
strength was significantly reduced in ex-smokers (23.5 kg, 95% CI
25.8 kg to 21.2 kg, p = 0.003). The influence of sex was removed if
FFM was substituted for weight (model r2 = 0.54). Sex (p,0.001)
and smoking history (p = 0.028) were also found to be independent
predictors of TwQ. QMVC/weight and QMVC/FFM fell with
increasing age (see fig); QMVC normalised by either method was
lower in ex-smokers (p = 0.001 and p = 0.007, respectively) across
the age range studied. Neither QMVC nor TwQ exhibited a linear
relationship with self-reported pack years.
Conclusions: QMVC normalised for weight or FFM falls with
increasing age and is lower in individuals with a smoking history, in
the absence of dyspnoea, obstructive spirometry or COPD. The
underlying mechanism and functional significance of this observa-
tion are unclear, but may be relevant to future research.

Clinical aspects of asthma

S36 WRITING ABOUT EMOTIONAL EXPERIENCES TO IMPROVE
LUNG FUNCTION AND QUALITY OF LIFE IN PATIENTS WITH
ASTHMA: 3-MONTH FOLLOW-UP OF A RANDOMISED
CONTROLLED TRIAL

1CJ Jones, 1A Theadom, 1H Smith, 1M Hankins, 1R Bowskill, 2R Horne, 3AJ Frew.
1Brighton and Sussex Medical School, Brighton, UK; 2The School of Pharmacy,
University of London, London, UK; 3Brighton and Sussex University Hospitals NHS Trust,
Brighton, UK

Introduction: Stress has been associated with the exacerbation of
asthma symptoms. Written emotional disclosure encourages people
to write about their most stressful experiences facilitating cognitive
and emotional processing. When conducted partly in a research
laboratory, written emotional disclosure was found to yield a 12%
increase in FEV1 percentage predicted in people with asthma. Given
the link between stress and asthma, this trial was aimed at
exploring the effectiveness of a 3-day written emotional disclosure
intervention on lung function and quality of life for adults with
asthma in a community setting.
Methods: A randomised controlled trial was carried out on 138 adults
with asthma aged between 18 and 45 years who were recruited
through 32 general practices. Participants were randomly allocated to
receive the emotional disclosure or the non-emotional control writing
instructions. Participants completed the writing in their own home
without researcher supervision for 20 minutes over three consecutive
days. Assessments of lung function (FEV1 % predicted) using
spirometry and questionnaires measuring quality of life, asthma
symptoms, subjective asthma control and medication use were
conducted at baseline, 1 and 3-month follow-up (see fig).
Results: Baseline analysis showed a significantly higher proportion
of smokers in the control condition but no differences in lung
function. Controlling for smoking status, no significant findings for
lung function, quality of life or asthma symptoms were found. At 3-
month follow-up, participants in the intervention condition

reported significantly better subjective control of their asthma (as
defined by the asthma control test): odds ratio (OR) 3.01, 95% CL
1.30 to 6.94 and reported significantly better objective control of
their asthma (defined as using their b-agonist less than once a day):
OR 2.96, 95% CL 1.38 to 6.33 (see fig).
Conclusions: Participants receiving the emotional disclosure
intervention were more likely to demonstrate good control of their
asthma both by self-report and a reduction in use of b-agonist.
Although there was no effect of written emotional disclosure on
lung function, this could be due to the observed reduction in b-
agonist use. These reductions are in line with the National Heart,
Lung and Blood Institute guidelines, which state that effective
management of asthma should involve a reduction in b-agonist use.

S37 SUPERVISED STEP-DOWN IN A COMMUNITY SETTING DOES
NOT INCREASE AIRWAYS INFLAMMATION IN MILD-TO-
MODERATE ASTHMATIC PATIENTS

1KL Clearie, 1PA Williamson, 1S Vaidyanathan, 1P Burns, 2CM Jackson, 1BJ Lipworth.
1Department of Medicine and Therapeutics (Asthma and Allergy Research Group),
University of Dundee, Dundee, UK; 2Bute Medical School, University of St Andrews, St
Andrews, UK

