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VISION: BACKGROUND AND OBJECTIVES:
Prevention, earlier detection and providing the The Saudi COPD group is a scientific and educational
best medical care for patients with COPD will group, working under the umbrella of the Saudi Thoracic
result in improved outcomes, quality of life and Society (STS). The aim is to enhance awareness of COPD
consequently a lower burden on the patients, in healthcare professionals and increasing public health
their families, the healthcare system and the education regarding COPD for the patients and their
community. families and in the community.

The objectives of the group will be achieved by
MISSION: organizing scientific edu%ational activities, including
To serve as a recognized group of excellence conferences, Semina}rs, courses and workshops for
for a comprehensive, state of the art, healthcare professionals and conducting public
evidence-based approach through providing educational activities for the patients diagnosed with
scientific educational activities and research COPD in healthcare facilities or via social networks.
patients with COPD and the general public. healthcare professionals with a deep interest and

extensive experience in COPD diagnosis and
management. They have a strong and continuous
commitment to achieve the objectives of the group and
improve the awareness of the disease and the quality of
life of the patients with COPD.

The panel members of Saudi COPD group had selected
the following recent papers from various journals
related to all aspects of COPD hoping will be useful and
helpful in your practice and patient care.

https://saudithoracicsociety.org/copd/
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C-Reactive Protein Testing to Guide Antibiotic X’ }
Prescribing for COPD Exacerbations: PAN

Background: Point-of-care testing of C-reactive protein (CRP) may be a way to

reduce unnecessary use of antibiotics without harming patients who have acute
exacerbations of chronic obstructive pulmonary disease (COPD).

Methods: We performed a multicenter, open-label, randomized, controlled trial

involving patients with a diagnosis of COPD in their primary care clinical record who
consulted a clinician at 1 of 86 general medical practices in England and Wales for an
acute exacerbation of COPD. The patients were assigned to receive usual care guided by
CRP point-of-care testing (CRP-guided group) or usual care alone (usual-care group).
The primary outcomes were patient-reported use of antibiotics for acute exacerbations
of COPD within 4 weeks after randomization (to show superiority) and COPD-related
health status at 2 weeks after randomization, as measured by the Clinical COPD
Questionnaire, a 10-item scale with scores ranging from O (very good COPD health
status) to 6 (extremely poor COPD health status) (to show noninferiority).

Results: A total of 653 patients underwent randomization. Fewer patients in the

CRP-guided group reported antibiotic use than in the usual-care group (57.0% vs. 77.4%;
adjusted odds ratio, 0.31; 95% confidence interval [Cl], 0.20 to 0.47). The adjusted mean
difference in the total score on the Clinical COPD Questionnaire at 2 weeks was -0.19
points (two-sided 90% Cl, -0.33 to -0.05) in favor of the CRP-guided group. The
antibiotic prescribing decisions made by clinicians at the initial consultation were
ascertained for all but 1 patient, and antibiotic prescriptions issued over the first 4
weeks of follow-up were ascertained for 96.9% of the patients. A lower percentage of
patients in the CRP-guided group than in the usual-care group received an antibiotic
prescription at the initial consultation (47.7% vs. 69.7%, for a difference of 22.0
percentage points; adjusted odds ratio, 0.31; 95% Cl, 0.21 to 0.45) and during the first 4
weeks of follow-up (59.1% vs. 79.7%, for a difference of 20.6 percentage points;
adjusted odds ratio, 0.30; 95% Cl, 0.20 to 0.46). Two patients in the usual-care group
died within 4 weeks after randomization from causes considered by the investigators to
be unrelated to trial participation.

Conclusion: CRP-guided prescribing of antibiotics for exacerbations of COPD in

primary care clinics resulted in a lower percentage of patients who reported antibiotic
use and who received antibiotic prescriptions from clinicians, with no evidence of harm.

https://www.nejm.org/doi/full/10.1056/NE/Moa 1803185
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Background: Triple fixed-dose regimens of an inhaled glucocorticoid, a long-acting

muscarinic antagonist (LAMA), and a long-acting B2-agonist (LABA) for chronic
obstructive pulmonary disease (COPD) have been studied at single dose levels of inhaled
glucocorticoid, but studies at two dose levels are lacking.

