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The progression of chronic obstructive pulmonary
disease can be slowed through a combination

of medical management, physical activity and
rehabilitation, lifestyle interventions, smoking
cessation and exacerbation reduction. A
multifactorial approach is required, with patient
engagement and ongoing review to reduce
hospitalisation and mortality risk.

hronic obstructive pulmonary disease (COPD) affects an

estimated one in 13 Australians aged over 40 years and is

the leading cause of preventable hospitalisations related
to chronic disease in Australia."? It is characterised by airflow
obstruction that is not fully reversible (postbronchodilator forced
expiratory volume in one second [FEVy]/forced vital capacity
<0.70) despite optimal airway therapies. COPD is typically pro-
gressive and is associated with chronic respiratory symptoms,
such as cough, breathlessness and fatigue, that can cause sig-
nificant disability and reduced quality of life.
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KEY POINTS

o Suspect chronic obstructive pulmonary disease (COPD) in
adults aged over 35 to 40 years with a history of smoking
or exposure to other risk factors who present with
persistent or progressive respiratory symptoms.

o Use spirometry to confirm the diagnosis and determine the

severity of airflow obstruction. Assessment of COPD

severity goes beyond airflow limitation and includes
symptom burden, exacerbation history and disease
complications.

Initiate smoking cessation, the single most important step

for slowing COPD progression.

« Reduce symptoms and exacerbations to minimise disease

progression and mortality. Refer patients to pulmonary

rehabilitation and manage comorbidities, particularly
cardiovascular disease.

Use a multifaceted approach including smoking cessation,

optimisation of medications, attendance at pulmonary

rehabilitation, prevention and treatment of complications,
such as infections and hypoxaemia, and minimisation of
environmental exposures.

Consider specialist referral for advanced therapies in

selected patients.

There is considerable overlap between COPD and the clinical
features and treatable traits of asthma. Many patients with COPD
have some reversibility of airflow obstruction with bronchodi-
lator use, the two conditions are common and may coexist, and
chronic asthma can lead to fixed airflow obstruction. A large
increase in postbronchodilator FEV; may suggest asthma or
coexisting asthma and COPD; however, patient history, symptom
patterns and further investigations are required to confirm the
diagnosis. Conversely, not all patients with asthma have demon-
strable acute bronchodilator reversibility.

Tobacco smoking is by far the most important risk factor for
COPD, accounting for over 70% of COPD cases in high-income
countries.’” Smoking, in susceptible individuals, produces an
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RESPIRATORY MEDICINE CLINIC continued I

among Aboriginal and Torres Strait
Islander Australians was estimated to
+| be 3.1 times higher than the rate in the
+| general population.? These findings pres-
'| entopportunities to intervene earlier and
reduce health inequities in the pathogene-
sis of COPD.
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Figure 1. Potential lung function trajectories throughout the life course.*®

accelerated decline in FEV; compared
with nonsmokers, with the rate of decline
related to smoking intensity and dura-
tion.* This decline can be slowed, but not
reversed, by smoking cessation, with
earlier cessation producing greater ben-
efit.>*Second-hand smoke exposure and
hookah smoking are also implicated in
COPD development, and recent meta-
analyses have demonstrated an increased
likelihood of COPD in regular users of
e-cigarettes and vapes.”'?

Worldwide, up to one-third of COPD
patients are nonsmokers."*'* Exposure to
dusts, gases, fumes and pesticides has
been independently associated with COPD,
and the risk compounds with smoking."
Early evidence focused on inorganic dusts
such as coal dust, silica and asbestos.'s
However, there is growing recognition
of the harm caused by organic dusts and
irritant gases, such that agriculture,
gardening, domestic cleaning and textiles
should be considered high-risk occupa-
tions.' Outdoor air pollution is also a
risk factor for subsequent COPD
development.”

