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Soriano JB, Rodriguez-Roisin R. PATS 2011 (in press).
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Eur Respir J 2010; 36 995-1001
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Copyight©ERS 2010

PERSPECTIVE

Prioritised research agenda for prevention
and control of chronic respiratory diseases

, E.D. Bateman, G. Viegi, A.A. Cruz, N. Khaltaev, N. Ait Khaled,
Barreto, N. Billo, G.W. Canonica, K-H. Carlsen,
n, L.M. Fabbri, M.W. Gerbase, M. Humbert,

avannes, A. Chuchalin, J. Drazen,
,» M.R. Masjedi, S. Makino, K. Rabe, T. To and L. Zhi

“Hay 210 millones de personas con EPOC en el Mundo...”

1,1 billones e Fumadores

400 millones < Rinitis (excl. asma)

e 300 millones + Asma

e 210 millones +« EPOC

e >100 millones ¢ Trastornos del sueno

« >50 millones < Otras Enf. Resp. Cr.
Bousquet J, et al. ERJ 2010.
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EPOC e infradiagndstico

Screening tor and early detection ot chronic obstructive
pulmonary disease

Joan B Soriano, Jan Zielinski, David Price
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Soriano JB, Zielinski J, Price D. Lancet 20009.
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Tendencias de la mortalidad por EPOC en
Espaina, por sexo
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9.1% in 1997 (IBERPOC) 10.2% in 2007 (EPI-SCAN)

Geographic Variations in Prevalence

and Underdiagnosis of COPD*

Results of the IBERPOC Multicentre Epidemiological Study
Victor Sobradillo Peiia, MD; Mare Miravitlles, MD: Rafael Cabriel, MD;

Carlos A, Jiménez-Buiz, MD; Carlos Villasante, MD; Juan Fernando Masa, MD;
José Luis Vigfo. MD: and Lorenzo Ferndndes-Fau. MD

Prevalence of COPD in Spain: impact of undiagnosed
COPD on quality of life and daily life activities

M Mirawtiles," J B Sonano,? F Garcia-Rio,? L Mufoz* E Duran-Taulena,® G Sanchez
V Sobradillo.” J Ancoches®

Objeciives: To ascertain the prevalence, diagnostic level, and weatment of COPD in Spain through a
multicenter study comprising seven c]lfferenl geu.:_..mphle arens.
Design ml(fpamnpmlm This is an epid logic, mul r, population-based study conducted inseven
areas ||f5|nnn A total of 4035 men and women (age range. 400 69 vears) who were randomly selected
from a target population of 236,412 subjects participated in the slucl}'.
Interventions: Eligible subjects answered the Ewropean Commission for Steel and Coal questionnaire.
Spirometry was performed, followed by a bronchodilator test when bronchial obstruction was present.
Results: The prevalence of COPD was 9,1% (93% confidence interval [CI], 8.1 to 10.2%]), 15% in smokers
(95% CI, 12.8 o 17.1%), 12.8% in ex-smokers (95% CI, 10.7 to 14.5%). snd 4.1% in nonsmokers (95% CIL,
3.3 10 5.1%). The prevalence in men was 14.3% (95% CL 12.8 to 15.9%) and 3.9% in women (95% CL 3.1
0 4.8%). Marked differences were observed between sexes in smoking: the percentage of n(lnsmuken
was 23% in men and 76.3% in women (p < 0.0001). The prevalence of COPD varied among the areas,
ranging From 4.9% (95% CL 3.2 w0 T0%) in the area of the Jowest prevalence o 18% (95% CI. 14.5 w
21.2%) in the area of the highest. There was no previous diagnosis of COPD in 78.2% of cases (284 of 363).
Only 49.3% of patients with severe COPD. 11.8% of patients with moderate COPD. and 10% of patients
with mild COPD were receiving some kind of treatment for COPD. Multivariate analysis showed that
indivicduals had a higher probability of having received a previous diagnosis of COPD if they lived in urban
areas, were of male gender. were > G0 vears old. had higher educational levels, had > 15 pack-year
smoking history, or had symptoms of chronic bronchitis.
Conclugions: COPD is a very [requent disease in Spain, and presents significant geographic vaniations
and a very low level of previous diagnosis and trestment. even in the most advanced cases.
(CHEST 2000 118:981-959)

Sobradillo-Pena V, et al. Chest 2000.

