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FOREWORD FROM THE SUPPLEMENT EDITOR 

Topics in COPD  
Chronic obstructive pulmonary disease (COPD) is a prevalent condition that 
significantly impacts individuals, families and healthcare systems globally. 
This disease causes daily symptoms and is often linked with exacerbations 
or flare-ups, making it a leading cause of preventable hospitalisations and 
mortality. Addressing COPD requires our collective focus and concerted 
efforts to ensure accurate and timely diagnosis, as well as improved 
prevention and management strategies.

In this supplement, titled Topics in COPD, our expert and multidisciplinary 
contributors share insights from the latest research and their clinical practice 
to provide the necessary knowledge and tools for effective COPD management. 
Highlights include recommendations regarding the crucial role of spirometry 
and clinical assessment in achieving a diagnosis; how to select an appropriate 
inhaler device; a discussion of the issues around adherence to medications, 
and lack thereof; an update on the latest developments in COPD management; 
strategies for preventing and managing exacerbations and the importance 
of comorbidities; and a discussion about how best to manage intractable 
breathlessness in late-stage disease.
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C hronic obstructive pulmonary disease (COPD) is an 
important disease globally because of its massive 
 societal, economic and personal burden. It is defined 
by airflow limitation (usually measured by spirometry) 

that does not normalise after administration of a short-acting 
bronchodilator and by typical symptoms of breathlessness on 
exertion and cough productive of sputum.1

An overview of COPD
Two important guidelines on COPD are the Australian COPD-X 
plan and the international Global Initiative for Chronic Obstruc-
tive Lung Disease (GOLD)’s strategy document; these contain 
practical information that is regularly updated.1,2 Both documents 
describe the severity of COPD based on impairment of forced 
expiratory volume in one second (FEV1). The GOLD document 
also incorporates symptoms and exacerbations to assign COPD 
severity.

COPD was the fifth leading cause of death in 2020 but is now 
the fourth leading cause of death worldwide and the eighth 
leading cause of disability.3 Importantly, it is estimated that 
tobacco smoking only accounts for 50 to 70% of cases.4 Therefore, 
in addition to measures aimed at preventing smoking and helping 
patients quit smoking, there has been a drive to find strategies 
to identify people at risk of COPD and to reduce their risk of the 
condition developing as a result of a sustained excess decline in 
lung function.5 Similarly, there is interest in diagnosing COPD 

Early COPD
How to identify  
it and is it worth
treating?
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Case finding of airflow limitation and COPD is  
an important step to be undertaken by GPs in 
individuals at risk to help address the increasing 
burden of this condition in the community.
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KEY POINTS
• Detecting airflow limitation when the patient has no symptoms 

and confirming the diagnosis of chronic obstructive pulmonary 
disease (COPD) by spirometry identifies individuals at risk 
of future symptoms, increased decline in FEV1 and complications 
of the condition.

• Better stratification of future risk by actively diagnosing COPD
(case finding) may alter management in those with additional 
risk factors for COPD progression and cardiovascular risk.

• Performing spirometry in current smokers may increase
smoking cessation.

• An asymptomatic patient with a new diagnosis of airflow 
limitation should be monitored for decline in FEV1, onset of
COPD symptoms and occurrence of exacerbations.

• Confirmation or exclusion of COPD allows appropriate drug
prescription and helps avoid diagnostic confusion.

• Management of COPD continues to evolve as understanding 
of the disease increases, particularly appreciation of its 
heterogeneity.
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in its earlier stages in the hope that the course of the disease can 
be altered if the pathophysiological changes are not advanced. 
There is also a greater appreciation of the heterogeneity in disease 
expression and considerable effort is being made to better char-
acterise patients with established COPD, with the long-term 
goal of targeting treatment.

A deeper understanding of COPD and its underlying processes 
is therefore needed to enable advances in its management.

Spirometry for diagnosis of COPD
The prevalence of airflow limitation in the population varies 
between countries. The most comprehensive study to date on 
the prevalence of airway obstruction is the Burden of Obstructive 
Lung Disease (BOLD) study, which involved 12 sites in 12 dif-
ferent countries and 9425 subjects. The investigators reported 
the presence of moderate or greater airway obstruction (ratio of 
FEV1 to forced vital capacity [FVC] less than 0.70 and FEV1 less 
than 80% of predicted on post-bronchodilator spirometry testing) 
in 6 to 20% of the population over 40 years of age.6 The reported 
prevalence is a surprisingly large proportion of the population. 
The study did not include any developing countries where envi-
ronmental pollutant exposure and tobacco consumption are 
high and, therefore, where COPD could be even more prevalent. 
In Australia, the prevalence of COPD in women and men aged 
40 years or older was found to be 7.5%.7

Other studies have reported that when the largest at-risk 
population in western societies – current and former smokers 
of 10 pack-years or more and 40 years of age and older – is 
screened, between one in seven and one in three people have 
COPD.8-10 The proportion varies depending on the prevalence 
of COPD in the population being tested. Considering the relation 
between pack-years and severity of airway obstruction, the 
likelihood of finding airway obstruction will be even higher if 
individuals who have smoking histories exceeding 20 pack-years 
are targeted.

Is spirometry really necessary for diagnosis?
The diagnosis of COPD needs confirmation in individuals who 
have symptoms. As the symptoms associated with COPD are 
nonspecific, such as productive cough that could be due to 
bronchitis without COPD, bronchiectasis or postnasal drip, 
diagnosis by clinical symptoms and signs alone is highly inac-
curate. The implications of misdiagnosis are significant: treating 
a patient with drugs for an erroneous diagnosis is wasteful of 
resources, needlessly exposes patients to potential drug side 
effects and may delay the correct diagnosis and appropriate 
management. Spirometry remains the mainstay of measuring 
airway function in primary care. Airway function can be assessed 
using a variety of other modalities in tertiary care, including the 
measuring of gas trapping and respiratory mechanics using 
oscillometry.

Arguably spirometry is mandatory in any patient who presents 
with worsening breathlessness or wheeze during a respiratory 
tract infection because such a scenario constitutes an exacerba-
tion, which in itself has significant clinical connotations. An 
exacerbation of COPD is commonly defined as worsening symp-
toms (cough, sputum production or breathlessness) for three or 
more days. Apart from the short-term consequences, exacerba-
tions are associated with increased rate of decline in lung func-
tion, further exacerbations, increased risk of death, reduced 
quality of life and increased health care utilisation.11

Airflow limitation
Although the most common cause of COPD is cigarette smoking, 
it is not the sole cause. Other causes include domestic and occu-
pational inhalants and asthma. Although long-standing asthma 
can cause airflow limitation that is incompletely reversible by 
acute bronchodilator inhalation, the pathology of long-standing 
asthma is very different from that of COPD and the clinical 
features frequently differ. In COPD, neutrophilic inflammation 
in the large and small airways, including the respiratory and 
terminal bronchioles, is characteristic and leads to tissue 
 destruction that also involves the lung parenchyma, resulting 
in emphysema.12 Even after smoking cessation, inflammation 
persists when COPD is established and severe.13 In asthma, 
however, inflammation is commonly eosinophilic, although 
neutrophilic inflammation becomes more common with more 
long-standing asthma.14

The combination of smoking and asthma results in additive 
effects on decline in lung function.15 If asthma is severe and 
smoking exposure has been heavy, the chances of having incom-
pletely reversible airflow limitation are increased, and all such 
patients should have spirometry performed. The value of making 
a diagnosis of asthma versus a diagnosis of COPD is open to 
debate. The criteria on which such diagnostic splitting is based 
are also a matter of opinion. Whether such diagnostic labelling 
should alter management or affect outcomes is even more com-
plex and will probably be influenced by greater understanding 
of different clinical subtypes, or phenotypes, of obstructive 
airways disease.

Case finding in COPD
The practical aspects of case finding in COPD have been discussed 
in the article ‘COPD: practical aspects of case finding, diagnosing 
and monitoring’, published in a previous issue of Medicine Today.16 

COPD should be actively sought in all current or former smokers, 
and in particular in those who have respiratory symptoms (typ-
ically cough, wheeze or breathlessness) as they may have more 
severe disease than asymptomatic smokers. The German research 
team who were part of the BOLD study of COPD prevalence, 
together with primary care physicians, found that a new COPD 
case would be identified in one of every two individuals if they 
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screened all smokers older than 40 years 
of age who also had symptoms of cough 
or breathlessness.17

There is good evidence that screening 
with spirometry is helpful for successful 
smoking cessation. In a study performed 
in a primary care setting in the UK, smok-
ing cessation rates in those aged over 
35 years were increased by telling individ-
uals their estimated lung age (the age of the 
average healthy individual who would have 
similar spirometry to them), independently 
of whether the results were normal or 
abnormal.18 In a recent Canadian study in 
which nearly 40,000 people were screened 
for undiagnosed airways disease (irrespec-
tively of diagnostic labels of asthma or 
COPD), 508 individuals were found to have 
undiagnosed asthma or COPD and were 
randomised to specialist clinic care or 
referred to their usual general  practitioner.19 
Improved FEV1, less healthcare utilisation 
and better quality of life were found in the 
specialist clinic patients. Such evidence may 
be sufficient justification for mass screening 
with spirometry in all smokers for some 
healthcare givers. However, the US Preven-
tive Services Task Force does not recom-
mend mass screening of asymptomatic 
adults for COPD with spirometry because 
of the scarcity of  comparative studies in 
terms of the overall cost–benefit ratio.20 
Nevertheless, we believe there is sufficient 
evidence to  support case finding of COPD 

with spirometry in high-risk populations, 
including current and ex-smokers older 
than 35 years of age. The Box lists the target 
population for COPD case finding.2

Successful smoking cessation before 
there is loss of lung function will have larger 
potential benefits in preserving lung func-
tion. In early COPD, lifestyle changes (opti-
misation of weight, exercise, dietary 
changes) should be instituted as early as 
possible, with or without pharmacological 
treatment, depending on the presence of 
symptoms and exacerbations. The diag-
nosis of COPD should also alert GPs and 
other physicians to the increased risk of 
mortality from any cause, importantly 
cardiovascular disease, respiratory failure, 
cerebrovascular disease and cancer, which 
may have implications for patient manage-
ment in relation to risk modification.21

Potential to improve clinical 
outcomes
The aim of early detection of airflow lim-
itation is to allow early intervention and, 
as a result, to improve outcomes. The 
benefits of early diagnosis of COPD and 
airflow limitation are poorly studied but 
the natural history of COPD strongly 
suggests that intervention should be as 
early as possible. The earlier the interven-
tion, the greater the potential benefits in 
terms of improved life expectancy and 
health outcomes; therefore, the earlier 
patients can quit smoking, the greater the 
benefits in terms of preserving lung func-
tion.22 Furthermore, loss of small airways 
occurs early in the disease, yet symptoms 
usually do not occur until there has been 
about a 50% loss of FEV1.4 Hence, early 
diagnosis of COPD clearly mandates 
case-finding: that is, performing spirom-
etry in smokers.

All smokers should be strongly encour-
aged to quit smoking and, therefore, the 
presence of COPD should not influence 
management in terms of smoking cessa-
tion. However, there is evidence that 
smoking cessation is more likely if the 
subject has airway obstruction. In a smok-
ing cessation program in Poland involving 

100,000 people, about 4500 individuals 
with a history of at least 10 pack-years of 
smoking were invited to attend a smoking 
cessation session.23 More than two-thirds 
of subjects attended the sessions where 
spirometry was used as a tool to help 
 quitting. The presence of airway obstruc-
tion was associated with higher quit rates 
at one year (verified by exhaled carbon 
 monoxide level), with the difference 
being highest in those with severe airflow 
 limitation (16.3% vs 12% in those with 
normal spirometry results).

After airflow limitation is detected with 
spirometry, it should be interpreted in the 
context of the individual patient, as for any 
test result. Patients are concerned about 
the consequences to them, in terms of 
current or future impairment and disabil-
ity, and possible treatment requirements. 
Although there is a sound evidence base 
to inform treatment in some instances, 
given the heterogeneity of COPD, there 
are many instances where there is little 
evidence to inform treatment strategy. 
Examples include people with asthma who 
have smoked and those with asthma who 
have not smoked but have fixed airway 
obstruction. These people are usually 
excluded from both asthma studies and 
COPD studies, so the evidence from stud-
ies may not be generalisable to these pop-
ulations. However, management that is 
based on identifying and treating clinical 
problems such as frequent exacerbations, 
breathlessness, obesity and anxiety in 
patients who have airways disease may 
result in greater clinical benefits than the 
more narrow approach of prescribing an 
inhaler as specific treatment for the air-
ways.24 This approach seems logical as the 
quality of life in patients with airways 
disease is impaired in proportion to the 
number of identifiable comorbidities.25

The management of patients with 
COPD, symptomatic and asymptomatic, 
is summarised in the Figure.26 There have 
been few early intervention studies involv-
ing earlier initiation of inhaled COPD 
treatment in treatment-naïve partici-
pants.27,28 The results of two recent studies 

EARLY COPD  continued 

TARGET POPULATION FOR COPD CASE 
FINDING2

Case finding should be considered in
individuals aged at least 35 years who
meet at least one of the following risk
factor or symptom criteria:

• current or ex-smoker

• current or previous occupational dust, 
gas or fume exposure

• coughs several times on most days, 
with or without mucous production

• gets more easily short of breath than 
other people of the same age

• feels wheezy or tight in the chest

• suffers from frequent chest infections
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were negative in terms of altering FEV1 
loss. It is thus clear that a better paradigm 
of pathophysiology is required to produce 
effective disease-modifying treatment. 
This means developing tools beyond our 
current CT imaging, blood and sputum 
analyses, and spirometry to find an 
 effective early intervention for COPD, 
which recent technological advancements 
can bring.

Can we alter progression of the 
disease?
Smoking cessation is the only intervention 
that can alter the progression of COPD. 
Although the rate of decline in FEV1 was 
shown to be reduced in patients with mod-
erate COPD by treatment with a high-
dose, combination inhaled corticosteroid/
long-acting β2-agonist or a long-acting 
antimuscarinic agent, the effects were 
small and of uncertain clinical signifi-
cance.19,29 Treatment with short-acting 
antimuscarinic drugs has no effect on the 
rate of decline in FEV1.30 Nevertheless, 
there is great heterogeneity in the rate of 
decline in FEV1, presence of symptoms, 
systemic disease and exacerbation rates 
between patients, with some progressing 
quickly in terms of COPD severity while 
others remain stable for many years.