The trajectory of an individual’s lung
function is determined by a complex
interplay between exposures and genetic
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and environmental influences over their
lifespan (Figure 1)."¥ In health, lung func-
tion rises during childhood and adoles-
cence then begins to fall from around 20
to 25 years of age.”” Those who reach a
lower level of peak lung function are at
risk of developing COPD even with a
normal rate of decline in adulthood.?” Low
peak lung function may be due to pre- and
perinatal influences, including maternal
smoking, prematurity and low birth-
weight, or genetic conditions predisposing
to COPD.* The most established genetic
condition in adult COPD is alpha-1
antitrypsin deficiency.”? In addition, lung
development in childhood and adoles-
cence can be impaired by lower respiratory
tract infections and asthma, both of
which result in alower FEV, plateau later
in life.**

From a broader socioeconomic per-
spective, increased rates of COPD are
seen in Australians living in rural and
remote areas and in those with a lower
level of education.?»* Aboriginal and
Torres Strait Islander people experience
adisproportionate burden of COPD, with
the prevalence estimated to be 1.3 times
higher than in the general population.
Furthermore, the mortality rate of COPD
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409 ol few days, with increased dyspnoea with
or without cough and sputum, become

more frequent and severe as COPD pro-
gresses."” Exacerbations may lead to a more
rapid decline in FEV;, although not all
treatments that reduce exacerbations show
a corresponding reduction in the rate of
FEV; decline.”* In patients with mild
COPD, each exacerbation may result in
an additional 23 mL/year decline in lung
function, which rises to 87mL/year for
each severe exacerbation.”® Prevention,
early detection and prompt management
of exacerbations before they become
severe are therefore key priorities in
slowing the progression of COPD.

1| events in which symptoms worsen over a

COPD evaluation

The diagnosis of COPD is based on air-
flow obstruction on postbronchodilator
spirometry in people with dyspnoea,
cough and sputum and a history of
smoking or other exposures.*** Further
evaluation includes assessing the severity
of airflow obstruction, overall COPD
severity, functional status, rate of disease
progression, complications and associ-
ated comorbidities. All patients with a
new diagnosis of COPD should undergo
pre- and postbronchodilator spirometry
for diagnosis and for assessment
of coexistent asthma. Consider a plain
chest x-ray to assess for comorbidities,
and measure blood eosinophil count
and, where clinically indicated, frac-
tional exhaled nitric oxide to assess for
airway inflammatory biomarkers. Addi-
tional investigations may be appropriate,
depending on the clinical scenario
(Box 1).1731



Intervention

TABLE 1. RECOMMENDED MULTIMODAL MANAGEMENT OF COPD*"3*

Patient group

Referral to pulmonary rehabilitation .

All patients with COPD

Smoking cessation

All patients with COPD who currently smoke

Pneumococcal vaccination

All patients with COPD

Pneumococcal vaccination is NIP funded for
people aged =70 years and Aboriginal and
Torres Strait Islander people aged =50 years

Yearly influenza vaccination

All patients with COPD

Coronavirus disease 2019 vaccination

All patients with COPD

RSV vaccination

Recommended in people aged 275 years,
adults with medical risk factors for severe RSV
disease, such as COPD, aged 260 years and
Aboriginal and Torres Strait Islander people
aged 260 years

RSV vaccination is NIP funded for people aged
275 years and Aboriginal and Torres Strait
Islander people aged 260 years

Pertussis-containing vaccine

Consider in all patients with COPD

Herpes zoster (shingles) vaccination

Consider in all patients with COPD

The nonlive recombinant herpes zoster vaccine
is NIP funded for people aged 265 years and
Aboriginal and Torres Strait Islander people
aged 250 years

Inhaled long-acting muscarinic antagonist

All symptomatic patients with COPD

Inhaled long-acting beta agonist

Patients who remain symptomatic with inhaled
long-acting muscarinic antagonist monotherapy
If multiple inhaled therapies are used, it is
preferable to use a single inhaler device

Inhaled corticosteroid

Patients with underlying asthma or coexisting
asthma and COPD

Two moderate or one severe exacerbation and
a blood eosinophil count of 20.3x 10°cells/L

Assess and manage comorbidities

syncytial virus.

Abbreviations: COPD = chronic obstructive pulmonary disease; NIP = National Immunisation Program; RSV = respiratory

All patients with COPD

The National Lung Cancer Screening
Program is a new Australian initiative
that offers free, low-dose CT scans to
high-risk individuals to detect lung cancer
early. The program targets people aged
50 to 70 years who are asymptomatic but
have a history of smoking of at least 30
pack-years or who have quit smoking
within the past 10 years.” Referral should
be considered for all individuals who
meet the criteria.

