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Chronic obstructive pulmonary disease (COPD) is a significant health burden
among Aboriginal and Torres Strait Islander Australians, particularly those
living in rural and remote communities. Culturally safe care, including the
use of interpreters, Aboriginal Health Workers or Liaison Officers and
community-appropriate language, is central to effective COPD assessment
and management in these populations.

hronic obstructive pulmonary
disease (COPD) is reported to
affect 5% of the global population,
causing 3.5 million deathsin 2021,
and is predicted to become the third-leading
cause of death worldwide by 2030." In Aus-
tralia, the prevalence of COPD is estimated
to be 8% for people aged 40 years and older
and about 30% for people aged 75 years and
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older, and it is the fifth-leading cause of
death.?* Moreover, the prevalence is esti-
mated to be 2.5 times higher among Aborig-
inal and Torres Strait Islander people or those
of First Nations descent (henceforth, respect-
fully represented as Aboriginal) than among
the non-Aboriginal Australian population,
particularly for those residing in rural and
remote Aboriginal communities.**
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Aboriginal people face unique determi-
nants of health inequity, including geo-
graphical isolation and remoteness, with
reduced access to specialist health care. In
addition to sociodemographic and geo-
graphic determinants, there are significant
differences in the way chronic respiratory
diseases manifest in Aboriginal people.
Further, the lack of population-specific lung
function reference norms for older people
and COPD severity classification criteria,
coupled with differing aetiologies and
concurrent multimorbidity, significantly
complicates the management approach for
Aboriginal patients.” Currently, most COPD
guidelines are drawn from studies based
on non-Aboriginal populations and this is
also acknowledged in the recently updated
COPD-X guidelines: ‘Our current approach
to COPD diagnosis, treatment and manage-
ment is based on recommendations largely
drawn from non-First Nations populations.
As applicability cannot be assumed, further
evidence on the management and diagnosis of
COPD is needed for First Nations Australians’®
Thus, there is a crucial need for a distinctive
approach to the diagnosis and management
of COPD in Aboriginal people (Box 1). In
this article, we propose a clinical approach
tailored for adult Aboriginal Australians,
particularly for those residing in rural and
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¢ Chronic obstructive pulmonary disease (COPD) in Aboriginal
people often occurs earlier, is more severe and commonly
coexists with bronchiectasis and asthma.
Tobacco smoking and environmental smoke exposure are
significant contributors to COPD risk and progression.
Current COPD guidelines overlook the sociodemographic and
geographic barriers affecting Aboriginal people and are
extrapolated from evidence derived from non-Aboriginal

populations.

Management is complicated by a lack of lung function reference
norms in older adults and COPD severity classification criteria,
differing aetiology and concurrent presence of multimorbidities.
Key management strategies include education, smoking
cessation, minimising environmental nontobacco smoke
exposure, nutritional support, physical activity, pulmonary
rehabilitation and vaccination.

Inhaled corticosteroids should be reserved for those with
COPD and asthma features, significant bronchodilator
response, frequent exacerbations or elevated blood eosinophil
counts alongside airway disease.

remote communities. This approach draws
on our collective experience predominantly
in the Northern Territory (NT) of Australia,
where the highest proportion of Aboriginal
people resides nationwide.” These recommen-
dations are offered as a practical resource to
support clinicians working in partnership
with Aboriginal communities and not to
replace astute clinical judgement. Moreover,
it is imperative to acknowledge that these
are general guidelines only. Individual
patients’ scenarios should be considered in
clinical decision-making.

COPD prevalence in Aboriginal
Australians

The exact prevalence of COPD across the
wider Aboriginal Australian population
remains uncertain. A 2023 systematic review,
consisting predominantly of referred Abo-
riginal patients (including those from the
NT), estimated an Australia-wide prevalence
of 13.7%, with reported prevalence rates
ranging from 3.8% to 48.9% depending on
geographic location and the methodology
used to assess the prevalence.* However, this
prevalence is likely an underestimate of the
true disease burden, particularly in more
remote communities where access to care
and specialised diagnostic methods is
limited.

Clinical features

COPD in the adult Aboriginal population
demonstrates a slight female predominance,
in contrast to non-Aboriginal populations.
The mean age of presentation is about 52.5 £
15.3 years. However, unlike in other popu-
lations, clinical symptoms and signs can be
present at a much younger age (<40 years)."’
Accordingly, early investigations and inter-
ventions should be considered in patients aged
younger than 40 years if the clinical presenta-
tion is suggestive of COPD.