Figure 1 Chronic obstructive pulmonary
disease (COPD) prevalence
{postbronchodilator FEV,/FVC {forced
expiratory volume in 1 s/forced vital
capacity) <<0.70) and GOLD (Global
Initiative for Chronic Obstructive Lung
Disease) severity stages by gender and
age group. M, men; W, women; T, total.
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cimpeed with mricpant withad COPD.
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The protom] of the EFISCAN study has been
published elsewhere * Braefly, i was a multcenoe,
crs-gectional, popubton-hased, observatonal
study aonducterd in 11 sies m 10 cres m Spam
(Barceloma, Burgos, Cérdoba, Fuesz, Madnd frwo
areas), Bequena, Sevilla, Owieda, Yic and ¥iga)
remesenting diffeert gengraphic, dimanc and
OCoemnomE ramons. A pron ample e
calulition estmated that assuming an expecred
prevalence of 12% denived from a previous study,
and consdering the different OOTD criteria used m
hath surveys ! with a. 'pm:mnnf 41 and 1.\m]1

e rw rom - '

Miravitlles M, et al. Thorax 20009.
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40 a 80 afnos

HOMBRES 15,1%
(13,5-16,8)

MUJERES 5,7%
(4,7-6,7)

Razdn de Prevalencias entre areas
= 2,7 veces

Miravitlles M, et al. Thorax 2009.
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OINFRA-DX GLOBAL DE EPOC
40 a 80 anos : 73,1%

UENA
58,6%

Razon de InfraDiagnostico entre areas

= 1,57 veces

Soriano JB, et al. Arch Bronconeumol 2010.
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Rl DEFINICION Y ESTADIAJE FUNCIONAL DE EPOC

NICE
(2004)

GOLD ATS/ERS SEPAR/ALAT
(2008) (2004) (2007)

& PaUtaS para el manejo Definicion  FEV,/FVC < 0,7  FEV,/FVC < 0,7 FEV,/FVC « |

de EPOC postbronco- postbronco- postbronco prebroncodila-
dilatacion dilatacion dilatacion tacion y seglin
(por debaj@del FEV, < 80%
LIN en pergbnas

del paciente con + de 60 anf)

Clasificacion de EPOC segun (FEV, %)

FEV,/FVC < 0,7

Ligera >80% >80% >80% 50-80%
Moderada  79-50% 50-80% 50-80% 30-49%
O Grave 49-30% 30-50% 30-50% <30%
Muy grave  <30% o <50% <30% < 30% 0 < 50%
con insuficiencia con insuficiencia
respiratoria respiratoria
20 ediCiOﬂ GOLD: Grupo de iniciativa global de la enfermedad pulmonar obstructiva. ATS: Sociedad Ame-
ricana del Torax. ERS: Sociedad Europea de Respiratorio. SEPAR: Sociedad Espanola de Neumo-
'l logia y Cirugia Toracica. ALAT: Sociedad Toracica Latinoamericana. LIN: Limite inferior de lo
normal. NICE: Instituto nacional de excelencia clinica. EPOC: Enfermedad pulmonar obstructi-
va cronica. FEV,: Volumen espiratorio forzado en un segundo. CVF: Capacidad vital forzada.
Coordinadores
Pere Almagro
Juan Custardoy Por tanto, ;qué debemos hacer los internistas?
Carlos M* San Roman _ _
Gabriel Zubillaga Cuando un problema es tan complejo, lo que hay que hacer con vistas a la

practica clinica diaria es simplificarlo y, a mi criterio, asumir el tabaquismo
como factor fundamental en la etiologia de la EPOC, ya que cumple todos los
postulados de causalidad y, a pesar de sus limitaciones, defender los viejos
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The Finnish Action Programme:
Resultados interinos a los 6 anos