Optimisation of COPD management
The goals for the treatment of stable COPD
are to reduce the symptoms of exercise
limitation and impaired health status, and
to lower the risk of disease progression,
exacerbations and mortality (Table 1).">*'

Smoking cessation and

environmental exposure reduction
For patients who continue to smoke,
smoking cessation is the most important
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1. RECOMMENDED WORKUP FOR
PATIENTS WITH SUSPECTED OR
CONFIRMED COPD*"3*

Recommended for all patients
¢ Pre- and postbronchodilator spirometry
- establish COPD diagnosis and assess
the severity of airflow obstruction
- note that a degree of acute
bronchodilator response is frequent
in patients with COPD
¢ Serum eosinophil count
- correlates with the response to
inhaled corticosteroids in COPD
- ablood eosinophil count
20.3x 10%cells/L, in combination
with additional clinical features,
suggests greater efficacy of inhaled
corticosteroids
¢ Chest x-ray
- to exclude alternative causes of
breathlessness

Additional tests (depending on clinical

judgement)

* Diffusing capacity of the lungs for
carbon monoxide (gas transfer)

- reduced gas transfer is common in
COPD and generally correlates with
the degree of emphysema

* Fractional exhaled nitric oxide

- measure in patients with suspected
or confirmed asthma, and as part of
the assessment for type 2 airway
inflammation

¢ Diagnostic chest CT

- in patients without a classic clinical
presentation of COPD, chest CT can
be used to assess for uncommon
presentations or differential
diagnoses (e.g. alpha-1 antitrypsin
deficiency-related emphysema, cystic
lung disease or bronchiectasis)

¢ Low-dose CT lung cancer screening

- this should be offered to patients
aged 50 to 70 years with a
cumulative smoking history of at
least 30 pack-years who currently
smoke or quit within the past 10 years

e Sputum microscopy and culture

- routine sputum culture is not
recommended in stable patients
with COPD but should be performed
if an infection is not responding to
antibiotic therapy or if a resistant
organism is suspected

¢ Assess for comorbidities

- comorbid conditions should be routinely
assessed and treated appropriately if
present in all patients with COPD

- common comorbidities include
cardiovascular disease, metabolic
syndrome, diabetes, osteoporosis,
depression, anxiety, obstructive
sleep apnoea and gastro-esophageal
reflux

Abbreviation: COPD = chronic obstructive pulmonary
disease.
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2. APPROACHES TO SMOKING CESSATION3334

Brief intervention — when time is limited
¢ Ask, Advise, Help model

- structures a conversation about smoking cessation that takes minutes and is
recommended by the Royal Australian College of General Practitioners

Extended intervention - when practice resources allow

¢ The 5As approach
- Ask - enquire about smoking status

- Assess - evaluate nicotine dependence and barriers to smoking cessation

- Advise - counsel patients to stop smoking in a nonconfrontational manner

- Assist - provide support with smoking cessation, including development of a quit
plan and recommendation of pharmacotherapy if nicotine dependent. If the patient
is not ready to quit, use a motivational interviewing approach to explore barriers to
cessation and arrange follow-up consultations for ongoing review and support

- Arrange - organise follow-up reviews, including within one week of a planned quit
attempt, to assess progress and identify barriers or issues that may arise, such as

cravings and medication side effects
Additional behavioural supports
* Referral to Quitline

- quick online referral form providing patients with free telephone counselling for

smoking cessation

* Smoking cessation services or smoke-free clinics
- generally available across many regions of Australia

¢ Individual or group counselling
¢ My QuitBuddy app

- provides tips and strategies to help with smoking cessation, as well as tracking to

chart progress

Pharmacotherapy for nicotine dependence
First line

* Combination nicotine replacement therapy

- patch plus oral preferred (e.g. gum, lozenge, mouth spray)
- use with caution in patients with recent cardiovascular events

* Consider varenicline

- not recommended in pregnancy or childhood
- renal dose adjustment required in severe renal disease

