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Global burden of chronic respiratory diseases (CRDs)

THE GLOBAL BURDEN OF DISEASE 
(GBD), GLOBAL ALLIANCE FOR CHRONIC 
DISEASES (GACD) AND FORUM OF 
INTERNATIONAL RESPIRATORY 
SOCIETIES (FIRS) AND OTHER 
INTERNATIONAL INITIATIVES 
-
9C 08:30–10:30
-
This Hot Topics session summarised recent findings 
from leading international initiatives on respiratory 
diseases including the Global Burden of Disease 
(GBD), Global Alliance for Chronic Diseases (GACD) 
and the Forum of International Respiratory Societies 
(FIRS). It focused on the important new developments 
in respiratory disease research that have been 
achieved through the work of this expanding network 
of respiratory collaborators. 

There are emerging threats to lung health the world 
over, stressed Vinay Gupta, Seattle, USA - from 
biomass fuels and indoor/outdoor air pollution to 
smoking and second hand-smoke exposure and the 
unknown long-term impact of vaping. While asthma 
remains primarily a disease of childhood onset, rates 
of chronic obstructive pulmonary disease (COPD) 
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are increasing with an ageing population - 
creating a new problem of overlap syndrome. 
As things stand, years of life lost (YLLs) from 
CRDs represent the predominant cause of 
high attributable disability adjusted life years 
(DALYs) in lower-middle income countries. 
COPD alone ranks as the second leading cause 
of death globally. Interventions are urgently 
needed to address this ‘crisis of premature 
mortality’ stressed Dr Gupta, including improved 
diagnostic capabilities that may assist with 
earlier treatment intervention.
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Tobacco use remains a refractory public health 
problem that exerts a substantial impact on death 
rates, particularly in the Asia Pacific region. Dr Gupta 
suggested that regions that have seen little progress 
in tobacco control may benefit from reframing 
the problem as part of a synergistic risk paradigm, 
incorporating the combined impact of primary/
secondary smoke exposure and air pollution. 

Luisa Sorio Flor, Seattle, USA gave a high-level 
overview of the GBD study including concepts, aims, 
scope and progress. She explained that burden of 
disease is a quantitative description of death and loss 
of health which allows the relative impact of different 

conditions to be directly 
compared. DALYS are a key 
metric employed in the 
GBD study and provide a 
measure of overall disease 
burden expressed as the 
cumulative number of 
years lost due to health, 
disability or early death. 

The GBD study allows us to better understand the 
burden of disease attributable to risk factors and 
provides vital support for decision-makers in setting 
priorities and allocating resources, Dr Flor concluded.  

The GACD is an alliance of public health funding 
agencies, explained Gary Parker, London, UK. Its 
strategic plan is to reduce the burden of chronic non-
communicable diseases (NCDs) by building evidence 
to inform national and international NCD policies, 
focusing on low/middle-income countries and 
vulnerable populations in high-income nations. In 
the respiratory arena, GACD currently has 17 ongoing 
projects in 33 countries targeting predominantly 
smoking cessation but also second-hand smoke 

“COPD is the defining 
problem in CRDs. It currently 
accounts for 55% of the 
overall burden and is on the 
rise globally.” 

Vinay Gupta

What is the GBD Study?

A systematic, collaborative scientific effort to quantify the comparative magnitude of health loss 
due to diseases, injuries and risk factors by age, sex and geographies for specific points in time

exposure, COPD/asthma and tuberculosis. The 
overarching mission is to fund and support research, 
said Dr Parker, thereby maximising learning across 
different disease silos. 

Klaus Rabe, Kiel, Germany, 
set out the mission 
statement of FIRS: to 
promote global respiratory 
health in an additive and 
complementary way to 
its member societies. He 
stressed that respiratory 
societies must understand 

advocacy and incorporate both political and societal 
dimensions in order to affect real change. One of the 
major goals of FIRS is to raise lung health awareness 
through key initiatives such as World Lung Day, held 
on September 25th, which campaigns under the 
banner of ‘healthy lungs for all’. FIRS also advocates 
for clean air and has a dedicated environmental 
committee to raise awareness of and involvement in 
air pollution. We are currently in the midst of a major 
debate on vaping and heated tobacco projects, noted 
Dr Rabe. FIRS was among the first respiratory groups 
to produce a position statement on this topical issue 
in 2014 and has since followed this up with a 2018 
document on E-cigarettes and youth.
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“Our task is to take the Babylonian 
complexity of scientific, clinical and 
epidemiological data and translate this 
into information that health policy makers 
can understand.” 

Klaus Rabe

4 million deaths/year
From lower respiratory tract infections and pneumonia

7 million deaths/year
From exposure to air pollution

-
Lungs in the Fog
-
9D 14:45–16:45
-
This symposium tackled the real-life, common 
challenges faced by clinicians when diagnosing 
interstitial lung diseases (ILDs) with an unclear 
aetiology. 