Currently, there are no clinically useful 
markers to identify patients with COPD 
who will decline rapidly or to predict those 
in whom drug treatment reduces the rate 
of decline. It is known that airway hyper-
responsiveness, acute bronchodilator revers-
ibility, respiratory symptoms, reduced 
FEV1/FVC ratio, low baseline FEV1, emphy-
sema, mucus hypersecretion and episodes 
of lower respiratory tract illness are associ-
ated with increased rate of loss of FEV1. This 
may influence optimal management (e.g. 
earlier and more intensive interventions). 
However, their predictive ability in an indi-
vidual is likely to be poor and they are not 
routinely used for this purpose.31-38

It is recognised that for a given impair-
ment in FEV1, there is a wide range of 
symptom severity and exacerbation risk in 
COPD. This heterogeneity is reflected in 

the international GOLD strategy docu-
ment, in which symptoms are included in 
the severity assessment.1 The presence of 
symptoms as defined by the GOLD severity 
classification is associated with an increased 
risk of exacerbation as well as of mortality 
for the same degree of airflow limitation 
defined by spirometry.39

Drug treatment with either single or 
combination inhaled corticosteroids,   
long-acting β-agonists and/or long-acting 
antimuscarinic agents improves symptoms 
and exacerbation risk in patients with mod-
erate COPD (FEV1, 50 to 80% of predicted), 
as well as in patients with more severe 
COPD.40,41 Inhaled corticosteroid treatment 
in COPD is generally reserved for patients 
with coexistent asthma or those experienc-
ing frequent exacerbations (≥two moderate 
acute exacerbations of COPD or ≥one 
severe acute exacerbation of COPD requir-
ing  hospitalisation) with an eosinophil 
count >0.3 × 109/L despite dual inhaled 
bronchodilator treatment.1 Although 
 individuals in the general population with 
milder disease are less likely to report any 

symptoms than those with lower FEV1, 
there is great variability. Overall, such 
patients benefit from pharmacological treat-
ment in terms of improved quality of life 
and reduced exacerbation risk, with the 
decision ideally based on a risk–benefit 
assessment in each individual. It is worth-
while noting that patients entering clinical 
studies are more likely to be symptomatic 
because their symptoms identified them as 
having COPD prior to enrolment. The 
absence of symptoms or previous exacer-
bations after  thorough  history-taking in a 
patient with moderate airflow limitation 
(moderate COPD) is associated with a very 
low risk of exacerbations in the following 
year – around 2%.40 Mortality risk is also 
low at 0.6%.40 Therefore, asymptomatic 
individuals who have COPD do not neces-
sarily warrant drug treatment, particularly 
if they have only mild to moderate FEV1 
impairment.

Thus, the most important treatment 
in a patient newly diagnosed with airflow 
limitation whose FEV1 is greater than 50% 
of predicted and who is asymptomatic is 

Figure. Management after case finding for COPD in symptomatic and asymptomatic individuals.26

Symptomatic patients with
airflow limitation

• Optimisation of function and  
prevention of deterioration – see  
stepwise management of stable  
COPD in COPD-X plan24

• Development of support network  
and self-management plan

• Management of exacerbations

Asymptomatic patients with
airflow limitation

• Continue to monitor for 
symptoms, potential 
exacerbations and lung 
function

• No or little justification for 
pharmacological treatment

Essential management aspects for ALL
individuals with identified airflow limitation

• Importance of smoking cessation

• Dealing with cardiovascular risk factors

• Maintaining ideal weight

• Consideration of bone health

• Maintaining exercise

• Annual influenza vaccination

• Regular (five-yearly) pneumococcal vaccinations
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smoking cessation. Other considerations 
in such a patient are dealing with cardio-
vascular risk factors, maintaining ideal 
weight, considering bone health and 
maintaining exercise. However, there is 
no or little justification for pharmacolog-
ical treatment for COPD because there is 
little known of the benefits of such treat-
ment in patients with asymptomatic, mild 
to moderate COPD. This is an area that 
requires further research.

Future developments in COPD
There is widespread agreement about the 
need for more research into COPD pheno-
typing (i.e. clinical, biochemical and 
inflammatory characterisation) because 
of the potential for clinical benefit.42-44 
COPD represents a spectrum of disorders 
that share airflow limitation as their 
 common underlying pathophysiological 
process but behave differently in many 
aspects between individuals. Understand-
ing the heterogeneity of COPD better 
might allow earlier detection as well as 
development of treatment methods that 
are targeted specifically at certain pheno-
typic subgroups.

Current methods in practice to pheno-
type COPD include CT imaging to 
 establish, for example, the presence of 
underlying emphysema. Although there 
is firm evidence to support a correlation 
between the extent of emphysema deter-
mined by CT and by histological exami-
nation, using CT imaging for this purpose 
has the disadvantages of cost and radiation 
exposure.45-50 New lung function methods 
that are more sensitive to small airway 
dysfunction and might potentially allow 
improved phenotypic classification 
include oscillometry and the multiple 
breath nitrogen washout technique; how-
ever, the latter remains predominantly a 
research tool.51-53

Disease phenotyping (outward clinical 
appearance) and endotyping (underlying 
pathophysiology) is a current area of 
research because of the potential to help 
improve COPD outcomes by allowing 
targeted or personalised treatment. 
 Certain COPD phenotypes and endotypes 
might respond differently to different 
treatments (e.g. differing bronchodilator 
responsiveness). The current tools have 
not produced clinically useful markers of 
COPD susceptibility (because only about 
20% of smokers develop COPD) or pro-
gression. This unmet need in COPD is 
arguably the most urgent priority in 
COPD research.

Ultimately, being able to identify the 
clinical links between phenotypes and 
the  complex relation with genetic, 
 molecular, cellular and environmental 
components may translate into the ability 
to practise individualised medicine rather 
than a generalised ‘one-fits-all’ approach 
to COPD. This could lead to better patient 
outcomes in terms of morbidity and 
 mortality by delaying progression of 
 disease and improving overall survival.43,44 
Such an approach would be of particular 
relevance for patients with mild COPD.

Conclusion
It is worthwhile identifying patients with 
mild COPD and early disease, but this is 
possible only if case finding occurs in 
primary care. Detection of airflow limi-
tation when the patient is asymptomatic 
and confirmation by spirometry of a diag-
nosis of COPD identifies individuals at 
risk of future symptoms and complica-
tions of the condition. Better stratification 
of future risk by actively diagnosing 
COPD may alter the management in indi-
viduals who have additional risk factors 
for COPD progression and a cardio-
vascular risk. Performing spirometry 

in current smokers may increase their 
chances of smoking cessation.

It is important to recognise that 
when a previously asymptomatic patient 
with newly diagnosed airflow limitation 
develops respiratory symptoms, this 
represents an exacerbation of COPD. 
This exacerbation needs to be managed 
accordingly, and not be misdiagnosed 
as a simple lower respiratory tract 
 infection. Confirmation or exclusion 
of COPD allows appropriate drug pre-
scription and helps avoid diagnostic 
confusion.

Management of COPD, including its 
pharmacotherapy, continues to evolve as 
understanding of the condition increases, 
particularly the appreciation of the 
 heterogeneity of the disease. Case finding 
of COPD raises complex arguments 
about cost effectiveness, clinical benefit 
and appropriate treatment. There are a 
great number of clinical questions that 
still need answering by well-designed 
clinical studies to provide a stronger 
 evidence base to guide management in 
early COPD.  MT

References
A list of references is included in the online version of 
this article (https://medicinetoday.com.au/mt/2025/
march/supplements/topics-copd-collection).

COMPETING INTERESTS: Dr King has received travel 
sponsorships from Boehringer Ingelheim, Novartis, 
Pfizer, AstraZeneca and GlaxoSmithKline and 
provides consultancy services related to asthma 
and COPD. His research group at the Woolcock 
Institute of Medical Research receives a proportion 
of the unrestricted grants the Institute receives from 
Boehringer Ingelheim, AstraZeneca, 
GlaxoSmithKline and Pharmaxis, and also receives 
grants from local research foundations and the 
NHMRC, Cooperative Research Centre for Asthma 
and Airways and Lung Foundation Australia.  
Dr Farah has received honoraria from AstraZeneca, 
Chiesi and Sanofi for speaking at educational 
meetings and attending advisory board meetings. 
Dr Zimmermann: None.

EARLY COPD  continued 

6   MedicineToday   ❙   TOPICS IN COPD MARCH 2025    
Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2025. https://medicinetoday.com.au/mt/2025/march/supplements/topics-copd-collection

https://medicinetoday.com.au/mt/2025/march/supplements/topics-copd-collection
https://medicinetoday.com.au/mt/2025/march/supplements/topics-copd-collection


PERSPECTIVE  PEER REVIEWED

Improving 
adherence to 
treatment in 
COPD
A personalised 
approach
JOHNSON GEORGE MPharm, PhD  
JOB F.M. VAN BOVEN PharmD, PhD

Nonadherence is a multidimensional quandary in  
patients with chronic obstructive pulmonary disease and 
encompasses a range of physical, economic, psychological 
and social factors. When assessing for nonadherence, 
engaging with patients to understand these factors is 
essential to formulating tailored, long-term strategies and 
interventions. 

Suboptimal adherence to treatment is a major contributor to 
emergency hospitalisation among patients with chronic 
obstructive pulmonary disease (COPD).1 Optimal inhaler 

technique and medication adherence play a crucial role in reducing 
the risk of death and hospital admissions. Nonadherence to COPD 
medications is strongly associated with increased respiratory symp-
toms, mortality, hospitalisation, medical costs and decreased 
health-related quality of life.2 The WHO has recognised the impor-
tance of enhancing adherence as a strategy to tackle chronic condi-
tions effectively.3 This article focuses on how GPs can engage with 
patients to help improve adherence to treatment in COPD. 

Adherence 
Adherence is defined as ‘the extent to which a person’s behaviour 
(in terms of taking medications, following diets or executing lifestyle 
changes) coincides with medical or health advice’ and is a key deter-
minant of health outcomes.3 Definitions for adherence often refer 
to the amount of medicine taken or treatment received over a given 
period, or the extent to which medication use correlates to factors 
such as recommended timing, intended duration and  recommended 
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Key points
• Nonadherence to chronic obstructive pulmonary disease 

(COPD) medications is common and is associated with 
poor clinical outcomes.

• Nonadherence can result from patient, treatment, health 
professional or health system factors.

• It can be classified into intentional and unintentional
nonadherence.

• Each form of nonadherence requires a personalised 
solution.

• Structured questionnaires, smart inhalers and 
patient-centred communication are useful in promoting 
adherence.
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PERSPECTIVE  IMPROVING ADHERENCE TO TREATMENT IN COPD CONTINUED

method of use. Adherence to medically prescribed treatment and/
or preventive measures ranges from 4.6 to 100% (average, 75.2%) 
and is dependent on:
• method of assessment 
• focus characteristic chosen for assessment (e.g. use of regular 

oral medications, inhaler technique) 
• operational definitions (e.g. defining 80 to 120% utilisation  

of prescribed doses as good adherence) 
• patient population 
• time points of assessments
• practice setting 
• assessor background.5

Adherence to COPD medications has been found to be substan-
tially lower compared with medications for other chronic conditions, 
such as hypertension, diabetes, hyperlipidaemia and depression.6

Nonadherence
Given the range of reported adherence for various settings we should 
now examine nonadherence. This term is commonly used in clinical 
practice and scientific literature as shorthand for ‘partial adherence’, 
‘suboptimal adherence’ or ‘poor adherence’.4 Non adherence can be 
further defined as ‘primary nonadherence’, when the patient fails 
to initiate the treatment (e.g. no medicine dispensed, rehabilitation 
not started), and ‘secondary nonadherence’, when the treatment is 
not followed as intended (e.g. doses missed, rehabilitation program 
discontinued early). 

Nonadherent behaviour can be broadly classified as ‘unintentional 
nonadherence’ and ‘intentional nonadherence’. Unintentional 
 nonadherence can result from simple forgetfulness (defined by the 
WHO as ‘erratic nonadherence’) or inability to follow treatment instruc-
tions (e.g. incorrect inhaler technique) because of a lack of understanding 
or physical problems such as poor eyesight or dexterity (defined by the 
WHO as ‘unwitting nonadherence’). Intentional nonadherence (also 
called ‘intelligent nonadherence’) arises when the patient rejects either 
the doctor’s diagnosis or the doctor’s  recommended treatment, based 
on a ‘rational decision’.3,4 It is likely that these adherence ‘phenotypes’ 
could occur alongside each other within the same patient. 

Nonadherence in patients with COPD
In a symptomatic condition such as COPD, it is logical to think that 
patients would be highly adherent to their treatment. However, 
poor adherence to treatment and disease management programs 
has been identified as the major factor resulting in emergency 
hospitalisation in those with COPD.6 Nonadherence is a multi- 
dimensional quandary in COPD, with both intentional and  
unintentional nonadherence being common, and includes:
• short- and long-term medication nonadherence 
• nonadherence to lifestyle changes such as smoking cessation 
• nonparticipation in or early withdrawal from respiratory  

rehabilitation or exercise programs 
• failure to meet vaccination requirements 
• missing scheduled clinic or home visits
• inadequate monitoring of treatment response. 

Generally, adherence to health-enhancing lifestyle behaviours 
has been found to be even worse than adherence to medications.4 
Three patterns of nonadherence are common in patients with COPD: 
‘underuse’, ‘overuse’ and ‘inappropriate use’, especially poor inhaler 
technique. 

Nonadherence is a multifaceted issue influenced by a range of 
patient-, medication-, healthcare provider- and health system-related 
factors.7 Common risk factors for medication nonadherence include 
polypharmacy (use of two or more medications for at least 60 days 
per quarter per year), especially inhaler device polypharmacy, cog-
nitive and functional decline, inadequate health professional contact, 
depressive symptoms, poor social support and absence of assistance 
with medication administration. Reasons given by patients with 
COPD for poor adherence to their treatments include: 
• forgetfulness
• deciding not to take a dose because of interruptions or changes 

in routine 
• not taking a dose because of side effects or fear of side effects 
• running out of medications 
• physical difficulty or inconvenience 
• lack of time 
• social stigma 
• feeling of lack of need for treatment 
• lack of effect or perceived benefit from treatment 
• absence of symptoms.8 

Strategies and interventions to improve adherence4

Behavioural strategies
• Adherence monitoring/feedback (obtrusive pill count, medication 

monitor) 
• Alarm/beeper 
• Calendar/diary
• Contracting (verbal or written agreement) 
• Dose counter
• Large print labels
• Packaging change
• Pillbox/calendar pack
• Reminder chart/medication list
• Reminders (mail, telephone, email) 
• Self-medication training
• Simplification of regimen
• Skill building (supervised, group) 
• Tailoring (routinisation) 
• Follow-up (home visit, scheduled clinic visit, video/teleconferencing) 

Educational strategies (by physician, pharmacist, nurse, others)
• Group (inpatient, family, group) 
• Individualised (oral, audio-visual, visual, written, telephone, mail) 
• Provider-focused strategies
• Education (physician, pharmacist, nurse) 
• Medication review
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Strategies for addressing adherence issues in 
patients with COPD
Adherence is a multifactorial issue in COPD and can be best under-
stood in the context of patients’ physical, economic, psychological 
and social circumstances. Awareness of the factors pertaining to 
nonadherence from the patient’s perspective is essential to formu-
lating tailored long-term strategies to address those issues. A variety 
of strategies for improving adherence can be used individually or 
in combination (Box).4

Due to lack of information about a patient’s nonadherence, 
practitioners often try to address both unintentional and intentional 
nonadherence using the same intervention. Educational and 

 motivational strategies are likely to be required to address intentional 
nonadherence, whereas behavioural and provider- focused strategies, 
such as medication review focused on regimen simplification,  
are more likely to be successful in addressing unintentional 
nonadherence. 

A stepwise approach can be used for improving adherence 
 (Flowchart).9 First, when uncontrolled COPD is signalled, the  clinician 
should check that the basics are right; that is, ensure  diagnosis is correct, 
lifestyle factors have been addressed and  comorbidities treated (see the 
Lung Foundation Australia’s COPD-X Concise Guide10). Then, non-
adherence should be assessed. Detection of  nonadherence (e.g. from 
prescribing or dispensing data or, when available, smart inhalers) and 

A personalised approach to nonadherence in patients with COPD9

Patient presents with uncontrolled COPD

Get the basics right
• Confirm diagnosis
• Address smoking cessation, other 

lifestyle factors
• Treat comorbidities

• Reminders
• Habit link
• Family support

• Shared decision-making
• Motivational interviewing
• Education on safety/need

• Inhaler education
• Self-management
• Family support

Consider additional therapy

Find out why the patient is nonadherent
• Test of Adherence to Inhalers 
• Medication Adherence Report Scale
• Tool for Adherence Behaviour Screening

Provide personalised solutions/interventions tailored to the patient based on the reason(s) for nonadherence

Erratic nonadherence
(forgetfulness)

Intelligent nonadherence
(risk-benefit assessment)

Unwitting nonadherence
(lack of knowledge)

Screen for nonadherence
• Prescription refill records (objective screen)
• Smart inhaler (objective screen)
• Patient self-report (subjective screen)

Nonadherent Adherent
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characterisation of the nature of non adherence using simple question-
naires or open-ended questions are essential before selecting  specific 
intervention strategies. There exist short and well-validated generic 
questionnaires such as the Medication Adherence Report Scale, Tool 
for Adherence Behaviour Screening (Table) and the Test of Adherence 
to Inhalers.11-13 They provide quantitative and qualitative insights into 
the extent of and underlying reasons for nonadherence. 

