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Wathaurong People.

We pay respects to Elders past, present and
emerging as well as pay respects to any
Aboriginal and Torres Strait Islander people in
the session with us today.
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Housekeeping — Zoom Meeting

All attendees are muted
Please keep your microphone on mute

Please ask questions via the Chat box

This session is being recorded

Please ensure you join the session using the name
you registered with so we can mark your attendance

Certificates and CPD will not be issued if we cannot
confirm your attendance

£ Who can see your messages?

Type message here..



How to change your name in Zoom Meeting

1. Click on Participants
2. If using

App: click on your name

Computer: hover over your name and click the 3 dots

Mac: hover over your name and click More
3. Click on Rename
4. Enter the name you registered with and click

Done / Change / Rename

When using a phone or app

kWhen using computer
Close Participants (2)

e Participants (2) — O e -
Jane Example ‘ Jane Example (me) ¥ v

m MWIMPHM Education (Host, me) m | _] Pin ) Rename X Raise Hand N2} NWMPHN Education (Host)

Enter a new name below:
“ Jane Example P'lly.] Fename
Z

-
2

Unmute Rename

[NWMPHN Education ]

Rename Jane Example

Remember my name for future meetings

Cancel Cancel Done




Make attending this session count towards your Reviewing Performance
and Measuring Outcomes hours

If you implement a quality improvement change following this activity, you will be able to claim Measuring
Outcomes hours.

If you continue your reflection following this activity, use the steps below to claim Reviewing Performance
hours.

Further information will be distributed through the post-session email.
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Pathways are written by GP clinical editors with support from
local GPs, hospital-based specialists and
other subject matter experts

evidence-
based medical
advice

Reduce
variationin
care

how to refer

services
available
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Assessing Respiratory Presentations
in General Practice

Asthma in Adults Vv

Asthma-COPD
Bronchiectasis

Chronic Cough in Adults

Community-acquired Pneumonia v

(CAP) in Adults

COPD %

Dyspnoea
Haemoptysis
Home Oxygen

Interstitial Lung Diseases (ILDs)

Lung Cancer W

Silica Exposure

Spirometry Testing and
Interpretation

Tuberculosis (TB)

Respiratory Referrals v
Rheumatology >
Sexual Health Vv
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Latest News

8 May
X Health.vic

Health alerts and advisories [

8 May
X TGAalerts
TGA alerts:
« Safety Alerts [ (for health professionals)

« Recall Actions [ (for health professionals)
« TGA Medicine Shortages [ (for health professionals)

24 April
I Antibiotic Guidelines Update

Therapeutic Guidelines released a major update to Antibiotic
Guidelines [ (March 2025) with 200+ revised and new clinical
topics. It will take time to add the changes into HealthPathways.
Always refer 1o the most recent updates before prescribing.

Pathway Updates

Updated — 27 May
Anaphylaxis

Updated — 26 May

Medications for Depression and Anxiety
(Pregnancy and Breastfeeding)

Updated — 22 May
Herpes Zoster Ophthalmicus

Updated — 22 May
Strangulation

Updated — 13 May
Practice Incentives Program (PIP)

VIEW MORE UPDATES...

X
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HealthPathways - COPD and Asthma

ABOUT HEALTHPATHWAYS

BETTER HEALTH CHANN

Click ‘Send Feedback’
to add comments and
guestions about this
pathway.

RACGP RED BOOK

USEFUL WEBSITES

MBS ONLINE

NPS MEDICINEWISE

PBS

NHSD

Bl SEND FEEDBACK
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HealthPathwiays HealthPathways Case Study- COPD

Melbourne

Access the case study- Chronic obstructive pulmonary disease (COPD)

Health Patl';\.ﬂ'l"';lys

Melbourne

Putting knowledge into practice

Q Search HealthPathways

Manage account
About HealthPathways
Subscribe to updates

. Markup controls

Contact us

Sign out

HealthPathways Melbourne

Melbourne
assistance with chronic

On further history, the GP uses the Modified

obstructive pulmonary disease i o assess the severity of his snortness of ‘
(COPD) breath, and its impact on his wellbeing and daily . § l

life

Peter, a retired builder, 63, presents with a seven-
month history of increasing shortness of breath
and a chronic productive cough with white
sputum. Symptoms are exacerb: Y

Peter denies other symptoms including wheeze,
chest tightness and haemoptysis. There is no
history of exposure to occupational dusts
particles or chemicals

He has a medical history of hypertension
hyperlipidaemia and is a smoker (35 pack-years
He is concerned because on a recent holiday. he
was unable to participate in several of the physical
actvities. He has also experienced frequent chest
infections over the previous year.

ASTERN MELBOURNE

melbourne.healthpathways.org.au | November 2024 “.7...“.......»..

To subscribe to the HealthPathways Bulletin, please click on "Subscribe to updates"” on the HealthPathways homepage or contact
melbourne.healthpathways.org.au



mailto:https://nwmphn.org.au/resource/healthpathways-assistance-with-chronic-obstructive-pulmonary-disease-copd-case-study/
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HealthPathways Relevant and related pathways

Melbourne

Relevant pathways Related pathways

Asthma in Adults Bronchiectasis

Asthma-COPD Chronic C.ough | | |
COPD Community Acquired Pneumonia (CAP) in Adults
Acute Exacerbation of COPD Smoklng.and Vaping Cessat.lon

Non-acute COPD Communlty AsthrT\a Edqcatlon and Sgpport
COPD Severity Classification Respiratory Infectious Diseases Practice
Advanced or End-stage COPD Management

Assessing Respiratory Presentations in General Practice

Acute Asthma in Children Referrals

Asthma in Adolescents (Aged 12 Years and Over) Acute Respiratory Referral (Same-day)
Asthma in Primary School-aged Children (Aged 6 to 11 Years) Non-acute Respiratory Referral (> 24 hours)
Wheeze and Asthma in Preschool Children (Aged 1to 5 Years) Lung Function Testing

Asthma in Adults - Acute Pulmonary Rehabilitation

Asthma in Adults - Non-acute Home Oxygen Referral

Asthma in Pregnancy Statewide referral criteria

Thunderstorm Asthma

CPD Hours for HealthPathways Use



https://melbourne.communityhealthpathways.org/67191.htm
https://melbourne.communityhealthpathways.org/16524.htm
https://melbourne.communityhealthpathways.org/23823.htm
https://melbourne.communityhealthpathways.org/16604.htm
https://melbourne.communityhealthpathways.org/419084.htm
https://melbourne.communityhealthpathways.org/343503.htm
https://melbourne.communityhealthpathways.org/343503.htm
https://melbourne.communityhealthpathways.org/12497.htm
https://melbourne.communityhealthpathways.org/86864.htm
https://melbourne.communityhealthpathways.org/86873.htm
https://melbourne.communityhealthpathways.org/88964_1.htm
https://melbourne.communityhealthpathways.org/11652_1.htm
https://melbourne.communityhealthpathways.org/86844.htm
https://melbourne.communityhealthpathways.org/86873.htm
https://melbourne.communityhealthpathways.org/145650.htm
https://melbourne.communityhealthpathways.org/92441.htm
https://melbourne.communityhealthpathways.org/23160.htm
https://melbourne.communityhealthpathways.org/535915.htm
https://melbourne.communityhealthpathways.org/16624.htm
https://melbourne.communityhealthpathways.org/16602.htm
https://melbourne.communityhealthpathways.org/93977.htm
https://melbourne.communityhealthpathways.org/16601.htm
https://melbourne.communityhealthpathways.org/875658_1.htm
https://melbourne.communityhealthpathways.org/25507.htm
https://melbourne.communityhealthpathways.org/1227156.htm
https://melbourne.communityhealthpathways.org/12638.htm
https://melbourne.communityhealthpathways.org/55257.htm
https://melbourne.communityhealthpathways.org/25489.htm
https://melbourne.communityhealthpathways.org/39947.htm
https://melbourne.communityhealthpathways.org/24574.htm
https://melbourne.communityhealthpathways.org/803931.htm

Hea'th"athwaYS HealthPathways - CPD Hours for HealthPathways Use

Melbourne

== Melbourne

M/ OurHealthSystem / CPD Hours for HealthPathways Use

= I.||| =
— = HealthPathways = |
i d CPD Hours for HealthPathways Use L B S

Melbourne

Medical . About Continuing Professional Development (CPD) ABOUT THIS PAGE

Mental Health v The aim of the continuing professional development (CPD) requirements of the Medical Board of Australia [ is to support quality, o Page information
lifelong learning for doctors that is relevant, effective, and evidence-based.