'‘Chronic bronchitis and chronic obstructive pulmonary
disease. The Finnish Action Programme,
Ainterim report

A. Pietinalho®*, V.L. Kinnula®, A.R.A. Sovijarvi, S. Vilkman9,

®Filha (Finnish Lung Health Association), Sibeliuksenkatu 11 A 1, FI-00250 Helsinki, Finland

®Department of Pulmonary Medicine, University of Helsinki and Helsinki University Hospital, Box 34, FI-00029 HUS, Finland
“Department of Clinical Physiology, University of Helsinki and Helsinki University Hospital, Box 34, FI-00029 HUS, Finland
9Department of Pulmonary Medicine, Porvoo Hospital, Sairaalatie 1, FI-06200 Porvoo, Finland

“Department of Pulmonary Medicine, Lapland Central Hospital, Box 8041, FI-96101 Rovaniemi, Finland

*Department of Pulmonary Medicine, Turku University Hospital, Alvar Aallon tie 275, FI-21540 Preitild, Finland
EUniversity of Helsinki, Box 63, FI-00014 Helsinki, Finland
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atory infections
Previous tuberculosis
Socioeconomic status
Nutrition
Comorbidities

- S, organic and inorganic
. Indunr air pollution from heating and cooking with bio-
mass in poorly vented dwellings
« Qutdoor air pollution
Lung Growth and Development
Oxidative stress

Global Initiative for Chronic

Obstructive Oooéo
Lung R
Disease

Q%“\’ W47y, [@

% &
IRUCTIVG

GLOBAL STRATEGY FOR THE DIAGNOSIS,
MANAGEMENT, AND PREVENTION OF
CHRONIC OBSTRUCTIVE PULMONARY DISEASE

GOLD (2009 update), p 16
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Ageing populations: the challenges ahead

Kaare Christensen, Gabriele Doblhammer, Roland Rau, James W Vau pel

If the pace of increase in life expectancy in developed countries over the past two centuries continues through the
21st century, in France, Germany, Italy, the UK, the USA, Canada, Japan, and other
countries with long life expectancie Although trends difter between countries,
populations of nearly all such countries are ageing as a result of low fertility, low immigration, and long lives. A key
question is: are increases in life expectancy accompanied by a concurrent postponement of functional limitations and

disabilitv? The answer is still open, but research suggests that ageing processes are modifiable and that —
ﬁ This finding, together with technological and medical development an

redistribution of work, will be important for our chances to meet the challenges of ageing populations.

1956 2006 2050 Lm-ﬁ!'t .'-_'I:IEIEIr 3?4 1195‘2':'8

80 years
Christensen K, et al.
Lancet 2009.
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Centenarios en Espana

 Actualmente, 7.200 .
espanoles superan los 100 !
anos

e Andalucia liderala lista
con 1.018.

o Allivivio la persona mas
longeva hasta la fecha de
todo el pais, una mujer que
fallecid alos 114 anos...

EL PAIS 14 marzo 2011.
[LEONCIA GONZALEZ, 101 ANOS]
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Editorial

COPD—more than just tobacco smoke

On Sept 12-16, Vienna hosts the European Respiratory
Society's annual congress, the largest in pulmonary
medicine in the world. As a prelude to the meeting,
The Lancet today is devoted to chronic obstructive
pulmonary disease (COPD). WHO estimates that
210 miillion people have COPD worldwide. This number
could be higher because many people with COPD often
do not seek medical help until the disease worsens.
COPD is now an umbrella term to cover emphysema and
chronic bronchitis, among others, all of which used to be
considered separate conditions. The disease is the fourth
leading cause of death in the world, but by 2030 it is
expected to be the third, behind ischaemic heart disease
and cerebrovascular disease,