If nonadherence is suspected, one or more tailored solutions should 
be offered. These often involve a medication review to assess the 
appropriateness of the patient’s medications, their ability to use the 
inhaler and simplification of the regimen if possible (e.g. combination 
inhaler) or use of identical inhalers or those with very similar mech-
anisms. GPs may want to consider referral to a credentialed pharmacist 
for a Home Medicines Review (MBS rebate available) to assist with 
assessment and implementation of strategies to address  nonadherence. 
If patient education and counselling are limited by the time constraints 
of GPs, credentialed pharmacist expertise may be used in optimising 
medicine use and promoting consumer self-management.14 By inte-
grating pharmacists into COPD management, patient understanding 
may be improved. This integration may also address drug-related 
issues, enhance disease control and reduce treatment costs. Importantly, 
all healthcare professionals involved in inhaler technique training 
should keep their own inhaler teaching skills up to date. 

If erratic nonadherence (forgetfulness) is the primary cause of 
nonadherence, telephone reminders could be set and dosing times 

tailored to fit in with the patient’s daily routine 
(routinisation) or linked to daily activities 
(e.g. brushing teeth) and, if possible, family 
members or care takers could be involved. In 
cases of intelligent nonadherence, patient 
interviews focusing on the importance of 
 adherence and the potential consequences of 
nonadherence should be offered; this must 
be handled in a non accusatory manner to 
maintain rapport. 

In cases of polypharmacy, a multi-
compartment dose administration aid may 
be recommended, if appropriate. Those with 
peripheral sensory problems or visual impair-
ments may have difficulty removing capsules 
from packs or bottles to put into a device, or 
using devices that require careful observation 
for dose preparation or delivery. Any adher-
ence aid (e.g. aids for easy actuation of puffers 
by those with rheumatological or musculo-
skeletal difficulties) should be chosen in con-
sultation with the patient and should match 
the patient’s abilities as different aids require 
varying manipulative skills. Phone or text 
reminders for clinic appointments and pre-
scription refills are common. Mobile health 
and home monitoring devices with capabilities 

for real-time monitoring of symptoms and data through bluetooth- 
enabled gadgets attached to inhalers (‘smart inhalers’) and feedback 
on disease management, including treatment adherence, are also 
becoming widely available.15 

Regardless of the number and types of interventions, some patients 
will remain nonadherent in the longer term. They need to be supported 
and not blamed. Retraining patients in the primary care setting, 
especially after recovery from exacerbations and  hospitalisations, 
will be highly beneficial. Health professionals should show empathy 
towards such patients and keep supporting them with periodic review 
of their adherence and suitable adherence enhancement measures.

Conclusion 
Adherence to treatment continues to be a major challenge in 
patients with COPD. A true partnership among doctors,  
pharmacists and patients is critical for optimising adherence, and 
will result in better health outcomes.  RMT
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Table. Tool for Adherence Behaviour Screening (TABS)11*

Statement Never Rarely Sometimes Often Always

1. I have strict routines for using my regular
medications

2. I keep my medications close to where I
need to use them

3. I ensure I have enough medications so
that I don’t run out

4. I strive to follow the instructions of my doctors

5. I get confused about my medications

6. I make changes in the recommended
management to suit my lifestyle

7. I vary my recommended management
based on how I am feeling

8. I put up with my medical problems
before taking any action

* The TABS is a patient self-reported adherence measure, which was originally developed for Australian patients using medicines 
for chronic disease. The TABS measures both intentional and unintentional deviations from recommended management and has 
been shown to have greater incremental validity than other self-reported adherence measures. It has two subscales: adherence 
(items 1 to 4) and nonadherence (items 5 to 8), each comprising four items to be answered on a five-point Likert-type scale  
(never = 1 to always = 5). The response to each of the statements is marked with a tick in the appropriate box.
Scoring instructions: Total score on TABS = Total for ‘adherence’ – Total for ‘nonadherence’;  
Good adherence = differential of ≥15; Suboptimal adherence = differential of ≤14. 
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C hronic obstructive pulmonary disease (COPD) affects 
around one in seven adults over the age of 40 years in 
Australia and rises to 29% among people aged 75 years 
and older.1,2 This common respiratory condition is the 

leading cause of potentially preventable hospital admissions.3 Optimal 
management of COPD requires nonpharmacological and pharma-
cological strategies to optimise function through symptom relief 
and to reduce the risk of exacerbations. All patients with COPD can 
benefit from smoking cessation, pulmonary rehabilitation and 
vaccination.1 Effective management of COPD should involve a 
multidisciplinary team including GPs, pharmacists, allied health 
professionals and practice or respiratory nurses.4 This collaborative 
approach can help enhance quality of life and reduce disability for 
patients living with COPD.1

Although pharmacological therapy has not been shown to slow 
decline in lung function over time, inhaled therapy can reduce 
exacerbation frequency and improve symptoms and exercise tol-
erance.1 This article outlines the inhaler devices available in Australia 
and discusses their benefits and drawbacks with respect to 
 co-ordination of actuation and the patient’s capabilities and 
preferences. 
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Key points

• Adherence and inhaler satisfaction copredict improved 
health outcomes for patients with chronic obstructive 
pulmonary disease (COPD).

• The best inhaler device for a patient with COPD is one they
can use; patient- and device-related factors should be 
considered when choosing an inhaler device.

• Assessment of a patient’s co-ordination and inspiratory 
flow patterns should guide selection of inhaler devices.

• Adherence and device technique should be assessed 
regularly and before changing a patient’s therapy.

• Patients should use only one type of device for all of their
inhaled therapies, where possible.

Inhaler 
therapy  
for COPD
An individualised
approach to 
inhaler selection
DEBBIE RIGBY BPharm, GradDipClinPharm, AdvPracPharm, AACPA,
FPS, FSHPA, FACP, FASCP, FAICD, FANZCAP (GeriMed, Resp)

Inhaled therapy for chronic obstructive pulmonary disease 
can help reduce exacerbation frequency, admission to 
hospital and risk of death. Appropriate inhaler choice for 
the patient’s capabilities, education and frequent 
assessment of inhaler technique can help improve 
adherence to therapy.  

FEATURE  PEER REVIEWED  
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Medication management
The mainstay of pharmacological treatment 
of COPD is inhaled bronchodilators and 
corticosteroids (Table). The Lung Foundation 
Australia recommends a  stepwise approach 
to the pharmacological management of 
patients with stable COPD based on increas-
ing severity of symptoms, lung function and 
history of exacerbations  (Figure 1).5 Inhaler 
device technique should be assessed and 
optimised at every opportunity.1 Inhaler 

device polypharmacy should be  minimised 
by using single-inhaler dual and triple therapy, 
where possible.

Adherence
Adherence to inhaled medication regimens 
is associated with reduced risk of death and 
admissions to hospital due to exacerbations 
in COPD.6 Inhaler devices vary widely with 
regard to technique, patient suitability and 
patient preference; therefore, choosing the 

right device for the individual patient is cru-
cial to ensuring correct technique and 
improving the likelihood of good adherence 
to therapy.7 A large multinational survey 
showed that patients’ overall satisfaction with 
their inhaler was significantly associated 
with treatment adherence, resulting in fewer 
exacerbations and fewer hospitalisations due 
to exacerbations.8 Exploring a patient’s con-
cerns and capabilities is important when 
initiating or switching devices.7 Pharmacists 
can play a pivotal role in optimising adher-
ence and persistence, and  providing educa-
tion on safe and effective use of medications 
for COPD when dispensing and conducting 
collaborative medication reviews.

Inhaler selection
Inhaled therapy is the primary route of 
administration for the treatment of patients 
with COPD. It comprises bronchodilators, 
antimuscarinic agents and corticosteroids 
delivered via various inhaler devices. A 
growing number of inhaler devices are avail-
able in Australia and can be grouped as: 
• pressurised metered-dose inhalers 

(pMDIs)
• breath-actuated (BA)-pMDIs
• soft mist inhalers (SMIs)
• dry powder inhalers (DPIs). 

Simultaneous use of different inhaler 
types, particularly a mixture of pMDI and 
DPI devices, is predictive of increased errors 
in inhalation and poor adherence to therapy.9 
Therefore, where possible, patients should 
use a single inhaler device to deliver multiple 
pharmacotherapies.

Aerosol science 
A number of device-related factors influence 
aerosol deposition in the airways and include 
the following.

Particle size
Inhaler devices need to generate drug par-
ticles of an appropriate size to penetrate 
beyond the oropharyngeal area and deposit 
in the lungs. The aerodynamic diameter is 
the most important particle- related factor 
that affects aerosol deposition.10 Particles 
greater than 5 micrometre are most likely 
to deposit by impaction in the oropharynx 

Table. PBS-listed pharmacological treatments for COPD

Medication class Active ingredient Inhaler device

Short-acting beta-2-agonist 
(SABA)

Salbutamol pMDI (with counter)

Autohaler

Terbutaline Turbuhaler

Short-acting muscarinic 
antagonist (SAMA)

Ipratropium pMDI

Long-acting muscarinic 
antagonist (LAMA)

Aclidinium Genuair

Glycopyrronium Breezhaler

Tiotropium HandiHaler, LupinHaler, 
Respimat, Zonda

Umeclidinium Ellipta

Long-acting beta-2-agonist 
(LABA)

Indacaterol Breezhaler

LAMA/LABA Aclidinium/formoterol Genuair

Glycopyrronium/indacaterol Breezhaler

Tiotropium/olodaterol Respimat

Umeclidinium/vilanterol Ellipta

Inhaled corticosteroid  
(ICS)/LABA

Budesonide/formoterol Rapihaler, Turbuhaler, 
Spiromax, Easyhaler

Fluticasone furoate/vilanterol Ellipta

Fluticasone propionate/ 
salmeterol

pMDI, Accuhaler, Easyhaler

ICS/LAMA/LABA Beclometasone/glycopyrronium/
formoterol

pMDI

Budesonide/glycopyrronium/
formoterol

pMDI

Fluticasone furoate/ 
umeclidinium/vilanterol

Ellipta 

Abbreviations: COPD = chronic obstructive pulmonary disease; pMDI = pressurised metered-dose inhaler.

FEATURE  INHALER THERAPY FOR COPD  CONTINUED
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and be swallowed; particles between 1 and 
5 micrometre will deposit in the large and 
conducting airways; and particles less than 
1 micrometre are likely to reach the periph-
eral airways and alveoli or be exhaled.10,11 
Aerosols with high fine particle fraction have 
a high probability of penetrating beyond 
the upper airways and depositing in the 
lungs.10 In the peripheral airways, particles 
deposit predominantly by sedimentation, 
highlighting the importance of breath-hold 
after inhalation with some inhaler devices.11 

Aerosol velocity and duration 
pMDIs generate a high velocity cloud over a 
short period of time, creating difficulties in 
synchronising inhaler actuation with inspi-
ration. High aerosol velocity from pMDIs 
also increases the probability of deposition 
by impaction in the oropharynx and large 
conducting airways.11 Only about 10 to 20% 
of the delivered dose from a pMDI is depos-
ited in the lungs.12 Use of spacers with pMDIs 
reduces aerosol particle velocity, increasing 
lung deposition. Aerosol velocity from an 
SMI (such as Respimat) is three to 10 times 
slower than for pMDIs.13 The mean spray 
duration is 1.5 seconds, compared with 
0.15 to 0.36 seconds for pMDIs.14

Inspiratory flow rate and volume 
The patient’s inspiratory volume and flow 
rate are important patient-related factors 
influencing aerosol deposition in the airways. 
Each inhaler device has its own unique 
 optimal peak inspiratory flow rate (PIFR).15 
For pMDIs, BA-pMDIs and SMIs, inspira-
tory flow rate should be about 30 L/min to 
minimise deposition in the upper airways 
and enhance delivery to the lungs.10 

Exhalation before inhalation 
Exhalation to functional residual capacity 
or residual volume increases PIFR and 
inhaled volume, which may augment drug 
dispersion and facilitate fine particle gener-
ation from a DPI.16 This is also a commonly 
missed step before actuation with pMDIs.17 

Internal resistance of inhaler 
The internal resistance of DPIs varies by 
device, requiring different inspiratory effort 

to produce sufficient flow rate.18 Lower resist-
ance devices require patients to produce a 
higher PIFR at a given pressure gradient than 
higher resistance devices.19 

Duration of breath-hold
Breath-holding increases lung deposition 
through the process of sedimentation.11 
Although the breath-hold capacity of patients 
with COPD is often limited, it is important 
that patients are advised to hold their breath 
for five seconds, or as long as possible, after 
inhalation.20 Breath-holding time may be 
more critical with fine particle pMDIs.9

Metered dose and soft mist inhalers
pMDIs are aerosol-based devices that 
require a slow and steady inhalation over 
four to five seconds to reduce oropharyngeal 
deposition and optimise delivery to the 
lungs.10 pMDIs come as either a solution or 
suspension  system and all contain propel-
lants. Co-ordination of actuation with 
 inhalation is required with pMDIs. 

SMIs, for example Respimat, generate an 
aerosol mist from an aqueous solution and 
do not contain propellants.13 Respimat has 
a significantly slower plume velocity and 
longer spray duration compared with 
pMDIs.13 Therefore, SMIs require less patient 
co-ordination than pMDIs.19

Spacers
Co-ordination errors are the most common 
error with pMDIs.10,21,22 Many patients can-
not use a pMDI correctly, even with educa-
tion and training. Spacers can be used to 
overcome the difficulty of co-ordinating 
inhalation and actuation while inhaling 
slowly and deeply.11 If a slow inhalation over 
four to five seconds is not achievable, tidal 

breathing with four breaths in and out nor-
mally through the spacer is an alternative 
method. In addition, spacers reduce oro-
pharyngeal deposition, facilitate vaporisa-
tion of particles to an optimal size and 
increase deposition of the active ingredient 
in the lungs.9,23 When using a spacer, it is 
important for patients to shake the pMDI 
before use and start inhalation promptly, as 
aerosolised particles remain suspended in 
the spacer for less than 10 seconds.9 It is also 
important that the pMDI is shaken before 
a second dose via a spacer. 

Dry powder inhalers
DPIs are breath-actuated devices that deliver 
the medication in powder form from a 
 capsule, reservoir or sealed blister strip. 
DPIs  require exhalation to functional 
 residual capacity before inhalation with a 
forceful, deep inhalation over two to three 
seconds.10  

The European Respiratory Society/ 
International Society for Aerosols in Medi-
cine taskforce recommends choosing an 
inhaler based on two factors:10

• level of inspiratory flow
• co-ordination of inhalation/actuation 

(Figure 2).24

When considering prescribing a DPI, 
evaluating the patients’ PIFR is important. 

Figure 1. Stepwise management of a patient 
with stable chronic obstructive pulmonary 
disease.