Older Adults' Health V

. - The 3 core elements of CPD are: @ TopicID: 1348642
Medicines Information and Resources .

Public Health 1. CPD homes v — for quality assurance

Specific Populations o 2. Professional development plans v — for purpose CPD REPORTING @

3. Different types of CPD v — for value

Surgical “ .
- # Add learning notes
Women's Healt .
v Using HealthPathways for CPD
Our Health System A D Create a CPD report
. HealthPathways is a source of contemporary and practical clinical information, localised to the geographical region of the medical
Carer Resources and Support Services practitioner. Application of knowledge contained within pathways to the individual patient provides an opportunity for reflection upon
Community Health Services ng[r}e;l::tlilﬂgfrstanding of the patient’s clinical condition, and how it may be improved. This reflective learning can be self-reported as a

CPD Hours for HealthPathways Use
» Clinicians with an individual HealthPathways account » can access a CPD Reporting v tool to help log their HealthPathways CPD

MyMedicare activity.
Department of Veterans' Affairs = Clinicians without an individual HealthPathways account can still self-report time spent in HealthPathways as a reflective activity.
o To help reporting, reflective learning templates have been developed for both colleges:
Digital Health v
« ACRRMw
Forms and Resources v
s RACGPw
Hospitals - Public o

MBS Items “ (©) 2025 HealthPathways. All rights reserved. | Terms of Use



Pathways Accessing HealthPathways

Melbourne

= Community

Please click on the Sign in or register button to create your :——:':,m HealthPathways | Melbourne
individual account or scan the QR code below.

If you have any questions, please email the team at
info@healthpathwaysmelbourne.org.au

Get local health information, at the
point of care

Welcome

This website is for health

professionals only. What is HealthPathways? v
Important update: individual General enquiries Vv
HealthPathways accounts y

are now required Terms and conditions

To enhance the security and

personalisation of your phn
HealthPathways experience, ASTERN MELDOURN
shared logins are no longer A —

available. All users will now
need to access the site with

an individual phn

HealthPathways account.

Sign in or register to request
access.



mailto:info@healthpathwaysmelbourne.org.au

Speakers

A/Prof Anne Marie Southcott — respiratory

and sleep physician She has been involved in many clinical trials of

Western Health asthma and COPD medications, is currently a
member of the TSANZ Laboratory Accreditation
A/Prof Anne Marie Southcott, is a respiratory and and Quality committee, the NATA/ASA Sleep

sleep physician who took up her position as Head Accreditation Advisory Committee and Statewide
of Unit, Respiratory and Sleep Disorders Medicine Equipment Program Domiciliary Oxygen Program

at Western Health in November 2009. Western Clinical Advisory panel. She is also on the National
Health provides respiratory and sleep medicine Examining Panel for the RACP Adult Medicine

clinical services at several places, including specialist physician training program.
Footscray and Sunshine Hospitals and Melton

Health. Dr Southcott has a strong clinical interest in
the broad range of respiratory illnesses and sleep
disorders, and in standards for pulmonary function
and sleep laboratories.




COPD and Asthma:

an update for Primary
Care Providers

Anne Marie Southcott
Western Health
11t June 2025
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Western Health

Definitions
Guidelines

* Changes in approach, new treatments
Which patients may benefit from specialist
assessment?

* Assessment of disease control

 Patients at risk of deterioration and harm
Important comorbidities

* General: bone health, comorbid respiratory
conditions, psychoscocial

* COPD: Cardiovascular, Lung cancer

Discussion




C W 4
Definitions of Asthma and WisteemHes

COPD

* Are labels helpful?
* Eg Asthma vs COPD
* Asthma and COPD
* Airways disease with treatable traits

* How might labels impact our treatment
approaches?
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What IS COPD? . /b@Emp@sema P

A group of disorders

characterised by airway

inflammation and airflow bt
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o
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limitation that is not fully reversible

A progressive condition associated
with an abnormal inflammatory and
repair response to noxious stimuli

-small airway disease COPD = chronic
obstructive

-parenchymal destruction pulmonary disease

both causing airflow limitation

(Fully reversible asthma is not COPD)
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COPD: Chronic obstructive pulmonary Wester Health

disease
Defined by the presence of obstruction on
breathing test (spirometry)

Multiple causes and mechanisms of airflow
obstruction (may coexist)

* Smoking related
* Emphysema - loss of alveolar walls
e Chronic bronchitis - chronic cough with mucus

e Asthma —reversible (at least in part)
* Bronchiectasis — dilatation of airway wall
e Rare conditions (LAM, HistiocytosisX)
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ASth ma Western Health
Definitions

GINA 2012

“Asthma is a chronic inflammatory disorder of the airways in which many
cells and cellular element play a role. The chronic inflammation is
associated with airway hyper-responsiveness that leads to recurrent
episodes of wheezing, breathlessness, chest tightness and cough,
particularly at night or early in the morning. The episodes are usually
associated with widespread but variable, airflow obstruction within the
lung that is often reversible either spontaneously or with treatment.”

GINA 2014

“Asthma is a heterogeneous disease, usually characterized by chronic airway
inflammation. It is defined by the history of respiratory symptoms such as wheeze,
shortness of breath, chest tightness and cough that vary over time and in intensity,
together with variable expiratory airflow limitation”.




Overlap of Respiratory Symptoms

It may be impossible to
differentiate between
patients with asthma
with some irreversible
airflow obstruction, and
between some patients
with chronic bronchitis
and emphysema who
have partially reversible
airflow obstruction

Chronic s
Bronchitis

COPD

= Airflow
Obstruction

Azthima

@

Western Health
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CI I n ICaI Featu reS Western Health
COPD Asthma
Progressive course Variable course

Later onset of symptoms Onset at young age

Usually moderately No association with
heavy smoking history smoking history
Airflow limitation not Airflow limitation
completely reversible substantially or

completely reversible

Patients may have features of both = “Asthma COPD Overlap” (not a syndrome)
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Western Health

Case: Mrs DD age 53

Chest tightness and sob on moderate exertion, daily activities OK
Cough and sputum daily for 8years + winter bronchitis past 3 years
This year 2 “attacks” treated with antibiotics and bronchodilators

Ex smoker (3 years), 30 pack years

Spirometry:




RESPIRATORY FUNCTION REPORT \ IS

Last bronchodilator: Ventolin > 4hrs

Flow Vol Loops/Spirometry (ECSC) stern Health
Ref Pre Pre Post Post Post
Meas % Ref Meas % Ref % Chg
FEV1 Liters 2.83 (1.68) (59) 2.37 84 41
FVC Liters 3.30 3.34 101 3.96 120 18
FEV1/FVC % 79 (50) (60)
FEF25-75%L/sec 3.26 (0.84) (26) (1.22) (37) 44
PEF L/isec 6.71 (4.86) (72) 6.48 97 33
F;?_w Re]__ Pre__ Post___

Patient effort (1 - 10): Patient manouevre (1 - 10):

We will return to this case later.....
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Western Health

Disease specific guidelines:
Asthma

Australian asthma
handbook

GINA: Global initiative for
Asthma

Similar step wise approach
to management

Important difference is to

step down when control

achieved (vs COPD, el

progressive disease) GINA Global Strategy for Asthma
Management and Prevention |
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Western Health

Stepwise approach to asthma treatment
(GINA)

reduce TREATMENT STEPS increase

STEP STEP STEP STEP STEP

1 2 3 4 S

s needed ICS + rapid-

acting Bo-agonist as needed rapid-acting Bz-agonist

SELECT ONE SELECTONE  ADD ONE OR MORE ADD ONE OR BOTH

low-dose inhaled  low-dose ICS plus moderate- or Oral

. . T g : e glucocorticosteroid
glucocorticosteroids long-acting Bz2-agonist ~ high-dose ICS llowest duse)

*in children <6yrs: plus long-acting

PREFERRED
CONTROLLER
OPTION

moderate-dose ICS [32-agonist
leukotriene moderate-dose leukotriene anti-IgE
modifier ICS modifier antibodies

low-dose ICS plus

- leukotriene slow release Other :MAbs
ﬁ E modifier theophylline 27BT
= low-dose ICS plus
© s slow release
theophylline

low-dose ICS plus
cromones

Note due to safety concerns LABA should only ever be prescribed with ICS



Selecting and m Health
adJ U Stl n g aSth m a ﬂrdlj_d: Ao REGULAR DAIL’E ICE-L_.:'J.I?.A
m ed icati O n fo r ﬁ;ﬁ ICS- IfnT1L:ru|md|n Enan:-—- and :r...u.a-_..a._ tl;li!r.:l-’i'f

raferral P

adults.
Asthmahandbook.

