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Differences in airway remodeling between
subjects with severe and moderate asthma
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Background: Airway remodeling in asthma comprises a range

of structural changes. Several studies have suggested an

association between these changes and disease severity. The

relationship between the extent of remodeling and lung

function is not well defined.

Objective: We sought to contrast the structural changes in

the airways of well-defined groups of subjects with severe

and moderate asthma and to correlate the extent of remodeling

with disease severity.

Methods: Endobronchial biopsy specimens were obtained from

15 subjects with severe and 13 subjects with moderate asthma.

Epithelial integrity, cell-layer areas, subepithelial fibrosis, and

the distance between epithelial and airway smooth muscle

(ASM) layers were measured by means of image analysis.

Collagen was identified by using Van Giesen stain, and ASM

was defined by using smooth muscle a-actin immunostaining.

Specific immunostains were performed for the evaluation of

RANTES, IL-8, and eotaxin expression as markers of ASM

phenotype.

Results: ASM area was greater in subjects with severe (0.24 6
0.03 mm2) than in subjects with moderate (0.05 6 0.01 mm2)

asthma (P < .001). The distance between the epithelial and ASM

layers was less in the severe group (0.12 6 0.01 mm) than in

the moderate group (0.24 6 0.02, P < .001). A trend toward

greater subepithelial fibrosis in subjects with severe asthma

did not reach statistical significance. IL-8 and eotaxin

expression, but not RANTES expression, were increased in

the ASM of subjects with severe asthma compared with in

subjects with moderate asthma.

Conclusion: Smooth muscle alteration is the key structural

change that distinguishes severe from moderate asthma, and

phenotypic change in ASM might contribute to the difficulty
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in obtaining adequate control in some subjects with severe

asthma. (J Allergy Clin Immunol 2005;116:544-9.)

Key words: Asthma, airway remodeling, structural changes, sub-

epithelial fibrosis, airway smooth muscle, human bronchial biopsies,

tissue morphometry

Asthma is a chronic inflammatory disease characteri-
zed by bronchoconstriction, pulmonary inflammation, and
airway remodeling.1 It has been suggested that revers-
ibility in asthma is associated with mild disease but that
with disease progression, varying degrees of remodeling
of the airways might lead to irreversibility.2 Subjects with
mild andmoderate asthma have pulmonary function that is
relatively well preserved. These subjects respond appro-
priately and quickly to inhaled or oral anti-inflammatory
and bronchodilator treatment during exacerbations, and
their condition remains clinically stable during main-
tenance therapy. Subjects with severe asthma, on the
other hand, appear to have different airway behavior, as
evidenced by persistently low expiratory flow rates and
failure to respond adequately to treatment in terms of
pulmonary function.3 In addition, they often remain
clinically symptomatic, despite maximal medical therapy.
The factors that are responsible for the phenotypic differ-
ence of subjects with severe asthma are poorly understood
and remain a matter of much debate.4-6 Chronic uncon-
trolled airways inflammation and airway remodeling
remain the suggested mechanisms by which severe per-
sistent asthma develops.7-9 Remodeling comprises a
number of structural changes, including epithelial detach-
ment, subepithelial fibrosis, and smooth muscle hyper-
plasia and hypertrophy.10 These factors lead to increased
bronchial wall thickness, which in turn might affect the
severity of physiologic and clinical parameters in asth-
matic sujects.11 Increase in airway smooth muscle (ASM)
mass is potentially of substantial importance for asthma
pathophysiology because it could account for airway
hyperresponsiveness.12 It is not entirely known how
various stimuli or mediators of the inflammatory response
are linked to the processes of airway remodeling. It is also
not clear how remodeling contributes to the decrease in
lung function as asthma severity progresses. Two recent
articles demonstrate the usefulness of endobronchial
biopsy specimens from asthmatic subjects in the evalua-
tion of airway remodeling.13,14 Evidence for hyperplastic
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Abbreviation used

ASM: Airway smooth muscle

ASM growth was reported for subjects with mild-to-
moderate asthma,14 whereas increases in type III collagen
deposition, fibroblast numbers, and ASM cell size (hy-
pertrophy) were reportedly features that distinguished
severe asthma from mild asthma and chronic obstructive
pulmonary disease.13

