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North Western Melbourne Primary 
Health Network would like to acknowledge the 
Traditional Custodians of the land on which our 
work takes place, The Wurundjeri Woi Wurrung 
People, The Boon Wurrung People and The 
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.

Acknowledgement of Country
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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



4

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 computer

When using a phone or app



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

• clear and 
concise, 
evidence-
based medical 
advice 

• Reduce 
variation in 
care

• how to refer to 
the most 
appropriate 
hospital, 
community 
health service 
or allied health 
provider.

• what services 
are available 
to my patients



HealthPathways – COPD and Asthma

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



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

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/


Relevant and related pathways
Relevant pathways Related pathways 

Bronchiectasis
Chronic Cough
Community Acquired Pneumonia (CAP) in Adults
Smoking and Vaping Cessation
Community Asthma Education and Support
Respiratory Infectious Diseases Practice 
Management

Referrals
Acute Respiratory Referral (Same-day)
Non-acute Respiratory Referral (> 24 hours)
Lung Function Testing
Pulmonary Rehabilitation
Home Oxygen Referral
Statewide referral criteria

CPD Hours for HealthPathways Use

Asthma in Adults
Asthma-COPD
COPD
Acute Exacerbation of COPD
Non-acute COPD
COPD Severity Classification
Advanced or End-stage COPD
Assessing Respiratory Presentations in General Practice
Acute Asthma in Children
Asthma in Adolescents (Aged 12 Years and Over)
Asthma in Primary School-aged Children (Aged 6 to 11 Years)
Wheeze and Asthma in Preschool Children (Aged 1 to 5 Years)
Asthma in Adults - Acute
Asthma in Adults - Non-acute
Asthma in Pregnancy
Thunderstorm Asthma

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


HealthPathways – CPD Hours for HealthPathways Use



Accessing HealthPathways

Please click on the Sign in or register button to create your 
individual account or scan the QR code below.

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

mailto:info@healthpathwaysmelbourne.org.au


A/Prof Anne Marie Southcott – respiratory 
and sleep physician
Western Health 
A/Prof Anne Marie Southcott, is a respiratory and 
sleep physician who took up her position as Head 
of Unit, Respiratory and Sleep Disorders Medicine 
at Western Health in November 2009. Western 
Health provides respiratory and sleep medicine 
clinical services at several places, including 
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. 

She has been involved in many clinical trials of 
asthma and COPD medications, is currently a 
member of the TSANZ Laboratory Accreditation 
and Quality committee, the NATA/ASA Sleep 
Accreditation Advisory Committee and Statewide 
Equipment Program Domiciliary Oxygen Program 
Clinical Advisory panel. She is also on the National 
Examining Panel for the RACP Adult Medicine 
specialist physician training program.

Speakers



COPD and Asthma: 
an update for Primary 
Care Providers

Anne Marie Southcott
Western Health
11th June 2025
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Outline
• 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
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Definitions of Asthma and 
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?

A group of disorders 
characterised by airway 
inflammation and airflow 
limitation that is not fully reversible
A progressive condition associated 
with an abnormal inflammatory and 
repair response to noxious stimuli 
 -small airway disease
 -parenchymal destruction
 both causing airflow limitation
(Fully reversible asthma is not COPD) 

COPD = chronic 
obstructive 
pulmonary disease
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COPD: Chronic obstructive pulmonary 
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
• Chronic bronchitis  - chronic cough with mucus

• Asthma – reversible (at least in part)
• Bronchiectasis – dilatation of airway wall
• Rare conditions (LAM, HistiocytosisX)
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Asthma
Definitions 

“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 2012

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
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Clinical Features

COPD Asthma
Progressive course Variable course

Later onset of symptoms Onset at young age

Usually moderately 
heavy smoking history

No association with 
smoking history

Airflow limitation not 
completely reversible

Airflow limitation 
substantially or 
completely reversible

Patients may have features of both = “Asthma COPD Overlap” (not a syndrome)
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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:
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We will return to this case later…..
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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, 
progressive disease)

https://www.asthmahandbook.org.au/
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Stepwise approach to asthma treatment 
(GINA) 

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



26

Selecting and 
adjusting asthma 
medication for 
adults. 
Asthmahandbook.
org.au



Adult asthma inhaled treatment approaches 
• Anti-inflammatory reliever only therapy
• Maintenance and reliever therapy
• Maintenance ICS + as needed SABA
• Maintenance ICS-LABA + as needed SABA
Notes:
• ICS are the cornerstone of Asthma therapy
• 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



GINA graphics
Inhaler selection

Asthma 
management cycle



Asthma Severity vs Control?
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

Characteristic
Controlled
(all of the following)

Partly controlled
(any measure present in any 
week) Uncontrolled

Daytime symptoms None (twice or 
less/week)

More than twice/week Three or more 
features of partly 
controlled asthma 
present in any weekLimitations of activities None Any

