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Le percentuali di prevalenza spaziano in studi
meno recenti tra il 4 e il 10% della

popolazione adulta
Halbert, RJ, Chest 2003, 123: 1684
Antd JM et al Eur Respir J. 2001 May;17(5):982

Studi piu’ recenti la collocano tra il 15 ed |l

25% della popolazione adulta
Chapman KR et al. Eur Respir J. 2006 Jan;27(1):188

8000 adulti inglesi
Eta > 35 anni

Prevalenza BPCO=
Shahab L, et al Thorax. 2006 Dec;61(12):1043-7.



In Italia, la prevalenza “ufficiale” del 2-4 per cento
nelle donne e del 4-6 per cento negli uomini.

Studi di popolazione danno una prevalenza di tosse
e catarro cronici del 12% nelle classi di eta’

comprese tra 20 e 44 anni;

Cerveri et al. Eur Respir J 2003; 22:413-417
De Marco et al Thorax 2004;59:120-125



Associazione Scientifica
Interdisciplinare per lo Studio AI M AR
delle Malattie Respiratorie

414 spirometrie in 22 U.O.

( 251=61%, 150 =36%

, n.r. 13)

puo salvare la vita \ eta’ media= 64 (mediana 66, 5):
- Asma 74 casi

N T - BPCO 221

1 o - Bronchite cronica semplice 61

Una diagnosi precoce

Complessivamente 320 persone (77%) NON erano note
come malate.
* Del 221 soggetti trovati affetti da BPCO, solo 13  (6%)
erano gia’ noti.

(Nardini et al, Multidisciplinary Respiratory Medicine 2007; 3: 14-21)



Deaths by cause in the world (2004-2030)

2004
Disease or Injury

2030
Disease or Injury

Izchacmic heart discasc
Cerchrovascular discasc

Lower respiratory infections
Chronic obstructive pulmonary disease
Damhoeal dissasas

HIViAIDS

Tuberculosis

Trachea, bronchus. lung cCancers
Road traffic accident=
Prematurty and low bhirth weight
Meonatal infections and other*
Diabataes maliftus

Malaria

Hypeartansive heart disease

Birth asphy=a and birth treaunmsa
Sclf-inflicted injuries

Stomach cancer

Cirrfrossis of the liver

MNephritis and nephroses

Colon and recium cancers

violence

Breast cancer

Oesopnagus cancer

AlZneimer and omer dementEs

Ny World Health
i®.2 Organization
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Global Alliance against Chronic Respiratory Diseases
www.who.int/gard

Ischaemic heart disease

Cerclrovascular disease
Chronic obstructive pulmonarny discase
Lower respiratory infections
Foad tramic accident=

Trachsa, bronchus, lung cancers
Diabetes mellitus

Hyperensive hear disease
Stomach cancer

HIVIAIDS

Mephritie and nephrosis
Saif-inflicted injurias

Liver cancer

Colon and rectumn cancers
Cesophagus cancer

“iolkence

Alzheimer and other dementias
Chmhosis of the liver

Breasl cancer

Tuberculcsis

Meonatal infections and other™
Pramaturity and low birth weight
Diamrhoeal diseases

Barth asphyxia and birth trauma
(WHO World Health Siatistics, 2008)

A world whare



FEV1 (% del valore a 25 anni)

100

75

50

25

Mai fumato o non suscettibile
ai danni del fumo
Fumatore regolare e s N
S ) 9 -l Smesso a 45 anni
suscettibile ai danni da fumo el
Invalidita el
/Smesso a 65 anni
Decesso .
| | | | | | | | | | | |
25 50 75

Eta (anni)

Sec. Fletcher & Peto, 1975
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Delibera Regione Veneto N ° 3231 del 15/11/02

DISASSUEFAZIONE: ARTICOLAZIONE

DISASSUEFAZIONE
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PRIMO LIVELLO SECONDO LIVELLO

MEDICO . OPERATORI AMBULATORIO
MED. GEN. SANITARI SPECIALISTICO

OSPEDALI E
SERVIZI SANITARI
SENZA FUMO
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http://www.aimarnet.It
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Uno studio caso-
controllo di 200 0
pazienti BPCOe 200 °
controlli: USA Pazienti &
>30 anni