PATIEMTS REGULAR DAILY ICS5-LABA

(LOW DOSE)
O rg . a u ICS-formoterol malntenance-and-rellever therapy

{low dose a& regular daily maintenance plus low dose as neaded)

Regular dally malntenance IC5-LABA comblination (low dose)
+ SABA relisver as needed

Budesonlde-formotersl (low dose a3 neadad)

or
Regular dally malntenance ICS (fow dosa)
+ SABA refiever as neaded
Consbder only PIFIIDIFIDRZIRIDID Q- Ag-needed
If symptoms SABA alone
less than

twice a month

and o risk
factors for ALL PATIENTS

‘la_ =

S Assess individual risk factors and comorbidity
Meonitor Advize patients to carry their reliever inhaler (SABA or ICS-formoterol) with them at all imes
SABA use : '
Prowide education

Contimually Praovide a parsonalised written asthma action plan

reassess nesd

Provide information on non-pharmecalegical factors that influence esthma
for preventer

Ask about patient’s goals, preferences and concerns and invodve patient in making
treatment decisions




Adult asthma inhaled treatment approaches

e Anti-inflammatory reliever only therapy

* Maintenance and reliever therapy
 Maintenance ICS + as needed SABA
 Maintenance ICS-LABA + as needed SABA
Notes:

e |CS are the cornerstone of Asthma therapy

e Strengths and weaknesses of each approach
— Eg flexibility, simplicity, acceptance of sub-perfect control

* Options allowed by PBS set out in AAH
* Shared decision making — approach, device, frequency



For this patient, which is the right class of medication?

Consider exacerbation nisk reduction, symplom conirol, adverse effects

It different reliever and controller inhalers are needed, consider
questions below for both

For these
medications,
which inhalers are
currently available
to the patient?

Consider local availabilty,
access, number of nhalers
and cost to patient (higher
COSL =+ NON-adnerence =
more exacerbations)

GINA graphics
Inhaler selection
Asthma

Which of these
PR e el INHALER s a0
R T SELECTION impact?
Test technique often:
B ((or the patent and
ﬂm":‘:;g; for the planet and potential for
environmental burden recycling
Follow-up: Is . ) .
the patient satisfied Confirmation of diagnosis if necessary
with the medication(s) Symptom control & modifiable
and inhaler(s)? -
i risk factors
above steps Comorbidities
Inhaler technique & adherence
Patient (and parent/caregiver) preferences
and goals
pMDI: pressurized metered-dose inhaler
Symptoms
Exacerbations
Side-effects
Lung function
Comorbidiies Treatment of modifiable risk factors
Patient (and Ff’as;ggf and comorbidities
caregiver) satisfaction Non-pharmacological strategies

Asthma medications including IC5
Education & skills training, action plan



Asthma Severity vs Control?

Classification of asthma severity
and recent asthma symptom
control in adults

Recent asthma symptom control in adults is
defined by frequency of symptoms, the degree
to which symptoms affect sleep and activity,
and the need for reliever medication over the
previous 4 weeks.

Any experience of flare-ups or night-time
waking due to asthma symptoms, even if

infrequent, usually indicates that the person
needs regular preventer treatment.

Severty of asthma in adults is defined by
treatment needed to maintain good control,
not by the severity of acute flare-ups.

For patients prescribed a preventer, asthma
severtty can only be determined after using a
preventer for at least 8 weeks.

Somewhat confusing terms
Severity of asthma overall
(not severity of attack)

Severity may be defined by the
amount of treatment needed to
maintain good control

Control is defined by frequency
of symptoms over previous 4
weeks

(nb degree of control is often
overstated by patients)



Levels of asthma control GINA 2011 . &

Western Health

Partly controlled
Controlled (any measure present in any
Characteristic (all of the following) week) Uncontrolled
Daytime symptoms None (twice or More than twice/week Three or more
less/week) features of partly
controlled asthma
Limitations of activities None Any present in any week
Nocturnal None Any
symptoms/awakening
Need for reliever/rescue None (twice or More than twice/week
treatment less/week)
Lung function (PEF or FEV,) Normal <80% predicted or personal
best (if known)
Exacerbations None One or more/year One in any week




Assessing Asthma Control

Asthma Control Questionnaire (ACQ)

L Ll
ACQ © EI Iza bEth -l u n I pe r Circle the number of the response that best describes how you have been in the last week.

Not at all

Hardly ever

A few times

Several times

Many times

A great many times

Unable to sleep because of asthma

1. On average, in the last week,

* The ACQ asks 5 symptom e e by o
qguestions related to asthma
Contr0| Over 1 Week (aISO 2. Onaverage, in the last week, 0 No symptoms

how were your asthma symptoms 1 Very mild symptoms

DN WN 2O

when you woke up in the moming? 2 Mild symptoms

1 3 Moderz
SABA use and spirometry — e
5 Severe symptoms

. . 6 Very severe symptoms

6 and 7 item version)
3. Ingeneral, in the last week, how 0 Mot at all limited

. limited were you in your day-to-day 1 Very shightly limited
° Th e fu I I ACQ SCO re I S t h e activities because of your asthma % E"::?drgjr{{therﬂrllﬁriited

4 Very limited
5 Extremely limited

mean of the items (<O75, 6 Totally mited
well controlled; 0.75-1.5, i o3 oo

experience because of your asthma? 2 Alittle
3 A moderate amount

not well controlled; >1.5, vt
6 An extreme amount
u n CO nt ro | | e d ) 5 Ingeneral, in the last wesk, how 0 Mone of the time
often did you wheeze? 1 Hardly any of the time
2 Alittle of the i
Asth m a CO nt rOI Test 3 A ;:o?jgrat:atlr:?fum of the time

4 Alot of the time
5 Most of the time

5 questions related to control over previous 4 weeks. o Al tme.
Scores 5-25, higher are better, < 19 is not well controlled



Assessing Poor symptom control

e Assess inhaler technique

e Discuss adherence and barriers (including costs,
beliefs)

e Confirm diagnosis asthma

* |If possible remove risks, assess and manage
comorbidities

* Consider step up therapy

e Refer if still uncontrolled after 3-6 months high
dose ICS-LABA or ongoing risks, earlier if very
severe or difficult to control, doubt re diagnosis,
occupational asthma suspected



: : W
Adjusting therapy: Western Health

Step down

Review control and risk factors periodically, minimum annually.

* Also after changing treatment and after flareups.
* More frequently during pregnancy.

 If good control maintained for 2-3 months and at low risk of flare-ups
consider stepping down by one step unless already on low dose ICS or
prn low dose Budesonide/Formoterol

« Do not attempt step down if : patient travelling, pregnant, or exposed to
triggers

« Update the written action plan

Step up
« Consider control, adherence, risk of flare and alternative explanation

« High dose ICS should only be short term. If need ongoing high dose
ICS or frequent OCS refer for specialist assessment
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astern Health
Severe persistent
asthma
Cle n
C Persistent symptoms
or poor lung function
Moderate on ICS (200 meg
persistent BDP-HFA daily or
asthma equivalent) +LABA Well-controlled
or asthma
Persistent
symptoms or
Mild poor lung Well-controlled
persistent function on ICS asthma
asthma alone
| | I | | |
ICS alone (200 Add LABA to Increase ICS dose Consider ICS dose Consider ceasing
meg BDP-HFA or ICS to 400-500 meg reduction by 25-50 % LABA,
equivalent daily)” BDP-HFA daily or
equivalent

Adapted from Douglass JA & Reddel HK, 2005
Stay on Low dose ICS or prn low dose ICS/LABA (AAH 2025) \



Asthma Risks

Increased risk of flare-ups
— Poor control, flare in previous year, high SABA use
— Poor lung function, poor perception of Sx

— Other lung disease, mental health, soc-eco, other exposures,
Eosinophilic airway inflammation (blood surrogate)

Increased risk of life-threatening asthma (in addition to
above)

— Previous episodes, sudden onset, delayed presentation, no WAP,
comorbid cardiovascular disease

Factors associated with thunderstorm asthma

— Spring time allergic rhinitis “Sneeze and wheeze”

Factors associated with accelerated loss of lung function

— Chronic mucus hypersecretion, flares, cigarettes, occupational A
Factors associated with adverse effects of treatment



Risks associated with therapy:
Oral corticosteroids stewardship for asthma in adults and
adolescents: A position paper from the Thoracic Society of

Australia and New Zealand
Blakey J. Respirology 2021 Dec;26(12):1112-1130. doi: 10.1111/resp.14147. Epub 2021 Sep 29.

e OCS have proven benefit in both acute exacerbations
and in chronic severe asthma, but have potentially

severe adverse effects, both acute and long term, and
cause significant impact on patient QoL

* Prescription of OCS for asthma is common.

