	



Professor Jill Ohar - Managing COPD patients during the COVID-19 pandemic
Richard Russell (00:00):
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, and I'm a Consultant Chest Physician at Lymington New Forest Hospital in the United Kingdom, a senior researcher at University of Oxford and the Editor-in-Chief of the International Journal of COPD. I'm 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 to ensure you do not miss any of the exciting podcasts in this series or in the ones we've already done.
Richard Russell (01:02):
Today, we're going to delve into a publication which we believe is well worth reading. This has the title of ‘The Use of Inhaled Corticosteroids and Risk of Acquired Pseudomonas aeruginosa infection in patients with COPD.’ It's just been published in Thorax. We're also going to look at an emerging exciting topic from social media, particularly looking at communities of COPD, particularly during COVID. But first, I am absolutely delighted to introduce today's guest Professor Jill Ohar. We're going to discuss COVID today. Jill is a friend of mine. She's a Professor of Respiratory Medicine at Wake Forest University in Winston-Salem, North Carolina in the United States. So, Jill, welcome.
Jill Ohar (01:42):
Thank you very much. I'm very excited about the discussion today, especially because I'm doing some work in virtual technologies in COPD, and I think this will be relevant to today's discussion.
Richard Russell (01:56):
And Jill, like many of us as a respiratory physician, you've been on the frontline in COVID, and we'd love to hear your experiences of COVID and your COVID and COPD particularly. How have you found it? Has COVID impacted COPD and also has COPD impacted on COVID?
Jill Ohar (02:11):
Well, you would think that patients who have COPD should be at increased risk for COVID. They have upregulated angiotensin-converting enzyme-2 receptors in their airways. They have endothelial dysfunction that could lead to coagulation dysfunction. They have impaired innate and adaptive immunity leading to delayed clearance of viral respiratory tract pathogens. However, the data has not really supported that patients with COPD are more likely to get COVID infection. What we have found, however, is that if they do get a COVID infection, they are more likely to develop severe complications such as hospitalisation, ICU admission, mechanical ventilation, and also death.
Richard Russell (03:06):
Here's a tough question for you. Has it been possible to tell a difference perhaps between a patient with COPD presenting with an ordinary exacerbation of COPD, versus when they present with COVID, and have you been able to pick these apart?
Jill Ohar (03:21):
Not really. If you think about it, the most common ideologic agent that provokes an exacerbation is a viral infection. And what is COVID? It's a viral infection. Patients who present with COVID really don't present in a fashion with symptoms that are markedly different than other viral respiratory tract infections. Patients get fatigued, they have flu like illnesses, they have diarrhoea, they have loss of appetite. So, nothing here that can separate the sheep from the goat, so to speak.
Richard Russell (03:54):
So testing is really important. And you mentioned prognosis of these people is tricky. We also know that age, obesity, cardiovascular co-morbidities are really important prognostic factors in COVID. Is that the same in COPD and how does that all interact together?
Jill Ohar (04:09):
Well, that's very fascinating that you would mention that. We know that patients who smoke and develop COPD are a very unusual group of people. Overall, 30% to 40% of all smokers will develop COPD. And this group generally tends to have a much higher prevalence of common comorbidities such as diabetes, the metabolic syndrome, cardiovascular diseases, depression, cancer, et cetera. And so here we are with a group of patients, COPD, who are at increased risk for severe complications of COVID if they get it. And in addition to that, they have the double whammy, so to speak, of also having a higher prevalence of these common comorbidities that also increase their risk of severe disease.
Richard Russell (05:03):
That's really relevant and actually how we treat these people, which we'll talk about in a minute. Let's also though move on to something which is very close to my heart, which is the impact that the pandemic overall and our response to the impact has had on our patients with COPD. How have you found that and how have your patients found it?
Jill Ohar (05:21):
Well, I think that many of our patients are hiding out at home, and this has several ramifications. One is a good one, which is they're not being exposed to the usual viral respiratory tract infections that they would get in a usual annual course of events. Their children, their grandchildren, are not coming over to interact with them. If their grandchildren do, they're not in school and so they're not passing the viral respiratory pathogens around. So that may be the good news. The bad news is that shielding is resulting in social isolation, depression, often weight gain, deconditioning, and also failure to really keep up with medical surveillance, usual medical management of their COPD, and maybe their comorbidities as well.
Richard Russell (06:14):
So what should our response to that be? We've got to get rehab going again, I guess.
Jill Ohar (06:19):
I would strongly agree. And personally, I'm involved in a study investigating virtual pulmonary rehabilitation. There are several ways to provide this service. One would be remote instructor that you follow digitally on your tablet or computer. The other would be a gaming platform. Both of which in preliminary study appear to have the same or possibly even better outcomes than standard pulmonary rehabilitation. It also provides patients an opportunity to do pulmonary rehab at their leisure. It avoids the barrier of transportation, and it may be less expensive.