Classificazione ICD-9

Prevalenza di fumo:
46% BPCO
149% controlli

Percent

40

20

B COPD
B Control

1k

Never Ex- Smoker
smoker smoker

(Mapel, Arch Int Med 2000)




Current smokers:
35% in COPD
23% In normal

Peaks at 47% in middle 5

age in COPD group

versus steady decline 0 T {
In normal 0

35-44 45-54 55-64 65+
Age

(Courtesy: R. West, 2007)

Error bars are approximate 9070 LIS



Quit rates:

defined as ex-smokers
as a proportion of ever-
smokers

Clear negative association
with COPD severity at all
ages

Very little quitting In
middle-aged smokers with
COPD

Some increase in quitting
In moderate and severe
COPD patients after 65y

E Normal
B Mild

B Moderate
O Severe

35-44 45-54 55-64 65+

(Courtesy: R. West, 2007)
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' OSTACOLI DEL MEDICO
LA RICERCA STOP: RISULTATI

Ricerca sponsorizzata da Pfizer su 2836 MMG fumatori e non, in 16 Paesi diversi




‘ CONTRADDIZIONI APPARENTI

Smettere € una questione
di volonta

E’ prima di tutto una scelta
di stile di vita

Altre azioni hanno la
priorita
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(*) Project carried out with an unrestricted educational grant of Pfizer, Italy



Che trattamento per lo pneumopatico fumatore

80%
70%
60%
50%
40%
30%
20%
10%

0%

viene trattato con la terapia viene inviato presso altre  \iene istruito sulla necessita di
anche per la cessazione strutture (SERT, Lega Tumori, smettere
etc...)

Ricevuto una formazione adeguata?

40%
35%
30%
25%
20%
15%
10%

5%

0%

Si, durante il corso Si, ma solo durante Si, ma dopo la Si, ma solo perché No, non ho alcuna
universitario la scuola di specializzazione, me la sono preparazione
specializzazione nell’lambito di corsi procurata per conto specifica sulla
di aggiornamento mio disassuefazione

AIMAR, Progetto Iceperg, 2008
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Fonte dati: IMS Health, Midas




Regioni Centri SSN* Centri LILT** Totale centri 2006 %

’ Emilia Romagna 33 6 39 11,3
grihulli;Venema 6 5 8 23
Liguria 9 4 13 3,8
Lombardia 36 10 46 13,3
Aggiornamento Maggio 2007 Piemonte 20 5 25 7,2

Trentino Alto 10 2 11 3,2

‘ Adige
" 1185 servizi Veneto 34 7 41 11,8
(53,5%) Valle d’Aosta 1 1 2 0.6

Lazio 18 5 23 6,6
80 servizi “ Marche 11 4 15 4,3
(23,1%)~ Toscana 23 6 29 8,4
“ Umbria 11 2 13 3,8
' , % Abruzzo 1 9 2,6
81 servizi -
(23,4%) Basilicata 1 2 0,9
Calabria 3 7 2,0
Campania 13 5 19 55
Molise 1 2 3 0,9
Puglia 14 5 19 5,5
Sardegna 5 3 8 2,3
*Centri di ospedali, ASL Sicilia 8 6 14 4,0
| I Tu |
Pacifici, Rapporto Nazionale sul Fumo Roma, 2007 Totale Centri 266 80 346 100
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fumatori malati di malattie respiratorie HANNO
URGENTE BISOGNO DI SMETTERE

Essi dovrebbero essere assistiti
CONTINUATIVAMENTE con:

Valutazione regolare dello stato di fumatore
Uso di terapia farmacologica
Fornitura di supporto comportamentale




85 -

Tutti dovrebbero essere testati per il fumo almeno DUE
volte I'anno, meglio a ogni controllo programmato.