Second line
* Consider bupropion

- if combination nicotine replacement therapy or varenicline is not suitable
- contraindicated in pregnancy, in those with a history of seizures or with concurrent

use of monoamine oxidase inhibitors

intervention to reduce COPD progres-
sion.”? When time is limited, the Ask,
Advise, Help model for Quitline is a use-
ful brief intervention for opportunistic
smoking cessation advice and assistance
(Box 2).*** If a practice has the capacity
to offer comprehensive support for ces-
sation, then the 5As approach (Ask,
Assess, Advise, Assist, Arrange) provides
a structure.”® Development of a system
for identifying all people who smoke and
documenting smoking status is advised
for every practice. Offer brief cessation
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advice during routine consultations and
appointments whenever possible, as well
as follow-up support to all individuals
who are attempting to quit smoking.
Interventions can be delivered over a
series of consultations.

Cessation rates tend to increase with the
combination of pharmacotherapy (nicotine
replacement therapy, varenicline or bupro-
pion) and behavioural support via primary
care practitioners and smoking cessation
services (Box 2).3343¢3 Avoidance of envi-
ronmental exposures, second-hand smoke

JUNE 2026, VOLUME 27, NUMBER 6
Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2026. https://medicinetoday.com.au/mt/2026/june

and other types of tobacco and cannabis
is also important.®*

E-cigarettes have adverse impacts on
lung health and their use is not advo-
cated.* However, short-term use of nico-
tine vaping products, in conjunction with
behavioural support and regular review,
may help some individuals to quit smok-
ing if first-line cessation aids have been
unsuccessful.*®

Immunisations

Respiratory viruses and pneumococcal
disease are common triggers of COPD
exacerbations and people with COPD
should receive all relevant vaccinations
under Australian guidelines.* Influenza
vaccination reduces exacerbation fre-
quency and trends towards fewer hospi-
talisations.***> Pneumococcal vaccination
decreases the risk of community-acquired
pneumonia in people with COPD and
significantly reduces exacerbations, par-
ticularly in older adults.*® Coronavirus
disease 2019 vaccination appears similarly
protective, with lower risks of emergency
visits for COPD exacerbations in vacci-
nated individuals.**

The Australian Immunisation Handbook
(ATH) recommends a single dose of respira-
tory syncytial virus (RSV) vaccine for
o adults aged 75 years and older
« Aboriginal and Torres Strait Islander

people aged 60 years and older
o adults aged 60 years and older with a

medical risk condition that increases
their risk of severe RSV disease,
including chronic respiratory
conditions such as COPD.*

However, although RSV vaccination is
funded through the National Immunisa-
tion Program for adults aged 75 years and
older and Aboriginal and Torres Strait
Islander people aged 60 years and older, it
is not currently funded for adults aged
60 years and older with medical risk
conditions alone.

People with COPD are at increased
risk of pertussis and herpes zoster (shin-
gles) infections."”** The ATH recommends
pertussis-containing vaccine in adults aged
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65 years and older if their last dose was
over 10 years ago, and in adults who want
to reduce their risk of pertussis infection.*
Shingles can be more severe in those with
COPD, with increased pain and potential
for complications such as pneumonia. The
nonlive recombinant herpes zoster vaccine
is recommended in the AIH for people
aged 50 years and older who are immu-
nocompetent and is funded through the
National Immunisation Program for non-
Indigenous adults aged 65 years and older
and Aboriginal and Torres Strait Islander
people aged 50 years and older.*®

Exercise, active lifestyle and
nutrition
Pulmonary rehabilitation, a program of
exercise and self-management education, is
the most effective nonpharmacological
intervention for COPD. Pulmonary reha-
bilitation results in reduced hospitalisations
for acute respiratory exacerbations, fewer
symptoms and improved quality of lifeand
function compared with no rehabilita-
tion.””*® Emerging evidence suggests that
pulmonary rehabilitation participation
may contribute to longer-term survival,
with recent analyses demonstrating lower
mortality among individuals attending
rehabilitation compared with controls.*’

Pulmonary rehabilitation is signifi-
cantly underutilised, with major patient-
centred barriers including transport and
travel requirements that limit access
and program completion.*® Recent evalu-
ation of remotely delivered pulmonary
rehabilitation programs, referred to as
‘telerehabilitation’, demonstrated markedly
higher completion rates of 93% versus
70% for centre-based programs, while
achieving comparable clinical outcomes.
This suggests an important role for remote
models in improving equity of access
and uptake of evidence-based care.” In
Australia, information on pulmonary
rehabilitation service availability can be
found online at: https://lungfoundation.
com.au/support-service-lung-foundation-
australia-listing/.