Methods: Ina52-week, phase 3, randomized trial to evaluate the efficacy and safety

of triple therapy at two dose levels of inhaled glucocorticoid in patients with
moderate-to-very-severe COPD and at least one exacerbation in the past year, we
assigned patients in a 1:1:1:1 ratio to receive twice-daily inhaled doses of triple therapy
(inhaled glucocorticoid [320 pg or 160 pg of budesonide], a LAMA [18 pg of
glycopyrrolate], and a LABA [9.6 pg of formoterol]) or one of two dual therapies (18 pg of
glycopyrrolate plus 9.6 pg of formoterol or 320 pg of budesonide plus 9.6 pg of
formoterol). The primary end point was the annual rate (the estimated mean number per
patient per year) of moderate or severe COPD exacerbations, as analyzed in the modified
intention-to-treat population with the use of on-treatment data only.

Results: The modified intention-to-treat population comprised 8509 patients. The

annual rates of moderate or severe exacerbations were 1.08 in the 320-pg-budesonide
triple-therapy group (2137 patients), 1.07 in the 160-pg—-budesonide triple-therapy
group (2121 patients), 1.42 in the glycopyrrolate—formoterol group (2120 patients), and
1.24 in the budesonide—formoterol group (2131 patients). The rate was significantly
lower with 320-pg—-budesonide triple therapy than with glycopyrrolate—formoterol

(24% lower: rate ratio, 0.76: 95% confidence interval [Cl], 0.69 to 0.83: P<0.001) or
budesonide—formoterol (13% lower: rate ratio, 0.87; 95% Cl, 0.79 to 0.95; P=0.003).
Similarly, the rate was significantly lower with 160-pg-budesonide triple therapy than
with glycopyrrolate—formoterol (25% lower: rate ratio, 0.75; 95% Cl, 0.69 to 0.83; P<0.001)
or budesonide—formoterol (14% lower: rate ratio, 0.86; 95% Cl, 0.79 to 0.95; P=0.002). The
incidence of any adverse event was similar across the treatment groups (range, 61.7 to
64.5%); the incidence of confirmed pneumonia ranged from 3.5 to 4.5%

in the groups that included inhaled glucocorticoid use and was 2.3% in the
glycopyrrolate—formoterol group.

Conclusion: Triple therapy with twice-daily budesonide (at either the 160-pg or

320-pg dose), glycopyrrolate, and formoterol resulted in a lower rate of moderate or
severe COPD exacerbations than glycopyrrolate—formoterol or budesonide—formoterol.

https://www.nejm.org/doi/full/10.1056/NEJMoa19 16046
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Irnportance: The prevalence of pulmonary embolism in patients with chronic
obstructive pulmonary disease (COPD) and acutely worsening respiratory symptoms
remains uncertain.

Objective: To determine the prevalence of pulmonary embolism in patients with
COPD admitted to the hospital for acutely worsening respiratory symptoms.

Design, Setting, and Participants: Multicenter cross-sectional study with
prospective follow-up conducted in 7 French hospitals. A predefined pulmonary
embolism diagnostic algorithm based on Geneva score, D-dimer levels, and spiral
computed tomographic pulmonary angiography plus leg compression ultrasound was
applied within 48 hours of admission; all patients had 3-month follow-up. Patients
were recruited from January 2014 to May 2017 and the final date of follow-up was
August 22, 2017.

EXPOSU res: Acutely worsening respiratory symptoms in patients with COPD.