* Strong evidence indicates that there is overuse of OCS
to treat asthma and a harmful dose (lifetime dose
>1000 mg prednisolone-equivalent) may be exceeded
in up to 25% of patients (?even lower may be harmful)



Asthma risks:
Approaches to reduce OCS burden

* Reductions in OCS use are essential and primary strategies should
focus on optimizing inhaler technique, improving treatment
adherence, use of add-on treatments such as LABA and LAMA as
appropriate and ensuring adequate doses (lowest effective OCS) +
consideration additional Rx

Diagnosis confirmed? Individualised
management plan
Is it severe? | Trial of add on
therapies
Is treatment optimised? (biologics/
p— Ry macrolides)
TRRNANE MCHrbaons LABA or another controlier
Life-threatening episodes =
Optimese selif managemaent skills
manage comorbidities - =
” . If nc.}t ehglble for
Social & environmental biologics or
patients are non
responders -
minimum dose
OCS can be

trialed

Severe Asthvra Checldar - © CRE n Severe Aathma



Asthma specialist care

* Confirmation of diagnosis (if in doubt)
* Management comorbidities
* Advanced therapies



Asthma evolution/revolution

Mepo 2015
ICS LABA ~LAMA i
I Thiodifiers ICS/LABA | Omali Resliz 2016
Asthma as a 2003 Benra 2017
Single disease Dupi 2018

Tezepe 2023

1900s 1940s 1980s  1220s- 2000s SARP Late 2000s  Present
phenotypes

2000s

Recognition of Th2 (eos) vs non Th2 asthma

Asthma heterogeneity
Search for genetics identities phenotypic

clusters, underlying endotypes
Present day: treatment responsive endotypes
with associated biomarkers

NIH Asthma programs
1989 NAEPP
GINA 1993



Investigation of variability has led to the
identification of many phenotypes

I

et

‘Asthma’
|f Early onsat | Late onsat

Symptoms
f "

Exacerbations FEV

o

- ; Mo or less
Ty2 inflammiation T,2 inflammation
| Phemotype A ' Phenctypa B ( Phenctypa C | Phenotype D

Figure 1 Schematic representation of the umbrella term ‘asthma’. The key
clinical features of severity (lung function, symptoms and exacerbations),
inflammatory characteristics (particularly T2 immunity) and their

division into associated phenotypes are shown. However, these phenotypes
have not yet been fully characterized.

|

Deicbie Makzels
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Age at onset

Figure by Debbie Maizels, Zoobotanica
Scientific Illustration (www.scientific-art.com)



Resulting in identified treatment pathways/
biologics
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Severe Asthma: Biologic therapies

Omaliz- | Mepoliz- | Reliz- Benraliz- Dupil- Tezepel-
umab umab umab umab umab umab

Biomarkers ( exacs) Not Aus

Eos >260 >300 >400 >300 >300 >150

FeNO >19.5 No assoc No assoc No assoc >25 >25

Outcomes

Reduction in exacs  25% 50 40 50 70 70

mOCS reduction ++ ++ ++

Improved QoL + + + + + ++

FEV1 improvement +/- + +/- + ++ ++

Comorbidities:

CRwNP ++ ++ + ++

Atopic dermatitis ++

Chronic urticaria +

EGPA ++ + +

Practical s/cdose s/cdose v s/c dose s/c dose s/c dose

considerations variable fixed fixed fixed fixed
2-4/52  4/52 4/52 4 then 2/52 4/52

JE Kavanagh Breathe 2021 8/52



Asthma case 1: Francisco

* First seen 2015, then age 47

* Asthma since childhood, needing 2-3 courses OCS per year.

Never smoker

* Triggers cold, infections, exercise. No inhalational exposures

* B/g allergic rhinitis

* Therapy: Seretide 250/25 2 bd, Nasonex, (Montelukast

ineffective)
* PFTs:
Pre FEV1 1.76, 50% predicted
Post FEV1 2.44, 71% predicted
FEV1/FVC post BD = 0.53
BDR 720ml, 42%

Flow Volume Loop




Note fixed airflow limitation — should we call him
COPD?

Other treatments tried — extra ICS, Tilade
FEV1 still bad 1.63/1.95 (57%), 20% BDR
Control? ACQ 3.0

Other thoughts?

— Symptomatic allergic rhinitis
— Nasal: no polyps

— Investigations?



FEV1 still bad 1.63/1.95 (57%), 20% BDR
Poor symptomatic control ACQ 3.0

Other thoughts?

— Rye and grass desensitisation? Asthma too bad

— Nasal: no polyps

— Investigations: Repeat bloods: IgE 373, Eo range O-
0.3-1.0. Grasses and HDM sensitisation

Options (now 2018) : research study D2

Leukotriene pathway no response (withdrawn),

anti IgE therapy, PFP Benralizumab

SERUM ALLERGEN SPECIFIC IgE Coll.Date: 01/06/15 25705717 17710717
Coll.Time: 12:00 12:15 11:10

SINGLE ALLERGEN Lllergen-specific IgE Interpretaticn Lab.Ho: 41585254 30813746 34063064

Bahia grass 20.3 KOASL Very High

Bermuda (couch) grass 1.83 KUASL Moderate Haemoglobin: 14.6 —_ —_

Rye grass 3l.8 KUOARSL Very High Haemecglobin: —_ 147 145

Lust Mite (Derm Pteron) 1.02 KUARSL Moderate WeC - 4.8 8.3 5.5

Lapergillus Fumigatus < 0.35 kKOASL Negatiwve EE L Y bt 8

Dog dander < 0.35 ¥XOASL Negative Eosinophila: 0.3 J.0 1.0

Baaophils: 0.0 J.0 0.1



Progress

Benralizumab: ACQ 3.0 to 0.4, improved nasal symptoms, nil OCS
use 5+ years

Ongoing: minimal SABA, lung function improved, nasal symptoms
improved

Considerations: . .
Respiratory Function Trend Report

“: . ” Date 20/11/23 150421 190118  31/07/17
— |dea| pat|ent Age 55.34 53.34 50.10 49,64
Height 167.00 167.00 167.20 167.20
[ ] L] Alai -
— Repeat biomarkers if need et @n [ wa | axn | wx
. . . FEV1 (Pre) 202 (62%) 253 (76%)  L63(49%) 172 (S0%)
L 4 . 4 5 4 . 4 i 4
— C h olce Of b 10 | O g IC Post 247 (+14%)%  2.61(+3%) 195 (+20%)  2.44 (+42%)
Ckher
_ HPR FVC (Pre) 334 (96%) 430 (102%) 347 (81%) 371 (86%)
CO m O r b | d It I e S Post 402 [(+2%)%  435(+1%) 386 (+11%) 444 (+20%)
Ckher

— W h at to d 9) W|t h | N h a Ie rs VC (Pre) 424(103%) 453 (108%) 440 [102%) 446 [104%)
) 427 (-3%) 460 (+3%)

Post 402 (-5%] 4.48 (-13%]
Other
FEV1/{FIVC (Pre) .48 .56 0,37 0,35
Post 61 .58 0.46 0.53
COther



Asthma case 2: Mary

* Now 81yo, current RACF resident
 Alzheimer’s Dementia with BPSD

* Recurrent admissions (10 by Aug 2023) with exacerbations of
asthma, associated with delirium, aggression, worsened by OCS,
some adherence issues (at that time not coping at home)

* Bloods:
Persistent high Eos

B i S N P N B [ ar e P |

Coll.Date: 08/08/23 15/08/23 16/08/23 17/08/23
Coll.Time: 07:59 12:10 07:53 08:13
Lab.No: 49294330 45410129% 45410420 495412310

? Monocytes: 0.7 0.3 0.8 0.8
Thoughts Ecainophils: 1.8 1.8 1.8 0.9
M % m 1 LT | M1