Richard Russell (07:00):
Let's talk about treatment of COPD and perhaps talk about a little bit about COVID treatment. What would your recommendations be for our patients with COPD to continue their usual therapy and how should they be treated? Any different?
Jill Ohar (07:13):
Yeah, I think it's important first off to know that your patient has COPD. This is a clinical diagnosis that's often incorrect. There are many smokers out there with severe COPD who don't carry a clinical diagnosis or a spirometry diagnosis. So, number one is ‘make a diagnosis’. Number two is ‘prescribe bronchodilators’. That's the first line therapy for patients who are symptomatic with COPD. And whether you go with a single bronchodilator to start off with or dual bronchodilators, I think it's an area of controversy, but certainly bronchodilators. Not only because they improve symptoms, but they also reduce exacerbation frequency.
Richard Russell (08:00):
What's your thoughts about the use of inhaled corticosteroids as a novel therapy for COVID-19 in COPD patients?
Jill Ohar (08:10):
I think the take home message to our clinicians and also our patients are, if you're on a bronchodilator, continue the bronchodilator. If you're on a bronchodilator ICS combination, continue it. Remember that inhaled glucocorticoids are limited in COPD to patients who have frequent exacerbations and/or modulated by your peripheral eosinophil count of perhaps greater than 300. Finally, the use of oral medications that reduce inflammation, such as Roflumilast as an end stage patient who needs bronchodilatation, inhaled glucocorticoids, and additional work with control of their chronic bronchitis and frequent exacerbations.
Richard Russell (09:02):
What about treatments actually of COVID and have you come across any trials or things which have something specific to say about that?
Jill Ohar (09:09):
Well, clearly the standard therapy for COVID, at least in our hospital, is dexamethasone. And then an antiviral. We're using remdesivir. I read an article earlier this week about a dual antiviral combination in high-risk populations. And in this population, it was a Mayo Clinic paper, 22% of the patients were COPD patients. And all of the patients had comorbidities that would put them at higher risk of severe disease. And this was a group that had mild to moderate COPD, and they found that the use of a dual monoclonal antibody cocktail that was an antiviral combination, reduced the frequency of hospitalisation in these patients. Now, do we have a magic bullet yet? No. I think other than dexamethasone systemically used, the jury is still out, but I think soon we're going to have some pretty firm guidelines on other things we can do in mild to moderate disease to keep patients from moving to the hospital. And furthermore, perhaps patients who have moderate disease to keep them from requiring ICU type of care.
Richard Russell (10:22):
You've already mentioned Jill the impact that social distancing, shielding and mask wearing, et cetera, has had on respiratory infections and that in fact, we've had a lower rate for last winter than we've had before. Do you think you can make any sort of recommendation for the winter coming up and what have we learned from the COVID behaviour that we can take forward for COPD care?
Jill Ohar (10:45):
Well, I think with the winter coming, I think, vaccination, vaccination, vaccination. Number two, take your medicine. Please be meticulous about taking your medicine. Number three, keep up with your appointments with your doctor and please take advantage of the virtual office visits. They're wonderful. Patients love them. They don't require transport to the hospital or to the clinic. And they avoid that social interaction with other people who could be carrying the virus.
Richard Russell (11:15):
Jill, you mentioned your interest in remote telemedicine and remote medicine. Perhaps one of the silver linings of COVID is that we've really pushed this technology forward and the interaction we have with patients is now very different. What's your view on this and where may this go in the future?
Jill Ohar (11:30):
I have exclusively for the last year and a half had a virtual clinic, and I find that my no-show rate has been dramatically decreased. I find that I have time because there isn't the usual intake process that eats into my time with the patient to ask about their inhaler use, which is critical. And I have time to ask and can actually see their technique. I also get an idea of whether they really use that inhaler or not because people who use their inhaler frequently, they know immediately where it is and can grab it, show it to you, and then show you how they use it. Where those who have not been necessarily adherent to therapy, have no idea where that inhaler is.
Richard Russell (12:20):
That's a really good tip. I love that. I think that's a really smart way of getting inside the patient's head a little bit and seeing, and you can then clearly challenge them about their treatment and take it forward as a really active discussion. And Jill, have you had any problems with those digitally unable or digitally disadvantaged, shall we say?
Jill Ohar (12:37):
Yeah. But it hasn't been nearly as great as I had anticipated. I find that many of my patients have digital consultants either present in the home or frequent visitors. They're also known as grandchildren. In addition to that, many times patients will have a neighbour, a friend, a spouse, et cetera, that can help them get online. Finally, if patients are having trouble, it's simple to convert it to a phone visit with advice to get that consultant to come back and help them before the next visit.
Richard Russell (13:11):
That's really helpful. Jill, before I come on to this important publication which I think is worth talking about, and the hot topic on social media which is interestingly about COPD patients and their communities online, perhaps you could summarise for us a couple of key points from this discussion today.