With such a high burden, emphasis on better diagnosis,
management, and identification of at-risk groups must
be achieved. In today’s issue, Joan Soriano and colleagues
review spirometry, the mainstay of diagnosis. They call for
better screening with spirometry, because early detection
comelates with better outcomes. Spirometry is also used
to classify COPD into four subgroups—mild, moderate,
severe, and very severe. This classification helps guide
the type of treatment options offered. For most patients,
longacting inhaled B, agonists, inhaled antimuscarinics,
and inhaled corticosteroids in differing combinations
are the foundation of effective management. Treatment
with  the anti-inflammatory  phosphodiesterase-4
inhibitor roflumilast is presented in two randomised
trials from Peter Calverley's group. The overall findings
of the two studies suggest that there is benefit to
patients with COPD, with a reduction in exacerbations,
and improvemnent in lung function, when roflumilast is
combined with a longacting bronchadilator or longacting
inhaled antimuscarinics.

For a long time COPD has been thought of as a smokers’
disease, and not without reason. Those who smoke
damage their lungs and create the pathophysiological
environment for this disease. However, as Holger
schiinemann points out in a Comment in today’s issue, a
worldwide ban on tobacco would indeed benefit health
substantially both at the population and individual
level—yet the world is not ready for such a bold ban.
sundeep Salvi and Barnes explore the aeticlogy of COPD
and highlight the need for greater focus on risk factors
other than smoking. They argue that smoking is not

wew thelancet.com Vel 374 Avgust 29, 2009

the higgest risk factor for COPD, and that this has been
reported as early as 1963. Interest in COPD in non-
smokers has increased in the past 5§ years, although
smoking has still remained the emphasis of most research.
The Global initiative for chronic Obstructive Lung Disease
(GOLD) points out in its guidelines that COPD is caused
by “Tobacco smoke, occupational dusts and chemicals,
indoor air pollution and outdoor air pollution”, putting
these inhalation exposures under one blanket. Salvi and
Barnes take this further, listing indoor air pollution from
biomass fuel, pulmonary tuberculosis, chronic asthma,
and socioeconomic status as additional risk factors in the
development of COPD. Previous evidence suggests that
occupational exposure to different compounds can lead
to long-term severe sequelae in the respiratory system
(eg, ashestos and mesothelioma); therefore, it is not a
great leap to think that occupational exposures are also
impartant risk factors for COPD.

In parts of Africa tuberculosis is synonymous with HIV
and therefore a diagnosis of either carries a large stigma.
If patients with tuberculosis have an increased risk of
COPD, could this population be under-represented in
this continent? Will patients who have symptoms not
present to health-care providers for fear of a diagnosis
of tuberculosis, when in fact it is COPD? Education and
increased awareness could be an answer for some of these
patients, as well as an increased effort to destigmatise
the association of tuberculosis and HIV by those health-
care professionals working within this community.

Chronic asthma is also of interest because it carries
a greater risk of developing COPD than that caused by
smoking. If asthma development is on the increase
around the world, COPD incidence is likely to increase as
well, perhaps even more so than the current predictions.
Biomass fuel (coal, wood, and charcoal) has an exposed
population of 3 billion, compared with 1 billion for those
exposed to tobacco—making such fuel an important
target in COPD prevention. This problem is not just one
for developing countries. Even if over half of those who
have COPD are non-smokers, the battle against smaoking
and health promotion to quit smoking should continue.
However, the identification and education of those who
are at risk from other inhalation exposures, both at home
and at work, especially in developing countries, also needs
to become a priority. @ The Lancet

Soo Comment page 667
See Articles pages 685 and

G5

See Review pages 721 and 733

For GOLD see hitpfaww,

goldeopd.com/Guiddineitem.

aspTfl-2802-18intkd- 2003
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M >75%
3 51-75%
B 26-50%
[ <25%
[ Nodata

Salvi S, Barnes PJ. Lancet 20009.
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“...Smoking causes over 90% of COPD and
lung cancer.”

