking. In the 
clinical case described herein, despite having been 
repeatedly advised to quit smoking, the patient 

mild respiratory complaints. Treatment with 
inhaled budesonide was initiated, having been 
well tolerated by the patient. At this writing, the 
patient was under treatment with budesonide, 
indacaterol, tiotropium, esomeprazole, and 
aminophylline and had no respiratory or digestive 
complaints. In addition, she had been enrolled in 
a smoking cessation program and was currently 
receiving nicotine replacement therapy.

In asthma patients, smoking is a common 
problem that is difficult to manage. The incidence 
of active smoking in asthma patients can be 
as high as 35%.(1) Active smoking is associated 
with an increased risk of developing asthma in 
adults, such a risk being higher in females. Passive 
smoking is also associated with an increased risk 
of developing asthma, especially when it occurs 
in the uterus.(2) In asthma patients, smoking is 
associated with poorly controlled disease, the 

Figure 1 - HRCT scan showing centrilobular and paraseptal emphysema, cylindrical bronchiectasis, and two 
micronodules (one in the left lower lobe and the other in the right lower lobe).
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side effects of inhaled corticosteroids,(15) the 
symptoms having resolved after her medication 
was changed. The description and discussion 
of the present case allows us to conclude that 
special attention should be given to the smoking 
habits of patients with asthma, as well as to the 
association of asthma with COPD.
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did not, having therefore been enrolled in the 
smoking cessation program available at our center. 
Another noteworthy aspect is the association of 
bronchial asthma with pulmonary emphysema. 
Our diagnosis of bronchial asthma with COPD 
was based on the lifestyle habits of our patient, 
the radiological findings, and the respiratory 
function test results. The overlap syndrome 
of asthma and COPD has been increasingly 
recognized, although its clinical features have 
yet to be well defined. Classically, uncontrolled 
bronchial asthma is recognized as a risk factor for 
COPD; however, such patients are often excluded 
from clinical trials.(7) Recent studies including 
patients with COPD and a history of asthma 
or investigating this specific population have 
shown that patients with the overlap syndrome 
of asthma and COPD are generally younger than 
those with COPD alone and have a shorter history 
of exposure to smoking, exacerbations being 
more frequent and quality of life being worse in 
the former group of patients.(8,9) In one study,(10) 
patients with the overlap syndrome of asthma 
and COPD were found to account for health 
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were those that patients with either asthma or 
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inhibitors, with good results. Finally, our patient 
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