Consider adding ICS  
depending on exacerbation history  

(ICS/LAMA/LABA)

Start with long-acting bronchodilator 
(LAMA or LABA) 

Abbreviations: ICS = inhaled corticosteroid;  
LABA = long-acting beta-2-agonist; LAMA = long-acting 
muscarinic antagonist. 

Simultaneous use of different inhaler 
types ... is predictive of increased 

errors in inhalation and poor 
adherence to therapy. Therefore, 

where possible, patients should use 
a single inhaler device to deliver 

multiple pharmacotherapies

Progress to dual bronchodilator 
depending on symptomatic response 

(LAMA/LABA)
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Patients with COPD may have severe airflow 
limitation, accompanied by decreased 
 inspiratory capacity, hyperinflation and 
compromised respiratory muscles, which 
may reduce inspiratory flow rates and 
 diminish lower airway deposition from 
DPIs. Suboptimal PIFR in patients with 
COPD may limit their ability to effectively 
use DPIs and deliver the medication 
throughout the lungs, particularly during 
acute exacerbations.11,19,24,25 However, most 
patients with COPD are able to generate 
inspiratory flows necessary for effective 
DPI use.26 

Insufficient inspiratory flow rate is one of 
the most common errors with DPIs.10,21,22,27 
A PIFR value of 60 L/min is generally 
accepted to be optimal for most DPIs.28 PIFR 
values greater than 60 L/min can be associ-
ated with excessively turbulent flow and 
therefore poor lung deposition.15 A quick and 
forceful inhalation is required with DPIs to 
deagglomerate the active ingredient  powder 

from carrier powder (usually lactose) and 
aerosolise the particles.10 Airflow achieved 
early in the inspiratory profile disaggregates 
drug from carrier powder and determines 
particle size distribution of the aerosol.29 

The minimal inspiratory flow rate 
required for low-resistance DPI devices (e.g. 
Breezhaler) is above 90 L/min, 50 to 60 L/min 
for medium-resistance DPIs (e.g. Turbuhaler, 
Genuair, Spiromax) and below 50 L/min for 
high-resistance DPIs (e.g. Handihaler).30  

Although the optimal flow rate differs 
between each DPI device due to differences 
in inhaler design and internal resistance, 
the principle remains the same for all – a 
rapid and forceful inhalation is required. It 
is important that the inspiratory flow rate 
at the start of the inhalation is forceful, rather 
than gradually increasing.31 

A decision algorithm based on inspiratory 
flow rate and ability to co-ordinate inhalation 
actuation is shown in the Flowchart.32 An 
In-Check Dial is a handheld device with an 

adjustable dial to mimic the internal resist-
ance of different inhalers and can be used 
to measure and identify sub optimal PIFR 
and optimise inhaler device selection.15 

Inhaler technique
Optimal inhaler technique is critical to 
 effective COPD management. When used 
correctly, all inhalers are effective and can 
achieve the same therapeutic effect, although 
different doses may be required.33 Mastering 
an inhaler device involves correct prepara-
tion and handling before inhalation, and 
optimal inhalation technique. There are 
seven basics steps to using an inhaler device, 
pertinent to all devices (Box).34 Errors in any 
step may lead to inadequate drug delivery 
to the lungs.

Up to 94% of patients do not use their 
inhaler device correctly, resulting in inade-
quate dosing, suboptimal disease control, 
worsening of quality of life and increased 
hospital admissions and mortality.35 A recent 

FEATURE  INHALER THERAPY FOR COPD  CONTINUED

Figure 2. Inhaler choice decision aid. 
Adapted with permission from Pritchard J, Usmani O. The greenest inhaler: a patient-centric approach. EMJ Respir 2022; 10: 2-7.24

Teach inhaler technique
If proficient: use your own placebo inhaler to train and provide patients with links to videos
If not proficient: use videos to train and refer to proficient healthcare professional
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Ask the patient to breathe out comfortably and lift their chin up before trying each of the following inhalation manoeuvres:
SLOW and STEADY – can the patient take a slow, steady breath in over 3 to 5 seconds?
QUICK and DEEP – can the patient take a quick deep breath in over 2 to 3 seconds?

If unsure after observing the patient, consider the 
use of training devices to assess inspiratory ability

Environmental impact: Consider prescribing a low 
carbon footprint device but remember the ‘greenest’ 
inhaler is the inhaler device that the patient can and 
will use.

Can perform 
QUICK and DEEP

Can perform 
SLOW and STEADY

Consider a pMDI or SMI Consider a DPI

Abbreviations: DPI = dry powder inhaler; pMDI = pressurised metered-dose inhaler; SMI = soft mist inhaler.
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analysis of inhaler technique in 364 patients 
with COPD showed that two-thirds of 
patients made one or more crucial errors, 
particularly among those using several dif-
ferent devices.36 The most common errors 
with DPIs include failure to exhale before 
actuation, failure to breath-hold after 
 inhalation, incorrect positioning of the 
inhaler, incorrect rotation sequence and fail-
ure to execute a forceful and deep inhala-
tion.35 Common errors with pMDIs include 
insufficient inspiratory force (not slow and 
deep enough), failure to actuate before inha-
lation and breath-hold after  inhalation and 
incorrect second-dose pre paration, timing 
or inhalation.21 Older age, cognitive impair-
ment, multiple inhaler devices and lack of 
previous training are all risk factors for poor 
inhaler use and adherence.37 

As many as 25% of patients have never 
received verbal inhaler technique instruc-
tion.35 All health professionals involved in 
the care of patients with COPD should 
check a patient’s inhaler technique at every 
opportunity. Numerous studies show that 
inhaler technique interventions in com-
munity pharmacies can be effective.38-41 
Pharmacists  conducting comprehensive 
medication reviews (Home Medicine 

Reviews) have an opportunity to check 
inhaler device technique in the privacy of 
the patient’s home. Providing written 
instructions highlighting incorrect steps 
helps patients maintain correct technique 
for longer.38 Inhaler technique can decline 
in as little as one to two months after  
mastering correct technique; therefore, 
follow-up over time is essential to maintain 
correct technique.42,43 Videos on inhaler 
device technique are available on the Lung 
Foundation Australia website (https://lung-
foundation.com.au/patients-carers/after-your- 
diagnosis-title/inhaler-devices/).

Environmental impact
Inhalers contribute significantly to green-
house gas emissions, primarily due to the 
potent global warming potential of hydro-
fluorocarbon propellants in pMDIs.44 DPIs 
and SMIs are propellant-free and have as 
much as a 100-fold to 200-fold lower carbon 
footprint than pMDIs.45

The greenest solution for the environ-
mental impact of pMDIs is through opti-
mising inhaler use and ensuring symptoms 
in patients with COPD are well controlled. 
The greenest inhaler is one that the patient 
will use, and will use correctly.24

Conclusion
Choosing the right inhaler for the right patient 
is crucial to optimal management for patients 
living with COPD. Choice of an inhaler can 
be based on many patient and prescriber  
factors; two important patient-related factors 
are the patient’s inspiratory flow rate and their 
ability to co-ordinate inhalation and actua-
tion. The patient’s inhaler preferences should 
also be considered. Inhaler device technique 
should be diligently reviewed and optimised 
at each formal review and at other opportune 
times.  Multidisciplinary collaboration can 
improve the management of patients with 
COPD in primary care. RMT 
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Seven steps to correct inhaler 
technique

1. Prepare the inhaler device, check dose
counter (when present), shake inhaler if 
applicable

2. Prepare or load the dose

3. Breathe out, fully and gently, away from
the mouthpiece

4. Place inhaler mouthpiece in the mouth,
tilt the chin up and seal the lips around 
the mouthpiece

5. Breathe in
• pMDI and SMI: slow and steady
• DPI: quick and deep

6. Remove inhaler from the mouth and hold
the breath for up to 10 seconds

7. Close inhaler/replace cap and wait 
for a few seconds then repeat as 
necessary

Adapted from Scullion J and Fletcher M, 2018.34

Abbreviations: BA-pMDI = breath-actuated pressurised metered-dose inhaler; DPI = dry powder inhaler;  
pMDI = pressurised metered-dose inhaler; SMI = soft mist inhaler.

• pMDI
• BA-pMDI
• DPI
• SMI

• pMDI
• BA-pMDI
• SMI

• pMDI with spacer
• BA-pMDI
• DPI
• SMI

• pMDI
• DPI
• SMI

Good Poor

Co-ordination of actuation with inspiration 

AN APPROACH TO INHALER DEVICE SELECTION

Inspiratory flow 
rate >30 L/min 

Inspiratory flow 
rate >30 L/min 

Inspiratory flow 
rate <30 L/min 

Inspiratory flow 
rate <30 L/min 
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Chronic obstructive pulmonary disease (COPD) is char-
acterised by fixed airway obstruction on spirometry, 
persistent respiratory symptoms including dyspnoea, 
chronic cough, wheeze or sputum production and a 

history of exposure to noxious stimuli, generally cigarette smoke.1 
COPD was the third leading cause of death in Australians aged 
65 to 74 years in 2022. It affects about 7% of Australians aged over 
75 years and, in 2023, was the fifth leading cause of disease burden 
in Australia.2 Presentations due to COPD have a substantial 
impact on health service use, contributing to 1% of general practice 
encounters, and are the second leading cause of avoidable hospital 
admissions.3,4

The COPD-X guidelines are a useful resource for investiga-
tion, diagnosis and management of COPD.5 COPD should be 
considered in people aged over 35 years with a history of smoking 
or exposure to dust, gases or fumes. The diagnosis must be 
confirmed on spirometry with a forced expiratory volume in 
1 second (FEV1) to forced vital capacity ratio of below 0.70.1 
There is no evidence that COPD treatments have any benefit 
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KEY POINTS
• Patients with chronic obstructive pulmonary disease 

(COPD) should be encouraged to maintain regular physical
exercise, and referral to pulmonary rehabilitation is 
recommended.

• Inhaled corticosteroids should be reserved for patients 
with moderate to severe COPD to reduce exacerbations; 
and patients with a blood eosinophil count of 0.3 × 109/L or 
greater are most likely to benefit.

• Inhaled corticosteroids may be withdrawn safely in patients
with COPD who do not have frequent exacerbations and 
have a blood eosinophil count of less than 0.3 × 109/L
(excluding patients with an asthma overlap syndrome).

• Highly selected patients may be suitable for endobronchial 
valve placement or lung volume reduction surgery. Referral
to a respiratory specialist and an expert centre is 
recommended.
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in patients without COPD diagnosed on spirometry. Smoking 
cessation is paramount to prevent further deterioration in lung 
function and symptoms. Other nonpharma cological interven-
tions including annual  influenza vaccination, COVID-19 
 vaccination and referral to pulmonary rehabilitation are strongly 
recommended. For COPD patients with persistent symptoms 
or frequent exacerbations, a stepwise approach to inhaler therapy 
can be initiated (Figure).6

It has been identified that eosinophilic inflammation may 
play a role in COPD, and therefore may present a potential 
target for treatment options. Selected patients with severe 
COPD and persistent breathlessness despite optimal medical 
treatment may be suitable for advanced therapies including 
endobronchial valve placement or lung-volume reduction 
surgery. Frailty has been identified as a clinical syndrome and 
has significant impacts in patients with COPD. This article 
examines these three topics in further detail.

The role of eosinophils in COPD
Eosinophils are innate immune cells that are believed to play 
a role in host defences in allergic disease. Historically, eosino-
philic inflammation in airways disease has been considered to 
be suggestive of asthma, with neutrophilic inflammation 
 predominantly seen in COPD. However, over recent years 
there has been increasing interest in the role of eosinophilic 
 inflammation in COPD including its impact on morbidity 
and the potential role for treatment targeting this form of 
inflammation.

A normal blood eosinophil count is less than 0.5 × 109/L. A 
blood eosinophil count of 0.3 × 109/L or greater, which may still 
be within the normal range, is associated with an increased risk 
of acute exacerbations of COPD.7,8 In 37 to 68% of people with 
COPD, blood eosinophil count was shown to be consistently  
0.3 × 109/L or greater and to correlate with elevated levels of 
 eosinophils in sputum.9,10 In a small retrospective cohort study 
undertaken in Canada involving 167 patients hospitalised with 
an acute exacerbation of COPD, an elevated blood eosinophil 
count at initial admission was associated with an increase in 
readmissions for exacerbations (odds ratio [OR], 3.59; 95% 
 confidence interval [CI], 1.65-7.82; p = 0.01) and an increase in 
all-cause readmissions over a 12-month period (OR, 2.32; 95% 
CI, 1.10-4.92; p = 0.03). Patients with blood eosinophilia also 
had a shorter time to first exacerbation.11

Eosinophils have been proposed to be a useful biomarker 
in COPD for prognostic purposes and to guide treatment 
with inhaled and oral corticosteroids. It has been suggested 
that patients with COPD and elevated blood eosinophil counts 
(defined as ≥0.3 × 109/L) may benefit from inhaled corticosteroid 
therapy to reduce the risk of exacerbations; however, this has 
not been assessed prospectively in a randomised controlled 
trial.12,13

Withdrawal of inhaled corticosteroids (ICS) is safe in some 
patients with COPD, as shown by a randomised, double-blind, 
multicentre controlled trial involving 1053 patients with COPD 
who were receiving long-term triple therapy. Withdrawal of ICS 
to de-escalate to dual bronchodilator therapy with a long-acting 
muscarinic antagonist (LAMA) and long-acting beta agonist 
(LABA) in patients without evidence of eosinophilic inflammation 
was safe, with no difference in exacerbation rate over a six-month 
period compared with participants who remained on triple 
 therapy.12 However, in patients with an elevated blood eosinophil 
count (≥0.3 × 109/L), ICS withdrawal was associated with an 
increased risk of exacerbations and a small decrease in lung 
function.

Data suggest that treatment with oral corticosteroids for 
acute exacerbations of COPD may also be directed by baseline 
blood eosinophil count. Retrospective analysis of three 
 randomised controlled trials comparing prednisolone to 
 placebo showed a higher rate of treatment failure in patients 
with an elevated blood eosinophil count of 0.3 × 109/L or greater 
who did not receive prednisolone, whereas in patients with a 
blood eosinophil count of less than 0.3 × 109/L there was no 
difference in treatment failure in the prednisolone group 
compared with the placebo group.14 However, in at least one 
of these trials, patients with a history of asthma were not 
specifically excluded. Asthma-COPD overlap is an increasingly 
recognised condition and corticosteroid treatment for acute 
exacerbations remains a key management strategy in 
patients with this condition. A 2024 UK trial randomised 
308 patients in primary care presenting with an exacerbation 
of COPD to eosinophil-guided prednisolone or standard care. 
Patients in the intervention arm only received prednisolone 
if their blood eosinophil count was above 2%. This trial found 
that eosinophil-guided prednisolone use was noninferior to 
 standard care.15

The current evidence on the role of eosinophils in COPD is 
intriguing; however, the data are retrospective and mostly based 
on post-hoc analyses. There are no current clear cut-offs for 
blood eosinophil count to guide management, and further 
prospective trials are required to determine the association and 
guide treatment recommendations.

Biologic therapy in COPD
The introduction of targeted biologic therapy in eosinophilic 
asthma has had a significant impact among patients with symp-
tomatic severe asthma. Benralizumab and mepolizumab are 
humanised monoclonal antibodies that are administered sub-
cutaneously and block interleukin-5, thereby reducing peripheral 
circulating  eosinophils in blood and tissue.16,17 Mepolizumab 
significantly reduces exacerbation rates and symptoms and 
improves quality of life in patients with severe eosinophilic 
asthma.18
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Figure. Stepwise management of stable chronic obstructive pulmonary disease (COPD). Information on inhalers is also provided by Lung Foundation 
Australia (https://lungfoundation.com.au/resources/copd-inhaler-device-chart-poster/). 
Reproduced with permission from Lung Foundation Australia.6

REFER PATIENTS TO LUNG FOUNDATION AUSTRALIA FOR INFORMATION  
AND SUPPORT - FREECALL 1800 654 301
Lung Foundation Australia has a range of resources to promote  
understanding of COPD and assist with management.