Jill Ohar (13:28):
Yeah. I think that the key points are, as I mentioned before, vaccination, vaccination, vaccination. Number two, confirm that COPD diagnosis and that's for clinicians and also for patients who are smokers, who really, they think they may have it, but haven't really had a confirmed diagnosis. Take your medicine. Whether it's bronchodilators, bronchodilators with or without inhaled glucocorticoids. We know that in addition to improving your symptoms, they also reduce exacerbations and hospitalisations. Keep active. Join pulmonary rehab or go out and walk daily in your neighbourhood. Maintain a healthy diet and a healthy weight. Obesity is such a risk factor for severe disease and it's something under a patient's control. And finally, take advantage of virtual opportunities.
Richard Russell (14:18):
Professor Jill Ohar from North Carolina, United States. Thank you very much for joining me today. It's been a great pleasure working with you. I look forward to seeing you very soon and wish you the very best. Thank you.
Jill Ohar (14:29):
Thank you.

Richard Russell (14:35):
In a moment, I'm going to talk about a really important hot social media topic. This is looking at the communities for COPD that we're finding online at the moment, particularly relevant during COVID. But before I do that, I want to share with you about an important new paper. This is entitled ‘The Use of Inhaled Corticosteroids and The Risk of Acquired Pseudomonas Aeruginosa Infection in Patients with COPD.’ This has just been published in Thorax August 2021, and it's published by Eklöf et al. The reference is Thorax 2021, Volume 0 page 1 to 8. The background of this paper is really interesting and important. We know inhaled corticosteroids are used widely in the community of COPD, and this is associated with pneumonia. But these researchers asked the question, "Does this ICS use lead to a risk of culture-positive with Pseudomonas aeruginosa?"
Richard Russell (15:26):
Pseudomonas is really important because it leads to increasing exacerbations or loss of lung function and death. This was a large epidemiological study performed in Denmark, looking at COPD patients over 2010 to 2017. They followed these patients prospectively and saw whether, if they're on inhaled corticosteroids, they develop Pseudomonas infection and Pseudomonas positivity in their sputum. The analysis was by a Cox proportional hazard regression to estimate the risk of Pseudomonas colonisation and infection.
Richard Russell (15:57):
Well, 21,000 patients were included in a study. 763 of these got Pseudomonas. That's 3.6%. And this was associated with inhaled corticosteroid use in a dose-dependent manner with low-dose steroids leading to a hazard ratio of 1.38, moderate-dose steroids had a ratio of 2.16 for risk of a Pseudomonas infection, and high-dose steroids, that's above 800 mcg of beclomethasone or equivalent, having a risk of 3.58 for getting Pseudomonas in your sputum.
Richard Russell (16:29):
Well, what do we learn from this? We can't predict what's going to do this. And indeed, association is not necessarily causality. But this was controlled for confounding factors, and there is biological plausibility here. We also know Pseudomonas is really important in our patients, so we need to keep an eye on this. So, the risk is small but certainly significant. And my tip for you would be to test for Pseudomonas.

Richard Russell (16:58):
And now I want to share with you something important that I've come across on the internet and also online, on social media platforms, for our patients with COPD. You've heard how we can digitally interact with patients with COPD, so let's maybe look at what they're saying and how they're interacting with each other. What are the communities for COPD out there in the social media world? Well, there are many groups available, with our patients choosing the groups they want to join, and also the information they're getting. In America, there are groups such as the COPD Foundation, a large charity, helping with information for patients with COPD. There's also another great website and group called My COPD Team, which offers questions and answers, advice, help on diagnosis, treatment, pain and insomnia, particular items of interest to patients with COPD.
Richard Russell (17:50):
In Australia, please look out for the COPD athlete. I've mentioned him before, and he's extremely inspirational. How to exercise with COPD. Let's Talk COPD is also another great site for information to signpost outpatients to. There are also private COPD support groups and information groups. And there's also another group called I Have COPD, which is valuable in helping patients understand how to use their devices and what treatment they've got. So what themes are coming out of these sites? Well, patients want an earlier and better diagnosis. They want early treatment with better interventions for them for the future. They want to help with dealing with exercise, how to exercise and when to rest. And they also want help with smoking cessation. And encouragement, particularly from peers, not just from us. They are anxious, and how they deal with anxiety and breathlessness together also is a very relevant topic.
Richard Russell (18:37):
And they particularly want help with oxygen. Oxygen is a particularly controversial topic online, and they would like some clear guidance from us. And lastly, patients want to be treated as individuals, not just a person with a diagnosis or a label, but somebody with individual problems. And that's something we can learn from them. I hope you've enjoyed today's Medical Insider COPD podcast, listening about COVID and COPD, the new paper on Pseudomonas infection and about the communities with COPD online. I look forward to you joining me with the next podcast in the series, Medical Insider COPD.
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