Do mmemTms T =



Mary progress

* Decision to start Benralizumab for severe eosinophilic asthma
(June 2023)
e Logistics: starting in hospital (first dose August 2023) vs at

RACF, staff training, pharmacy support services, family
(daughter) nb role of Asthma outreach nurse to make this

happen

e Asthma stable, ACQ 4.2 to 1.4 (or O by RACF staff), no
exacerbations, no admissions (combination of RACF care and

therapy)



Asthma specialist care

Confirmation of diagnosis (if in doubt)
Management comorbidities
Advanced therapies

Questions/ discussion?
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Disease specific guidelines: COPD
COPD Management guidelines

Lun

CO PD-X é% Fougdation

Australia

The COPD-X Plan:

Australian and New Zealand Guidelines
for the Management of
Chronic Obstructive Pulmonary Disease
2024

GOLD




Management of COPD W
COPD-X Plan

Principle Action
C Confirm diagnosis and assess severity
O Optimise lung function
P Prevent deterioration
D Develop support network and
self-management plan
X eXacerbation — manage appropriately

COPD. Australian and New Zealand management guidelines and the COPD handbook.
Available at URL: http://www.lungnet.org.au/COPDHandbook.pdf
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Lung function declines with advancing wgstexaﬁh
age and continued smoking

Mever smoked or not
100 susceptible to smoke

= 0
E" 75 — Smoked
= regularly and
= susceptible
- to its effects
E 50
G
=
& 25

0

25 50 75
Age (years)

Recent work suggests this is wrong
Steeper rates of decline in milder/earlier
disease - ? Better to intervene earlier

Adapted from Fletcher C, Peto R. Br
Med J 1997; 1: 1645-8.




Taxonomy of COPD

Proposed Taxonomy (Etiotypes) for COPD

Figure 1.2

Classification

Genetically determined COPD
(COPD-G)

COPD due to abnormal lung
development (COPD-D)

Environmental COPD
Cigarette smoking COPD (COPD-C)

Biomass and pollution exposure
COPD (COPD-P)

COPD due to infections (COPD-I)

COPD & asthma (COPD-A)

COPD of unknown cause (COPD-U)

*Adapted from Celli et al, (2022) and Stolz et al. (2022)

Description

Alpha-1 antitrypsin deficiency (AATD)

Other genetic variants with smaller effects acting in
combination

Early life events, including premature birth and low
birthweight, among others

* Exposure to tobacco smoke, including in utero or via
passive smoking

Vaping or e-Cigarette use
* Cannabis

Exposure to household pollution, ambient air pollution,
wildfire smoke, occupational hazards

Childhood infections, tuberculosis-associated COPD, HIV-
associated COPD

Particularly childhood asthma




FEV1 Trajectories (TR) Over the Life Course
Figure 1.1

Accelerated Decline

Pathways to 120%~ Childhood Puberty Adulthaod Aging
CO P D : 100% < Supranormal
FEV1 3

. . s 2 80% 4 Psevdonormal
trajectories g¥

= "E s Bilonw Mormal
20% -
0%

90

o
=
=]
v ]
o
L
o
-
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un
o
g
~J
=
g

Age (yr)

Modified from: Agusti A, Hogg JC. Update on the Pathogenesis of Chronic Obstructive Pulmonary
Disease. N Engl ] Med. 2019;381:1248-56.



STEPWISE MANAGEMENT P
OF STABLE COPD N

Increasing COPD severity

Western Health
Consideration

MILD MODERATE SEVERE .
: i | o of ICS is now
Typical symptoms 0 few symptoms (21 breathless walking on level ground & breathless on minimal exertion

& breathless on moderate (& increasing limitation of daiby D daily activities severely curtailed ea rI | er

exertion activities @ exacerbations of increasing frequency and
@ little or no effect on daily @ recurrent chest infections severity

activitios S ————— compared to
) cough and sputum corticosteroids and/or antibiotics .

prodhucrion earlier

Typical lung function FEV, =~ 60-80% predicted FEV = 4D-59% predicted FEV, < 40% predicted

versions:
.
CONFIRM diagnosis. Confirm post-bronchodilator airflow Limitation (FEV, /FVC <070) using spirometry. Any pattern of cough with or without

chronic sputum production may indicate COPD. At I e a St 1

OPTIMISE function. PREVENT deterioration. DEVELOP a plan of care.

severe
LS EL RG] REDUCE RISK FACTORS Avioed e
interventions tion, recommend annual nfluenza vacdne and poeau .
exacerbation
OPTIMISE FUNCTION Encouw = e and physical activity, re v nutrition, provide education, develop GP 2
management planand writte COPD action plan {and initiate reqular rewi O r
OPTIMISE TREATMENT OF CO-MORBIDITIES especially cardiovascular disease, anxiety, depression, lung cancer and m Od e rate
asteoporosis .
exacerbations
REFER symptomatic patients to pulmaonary rehabilitation . .
in previous 12
INITIATE advanced care planning
months and
significant
symptoms

Pharmacological  sTART with short-acting relievers: (usad as needed): H
interventions  gaBA (short-acting beta,-agonist) OR SAMA (short-acting muscarinic antagonist) desplte

(inhaled medicines)"
: VIR or LABA/ICS

CONSIDER adding ICS (inhaled corticosteroids):
Single inhaler triple therapy (ICS/LABA/LAMA) may be suitable®

i patien s with 21 sevene exacer hation nequiring Pos oo 4 22 prvious 12 merths, AMD
rgrificant dyTnplorTe dingpile LAMAILABA o ::ﬂ.\nnu--p;—:nnm:uhﬂnuma :n‘iMiSMHLAHA LABA g H5.

Assess and optimise inhaler device technique at each visit. Minimise inhaler device polypharmacy
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GOLD Treatment goals

1. Reduce symptoms

2. Reduce risk — disease progression, prevent and treat
exacerbations,
reduce mortality

Symptom scales:

Modified MRC Dyspnea Scale:
CAT

SGRQ

2024, 2025 Global Initiative for Chronic Obstructive Lung Disease




mMRC Grade 0.

mMRC Grade 1.

mMRC Grade 2.

mMRC Grade 3.

mMRC Grade 4.

} MODIFIED MRC DYSPNEA SCALE®

PLEASE TICK IN THE BOX THAT APPLIES TO YOU | ONE BOX ONLY | Grades0 -4

| only get breathless with strenuous exercise.

| get short of breath when hurrying on the level or walking
up a slight hill.

| walk slower than people of the same age on the level because
of breathlessness, or | have to stop for breath when walking on
my own pace on the level.

| stop for breath after walking about 100 meters or after a few
minutes on the level.

| am too breathless to leave the house or | am breathless
when dressing or undressing.

® Fletcher CM. BMJ 1960; 2: 1662.

© 2020 Global Initiative for Chronic Obstructive Lung Disease




) CAT™ ASSESSMENT

For each item below, place a mark (x) in the box that best describes you currently.

Be sure to only select one response for each question.

EXAMPLE: | am very happy @ @ @ @ @ @ I am very sad SCORE
| never cough @ @ @ @ @ @ | cough all the time

| have no phlegm (mucus) My chest is completely full
in my chest at all @ @ @ @ @ @ of phlegm (mucus)
My chest does not feel tight at all @ @ @ @ @ @ My chest feels very tight
When | walk up a hill or one flight When | walk up a hill or one flight
of stairs | am not breathless @ @ @ @ @ @ of stairs | am very breathless
| am not limited doing any | am very limited doing
activities at home @ @ @ @ @ @ activities at home
| am confident leaving my home | am not at all confident leaving my
despite my lung condition @ @ @ @ @ @ home because of my lung condition
| sleep soundly | don‘t sleep soundly because
@ @ @ @ @ @ of my lung condition
| have lots of energy @ @ @ @ @ @ | have no energy at all

Reference: Jones et al. ERJ 2009; 34 (3); 648-54. TOTAL SCORE:

© 2020 Global Initiative for Chronic Obstructive Lung Disease
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GOLD Assessment

GOLD ABE Assessment Tool

Figure 2.11

Spirometrically Assessment of I As:etﬂminlt :f ;
i i confirmed diagnosis airflow obstruction ’ FYIMPROITIS TS
Spirometry severity g J T
Exacerbation history
Symptoms
EXACERBATION
HISTORY
GRADE :E:ﬁm! {PER YEAR)
2 2 moderate
GOLb1 2 80 exacerbations or E
POk teeranedll z 1 leading to
ost-Dronchodilator ' hospitalization
FEV1/FVC < 0.7 Gowz | 5079 p J
GOLD 3 30-49 Oorl rnodf!rate
exacerbations A B
(not leading to
GOLD 4 <30 hospitalization)
- . .