Increasing COPD severity

MILD MODERATE SEVERE 

Typical symptoms  few symptoms

 breathless on moderate 
exertion

 little or no effect on daily 
activities

 cough and sputum 
production

 breathless walking on level ground

 increasing limitation of daily 
activities

 recurrent chest infections

 exacerbations requiring oral 
corticosteroids and/or antibiotics

 breathless on minimal exertion

 daily activities severely curtailed

 exacerbations of increasing frequency and 
severity

Typical lung function FEV1 ≈ 60-80% predicted FEV1 ≈ 40-59% predicted FEV1 < 40% predicted

CONFIRM diagnosis. Confirm post-bronchodilator airflow limitation (FEV1 /FVC <0.70) using spirometry. Any pattern of cough with or without 
chronic sputum production may indicate COPD.

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

Non-pharmacological 
interventions

Pharmacological 
interventions 

(inhaled medicines)**

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

STEPWISE MANAGEMENT 
OF STABLE COPD

REDUCE RISK FACTORS Avoid exposure to risk factors including tobacco smoke and air pollution, support smoking 
cessation, recommend annual influenza vaccine and pneumococcal vaccine according to immunisation handbook

OPTIMISE FUNCTION Encourage regular exercise and physical activity, review nutrition, provide education, develop GP 
management plan and written COPD action plan (and initiate regular review)

OPTIMISE TREATMENT OF CO-MORBIDITIES especially cardiovascular disease, anxiety, depression, lung cancer and 
osteoporosis

REFER symptomatic patients to pulmonary rehabilitation

INITIATE advanced care planning

START with short-acting relievers: (used as needed): 
SABA (short-acting beta2-agonist) OR SAMA (short-acting muscarinic antagonist)

ADD long-acting bronchodilators: 
LAMA (long-acting muscarinic antagonist) OR LABA (long-acting beta2-agonist)
Consider need for combination LAMA/LABA depending on symptomatic response 

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

*in patients with 1 severe exacerbation requiring hospitalisation or 2 moderate exacerbations in the previous 12 months, AND 
significant symptoms despite LAMA/LABA or ICS/LABA therapy; OR in patients stabilised on a combination of LAMA, LABA and ICS. 

Based on The COPD-X Plan: Australian and New Zealand Guidelines for the Management  
of COPD and COPD-X Concise Guide

**Refer to PBS criteria: www.pbs.gov.au

MANAGE advanced lung disease with 
domiciliary oxygen therapy, long-term 
non-invasive ventilation, surgery and 
bronchoscopic interventions, if indicated

Access a copy of the COPD 
inhaler chart, featuring PBS 
listed medicines approved  
for use in COPD. 

1800 654 301  |  Lungfoundation.com.au ©
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The data with regard to COPD are still emerging. A system-
atic review of randomised controlled trials comparing anti-IL5 
therapy with placebo (three trials with mepolizumab and three 
trials with benrolizumab) suggested that anti-IL5 therapy was 
likely to reduce exacerbations in people with COPD and higher 
eosinophil levels, but did not improve health-related quality 
life.19

Dupilumab, a monoclonal antibody targeting IL-4 and IL-13, 
is used to prevent exacerbations in moderate to severe asthma. A 
2023 randomised controlled trial showed that dupilumab reduced 
exacerbations in patients with COPD, chronic cough and sputum, 
and an eosinophil count above 0.3 × 109/L.20 In 2024, a second 
randomised control trial of dupilumab in a similar population 
also showed a reduction in exacerbations and improvement in 
lung function.21 Although monoclonal antibody therapy may be 
beneficial in a specific subgroup of patients with COPD and 
eosinophilia, these therapies are not currently listed on the PBS 
for use in COPD in Australia.

Endobronchial valves
Insertion of endobronchial valves may be an option for carefully 
selected patients with severe COPD with an FEV1 of less than 
50% predicted, hyperinflation with a total lung capacity of 
more than 100% predicted and residual volume of more than 
175%.22 Valves are inserted via bronchoscopy and occlude 
emphysematous lobes to block inspiratory airflow while allow-
ing expiratory airflow, with the aim of reducing gas trapping 
by creating areas of atelectasis and shunting airf low 
elsewhere.23

Retrospective analysis of the large early endobronchial valve 
trials showed that patients with intact pleural fissures were most 
likely to benefit.24 Several subsequent randomised controlled 
studies only recruited COPD patients with intact pleural fissures 
and showed a significant improvement in FEV1, six-minute walk 
distance (6MWD) and quality of life in carefully selected 
patients.25-29 However, it is important to recognise that there are 
potential major complications with endobronchial valve 
 placement including pneumothorax (in 1.4 to 26% of patients) 
and COPD exacerbation (in 4 to 20% of patients).30

Endobronchial valves are not yet recommended as routine 
care. However, in highly selected patients with significant breath-
lessness despite optimised medical care and pulmonary rehabil-
itation, endobronchial valves may be a potential treatment option 
and patients should be assessed in a centre of expertise.31

Lung volume reduction surgery
Lung volume reduction surgery (LVRS) involves resection of 
emphysematous lung to decrease hyperinflation with the pro-
posed benefits of improving diaphragmatic function, reducing 
respiratory muscle fatigue and intrathoracic pressure and 
improving cardiac ventricular filling.32-35

Patients with severe COPD who may benefit from LVRS 
include those aged under 75 years with persistent dyspnoea despite 
optimal medical treatment and pulmonary rehabilitation, who 
have heterogeneous emphysema (with varying emphysema tissue 
destruction between pulmonary lobes) and a 6MWD of greater 
than 140 metres.36

The National Emphysema Treatment Trial (NETT) was a 
large multicentre study involving 1218 patients with severe 
emphysema who were randomly allocated to either lung volume 
reduction surgery or standard medical care following completion 
of a pulmonary rehabilitation program.36 Patients in the surgical 
group had a significant improvement in exercise capacity, FEV1 

and quality of life scores. There was an increased 90-day mortality 
in the surgical group (7.9% compared with 1.3%); however, there 
was no overall difference in mortality at the end of follow up 
(mean follow up, 29 months). A recent systematic review and 
meta-analysis – heavily influenced by NETT data – concluded 
that LVRS reduces gas trapping and significantly improves FEV1  
and quality of life with an early increase in mortality but no 
difference in overall mortality.30 Postoperative complications 
included prolonged air leak.

LVRS may be a suitable treatment option for highly selected 
patients with severe COPD. Patients should undergo pulmonary 
rehabilitation before considering surgery and should be assessed 
in an expert centre with a multidisciplinary panel including a 
respiratory physician, thoracic surgeon, radiologist and inter-
ventional pulmonologist.31 A meta-analysis pooling all modal-
ities of lung volume reduction (surgical and endobronchial) 
showed benefits in lung function, health related quality of life 
and 6MWD but reported that the odds ration for a severe adverse 
event including death was six times higher in the intervention 
group.30

Frailty and COPD
Frailty is a clinical syndrome in which there is a decline in 
physiological and functional reserve associated with increasing 
age, resulting in a reduced ability to cope with daily and acute 
stressors.37,38 Frailty affects 7 to 13% of the older population aged 
above 65 years with the prevalence increasing with  advancing 
age.39-41 The syndrome is characterised by the presence of three 
or more of the following characteristics: loss of weight, slow 
walking speed, low physical activity, reduced grip strength and 
reduced endurance.39 The phenotype is useful for identifying 
people at risk of poor health outcomes and is an independent 
predictor of increased risk of falls, hospitalisation and mortality 
among the elderly population.39

People with COPD are twice as likely to be frail as people 
without the condition, with the prevalence of frailty ranging 
between 19 and 57%.38,41-44 Frailty in people with COPD has 
significant impacts, including increased risk of acute exacerba-
tions and of readmission due to a new exacerbation episode 

NEw DEVELOPMENTS IN COPD  continued 
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during the 90 days after hospitalisation for an acute exacerbation 
of COPD.41,43 Furthermore, frailty in COPD is associated with 
worsening  impairment of lung function, poorer exercise tolerance 
(including a reduced 6MWD), increased levels of depression 
and anxiety and low socioeconomic status.41,42,44 People with 
COPD and frailty are more likely to have multiple comorbidities, 
in particular cardiovascular disease.41

Exercise has been shown to improve frailty, and the addition 
of nutritional intervention is associated with further benefits.45,46 

Although exercise appears to be an essential component in 
 addressing frailty, the optimal exercise program has not yet been 
determined. Despite the benefits of pulmonary rehabilitation in 
patients with COPD being widely known, to date there have been 
no randomised controlled trials assessing the impact of pulmonary 
rehabilitation on frailty markers in COPD. A single centre pro-
spective cohort study undertaken in the UK involving 816 patients 
with COPD and frailty showed that pulmonary rehabilitation 
improved exercise capacity, dyspnoea, hand grip strength, anxiety 
and depression. However, patients with frailty were also signifi-
cantly less likely to complete pulmonary rehabilitation owing to 
either progression of their frailty or hospitalisation. Among the 
frail patients who persevered, 60% improved their frailty status 
to either prefrail or robust after completion of pulmonary 
rehabilitation.44

Increasing recognition of frailty among older adults and the 
population with COPD has highlighted the complex interplay 
between physiological, psychological and social factors. 
Although further data on effective exercise and nutritional 
interventions are needed, individuals at high risk of frailty may 
benefit from early identification and prompt referral to pul-
monary rehabilitation.

COPD Clinical Standards
In May 2023, the Australian Commission on Safety and Quality 
in Health Care convened a multidisciplinary committee to write 
Clinical Care Standards for COPD. The committee members 
included respiratory physicians, general practitioners, emergency 
medicine physicians, respiratory nurses, physiotherapists, clinical 
pharmacists and people living with COPD.

The purpose of a clinical care standard is to detail the care 
that patients with COPD should be offered by clinicians and by 
healthcare services. The stated goal of the COPD Clinical Care 

Standards is to reduce preventable hospitalisations and improve 
overall outcomes for people with COPD. The Clinical Care 
Standards provide 10 quality statements that cover the gamut 
of COPD care from diagnosis to nonpharmacological and phar-
macological management of stable COPD to management of 
exacerbations in end of life care.  Accompanying these standards 
are 'indicators for local monitoring', which are intended to be 
used by healthcare services to measure how the healthcare 
provided compares with recommendations in the COPD Clinical 
Care Standards. Together these two documents aim to stand-
ardise COPD care and ensure patients are receiving holistic 
evidence-based treatment. The Clinical Care Standards for 
COPD were launched in October 2024.

Conclusion
Despite falling smoking rates in Australia, the burden of disease 
due to COPD remains substantial and has significant impacts 
on health care resources and utility. Although preventive health 
measures such as smoking cessation are vital, early identification 
and diagnosis of COPD is important to maintain lung function 
and prevent progression of symptoms. Both nonpharmacological 
and pharmacological interventions are recommended to reduce 
symptoms, prevent exacerbations and maintain lung function. 
Smoking cessation (beyond the scope of this article) is vital to 
prevent disease progression. Maintenance of physical activity 
and prevention of frailty is imperative in older adults with COPD 
and may improve their health outcomes. Further prospective 
studies assessing the impact of eosinophilic inflammation and 
targeted antieosinophilic treatments may be of benefit. In carefully 
selected patients with severe and persistent breathlessness in 
advanced COPD, advanced therapies including endobronchial 
valves or lung volume reduction surgery may be accessible. We 
recommend the COPD-X Guidelines as a useful resource to 
assist in identification, diagnosis and  management of patients 
with COPD.  MT
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Chronic obstructive pulmonary 
disease (COPD) affects around 
one in seven adults over the age of 
40 years in Australia and the 

 prevalence of COPD is expected to rise as 
the population ages.1 

Exacerbations of COPD are impactful. 
Exacerbations are frightening for patients 
and signal adverse consequences, includ-
ing accelerated lung function decline and 
mortality. They are a leading cause of 
preventable Australian hospitalisa-
tions.2 They are also a timely opportunity 
for the astute clinician to intervene and 
change the course of lung and heart 
disease.

COPD and cardiovascular disease 
(CVD) are intimately linked. Large, 
well-conducted pharmaceutical studies 
have shown that CVD is the most common 
cause of death in patients with mild and 
moderate COPD.3

Cardiac involvement is important in 
COPD exacerbations. For example, ele-
vations in levels of cardiac biomarkers are 
 detectable in up to 75% of patients who 
are hospitalised with exacerbations and 
lead to a greater likelihood of readmission 
and mortality.4 When rigorously exam-
ined with CT scanning, severe but 
 treatable CVD is present in most people 
hospitalised with exacerbations of 
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Key points
• Cardiovascular disease (CVD) is

the leading cause of death in
patients with chronic obstructive
pulmonary disease (COPD); yet,
cardiac issues are underdiagnosed
in these patients.

• Bronchitis or an infection in a
current or ex-smoker might be an
exacerbation of undiagnosed
COPD and also serve as an
unstandardised cardiac stress
test.

• COPD exacerbations are 
opportunities to address the gap 
in care that these patients receive 
and improve both pulmonary and 
cardiac outcomes.

• Coronary artery disease is very
common in people with COPD, a
population with numerous
cardiovascular risk factors, which
emphasises the need for
comprehensive care.
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COPD 
exacerbations 
A hearty  
opportunity
PAUL LEONG MB BS, MPH&TM, CCPU, FRACP, PhD

Chronic obstructive pulmonary disease (COPD) exacerbations are common. 
Simultaneous cardiovascular involvement is frequent and affects prognosis 
adversely. COPD exacerbations are opportunities to optimise lung health,  
and to enhance cardiovascular diagnosis and treatment.
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COPD.5  Deaths among patients with 
severe COPD are more frequently attrib-
uted to COPD than to CVD, but because 
cardiac involvement is often underdiag-
nosed, cardio vascular intervention could 
also improve outcomes in this  population. 
Importantly, cardiovascular undertreat-
ment is widespread in people with COPD 
and this represents a large gap for care 
optimisation.6-10 This article focuses on a 
practical approach to CVD assessment 
during and after COPD exacerbation.

The COPD-X Plan
Guidelines for COPD management, 
including exacerbations, are available 
from the COPD-X plan (www.copdx.org.
au), the Australian and New Zealand 
guidelines for COPD management. The 
standard approach to managing exacer-
bations is outlined in  Figure 1. Although 
cardiovascular assessment is mentioned 
in the COPD-X guidelines, no specific 
approach has been outlined because pro-
spective studies are scant. 

Cardiovascular risk factors cluster in 
people with COPD, so it is reasonable to 
maintain a low threshold to performing 
case-finding cardiac investigations, but 
also to consider performing CVD risk 
factor assessment.

A suggested approach to 
suspected CVD in patients with 
COPD
There are two key steps in our suggested 
approach to potential CVD in patients 
with COPD: first, be aware of the 
 possibility of CVD in patients with COPD; 
and second, diagnose and treat CVD or 
cardio vascular risk factors  (Figure 2). 