Introduction and Objectives: Current BTS guidelines recommend
step-down of inhaled corticosteroids to the minimum dose required
for the control of symptoms. However, this is rarely performed in a
clinical setting, potentially resulting in over-treatment of many
asthmatic patients. We performed a controlled community-based
step-down with surrogate measures of airways inflammation.
Methods: 119 patients with a diagnosis of persistent asthma
underwent progressive step-down of therapy until they were on
200 mg BDP or equivalent per day or became clinically unstable.
Once unstable, participants stepped back up to the last stable dose
of inhaled corticosteroids (to determine the ‘‘lowest dose required
for stability’’). Exhaled tidal nitric oxide and mannitol challenge
were recorded at the start and end of step-down as surrogates of
airways inflammation. Clinical stability was assessed using AQLQ
and spirometry.
Results: The mean (SEM) dose of BDP or equivalent was
significantly higher pre step-down than post step-down: 636.0
(35.7) versus 357.2 (18.9) mg/day (p,0.001). Mannitol PD10 was
higher after step-down by 0.46 doubling dilutions (95% CI 0.02 to
0.89; p = 0.04). For nitric oxide the geo mean fold difference was
0.96 (0.87 to 1.06; p = 0.43). The mean (SEM) FEV1 (% predicted)
pre and post step-down were 86.2 (1.51) versus 84.5 (1.46),
p = 0.041. There was no significant difference in FVC or PEF pre
versus post step-down. The mini AQLQ scores pre and post step-
down were 81.60 (1.50) versus 87.40 (1.38), ie, a mean improvement

Abstract S35 Table Multiple linear regression analysis of QMVC
(dependent variable, n = 239)

Coefficient (95% CI) p Value

Sex (F–M) 28.7 (212.0 to 25.3) ,0.001

Weight (kg) +0.2 (0.1 to 0.3) 0.001

Height (m) +14.9 (22.4 to 32.2) 0.09

Age (years) 20.4 (20.5 to 20.3) ,0.001

Ex-smoker (Y–N) 23.5 (25.8 to 21.2) 0.003

Model r2 = 0.47. Regression coefficients (95% CI) describe the change in maximum
voluntary quadriceps contraction strength (QMVC) per unit change in the group or
covariable.

Abstract S36 Use of b-agonists for intervention and control participants at
baseline, 1-month and 3-month follow-up.
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of 5.80 (95% CI 3.85 to 7.75; p,0.001). Individual domains also
showed significant improvements.
Conclusions: We have demonstrated a significant reduction in
inhaled corticosteroid dose with a paradoxical improvement in
bronchial hyperreactivity. This was observed with no significant
change in nitric oxide, and a corresponding improvement in quality
of life. This apparent disconnect between reduction in anti-
inflammatory therapy and improvement in measured inflammation
may reflect enhanced compliance through frequent supervision.

S38 EMERGING TECHNIQUES TO ASSESS SMALL AIRWAYS
DISEASE: ALVEOLAR NITRIC OXIDE AND IMPULSE
OSCILLOMETRY

PA Williamson, S Vaidyanathan, BJ Lipworth. University of Dundee, Dundee, UK

Introduction and Objectives: There are few non-invasive
measures of small airways. The contribution of the alveolar
compartment to exhaled nitric oxide (CANO) can be calculated as
a surrogate of distal inflammation. Impulse oscillometry (IOS) is
used to derive values for peripheral airways resistance (R5) and
respiratory impedance (Z5). We assessed healthy volunteers, mild-
to-moderate asthmatic patients, severe asthmatic patients and
chronic obstructive pulmonary disease (COPD) patients with these
techniques.
Methods: 24 healthy volunteers, 21 severe asthmatics, 15 mild-to-
moderates and 24 COPD patients were assessed with spirometry,
impulse oscillometry and fractionated exhaled nitric oxide.
Results: Mean FEV1 (% predicted) for healthy volunteers, mild-to-
moderate asthmatics, severe asthmatics and COPD patients were
104%, 90%, 70% and 56%, respectively. CANO (mean ¡ SEM) ppb
was elevated in severe asthma (3.8 ¡ 1.2) compared with mild
asthma (1.9 ¡ 1.3, p,0.05) and healthy volunteers (1.4 ¡ 1.0,
p,0.001), but were no different from COPD (4.4 ¡ 1.1, p = 1.00).
CANO was higher in COPD than mild asthma (p,0.005) and
healthy volunteers (p,0.001). Tidal nitric oxide (FENO) was higher
in severe and mild-to-moderate asthmatics compared with healthy
volunteers (30.0 ¡ 1.2 and 21.0 ¡ 1.2 vs 11.0 ¡ 1.1, respectively),
but was not different between asthmatic groups (p = 0.66). COPD
was not different from healthy volunteers or mild-to-moderate
asthmatics (16.6 ¡ 1.1; p = 0.19 and p = 1.00, respectively) and
lower than severe asthmatics (p = 0.02). In healthy volunteers R5

