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Background and Objectives: Despite a population of 600,000 people from 900 islands,
there is little published data on the prevalence of lung disease in the Solomon Islands. We
sought to 1) estimate the prevalence of obstructive lung disease (OLD) in Gizo, Solomon
Islands, 2) identify risk factors for respiratory disease in this population and 3) review
current management practices for respiratory disease through an audit of local emergency
department (ED) presentations.

Methods: A two-part mixed methods study was performed between March and May 2019;
the first was a population-based, cross-sectional study conducted in Gizo, Solomon Islands,
with a random sample undergoing questionnaires and spirometry. The second was an audit of
Gizo Hospital ED records to assess presentation numbers, diagnoses and outcomes.
Results: A total of 104 patients were randomly selected for spirometry. The mean age was 46.9
years. Current smoking rates were high (24.0% overall, 43.3% age <40, 16.2% age > 40) as was
regular (>10h/week) exposure to indoor/enclosed wood fire ovens (51.5%). The prevalence of
COPD was 3.2% overall. A further 9.7% of participants demonstrated significant bronchodilator
responsiveness suggestive of possible asthma. Most patients seen in ED presented with
a respiratory condition or fever/viral illness, but spirometry was not available. Only four out-
patients were prescribed salbutamol and two patients inhaled corticosteroid.

Conclusion: There appears to be a high burden of obstructive lung disease in the Solomon
Islands with high smoking rates, indoor smoke exposure and bronchodilator responsiveness.
Respiratory symptoms are common amongst hospital ED presentations; however, inhaled
asthma treatments are infrequently prescribed to outpatients.

Keywords: obstructive lung diseases, COPD, asthma, inhalational exposure, Pacific Islands

Introduction
Despite a population of over 680,000,' there is little published data on the pre-
valence of lung disease in the Solomon Islands. It is estimated that currently 37% of
the Solomon Islands population are actively smoking.? Furthermore, smoke expo-
sure from indoor wood fire ovens is thought to be very common in both regional
and rural settings across the country.” These exposures, as well as previous respira-
tory infections including tuberculosis,* can cause permanent lung function impair-
ment. As such, the people of the Solomon’s are at risk of chronic respiratory
disecase. However, there are no recent studies using objective measures of lung
function (spirometry) to assess the effect of these exposures on the lung health of
people living in the Solomon Islands.

The Solomon Islands consist of six major Islands and over 900 smaller Islands. The
country is divided into nine provinces with the capital city of Honiara, in Guadalcanal
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Province, comprising 84,500 people. Healthcare in the
Solomon Islands is provided by seven provincial hospitals
and one National Referral Hospital, working in conjunction
with more remote Area Health Centres and Rural Health
Clinics.>® The country’s largest hospital, the National
Referral Hospital in Honiara, acts as a referral centre for the
small number of Provincial Hospitals and health clinics
throughout the country. Our study took place in Gizo, the
capital of the Western Province situated on Ghizo Island
with a population of ~6100 people. Gizo Hospital is
the second largest hospital in the Solomon Islands and was
recently rebuilt in 2011 through grant aid from the Japanese
Government. The hospital provides essential inpatient medical
and surgical care to Gizo and surrounding islands. There are
a limited number of outpatient medical clinics which are
nursing led. At the present time there is no outpatient respira-
tory health service in Gizo or the surrounding islands. The aim
of this study was to estimate the prevalence of obstructive lung
disease among the general population of Gizo, Solomon
Islands using pre- and post-bronchodilator spirometry and
standardised definitions of COPD and bronchodilator
responsiveness.”® Secondary objectives were to (a) assess
the prevalence of known respiratory risk factors including
cigarette smoking and bio-combustible fuel exposure (indoor
air pollution), (b) explore the effect of age (<40 years and >40
years), body mass index and betel nut chewing on lung func-
tion, and (c) perform a review of current management prac-
tices and prescribing of essential respiratory medications in
both a hospital and outpatient setting.

Methods

We performed a mixed methods study in two parts. Ethics
approval for the study was obtained from the local institu-
tional review board (IRB) equivalent of Gizo hospital,
Solomon Islands. The study was conducted in accordance
with the Declaration of Helsinki Ethical Principles for
Medical Research Involving Human Subjects.