4t US Surgeon’s General Report (US Dept of H); 2004
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Martin Centeno A, et al. Invest Clin Farmacol 2005.
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Fomentae de pacentes con cada imtamiento Fomentae de pacentes con cada imtamiento
TABLA 2 ’ - : .
Caracteristicas de las poblauones
de ambos_gseterd . H m'._’_L ’-‘
o o
IDENTEQC VICE IDENTEQC VICE
m B2 A =] r m B2 A =3 24
Numero de pacientes B pratmpe L i B praimp 5 12
Edad (afios) L o —— o —
Varones = Tachins 4 = 0 Teohina = s
IMC (kg/mz) O Estomicles omlies ] 7 O Estomicles orales ] 5
Tabaquismo O Nckupio 42 = Todropio 8
Ex fumador 73,4% 61,4% —E P —— P —
Fumador activo 19.1% 22.6%
No fumador 7,5% 16% TR o pacenies con cack e TR o pacanies con cack e
FEV;, (%) 44,3 + 15,2 55,11 + 14,31
FEV,/FVC 0 51 + 0, 11 0,61 £0,14
Puntuacion total media SGRQ 47.3 + 20,'?r 47.3 + 20,7 = =
Disnea
Grado | 27,40% 46% 0 0
Grado Il 41,5% 24,9% —— A 12 —— s Lz
Grado Il 28,4% 11,1% pep— = = = prasopo P 2
Grado IV 2,7% 3.4% mezAL = = m ez AL 48 =
Gravedad E :D..,_ : ; E -:.m. E :
Leve 20?10% 33?8% O Estamicles orhss ] 7 [ Estamicies crahss B8 18
Moderada 42,10% 49 3% = Tiowopo - = Towropo a7
Grave 37.,80% 16.,8% DsB2AL 5 DsB2AL =
EBFOC modemda BFOC pave
FEV,: volumen espiratorio forzado en el primer sequndo; FVC: capacidad vital g%;&%gﬁm rﬁgﬁgm%zaq%ﬁ :;th{gg o fd' piracia ﬁiﬁgﬁ;ﬁ&%
forzada; IMC: indice de masa corporal. orciom farga, CF corticakdes Inhalados,

lzquierdo Alonso JL. Rev Clin Esp 2008.
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Comorbidity and gender-related differences in
patients hospitalized for COPD. The ECCO study

P. Almagro ®*, F. Lépez Garcia®, FJ. Cabrera €, L. Montero f'_, D. Morchon €
J. Diez', JB. Soriano %, GRUPO EPOC DE LA SOCIEDAD ESPANOLA DE
MEDICINA INTERNA

Table 1  Baseline sociodemographic and clinical charactepisiies ne 398 participants, by gender.
Men N = 353 (89%) Women N = 45 (11%)  Total

73.9 (8.8) 72.8 (9.3) 73.7 (8.9)

Variable

Age, mean (SD)
Age groups, n (%)

<60 years / 5 (11.1%) 29 (7.3%)

60—70 years 68 : .

70—80 years 165 (46 7%} 21 (46.7%) 186 (46.7%)

>80 years 96 (27.2%) 11 (24.4%) 107 (26.9%)
Smoking, n (%) 0.001

Smoker 60 (17%) 8 (17.8%) 68 (17.1%)

Ex-smoker 279 (79%) 9 (20%) 288 (72.4%)

Non-smoker 14 (4%) 28 (62.2%) 42 (10.6%)
Packs/year, mean (SD)? 49.2 (31.9) 42.8 (33) 57.2 (27.3) 0.39
BMI, mean (SD) 26.9 (5.2) 26.9 (5) 271(5.2) 0.9

Almagro P, et al. Respir Med 2010.