and Z5 were 0.37 ¡ 0.01 and 0.39 ¡ 0.01, respectively. R5 was
increased in COPD (0.59 ¡ 0.04, p,0.001), severe asthma
(0.55 ¡ 0.04, p,0.001) and mild asthma (0.52 ¡ 0.04, p = 0.03).
X5 was increased in COPD (0.66 ¡ 0.05, p,0.001), severe asthma
(0.60 ¡ 0.04, p = 0.001) and mild asthma (0.56 ¡ 0.05, p = 0.03).
R5 and X5 were not significantly different between asthma severity
and COPD (see fig).
Conclusions: Measurement of CANO allows detection of small
airways inflammation and provides additional information to
traditional measures of spirometry and tidal nitric oxide.
Moreover, in COPD there is small airways inflammation, similar
to that seen in severe asthmatic patients. Our data support the view
that different severities of asthma are related to inflammation at
different sites. The role of IOS is not established.

S39 EXERCISE-INDUCED BRONCHOCONSTRICTION AND ASTHMA
AFTER FIELD-TESTING IN AN INTERNATIONAL RUGBY UNION
TEAM

1EC Falvey, 2C McCarthy, 3TM O’Connor, 4F Shanahan, 5MG Molloy, 1BJ Plant.
1Department of Respiratory Medicine, Cork University Hospital, Cork, Ireland; 2Irish
Rugby Football Union, Dublin, Ireland; 3Department of Respiratory Medicine, Mercy
University Hospital, Cork, Ireland; 4Department of Medicine, Cork University Hospital,
Cork, Ireland; 5International Rugby Board, Dublin, Ireland

Introduction: Exercise-induced bronchoconstriction (EIB) is an
acute, transient airway narrowing that occurs during or after
exercise. In elite athletes, EIB has a reported prevalence of 11–50%
depending on participation in endurance and/or winter sports. The
prevalence of asthma and EIB among professional rugby players has
not been formally investigated.
Objectives: To measure the prevalence of EIB and asthma in a
cohort of professional rugby players and to demonstrate the utility
of a sport-specific field test as a screening tool in field sport.
Methods: All players of a senior international rugby squad
attending preseason training camp completed an airflow obstruc-
tion questionnaire. Each player performed a rugby-specific, exercise
challenge, and had pre and post-exercise spirometry. Peak heart rate
levels, perceived exertion and serum lactate levels (1 minute post-
exercise) were measured to assess exercise intensity. A fall in forced
expiratory volume in one second (FEV1) of 10% or greater from

Abstract S37 Table

Variable Baseline Post step-down p Value

BDP equivalent ICS dose (mg/day) 635.96 (35.7) 357.02 (18.9) ,0.001

Mannitol (PD10 mg/ml){ 99.99 (1.15) 137.19 (1.15) 0.04

Exhaled nitric oxide{ 26.79 (1.10) 27.93 (1.09) 0.43

Spirometry{

FEV1 % predicted 86.16 (1.51) 84.46 (1.46) 0.04

FVC % predicted 91.56 (1.38) 91.52 (1.44) 0.97

PEF % predicted 90.20 (1.70) 90.02 (1.56) 0.87

AQLQ

Average score per question 5.45 (0.10) 5.83 (0.09) ,0.001

Symptoms 26.11 (0.55) 28.23 (0.51) ,0.001

Activity limitations 25.91 (0.63) 28.38 (0.55) ,0.001

Emotional function 27.18 (0.54) 28.96 (0.51) ,0.001

Environmental stimuli 27.00 (0.56) 29.09 (0.49) ,0.001

Total score 81.60 (1.50) 87.40 (1.38) ,0.001

*Data presented as arithmetic mean (SEM) unless otherwise indicated. Baseline values are
shown after washout before each randomised treatment period. {Shown as geometric mean
(geometric SEM). {Expressed as a percentage of that predicted by age, sex, and height.
AQLQ, asthma quality of life questionnaire; FEV1, forced expiratory volume in 1 s; FVC,
forced vital capacity; ICS, inhaled corticosteroids; PC10, provocative concentration of
mannitol causing a 10% decrease in FEV1; PEF, peak expiratory flow rate. Abstract S38 Figure Alveolar nitric oxide. Data presented with geometric means