Some people with COPD may not

58 MedicineToday

report significant dyspnoea because they
have progressively limited their activity
levels over time to avoid breathlessness.”*>*
Assessment of an individual’s usual phys-
ical activities and changes over time is
useful to identify this pattern.

Regular physical activity provides addi-
tional protection against COPD exacer-
bations. A higher level of daily physical
activity is associated with fewer severe
exacerbations and hospital admissions, as
well as reduced all-cause and respiratory
mortality.”® Small studies suggest that
physical activity may contribute to a
slower decline in FEV; and forced vital
capacity and reduced mortality risk. It
may also have an additive effect in those
receiving long-term bronchodilator ther-
apy, although further research is
needed.*s®

Anxiety and depression occur more
frequently in individuals with COPD
than in the general population or in those
with other chronic illnesses and are
linked to increased exacerbations and
reduced treatment adherence.”% Pulmo-
nary rehabilitation has consistently been
shown to improve anxiety and depression,
and complementary therapies including
cognitive behavioural therapy, mindful-
ness and counselling enhance coping.”*!
Importantly, there is no evidence that
management of anxiety or depression
should differ solely because of the pres-
ence of COPD.*!

Nutrition plays a key role in long-term
disease stability. Diets with greater intake
of fruit, vegetables, fibre, vitamins Cand E,
polyphenols and beta-carotene are
associated with reduced COPD risk.*
Malnutrition is common in COPD and
independently predicts poorer functional
capacity and elevated exacerbation risk.*
Low body mass index (<20kg/m?) is asso-
ciated with higher mortality, reduced
exercise tolerance and increased hospital-
isations, particularly among patients with
an emphysematous phenotype.®* Targeted
interventions, including tailored dietary
counselling, can improve inspiratory
muscle strength and quality of life.®®
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Pulmonary rehabilitation remains the
most effective means of reversing skeletal
muscle dysfunction and may assist with
osteoporosis management.®*

Self-management and education
Exacerbations, even if not severe, are akey
driver of COPD progression. It is esti-
mated that at least 50% of exacerbations
remain undiagnosed and thus untreated.®®
Every exacerbation increases the risk of
future exacerbations and subsequent
disease progression, and untreated mild-to-
moderate exacerbations may progress to
severe.®® The COPD Assessment Test (CAT;
score range 0 to 40, with higher scores indi-
cating worse health status) or its validated
modification for use across chronic airway
diseases, the Chronic Airways Assess-
ment Test (CAAT), can be used to monitor
patient-reported respiratory symptoms.*
Self-management education, with a
written action plan, can help patients to
identify and act on exacerbations early.
Studies on the utility of self-management
in COPD, however, have shown conflict-
ing results.®*” Effective plans are person-
alised with respect to monitoring and
management, avoidance of aggravating
factors, services to contact in the event of
deterioration and ongoing support. A
COPD action plan is available at: https://
lungfoundation.com.au/support-resources/
resource-hub/copd-action-plan-2/.
Self-management education may be
associated with reduced emotional distress
and improvements in dyspnoea, anxiety,
depression and health status over six
months.”" Participants engaging in
self-management education may show a
modest reduction in respiratory-related
hospital admissions.”? Although the effects
on smoking cessation, mortality and lung
function remain inconsistent, disease-
specific self-management education is
central to exacerbation reduction.”

Management of comorbidities

Multimorbidity is common in COPD and
is associated with worse prognosis, more
frequent exacerbations and greater
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symptom burden (Figure 2).*”* Comor-
bidities found to be significantly related to
poor COPD control and exacerbations
include cardiovascular diseases, anxiety
and depression, metabolic diseases (dia-
betes, arterial hypertension and abdominal
obesity), osteoporosis, obstructive sleep
apnoea and gastro-oesophageal reflux.”®
Despite this, delayed diagnosis and under-
diagnosis of comorbid diseases are com-
mon in COPD. Additionally, COPD
exacerbations significantly increase the risk
of acute cardiovascular events, particularly
within the first 30 days, with impacts last-
ing six years or longer.”*”” Identification
and optimal management of comorbidities
can improve COPD control and cardio-
vascular morbidity and mortality.