Phenotypic Heterogeneity of Chronic Obstructive Pulmonary Disease

Judith Garcia-Aymerich,*><4 Alvar Agusti,¢ Joan A. Barbera,f José Belda,¢ Eva Farrero,” Antoni Ferrer,
Jaume Ferrer, Juan B. Galdiz,* Joaquim Gea,'™" Federico P. Gomez,! Eduard Mons6,° Josep Morera,?
Josep Roca,f Jaume Sauleda,*¢ and Josep M. Anto,>><4* on behalf of the Working Group on the
Phenotypic Characerization and Outcome of Chronic Obstructive Pulmonary Disease (PAC-COPD)

Hipsrseeracin mucosa cronica
Sintamas respiratorios y Estado de Salud Disnea
Calidad ca vida relacicnada con b salud

Figura 1. Matriz fenotipica multidimensional de EPOC. Cada celda incluye las referencias bibliograficas mas relevantes sobre la interrelacion de los rasgos fenotipicos
interseccionados. FEV,: volumen espiratorio forzado en el primer segundo; FVC: capacidad vital forzada; DLCO: difusion alveolar de mondxido de carbono corregida para el
volumen alveolar; PaCO,: presion arterial de anhidrido carbénico; Pa0O,: presion arterial de oxigeno.

Garcia-Aymerich J, et al. Arch Bronconeumol 2009.



Indices multi-componente de EPOC

BODE:

mMBODE:
e-BODE:
BODE-X :

BOD:
ADO:
CPlI:
SAFE:

DOSE:

IMC, Espirometria, Disneay Prueba de la marcha
IMC, Espirometria, Disnea y VO,

BODE + Exacerbaciones

IMC, Espirometria, Disnea y Exacerbaciones

IMC, Espirometriay Disnea

Edad, Disneay FEV,

Enfermedad cardiovascular, FEV,, Edad, Sexo, IMC
y Exacerbaciones

Enfermedad cardiovascular, FEV, y Prueba de la

marcha)
Disnea, Tabaquismo, FEV, y Exacerbaciones
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EPOC: las cuestiones pendientes

A corto | (i) Alcanzar un consenso sobre una definicion universal de EPOC, las
plazo exacerbaciones de la EPOC y los factores de riesgo para las

exacerbaciones, y abordar las deficiencias en nuestro conocimiento
para entender los mecanismos de las exacerbaciones

(i) Proponer resultados esenciales referidos por los pacientes (Patient
reported outcomes o PROSs) que sean aceptables a nivel internacional

(i) Estimar (y monitorizar anualmente) el nimero de paises con acceso a
espirometria, medicamentos esenciales para los trastornos
respiratorios cronicos su atencion adecuada

A medio | (iv) Realizar mas encuestas para evaluar la prevalencia de EPOC, los
factores de riesgo y comorbilidades (enfermedades cardiovasculares,
plazo . . . .
cancer y diabetes) en estudios de base poblacional

A largo (v) Evaluar los beneficios del tratamiento en ambos EPOC y todas las
enfermedades no transmisibles en el tratamiento de las enfermedades
plazo S "
individuales, en los OPI, los resultados de salud especificos y
generales, asi como de los costes.

Bousquet J, et al. Eur Respir J 2010.



Formulas ganadoras en EPOC

 Nuevas perspectivas y visiones mas globales y
globalizadas

e Favorecer un mayor intercambio de ideas

* y la estrecha colaboracion de Medicina Internay
Neumologia con los médicos de Atencion Primaria

Soriano JB. “EPOC en Perspectiva”. En Actualizacion en EPOC. Ed.:
Martin-Escudero JC 2011 (en prensa).



CONCLUSIONES:

En la EPOC, ¢;han cambiado ...
e su distribucion? Si

e sus factores de riesgo?
e SU presentaclon.clinica? éprobablemente

No,probablemente
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