

	



Medical Insider COPD Podcast Season 4 Episode 3
[bookmark: _Hlk104470113]Low- and middle-income countries: Their influence on global COPD guidelines

Richard Russell (00:06) 
This podcast is intended for healthcare professionals outside the United Kingdom and the United States of America only. Welcome to the Medical Insider COPD by Boehringer Ingelheim, a podcast offering a breath of fresh air to clinicians treating COPD across the globe. My name is Dr. Richard Russell. I'm a Consultant Chest Physician at Lymington New Forest Hospital in the United Kingdom, a Senior Clinical Researcher at the University of Oxford, and I'm the Editor-in-Chief of the International Journal of COPD. I'm delighted to be your moderating host for this season of Medical Insider COPD podcast. I'm here to bring you news and insights in COPD right from the source, directly to you. So, thank you for joining us today. Be sure to subscribe and follow Medical Insider COPD podcast to ensure you do not miss any of the exciting podcasts in this series, and indeed, the ones we've done in the past.
Richard Russell (01:09):
Today we will delve into a publication, which I believe is really interesting, worth reading and actually may change your practice. It's entitled, ‘Diaphragmatic Movement at Rest and After Exercise: A Non-Invasive and Easy to Obtain Pragmatic Measure in COPD’. We're also going to look into an interesting emerging topic in social media, that's travel and COPD because we are now beginning to travel again. But first, I'm absolutely delighted to introduce today's guest. He's here with me today to discuss the topic of COPD and the impact of COPD guidance and strategies on low and middle income countries. No one is better in the world to discuss this than Professor Eric Bateman from the University of Cape Town in South Africa. Welcome to the Medical Insider COPD podcast Eric, please introduce yourself to the audience.
Eric Bateman (01:55):
Hello. Yes, it's a great pleasure to take part. I'm Eric Bateman from the University of Cape Town, I'm a Chest Physician and I've practiced here for almost all of my practice years.
Richard Russell (02:06):
Eric, you've inspired me over the years. You've been someone who's done many, many clinical trials and done them in Africa, which is really important. You've also contributed enormously to global guidelines. Let's get into this, let's try and understand the impact and implementation of COPD guidance and strategies in low- and middle-income countries, LMICs. Perhaps we could understand though the impact of COPD in LMICs. Can you tell us a little about that?
Eric Bateman (02:37):
Well, COPD is a global problem and no different in LMICs, in fact in many the prevalence is even higher than developed countries. What is different are the phenotypes or the contributory factors in the development of COPD in LMICs. For example, tobacco smoking may be considerably lower as it is in Africa compared to say Europe or North America. But on the other hand, the impact of developmental issues, lung growth, childhood infections and of course, industrial and domestic exposures during later life, all of these make a difference. And in particular, chronic respiratory infections and tuberculosis is the main one that is often associated with the development of airflow obstructions. So, when we look at COPD in an LMIC, we really need to be aware of the local flavour or phenotypes of the disease.
Richard Russell (03:35):
So, we now come to COPD guidance and strategies. And particularly we think of the GOLD Strategy in this way. Does the GOLD strategy have traction in LMICs?
Eric Bateman (03:45):
The GOLD Strategy and other global strategies are viewed with great respect. It's recognised that they're compiled by committees comprising experts, who survey the literature continually and attempt to place them in perspective for the practicing physician. But clearly the local practice circumstances are very different and they cannot simply be adopted and implemented in such countries. So, a process of localisation has to take place, either officially through a government agency or through a professional society, and then they need to be looked at through the lenses of affordability first of all, and access to medications. And that process can be very severe and limiting upon implementation of what the global guideline might recommend.
Richard Russell (04:39):
Can you give us any particular examples whereby perhaps global strategy has not directly followed or has been limited in its ability to be followed in LMICs?
Eric Bateman (04:49):
Well, as you're aware there's been a strong move, based on good evidence towards optimal sustained bronchodilation. That is using, if possible, two long-acting bronchodilators together to get the best results. And we even now have evidence that mortality can be impacted in COPD, which is a great step forward. But the reality in LMICs is that many are still stuck in the paradigm of a short-acting bronchodilator or perhaps the theophylline and may have progressed to a long-acting beta agonist with an ICS. And I guess that would be true for most LMICs at this point. So, there's a time lag between the recommendations that come from latest research and what filters through first to local guidelines and later are sought in terms of procurement and implementation. So, there is a timeline. For example, LABA/ICS is still widely used in our country and other countries and is the recommended combination treatment, which is quite contrary to what our current understanding is and may even be harmful. It is not the best buy.
Richard Russell (06:04):
You've mentioned the individual difficulties sometimes with implementation and the reasons for that, you also use the word perspective earlier on, I think that's really important. And let me ask you this, do you think the people that write guidance and the guideline groups consider enough of this perspective of LMICs and do LMICs have an adequate voice in the guidance? 