Main Outcomes and Measures: The primary outcome was pulmonary
embolism diagnosed within 48 hours of admission. Key secondary outcome was
pulmonary embolism during a 3-month follow-up among patients deemed not to have
venous thromboembolism at admission and who did not receive anticoagulant
treatment. Other outcomes were venous thromboembolism (pulmonary embolism
and/or deep vein thrombosis) at admission and during follow-up, and 3-month
mortality, whether venous thromboembolism was clinically suspected or not.

https://jamanetwork.com/journals/jama/fullarticle/2774681
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Results: Among 740 included patients (mean age, 68.2 years [SD, 10.9 years]; 274
women [37.0%]), pulmonary embolism was confirmed within 48 hours of admission in
44 patients (5.9%; 95% Cl, 4.5%-7.9%). Among the 670 patients deemed not to have
venous thromboembolism at admission and who did not receive anticoagulation,
pulmonary embolism occurred in 5 patients (0.7%; 95% Cl, 0.3%-1.7%) during follow-up,
including 3 deaths related to pulmonary embolism. The overall 3-month mortality rate
was 6.8% (50 of 740; 95% Cl, 5.2%-8.8%). The proportion of patients who died during
follow-up was higher among those with venous thromboembolism at admission than
the proportion of those without it at admission (14 [25.9%] of 54 patients vs 36 [5.2%]
of 686; risk difference, 20.7%, 95% Cl, 10.7%-33.8%; P < .001). The prevalence of venous
thromboembolism was 11.7% (95% Cl, 8.6%-15.9%) among patients in whom pulmonary
embolism was suspected (n = 299) and was 4.3% (95% Cl, 2.8%-6.6%) among those in
whom pulmonary embolism was not suspected (n = 441).

Conclusions and Relevance: Among patients with chronic obstructive
pulmonary disease admitted to the hospital with an acute worsening of respiratory
symptoms, pulmonary embolism was detected in 5.9% of patients using a predefined
diagnostic algorithm. Further research is needed to understand the possible role of
systematic screening for pulmonary embolism in this patient population.

https://jamanetwork.com/journals/jama/fullarticle/2774681
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Importance: Morphine is used as palliative treatment of chronic breathlessness in
patients with advanced chronic obstructive pulmonary disease (COPD). Evidence on
respiratory adverse effects and health status is scarce and conflicting.

Objective: To assess the effects of regular, low-dose, oral sustained-release
morphine on disease-specific health status (COPD Assessment Test; CAT), respiratory
outcomes, and breathlessness in patients with COPD.

Interventions: Participants were randomly assigned to 10 mg of regular, oral
sustained-release morphine or placebo twice daily for 4 weeks, with the possibility to
increase to 3 times daily after 1 or 2 weeks.

Design, Setting, and Participants: the Morphine for Treatment of Dyspnea
in Patients with COPD (MORDYC) study was a randomized, double-blind, and
placebo-controlled study of a 4-week intervention. Patients were enrolled between
November 1, 2016, and January 24, 2019. Participants were recruited in a pulmonary
rehabilitation center and 2 general hospitals after completion of a pulmonary
rehabilitation program. Outpatients with COPD and moderate to very severe chronic
breathlessness (modified Medical Research Council [nMRC] breathlessness grades
2-4) despite optimal pharmacological and nonpharmacological treatment were
included. A total of 1380 patients were screened, 916 were ineligible, and 340 declined
to participate.

Main Outcomes and Measures: Primary outcomes were CAT score (higher
scores represent worse health status) and arterial partial pressure of carbon dioxide
(PaC02). Secondary outcome was breathlessness in the previous 24 hours (numeric
rating scale). Data were analyzed by intention to treat. Subgroup analyses in
participants with mMRC grades 3 to 4 were performed.

h:"-'\. https://jamanetwork.com/journals/jamainternalmedicine/fullarticle/2769373
§
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Health Status A Randomized Clinical Trial

Results: A total of 111 of 124 included participants were analyzed (mean [SD] age,
65.4 [8.0] years; 60 men [54%]). Difference in CAT score was 2.18 points lower in the
morphine group (95% Cl, —4.14 to —0.22 points; P = .03). Difference in PaCO2 was 1.19
mm Hg higher in the morphine group (95% Cl, —2.70 to 5.07 mm Hg; P = .55).
Breathlessness remained unchanged. Worst breathlessness improved in participants
with mMRC grades 3 to 4 (1.33 points lower in the morphine group; 95% Cl, —2.50 to
—-0.16 points; P = .03). Five participants of 54 in the morphine group (9%) and 1
participant of 57 in the placebo group (2%) withdrew because of adverse effects. No
morphine-related hospital admissions or deaths occurred.