Karen Patterson, Falmer, UK discussed how to deal 
with the uncertainty of non-diagnostic biopsies 
and unclassifiable ILDs. Unclassifiable ILD is a 
progressive, fibrotic disease that predominately 
affects older patients. The incidence in ILD cohorts 
currently stands at around 10-20% but only around 
a quarter of these patients will have undergone 
surgical lung biopsy (SLB). This is the ‘elephant in 
the room’ when it comes to diagnostic uncertainty 
and unclassifiable disease, Dr Patterson pointed 
out. Reasons for deferring biopsy include patient’s 
health status (too healthy or too sick), treatment 
with immunosuppressants which can impact 
diagnostic yield and patient opposition. She 
suggested that biopsy should be pursued wherever 
possible for unclassifiable ILD and that original 
decisions around SLB may need to be revisited 
further along the disease pathway. Providing 
clinical care in these ‘uncertain times’ raises obvious 
challenges acknowledged Dr Patterson, but 
management of unclassifiable ILD should focus on 
the most probable diagnosis after multidisciplinary 
discussions and with due consideration to the 
expected disease behaviour.  
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“While there are no data 
equating histopathology 
with better outcomes in 
unclassifiable ILD, it is 
reasonable to assume it can 
influence treatment.” 

Karen Patterson

Biopsy results in unclassifiable ILD
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It is important for clinicians to recognise the role 
of inhaled exposures in ILD and understand which 
occupations have the most significant impact, said 

Mary Strek, Chicago, 
USA. Data suggest that 
inhalational injury can 
trigger autoimmune 
reactions in the lung. 
This observation is 
supported by evidence 
of mediastinal lymph 
node enlargement in ILD 

patients which appears directly linked to survival 
outcomes. A number of different occupations and 
hobbies have been associated with an increased 
risk of ILD - most notably those involving exposure 
to birds, dust and mould. For these reasons, taking 
a detailed patient exposure history is critical, 
stressed Dr Strek. She suggested that questioning 
should cover: 

• Cigarette smoke exposure - primary,  
second and third hand

• Family history - of ILD or connective  
tissue disease

• Childhood exposures
• Occupational exposures
• Hobbies
• Contact with water, birds, dust or fumes

Once identified, it is important to establish if the 
exposure is ongoing and take steps to remediate 
or avoid antigen exposure at work and in the home 
where possible, Dr Strek concluded.  

Vincent Cottin, Lyon, France gave a masterclass in 
distinguishing fibrotic hypersensitivity pneumonitis 
(HP) from idiopathic pulmonary fibrosis (IPF). In 
clinical practice, diagnosis and treatment decisions 
are often based on diagnostic probability rather 
than certainty, he conceded. However, exposure to 
antigen provides a cornerstone to the diagnosis of 
HP - supported by a bronchoalveolar lavage (BAL) 
lymphocytosis level >40% and key pathological 
features.
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Occupations and hobbies linked to ILD

Odds ratio: 38.8
Risk for HP development after exposure to a known 
offending antigen 

When interpreting high resolution computed 
tomography (HRCT) findings, Dr Cottin highlighted 
the so-called ‘headcheese sign’ as having good 
positive predictive value for the diagnosis of 
chronic HP. This sign is present when lobules with 
two of the following three densities are present: 

low attenuation (air trapping), normal lung and 
ground glass opacification. Compared to the 
headcheese sign, mosaic attenuation may not 
prove very specific, he cautioned. Ultimately, 
an estimated 18-32% of patients with non-IPF 
ILDs will go on to develop a progressive fibrosis 
phenotype, explained Dr Cottin, which has 
important implications for treatment. Prognostic 
fibrotic features on CT like honeycombing and 
traction bronchiectasis may help to pinpoint these 
patients in clinical practice.
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The topic of pulmonary hypertension (PH) in ILDs 
was reviewed by Katerina Antoniou, Heraklion, 
Greece, culminating in a snapshot of the latest 
therapeutic data in this field. PH-ILD has been 

reported in a number 
of fibrotic lung 
diseases, including 
IPF and chronic HP, 
and is associated with 
reduced survival and 
increasing disability. 
Currently, no non-
invasive screening exists 

with the ability to effectively rule out PH in ILD 
cohorts. The primary treatment consideration in 
ILD-associated PH is antifibrotic therapy for cases 
of IPF, with immunosuppression if appropriate. In 
terms of PH-specific interventions, Dr Antoniou 
advised that riociguat should be avoided due 
to the unfavourable risk-benefit profile seen in 
the Phase 2b RISE-IIP study. Endothelin receptor 
antagonists (ERAs) are also not recommended and 
patients should be enrolled into clinical trials where 
possible. Off label-treatment is reserved for severe 
PH and only carried out at experienced centres with 
close follow-up for clinical deterioration. In terms 
of clinical advances in the PH-ILD arena, antifibrotic 
combination therapy trials are one avenue being 
pursued in IPF. The double-blind, randomised 
INSTAGE trial evaluating nintedanib plus sildenafil 
in IPF proved negative for the primary endpoint 
of St. George Respiratory Questionnaire (SGRQ) 
score. However, prespecified subgroup analysis 
revealed a benefit of combination therapy on 
brain natriuretic peptide (BNP) stabilisation which 
was more pronounced in patients with right heart 
dysfunction at baseline. Several other randomised 
controlled trials are ongoing in this important 
therapy area, Dr Antoniou concluded. 

“A subset of patients 
with chronic HP have a 
progressive fibrosing 
phenotype, sharing 
commonalities with IPF, 
and may benefit from 
antifibrotic therapy.”

Vincent Cottin

Pathological features of chronic HP
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