To better define the structural changes that occur in
the airways of subjects with severe asthma, we compared
the findings from endobronchial biopsy specimens of
subjects with severe asthma with those of subjects with
well-controlledmoderate asthma. The outcomes of interest
included alterations in epithelial integrity and in epithelial
and smooth muscle areas with increasing disease severity.
We were also interested in the degree of subepithelial
fibrosis, as well as changes in the distance between the
epithelium and smooth muscle with disease progression.
To evaluateASMfor proinflammatory phenotypic change,
we examined the expression of 3 chemokines of relevance
for asthma, namely IL-8, eotaxin, and RANTES.15-17

METHODS

Subjects

The subjects for this study were recruited at the Montreal Chest

Institute and other hospitals of the McGill University Health Centre

and at the Hôpital du Sacre-Coeur of the Université de Montréal,

Montreal, Canada. The protocols were reviewed and approved by an

institutional review board, and informed consent was obtained. All

subjects were nonsmokers or ex-smokers of at least 2 years with a

smoking history of less than 15 pack-years.

The inclusion criteria for subjects with severe asthma were based

on the American Thoracic Society Workshop for Refractory

Asthma.18 It was necessary for at least one of the 2 major criteria to

be present: (1) treatment with daily oral steroids for more than 50% of

the previous 12 months or (2) treatment with high-dose inhaled

steroid (�1000 mg of fluticasone or equivalent per day) and at least

one other add-on therapy (long-acting b-agonist, leukotriene recep-

tor antagonist, or theophylline) continuously over the previous

12 months. In addition, at least 2 or more minor criteria had to be

present: (1) daily use of short-acting b-agonist; (2) persistent airflow

obstruction, as documented with a prebronchodilator FEV1 of less

than 70% and an FEV1/forced vital capacity ratio of less than 80%

of predicted value; (3) 1 or more urgent care visits in the previous

12 months; (4) 3 or more steroid bursts in the previous 12 months;

(5) prompt deterioration with less than 25% dose reduction of

steroids; or (6) a near-fatal asthma event in the last 3 years.

Subjects with moderate asthma had to fulfill the following

criteria: (1) well-controlled asthma on at least 200 mg/d of

fluticasone or equivalent but not exceeding 1000 mg/d, with or

without the use of a long-acting b-agonist; (3) 2 or less steroid bursts

in the previous 12 months and none in the past 3 months (the total

number of days taking oral steroids could not exceed 30 days in the

previous 12 months); (3) FEV1 of greater than 70% of predicted

value and greater than 90% of personal best from the previous
2 years; and (4) no more than 1 nonscheduled urgent care or office

visit in the previous 12 months.

It was necessary for each subject to demonstrate an improvement

in FEV1 of 12% or greater, with an absolute increase of at least

200 mL from baseline after administration of a b-adrenergic agonist,

or an improvement of FEV1 of 20% or greater after an oral steroid

trial. Attached to each inhaler was an electronic device, the MDILog

(Medtrac technologies, Lakewood, Colo), which permitted us

to accurately monitor use of the inhaler.19 We included only subjects

who took at least the prescribed 4 inhalations of fluticasone and

salmeterol (Advair; 250/50 mg) per day on at least 70% of days in a

1-month run-in period and were thus considered to be sufficiently

compliant to be considered to have refractory asthma in the face

of adequate treatment.

Subjects were excluded if they had any other known pulmonary

disease, including chronic obstructive pulmonary disease, or any

major comorbid disease that might affect asthma disease activity,

such as HIV, metastatic cancer, and congestive heart failure.

Bronchoscopy and tissue processing

Bronchoscopy was performed during light sedation. Six endo-

bronchial biopsy specimens were obtained from the right lung at

various segmental and subsegmental carinae. Tissues were fixed in

formaldehyde and embedded in paraffin before cutting, and staining

was performed by using a peroxidase-based method, as previously

described.20 Briefly, sections of 5 mm (micrometers) in thickness

were deparaffinated in xylene, dehydrated in ethanol, and washed in

PBS. Tissues were then permeabilized with Triton (0.2% in PBS) and

immersed in a solution of hydrogen peroxide in PBS (5% in PBS).