COPD exacerbations and CVD
The pretest probability of CVD in 
patients with COPD is typically high, as 
this  population is enriched with cardio-
vascular risk factors. Individuals with 
COPD are generally older, less physically 
active and are current or ex-smokers. By 
definition, they have airflow limitation, 

which is an independent cardiovascular 
risk factor – for every 10% decrease in 
forced expira tory volume in one second, 
cardio vascular mortality increases by 
28%.11 Overall, populations with COPD 
are at a two- to threefold increased risk 
of CVD compared with controls.12

During exacerbations, many factors 
can be active separately or together to 
produce cardiovascular events. Two-
thirds of exacerbations are associated 
with infection (a proinflammatory state). 
Hypoxia, tachy cardia, arrythmias, sud-
den elevations in pulmonary pressure, 
arterial stiffness and pulmonary hyper-
inflation can all contribute to cardio-
vascular events.4

COPD exacerbations have been lik-
ened to an unstandardised, unscheduled 
cardiac stress test.6 Cardiovascular event 
rates, including mortality, spike during 
exacerbation, and incidence rates remain 
elevated in the subsequent months.13 

How might CVD present in a person 
with COPD?
CVD during COPD exacerbations may 
present in the following different ways.4,5

• CVD may mimic a COPD
exacerbation. This can masquerade
as a ‘refractory’ COPD exacerbation
– one that does not respond as

expected to standard airway- 
    directed management.

• CVD may diminish the ability of a
patient to ‘tolerate’ the exacerbation,
and a relatively minor airway
disturbance may present with
disproportionate or atypical
symptoms. A case vignette of a real
patient that highlights this is
outlined in the Box.

• CVD may complicate COPD
exacerbations – a phenomenon
exemplified by type 2 (demand)
myocardial infarction with elevated
troponin levels4 – and may also
present with new arrythmias
(typically atrial fibrillation)
and new heart failure.

• Importantly, CVD in people with
COPD may also remain subclinical.
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Diagnosis of CVD
Diagnosing CVD during COPD exacer-
bations relies on clinical acumen and a 
high index of suspicion. This is because 
manifestations of COPD and CVD can 
overlap and hints may be subtle. 

For instance, it may be tempting to 
attribute symptoms including breath-
lessness, atypical chest pain and tight-
ness to COPD exacerbations; however, 
CVD can present similarly. Careful 
assessment is suggested because it may 

yield clues to concurrent CVD.
• Is there chest pain or tightness and

is it exertional? Could the chest pain
be angina?

• Is there a background history of cardiac
disease that now may be worsened?

• Are there palpitations?
• Is orthopnoea prominent?
• Is breathlessness out of proportion to

spirometric airflow limitation?
• Does this patient avoid nonacute or

preventive care, and thus may there
be a greater opportunity for
cardiovascular diagnosis and risk
factor reduction?
The examination can often be helpful. 

For example:
• radial artery palpation may lead

to a suspicion of atrial fibrillation,
which complicates many exacerbations

• jugular venous pulsation elevation
may hint at right heart involvement

• peripheral oedema may hint at
cardiac failure

• bilateral basal crackles on
auscultation could be a sign of heart
failure.
Put another way, it is useful to have

a low threshold to think that a sup posedly 
straightforward COPD exacerbation might 
also have cardio vascular involvement. 

The acute treatment of COPD exacerba-
tions should follow COPD-X  recom men - 
dations (Figure 1). Excessive  beta- agonist 
use can lead to lactic acidosis, Takotsubo 
cardiomyopathy and even myocardial 
infarction;  therefore, limiting adminis-
tration to the maximum dose recom-
mended in the COPD-X plan is sug-
gested.4,6 This equates to four to eight 
puffs of  salbutamol (400 to 800 mcg) via 
a metered dose inhaler or spacer every 
three to four hours. When supplemental 
oxygen is used, ensuring that oxygen 
saturations are maintained at 88 to 92% 
can prevent adverse respiratory and 
 cardiac consequences.14

After recovery, COPD should be 
 managed according to the COPD-X 
 guidelines for stable COPD (https:// 
lungfoundation.com.au/resources/
stepwise-management-of- stable-copd). 

FEATURE  COPD EXACERBATIONS AND CVD CONTINUED

Figure 1. COPD-X guidelines for COPD exacerbation management. 
Abbreviation: COPD = chronic obstructive pulmonary disease.
© Reproduced with permission from Lung Foundation Australia.

ALGORITHM
PATIENT IS FEELING UNWELL

They are finding it harder to breathe than usual or 
experiencing any of the following:

• More coughing

• More phlegm

• Thicker phlegm than usual. 

PATIENT IS FEELING BETTER

5 days after treatment commenced:

• Step down short acting bronchodilator use

• Cease oral prednisolone and/or antibiotics after 
5 days and continue usual daily prescribed medicines

• Check and correct inhaler device technique

• Review and reinforce use of the COPD Action Plan. 

PATIENT STILL UNWELL

5 days after treatment commenced:

• Review by GP or specialist

• Review and reinforce use of the COPD Action Plan

• Check and correct inhaler device technique.

PATIENT IS FEELING WORSE

If 3-4 hourly SABA not relieving symptoms adequately,  
commence oral prednisolone 30-50mg daily (in 
addition to daily prescribed medicines) for  
5 days, then stop.

SEND TO HOSPITAL

Send to hospital if any of the following:

• Marked increased intensity of symptoms

• New or worsening peripheral oedema

• Worsening of hypoxaemia from usual (if known)

• SpO2 <92% if not on home oxygen

• Shortness of breath that is worsening and/or at rest

• High fever

• Altered mental state (confusion, slurred speech, 
drowsiness)

• Chest pain

• Worsening of co-morbidities (e.g. heart failure,

• ischaemic heart disease, diabetes)

• Inability to perform daily activities and/or manage safely 
at home

• Increased anxiety (feeling scared/afraid).

PATIENT IS FEELING BETTER

MANAGING  
EXACERBATIONS

Recommend start using more short-acting 
bronchodilator (SABA) e.g. salbutamol 4-8 puffs 
(400-800 mcg), via MDI and spacer every 3-4 hours, 
titrated to response.

Recommend:

 • Step down short-acting bronchodilator use

 • Return to usual daily prescribed medicines

 • Check and correct inhaler device technique

 • Review and reinforce use of the 
COPD Action Plan.

If clinical features of infection are present:

• Fever

• A change in colour and/or volume of phlegm

Also commence oral antibiotics 
(amoxicillin or doxycycline) for 5 days.

If patient has frequent exacerbations, consider whether 
further optimisation of daily prescribed medicine is required.

Based on COPD-X Plan: Australian and New Zealand Guidelines for the Management of
COPD; Australian Therapeutic Guidelines. Visit www.copdx.org.au for further details.

Publication date: October, 2018
1800 654 301  |  Lungfoundation.com.au
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Large studies of inhaled triple therapy 
combinations (long-acting muscarinic 
antagonist, long-acting beta agonist, cor-
ticosteroid) in patients with  COPD 
showed reductions in all-cause mortality 
driven by reductions in cardiovascular 
death; however, the data are not strong 
enough to recommend escalation to triple 
therapy solely to  prevent cardiovascular 
mortality.15,16  Smoking cessation, encour-
aging a healthy  lifestyle that includes 
exercise and considering  pulmonary reha-
bilitation should be the cornerstones of 
management.

Beyond cardiovascular case finding, 
COPD exacerbations can be viewed as 
an opportunity to review cardiovascular 
risk. Dutch primary care guidelines 
 recommend that cardiovascular risk 
assessment should be performed in all 
patients with COPD.17 In a retrospective 
study of the impact of the new Dutch 
guidelines on cardiovascular risk 
 management in patients with COPD, 
90% of patients with COPD were found 
to be at a high or very high risk of a fatal 
 cardiovascular event (>5% risk over 
10 years).17

CVD in patients with COPD: a 
treatment gap
Australian data indicate that 55% of 
patients hospitalised with COPD exacer-
bations have coronary atherosclerosis at a 
level at which guidelines recommend treat-
ment.5 This is concordant with global data. 
A US study found that nearly 90% of people 
with COPD had coronary artery disease 
on CT coronary angiography.18 Coronary 
artery disease is highly prevalent in people 
with COPD and it may be prudent to inves-
tigate individuals who manifest ‘type 2 
myocardial infarction’ or ‘troponin leaks’ 
for coronary artery disease (see case 
vignette in Box).

Despite an elevated cardiovascular risk, 
studies have consistently shown that treat-
ments for major cardiovascular conditions 
including coronary disease, myocardial 
infarction and heart failure are routinely 
underprescribed in populations with 
COPD. Over half of all patients do not 

receive optimal treatment for these condi-
tions, irrespective of the indication for 
treatment.5,7,8 A review of treatments may 
therefore identify a gap that can provide 
genuine therapeutic benefit.

Some therapeutic reluctance has tradi-
tionally been present owing to concerns 
regarding beta-blocker use in COPD;  how  ever, 
beta-blockers are generally safe in patients 
with COPD, as are aspirin, statins, ACE 
inhibitors and neprilysin inhibitors.6

When diagnostic or therapeutic uncer-
tainty exists (e.g. if asthma overlap is 
 suspected, which might contraindicate 
beta-blocker use), specialist respiratory or 
cardiac referral could be considered.

Conclusion
COPD exacerbations are opportunities to 
not only improve respiratory health but also 
detect CVD and optimise cardio vascular 
health in patients with often significant 
cardio vascular risk. Astute practitioners 
can address diagnostic and treatment gaps 
in both lung and heart health to make a 
meaningful difference. RMT
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Case vignette: a female smoker with frequent dyspnoea

Dorothy Green* is a 73-year-old female smoker who was referred after frequent emergency 
department presentations for episodes of dyspnoea with green sputum accompanied by 
wheezing and chest tightness. Two further atypical features were noted. First, her symptoms  
and exacerbation frequency had not responded to long-acting muscarinic antagonist 
treatment. Second, diagnosis of chronic obstructive pulmonary disease was made on 
spirometry demonstrating only mild airflow limitation; however, there was chest tightness  
on walking about 200 m. A stress echocardiogram showed left anterior descending territory 
myocardial thinning and hypokinesis. After angiography and stenting, Dorothy’s hospital 
presentation frequency greatly diminished and she was able to return to activities she 
enjoyed.
* Not the patient’s real name.

Figure 2. A suggested approach to suspected cardiovascular disease in people with COPD 
exacerbations. 
Abbreviation: COPD = chronic obstructive pulmonary disease.

Pulmonary management

• Manage according to  
COPD-X (Figure 1)

Is there also cardiovascular 
involvement?

• Awareness: high risk of 
cardiovascular disease

• Thorough history and 
examination

• Case finding as appropriate
• Cardiovascular risk factor 

management
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Effective and appropriate management of patients with 
chronic obstructive pulmonary disease (COPD) includes 
immunising against influenza and pneumococcus, 
encouraging smoking cessation, regular exercise and a 
healthy diet, and treating exacerbations early. These 
measures can help prevent hospitalisations due to  
COPD exacerbations.

Chronic obstructive pulmonary disease (COPD) is currently 
the third leading cause of death in Australia in those aged 
65 to 74 years, with many deaths occurring as a result of an 
exacerbation.1 COPD is a common clinical problem encoun-

tered in general practice, with about one million Australians being 
significantly affected by long-term lung conditions characterised by 
shortness of breath, such as chronic bronchitis and emphysema.2 
Exacerbations of COPD can significantly impair a patient’s quality of 
life, contribute to progressive decline in lung function and are  frequently 
under- recognised by both the patient and medical staff. A considerable 
increase in the number of COPD exacerbations and hospital admis-
sions is seen during the winter months, and deaths from COPD tend 
to be highest in the late winter months (July to August).3

This article reviews current recommendations for the care of 
patients with COPD and the management of exacerbations in the 
general practice setting, with the aim of reducing the number of 
exacerbations and hospitalisations this winter. Advanced treatments, 
including surgical and endoscopic treatments for COPD, are beyond 
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KEY POINTS
• Review management of patients with chronic obstructive 

pulmonary disease (COPD) before winter, ensuring an 
appropriate management plan is in place, including 
pharmacological and nonpharmacological therapies.

• Pulmonary rehabilitation is an effective intervention in COPD
and can improve quality of life, fitness and  self-confidence, 
and reduce hospitalisations.

• Check that patients’ vaccinations, including influenza and 
pneumococcal vaccinations, are up to date. Consider a 
COVID-19 booster and respiratory syncytial virus 
vaccination.

• Assess and manage comorbidities.
• Patients should be encouraged to have a self-management

plan for COPD.
• Patients should be reviewed early and regularly after an 

exacerbation, whether they are treated at home or in 
hospital; readmission risk is highest within three months of
discharge.

• The involvement of outreach and community home 
services in the management of patients with COPD should
be considered.

• Early treatment of patients with exacerbations of COPD
may reduce hospitalisations.
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COPD
Reducing 
hospitalisations 
this winter
BELINDA R. MILLER MB BS(Hons), PhD, FRACP

FEATURE  PEER REVIEWED  

26   MedicineToday   ❙   TOPICS IN COPD MARCH 2025    
Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2025. https://medicinetoday.com.au/mt/2025/march/supplements/topics-copd-collection



the scope of this review and are not discussed 
in detail.

What is COPD in 2025?
Our understanding of COPD has evolved 
dramatically over the past two decades, with 
the past 15 years in particular seeing an 
 exponential increase in research in COPD. 
Successful new options for treatment have 
been developed and new evidence has 
informed the use of older drugs in certain 
types of patients with COPD. There has been 
a shift from an airflow limitation (forced 
expiratory volume in one second [FEV1]) 
and ‘one size fits all’ approach to diagnosis 
and management towards recognition of 
COPD as a very complex and heterogeneous 
condition. This recognition is leading to 
increased individualisation of COPD 
management.4

International guidelines from the Global 
Initiative for Chronic Obstructive Lung 
 Disease (GOLD) recommend that COPD be 
considered as a whole condition, not only 
airflow obstruction.5 Severity of airflow lim-
itation (based on postbronchodilator FEV1) 
remains a core feature, but symptoms expe-
rienced by the patient and history of mod-
erate or severe exacerbations should now be 
included in the assessment. Dyspnoea is a 
better prognostic indicator of mortality in 
COPD than FEV1, and previous history of 
exacerbations is the best surrogate marker 
of the risk of future exacerbations. 

Previously, limited options for pharma-
cological treatment made it unnecessary to 
clinically identify different types of patients. 
However, the number of treatments now 
available for COPD treatment has increased 
considerably over the past decades. Pheno-
typing can help clinicians identify patients 
who share clinical characteristics and out-
comes and, more importantly, similar 
responses to existing treatments. It has 
become increasingly evident that not all 
patients respond equally to all drugs, and the 
need to identify ‘responders’ is crucial.