The coexistence of COPD with other
respiratory comorbidities — most notably
bronchiectasis, asthma, cystic lung disease
and bronchiolitis - is highly prevalentamong
Aboriginal Australian patients.™* Hence,
clinical symptoms and physical examination
findings may overlap. Therefore, in day-to-day
clinical practice, it is vital to differentiate the
predominant condition, as it may have impli-
cations for further investigations and thera-
peutic interventions (Table 1)."®

Shortness of breath is the most commonly
reported symptom, followed by wheeze.
However, in the presence of concurrent bron-
chiectasis, which is prevalent in up to 80% of
Aboriginal Australian patients with COPD,
and more so in rural residing patients, addi-
tional features such as persistent productive
cough, large sputum volumes and haemoptysis

1. Why COPD needs a different
approach in Aboriginal people

¢ Geographical isolation, with many
Aboriginal people residing in rural and
remote communities

COPD often presents earlier in life and
with greater severity

Concurrent presence of multiple
respiratory comorbidities is common
Infrequent specialist access in remote
and rural communities

Lack of validated lung function reference
norms for older Aboriginal people

No validated criteria for symptom
severity classification (e.g. MMRC
dyspnoea scale)

Lack of Aboriginal-specific COPD disease
severity criteria (e.g. FEV; criteria)
Sparse chest radiology data

COPD aetiology could be multifactorial
(e.g. environmental smoke exposure)
High burden of multimorbidity and early
mortality

Current COPD guidelines are drawn from
studies in non-Aboriginal populations

Abbreviations: COPD = chronic obstructive pulmonary
disease; FEV1 = forced expiratory volume in 1 second;
mMRC = modified Medical Research Council.

(uncommon) may be observed.'**# On physical
examination, aside from reduced breath
sounds on chest examination, coarse crackles
in the presence of coexisting bronchiectasis,
finger clubbing and a lower body mass index
may be observed.”*"* The presence of multi-
morbidity is common, including coexisting
coronary artery disease, diabetes and chronic
kidney disease, which needs to be considered
in the overall management.> Although the
modified Medical Research Council dyspnoea
scale is widely accepted and could be consid-
ered in COPD assessment, there has thus far
been no formal testing and validation of this
scale in this population. There are concerns
about the cultural relevance and effectiveness
in Aboriginal people’s contexts or communi-
ties, where language, health beliefs and lived
experiences differ significantly. Hence, using
locally tailored and relevant terminology,
such as ‘short wind’ may be more appropriate,
specifically for patients residing in remote
and rural Aboriginal communities.?**!
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Table 1. Clinical manifestations of chronic obstructive pulmonary

disease (COPD)

Clinical parameters COPD COPD-bronchiectasis COPD-asthma
overlap overlap

Smoking history ++++ +++ +++

Cough ++ +++ ++

Sputum production ++ +++ ++

Wheezing + + ++

Shortness of breath +++ +++ +++

Findings on chest Reduced breath Reduced breath sounds | Reduced breath

examination sounds and crackles sounds and wheeze

Key: ++++ = extremely likely; +++ = more likely; ++ = likely; +

= less likely.

Determining the aetiology of COPD
Tobacco smoke exposure remains the foremost
risk factor for COPD and its progression. How-
ever, the disproportionate prevalence and
severity of respiratory disease among younger
people in the Aboriginal population suggests
that other modifiable factors, such as environ-
mental smoke exposure, may play a significant
role (Figure 1; Figure 2 available online).
Indeed, international data show that a signif-
icant burden of chronic respiratory diseases
stems from factors unrelated to tobacco smok-
ing, with 25 to 45% of patients with COPD
worldwide never having smoked.”** Emerg-
ing evidence identifies particulate matter from
bushfire smoke and biomass combustion as
asignificant environmental driver of airway
inflammation and accelerated lung function
decline.”® Given that a greater proportion of
those in remote areas live in close proximity
to bushfires and engage in traditional prac-
tices, such as controlled burning, cooking and
‘fire-stick farming’ or ‘fire-hunting’, chronic

exposure to these high-oxidative-stress
particles may contribute to the early onset of

obstructive pathology, occurring either inde-

pendently of or in synergy with tobacco use.”
Previous reports have indicated that during

periods of increased natural vegetation, bush-

fires are associated with increased hospital
admissions for all respiratory conditions, with

alarger magnitude observed among Aborig-

inal Australians.*** Moreover, a recent report
highlights the effect of environmental smoke

exposure while fire-hunting for mud (long-
necked) turtles (Chelodina [Chelydera] rugosa)