The sections were then washed 3 times for 5 minutes in PBS before

incubating with Universal Blocking Solution (DakoCytomation Inc,

Mississauga, Ontario, Canada) for 20 to 30 minutes. Collagen

deposition was measured by using Van Giesen stain, and ASM was

identified by using human muscle-specific a-actin antibody (Novo

Castra Laboratories Ltd, Newcastle Upon Tyne, England, United

Kingdom).

In addition, we examined the tissues for possible differences

in terms of smooth muscle chemokine expression between the

2 groups of asthmatic patients. Tissue sections were stained with

mAbs that recognized human eotaxin (R&D Systems Inc,

Minneapolis, Minn) and IL-8 (Santa Cruz Biotechnology Inc,

Santa Cruz, Calif) and a polyclonal antibody directed against

human RANTES (R&D Systems Inc). These 3 cytokines have

previously been shown to be expressed by ASM.15-17 Slides were

then developed with StreptABComplex/horseradish peroxidase and

diaminobenzidine substrate, according to the manufacturer’s instruc-

tions (DakoCytomation Inc). After immunostaining, the extent of

ASM immunoreactivity for eotaxin, RANTES, and IL-8was assessed

by using the following scoring system (which refers to the percentage

of the tissue specimen that stained positively): 0, no staining; 1, 0% to

12.5%; 2, 12.5% to 25%; 3, 25% to 37.5%; 4, 37.5% to 50%; 5, 50%

to 62.5%; 6, 62.5% to 75%; 7, 75% to 87.5%; and 8, 87.5% to 100%.

Tissue morphometry

Image analysis was performedwith the Image Pro-Plus 4.0 system

(Media Cybernetics, Silver Spring, Md). Images were recorded on

a CCD color video camera (Sony, Montvale, NJ) mounted on

a conventional light microscope (Olympus Optical Co., Tokyo,

Japan) with a 43 objective. The program was used to analyze the

percentage of intact epithelium, areas of epithelium and smooth

muscle mass, subepithelial fibrosis, and distance between the epithe-

lial layer and smooth muscle. Two sections from 2 of the 6 biopsy

specimens taken for each subject were analyzed.
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Statistical analysis

The values shown are means 6 SEM and ranges unless

otherwise stated. Data were analyzed by using unpaired Student

t tests, and a P value of less than .05 was considered to be

statistically significant.

RESULTS

Patient characteristics

Biopsy specimens were taken from 15 subjects
with severe and 13 subjects with moderate asthma. The
median age of the severe group was 47 years (range, 25-61
years), with a male/female ratio of 7:8. The moderate
group had a median age of 49 years (range, 42-61 years)
and a male/female ratio of 7:6. The mean 6 SEM FEV1

percent predicted after albuterol was 72.7% 6 6.5% in
the severe group, reflecting persistent airflow limitation
despite maximal medical therapy, and 88.6% 6 4.8% in
the moderate group, reflecting well-preserved pulmonary
function.

Assessment of airway remodeling and
smooth muscle-specific a-actin
immunoreactivity

Airway remodeling was assessed by determining the
area and integrity of the epithelium, the smooth muscle
mass, the degree of subepithelial fibrosis, and the distance
between the epithelium and ASM on bronchial biopsy
tissues. The mean total tissue area of the biopsy specimens
obtained in the severe group (0.86 6 0.1 mm2) did
not differ significantly from that of the moderate group
(0.79 6 0.1 mm2). The mean smooth muscle area (Fig 1)
was 0.24 6 0.03 mm2 in subjects with severe asthma,
which was significantly greater (P< .001) than that seen in
the subjects with moderate asthma (0.05 6 0.01 mm2).
Smooth muscle was present in all sections that were
analyzed. The mean epithelial area measured 0.086 0.02

FIG 1. ASM mass in subjects with severe (diamonds, n = 15) and

moderate (triangles, n = 13) asthma. Each point represents the

mean area of ASM for a single subject.
mm2 in the severe group, a value that was not significantly
different from that of the moderate group (0.1 6 0.02
mm2). Subepithelial fibrosis was considered to be the area
of tissue beneath the epithelium that contained fibroblasts
and collagen. The area was circumscribed and measured
with an image analysis program (see the Methods section)
and reported as a percentage of the total area of the tissue
biopsy. The percentage of subepithelial fibrosis (Fig 2)
was also not significantly different (P = .20) between the
2 groups: subjects with severe asthma had a mean of
25.0% 6 3.0% and subjects with moderate asthma had
a mean of 19.3% 6 3.3% subepithelial fibrosis. The dis-
tance between the luminal aspect of the smooth
muscle layer and the epithelium (Fig 3) was significantly
different between the 2 groups (P < .001): the mean
distance measured 0.12 6 0.01 mm in the severe group