Inhaler therapy

Selection of a device type must be tailored
to a patient’s ability and preferences, as well
as the availability and cost of the drug or
drugsin the device. The number of different
device types should be minimised for each
patient. If multiple inhaled therapies are to
be used, then it is preferable to use them in
a single inhaler device. The importance of
checking inhaler technique and adherence
at each review cannot be overemphasised;
incorrectinhaler technique is very common
and is associated with worse outcomes.*®
The Lung Foundation Australia website has
patient-friendly resources, including videos
demonstrating inhaler technique for all
inhalers: https:/lungfoundation.com.au/
support-and-resources/.

The initial strategy for stable COPD is
bronchodilation, often with a long-acting
muscarinic antagonist (LAMA). LAMA
therapy has a greater effect on exacerbation
frequency than long-acting beta-2 agonist
(LABA) therapy and has been shown to
significantly reduce lung function loss in
early COPD.”® A phenotype-guided step-up
approach is recommended.” Patients who
remain symptomatic while receiving
LAMA monotherapy can be escalated to
combination LAMA/LABA therapy.®

Inhaled corticosteroids (ICS) can be
added in patients who continue to have

Cardiovascular cluster
® Systemic
hypertension
Heart failure
Coronary artery
disease
Arrhythmia
Pulmonary
hypertension

Metabolic disease
cluster

* Diabetes mellitus
Fatty liver

Obesity
Gastro-oesophageal
reflux disease

Mental cluster
* Depression and anxiety
® Cognitive impairment

Respiratory cluster
® Lungcancer

® Asthma

® Sleep-disordered
breathing
Interstitial lung
disease
Bronchiectasis

Multiple organs loss of
tissue cluster

® Osteoporosis

® Sarcopenia

® Renalfailure

* Anaemia

Figure 2. Common comorbidity clusters in COPD that independently impact patient outcomes.™

Abbreviation: COPD = chronic obstructive pulmonary disease.

exacerbations (=1 severe exacerbation or
>2 moderate exacerbations in the past
12 months) despite LAMA/LABA use."”®
Not all patients with COPD benefit from
ICS. Milder disease, no comorbid asthma,
no or infrequent exacerbations and low
blood eosinophil count (<0.1 x 10° cells/L)
suggest a lower likelihood of a positive ICS
response, whereas those with an eosinophil
count greater than orequal to 0.3 x 10° cells/L
are more likely to benefit."”* Patients with
coexistent asthma should receive ICS.

Cautious dose reduction or withdrawal
of ICS may be appropriate in those who
are less likely to benefit, or who have had
potential ICS complications such as severe
or recurrent pneumonia, or nontubercu-
lous mycobacterial infection.””* In those
with chronic bronchitis, mucolytic agents
may lead to a small reduction in the num-
ber of exacerbations.™

Specialist review: advanced

and interventional therapy in
stable COPD

Patients with persistent symptoms or exac-
erbations despite appropriate combination
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inhaler therapy and nonpharmacological
management should be referred to a res-
piratory physician (Table 2)."7%

Long-term macrolide therapy
Patients with moderate-to-severe disease
and recurrent exacerbations may benefit
from long-term low-dose macrolide ther-
apy, such as azithromycin.® This indica-
tion is off label and is not subsidised by
the PBS for long-term use. Potential sig-
nificant adverse effects of macrolides
include cardiac toxicity, ototoxicity,
diarrhoea and development of antibiotic
resistance. In particular, a major concern
with long-term macrolide use in patients
with underlying lung disease, such as
bronchiectasis or COPD, is the emergence
of resistant Mycobacterium avium com-
plex infections.