(Figure 3a available online; Figures 3b and
3¢).” Further, the use of cannabis, including
use via a bucket bong, is prevalent in certain
Aboriginal communities, which may have a

synergistic effect on COPD, including con-

tributing to spontaneous pneumothorax in
the presence of bullous emphysema, termed

‘bucket bong lung’ (Figures 4a and 4b).*
However, despite the potential contribu-

tion of other sources of environmental smoke

Figures 3a to c. (a) Available online. (b, left) Long-necked turtles aestivate in the mud on the flood
plains. (c, right) Dry vegetation growing on the flood plains during the dry season (arrow) allows
Aboriginal hunters to observe the ‘eye’ or ‘breathing vent’ of the turtles.

Figure 3b reproduced with permission from Territory Wildlife Park, Darwin, NT (https://territorywildlifepark.com.au).
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Figure 1. Chest CT showing significant
bullous emphysema in an Aboriginal man
who is a former smoker and has a history of
recurrent exposure to significant
environmental smoke.

and cannabis use, tobacco smoking continues
to be portrayed as the major factor in COPD
development among Aboriginal Australians.
Hence, exploring the potential extent to which
other factors may have an influence predis-
posing to COPD and progression later in life,
such as environmental or industrial dust
exposure, volatile substance use (e.g. petrol
sniffing), pre- and perinatal influences (e.g.
maternal smoking, prematurity and low birth
weight), is essential.***® However, respecting
cultural sensitivity and being nonjudgemental
isimportant. Risk assessments that may need
to be considered include:
* tobacco smoking - frequency and
quantity
« cannabis and volatile substance
(e.g. petrol sniffing) use - frequency
and quantity
* bucket bong use and ‘bucket bong lung’
(pneumothorax or pneumonitis)
« exposure to bushfires or landscape
fire smoke
« environmental and industrial dust
exposure
« fire-stick farming or fire-hunting
(e.g-long-necked turtle hunting)
« traditional Aboriginal cultural practices
with significant smoke exposure
« cooking practice and smoke exposure.

Investigations

Investigations should be undertaken to enable
early COPD diagnosis, identify the underlying
cause, support ongoing monitoring and guide
management during COPD exacerbations.
These assessments contribute to timely and
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Figures 4a and b. Chest x-ray images showing (a, left) resultant spontaneous pneumothorax after
bucket bong use and (b, right) resolution of pneumothorax following pleural catheter placement.

appropriate care and can be adapted based

on clinical judgement and local resource avail-

ability. Factors that need to be considered

when requesting investigations include:

« costand accessibility of services in
remote settings

* process of obtaining tests and patient
acceptability

« clinical utility

« patient factors, such as age and
comorbidities.

Chest radiology

Although chest radiology is essential in the
assessment of COPD, access to chest radiology
for thoseliving in certain remote communities
is often limited or not feasible, particularly for
chest CT scans (Box 2).2* Nonetheless, chest
x-ray (CXR) facilities may still be accessible in
some remote community settings. Hence, if
chest CT is not feasible, a diagnosis of COPD
may be supported by clinical assessment in
combination with CXR.*” Moreover, CXR may

aid inidentifying other concurrent pulmonary
abnormalities, such as bronchiectasis and
bullous emphysema (Figures 5a, 5b and 5¢).
However, chest CT or high-resolution CT
should be facilitated opportunistically if
possible or if clinically indicated (e.g. suspected
lung cancer).*** We recommend performing
a yearly CXR, if available, for Aboriginal
patients with chronic respiratory conditions
residing in remote communities to help iden-
tify and address serious lung pathology in a
timely manner."®

Lung function test

It is imperative that healthcare practitioners
caring for Aboriginal people recognise that
normative lung function parameters are not
well established for older Aboriginal Austral-
ians. Measured lung function values are
generallylower than those in their Caucasian
counterparts, with additional differences
noted between adult Aboriginal males
and females.**** Moreover, the quality and