FIG 2. Percentage of subepithelial fibrosis in the airways of subjects

with severe (diamonds, n = 15) and moderate (triangles, n = 13)

asthma. Each point represents the percentage for a single subject.

Mean values are indicated by horizontal bars.

FIG 3. Distance from ASM to epithelium in subjects with severe

(diamonds, n = 15) and moderate (triangles, n = 13) asthma. Each

point represents the distance for a single subject. Mean values are

indicated by horizontal bars.
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and 0.24 6 0.02 mm in the moderate group (Fig 4, A
and B). We found a significant negative correlation (Fig 5)
between FEV1 percent predicted and smooth muscle area
in the severe group (r =20.58, P < .05) compared with
the moderate group, in which the correlation was not
significant (r = 0.19, P > .05).

FIG 4. Representative examples of hematoxylin and eosin staining

of bronchial biopsy specimens from subjects with moderate (A)

and severe (B) asthma showing a greater increase in ASM mass in

the subject with severe asthma compared with that in the subject

with moderate asthma. Note also the decreased distance between

the smooth muscle and epithelial layers in the subject with severe

asthma (Fig 4, A). C shows a representative example of immuno-

staining for eotaxin in the ASM of a subject with severe asthma.
There was no significant difference in terms of
RANTES expression between the 2 groups. The mean
score was 3.3 6 0.5 in the severe group and 2.2 6 0.6 in
the moderate group (Fig 6). However, the expression of
IL-8 and eotaxin in the ASM was significantly increased
in the severe group. The mean score for IL-8 expression
(Fig 6) in the severe group was 5.7 6 0.7, which was
significantly higher (P < .005) than that in the moderate
group (2.56 0.4). The severe group also had a mean score
of 5.7 6 0.5 for eotaxin staining (Fig 4, C, and Fig 6),
which was again significantly higher (P < .0005) than that
of the moderate group (2.2 6 0.5).

DISCUSSION

To date, few studies have been published on the
pathologic changes seen in the airways of subjects with

FIG 5. Correlation between FEV1 percent predicted and smooth

muscle area in subjects with severe asthma. Increasing smooth

muscle area correlates with a decrease in the FEV1 percent

predicted (r = 20.58, P < .05).

FIG 6. Expression of RANTES, IL-8, and eotaxin by ASM in subjects

with severe and moderate asthma. SEM values are indicated by

error bars.
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well-defined severe asthma. Our study groups were char-
acterized from the standpoint of disease severity, and for
the severe group, poor compliance with medications was
excluded as a cause of lack of disease control. The subjects
with moderate asthma were receiving substantial doses of
inhaled corticosteroids, as well as other adjunctive treat-
ments, despite receiving lower overall doses of medica-
tions than the severe group. Therefore they differed from
the severe group predominantly in relation to the control
of their asthma. The severe group was comprised of
patients who were not optimally controlled, despite doc-
umentation of compliance with maximal medical therapy.
The severe group was therefore refractory, at least in part,
to the usual medications for asthma. In consequence, we
were able to address the potential contribution of airway
remodeling to severity of disease in these subjects without
confounders such as noncompliance.