and 95% confidence intervals.
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baseline after exercise challenge was considered diagnostic of EIB.
Data were compared with national EIB and asthma data. During
analysis, players were divided into two groups: those with airflow
obstruction (AO) and those without (NAO).
Results: Forty-two players were tested. The table summarises the
spirometric results. Twelve players (29%) had a history of, or were
diagnosed with, airflow obstruction (AO group). Seven had a
previous diagnosis of asthma and were on inhaled treatment. Five
players (12%) were newly diagnosed with EIB. Among the seven
players with a previous diagnosis of asthma, 57% (n = 4) had EIB
after exercise despite regular inhaled therapy. Comparison with the
NAO group revealed no significant differences in anthropometry
and exercise effort. Cough after exercise was reported in 58% of the
AO group versus 20% of the NAO group (p = 0.01) and wheeze in
42% versus 7% (p,0.01), respectively. A trend towards increased
prevalence of AO was noted in backs (42%) versus forwards (17%)
(p = 0.07).
Conclusions: EIB is more prevalent in professional rugby players
than in the general population and a pre-existing diagnosis of
asthma with regular inhaled therapy does not preclude EIB. Cough
and wheeze after exercise were specific symptoms for EIB. Sports-
specific field testing is a useful method of screening for EIB in
professional rugby players.

S40 SPUTUM EOSINOPHILS ARE ASSOCIATED WITH BRONCHIAL
DILATATION IN SEVERE ASTHMATIC PATIENTS

OM Francies, G Tavernier, M Greaves, T Rockett, CO Prys-Picard, RM Niven. North
West Lung Research Centre, Manchester, UK

Introduction: Severe asthma services are phenotyping patients
with a view to managing therapy more appropriately. Included in
these phenotyping strategies are induced sputum analyses of airway
inflammation and routine HRCT scanning of referred patients.
Objectives: To analyse retrospectively whether there is an
association between inflammatory cells identified in sputum and
specific features diagnosed on computed tomography (CT) scans of
patients within the Manchester severe asthma service.
Method: Data from the first 155 patients to have sputum
analysis attempted within the service (target population) was
used in retrospect to document the frequency of eosinophils of
2.5% or greater and neutrophils of 60% of greater. CT scans of
the target population that had been subjectively reported and
documented in patients’ medical records were examined for
mention of airway abnormalities related to asthma. Cell-positive
and cell-negative sputum was compared with specific HRCT
features. An intravalidation study of one radiologist involved in
the scan reporting was carried out in order to confirm the
consistency of film reporting.
Results: Those patients with eosinophilic sputum were more likely
to have bronchial dilatation (40%) compared with those who had
non-eosinophilic sputum (15%) (p = 0.004). The association was
stronger with higher levels of eosinophils. Eosinophils 20% or
greater showed 69% to have bronchial dilatation, compared with

eosinophilic sputum 2.5–20% (24%) and non-eosinophilic sputum
less than 2.5% (15%) (p,0.001). There were no other statistical
relationships between cell patterns and radiological abnormalities,
although borderline trends were found between gas trapping and
eosinophilic sputum (p,0.08) and ground glass shadowing and
non-eosinophilic sputum (p,0.07). The intravalidation study
showed a high level of consistency (94%) between original scan
reports and the re-reported scans.
Conclusion: Despite the aggressive treatment of severe asthma
patients, bronchial dilatation is more common in eosinophil-
positive patients, particularly those with higher levels of eosino-
phils. This previously unidentified relationship may be caused by
direct eosinophilic damage to the airways or by a co-factor causing
both dilatation and persisting eosinophilia.