—

2. Indications and considerations
of chest imaging in COPD

Indications

¢ All patients with symptoms and clinical
evidence of COPD

¢ [f there is a suspicion of concurrent
pulmonary pathology alongside COPD

Considerations

¢ Facilitate chest CT or high-resolution CT
opportunistically or if clinically indicated

* Refer to the National Lung Cancer
Screening Program, if appropriate

¢ Consider yearly chest x-ray for patients in
remote communities with chronic
respiratory symptoms or COPD, if available

Abbreviation: COPD = chronic obstructive pulmonary
disease.

repeatability of spirometry sessions frequently
fall below standard acceptability criteria
among Aboriginal Australians. Reasons for
this may include linguistic barriers and alack
of familiarity with the procedural require-
ments of spirometry. Supporting this, previous
research demonstrated that up to 50% of
spirometry tests were deemed uninterpretable
due to poor session quality, highlighting a
significant challenge in obtaining reliable
diagnostic data for this population.*
Furthermore, spirometry-based COPD
severity classifications do not align well with
currently recommended COPD guidelines in
Aboriginal adults, and bronchodilator
response may still be observed in patients with
COPD and with other underlying pulmonary
abnormalities."*¢ Factors that should be con-
sidered when interpreting lung function test

Figures 5a to c. Chest x-ray images showing (a, left) left lower zone bronchiectasis (arrow), (b, centre) bilateral bullae in the upper zone (arrows)
and (c, right) a large, left-sided lung mass (arrow) suspected to be advanced lung malignancy.
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3. Factors to consider when
interpreting lung function test
results

Check if the spirometry session quality is
acceptable and repeatable for
interpretation

Validated lung function reference norms
are not well established for older
Aboriginal people

Aboriginal people demonstrate lower
values compared with their Caucasian
counterparts, more so for FEV; and FVC
values

When selecting a spirometry reference
norm, other population groups or mixed
reference equations should be considered

Restrictive or mixed spirometry impairment
is the most common ventilatory defect
Current guidelines recommend that
severity classification should be used
with caution in Aboriginal people

The FEV,/FVC ratio may be a reliable
parameter to assess obstructive airway
disease or impairment

A significant bronchodilator response may
not necessarily be indicative of asthma

Abbreviations: FEV1 = forced expiratory volume in one
second; FVC = forced vital capacity.

results for Aboriginal adults arelisted in Box 3.
These factors should be carefully considered
to guide clinical decision-making. Nonethe-
less, a combination of clinical symptoms and
physical examinations, alongside spirometry
and CXR, can aid in the accurate diagnosis
of COPD.” Hence, if feasible, spirometry
should be considered in all patients to help
establish baseline parameters and to support
long-term monitoring, including demonstrat-
ing the presence of bronchodilator response.
Where available and if clinically indicated,
diffusion capacity for carbon monoxide and
lung volume measurements via plethysmog-
raphy should be considered.*”

In general, Aboriginal patients with chronic
lung disease tend to demonstrate a mixed or
restrictive pattern.* However, in the presence
of predominant COPD, spirometry may demon-
strate an obstructive pattern (low forced expir-
atory volume in one second and low forced
expiratory volume in one second/forced vital
capacity ratio) or mixed obstructive and restric-
tive impairment. A bronchodilator response

Table 2. Expected lung function patterns in chronic obstructive pulmonary
disease (COPD) with or without bronchiectasis and asthma

Parameter Expected in COPD Expected in COPD- Expected in COPD-
bronchiectasis overlap asthma overlap

FEV, Decreased Decreased Decreased

FVC Normal or decreased Normal or decreased Normal or decreased

FEV,4/FVC ratio | Decreased Normal or decreased Decreased

DLCO Normal or decreased Normal or decreased Normal or decreased

RV Normal or increased Normal or decreased or Normal or increased
increased

TLC Normal or increased Normal or decreased or Normal or increased
increased

RV%TLC Normal or increased Normal or decreased or Normal or increased
increased

Bronchodilator | Absent or present Absent or present Present

response

Abbreviations: DLCO = diffusion capacity for carbon monoxide; FEV1 = forced expiratory volume in one second; FVC = forced
vital capacity; RV = residual volume; RV%TLC = residual volume as a percentage of total lung capacity; TLC = total lung capacity.

may indicate the presence of asthma or overlap
between asthmaand COPD.* As the symptoms
and clinical findings ofasthma, bronchiectasis
and COPD demonstrate significant overlap, it
is important to differentiate the predominant
underlying pathology, as this could have sub-
stantial implications for therapeutic interven-
tions, more specifically when considering
airway-directed inhaled pharmacotherapy.***
Expected spirometry patterns in Aboriginal
adults with COPD are outlined in Table 2.