CAT <10 CAT 210

mMRC ﬂ—lJ mMRC =z 2

.

SYMPTOMS

=

© 2024, 2025 Global Initiative for Chronic Obstructive Lung Disease
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GOLD Initial pharmacotherapy

Initial Pharmacological Treatment

Figure 3.7

> 2 moderate GROUPE

exacerbations or LABA + LAMA*

= 1 leading to
hospitalization consider LABA+LAMA+ICS* if blood eos 2 300

0 or 1 moderate GROUP A GROUP B

exacerbations

(not leading to A bronchodilator LABA + LAMA*

hospital admission)

s 4 J

mMRC 0-1, CAT < 10 J mMRC z 2, CAT =z 10 J

*Single inhaler therapy may be more convenient and effective than multiple inhalers; single inhalers improve adherence to
treatment

Exacerbations refers to the number of exacerbations per year; eos: blood eosinophil count in cells per microliter; mMRC:
modified Medical Research Council dyspnea questionnaire; CAT™: COPD Assessment Test™. s

=

© 2024, 2025 Global Initiative for Chronic Obstructive Lung Disease
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GOLD follow up therapy

Note Roflumilast Follow-up Pharmacological Treatment
. . . Figure 3.9
is not available in
Australia
DYSPNEA EXACERBATIONS
Dupilumab is LABA or LAMA J LABA or LAMA J

now TGA 1 IL"‘T"’m

approved(Feb ) sy
2825) ( EABA R LA J LABA + LAMA® J
= l '
A/1L4/IL13 as - :u!:»;-m v
« Consider switching inhaler device or ___, LABA +LAMA +IC5* I— b
add on malecules L
maintenance t/t * Implement or escalate }
non-pharmacological treatment(s)
for uncontrolled » Consider adding ensifentrine [ 1
CO PD Wlth ra ised . Ir}vestfgate (and treat) other causes Roflurnilast Akhraemen Dupilumab
of dyspnea FEV1 < 50% & preferentiolly in chronic
EOS on sta b I e s chronic bronchitis farmer smokers bronchitis
combo

"Single inhaler therapy may be more convenient and effective than multiple inhalers; single inhalers improve adherence Lo treatment

I CS/ LA BA/ LAMA Consider de-escalation of ICS if pneumonia or other considerable side-effects. In case of blood eos & 300 cells/yl de-escalation is more

likely to be associated with the development of exacerbations

O r LA BA/ LAMA Exacerbations refers to the number of exacerbations per year.

=

© 2024, 2025 Global Initiative for Chronic Obstructive Lung Disease
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Factors to Consider when Initiating ICS Treatment
Figure 3.21

Factors to consider when adding ICS to long-acting bronchodilators:

(note the scenario is different when considering ICS withdrawal)

History of hospitalization(s) for exacerbations of COPD"
STRONGLY = 2 moderate exacerbations of COPD per year*
FAVORS USE Blood eosinophils = 300 cells/pL

History of, or concomitant asthma

1 moderate exacerbation of COPD per year®
Blood eosinophils 100 to < 300 cells/pL

Repeated pneumonia events

AGAINST USE Blood eosinophils < 100 cells/ulL

History of mycobacterial infection

*despite appropriate long-acting bronchodilator maintenance therapy (see Figures 3.7 & 3.18 for recommendations); *note
that blood eosinophils should be seen as a continuum; quoted values represent approximate cut-points; eosinophil counts
are likely to fluctuate.

Adapted from & reproduced with permission of the © ERS 2019 European Respirotory Journal 52 (6) 1801219; DOV
10.1183/13993003.01219-2018 Published 13 December 2018




COPD Specialist referral (COPD-X)

Reason Purpose

Diagnostic uncertainty
Unusual symptoms eg hemoptysis

Rapid decline in FEV1
?Moderate or severe COPD

Onset of cor pulmonale

Assess need for oxygen therapy

Bullous lung disease

Assess need for Pulmonary Rehab
COPD <40yo

Assessment for LungTx or LVR
Frequent chest infections

Breathing pattern disorder

Establish diagnosis and optimise treatment
Investigate cause incl. exclusion malignancy

Optimise management

Confirm diagnosis and optimise treatment
Optimise mgt, assess +/- prescribe oxygen
Confirm diagnosis, assess for suitability +/- refer
for bullectomy

Optimise mgt, refer to PR service

Confirm diagnosis, consider alphalAT, ?trials
Identify criteria for referral to assessment centre
Consider cause(s), ?therapy eg macrolide

Establish diagnosis, refer for t/t (eg non-pharma)

\®

Western Health
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Returning to our case:
Apply guideline directed care
Case: Mrs DD age 53

Chest tightness and sob on moderate exertion, daily activities OK
Cough and sputum daily + winter bronchitis past 3 years
This year 2 “attacks” treated with antibiotics and bronchodilators

Ex smoker (3 years), 30 pack years

Spirometry:

\o

Western Health




RESPIRATORY FUNCTION REPORT

\®

Last bronchodilator: Ventolin > 4hrs

Flow Vol Loops/Spirometry (ECSC)

Ref Pre  Pre Post Post Post Western Health
Meas % Ref Meas % Ref % Chg
FEV1 Liters 2.83 (1.68) (99) 2.37 84 1M
FVC Liters 3.30 3.34 101 3.96 120 18
FEV1/FVC % 79 (50) (60)
FEF25-75%L/sec 3.26 (0.84)  (26) (1.22)  (37) 44
PEF L/isec 6.71 (4.86) (72) 6.48 97 33
Fg? Re[__ Pre__ Post__
6 1
\
4__ [
2,,
0
24
41
Patient effort (1 - 10): Patient manouevre (1 - 10):
64

- 0 Lolumze 3 4

Comments: Bronchodilator 2 puffs of ventolin via spacer unless otherwise indicated




What is the diagnosis

How would you treat her?
What do the guidelines say?
(Which guideline?)

Any other questions for her?

Western Health




RESPIRATORY FUNCTION REPORT

Flow Vol Loops!Spirometry (ECSC) Last bronchodilator: Ventolin > 4hrs
Ref Pre Pre Post Post Post
Meas % Ref Meas % Ref % Chg
FEV1 Liters 2.83 (1.68) (59) 2.37 84 |
FVC Liters 3.30 3.34 101 3.96 120 18
FEV1/FVC % 79 (50) (60)
FEF25-75%L/sec 3.26 (0.84) (26) (1.22) (37) 44
PEF L/sec 6.71 (4.86) (72) 6.48 97 33
Flo

8-

Patient effort (1 - 10): Patient manouevre (1 - 10):

- 0 Lolumze 3 4

Comments: Bronchodilator 2 puffs of ventolin via spacer unless otherwise indicated

Additional history — wheezy as a child, hay fever, sneezes with cats,
chronic bronchitis 8 years (at 45), winter exacerbations past 3 years,
breathlessness on moderate exertion, symptoms every day

\®

Western Health




Diagnosis and severity? \®
Mild COPD or moderate to severe restem e
persistent asthma?

Asthma

Severe persistent
asthma
or
Persistent symptoms
RISK REDUCTION Check smoking status, suppc  smoking cessation, re i
immunisation handbook e “ i : © Moderate Of poor lung function
on ICS (200 meg
OPTIMISE FUNCTION Encourage physical activ , review nutrition, prov persis!ent BDP-HFA da.ly or
CONSIDER CO-MORBIDITIES espedially osteo; rosis, coronary disease, asthma equivalent) +LABA ell-controlled
———— or sthma
REFER TO PULMONAR REHABILITATION ang .
Persistent
' symptoms or
Mild ' poor lung Well-controlled
PAESiStE function on ICS asthma
CHECK DEVICE USAGE TECHNIQUE AND ADHE “NCE AT EACH VISIT - asthma

alone

SHORT-ACTING RELIEVER MEDICATION: sal

amol or terbutaline or

ficholinergic (tiotropium)
erbations. Once tiotropi
S ——

SYMPTOM RELIEF: Long acting 3
This may also help to prevent ex]

EXACERB

had 2orr I | l

combined

eformoter

be ceased ICS alone (200 Increase ICS dose onsider ICS dose Consider ceasing
mcg BDP-HFA or to 400-500 mcg eduction by 25-50 % LABA
equivalent daily)* BDP-HFA daily or