There is no consensus on the definition 
and number of different COPD phenotypes, 
which may be anywhere from two to 328 mil-
lion (estimated worldwide number of patients 
with COPD in 2010).6 Some clinically relevant 

COPD phenotypes include:6

• ‘frequent exacerbators’ with two or 
more exacerbations per year, who may 
benefit from anti-inflammatory treatment 
added to bronchodilators

• ‘overlap COPD-asthma’ who have an
enhanced response to inhaled 
corticosteroids

• ‘infrequent exacerbators’ whose 
 treatment may be based on long-acting
bronchodilators, either alone or in 
combination

• high rates of ‘comorbidities’, particularly 
cardiovascular disease and metabolic 
syndrome, who may benefit from 
aggressive risk-factor management.
Treatable traits is a proposed treatment

approach for management of patients with 
airways diseases. Patients are assessed by 
detailed clinical assessment and identifica-
tion of airways risk factors, including smok-
ing, asthma, occupational exposures, allergy, 
 family history and early life respiratory 
 disease; spirometry; blood eosinophil levels 
and assessment of comorbidities.7 A chest 
x-ray is not useful to establish a diagnosis of 
COPD but is of value in excluding alternative 
diagnoses and assessing for significant 
comorbidities, such as additional respiratory 
(pulmonary fibrosis, pleural disease, bron-
chiectasis),  cardiac (cardiomegaly) and 
 skeletal (kyphoscoliosis) diseases.5  

Traits are grouped into three domains: 
pulmonary, extrapulmonary and behav-
iours/risks. Treatment of each individual 
trait has been found in a systemic review to 
lead to improved health-related quality of 
life, and small-to-moderate improvements 
in reductions in hospitalisations and one-
year mortality (Box 1).8

Who is at risk of COPD?
Smoking remains the major risk factor for 
COPD. However, even among heavy smokers, 
fewer than 50% develop clinically significant 
COPD, and some genuinely light smokers or 
nonsmokers develop chronic airflow limita-
tion.5 Genetics, lung growth and develop-
ment, asthma and other environmental 
exposures are some of the factors that can 
lead to development of COPD in later life. 
COPD is considered to result from an 

accelerated decline in FEV1 over time, but in 
some patients it may be related to reaching 
early adulthood with a low FEV1 due to 
impaired lung development during neonatal, 
childhood or adolescent periods (Figure 1).9

COPD should be considered in any patient 
who has dyspnoea, chronic cough or sputum 
production, and a history of exposure to risk 
factors for the disease, mainly smoking 
 (usually more than 10 to 15 pack-years).  The 
measurement of FEV1 by spirometry remains 
the diagnostic test for COPD and should be 
performed in all patients with suspected 
COPD. COPD is defined as a postbroncho-
dilator FEV1 to forced vital capacity (FVC) 
ratio of below 0.7.7 If the airflow obstruction 
is fully reversible, the patient should be treated 
as for asthma.7

Underdiagnosis of COPD remains prev-
alent. However, patients with a history of 
smoking and symptoms suggestive of COPD 
need thorough assessment; the problem may 
be COPD alone, but often symptoms are due 

1. Some clinically relevant
features of patients with COPD
to consider in management8

Pulmonary
• Airflow limitation
• History of moderate-to-severe

exacerbations 
• Dyspnoea 
• Lung microbiome and chronic airway

‘colonisation’
• Airway and blood eosinophil count
• Imaging findings (emphysema, 

bronchiectasis, lung cancer)

Extrapulmonary (comorbidities)
• Cardiovascular disease
• Skeletal muscle dysfunction
• Metabolic syndrome
• Osteoporosis
• Depression
• Anxiety
• Lung cancer

Risks and behaviours
• Smoking
• Occupational and environmental 

exposures
• Physical activity levels
• Inhaler technique
• Treatment adherence
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to a combination of cardiovascular disease, 
deconditioning and other issues, as well as 
airways disease.

There is a continuum of COPD from mild 
to severe disease; severity is not solely related 
to reduction in FEV1, but to symptoms, fre-
quency of exacerbations, presence of com-
plications and extrapulmonary effects. One 
classification, from the COPD-X guidelines, 
is shown in Table 1.7

Lung cancer screening by low-dose com-
puted tomography (LDCT) will be available 
in Australia from July 2025. Eligibility 
 criteria are: age between 50 and 70 years, 
asymptomatic for lung cancer, have an at 
least 30 pack-year smoking history and are 
either currently smoking or ceased in the 
past 10 years.10 Emphysema is a hallmark of 
COPD and is detectable on LDCT, as are 
other features that may indicate COPD, such 
as airway wall thickening and mucus plug-
ging.5 Findings of these abnormalities will 
provide an opportunity for detailed COPD 
assessment in this high-risk patient group. 

Who is at risk of a COPD 
exacerbation?
All patients with COPD may develop exacer-
bations, and even those with underlying mild 

disease may experience a severe exacerbation, 
particularly in the winter months. Those with 
severe COPD are more likely to have a serious 
outcome even with a mild exacerbation. The 
single best predictor of exacerbations is pre-
vious exacerbations, across all levels of COPD 
severity. However, exacerbations also become 
more frequent as COPD severity worsens. 

The lung ‘microbiome’ is likely to be one 
of the factors involved in exacerbation risk; 
the more pathogens present in the lower air-
ways, the worse the COPD outcome. Patients 
with COPD may have lower airways colonised 
by bacteria including Haemophilus influen-
zae, Streptococcus pneumoniae and Moraxella 
catarrhalis. Pseudomonas aeruginosa and 
Staphylococcus aureus may colonise airways 
of patients with severe airflow obstruction, 
and appear associated with more frequent 
exacerbations and worse outcomes. Identifi-
cation of these patients may highlight a higher 
exacerbation risk (and also direct antibiotic 
management when needed). Other differen-
tial diagnoses of increased respiration 
 symptoms include left ventricular failure, 
pulmonary embolus and pneumonia.

Exacerbations are often triggered by res-
piratory tract infections, either viral or bac-
terial. In a retrospective study in Australian 

hospitals, the most common viruses isolated 
in patients presenting with COPD exacerba-
tions were influenza virus, rhinovirus and 
respiratory syncytial virus A/B.11

Optimising baseline COPD 
management
Ensuring that each patient’s usual COPD 
management is effective and appropriate will 
help in reducing both exacerbations and the 
impact of exacerbations. The Australian and 
New Zealand COPD guidelines are regularly 
updated. The current version is available online 
through the Lung Foundation Australia 
website (https://copdx.org.au).7 These guide-
lines are known as the COPD-X plan, from:
C – confirm diagnosis
O – optimise function
P – prevent deterioration
D – develop a self-management plan  
        and manage
X – exacerbations.

An approach to the management of 
patients with COPD based on these guide-
lines is discussed in this article.

Referral of patients
Referral of patients to a respiratory physician 
should be considered if their COPD is 

Figure 1. Forced expiratory 
volume in one second (FEV1) 
progression over time. There  
is great heterogeneity in the  
rate of FEV1 decline due to  
the complex interactions of  
genes with environmental 
exposures and risk factors  
over an individual’s lifetime.  
TR = trajectories defined 
according to baseline levels of 
FEV1 and the presence/absence 
of GOLD grade ≥2 COPD.
Reproduced with permission from  
Lange, et al. N Engl J Med 2015; 373:  
111-122.9
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moderate to severe, the diagnosis is unclear 
or complications such as cor pulmonale are 
present (Box 2).7

Treatment
Management strategies in patients with 
COPD focus on relief of symptoms, preven-
tion of disease progression, and prevention 
and treatment of exacerbations and compli-
cations, with the aims of improving exercise 
tolerance and health status and reducing 
mortality. The extents to which these goals 
can be realised vary with each patient, and 
some treatments will produce benefits in 
more than one area. Treatments include both 
pharmacological and nonpharmacological 
therapies.

COPD is linked to a range of comorbid 
diseases, including cardiovascular diseases, 
metabolic syndrome, gastro-oesophageal 
reflux, osteoporosis, depression and anxiety, 
likely in relation to shared risk factors. COPD 
is also associated with an increased risk of 
lung cancer, due to the common risk factor 
of smoking.5,12 COPD can also have signifi-
cant extrapulmonary effects, including 
weight loss and abnormal skeletal muscle 
dysfunction. Multimorbidity influences 
mortality and hospitalisations, independent 
of airflow obstruction, and should be rou-
tinely assessed and treated. 

The predominant cause of death in 
patients with COPD changes with increasing 
COPD severity. In patients with mild to 

moderate COPD, deaths are mostly due to 
cancer and cardiovascular diseases. As 
COPD severity increases, deaths due to res-
piratory diseases are increasingly common.13 
Many predictors of mortality in COPD have 
been identified, including reduction in FEV1, 
dyspnoea, body mass index (BMI), exercise 
capacity and frequency of exacerbations. 
However, prediction of survival in an indi-
vidual patient with COPD is recognised to 
remain very challenging, compared with 
other diseases such as cancer or severe heart 
failure.

Pharmacological therapy
There has been an increase in the types and 
numbers of inhaler devices and medications 
available for COPD maintenance therapy. 
However, the classes of inhaled medications 
have not changed: 
• short-acting beta2-agonists (SABA)
• long-acting beta2-agonists (LABA)
• short-acting muscarinic antagonists 

(SAMA) 
• long-acting muscarinic antagonists 

(LAMA)  
• inhaled corticosteroids (ICS). 

Meta-analyses to date have not shown any 
statistically significant differences among 
LAMAs in preventing moderate-to-severe 
exacerbations of COPD.7 Comparisons within 
other classes appear limited at present. 

When considering treatment for an indi-
vidual patient, factors to consider include 

the patient’s symptoms, COPD severity and 
comorbidities, and the type of inhaler device 
to use. Combining two medications of 
the same class, such as a LABA/LAMA or 
LABA/ICS combination and an additional 
LABA is not advised; the risk of side effects 
is increased for no added symptomatic 
improvement. 

Table 1. Classification of severity of COPD*

Mild Moderate Severe

Typical 
symptoms

Few symptoms Increasing dyspnoea Dyspnoea on minimal 
exertion

Breathlessness on 
moderate exertion

Breathlessness walking on level 
ground

Daily activities 
severely curtailed

Little or no effect on 
daily activities

Cough and sputum production Chronic cough

Infections requiring corticosteroids

Typical lung 
function

FEV1 about 60 to 
80% predicted

FEV1 about 40 to 59% predicted FEV1 <40% predicted

Abbreviation: FEV1 = forced expiratory volume in one second.
* Reproduced with permission from www.copdx.org.au.7

2. COPD-X: an approach  
to shared GP and specialist 
management of COPD7

Areas managed in primary care
• Smoking cessation
• Monitoring and management of 

comorbidities
• Assessment and optimisation of 

nutritional status
• Regular review of management, 

treatment adherence and inhaler 
technique

• Regular physical activity and consider 
referral for pulmonary rehabilitation

• Identification and management of 
exacerbations

• Assessment of social supports
• Consideration of advance care planning

Areas managed by specialist  
respiratory physician
• Suspected moderate or severe COPD
• Diagnostic uncertainty and exclusion  

of asthma
• Unusual symptoms such as haemoptysis
• Young patients (<40 years) or suspected 

alpha-1 antitrypsin deficiency
• Onset of cor pulmonale
• Rapid decline in FEV1, for early intervention
• For assessment for long-term oxygen 

therapy (benefit has been shown in 
hypoxaemic COPD with stable daytime 
PaO2 of 55 mmHg or lower)

• Symptoms disproportionate to lung 
function deficits

• Dysfunctional breathing
• Frequent exacerbations
• Bullous lung disease
• For assessment for possible surgical 

intervention (lung volume techniques,  
lung transplantation)

• Other multiple comorbidities such  
that multidisciplinary care required 
(including assessment of social  
supports and assistance in advance  
care planning)
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Inhaler technique is often suboptimal, 
including in those who are long-term inhaler 
users. Use of multiple inhaler device types 
is associated with an increase in errors and 
may be associated with a poorer outcome 
in patients with COPD. Therefore, frequent 
review of inhaler technique and rationali-
sation of device type is beneficial.14,15 

SABA and SAMA 
Short-acting bronchodilators, such as the 
SABA salbutamol or the SAMA ipratropium 
bromide, can be used as as-needed therapy 
for patients with only occasional dyspnoea. 
SABAs can be given for immediate relief of 
symptoms in patients already using a long- 
acting bronchodilator for maintenance ther-
apy. Side effects are generally minor; however, 
a meta-analysis of randomised controlled 
trials, and a later cohort study, found an 
increased risk of adverse cardiovascular 
events with ipratropium bromide.16 This has 
not been seen with tiotropium.17,18

LAMA, LABA and LAMA/LABA 
combinations
Most patients will need more than occasional 
use of short-acting bronchodilators and can 
be commenced on long-acting bronchodila-
tors, either a LAMA or LABA or combination 
LAMA/LABA. A meta-analysis comparing 
LABAs with LAMAs assessed 16 randomised 
double-blinded controlled trials of patients 
with moderate-to-very-severe COPD.19 It 
found that LAMAs were associated with a 
lower risk of acute exacerbations and lower 
incidence of adverse events, compared with 
LABAs. No significant differences between 
LAMAs and LABAs were found in terms of 
changes in lung function, symptoms or health 
status. LAMAs may be preferable to LABAs 
in patients with stable COPD, especially those 
at risk of frequent exacerbations.19

In patients with persistent dyspnoea on 
one bronchodilator treatment, a second 
bronchodilator should be added.5 Several 
LAMA/LABA fixed-dose combinations 
delivered in a single inhaler are available 
in Australia, via a range of devices. A net-
work meta-analysis of LAMA/LABA com-
binations compared with the individual 
 monotherapies found that the fixed-dose 

combinations provided benefits in lung 
function and quality of life, with no increase 
in adverse outcomes.20 Combination therapy 
reduced moderate-to-severe exacerbations 
compared with a LABA alone but not com-
pared with a LAMA alone. Effects on severe 
exacerbations were similar with both com-
bination and monotherapies. Other network 
meta-analyses have also found benefits for 
LAMA/LABA fixed-dose combinations, 
compared with their monocomponents.21 
PBS eligibility for these medications should 
be reviewed. 

Inhaled corticosteroids
The potential benefits of ICS must be balanced 
against the potential risks including local 
oropharyngeal adverse effects and pneumo-
nia. A meta-analysis of 43 studies of COPD 
showed an increased risk of pneumonia with 
ICS use, but this was balanced against the 
benefit of reduced exacerbations.22 Their main 
impact is to reduce the risk of exacerbations; 
in contrast to long-acting bronchodilators, 
their effects on symptoms and lung function 
are small and often insufficient to use as a 
guide to treatment efficacy. Lower doses of 
ICS should be used in patients with COPD 
whenever possible. Treatment of people with 
COPD, especially with high-dose ICS, has 
been associated with a higher risk of bone 
fractures and osteoporosis, and there is some 
evidence of an association with a higher risk 
of mycobacterial infection and blood glucose 
levels.7

Treatment with ICS is directed at patients 
deemed to be at risk of exacerbations because 
of a past history of exacerbations and/or poor 
lung function.23 There is emerging evidence 
that blood eosinophil counts may be a useful 
biomarker of ICS response in patients with 
COPD.24 Those with blood eosinophil counts 
less than 100 cells/mcL appear less likely to 
benefit from ICS, and those with a count of 
more than 300 cells/mcL are more likely to 
benefit. ICS alone are not indicated as sole 
inhaler therapy for COPD. The risk of pneu-
monia is higher in patients of older age, with 
a lower BMI, with greater general fragility 
and who are receiving higher ICS doses, and 
possibly in those with blood eosinophil 
counts less than 100 cells/mcL.24 

A reasonable approach based on current 
evidence is to consider the addition of ICS to 
long-term maintenance bronchodilator 
LAMA/LABA therapy in patients with COPD 
and a history of multiple or severe exacerba-
tions and poor lung function (FEV1 <50% 
predicted), particularly if blood eosinophil 
counts are more than 300 cells/mcL, and in 
those with coexistent COPD and asthma. 
‘Triple therapy’ with ICS/LAMA/LABA can 
be a single inhaler or an additional inhaler. 
Different formulations of single inhaler triple 
therapy have similar efficacy in exacerbation 
reduction.25,26

In general, the use of drugs in COPD does 
not involve back-titration. The exception is 
when oral corticosteroids have been given for 
an exacerbation. Additionally, in light of 
recent trials, in patients with COPD with no 
evidence of asthma and with infrequent exac-
erbations, ICS withdrawal can be considered.7 
Close monitoring is advised after withdrawal, 
and withdrawal should be considered cau-
tiously in those with elevated blood eosinophil 
counts and/or poor lung function.