Sputum examination

Sputum examination should be considered
during infective exacerbations of COPD and
in patients with coexisting bronchiectasis,
which could help guide appropriate anti-
microbial therapy. Currently, sputum micro-
biology data are sparse in Aboriginal patients
with COPD. However, recent studies in
patients with bronchiectasis have demonstrated
that the most frequently identified pathogens
are Haemophilus influenzae, Pseudomonas
aeruginosa and non-Aspergillus fungi.”*

Investigations for dyspnoea

One of the most common symptoms among
Aboriginal patients with COPD is shortness
of breath on exercise (‘short wind’).* However,
this symptom could be multifactorial, especially
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in the presence of concurrent cardiac disease.
Nonetheless, among patients presenting with
shortness of breath, further assessment should
be considered either via pulse oximetry or via
a six-minute walk test 6MWT). If a patient’s
resting oxygen saturation is less than 88% on
roomair or duringa 6MWT, consider arterial
blood gas testing, if feasible. In clinical settings
where this test may not be available, an alter-
native approach isa 6MWT to assess benefit
for long-term oxygen therapy (LTOT).® A
6MWT can be easily performed by health-
care practitioners, including in remote and
rural communities.” A summary of the basic
investigations that could be considered in a
remote setting is shown in Table 3.

Management

Akey consideration during consultations with
Aboriginal patients regarding the manage-
ment of COPD is that these should always be
culturally safe and occur with an interpreter,
if required, in their primary language and
with asupport person present (family member
or Aboriginal Liaison Officer) or equivalent,
as per the patient’s preference. This helps
ensure that assessments are both linguistically
accurate and culturally safe. The key principles
of COPD management include:

« establishing an accurate COPD diagnosis
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* being aware that established COPD
guidelines may not be applicable in
Aboriginal people

« utilising Aboriginal-specific educational
and management resources

+ preventing COPD progression

« alleviating or improving COPD
symptoms

« preventing lung function decline

« reducing exacerbations and hospital
admissions

+ improving quality oflife.

COPD education

Supporting individuals and communities
with accessible, culturally relevant education
is central to the effective management
of COPD. Strengthening knowledge about
COPD empowers individuals to recognise
symptoms, engage in regular self-care
practices, adhere to treatment and prevent
exacerbations and hospital admissions. For
this purpose, graphical patient education
resources specifically designed for Aborig-
inal people can be utilised (Box 4 available
online). By leveraging these resources,
healthcare workers can enhance their
outreach efforts, support community health
initiatives and contribute to the overall
wellbeing of Aboriginal people.”

Smoking cessation

Reducing exposure to tobacco and other
forms of nontobacco smoke (e.g. cannabis,
vaping, bucket bong use) is critical in the
overall approach to COPD. Community-led
efforts have demonstrated that culturally safe
education and tailored support can success-
fully achieve smoking cessation. Therefore,
smoking cessation assistance should be con-
sidered, including nicotine replacement and
pharmacotherapy.®**> Moreover, the use of
cannabis, the ill effects of bucket bong use on
the lungs and mitigating strategies to prevent
direct exposure to other sources of environ-
mental smoke need to be considered.

Nutrition assessment

Low body mass index has been identified as
amarker of poor prognosis among Aboriginal
patients with chronic lung disease.* There-
fore, efforts should be made to maintain an

Table 3. Summary of suggested investigations for diagnosing and managing
COPD in patients living in remote and rural communities

Investigation

Purpose

Feasibility in remote settings

High-resolution CT

Confirm COPD, emphysema or

Requires referral to major

Monitor progression
Identify coexisting asthma and
bronchodilator response

or chest CT concurrent pulmonary pathology secondary or tertiary centre
Chest x-ray * May suggest COPD or other * Available in some remote clinics;
pathology otherwise, requires referral to a
closer remote centre or urban
centre
Spirometry ¢ Assess baseline lung function * Routinely available in some but

not all clinics
Often done through specialist
respiratory outreach service

Sputum microbiology
(e.g. MCS, acid-fast
bacilli, mycobacterial
culture)