B on COPD-X Plan: Acedralion and New Sealand Guideloes ko the e (COFD 2006, Aurtralian Therapeutic G

equivalent
# Indacaterol should notfill used in asthma or mixed airways dissase. A differential diagnosis
should be made to exd asthma or mixed ainways disease before initiating indacateral.
+ Roflumilast is not yet ble for use in Australia.
June 2012

Advocacy = A




Treatable Traits approach -

Personalised medicine strategy for chronic airway diseases.
Traits must be clinically relevant, identifiable and measurable, and treatable
They may be phenotypic, endotypic and may include comorbodities and self-management skills

A model that could apply Treatable Traits across different health care setting

b

St Alrflow ﬁ Airway g@ Discordant
mptoms SEL . R
P limitation Inflammation symptoms What Is VWhat
Assessment! Assessment provides?
= Mubidimensonal assessment is a systemabc S
SF'TD"“EW L'} e assassmental a pmcm:iympl.oa"ﬂ and S S
i Persistent b Assess for ahemate dagnosis
Key Comorbidities airflow limitation
Muldimensional assessment enables e leoo-gnlm
T2 bi e of the cifferent dmensions of a patient's sympiom i:eﬂlr'cnnge:r:::‘:?;m*s—nalmﬂ
[ialppie] s N . ssion, and s5isd in the pla of iy peted e
Risk factors and management skills T e T
Persistently high Structured assessment iools aliow fora moe £
L e y T2 biomerkers e e st S
simple unsinac L ons P
Past ] technigue herence
Exacerbations
. o Repeated and A
Smoking i:! Inhaler device »l,l Sk Anging Pulmonary Develop a personalised
history @ polyphormacy s exacerbations management plan with
patient and team
exposures = N Extrapulmonary
. T = g
o Current Physical E:_-.[ compasition! LY 9 i o *
= Early life Activity o L R IIZIE Multimorbidity g = 1\ :
Risk-factor | behavioural

centre of excellence

. :.-CZ:
" EtraitsCRE é-, wrwrw treatobletroits.ong.ou m Treatobletraits @newcastle edu.ou t reata b I e tmlts \



Treatable traits approach works
equally well in COPD

?Airways disease, not asthma or COPD
Diagnosis

Risk assessment — symptoms, exacerbations etc
Comorbidities

Exposures

Biomarkers — eg COPD evidence for Dupilumab therapy
for recurrent exacerbators with Eos 300+ (TGA but not
PBS, not yet mainstream)

For now separate guidelines remain helpful but beware
overlap/ combined processes

Over time there may be convergence of treatment
approaches



RESPIRATORY FUNCTION REPORT

Last bronchodilator: Ventolin > 4hrs

Flow Vol Loops/Spirometry (ECSC)

Ref Pre Pre Post Post Post
Meas % Ref Meas % Ref % Chg
FEV1 Liters 2.83 (1.68) (99) 2.37 84 1
FvC Liters 3.30 3.34 101 3.96 120 18
FEV1/FVC % 79 (50) (60)
FEF25-75%L/sec 3.26 (0.84) (26) (1.22) (37) 44
PEF L/sec 6.71 (4.86) (72) 6.48 97 33
Fg?w Ref _ Pre___ Post__
61 I
4 | !I{‘.IIII
| II": \\‘\.
i LN
i I
0 | SR | | |\L_‘|ﬁ::[:-|l"‘—“m
i \ ‘, ..!
1 S S
4] o
Patient effort (1 - 10): Patient manouevre (1 - 10): |
.64

-1 0 Lolumoza 3 4

Comments: Bronchodilator 2 puffs of ventolin via spacer unless otherwise indicated

Additional history — wheezy as a child, hay fever, sneezes with cats,
chronic bronchitis 8 years (at 45), winter exacerbations past 3 years,
breathlessness on moderate exertion, symptoms every day

Diagnosis ?




RESPIRATORY FUNCTION REPORT

Last bronchodilator: Ventolin > 4hrs

Flow Vol Loops/Spirometry (ECSC)

Ref Pre Pre Post Post Post

Meas % Ref Meas % Ref % Chg

FEV1 Liters 2.83 (1.68) (59) 2.37 84 M

FvC Liters 3.30 3.34 101 3.96 120 18
FEV1/FVC % 79 (50) (60)

FEF25-75%L/sec 3.26 (0.84) (26) (1.22) (37) 44

PEF L/sec 6.71 (4.86) (72) 6.48 97 33

Flo

Patient effort (1 - 10): Patient manouevre (1 - 10):

.6-
-1 0 Lolumoza 3 4

Comments: Bronchodilator 2 puffs of ventolin via spacer unless otherwise indicated

Additional history — wheezy as a child, hay fever, sneezes with cats,
chronic bronchitis 8 years (at 45), winter exacerbations past 3 years,
breathlessness on moderate exertion, symptoms every day

Options — Asthma with fixed airflow limitation or Combined Asthma + COPD



(My) Inhaled treatment approach ...'%..

)

History suggestive of airways disease
Age, symptoms, spirometry
Other tests? IgE, Eos Bronchoprovocation, CTC

Asthma Asthma.COPD COPD
combined

ICS, +/- LABA ICS + LABA SABA, + LAMA
(LAMA only in severe +Exacs ? Add LAMA SOB ++ add LABA
persistent) +fixed AL — add LAMA Exacs + FEV1<50% and/ or

Inhaler technique and preference (including PBS restrictions)

Adherence and symptom control

M
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(My) Inhaled treatment approach ...'%..

History suggestive of airways disease
Age, symptoms, spirometry

Other tests? IgE, Eos Bronchoprovocation, CTC

ICS are mainsta Avoid
Themes: of asthma dilators for unn.ec::::g
rapy AL and In
Asthma Asthma COPD
combined
ICS, +/- LABA ICS + LABA SABA, + LAMA
(LAMA only in severe +Exacs ? Add LAMA SOB ++ add LABA
persistent) +fixed AL —add LAMA  Exacs + FEV1<50% and/ or
Fixed vs SMART? 0s 300+ add

Inhaler technique and preference (including PBS restrictions)

Adherence and symptom control




' (My) Inhaled treatment approach w
for DD History suggestive of airways disease

Age, symptoms, spirometry

Western Health

Other tests? IgE, Bronchoprov, CTC

N

COPD

ICS, +/- LABA ICS + LABA SABA, + LAMA

(LAMA only in severe +Exacs ? Add LAMA SOB ++ add LABA
persistent) +fixed AL — add LAMA Exacs + FEV1<50% and/or
Fixed vs SMART? ICS 300+ add ICS

Inhaler technique and preference (including PBS restrictions)

Adherence and symptom control




COPD Comorbidome

Approx 86-98% of COPD patients have at least
one comorbid condition

Comorbidities are responsible for approximately
one third of deaths in COPD

CVD is responsible for over half of the
hospitalisations and deaths in COPD patients

COPD and CVD share pathophysical
mechanisms

Impact of treatments



‘Comorbidome’
Prospective study of 1,664 COPD patients
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Important Comorbidities in COPD
Causes of death in COPD

Unknown

Respiratory 50, Other
8% 14%

21% “ "

Other Cancers - |

33%
220/, Lung Cancer
Cardiovascular

Figure 1. Specific causes of death in approximately 6,000 participants,

mostly with mild-to-moderate airflow limitation, from the Lung Health

Study. Anthonisen NR, Skeans MA, Wise RA, Manfreda J, Kanner RE, Connett
JE.. Ann Intern Med 2005:142:233-239.