Nocturnal 
symptoms/awakening

None Any

Need for reliever/rescue 
treatment

None (twice or 
less/week)

More than twice/week

Lung function (PEF or FEV1) 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)

ACQ  © Elizabeth Juniper

• The ACQ asks 5 symptom 
questions related to asthma 
control over 1 week (also 
SABA use and spirometry – 
6 and 7 item version)

•  The full ACQ score is the 
mean of the  items (<0.75, 
well controlled; 0.75–1.5, 
not well controlled; >1.5, 
uncontrolled)

Asthma Control Test
5 questions related to control over previous 4 weeks.
Scores 5-25, higher are better, ≤ 19 is not well controlled



Assessing Poor symptom control
• Assess inhaler technique
• Discuss adherence and barriers (including costs, 

beliefs) 
• Confirm diagnosis  asthma
• If possible remove risks, assess and manage 

comorbidities
• Consider step up therapy
• 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
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Adjusting therapy:
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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Classification

Adapted from Douglass JA & Reddel HK, 2005

STEP UP STEP DOWN

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.

 
• 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



Asthma specialist care

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



Asthma evolution/revolution
Asthma as a 
Single disease

1900s

Recognition of 
Asthma heterogeneity

1940s 1990s-
2000s

Th2 (eos) vs non Th2 asthma

2000s SARP
phenotypes

Late 2000s 

Search for genetics identities phenotypic 
clusters, underlying endotypes 
Present day:  treatment responsive endotypes 
with associated biomarkers

Present1980s

ICS LABA 
LTmodifiers ICS/LABA Omali

2003

LAMA
Mepo 2015
Resliz 2016
Benra 2017
Dupi 2018
Tezepe 2023

NIH Asthma programs
1989 NAEPP
GINA 1993



Investigation  of variability has led to the 
identification of many phenotypes



Resulting in identified treatment pathways/ 
biologics

• IgE 
• Eos
• IL4/

13
• TSLP



Severe Asthma: Biologic therapies
Omaliz-
umab

Mepoliz-
umab

Reliz-
umab

Benraliz-
umab

Dupil-
umab

Tezepel-
umab

Biomarkers (  exacs) PBS PBS Not Aus PBS PBS TGA 

Eos
FeNO

≥260
≥19.5

≥300
No assoc

≥400
No assoc

≥300
No assoc

≥300
≥25

≥150
≥25

Outcomes

Reduction in exacs
mOCS reduction
Improved QoL
FEV1 improvement

25%

+
+/-

50
++
+
+

40

+
+/-

50
++
+
+

70
++
+
++

70

++
++

Comorbidities: 

CRwNP
Atopic dermatitis
Chronic urticaria
EGPA

++

+

++

++ +

+

+

++
++

Practical 
considerations

s/c dose 
variable

s/c dose
fixed

iv s/c dose 
fixed

s/c dose 
fixed

s/c dose 
fixed

2-4/52 4/52 4/52 4 then 
8/52

2/52 4/52
JE Kavanagh Breathe 2021



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%



• 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 0- 

0.3-1.0. Grasses and HDM sensitisation
• Options (now 2018) : research study D2 

Leukotriene pathway no response (withdrawn), 
anti IgE therapy, PFP Benralizumab



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:
– “ideal patient”
– Repeat biomarkers if need
– Choice of biologic
– Comorbidities 
– What to do with inhalers



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

Thoughts?



Mary progress

• Decision to start Benralizumab for severe eosinophilic asthma 
(June 2023)

• 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

• Asthma stable, ACQ 4.2 to 1.4 (or 0 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

COPD-X

GOLD



Management of COPD
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 
age and continued smoking
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Lung function declines with advancing 
age and continued smoking

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

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



Taxonomy of COPD



Pathways to 
COPD: 
FEV1 
trajectories



Consideration 
of ICS is now 
earlier 
compared to 
earlier 
versions:
At least 1 
severe 
exacerbation 
or 2 
moderate 
exacerbations 
in previous 12 
months and 
significant 
symptoms 
despite 
LABA/LAMA 
or LABA/ICS
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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



© 2020 Global Initiative for Chronic Obstructive Lung Disease



© 2020 Global Initiative for Chronic Obstructive Lung Disease
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GOLD Assessment

Spirometry severity
Exacerbation history
Symptoms
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GOLD Initial pharmacotherapy
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GOLD follow up therapy 
pharmacotherapy

Note Roflumilast 
is not available in 
Australia

Dupilumab is 
now TGA 
approved(Feb 
2025) = 
A/IL4/IL13 as 
add on 
maintenance t/t 
for uncontrolled 
COPD with raised  
Eos  on stable 
combo 
ICS/LABA/LAMA 
or LABA/LAMA  