Identify bacterial, mycobacterial
or fungal pathogens, especially
during exacerbations

Can be collected locally but
subject to transport delays
Processing may require referral to
a laboratory

Pulse oximetry

Assess resting and exertional
oxygen saturation to guide
oxygen therapy (LTOT) or further
investigation

Widely available, including with
handheld devices

Six-minute walk test
and arterial blood

Evaluate functional capacity and
oxygen desaturation on exertion

Feasible with basic equipment
and staff training

gas testing ¢ Assess hypoxemia and CO»
retention
¢ Assess eligjbility for pulmonary
rehab and LTOT
Point-of-care CRP ¢ May help distinguish * Emerging availability
(where available) exacerbations * Supports early decision-making

blood count, etc.)

conditions (e.g. polycythaemia to
consider LTOT, high eosinophil
count could guide ICS use,

high immunoglobulin E level may
indicate allergy phenomena)

Echocardiography ¢ Consider in those with suspected | ¢ Available through referral to a

(if accessible) pulmonary hypertension, cardiac major centre or cardiology
comorbidities or cor pulmonale outreach service

Blood tests (full * Investigate other underlying * Blood can be collected easily but

testing is subject to transport
delays

Point-of-care tests are available
for emergencies at most clinics

Abbreviations: CO2 = carbon dioxide; COPD = chronic obstructive pulmonary disease; CRP = C-reactive protein; ICS = inhaled
corticosteroids; LTOT = long-term oxygen therapy; MCS = microscopy, culture, and sensitivity.

Exercise and physical activity

ideal body weight, including referral to a
dietitian where available. Supporting good
nutrition is a key component of holistic care.
Adequate nutrition can strengthen immunity,
improve lung function and enhance overall
wellbeing. If appropriate, potential barriers
to adequate nutrition should be assessed
and addressed as part of comprehensive
management.

Undertaking regular exercise and physical
activity has been shown to have a positive
impact on patients with COPD.® Therefore,
daily physical activities and exercise should be
encouraged. Assessment of exercise tolerance,
trends over time and barriers to physical activ-
ity (e.g. comorbidities, pain, mobility aids)
should be considered routinely. Pulmonary
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rehabilitation is an evidence-based interven-
tion that combines exercise training, education
and behaviour change, and could help reduce
symptoms of breathlessness, improve exercise
capacity and health-related quality oflife,and
reduce hospital admissions.*** Reduced hos-
pitalisation is a valuable outcome for Aborig-
inal people, as these events cause dislocation
from family, community and connections to
land.”” Although pulmonary rehabilitation is
not yet widely available in remote Aboriginal
communities, advocacy for culturally safe
and community-delivered models of pulmo-
nary rehabilitation is ongoing.”>** In the
interim, significant therapeutic value may be
realised by embedding core components of
pulmonary rehabilitation into routine primary
care. Facilitated by primary and allied health
workers, this approach should prioritise
goal-directed physical activity, specialised
breathing techniques and the delivery of cul-
turally centred education. In the absence of
access to pulmonary rehabilitation in remote
and rural communities, online resources, such
as those offered by the Australian Lung Foun-
dation, could be utilised (Box 4 available online).

Pharmacotherapy
Airway-directed inhaled pharmacotherapy
Currently, there are no specific inhaled phar-
macotherapy guidelines for Aboriginal Aus-
tralians with COPD. Moreover, the concurrent
presence of bronchiectasis is seen in a signifi-
cant proportion of Aboriginal patients.”
Hence, inhaled pharmacotherapy should be
prescribed diligently on a case-by-case basis.
In general, short-acting beta-agonists and
short-acting muscarinic antagonists can be
considered for short-term symptom control.
For patients with symptomatic COPD,
long-acting muscarinic antagonists (LAMAs)
and long-acting beta-agonists (LABAs), indi-
vidually or in combination, should be consid-
ered asafirst-line option. It is worth emphasising
that because of high concomitant cardiovas-
cular disease in this population, caution and
monitoring of cardiovascular adverse effects
need to be considered for patients prescribed
inhaled bronchodilator therapy.

The prescription of inhaled corticoster-
oids (ICS) should be approached cautiously,
especially in the presence of predominant

bronchiectasis over COPD. However, the use

of ICS-containing inhaled therapies (e.g.