Biologic therapies

Significant research into the inflamma-
tory pathways in COPD pathophysiology
has led to the use of biologic therapies
targeting specific inflammatory path-
ways. However, biologic therapies for
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Intervention

TABLE 2. ADVANCED COPD THERAPIES FOR SELECTED PATIENTS"30%

Patient group

Long-term domiciliary oxygen
therapy

* Stable COPD, optimally managed, with severe
chronic resting hypoxaemia

Azithromycin three times weekly
(off-label use)

Recurrent exacerbations despite maximal therapy

antibody inhibitors of interleukin-4,
-5,-13)

Biologic therapies (e.g. monoclonal ¢ Patients with concurrent severe asthma and a
biomarker for type 2 inflammation

Highly selected COPD patients without asthma may
benefit from biologics; however, PBS subsidisation
is not currently available for this indication

Long-term nocturnal noninvasive
ventilation

Chronic hypercapnic respiratory failure, with at
least one episode of acute type 2 respiratory
failure requiring ventilation

Lung volume reduction procedures * Symptomatic COPD with severe emphysema and
hyperinflation

Lung transplantation

Advanced, progressive and symptomatic COPD
despite maximal therapy

* Note: respiratory physician referral is required for most interventions.
Abbreviation: COPD = chronic obstructive pulmonary disease.

COPD are currently prescribed only in
specialist settings. In patients with blood
eosinophil counts greater than or equal
to 0.3x10° cells/L, dupilumab, a mono-
clonal antibody targeting the interleukin-4
receptor alpha subunit and inhibiting
interleukin-4 and interleukin-13 sig-
nalling, significantly reduced rates of
moderate or severe exacerbations com-
pared with placebo in two randomised
trials.5>%* As of early 2025, dupilumab is
TGA approved in adults as an add-on
maintenance treatment for uncontrolled
COPD characterised by raised blood
eosinophils on a stable combination of a
LAMA,aLABA and ICS, or a combination
of a LABA and a LAMA if ICS is not
appropriate. However, dupilumab is not
subsidised by the PBS for this indication.
Mepolizumab, an interleukin-5 inhi-
bitor, has been TGA approved for uncon-
trolled COPD with raised blood
eosinophils on stable inhaler triple
therapy and is also not PBS subsidised
for this indication. Patients with coex-
isting severe asthma may be able to
access these medications via existing,
stricter PBS criteria for severe asthma.
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Trials of other biologic therapies are
ongoing.

Long-term respiratory support

In patients with stable COPD and severe
chronic resting hypoxaemia, use of long-
term home oxygen therapy increases
survival. Oxygen is usually supplied to
patients meeting specific clinical and
means-testing criteria set by state or
regional health departments in Australia
and New Zealand.* Long-term home non-
invasive ventilation may be considered in
selected patients with severe chronic hyper-
capnia and recurrent admissions with
respiratory failure and may lead to reduced
hospital admissions with exacerbations.”

Interventional and surgical

therapies

Interventional therapy in specialist centres
may benefit appropriately selected patients
with severe emphysema. Lung volume
reduction surgery, bronchoscopic interven-
tions with valves, coils or vapour ablation
or bullectomy may lead to improvements
in lung function, symptoms and quality of
life.*>%¢ In patients with very severe COPD,
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lung transplantation has been shown to
improve quality of life and functional
capacity and may improve survival.%

Conclusion

Slowing the progression of COPD requires
removal or minimisation of exposures,
prevention of exacerbations and optimi-
sation of function. Smoking cessation is
the single most important intervention in
patients who are still smoking,and a com-
bination of pharmacotherapy and behav-
ioural counselling is most effective.
Avoidance of other forms of smoke inha-
lation and minimising occupational expo-
sures are also important to reduce the rate
of lung function decline. Regular vacci-
nations and appropriate inhaler therapy
with good adherence and technique can
reduce exacerbations and keep symptoms
at bay, whereas regular physical activity,
adequate nutrition and management of
comorbidities can help patients with
COPD maintain their quality of life and
delay the onset of disability. Pulmonary
rehabilitation should be offered to all
patients with COPD and improves quality
of life and exercise capacity while reducing
exacerbation risk. Patients with persistent
symptoms, frequent exacerbations or
severe disease despite optimal inhaler
therapy and lifestyle measures should be
referred to a respiratory physician for
consideration of advanced therapies,
including home oxygen therapy, biologic
therapies, long-term macrolides and lung
volume reduction. MT
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