COPD Specialist referral (COPD-X)
Reason Purpose

Diagnostic uncertainty Establish diagnosis and optimise treatment

Unusual symptoms eg hemoptysis Investigate cause incl. exclusion malignancy

Rapid decline in FEV1
?Moderate or severe COPD

Optimise management

Onset of cor pulmonale Confirm diagnosis and optimise treatment

Assess need for oxygen therapy Optimise mgt, assess +/- prescribe oxygen

Bullous lung disease Confirm diagnosis, assess for suitability +/- refer 
for bullectomy

Assess need for Pulmonary Rehab Optimise mgt, refer to PR service

COPD <40yo Confirm diagnosis, consider alpha1AT, ?trials

Assessment for LungTx or LVR Identify criteria for referral to assessment centre

Frequent chest infections Consider cause(s), ?therapy eg macrolide

Breathing pattern disorder Establish diagnosis, refer for t/t (eg non-pharma)
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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:



72



73

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

Any other questions for her?
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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
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Diagnosis and severity?
Mild COPD or moderate to severe 
persistent asthma?

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
• 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



O

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 ?



O

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 
combined COPD

Inhaler technique and preference (including PBS restrictions)

Adherence and symptom control

ICS, +/- LABA
(LAMA only in severe 
persistent)
Fixed vs SMART?

ICS + LABA
+Exacs ? Add LAMA
+fixed AL – add LAMA

SABA, + LAMA
SOB ++ add LABA
Exacs + FEV1<50% and/ or 
Eos 300+  add ICS



(My) Inhaled treatment approach
History suggestive of airways disease

Age, symptoms, spirometry
Other tests? IgE, Eos Bronchoprovocation, CTC

Asthma Asthma COPD 
combined COPD

Inhaler technique and preference (including PBS restrictions)

Adherence and symptom control

ICS, +/- LABA
(LAMA only in severe 
persistent)
Fixed vs SMART?

ICS + LABA
+Exacs ? Add LAMA
+fixed AL – add LAMA

SABA, + LAMA
SOB ++ add LABA
Exacs + FEV1<50% and/ or 
Eos 300+  add ICS

ICS are mainstay 
of asthma 
therapy

Themes: 
Avoid 
unnecessary 
ICS in COPD

Broncho-
dilators for 
AL and Sx 



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

Age, symptoms, spirometry
Other tests? IgE, Bronchoprov, CTC

Asthma “ACOS” COPD

Inhaler technique and preference (including PBS restrictions)

Adherence and symptom control

ICS, +/- LABA
(LAMA only in severe 
persistent)
Fixed vs SMART?

ICS + LABA
+Exacs ? Add LAMA
+fixed AL – add LAMA

SABA, + LAMA
SOB ++ add LABA
Exacs + FEV1<50% and/or 
ICS 300+ add ICS

?



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





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.

Important Comorbidities in COPD
Causes of death in COPD



More recently: TORCH
System % Sub-category %

Cardiovascular 26 CHF 3

MI 3

Stroke 4

Sudden Death 16

Respiratory 35 COPD 27

Pneumonia 8

Other <1

Cancer 21 Lung 14

Other 7

Other 10

Unknown 8

Ascertainment of cause-
specific 
Mortality: Clinical 
endpoint committee
McGarvey LP
Thorax 2007

TORCH
Prospective 3 year study
of mortality in COPD 
FEV1<60%
RCT : placebo/ salmeterol/ 
fluticasone/ salmeterol-
fluticasone

Even the patients with 
FEV1>50% had approx 20% 
rate of CV event at 3 years
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COPD and Cardiovascular disease
• COPD and Cardiovascular diseases commonly 

coexist 
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COPD and Cardiovascular disease
• 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:

• Excess cardiovascular events
 following AECOPD
• Risk of CV adverse event increased 
during a moderate (HR 2.63) or severe 
(HR 21.8) exac and risk remains elevated
 for 90 days
• Increased risk of death during 
severe Exac COPD (HR 41)
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COPD and Cardiovascular diseases. 
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.
• Arrhythmias

• AF in 5-15%, 20-30% in severe COPD
• Inhaled medications: Caution with very high doses of 

bronchodilators, Long acting bronchodilators safe

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

• Therapies: 
• Cardioselective betablockers safe, 
• ACE-I 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)
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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 diagnosis 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
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And finally: Lung cancer 
and COPD

Common risk factors
• Age >55
• Smoking history >30 pack years
• Presence of emphysema on CT
• Presence of airflow limitation (FEV1/FVC <0.7)
• FH of lung cancer
• BMI <25 kg/m2
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National Lung cancer screening 
program

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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Summary
• Asthma and COPD guidelines

• Asthma, COPD and combined Asthma + COPD
• Increasing recognition of mechanisms and associated 

therapies, many choices
• 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
• Cardiovascular risk assessment
• Lung cancer risk
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Questions?
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Session Conclusion

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/

We value your feedback, let 
us know your thoughts.

Scan this QR code

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