Conclusions and Relevance: In this randomized clinical trial, regular,
low-dose, oral sustained-release morphine for 4 weeks improved disease-specific
health status in patients with COPD without affecting PaCO2 or causing serious
adverse effects. The worst breathlessness improved in participants with mMRC grades
3 to 4. A larger randomized clinical trial with longer follow-up in patients with mMRC
grades 3 to 4 is warranted.

https://jamanetwork.com/journals/jamainternalmedicine/fullarticle/2769373
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A concern of antibiotic use in chronic obstructive pulmonary disease (COPD) is the
emergence and propagation of antimicrobial resistance (AMR). A systematic review was
conducted to determine prevalence, pattern, risk factors and consequences of AMR in
COPD. Bibliographic databases were searched from inception to November 2020, with
no language restrictions, including studies of any design that included patients with
COPD and reported prevalence and pattern of AMR. 2748 unique titles and abstracts
were identified, of which 63 articles, comprising 26,387 patients, met inclusion criteria.
Forty-four (69.8%) studies were performed during acute exacerbation. The median
prevalence of AMR ranged from 0-100% for Pseudomonas aeruginosa, Moraxella
catarrhalis, Klebsiella pneumoniae and Acinetobacter baumannii. Median resistance
rates of H influenzae and S pneumoniae were lower by comparison, with maximum
rates =40% and <46%, respectively, and higher for Staphylococcus aureus. There was a
trend towards higher rates of AMR in patients with poorer lung function and greater
incidence of previous antibiotic exposure and hospitalisation. The impact of AMR on
mortality was unclear. Data regarding antimicrobial susceptibility testing techniques
and the impact of other risk factors or consequences of AMR were variable or not
reported. This is the first review to systematically unify data regarding AMR in COPD.
AMR is relatively common and strategies to optimise antibiotic use could be valuable to
prevent the currently under-investigated potential adverse consequences of AMR.

‘ :"-'\. https://www.tandfonline.com/doi/full/10.1080/15412555.2021.2000957
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Blood eosinophils have been proposed as a surrogate biomarker of airway eosinophilia
that can be used for treatment decisions in patients with COPD, mainly for the
identification of candidates for the initiation or withdrawal of therapy with inhaled
corticosteroids, as well as for the identification of patients at future risk of
exacerbations. In this manuscript we review the recent literature on blood eosinophils
in the management of patients with COPD, in an attempt to answer the major questions
that are relevant for the practicing clinician. A growing body of evidence suggests that
eosinophilic COPD may constitute a separate phenotype of the disease with distinct
clinical features and blood eosinophils may represent a potential candidate surrogate
marker for specific COPD patients. Several points still need to be clarified, including the
role of eosinophils for the identification of candidates for future COPD therapies, yet
blood eosinophils plausibly represent the most dependable and promising biomarker
for the precision management of COPD today.

https://www.tandfonline.com/doi/abs/10.1080/15412555.2021.1985989
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Rationale: There is an association between body mass index (BMI) and mortality in
chronic obstructive pulmonary disease (COPD), with underweight individuals having higher
mortality risk. Mortality and exacerbation risks among individuals with higher BMI are
unclear.

Objectives: To examine the relationship between BMI and adverse outcomes in COPD.