Il controllo deve comprendere un marcatore biologico di
fumo (va bene il CO, la COHb o la cotinina salivare)

La prescrizione di farmaci per smettere deve essere
collegata alla prescrizione di farmaci respiratori

(R. West, 2004; ERS, 2007)



UTILIZZARE LA TERAPIA
FARMACOLOGICA

——

——

N\ /

(Keating, Siddiqui CNS Drugs 2006; 20 (11): 945-960 )




CONFRONTO TERAPIE PER LA
CESSAZIONE DAL FUMO

CMAJ « JULY 15, 2008 « 179(2)



'COME SUPERARE GLI OSTACOL

LO PNEUMOLOGO DEVE;
- FORMULARE LA DIAGNOSI DI FUMATORE

- UTILIZZARE LA TERAPIA
FARMACOLOGICA DISPONIBILE PER LA
DISASSUEFAZIONE

- SEGUIRE NEL TEMPO L'ESITO DELLA
TERAPIA

ESATTAMENTE COME TRATTA IL RESTO
DELLE PATOLOGIE PNEUMOLOGICHE
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The smoking cessation program included a 2-week period
of hospitalization. Nicotine replacement therapy and
physical exercise were recommended, and education was
given in group sessions.

This comprehensive smoking cessation program with
hospitalization and a long follow-up period resulted in high
quit rates even after 3 years. Despite high costs for this
aggressive smoking cessation program, beneficial
economic effects are likely to be obtained in the long run.

(Sundblad BM et al- 2008)
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2003-2006:

FATTA FORMAZIONE SUL FUMO SU TUTTI | MMG (= 3600)

FORMATI, ACCREDITATI E VERIFICATI 23 AMBULATORI
SPECIALISTICI

2008-20009:

CONTRIBUTO PARZIALE ALL'ATTIVITA DEGLI AMBULATORI
DI Il LIVELLO;

SPERIMENTAZIONE IN 3 AZIENDE ULSS NEGLI AMBULATORI
DI I LIVELLO DELLA FORNITURA GRATUITA DELLA TERAPI A
FARMACOLOGIA Al FUMATORI CON GRAVE PATOLOGIA
FUMO-CORRELATA

STUDIARE LA FATTIBILITA DI FINANZIARE LE ATTIVITAD |
DISASSUEFAZIONE ATTRAVERSO LA TARIFFAZIONE
REGIONALE.
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Benefits and risks of pharmacological smoking cessa tion therapies in chronic obstructive pulmonary dis ease.
Wagena EJ, Zeegers MP, van Schayck CP , Wouters EF .

Research Institute for Extramural and Transmural Health Care (ExTra), Maastricht University, Maastricht, The
Netherlands. edwin.wagena@hag.unimaas.nl

Smoking cessation is the most effective way to reduce the risk of developing chronic obstructive pulmonary disease
(COPD) or to reduce its progression. However, little is known about the efficacy and safety of different pharmacological
smoking cessation therapies used for the treatment of patients with COPD who smoke. The aim of this review was to
evaluate the benefits and risks of pharmacological smoking cessation therapies in COPD. We conducted an extensive
computer-aided literature search which resulted in the identification of four papers that met the inclusion criteria and
contributed to this review.In two studies the efficacy of nicotine polacrilex (nicotine gum) was assessed. In one study,
which did not have a control group, the efficacy of nicotine nasal spray was evaluated. The fourth study, a placebo-
controlled trial, evaluated the efficacy of bupropion sustained release. The results of these studies indicated that
nicotine gum, nicotine nasal spray and bupropion have a good safety profile and seem to increase abstinence rates in
smokers with COPD. The incidence and nature of specific adverse effects occurring in patients with COPD seem to be
comparable with the adverse effects reported by healthy smokers. However, the efficacy seems to depend on the
follow-up period used to define success (i.e. abstinence rates decline with longer follow-up), as well as the intensity and
duration of the concomitant psychosocial intervention.This review indicates that for a continuation of the effect of
pharmacological smoking cessation therapies, the combination of pharmacotherapy (to reduce craving and withdrawal)
and a relapse-prevention programme, in which attention is focused on the behavioural aspects of smoking and smoking
cessation, seems to increase abstinence, especially when the psychosocial intervention is prolonged for a longer
period. Also, the characteristics of the smokers who are motivated to quit must be taken into account in order to
increase the number of successful attempts to quit smoking and prevent relapses. We therefore recommend using a
holistic approach in which the possible coexistence of multiple problems (which are known to affect the success of
smoking cessation strategies) Is integrated.




1: Cochrane Database Syst Rev. 2007 Jan 24;(1):CD006103. Links

Update in:

Cochrane Database Syst Rev. 2008;(3):CD006103.

Nicotine receptor partial agonists for smoking cessation.Cahill K, Stead LF, Lancaster T.