ICS/LABA and ICS/LAMA/LABA) can be

considered in the following cases:

« presence of COPD-asthma overlap

* spirometry demonstrating a significant
bronchodilator response

« presence of high blood eosinophil
count (>0.3 cells x 10°/L), not
secondary to parasitic infestations

« frequent COPD exacerbations.
Moreover, it may be wiser to consider

initially low- or medium-potency ICS such

as beclomethasone or budesonide in prefer-

ence to more potent ICS such as fluticasone

in patients with overlapping COPD and

bronchiectasis."***** Inhaled medication use

should be reviewed regularly, including

inhaler technique and use with a spacer

device, if appropriate.

Oral theophylline and azithromycin

There is insufficient evidence in Aboriginal
people regarding the utility of long-term oral
theophylline or low-dose macrolide therapy
such as azithromycin. However, their utility
inreducing exacerbations, minimising hospital
admissions and improving lung function
among patients with COPD has been shown
ininternational studies.®%* Although there is
alack of literature evidence in relation to oral
theophylline and azithromycin in the Aborig-
inal population with COPD, they may play a
role in the management of patients with severe
COPD or who have frequent exacerbations
(two to three per year). Therefore, oral long-
acting theophylline (sustained-release 200mg
daily) and low-dose azithromycin (250 to
500mg three times a week) could be considered
ifclinically appropriate, provided there are no
contraindications (e.g. long QTc; previous
nontuberculous mycobacterium infection;
hearing impairment with azithromycin; risk
of cardiac arrhythmias, insomnia and seizures
with theophylline). Moreover, oral medications
may be more acceptable for Aboriginal people,
especially in the case of difficulty using inhaled
pharmacotherapy with adequate techniques,
including relative contraindications due to
a potentially higher adverse incidence with
ICS use.® Itis crucial that drug interactions
and adverse drug effects are monitored
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appropriately. It is worth noting that azithro-
mycin is not PBS subsidised for long-term
use. Hence, expert opinion should be sought
before commencing.

Domiciliary oxygen therapy/long-term
oxygen therapy
Previous studies have demonstrated the ben-
efits and feasibility of providing domiciliary
oxygen therapy (DOT)/LTOT inadult Aborig-
inal patients.*® Hence, the need for and benefits
of DOT/LTOT should be assessed and facili-
tated in symptomatic patients, regardless of
residential locality. However, patients’ and
family members’ acceptance, housing condi-
tions, electricity access and cultural beliefs
should be respected and considered. Patients
must have ceased smoking completely for at
least four weeks prior to prescribing DOT/
LTOT. Furthermore, household member
smoking must be addressed. There is a signif-
icantrisk of fires associated with smoking while
using DOT/LTOT. Patients should be made
aware of the dangers of using home oxygen in
the presence of any naked flame, such as cook-
ing fire. Oxygen cylinders should be positioned
at least 1.5m away from naked flames, heat
sourcesand electrical devices. Patients need to
be reviewed at least once a year and any issues
associated with home oxygen use must be
addressed.” Inaddition to advocating smoking
cessation, a written education plan (ideally in
the patient’s primarylanguage) should be given
to patients when prescribing DOT/LTOT. Port-
able oxygen concentrators can be considered
for patients requiringambulatory oxygen ther-
apy, which can help with patients’ mobility and
independence (Figure 6 available online). The
following criteria and eligibility must be met
for DOT/LTOT in patients with COPD:
« completely ceased smoking for more
than four weeks
« resting partial pressure of oxygen in
arterial blood (PaO,) 55 mmHg or
lower on arterial blood gas testing
« peripheral oxgen saturation (SpO,) less
than 88% at rest in a stable clinical
condition
« resting PaO, lower than 60 mmHg on
arterial blood gas testing or SpO, less
than 89% if there is evidence of cor
pulmonale, right heart failure or
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polycythaemia (haematocrit >55%)
while in a stable clinical condition

+ SpO; less than 88% on a 6MWT while
in a stable clinical condition.