S41 INFLUENCE OF ASPIRIN SENSITIVITY AND ASTHMA ON
STEROID RESPONSE IN NASAL POLYPOSIS

S Vaidyanathan, P Williamson, M Barnes, K Clearie, B Lipworth. University of Dundee,
Dundee, UK

Introduction and Objectives: There are no prospective rando-
mised data looking at the effectiveness of medical polypectomy or
factors influencing steroid response in nasal polyposis.
Methods: In a double-blind parallel study, 60 patients were
randomly assigned to receive 2 weeks of 25 mg once daily oral
prednisolone or placebo, followed by 2 months of fluticasone
nasal drops 400 mg bid reducing to fluticasone nasal spray
200 mg bid for 4 months. Baseline assessment included nasal
lysine–aspirin challenge, bronchial methacholine challenge and
serum for total IgE levels. The mini rhinoconjunctivitis quality
of life questionnaire (mini RQLQ) (primary outcome), peak
nasal inspiratory flow rate, 100 mm visual analogue anosmia
scale, visual endoscopy grading and overnight urinary cortisol
creatinine ratio were measured at baseline and after each
treatment period. Aspirin sensitivity (positive nasal challenge
or history), presence of asthma (symptoms or positive metha-
choline PC20) were incorporated in an overall mixed model
analysis of variance as between-group factors and atopy (total
IgE) as a covariate.
Results: Treatment limbs were well matched for asthma, FEV1,
aspirin sensitivity and total IgE (table). Participants receiving
prednisolone showed an improvement (p,0.05) from baseline at
each timepoint for all outcomes as compared to placebo. There
was no evidence of adrenal suppression at the end of final
treatment in either group. Neither aspirin sensitivity nor the
presence of asthma had a significant impact on steroid
responsiveness. Similarly, atopy did not significantly influence
treatment efficacy.
Conclusions: Neither aspirin sensitivity, atopy nor concomitant
asthma influence responsiveness to steroid therapy. Medical
polypectomy followed by maintenance intranasal steroid is a highly
effective treatment for nasal polyposis.

Abstract 39 Table

AO pre-exercise AO post-exercise NAO pre-exercise NAO post-exercise

FEV1

(L ¡ SD) 4.53 ¡ 0.96 4.14 ¡ 093 4.8 ¡ 0.62 4.86 ¡ 0.62

(% predicted ¡ SD) (96 ¡ 14.9) (90 ¡ 15.7) (100 ¡ 11.8) (101 ¡ 12.3)

(L ¡ SD) 5.79 ¡ 1.04 5.52 ¡ 1.06 5.92 ¡ 0.68 5.93 ¡ 0.68

(% predicted ¡ SD) (105 ¡ 11.2) (100 ¡ 11.7) (102 ¡ 10.4) (103 ¡ 10.6)

AO, airflow obstruction; NAO, no airflow obstruction.
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Evaluating cough: causes and consequences

S42 THE ASSESSMENT OF COUGH SEVERITY WITH A NOVEL COUGH
MONITOR

1A Savani, 1C Wood, 1D Cox, 1T Fleming, 1S Matos, 2ID Pavord, 1SS Birring. 1King’s
College Hospital, London, UK; 2Glenfield Hospital, Leiceseter, UK

The assessment of cough has been hampered by the lack of
objective tools. The Leicester cough monitor (LCM) is a validated
cough monitor that records 24-h cough frequency. The LCM is a
lightweight, ambulatory and automated system that consists of a
recorder and a microphone. The aim of this study was to use this
novel tool to evaluate cough frequency in an outpatient setting.

We recruited 84 patients with chronic cough from our specialist
cough clinic (50 women, mean age 55 years) and recorded their 24-h
cough frequency. This was compared with subjective parameters of
cough severity (visual analogue score (VAS) and quality of life
scores (Leicester cough questionnaire, LCQ)). The responsiveness of
the LCM was assessed in 21 patients who underwent a 2-week trial
of oral prednisolone.

Patients with chronic cough had a mean (SEM) cough frequency
of 16 (2) coughs/h. All patients had diurnal variation in cough
frequency (21 daytime vs 10 nighttime coughs/h; 95% CI for
difference 7 to 15; p,0.001). There was no relationship between
cough frequency and age, gender, duration of cough, atopy, meal
times or cause of cough. There was a significant correlation
between cough frequency and both cough symptoms (VAS;

r = 0.37; p,0.001) and quality of life (LCQ; r = 20.41;
p,0.001). A reduction in cough frequency was seen in 17 (81%)
patients undergoing a trial of prednisolone. The responsiveness of
the LCM was good; the effect size for change in cough frequency
(difference in mean cough frequency/standard deviation of baseline
cough frequency) was 0.6.

