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To the Editor:

Recently, the Global Initiative for Chronic Obstructive Lung Disease (GOLD) released a revised consensus
report (2017 GOLD Report) [1] in which the formerly defined ABCD classification of patients with COPD
has been refined. The 2011 GOLD Report and its 2016 Update classified patients on the basis of three
variables, i.e. the symptom burden, lung function impairment and exacerbations [2], now the A–D groups
are defined solely on the basis of symptoms and history of exacerbations – thus recognising the limitations of
the forced expiratory volume in 1 s (FEV1) in influencing therapeutic decisions in COPD [1]. The obvious
consequence of the new classification is a shift of a proportion of patients from the C to the A group, and
from the D to the B group. Nevertheless, the magnitude of such redistribution remains unknown.

The aims of the present study were 1) to analyse the effects of applying the new GOLD 2017
recommendations on the distribution of the A–D groups, and 2) to foresee the possible implications of the
new GOLD recommendations on the maintenance therapy for COPD. For this purpose, we used data from
the POPE (Phenotypes of COPD in Central and Eastern Europe) study, which is an international, multicentre,
observational and cross-sectional study of 3361 COPD subjects in 10 countries in Central and Eastern Europe
(CEE) (ClinicalTrials.gov identifier NCT02119494) [3]. The study provided numerous data, including ABCD
distribution based on the 2016 GOLD Report and the distribution of predefined clinical COPD phenotypes
[3]. Its rationale, organisational structure and methodology have been reported in more detail previously [4].
The study protocol, informed consent and patient information were submitted to ethics committees in the
respective countries and to regulatory agencies, where required; as a result, all patients were requested to
provide their informed consent (except those in Poland, where formal ethics committee approval and written
informed consent was not required due to the observational nature of the study) [3].

Application of the new GOLD 2017 recommendations profoundly affected the distribution of patients in
the A–D groups. Classified according to recommendations of the 2016 GOLD Report, 287 (8.5%) of 3361
COPD patients were in class A, 1023 (30.5%) in class B, 125 (3.7%) in class C and 1926 (57.3%) were in
class D. Such distribution was consistent with reports of other groups [5, 6]. In contrast, when using the
assessment according to the GOLD 2017 recommendations, 346 (10.3%) of the COPD patients were in
class A, 1709 (50.8%) in class B, 66 (2.0%) in class C and 1240 (36.9%) in class D (figure 1). Thus, the new
classification led to two ‘vertical’ shifts in the distribution of COPD patients: 59 patients (1.8% of the entire
cohort and 47.2% of group C) moved from group C to group A, and 686 patients (20.4% of the entire
cohort and 35.6% of group D) moved from group D to group B. This ‘vertical’ shift from D to B reflects the
situation in which, according to the GOLD 2016 recommendations, only 464 (24.1%) of 1926 patients were
in group D because of frequent exacerbations (of these 380 (82%) with two or more exacerbations in the
previous year), but 686 (35.6%) were because of poor lung function (FEV1<50%), and the remaining 776
(40.3%) patients fulfilled both criteria (of these 675 (87%) had two or more exacerbations in the previous
year). Thus, according to the revised ABCD classification, more than a third of patients formerly classified
as ‘D’ solely on the basis of poor lung function moved from the D to the B group.
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Interestingly, in the COPDgene, Copenhagen and ECLIPSE cohorts, the proportions of patients classified
as ‘D’ solely based on their poor lung function were even higher than the POPE cohort (64%, 79% and
63%, respectively) [7], implying that the revised assessment of COPD and the new A–D classification may
affect an even higher proportion of COPD patients than that observed in the POPE cohort. The higher
proportion of exacerbators in the POPE cohort is likely to reflect a higher prevalence of risk factors for
exacerbations in CEE such as active smoking, worse FEV1, more comorbidities and/or less adequate or
intense treatment. Analyses of these factors are beyond the scope of the present study.

A total of 490 (71.5%) of 686 patients who shifted from the D to the B group were treated with inhaled
corticosteroids (ICS). Of these, 391 (79.8%) used ICS as a part of triple ICS+long-acting beta-agonist
(LABA)+ long-acting muscarinic receptor agonist (LAMA) treatment, 92 (18.8%) used ICS in combination
with LABA, and only two (0.4%) used ICS in combination with LAMA, and five (1.0%) patients used ICS
as monotherapy. Application of the GOLD 2017 recommendations might lead to the discontinuation
of ICS in some of these 490 patients who shifted from D to B because of the lack of exacerbations.
Of note, GOLD 2017 recognises that FEV1 can be used to guide therapy in selected circumstances and
we believe, in agreement with others [8], that an individualised approach in de-escalation of ICS should
be applied.

Dual bronchodilation therapy with LABA and LAMA, which is the recommended first-line treatment for
highly symptomatic patients in groups B and D in the new GOLD recommendations, was used only by 136
(11.0%) of patients in the original (i.e. based on GOLD 2016 recommendations) group D. Importantly, 126
(18.4%) of patients who shifted from group D to group B had very severe bronchial obstruction with
FEV1⩽30%. This might have important clinical implications if these patients, being classified as group B,
were prescribed a single long-acting bronchodilator only. However, acknowledging that GOLD 2017
suggests that spirometry may influence treatment decisions in patients with discrepancy between spirometry
and the level of symptoms, we believe that the majority of patients who shifted from group D to group B
and had poor lung function should be treated with dual bronchodilation.

One more observation deserves attention. Out of 130 patients initially in group D fulfilling the criteria for
the asthma–COPD overlap syndrome (ACOS) [9], 97 (74.6%) remained in category D but 33 (25.4%)
moved to group B after reclassification based on GOLD 2017. Despite the previous GINA/GOLD report
[10], ACOS has not been included in the new classification for treatment in GOLD 2017 and it is only
mentioned in the text as a factor to choose a treatment option containing ICS in group D. Therefore,
patients moving to group B might discontinue ICS with potentially harmful consequences.

In conclusion, we consider the ‘vertical’ shift reflecting the distribution of patients based on exacerbations
solely as the most profound clinical consequence of the new 2017 GOLD report. In proposing a
distribution of COPD patients into exacerbators and non-exacerbators (CD versus AB), the new GOLD
classification seems to be much closer to the phenotypic approach, and on the way to individualised
medicine. ‘Horizontal’ division (A versus B; C versus D) may affect the therapeutic decisions to a lower
degree, and will be probably reflected in different need for rescue medication. However, the decision for
introducing other recommended treatments (roflumilast, ICS, azithromycin) is most likely to be based on
phenotype (chronic bronchitis, ACOS, chronic infection) in addition to CAT scores and dyspnoea. As
shown in our present study, accurate adherence to the new GOLD 2017 Report will likely promote dual
bronchodilator treatments as the core gold standard therapy for majority of patients with COPD,
significantly narrowing the use of ICS [11, 12].

FIGURE 1 Comparison of the
distribution of COPD patients using
the Global Initiative for Chronic
Obstructive Pulmonary Disease
(GOLD) groups A–D 2016 and 2017
classifications; n = 3361.
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