Eric Bateman (06:26):
Well, that's a difficult question and so, I'd have to say yes and no. First of all, there is a shortage perhaps of people who are at the cutting edge of new research in LMICs, so they don't necessarily qualify immediately for inclusion, however they could make a very substantial contribution. But I don't want to minimise the successes of the guideline groups like GOLD because they do try and consider these other circumstances. And for that reason, they may, for instance, continue to suggest alternatives that may not be the optimal alternatives, such as LABA/ICS, in a position which the evidence doesn't really fully support. And I believe that sort of approach defers to the realities in LMICs.
Richard Russell (07:20):
You've mentioned some of the barriers, and I think perhaps can we delve into that little bit more? It seems to me that in the post-COVID world, in the more digital world, we're talking today over many thousands of miles in real time, that actually perhaps lack of access to knowledge and education is not so much of an issue. So, is that a problem or are the issues of implementation more structural, and perhaps then how do we overcome some of these?
Eric Bateman (07:47):
Yes. I believe it's the latter. I think it's more structural, it's the circumstances or the barriers to implementing what we know to be sound knowledge. As you've mentioned, the world has shrunk in terms of knowledge, what is important are the local factors that prevent this knowledge from being implemented. And it begins with political will, prioritisation of COPD amongst other chronic diseases, which is always an issue in LMICs, where there's a heavy burden of trauma, of tuberculosis, of HIV and other chronic diseases, diabetes, etc. So, it has to take its place amongst that, that's a massive barrier. Thirdly, it's the one of affordability, which of course is linked with priority because we seem to find money for COVID vaccines but don't necessarily find it for COPD. So, we need to ask ourselves what in society makes COPD a less worthy recipient or target for our medication dollar?
Richard Russell (08:49):
And actually, I think you perhaps mean society is global actually as much as it is national or even based upon a larger area such as Africa, would you agree?
Eric Bateman (08:59):
Yes, indeed. I think lobbying and perception of risk and danger is a massive factor. And that's something we need to overcome in chronic respiratory disease management.
Richard Russell (09:09):
Let's talk specifically about use of medication. You've mentioned the role of optimal bronchodilatation. You've also mentioned the role of medications containing inhaled corticosteroids. Are there any particular issues that you'd raise that we need to be aware of for perhaps use of inhaled corticosteroids in LMICs?
Eric Bateman (09:29):
Well, the big concern in LMICs is that because of the different phenotypes of COPD, some are very susceptible to respiratory infections, and not least of all reactivation or reinfection with tuberculosis. And there's a clear relationship between both an oral and inhaled corticosteroids and risk of these infections. And this can only worsen the prognosis of some patients with COPD. 	And this is relatively new knowledge, I think maybe 15 years ago, we wouldn't have been so concerned about an inhaled corticosteroid in COPD. But certainly, in a setting in which I practice in an LMIC, I'm now very cautious about using an inhaled steroid in a patient whose previous tuberculosis status I have no knowledge about. And one needs to bear in mind, and I speak for Africa but parts of Southeast Asia it's probably also true, that 10 or 15% of the population may have had some encounter with mycobacterium tuberculosis and has a potential for reactivation. So, this and other risks associated with inhaled steroids should be taken into account before one considers it as entirely safe.
Richard Russell (10:40):
I agree. Let's come onto something which is a little more avant garde perhaps, or certainly at the cutting edge of where we are going with medicine. And that's the concept of precision medicine, the concept of individualised care. And we've talked about steroids, we've already discussed on this podcast, the role of eosinophils in the use of inhaled corticosteroids and defining when we use them. Do you think that would ever be, or could ever be applicable in LMICs?
Eric Bateman (11:04):
Well, I think individualisation, I prefer the term, reminds us to be a good clinician you need to be dealing with the patient in front of you. And as I've already said, people practicing in LMICs are well aware of the need to characterise patients carefully, particularly those who are more infection prone versus those who perhaps have a more dry form of COPD. And that calls for a different choice of medicine, and that of course, is individualised medicine. In relation to eosinophil examination, I think one needs local data because the causes of eosinophillia are many, particularly in certain parts of the world, in LMICs. And so, we really need data as to when eosinophils become a trigger to selecting patients for inhaled corticosteroid treatment. I think the big problem with eosinophils are that they're currently not a point of care examination where you'll get the results straight out while you have your pen to paper, so that you can make that decision. If we are going to move in that direction and if it does hold up as a useful means of deciding who needs a steroid, I think we need a change in technologies, so that we can have an immediate readout. So, I think we have somewhere to go in LMICs, and I don't see it being widely practiced. It will indeed in some of the specialist practices, but at primary care level, it's probably a little way away.
Richard Russell (12:30):
Before we come on to the next part of the podcast, which is discussing an important and new paper, I'm going to put you on the spot Professor Bateman, and ask you for your key takeaways from today, what would you like us to take away? And what would you like our listeners to take away and maybe understand and implement in their practice?