Vaccination

Aboriginal peoples’ personal and cultural
beliefs should be respected regarding vaccina-
tions. According to the Australian Immunisa-
tion Handbook, all people with chronic lung
disease are recommended to receive appropri-
ate vaccinations, including the pneumococcal
conjugate vaccine and 23-valent polysaccha-
ride vaccine.® Anannualinfluenza vaccineis
also recommended, especially for people with
chroniclung disease such as COPD.% A single
dose of the respiratory syncytial virus vaccine
isrecommended for all Aboriginal people aged
over 60 years.”” Details of vaccine schedules
are available in the Australian Immunisation
Handbook 7

Other interventions and

specialist referral

There is emerging evidence to suggest the
potential effectiveness and safety of biologic
agents in highly selected patients with COPD
(anti-interleukin [IL]-5, anti-IL-5 receptor,
anti-IL-4/13).”” In addition to the pharmaco-
logical management approaches mentioned
above, carefully selected patients who may
benefit from specialised interventions ranging
from bronchoscopic procedures to surgical
treatments, such as lung transplantation,
should be referred for specialist consulta-
tion.””> An Australian study of endobronchial
valves for severe emphysema showed improve-
ments in lung function, reduced hyperinflation
and improved exercise capacity, with compa-
rable complication rates with international
data.” Endobronchial valve therapy is now
recommended in the COPD-X Plan guidelines
for selected patients with emphysema and gas
trapping. Furthermore, in COPD patients with
chronic hypercapnic respiratory failure, the
use of long-term noninvasive ventilation could
be considered.® However, these services and
interventions are currently available only in
specialist centres in major metropolitan cities,
limitingaccess for patients in rural and remote
communities. It is premature to confidently
recommend these interventions for Aboriginal

people with advanced COPD because of the
complexity of remoteness and access to ongo-
ing specialist care and centres. Moreover,
currently there are insufficient realistic data
on the utility of these interventions in this
population. Therefore, consultation with a
local or nearest respiratory specialist or team
is recommended. Practice points for COPD
management are detailed in Box 5.

Conclusion

Chronic respiratory diseases impose a sub-
stantial burden on Aboriginal people, includ-
ing significant economic consequences.””
Accordingly, accurate diagnosis and effective
management delivered in a clinically and
culturally safe way are essential”# This article
outlined a clinical approach to diagnosing and
managing COPD in adult Aboriginal patients,
with a particular emphasis on those living in
rural and remote communities. The aim was
to support clinicians by providing general
guidance for managing COPD in resource-
limited settings and by outlining strategies to
optimise the use of available healthcare
resources in remote and rural Australia. It is
important to recognise the considerable
heterogeneity among Aboriginal peoples with
respect to sociodemographic factors, cultural
beliefs and access to healthcare. Clinicians
are encouraged to consider these factors
when making clinical decisions, as the
recommendations presented in this article may
not be universally generalisable across all
Aboriginal communities in Australia. RMT
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5. Practice points: COPD
management

Education, lifestyle and general management
¢ Educate on COPD disease and overall
respiratory health

Support smoking and vaping cessation:

- consider appropriate pharmacotherapy

- consider referral to 13 Quit or Quitline
for Aboriginal and Torres Strait Islander
communities (13 7848)

- provide education on the ill effects of
using cannabis and bucket bongs

- identify mitigating strategies to avoid
direct bushfire smoke exposure

Optimise nutritional status

¢ Assess barriers to nutrition and optimise
where possible

Encourage regular exercise

Refer to pulmonary rehabilitation if
feasible

Ensure vaccinations are up to date:

- annual influenza

- pneumococcal and respiratory
syncytial virus, for those eligible

Pharmacological management

¢ Deprescribe inhaled corticosteroids if not

clinically indicated

Prescribe LAMA and LABA if appropriate:

- consider whether there is coexisting
bronchiectasis or asthma when
considering inhaled corticosteroids

Consider oral theophylline and

azithromycin if appropriate

¢ Optimise comorbidities

Additional therapies and interventions
* Manage exacerbations:
- culture sputum samples
- provide antibiotics as per previous
sensitivities until new cultures are
available
¢ Consider specialist referral (haemoptysis
or suspicion of lung cancer, need for
long-term oxygen therapy)
Consider referral to National Lung Cancer
Screening Program, if appropriate

Discuss with specialist team regarding
suitability of biologic drugs, NIV,
bronchoscopy for COPD and other
surgical interventions

Abbreviations: COPD = chronic obstructive
pulmonary disease; LABA = long-acting beta-agonist;
LAMA = long-acting muscarinic antagonist;

NIV = noninvasive ventilation.
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