Part |. Population Based Prevalence Study

with Questionnaire and Spirometry

A population-based, cross-sectional study was performed
in Gizo, Solomon Islands from May to June 2019. All
participants (or their parent or guardian) provided
informed, written consent prior to participation in the
study. Participants were assessed at two sites — the local
Provincial Hospital (Gizo Hospital), including inpatients
and visitors, and the local food and goods market on

market day (the time when most of the island population
visits). Sampling was performed at random from two
clusters, 1) the general community and 2) local hospital
with a ratio of 9 to 1, with the objective of being repre-
sentative of the Ghizo Island population. At the hospital
site patients and visitors were selected at random as they
presented to either the emergency department or during
their stay on the inpatient ward. Sampling in the commu-
nity setting involved setting up a stall outside the entrance
to the weekly island market. All adults and children (over
the age of 5 years) were encouraged to participate in the
study and study personnel were available from 8am until
7pm at night to ensure ample opportunity for all members
of the community to be selected. Participants were
included if they were above the age of 5 years, able to
perform spirometry without contraindication and provide
informed written consent (or their parent/guardian for
those under 18 years of age).

Data Collection

Participants completed a health questionnaire explained
and administered by one of the investigators to eliminate
literacy barriers to participation. Information collected
included demographic data, medications, hospital presen-
tations since 2018, smoking status, indoor wood fire expo-
sure, previous respiratory and other medical diagnoses.
Information on the chewing of betel nut was also col-
lected. See Supplementary Material (Appendix 1) for the

full questionnaire.

Spirometry

Spirometry was performed using the EasyOne® Air
(ndd Medical
Technologies. Andover, USA). This ultrasound-based, por-

Spirometer and single use spirette
table device is the latest iteration of the handheld spirom-
BOLD studies.”
standardised using the 2005 American Thoracic Society
(ATS)/European Respiratory Society (ERS)
recommendations.® Global Lung Initiative 2012 (GLI-

2012) “Other” reference ranges'’ were chosen as values

eter used in the Spirometry was

for the Solomon Islands are not yet available. Lower limit
of normal (LLN) cut-offs were used to determine patterns
of abnormality. We included spirometry data for analysis
when at least one baseline forced expiratory manoeuvre
met ATS/ERS quality criteria (Grade A-D)."' Patients who
did not have acceptable spirometry were defined as having
missing data and their spirometry was excluded.
Obstruction was defined as FEVI/FVC ratio < LLN,
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possible restriction as FEV1/FVC ratio > LLN and FVC <
80% of the predicted value. Significant bronchodilator
responsiveness was defined as a >200mL and >12%
increase in absolute FEV1 or FVC."? If a participant had
an obstructed FEV1/FVC ratio, low FEVI1, obstructive
symptoms or a history of asthma, post-bronchodilator
spirometry was performed 15 minutes after administration
of 400mcg of inhaled salbutamol via metered dose inhaler
and spacer. COPD was defined by a post-bronchodilator
FEV1/FVC ratio below the lower limit of normal (LLN).

Part 2. A Retrospective Hospital Audit

A retrospective audit of Gizo Hospital emergency depart-
ment (ED) records for the study period was conducted by
two assessors (medical doctors). Patient records were
selected at random and information was collected for the
three month period March to May 2019 on patient demo-
graphics, presentation numbers and diagnosis.

Statistical Analysis

The values for the relevant patient characteristics and spiro-
metry values are expressed as mean values. 7-tests (unpaired)
were used to compare numerical data, and Chi-square tests
used to compare categorical data between groups. A p value of
< 0.05 was used to denote statistical significance. Z-scores
were calculated by applying the GLI regression equation
(Ethnicity was specified as “other”), using absolute measures
of “FEV1”, “FVC” and “FEV1/FVC” for the identifiable risk
factors of smoking status, indoor wood fire exposure and the
chewing of betel nut. The density (frequency) distribution of
spirometry parameters for exposures were illustrated using
a kernel density smoothing plot. The multiple linear regression
analysis was conducted to examine the association between
the risk factors and lung function, controlling for age and
gender as covariates in the model. SAS (SAS Institute, Cary,
NC, USA) was used to perform statistical analysis.

Results

Part |. Population Based Prevalence Study
Baseline Patient Characteristics

A total of 104 participants underwent health questionnaire
and spirometry. Overall, 60 participants were female and
44 were male. 11 were inpatients (10.6%) and 93 out-
patients (89.4%). The average age was 46.9 (range 13-70
years). Both age groups reported high rates of hospital
presentations in the previous 18 months (>50%) but few
subjects had been diagnosed with a respiratory condition

such as pneumonia or asthma (11 reported previous pneu-
monia and five reported asthma). Respiratory medications
were infrequently used with only six subjects currently
using inhalers (four salbutamol and two beclomethasone).
See Table 1 for full details.