The nature of airway remodeling in severe asthma
has not been adequately documented, and analysis of the
changes in the airways has the potential to shed light on
the pathophysiology of poor asthma control.21 Persistent
inflammation in bronchial tissues, along with the ensuing
activation of epithelial, subepithelial, and smooth muscle
cells, presumably lead to structural changes known as
airway remodeling. Since all our subjects were receiving
corticosteroid therapy, we chose to focus on the structural
abnormalities that might distinguish them from subjects
with moderate asthma. A variety of changes have been
reported in endobronchial biopsy specimens obtained
from a range of asthmatic subjects.13,14 Epithelial desqua-
mation has been reported as an injury suffered by the
airway lining as a result of allergen exposure. Denudation
of the airway epithelium was reported as a significant
finding in some early autopsy studies of asthmatic sub-
jects. Indeed, there were early reports of epithelial loss
seen on endobronchial biopsy specimens from asthmatic
patients that was thought to be a factor in the pathophys-
iology of asthma.22 However, these findings have been
recently challenged. The detachment of epithelial cells
from the basement membrane might be an artefactual
finding related to the biopsy procedure itself or to the
tissue processing.23 In this study we did not find a dif-
ference in total epithelial area between subjects with
severe and moderate asthma. Furthermore, the disruption
to the integrity of the epithelium was not any greater in the
severe group compared with that seen in the moderate
group.

Subepithelial fibrosis is a feature of airway remodeling
that has received considerable attention. The significance
of subepithelial fibrosis for airway function in asthma
is uncertain, although it has been argued that it might serve
to impede brochoconstriction.24 Whether the stimulation
for production and deposition of extracellular matrix
proteins from myofibroblasts comes from signals from
the epithelium or from inflammatory cell mediators is not
entirely clear.25,26 Previous studies have shown that sev-
eral profibrotic mediators are involved in the formation of
subepithelial fibrosis in asthma.27 It has also been demon-
strated that there are increased amounts of fibronectin,
tenascin, and collagen I, III, and V deposited beneath the
basement membrane, which leads to its thickening and
potentially aggravates clinical symptoms by affecting
small-airway caliber. However, there was no statistically
significant difference between the subjects with moderate
and severe asthma in terms of the degree of subepithelial
fibrosis present. Benayoun et al28 reported an increase in
collagen III expression in their sample of subjects with
severe asthma but used a scoring technique to evaluate
fibrosis. Interestingly, their patients also demonstrated
more severe and possibly irreversible airflow obstruction
(FEV1 approximately 50%). It is conceivable that perma-
nent airflow limitation might result from excessive colla-
gen deposition in the subepithelial space.

There is a lot of interest surrounding the changes in
ASMduring remodeling. Several publications have shown
that ASM cells either undergo hyperplasia29 or become
hypertrophied,30,31 thereby occupying greater space with-
in the airway wall and thus contributing to mechanical
narrowing of the lumen, especially during episodes of
bronchoconstriction.32 An increase in force generation by
the contracting muscle might also overcome endogenous
impedances to airway narrowing, such as lung paren-
chymal elasticity, to cause excessive airway narrowing.
Indeed, an uncoupling of the airway from the parenchyma
through an alteration in alveolar attachments or through
adventitial edema has been suggested as a potential cause
of airway hyperresponsiveness in asthma.33 Unfortunately
bronchoscopic biopsy specimens yield no data on the
adventitial portion of the airway wall. Our morphometric
studies revealed a markedly increased muscle mass in
airway tissues obtained from subjects with severe asthma
comparedwith subjectswithmoderate asthma. In addition,
the smooth muscle was located much closer to the epithe-
lium in subjects with severe asthma, perhaps reflecting a
phenomenon of migration of smooth muscle cells toward
the epithelial surface. It is not yet known whether migra-
tion is a feature of existing smooth muscle cells within the
airway or whether it occurs through attraction of circulat-
ing precursor stem cell populations. Another explanation
for the close proximity of smooth muscle to the epithelium
in subjectswith severe asthma is that growth factors arising
from the epithelium lead to growth closer to the epithelium.
However, the growth factors responsible for ASM growth
in asthma and their sources are as yet unknown.

Finally, the greater smooth muscle mass seen in the
airways of subjects with severe asthma also appears to
have a more secretory phenotype than in subjects with
moderate asthma, as evidenced by the increased expres-
sion of IL-8 and eotaxin. These cytokines are likely to be
pivotal in the ongoing inflammatory cycle that character-
izes the airways of patients with severe refractory asthma.
However, the characterization of the inflammatory cells
within the smooth muscle layer seems to be incomplete,
having been reported only for mast cells that are present in
the muscle layer.34

We have shown in the current study that increasedASM
mass and shorter smooth muscle to epithelium distances
are selectively seen in airway tissue of subjects with severe
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asthma. These findings are significant because they dem-
onstrate a remodeling process that is quite substantial in
severe asthma. This permanently altered structure might
explain why this population of patients is clinically more
symptomatic when compared with subjects with better-
controlled moderate asthma. Perhaps the presence of fib-
rosis in the subepithelial compartment, which was not
increased in our subjects with severe asthma, is required
for more severe permanent airflow limitation. Our findings
provide support for the theory that smooth muscle alter-
ation is the key structural change that distinguishes severe
frommoderate asthma and suggest that the smooth muscle
has a more secretory phenotype. Further studies linking
specific causative mechanisms to this remodeling phe-
nomenon are required.