This is the first study to report cough frequency using an
automated cough monitor in a clinical setting. The LCM represents
a significant advance in the assessment of cough severity. We have
demonstrated that the LCM is a reliable, well tolerated and easy to
use objective cough monitor. It should be a useful tool to assess
patients with cough in the clinic and clinical trials and to assess the
response to therapy.

S43 PULMONARY FUNCTION AND BRONCHIAL REACTIVITY IN
PATIENTS WITH CHRONIC COUGH

A Kelsall, S Decalmer, R Dockry, D Singh, A Woodcock, JA Smith. University of
Manchester, University Hospital South Manchester, Manchester, UK

Rationale: Patients presenting with unexplained chronic cough
undergo a range of diagnostic testing. Patients with bronchial
hyperresponsiveness to methacholine (BHR) are often considered to
have cough variant asthma (CVA) as a potential cause.
Methods: In a prospective study, 100 patients attending a tertiary
referral clinic (mean age 57 years (SD ¡ 11.0), 65% female, median
cough duration 3.8 years (interquartile range 2.0–10.0)) underwent
a detailed diagnostic protocol including pulmonary function testing
(flow volume loop), BHR to methacholine, induced sputum cell

Abstract S41 Table

Variable
Pred arm
n = 31

Placebo arm
n = 29

P Value
Pred vs placebo

Group characteristics

FEV1 (% predicted) 98 (92 to 104) 91 (85 to 97) 0.26

Aspirin sensitivity n = 15 n = 15 0.89

Asthma n = 11 n = 11 0.23

Total IgE (kU/l)* 93.6 (57.6 to 151.9) 101.7 (56.4 to 183.6) 0.43

Methacholine PC20 (mg/ml)* 1.2 (0.5 to 3.1) 1.6 (0.9 to 2.8) 0.65

Mini RQLQ (units)

Baseline 1.62 (1.23 to 2.01) 2.17 (1.51 to 2.83) 0.75

Post tablets 0.75 (0.33 to 1.16){ 1.73 (1.21 to 2.24) 0.001

Post nasal drops 0.75 (0.46 to 1.03){ 0.69 (0.45 to 0.94){ 0.25

Post nasal spray 0.66 (0.45 to 0.87){ 1.08 (0.72 to 1.44){ 0.12

PNIF (l/min)

Baseline 111 (95 to 127) 111 (79 to 143) 0.92

Post tablets 145 (128 to 163){ 133 (100 to 166) 0.11

Post nasal drops 148 (131 to 165){ 160 (126 to 195){ 0.75

Post nasal spray 147 (129 to 165){ 146 (110 to 183) 0.59

Anosmia score (0–100 mm)

Baseline 62.04 (49.01 to 75.06) 55.58 (40.90 to 70.26) 0.75

Post tablets 32.96 (22.23 to 43.69){ 59.50 (47.43 to 71.57) 0.001

Post nasal drops 33.69 (22.48 to 44.90){ 43.98 (30.88 to 57.08) 0.25

Post nasal spray 34.65 (23.79 to 45.52){ 47.25 (34.56 to 59.94) 0.12

Endoscopy score (0–6)

Baseline 4.7 (4 to 5.5) 4.8 (4 to 6) 0.66

Post tablets 2.6 (2 to 3){ 4.7 (4 to 5) ,0.001

Post nasal drops 2.2 (1 to 3.5){ 3.2 (3 to 4){ 0.002

Post nasal spray 2.8 (2 to 4){ 3.3 (2 to 4){ 0.04

OUCC* (nmol/mmol)

Baseline 8.07 (6.27 to 10.40) 8.70 (7.04 to 10.73) 0.93

Post tablets 14.52 (8.95 to 23.55) 7.62 (6.39 to 9.09) 0.03

Post nasal drops 7.74 (5.79 to 10.37) 7.48 (5.98 to 9.35) 0.68

Post nasal spray 8.51 (6.36 to 11.35) 8.14 (6.38 to 10.42) 0.83

*Indicates geometric mean and 95% CI. {Indicates statistically significant change from baseline values (p,0.05). RQLQ, rhinoconjunctivitis quality of life questionnaire; PNIF, peak nasal
inspiratory flow rate; Pred, prednisolone 25 mg od for 2 weeks.
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