Smoking Status, Indoor Wood Fire

Exposure and Betelnut Use

Exposure to both cigarette smoke and indoor wood fire was
common in this population. The overall smoking prevalence
rate was 24.0% (current smokers) with 13.5% of people
reporting a smoking history. Younger participants were
more likely to be current smokers (43.3% vs 16.2%).
There was a high rate of regular indoor woodfire smoke
exposure with 51.5% of subjects overall spending more
than 10 hours per week close to a fire, usually for the
purpose of cooking. The chewing of betel nut was common
in this population, with over half of subjects reporting reg-
ular use (59.0%). Betel nut chewing was even more frequent
among younger people (80.8% versus 50.7%, p=0.008).

Spirometry Results

Of 104 subjects, 93 achieved acceptable spirometry and
were included for analysis (Table 2). Overall, 3.2% (3/93)
demonstrated COPD with no
between the two age groups. A significant bronchodilator

significant difference

response suggestive of possible asthma was demonstrated
in 9.7% (9/93), with a predilection in the younger age
group (15.4% vs 7.5%). There was a high prevalence of
restrictive spirometry, which was significantly more com-
mon in the older group (31.3% vs 11.5% respectively, p=
0.05). Lastly, 12.9% (12/93) of participants exhibited the
“Preserved Ratio Impaired Spirometry” (PRISm) pattern
of FEVI/FVC ratio> LLN and FEVI < LLN," without
difference between groups.

The density (frequency) distribution of FEV1 (standar-
dised Z-score) by smoking status (1A), degree of indoor
woodfire exposure (1B), BMI (1C) and betel nut chewing
(1D) is illustrated in Figure 1. Overall, the values seen in
this Solomon Islands population are low. Although this
may in part be explained by the reference values used,
we see that abnormal lung function among the majority in
this population is not explained by smoking (1A). The
difference in FEV1 between the never smoker verse smo-
ker is insignificant (mean difference =—0.06, 95% CI
(—0.54, 0.42), p=0.79) and never smokers appear to have
worse lung function. This suggests that factors other than
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Table | Baseline Patient Characteristics

Total Age < 40 Age > 40
Number 104 total (11 inpatients, 93 30 (2 inpatients, 28 74 (9 inpatients, 65

outpatients) outpatients) outpatients)
Average Age 46.9 (+ 13.8) 30.2 (#7.1) 53.7 (x9.4)
Sex 60 female, 44 male 13 female, |7 male 47 female, 27 male
Average BMI 294 (£ 5.4) 27.2 (+4.7) 30.3 (£5.5)
Reported Respiratory History 5 Asthma | asthma 4 asthma

I'l Pneumonia 5 pneumonia 6 pneumonia

Respiratory Medications

4 salbutamol

None

2 Beclomethasone

4 salbutamol

2 Beclomethasone

Hospital since 2018

60/96 (62.5%)

14/26 (53.9%)

46/70 (65.7%)

Chews Betelnut

56/95 (59.0%)

21/26 (80.8%)

35/69 (50.7%)

Smoking status Never 65/104 (62.5%) 13/30 (43.3%) 52/74 (70.3%)
Ex-smoker 14/104 (13.5%) 4/30 (13.3%) 10/74 (13.5%)
Current 25/104 (24.0%) 13/30 (43.3%) 12/74 (16.2%)
Pack years <10 12/39 (30.8%) 7117 (41.2%) 5/22 (22.7%)
10-20 14/39 (35.9%) 7117 (41.2%) 7122 (31.8%)
>20 13/39 (33.3%) 3/17 (17.7%) 10/22 (45.5%)
Indoor wood fire None 27/103 (26.2%) 12/29 (41.4%) 15/74 (20.3%)
exposure Occasional (<I0hrs/week) 23/103 (22.3%) 6/29 (20.7%) 17174 (23.0%)
Regular (>10hrs/week) 53/103 (51.5%) 11729 (37.9%) 42/74 (56.8%)

Notes: Inpatients: participants admitted to hospital. Outpatients: participants not admitted to hospital.