REFERENCES

1. Hansel TT, Barnes PJ. Novel drugs for treating asthma. Curr Allergy

Asthma Rep 2001;2:164-73.

2. Nakagawa T, Hoshino M. Airway remodeling in asthma: an introduction.

Clin Rev Allergy Immunol 2004;27:1-2.

3. Bumbacea D, Campbell D, Nguyen L, Carr D, Barnes PJ, Robinson D,

et al. Parameters associated with persistent airflow obstruction in chronic

severe asthma. Eur Respir J 2004;24:122-8.

4. Ayres JG, Miles JF, Barnes PJ. Brittle asthma. Thorax 1998;53:315-21.

5. Chung KF, Godard P, Adelroth E, Ayres J, Barnes N, Barnes P, et al.

Difficult/therapy-resistant asthma: the need for an integrated approach to

define clinical phenotypes, evaluate risk factors, understand pathophys-

iology and find novel therapies. ERS Task Force on Difficult/Therapy-

Resistant Asthma. European Respiratory Society. Eur Respir J 1999;13:

1198-208.

6. Bel EH. Clinical Phenotypes of asthma. Curr Opin Pulm Med 2004;10:

44-50.

7. Jatakanon A, Uasuf C, Maziak W, Lim S, Chung KF, Barnes PJ.

Neutrophilic inflammation in severe persistent asthma. Am J Respir Crit

Care Med 1999;160:1532-9.

8. ten Brinke A, Zwinderman AH, Sterk PJ, Rabe KF, Bel EH. Factors

associated with persistent airflow limitation in severe asthma. Am

J Respir Crit Care Med 2001;164:744-8.

9. Wenzel SE, Schwartz LB, Langmack EL, Halliday JL, Trudeau JB,

Gibbs RL, et al. Evidence that severe asthma can be divided patholog-

ically into two inflammatory subtypes with distinct physiologic and

clinical characteristics. Am J Respir Crit Care Med 1999;160:1001-8.

10. Jeffery PK. Remodeling in asthma and chronic obstructive lung disease.

Am J Respir Crit Care Med 2001;164(suppl):S28-38.

11. Bento AM, Hershenson MB. Airway remodeling: potential contributions

of subepithelial fibrosis and airway smooth muscle hypertrophy/hyper-

plasia to airway narrowing in asthma. Allergy Asthma Proc 1998;19:

353-8.

12. Lambert RK, Wiggs BR, Kuwano K, Hogg JC, Pare PD. Functional

significance of increased airway smooth muscle in asthma and COPD.

J Appl Physiol 1993;74:2771-81.

13. Benayoun L, Druilhe A, Dombret MC, Aubier M, Pretolani M. Airway

structural alterations selectively associated with severe asthma. Am

J Respir Crit Care Med 2003;167:1360-8.

14. Woodruff PG, Dolganov GM, Ferrando RE, Donnelly S, Hays SR,

Solberg OD, et al. Hyperplasia of smooth muscle in mild to moderate
asthma without changes in cell size or gene expression. Am J Respir Crit

Care Med 2004;169:1001-6.

15. John M, Au BT, Jose PJ, Lim S, Saunders M, Barnes PJ, et al.

Expression and release of interleukin-8 by human airway smooth muscle

cells: inhibition by Th-2 cytokines and corticosteroids. Am J Respir Cell

Mol Biol 1998;18:84-90.

16. John M, Hirst SJ, Jose PJ, Robichaud A, Berkman N, Witt C, et al.

Human airway smooth muscle cells express and release RANTES in

response to T helper 1 cytokines: regulation by T helper 2 cytokines and

corticosteroids. J Immunol 1997;158:1841-7.