More recently: TORCH

Ascertainment of cause-

specific Cardiovascular
Mortality: Clinical
: . Ml
endpoint committee
McGarvey LP Stroke 4

Thorax 2007 Sudden Death 16
TORCH

Prospective 3 year study Respiratory 35 COPD 27
of mortality in COPD _
FEV1<60% Pneumonia 8
RCT : placebo/ salmeterol/ Other <1
fluticasone/ salmeterol-

fluticasone Cancer 21 Lung 14

Other 7
Even the patients with

FEV1>50% had approx 20%  Other 10
rate of CV event at 3 years Unknown 8



COPD and Cardiovascular disease Western Health

 COPD and Cardiovascular diseases commonly
coexist

Risk Factors
Age
Smoking
Air Pollution

Infections
Hypertension
Diabetes Mellitus
Hyperlipidemia

Cardiovascular Events

CV death, MI, Stroke,
unstable angina,
Pulmonary Fmbolism,
Deep Vein Thrombosis,
Pulmonary Hypertension

Dxi&gl' w‘ res l

Thrombaosis
Endothelial Dysfunction
Hypertophy
Arterial Stiffening
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COPD and Cardiovascular disease Western Health

Shared risk factors eg age, smoking, inactivity

Symptom overlap — need to consider both

COPD associated with chronic inflammation, also
mechanical/physical effects

AECOPD events are pro-inflammatory:

(A)

* Excess cardiovascular events
following AECOPD H |

. . | | I I | 111 ol
* Risk of CV adverse event increased " o 0o PR

8)

during a moderate (HR 2.63) or severe .
(HR 21.8) exac and risk remains elevated

for 90 days e
* Increased risk of death during Diton iy bosi decharge o he st e COPD bt o s

CV event (fatal/non-fatal) for (A) any exacerbations in a total of 197 patients, and for
(B) severe exacerbations only in a total of 118 patients. Duration (days) from hospital

discharge for the most recent COPD exacerbation. In both mstances (A and B). fewer than

S eve re E Xa C CO P D ( H R 4 1 ) three observations were not reported, and Day 0 mndicates that both the COPD exacerbation
and the C'V event occurred during the same hospital stay. Duration (days) from hospital
discharge for the most recent COPD exacerbation.




. . Y 4
COPD and Cardiovascular diseases. Western Health

2-5x more likely to develop CVD

* Heart failure
- prevalence 7-42%, higher than general pop’n
- higher rates of admissions for HF
- prevalence approx. 30% in hospitalised AECOPD
- WOrse prognosis
- vice versa: COPD present in 13-39% HF patients
* Coronary artery disease

* Prevalence 7-33% stable (some studies as high as 60%),
17-22% in admitted AECOPD

* Increased rates AMI, hospitalization. Worse outcomes
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COPD and Cardiovascular disease. e 4
* Arrhythmias
* AFin 5-15%, 20-30% in severe COPD

* Inhaled medications: Caution with very high doses of
bronchodilators, Long acting bronchodilators safe

e Other : PVD, Stroke (inc risk), PH, HT most frequent
comorbidity

* Therapies:
e Cardioselective betablockers safe,
* ACE-l and ARB may reduce exacerbations,
* diuretics helpful,
 anti-platelets — fewer exacs, reduced mort, better QoL

 Statins — beneficial in COPD if statin indication (may also
reduce risk of PH)




COPD and Cardiovascular disease.
Summary

COPD and CVD have complex mechanistic
interrelationships

The presence of COPD is associated with increased
risk of CVD

COPD and CVD worsen prognosis

Need to optimize diagnhosis and treatment of both
COPD and CVD

GPs ideally placed (and more competent) in CV risk
assessment : should be routine in all COPD patients

Consider CVD as cause or worsening dyspnea in
COPD patients

v @

Western Health

W
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And fina”y' Lung cancer Western Health

and COPD
Common risk factors

* Age >55

* Smoking history >30 pack years

* Presence of emphysema on CT

 FH of lung cancer
 BMI <25 kg/m:

* Presence of airflow limitation (FEV1/FVC <0.7)




National Lung cancer screening o
program estern Healt

Potential referral sources/ pathways
* WH Respiratory Referral guidelines being finalised

1. Symptomatic patients (not screening), evaluate for suspected
lung cancer and refer as ?Lung cancer (expedited triage )

2. Nodules identified via NLCSP
* By definition asymptomatic
* NLCSP will advise — if concerning/ increasing refer as per
suspected Lung cancer
3. Other incidental findings on NLCSP — refer eg ?ILD

4. Incidental nodules not detected by screening programs and
other incidental findings

- We use established guidelines based on size, number, nature and
patient risk factors. May receive nodule advice letter not app’t
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S u m m a ry Western Health

* Asthma and COPD guidelines
e Asthma, COPD and combined Asthma + COPD

* Increasing recognition of mechanisms and associated
therapies, many choices

e Spectrum of airway disease — ongoing review of
diagnosis, therapy and response

* Considerations of risks of the disease and risk of the
therapies

* Specialist referral for refractory and/or severe disease
 COPD risks and comorbidities

e Cardiovascular risk assessment

* Lung cancer risk
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QueStlonS? Western Health




You will receive a post session email within a week which

will include slides and resources discussed during this session.

Attendance certificate will be received within 4-6 weeks.
RACGP CPD hours will be uploaded within 30 days.

To attend further education sessions, visit,

https://nwmphn.org.au/resources-events/events/

This session was recorded, and you will be able to view the
recording at this link within the next week.

https://nwmphn.org.au/resources-events/resources/



https://nwmphn.org.au/resources-events/events/
https://nwmphn.org.au/resources-events/resources/

	COPD and asthma – an update for primary care providers

	Acknowledgement of Country��
	Housekeeping – Zoom Meeting
	How to change your name in Zoom Meeting
	Slide Number 5
	COPD and asthma – an update for primary care providers���11 June 2025���
	Slide Number 7
	Slide Number 8
	Slide Number 9
	Slide Number 10
	Slide Number 11
	Slide Number 12
	Speakers
	COPD and Asthma: an update for Primary Care Providers�
	Outline�
	Definitions of Asthma and COPD��
	What is COPD?
	COPD: Chronic obstructive pulmonary disease
	Asthma�Definitions 
	Overlap of Respiratory Symptoms
	Clinical Features
	Case: Mrs DD age 53
	Slide Number 23
	Disease specific guidelines: �Asthma
	Stepwise approach to asthma treatment (GINA) 
	Selecting and adjusting asthma medication for adults. �Asthmahandbook.org.au��
	Adult asthma inhaled treatment approaches 
	GINA graphics�Inhaler selection�Asthma management cycle
	Asthma Severity vs Control?
	Levels of asthma control GINA 2011
	Assessing Asthma Control�Asthma Control Questionnaire (ACQ)
	Assessing Poor symptom control
	Adjusting therapy:�Step down
	Classification
	Asthma Risks
	Risks associated with therapy:�Oral corticosteroids stewardship for asthma in adults and adolescents: A position paper from the Thoracic Society of Australia and New Zealand �Blakey J. Respirology 2021 Dec;26(12):1112-1130. doi: 10.1111/resp.14147. Epub 2021 Sep 29.� 
	Asthma risks: �Approaches to reduce OCS burden 
	Asthma specialist care
	Asthma evolution/revolution
	Investigation  of variability has led to the identification of many phenotypes
	Resulting in identified treatment pathways/ biologics
	Severe Asthma: Biologic therapies�
	Asthma case 1: Francisco
	Slide Number 46
	Slide Number 47
	Progress
	Asthma case 2: Mary
	Mary progress
	Asthma specialist care
	Disease specific guidelines: COPD�COPD Management guidelines
	Management of COPD�COPD-X Plan
	Lung function declines with advancing age and continued smoking
	Lung function declines with advancing age and continued smoking
	Taxonomy of COPD
	Pathways to COPD: �FEV1 trajectories
	Slide Number 59
	GOLD Treatment goals
	Slide Number 64
	Slide Number 65
	GOLD Assessment
	GOLD Initial pharmacotherapy
	GOLD follow up therapy pharmacotherapy
	Slide Number 69
	COPD Specialist referral (COPD-X)
	Returning to our case: �Apply guideline directed care�Case: Mrs DD age 53
	Slide Number 72
	What is the diagnosis�How would you treat her?�What do the guidelines say?�(Which guideline?)
	Slide Number 74
	Diagnosis and severity?�Mild COPD or moderate to severe persistent asthma?
	Treatable Traits approach�Personalised medicine strategy for chronic airway diseases.�Traits must be clinically relevant, identifiable and measurable, and treatable�They may be phenotypic, endotypic and may include comorbodities and self-management skills
	Treatable traits approach works equally well in COPD �?Airways disease, not asthma or COPD
	O
	O
	(My) Inhaled treatment approach
	(My) Inhaled treatment approach
	(My) Inhaled treatment approach�for DD
	COPD Comorbidome
	Slide Number 86
	Slide Number 87
	More recently: TORCH
	COPD and Cardiovascular disease�
	COPD and Cardiovascular disease�
	COPD and Cardiovascular diseases. �2-5x more likely to develop CVD�
	COPD and Cardiovascular disease.�
	COPD and Cardiovascular disease.� Summary�
	And finally: Lung cancer and COPD�Common risk factors�
	National Lung cancer screening program�
	Summary�
	Questions?�
	Session Conclusion

