latter paper, I noted that the authors never used a flanged
mouthpiece nor did they make their PI,max measurements from
functional residual capacity but rather from residual volume.
The type of mouthpiece and the way it is used result in large
pressure differences obtained during the measurements of
PImax and PE,max [5]. Lung volumes also affect these measure-
ments and appropriate reference values should be used [6].
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From the authors:

In response to the question raised by N.G. Koulouris, we
confirm that vital capacity (VC) and the respiratory muscle
strength were all performed in the seated posture. We agree
with N.G. Koulouris that correlations between the supine Borg
and the supine respiratory muscle strength values might be
better and it would be relevant to verify this hypothesis.
However, as a matter of routine, only the VC was performed in
both the seated and supine positions.

Measurement of the maximal inspiratory pressure (Plmax) is
conventionally easier to obtain from residual volume (RV) and
greater inspiratory pressures are obtained at lower lung
volumes. However, in the neuromuscular disorders, the recoil
pressure of the respiratory system at RV may be a significant
fraction of Pl,max. The recoil of the chest wall and lungs is equal
at the functional residual capacity (FRC). The difference of
values obtained from RV and FRC is not important in healthy
subjects [1]. In patients with neuromuscular disorders, the
advantage of measuring the voluntary inspiratory strength from
FRC is that only the force of the inspiratory muscles is assessed
and not the negative recoil pressure of the respiratory system.
Changing the reference in the text, as demonstrated in a study by
ULDRY et al. [2], is more suitable. Indeed, we used the predicted
values of ULDRY et al. [2] which were measured at FRC.

N.G Koulouris demonstrates that better values of inspiratory
strength were obtained with a tube mouthpiece rather than a
flanged mouthpiece in healthy subjects [3]. Patients find the
flanged mouthpiece easier than the tube explaining its widespead
use [1]. In our experience with neuromuscular disorders, espe-
cially in amyotrophic lateral sclerosis with bulbar involvement,
air leaks were less important with a flanged mouthpiece [4].
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Do Bo-agonists inhibit capsaicin-induced cough?

To the Editors:

We read with great interest the paper by FREUND-MICHEL ef al. [1]
in a recent issue of the European Respiratory Journal, because
the results are inconsistent with the medical common

EUROPEAN RESPIRATORY JOURNAL

sense that fP,-agonists do not have common antitussive
property.

The authors showed that a f,-agonist, terbutaline (0-3 mg~kg’1),
dose-dependently inhibited 10* M capsaicin-induced cough in
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