Table 2 Spirometry Results

Total Age < 40 Age > 40 p-value

Acceptable baseline Spirometry performed 93 (I inpatient, 82 26 (2 inpatient, 24 67 (9 inpatient, 58

outpatient) outpatient) outpatient)
Best FEVI (%) 81.3 (x17.0) 86.0 (+14.6) 795 (x17.7) 0.10
Best FEVI (L) 2.29 (£0.72) 2.82 (+0.64) 2.08 (+ 0.64)
Best FVC (%) 83.6 (£15.2) 89.1 (x13.0) 81.5 (x15.5) 0.03
Best FVC (L) 2.87 (£0.82) 3.45 (x0.72) 2.64 (£0.74)
FEVI/FVC 79.5 (£8.6) 81.9 (£7.6) 78.5 (£8.9) 0.10
COPD?* 3/93 (3.2%) 1126 (2.8%) 2/67 (3.0%) 0.83
Bronchodilator responsiveness® 9/93 (9.7%) 4/26 (15.4%) 5/67 (7.5%) 0.25
Possible restriction® 24/93 (25.8%) 3/26 (11.5%) 21/67 (31.3%) 0.05
Preserved Ratio Impaired Spirometry (PRISm)® 12/93 (12.9%) 3/26 (11.5%) 9167 (13.4%) 0.8l

Notes: *COPD: defined as post-bronchodilator FEVI/FVC ratio < LLN. ®Bronchodilator responsiveness: defined as significant bronchodilator response in FEVI or FVC.
“Possible restriction: defined as FEVI/FVC ratio 2 LLN and FVC < 80% predicted value. “Preserved Ratio Impaired Spirometry (PRISm): defined as FEVI/FVC ratio 2 LLN

and FEVI < LLN. Inpatients: participants admitted to hospital. Outpatients: participants not admitted to hospital.
Abbreviations: FEV|, forced expiratory volume-one second; FVC, forced vital capacity; LLN, lower limit of normal.
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Figure | Density (frequency) distribution of FEVI by smoking status (A), degree of indoor woodfire exposure (B), BMI (C) and betel nut use (D).

smoking may be important contributors to abnormal lung
function in this population.

Based on the multiple linear regression model control-
ling for age and gender, similarly there was no significant
association observed between FEV1 Z-score and smoking
(p=0.98). Furthermore, there was no significant association
observed between FEV1 Z-score and indoor wood fire
(p=0.37), betel nut chewing (p=0.37) and BMI (p=0.57).
There was also no significant association between other
lung function measures (FVC and FEV1/FVC) and the
four risk factors investigated (p value ranges from 0.26
to 0.98). Frequency distributions for FVC and FEV1/FVC
are shown in Figures 2 and 3.

Part 2. Hospital Presentation Audit

ED presentations are divided into those seen by an
Emergency Doctor and “fast track” patients —usually less-
acute patients managed by nursing staff. Patients self-
triage to fast track. All Emergency patients are seen by

an emergency nurse who can prescribe medications.
Referral to an Emergency Doctor is decided by the nursing
staff treating the patient. ED presentation demographics
are shown in Table 3.

After being assessed by a nurse in “fast-track”, 18.0%
of patients were subsequently referred to an Emergency
Doctor. The majority of patients seen in the ED presented
with a respiratory condition or fever/viral illness.
Unfortunately, due to poor documentation, there was not
enough data to sub-classify respiratory conditions. There
was no spirometry or peak flow readings as no equipment
was available. An analysis of presenting illnesses/diag-
noses are seen in Figures 4 and 5.

After assessment by an Emergency Doctor, 51.0% of
patient records reviewed were discharged and 46.4% of
patients were admitted to hospital for further management.
Three acutely unwell patients were referred to the National
Referral Hospital in Honiara. Documentation was unclear
for 2 patients.
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Figure 2 Density (frequency) distribution of FVC by smoking status (A), degree of indoor woodfire exposure (B), BMI (C) and betel nut use (D).

Discussion

This study is the first in over 35 years to attempt to
quantify the burden of obstructive lung disease in the
Solomon Islands via the use of spirometric readings.
Only one previous study looked specifically at the relation-
ship of smoking and lung function in a Solomon Island
population,'* however did not include post-bronchodilator
spirometry, nor quantification of smoking or biomass fuel
exposure.