17. Ghaffar O, Hamid Q, Renzi PM, Allakhverdi Z, Molet S, Hogg JC, et al.

Constitutive and cytokine-stimulated expression of eotaxin by human

airway smooth muscle cells. Am J Respir Crit Care Med 1999;159:

1933-42.

18. American Thoracic Society. Proceedings of the ATS Workshop on

Refractory Asthma: Current Understanding, Recommendation, and

Unanswered Questions. Am J Respir Crit Care Med 2000;162:2341-51.

19. Julius SM, Sherman JM, Hendeles L. Accuracy of three electronic

monitors for metered-dose inhalers. Chest 2002;121:871-6.

20. Giaid A, Michel RP, Stewart DJ, Sheppard M, Corrin B, Hamid Q.

Expression of endothelin-1 in lungs of patients with cryptogenic

fibrosing alveolitis. Lancet 1993;341:1550-4.

21. Vignola AM, Mirabella F, Costanzo G, Di Giorgi R, Gjomarkaj M,

Bellia V, et al. Airway remodeling in asthma. Chest 2003;123(suppl):

417S-22S.

22. Jeffery PK, Wardlaw AJ, Nelson FC, Collins JV, Kay AB. Bronchial

biopsy in asthma. An ultrastructural, quantitative study and correlation

with hyperreactivity. Am Rev Respir Dis 1989;140:1745-53.

23. Ordonez C, Ferrando R, Hyde DM, Wong H, Fahy JV. Epithelial

desquamation in asthma: artifact or pathology? Am J Respir Crit Care

Med 2000;162:2324-9.

24. WiggsBR,HrousisCA,Drazen JM,KammRD.On themechanismofmucosal

folding in normal and asthmatic airways. J Appl Physiol 1997;83:1814-21.

25. Morishima Y, Nomura A, Uchida Y, Noguchi Y, Sakamoto T, Ishii Y,

et al. Triggering the induction of myofibroblast and fibrogenesis by

airway epithelial shedding. Am J Respir Cell Mol Biol 2001;24:1-11.

26. Sun G, Stacey MA, Bellini A, Marini M, Mattoli S. Endothelin-1 induces

bronchial myofibroblast differentiation. Peptides 1997;18:1449-51.

27. Chakir J, Shannon J, Molet S, Fukakusa M, Elias J, Laviolette M, et al.

Airway remodeling-associated mediators in moderate to severe asthma:

effect of steroids on TGF-beta, IL-11, IL-17 and type 1 and type Z

collagen expression. J Allergy Clin Immunol 2003;111:1293-8.

28. Benayoun L, Druilhe A, Dombret M, Aubier M, Pretolani M. Airway

structural alterations selectively associated with severe asthma. Am

J Respir Crit Care Med 2003;167:1360-8.

29. Cohen MD, Ciocca V, Panettieri RA Jr. TGF-beta 1 modulates human

airway smooth-muscle cell proliferation induced by mitogens. Am

J Respir Cell Mol Biol 1997;16:85-90.

30. Ebina M, Takahashi T, Chiba T, Motomiya M. Cellular hypertrophy

and hyperplasia of airway smooth muscles underlying bronchial asthma.

A 3-D morphometric study. Am Rev Respir Dis 1993;148:720-6.

31. Carroll N, Elliot J, Morton A, James A. The structure of large and small

airways in nonfatal and fatal asthma. Am Rev Respir Dis 1993;147:

405-10.

32. James AL, Pare PD, Hogg JC. The mechanics of airway narrowing in

asthma. Am Rev Respir Dis 1989;139:242-6.

33. Macklem PT. A theoretical analysis of the effect of airway smooth

muscle load on airway narrowing. Am J Respir Crit Care Med 1996;153:

83-9.

34. Brightling CE, Bradding P, Symon FA, Holgate ST, Wardlaw AJ,

Pavord ID. Mast-cell infiltration of airway smooth muscle in asthma.

N Engl J Med 2002;346:1699-705.


	Differences in airway remodeling between subjects with severe and moderate asthma
	Methods
	Subjects
	Bronchoscopy and tissue processing
	Tissue morphometry
	Statistical analysis

	Results
	Patient characteristics
	Assessment of airway remodeling and smooth muscle-specific alpha-actin immunoreactivity

	Discussion
	References