Department of Primary Health Care, Old Road Campus, University of Oxford, Oxford, UK, OX3 7LF. kate.cahill@dphpc.ox.ac.uk

BACKGROUND: Nicotine receptor partial agonists may help smokers to quit by a combination of maintaining moderate levels of dopamine to counteract
withdrawal symptoms (acting as an agonist) and reducing smoking satisfaction (acting as an antagonist). Varenicline was developed as a nicotine
receptor partial agonist from cytisine, a drug widely used in central and eastern Europe for smoking cessation. The first trial reports of varenicline were
released in 2006, and further trials are underway. OBJECTIVES: The primary objective of this review is to assess the efficacy and tolerability of nicotine
receptor partial agonists, including varenicline and cytisine, for smoking cessation. SEARCH STRATEGY: We searched the Cochrane Tobacco
Addiction Group's specialised register for trials, using the terms (‘varenicline' or 'cytisine' or 'Tabex' or 'nicotine receptor partial agonist’) and ‘smoking' in
the title or abstract, or as keywords. We also searched MEDLINE, EMBASE, PsycINFO and CINAHL using MeSH terms and free text, and we contacted
authors of trial reports for additional information where necessary. The last search was in October 2006. SELECTION CRITERIA: We included
randomized controlled trials which compared the treatment drug with placebo. We also included comparisons with bupropion where available. We
excluded trials which did not report a minimum follow-up period of six months from start of treatment. DATA COLLECTION AND ANALYSIS: We
extracted data in duplicate on the type of participants, the dose and duration of treatment, the outcome measures, the randomization procedure,
concealment of allocation, and completeness of follow up.The main outcome measured was abstinence from smoking after at least six months from the
beginning of treatment. We used the most rigorous definition of abstinence, and preferred biochemically validated rates where they were reported.
Where appropriate we performed meta-analysis using the Mantel-Haenszel fixed-effect model. MAIN RESULTS: We found five trials of varenicline
compared with placebo for smoking cessation; three of these also included a bupropion experimental arm. We also found one relapse prevention trial,
comparing varenicline with placebo. The six trials covered 4924 participants, 2451 of whom used varenicline. We identified one trial of cytisine (Tabex)
for inclusion.The pooled odds ratio (OR) for continuous abstinence at 12 months for varenicline versus placebo was 3.22 (95% confidence interval [CI]
2.43t0 4.27). The pooled OR for varenicline versus bupropion was 1.66 (95% CI 1.28 to 2.16). The main adverse effect of varenicline was nausea,
which was mostly at mild to moderate levels and usually subsided over time. The two trials which tested the use of varenicline beyond the 12-week
standard regimen found the drug to be well-tolerated and effective during long-term use.The one cytisine trial included in this review found that more
participants taking cytisine stopped smoking compared with placebo at two-year follow up, with an OR of 1.77 (95% CI 1.30 to 2.40). AUTHORS'
CONCLUSIONS: Varenicline increased the odds of successful long-term smoking cessation approximately threefold compared with pharmacologically
unassisted quit attempts.In trials reported so far, more participants quit successfully with varenicline than with bupropion. The effectiveness of
varenicline as an aid to relapse prevention has not been clearly established. The main adverse effect of varenciline is nausea, but this is mostly at mild
to moderate levels and tends to reduce with habituation.There is a need for independent trials of varenicline versus placebo, to test the early findings.
There is also a need for direct comparisons with nicotine replacement therapy, and for further trials with bupropion, to establish the relative efficacy of
the treatments.Cytisine may also increase the chances of quitting, but the evidence at present is inconclusive.
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Sommario
| fumatori malati di malattie respiratorie HANNO URGENTE

BISOGNO DI SMETTERE

Essi dovrebbero essere assistitit CONTINUATIVAMENTE con:
Valutazione regolare dello stato di fumatore
Uso di terapia farmacologica
Fornitura di supporto comportamentale

Per svolgere guesto ruolo in modo efficace, ai clinici serve:
Formazione e training
Risorse (budget)

Sul piano clinico i clinici dovrebbero:
Usare i controlli della funzione respiratoria come leva motivazionale

Usare la NRT per ridurre il fumo dei pazienti che non vogliono smettere
di colpo

Comunicare ai pazienti che non vogliono smettere ne ridurre che si
tornera sull'argomento a ogni controllo
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