Currently there is very limited data on the prevalence
of airways disease in the Solomon Islands. The Global
Burden of Disease (GBD) 2010 Study ranked COPD and
asthma 9th and 28th respectively for overall disability-
adjusted years of life lost (DALYs) globally."” For the
Kiribati, Marshall
New Guinea, Samoa,

Oceania region (comprising Fiji,

Islands, Micronesia, Papua
Solomon Islands, Tonga and Vanuatu) COPD is lower at

18th and asthma much higher at 8th. The most recent 2015

GBD study states that no prevalence data for COPD was
available for the Oceania region and that data on asthma
prevalence relies on a reported diagnosis and symptoms.'®
At the time of writing, the Burden of Obstructive Lung
Disease (BOLD) study, an ongoing global initiative at over
40 sites across the world diagnosing COPD via spirometry
readings (FEV1/FVC < 70), also does not include data on
the Solomon Islands.’

This study reports the overall prevalence of COPD in the
Solomon Islands at 3.2%. By comparison, the most recent
data available from the 2017 GBD study shows a global all-
age COPD prevalence of 4.1% (3.7-4.5%).">!7"'® Recent
estimates from the BOLD study put the global COPD pre-
valence at 10.1%,'® however with wide variations between
countries. We documented 9 participants (9.6%) with
a significant bronchodilator response suggestive of asthma,
with a non-significant trend towards a higher prevalence in
the younger population. This was more than the number of

https:

3098

Dove!

International Journal of Chronic Obstructive Pulmonary Disease 2021:16


https://www.dovepress.com
https://www.dovepress.com

Dove

Di Michiel et al

Density

FEVI/FVC z-score

Srok

Status Never — — — Ex/current smoker

05 o

04

03

Density

02

0.1 A

00 4=

FEVI/FVC z-score

[BMI >3 — —— <=30 |

05 o =

B
g
[a]
-
4
FEVI/FVC z-score

Ilndnor wood fire exposure Regular — — — None — - — Occasional
2
g
[a]

FEVI/FVC z-score

[Betelnut use N ——— Y]

Figure 3 Density (frequency) distribution of FEVI/FVC by smoking status (A), degree of indoor woodfire exposure (B), BMI (C) and betel nut use (D).

self-reported cases of asthma (5), although only one of these
self-reported cases demonstrated significant bronchodilator
response at the time of testing. By comparison, the 2017
GBD global all-age asthma prevalence was much lower at
3.70% (3.28-4.13%). 2017 GBD DALY rates for asthma
were also higher for middle to low socio-demographic
index (SDI) countries compared to their high-SDI

counterparts.'® The preserved ratio impaired spirometry

Table 3 Emergency Patient Demographics

(PRISm) pattern of FEV1/FVC ratio> LLN and FEV1<
LLN has been shown to be associated with increased symp-
toms, exacerbations and mortality when compared with
normal spirometry.'*?° Furthermore, PRISm appears to be
representative of a transitional state with 25-49% of indi-
viduals with PRISm progressing on to develop classic air-
flow obstruction.'**! Our PRISm prevalence of 12.9%
appears consistent with previous documented prevalences

“Fast Track’ Patients

Emergency Doctor Patients

Average Age

23.9 years (range 1-71)

34.0 years (range 1-82)

Total

120 (62 female, 57 male)

136 (77 female, 55 male)

Sex not Recorded 1 (0.8%)

4 (2.9%)

Paediatric Patients (< 16 years) 48 (40.0%)

36 (26.5%)

Age > 65 years 1 (0.8%)

13 (10.0%)

Notes: Fast Track: “fast track” patients — less-acute patients that are managed by nursing staff. Patients self-triage to fast track.
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Emergency Presentations (%) - Adult

m Emergency Doctor Patients

m Fast Track Patients

Figure 4 Adult patients seen in emergency by presentation (%). Note some adult patients had more than one presenting issue.

Emergency Presentations (%) - Paediatric

mEmergency Doctor Patients

Figure 5 Paediatric patients seen in emergency by presentation (%).

of ~12%,”'*** although more recent estimates in an
American population suggest an even higher PRISm pre-
valence of 17-24%.% Thus, these patients may represent
a group with significant risk of progression to COPD.
Despite the apparently high prevalence of obstructive
and bronchodilator-responsive lung disease in the
Solomon Islands there appears to be under-diagnosis and
under-prescribing of essential inhaler therapies. Results
from our health questionnaire showed that only four
patients were actively using a salbutamol inhaler, and
two patients were using inhaled beclomethasone. This is