Methods: This post hoc analysis included data from TIOSPIR (Tiotropium Safety and
Performance in Respimat) (N = 17,116) and tiotropium-treated patients in UPLIFT
(Understanding Potential Long-term Impacts on Function with Tiotropium) (N = 2,986). BMI
classes (underweight [BMI < 20 kg/m?], normal weight [BMI 20 to <25 kg/m?], overweight
[BMI 25 to <30 kg/m?],obesity class | [BMI 30 to <35 kg/m?], obesity class Il [BMI 35 to <40
kg/m?], and obesity class Il [BMI = 40 kg/m?]) were examined for adjusted associations with
mortality, exacerbation, and nonfatal cardiovascular event risk using over 50,000
patient-years of cumulative follow-up data. Hazard ratios (HRs) and 95% confidence
intervals (Cls) were calculated using Cox regression models.

Results: In TIOSPIR, obesity prevalence was 22%, overweight 32%, and underweight 12%.
The proportion of females was highest in obesity classes Il and Ill. Overweight and obese
participants had better baseline lung function versus other BMI classes; underweight
participants were more likely to be current smokers. Underweight participants had a
significantly higher risk of death (HR, 1.88; 95% Cl, 1.62-2.20; P < 0.0001) and severe
exacerbations (HR, 1.31; 95% Cl, 1.16-1.47; P < 0.0001) versus normal-weight participants;
however, overweight and obese participants were at lower to no additional risk. Results from
UPLIFT were similar to TIOSPIR.

Conclusions: These results suggest that there is a strong association between body
weight, COPD events, and risk of death. A holistic management approach taking into account
respiratory and cardiovascular risk factors and nutritional status is needed to improve the
general well-being of patients with COPD.
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The PUMA study (patients scored 5 points or more should request
Spirometry)

PUMA SCORE

1. Female O male O F (0) M C )
2. Enter your age in (: 40-49 years (0) (:
50-59 years (1) (:)

60+ years (2) @

3. Smoking:

a. Have you ever smoked in your life? NO (: <20 pack-year (0) C)
20-30 pack-year (1) @
>30 pack-year (2) C)

(If the interviewee smoked less than 20 packets in a lifetime
or less than 1 cigarette a day in one year, check NO)

(Calculation of pack-year: Years of smoking X number of cigarettes per day/20)

Average cigarettes perday () Number of years smoking ()

4. Do you feel short of breath at some point when you walk NO (0) YES (1) (:
faster on flat ground or a small incline?

5. Do you usually have phlegm coming from your lungs or NO(o) YES() C )
difficulty expelling phlegm when not suffering from a cold?

6. Do you usually have a cough when not suffering from NO(o) YES(D C )
a cold?

7. Have you ever been asked by a doctor or other health NO (0) YES (1) C)

professional to blow into a device (called a spirometer or
peak flow meter) to know your lung function?

Total score C__ )

Interpretation: >5 points: request spirometry.

https://onlinelibrary.wiley.com/doi/epdf/10.1111/resp.12834
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Chairperson:

Prof. Mohammed Al Ghobain

Professor and consultant of pulmonary medicine, King Saud bin Abdulaziz
university for health science, King Abdulaziz medical city

National Guard health affairs, Riyadh

Members:

Dr. Waleed Al Sowayan
Consultant of pulmonary medicine, Security Forces Hospital, Riyadh

Dr. Shareefah Basheri
Consultant of pulmonary medicine, Prince Sultan military medical city, Riyadh

Dr. Majed Al Ghamdi
Consultant of pulmonary medicine, King Abdulaziz medical city
National Guard health affairs, Riyadh

Dr. Bader Al Ghamdi
Consultant of pulmonary medicine, National Guard health affairs, Jeddah

Prof. Abdullah Al Shimemeri
Professor and consultant of pulmonary medicine, Al Mishari hospital, Riyadh

Dr. Fahad Al Harbi
Consultant of pulmonary medicine, Head of medical department and pulmonary
section, Buridah central hospital, Qassim

Dr. Manad Al Hazmi
Consultant of pulmonary medicine, King Fahad hospital, Dammam

Activities:
Follow us in our twitter account: @Saudicopd
COPD newsletter

Meeting:
The 1°* Saudi COPD symposium June 2022
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