Eric Bateman (12:49):
Well, I think practitioners in LMICs are appreciative of and follow the lead of the developers of the global guidelines, because they are after all the best synthesis of emerging knowledge and those views are taken very seriously. However, I think one must appreciate that there is a gap, there's both an evidence gap and a credibility gap between the applicability of that in LMICs. So, localisation has to take place by experts who know the context. And I would say combined with that is the potential for involving more people from LMICs in global guideline development, so that their voice can be heard. Thirdly, I think that we need to be cautious about promoting inhaled corticosteroids as a first or even second-line treatment in COPD. There should be a process of phasing this out in favor of LABA/LAMA, and that's what we should be heading for. And lastly, I think that I would like to see the Global Initiative looking towards lobbying for access to medications in LMICs and making these key lifesaving drugs affordable. We now know that we can influence the mortality of COPD, not just the symptomatology, and this gives us a rationale and a justification for pushing hard for better access to medications.
Dr. Richard Russell (14:12):
Professor Eric Bateman, thank you very much for joining today on the Medical Insider COPD podcast. It's been a great pleasure and, again, inspirational. Thank you.
Eric Bateman (12:22):
Thank you.
Richard Russell (14:27):
Now let's delve into a new and interesting paper that I actually think will make you think about your practice in COPD and may help us prognosticate for our patients. It's by Mekov et al. from Bulgaria, and it's published in the International Journal of COPD on the 5th of May 2022, so hot off the press, Volume 17, page 1041 to 50. It's entitled ‘Diaphragmatic Movement at Rest and After Exercise: A New Noninvasive and Easy to Obtain Pragmatic Measure in COPD’. 
So, what's this all about? Ultrasound of the diaphragm has been known for some time, looking at diaphragm thickness to be prognostic in intensive care. This group looked at diaphragm movement to ask the question, is diaphragm movement then prognostic in COPD? So, what they did was very simple. They measured diaphragm movement before and after a six-minute walk test and then followed the patients for a year. Their primary outcome was exacerbation of COPD, moderate or severe, or death. Ninety-six patients were analysed and followed up, 64 had the primary outcome, so a good number. Indeed, three died. The mean FEV1 of these patients was 56% predicted, so moderate to severe COPD. The primary outcome endpoint was increased if you had a lower FEV1, if you're older and you had a poor quality of life. So, no surprises there. 
But it was also predicted if your pre-exercise diaphragm movement was less than 55 millimeters. This was a hazard ratio of 1.98, so twice as common. This was a 20 versus 63% change over one year. And indeed, it was significantly different for both moderate and severe exacerbations individually as well as the composite. This is strongly predictive of exacerbation. And actually, if you put this together with FVC, CAT Score, and diaphragm movement in a multivariate analysis, the actual hazard ratio increased to 5.45 and predicted 86% of people that would have an exacerbation or would even die. 
So, what are the conclusions? Ultrasound of diaphragm may actually be useful and easy to measure. Why is it important? Maybe because of skeletal muscle dysfunctional weakness, maybe because of hyperinflation. And the big question is, can we through rehabilitation actually improve diaphragm function and therefore change prognosis?
Richard Russell (17:02):
I hope you've enjoyed the podcast so far. We're going to finish today with a quick look at what's going on in social media for our COPD patients. Well, we're beginning to travel again, or at least think about it. COVID is seeming to decrease a little bit and the shackles are coming off. So, what are COPD patients saying now about travel? Well, of course they're concerned about COVID and commentators such as COPD Athlete, and also the mycopdteam.com have got advice for patients and indeed, are having patients advise each other. COPD Athlete on Twitter is also recommending how to travel. So, what are the issues that patients are talking about? Well, clearly, they're breathless and they're concerned about breathlessness and indeed another hot topic is the need for oxygen. They've got tips about going to difficult countries where oxygen may be a problem. How to have oxygen on a plane, and indeed how to travel with your oxygen. The threads and comments on mycopdteam.com are that of the weather, not too hot, not too cold. How airports can be hard work getting to the airplane perhaps rather than getting on it. And indeed, the issues sometimes with getting appropriate travel and health insurance, depending on the country you're going to. They also talk about how they want to avoid altitude on holiday and the need to be appropriately vaccinated, particularly in these COVID times. So, what do we need to do? We need to be able to give good advice. Help people plan pragmatically and sensibly, and they need to think and plan themselves. And I think also be able to give them advice with regards to health insurance, and indeed maybe offer some advice on who to choose because there's huge variety out there, and this can be a significant and enormous cost.

Richard Russell (18:47)
Thank you for joining me on the Medical Insider COPD Podcast today. I think it's been a fascinating discussion from Eric Bateman, learning about low and middle-income countries and the impact of guidance on them. And our need to understand their context. Please look out for the forthcoming Medical Insider COPD podcasts, and do not forget to subscribe so you can access all of our material, both the future and the past material we have for you. And whatever you do, remember, let's put our patients first and treat them all as individuals and improve their lives with COPD.
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