W Fast Track Patients

despite all medications being provided free of charge to
Solomon Islanders accessing the public health system.’
Furthermore, our study results showed a high rate of recent
hospital presentations amongst the surveyed population in
Gizo (62.5%). A majority these presentations were respira-
tory in nature, although this high hospital presentation
could be the result of limited nearby healthcare options.
We specifically assessed risk factors for chronic
respiratory disease with including cigarette smoking and
exposure to biomass fuel from indoor wood fire ovens.
Previous BOLD data confirms tobacco smoke as the most
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important cause of COPD worldwide,* with indoor air
pollutants such as biomass fuels used for cooking possibly
more significant in low and middle-income countries.***
The rate of active smokers in our sampled population was
high at 24.0%, with a higher rate in the younger age group.
This is lower than earlier data published by the WHO
which suggested an even higher prevalence of smoking
in the Solomon Islands approaching 40%.%*® Exposure to
biomass fuels in the form of wood fire ovens appears to
very common in the Solomon Islands. Our results sug-
gested that 51.5% of individuals included were exposed to
regular (>10 hours per week) indoor wood fire for cook-
ing. Byerley et al'* observed lower FEVI values in
Solomon Island females despite women having a lower
prevalence of smoking and suggested that exposure to
wood fire ovens may be contributing, however they did
not attempt to quantify such exposure. Our results, how-
ever, are congruent with the BOLD results which also
found no association between airflow obstruction and use
of solid fuels for cooking or heating.?” The high preva-
lence of restricted spirometry seen in our study (26.60%)
was well above the 14.2% global rate seen from BOLD
study data.”® We acknowledge the predictive equations and
reference values used may have overestimated expected
spirometric values for our population.

Lastly, the chewing of betel nut, the seed of the Areca
palm, is associated with a number of adverse health effects
including oral and oesophageal malignancies, myocardial
infarction, cardiac arrhythmias, hepatotoxicity, obesity,
type 2 diabetes, metabolic syndrome, hypothyroidism,
infertility, and adverse reproductive outcomes.”’ Small
case series have shown an association between betel nut,
bronchoconstriction and asthma.>**! Our results show that
almost 60% of participants actively chewed betel nut reg-
ularly, with significantly higher rates in the younger age
group, indicating an important and often under-recognised
risk factor for poor health in the Solomon Islands and
surrounding Pacific nations.

This study has some limitations. The relative small
number of participants in our study may mean the results
do not adequately reflect the population as a whole. The
nature of our study meant passers-by and participants were
able to see what was happening which may have intro-
duced unintentional selection or participation bias.
However, our sampling strategy aimed to include a wide
cross-section of the island’s population and the 104 people
included in this study represents almost 2% of the entire
population of the island. Our study was not blinded,

assessors and participants were informed of their spirome-
try findings. However, the primary outcome measure
(spirometry) was objective and so blinding should not
have affected these results. In collecting data on previous
respiratory diagnoses, we did not report COPD/emphy-
sema nor was this specifically asked, due to the lack of
understanding of these terms in this population. We docu-
mented participants with bronchodilator responsiveness as
“suggestive of possible asthma” as an asthma diagnosis
cannot be confidently confirmed by bronchodilator respon-
siveness alone. Lastly, as no previous spirometric refer-
ence values were available for the region/country, we used
the ethnicity value “Other” as defined in the Global Lung
Initiative GLI 2012 reference equations,'® which may not
adequately reflect the population. We also used the LLN
for FEV1/FVC obstruction rather than an absolute value of
< 0.7. This was done as participants had a young average
age (46.9 years) with a wide range and thus a set value
would likely underestimate the incidence of obstructive
spirometry.

In conclusion, we have demonstrated a high burden of
obstructive and bronchodilator-responsive lung disease in
the Solomon Islands. There appears to be an increased
prevalence of asthma over COPD and while there are
high smoking rates, lung function appears to be better in
smokers compared to non-smokers. Thus, factors other
than smoking appear important for abnormal lung function
in this population. These may include wood fire smoke
exposure for cooking, increased BMI, previous respiratory
infections including tuberculosis and bacterial pneumonia
and importantly, untreated asthma. With respiratory symp-
toms common amongst hospital ED presentations it is
possible that under diagnosed and under treated asthma
in this population is an important contributor to poor lung
health in the Solomon Islands. We believe that future
studies that assess the effect of better outpatient asthma
diagnosis and treatment on ED presentations are important
in improving the lung health of other Pacific Island
populations.

Summary at a Glance

We present data from a two-part study assessing respira-
tory patient health in Gizo, Solomon Islands. Using both
patient data and spirometry measurements, we were able
to measure the prevalence of obstructive lung disease, the
effect of patient demographics and known exposures. We
describe and reflect on current management practices.
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