Other and emerging therapies
Long-term use of systemic corticosteroids is 
not recommended in patients with COPD 
due to an unfavourable risk-benefit ratio.7 
However, short-term use to treat exacerba-
tions is supported by good-quality evidence, 
with reduction in the severity of exacerba-
tions, shortened recovery times and reduced 
hospital admissions and readmissions being 
noted.7

Several recent trials of biologic therapies 
targeting interleukin-5, interleukin-5 recep-
tors or interleukin-4 and -13 receptors to 
reduce eosinophil activity and type 2 inflam-
mation have shown promise in select patient 
groups. Patients with COPD, eosinophilia 
and  frequent exacerbations despite triple 
inhaler therapy may show a reduction in 
exacerbation rates and improvement in 
FEV1.27,28  Dupilumab, a monoclonal antibody 
blocking interleukin-4 and interleukin-13 
receptor signalling, has recently been TGA 
approved for use in adults as add-on main-
tenance treatment for uncontrolled COPD 
characterised by raised blood eosinophils on 
a stable  combination of an ICS, a LABA, and 
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a LAMA, or on a combination of a LABA  
and a LAMA if ICS is not appropriate. Spe-
cialist review of patients is advised. 

Several trials have suggested that in patients 
with moderate-to-severe COPD and frequent 
exacerbations, long-term treatment with 
oral macrolides may reduce the frequency 
of exacerbations. However, owing to the 
potential significant adverse effects includ-
ing cardiac toxicity, ototoxicity, diarrhoea 
and antibiotic resistance it is recommended 
that specialist advice be sought if this therapy 
is being considered.29 There is no evidence 
base to support long-term use of other 
antibiotics.

Theophylline has a modest bronchodilator 
effect, but is not currently recommended in 
Australia due to its narrow therapeutic index, 
its potential for significant side effects and the 
lack of demonstration of a reduction in exac-
erbation rates in patients who are on adequate 
inhaled therapy.30 Phosphodiesterase type-4 
inhibitors are potential candidates for the 
treatment of COPD, but this class of medica-
tions is currently not available in Australia. 

Nonpharmacological therapies
Smoking cessation
Smoking cessation remains the single most 
effective intervention to slow the progression 
of COPD. Short-term benefits on lung func-
tion and quality of life are also seen. GPs 
should aim to identify all current, or relapsed, 
smokers at every consultation as each brief 
counselling intervention increases the chance 
of successful cessation by 5 to 10%.31 No single 
cessation plan works for all; a discussion is 
needed with each patient to find the best tech-
nique. As few smokers are successful in their 

first attempt at quitting, persistence by every-
one is important. Smoking cessation is usually 
a long-term process rather than a single event, 
with episodes of relapse before long-term 
success is achieved. The five As can be used 
as a framework for helping patients to quit 
smoking (Box 3 and Box 4).32

Nicotine dependence is most effectively 
treated with a combination of nicotine 
replacement therapy (NRT), behavioural 
support and pharmacotherapy. NRT (avail-
able as a patch, gum, lozenge, sublingual 
tablet and inhaler) is widely available, and 
more than one form of NRT can be used 
concurrently with increased success rates 
and no safety risks. Those who are not willing 
to quit can be advised to progressively sub-
stitute their cigarette intake with NRT. This 
use of NRT can double the odds of smoking 
cessation.32 Some patients may be eligible for 
PBS NRT; this can be checked via the PBS.32

Varenicline is a nicotinic receptor partial 
agonist that more than doubles the chances 
of quitting compared with placebo. Adverse 
effects include unusual mood change, depres-
sion, behaviour disturbance and suicidal 
thoughts. A Cochrane review found that 
varenicline helped about 50% more people 
to quit than nicotine patches and ‘other’ 
forms of NRT (tablets, sprays, lozenges and 
inhalers), and about 70% more people than 
nicotine gum.33 Combining two types of 
NRT was as effective as using varenicline, 
and helped more people to quit than single 
types of NRT.

Bupropion, a non-nicotine oral therapy, 
significantly increases cessation rates com-
pared with placebo. It has been shown to be 
effective for smokers with depression,  cardiac 
disease and respiratory diseases, including 
COPD. A Cochrane review found evidence 
that smokers with COPD who received a 
combination of high-intensity behavioural 
support and medication were more than twice 
as likely to quit as people who received behav-
ioural support alone. It found no clear evi-
dence that one particular form of behavioural 
support or medication is better than another.34 

Immunisations
Influenza immunisation can reduce the 
incidence of serious illness and death in 

patients with COPD, and a significant reduc-
tion in the number of exacerbations has been 
seen in immunised patients.5,7 All patients 
with COPD should be offered annual influ-
enza vaccination. Development of an 
immune response takes at least two weeks. 
One multi centre study suggested that influ-
enza vaccine efficacy decreases in older adults 
as frailty increases.35 Despite this, a recent 
meta-analysis suggested that older adults 
receiving influenza vaccination may have a 
lower risk of influenza and lower respiratory 
tract infections than those not vaccinated.36 
Repeat vaccination later in the influenza 
season may also be considered in the elderly 
and in those with underlying severe airways 
disease. People with COPD, particularly the 
elderly, may have a decreased risk of ischae-
mic heart disease when they have received 
influenza vaccination over many years.5

Previously, a history of anaphylaxis or 
a serious allergic reaction to eggs was a 

4. Patient resources for quitting 
smoking

Quitline: Tel: 13 78 48 (nationwide) 
www.quit.org.au

The National Tobacco Campaign:
www.health.gov.au/our-work/national-
tobacco-campaign

How to quit smoking and vaping  
(Australian Government Department of 
Health and Aged Care) 
www.health.gov.au/topics/smoking-vaping-
and-tobacco/how-to-quit?

ACOSH (Australian Council on Smoking  
and Health) 
https://acosh.org

Tobacco in Australia: Facts and Issues 
Melbourne: Cancer Council Victoria; 2024 
(updated online March 2025).  
www.tobaccoinaustralia.org.au  
A comprehensive review of the major issues 
in smoking and health in Australia; available 
online, free of charge.

The Australian Lung Foundation (ALF)  
and LungNet: Tel: 1800 654 301
www.lungfoundation.com.au 
The LungNet is a network of affiliated 
Patient Support Groups Australia-wide and 
provides information and referral assistance.

3. Brief strategies to help 
patients who are willing to quit  
smoking – the five As32 

Ask – Systematically identify all tobacco 
users at every visit
Advise – Strongly urge all tobacco users  
to quit
Assess – Determine willingness to make a 
quit attempt
Assist – Aid the patient in quitting
Arrange – Schedule follow-up contact
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contraindication to influenza vaccination. 
However, based on prospective and retro-
spective studies of influenza vaccination in 
those with and without egg allergy (including 
egg anaphylaxis), people with egg allergy can 
safely receive influenza vaccines that contain 
less than 1 mcg of ovalbumin per dose. Vac-
cination may be administered in community 
vaccination clinics (which may or may not 
have direct medical practitioner supervision) 
as a single dose  followed by the recom-
mended waiting period of 15 minutes (in 
Australia) or 20 minutes (in New Zealand). 
A longer waiting period of 30 minutes can 
be considered in those with past egg anaphy-
laxis or significant patient or healthcare 
provider anxiety. The immediate availability 
of medical practitioner care is  recommended 
and staff should be familiar with the recog-
nition and treatment of anaphylaxis.37 Influ-
enza vaccine should not be given to patients 
with a history of anaphylaxis to influenza 
vaccine, current febrile illness or history of 
Guillain-Barré syndrome.

Pneumococcal immunisation is recom-
mended for all patients with COPD. People 
with COPD vaccinated with injectable poly-
valent pneumococcal vaccines are less likely 
to experience an exacerbation of COPD or 
episode of community-acquired pneumonia, 
with numbers needed to treat of 8 and 21, 
respectively.38 Immunisation with 13-valent 
pneumococcal conjugate vaccine (13vPCV) 
is highly effective in preventing community- 
acquired pneumococcal pneumonia in older 
adults.39 23-valent pneumococcal conjugate 
vaccine (23vPPV) is less effective in elderly 
or immunosuppressed patients.7 For those 
with newly diagnosed COPD, not previously 
vaccinated again pneumococcus, current 
recommendation is for 13vPCV followed by 
first dose of 23vPPV 12 months later, then 
a second dose of 23vPPV at least five years 
later.40 In the current National Immunisa-
tion Program, non-First Nations patients 
under the age of 70 years with COPD and 
chronic emphysema are not included in the 
risk conditions for funded pneumococcal 
vaccination. Thus, they are not eligible for 
reimbursement.

Respiratory syncytial virus (RSV) can 
cause severe infection in the elderly and in 

those with significant underlying illnesses. 
An effective RSV vaccine has been available 
in Australia since 2024. Among the groups 
in whom it is recommended are First 
Nations people aged 60 years and over, people 
aged 60 years and over with medical con-
ditions that increase their risk of severe RSV 
disease, such as COPD, and in people aged 
75 years and over.41 However, it is not funded 
for these groups and must be purchased 
privately.  

Patients with COPD are at increased risk 
of pertussis.5,42 In the National Immunisation 
Program adults aged 65 years are recom-
mended to consider having a pertussis- 
containing vaccine if their last dose was more 
than 10 years ago. This is due to waning 
immunity over time and increased pertussis 
morbidity in older people; however, COPD 
is not included in the risk conditions for 
funded vaccination. Patients should also 
consider herpes zoster vaccination; shingles 
is associated with significant morbidity.

Physical activity and reducing 
sedentary behaviour
On average, people with COPD participate 
in 57% of the total duration of physical activ-
ity undertaken by healthy controls.43 Reduc-
tions in physical activity commence early 
in COPD and, over time, levels of physical 
activity substantially decline across all sever-
ities of COPD. This decline is accompanied 
by a deterioration in lung function and 
health status.44 Levels of physical activity 
are reduced further during hospitalisation 
for a COPD exacerbation. Return to previous 
levels of activity often does not occur. 

Low levels of physical activity are asso-
ciated with increased mortality and exacer-
bations in people with COPD.45 People with 
COPD should be encouraged to be physically 
active and participate in activities of daily 
living that require the use of muscle strength, 
such as lifting or gardening as well as doing 
physical activities they enjoy, such as bowls, 
golf or swimming.7

There is growing recognition that people 
with COPD spend many of their waking 
hours in sedentary behaviours, defined as 
those behaviours that are undertaken in a 
sitting or reclined posture and have low 

energy requirements, such as watching tel-
evision, reading and sitting at a computer. 
People with COPD with the greatest seden-
tary time during daily life are characterised 
by more frequent exacerbations, lower exer-
cise capacity, long-term oxygen use, lower 
motivation for exercise and the presence of 
physical comorbidities including obesity 
and arthritis. Compared with the goal of 
increasing moderate- or high-intensity 
physical activity, the goal of reducing sed-
entary time by increasing light-intensity 
physical activity is likely to be more feasible 
in some patients with COPD. Of note, in 
people with COPD, greater participation in 
light-intensity physical activity has been 
reported to reduce the risk of respiratory- 
related hospitalisations.46 Table 2 provides 
some strategies aimed at avoiding prolonged 
sedentary time.7

Pulmonary rehabilitation
The benefits of pulmonary rehabilitation in 
improving dyspnoea, quality of life, exercise 
capacity, anxiety and depression, fatigue 
and emotional function are well established.  
 Evidence also suggests that pulmonary reha-
bilitation is safe and highly effective in 
reducing hospital admissions and mortality 
and improving health-related quality of life 
in COPD patients after exacerbations.7

Pulmonary rehabilitation programs con-
sist of general assessment of the patient and 
specific assessment of exercise capacity and 
quality of life, followed by an exercise pro-
gram and education sessions. Pulmonary 
rehabilitation programs are available at many 
community centres and hospitals, and usually 
welcome referrals from GPs.

Nutrition
Both obesity and low BMI are associated 
with increased morbidity in patients with 
COPD. Obesity increases the work of breath-
ing and is associated with sleep apnoea, 
hypoventilation and cor pulmonale, and 
metabolic complications. Malnutrition is an 
independent predictor of mortality and use 
of healthcare services in patients with COPD. 
Energy intake is often reduced due to dysp-
noea, medications and lung hyperinflation 
whereas expenditure is increased due to the 
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metabolic demands of breathing, infections 
and systemic inflammation. Low BMI and 
low fat-free mass are inversely associated 
with respiratory and peripheral muscle func-
tion, exercise capacity and health status. 
Importantly, those with poor nutrition are 
most likely to benefit from nutrition therapy 
before an undernutrition state is estab-
lished.47 Nutritional supplementation in 
malnourished patients can improve walking 
distance and respiratory muscle strength. 
High-calorie nutritional supplements should 
be considered in patients with COPD and a 
low BMI, particularly those who are mal-
nourished and/or have severe disease. 

Self-management and action plans
COPD self-management programs may lead 
to improved health-related quality of life, with 
reduced exacerbations being a positive 
 outcome of some studies. Other studies have 
not shown benefit. Trials to date have used a 
wide range of study designs and interventions, 
thus no recommendations as to the essential 
elements of a COPD self-management pro-
gram can be made.7

Interventions targeting mental health, an 
active lifestyle, relaxation therapy, use of 
 written action plans, correct medication use 
and facilitated access to services have been 
found to reduce exacerbations and visits to 
the emergency department. Action plans 
should be completed by the clinician and 
patient together, with the aim of assisting 
the patient to identify symptoms of an exac-
erbation and know what actions they should 
take. A sample action plan is shown in 
Figure 2.

Anxiety and depression are common in 
patients with COPD and are associated with 
reduced quality of life, poor self-management 
and medical symptoms. There is also some 
evidence that mood disorders are independent 
risk factors for exacerbations and hospitali-
sations. Elderly patients with COPD pre-
scribed benzodiazepines may be at increased 
risk of exacerbations; caution with use of these 
medications, or avoidance, is warranted in all 
patients with COPD due to their potential for 
depression of respiratory drive. Behavioural 
therapy and selective sero tonin receptor inhib-
itors may be better management options, 

along with referral to clinical psychologists 
and psychiatrists.

In patients with debilitating breathless-
ness despite optimal COPD management, 
referral for specialist advice, consideration 
of judicious use of low-dose opiates and 
 palliative care involvement can be consid-
ered. Use of a handheld fan can also be of 
considerable help. 

Additional therapies
Use of long-term continuous (15 or more 
hours/day) domiciliary oxygen therapy in 
patients with severe COPD and chronic 
hypoxaemia prolongs survival. Long-term 
domiciliary noninvasive ventilation can be 
considered in select patient with severe stable 
COPD and chronic hypercapnia. Specialist 
advice should be sought.7 

Outreach teams
Many regions now have specialist multi-
disciplinary outreach teams to assist in the 
co-ordination of home care. For example, in 
Victoria, the Hospital Admission Risk 
 Program aims to reduce avoidable hospital 
admissions and emergency department 
presentations.

Services provided by these teams may 
include outreach services with rapid response 
such as a mobile assessment and treatment 
service (assessment by medical practitioner 

and outreach nurse) and home visit assessment 
service. Other home services, such as physio-
therapy and pharmacy, may also be accessible. 
The evidence is not yet available for the overall 
patient and economic benefits of home care, 
but a systematic review of seven studies found 
no significant differences in readmission rates 
or mortality, and ‘Hospital at Home’ schemes 
were preferred by patients and carers.48 Some 
patients may need initial hospital assessment, 
and may then be able to return to their own 
homes with increased social support and a 
supervised medical care package.

Prompt treatment of exacerbations
Early identification of a COPD exacerbation 
and early primary care management may 
reduce the need for hospitalisation. Initial 
management includes use of short-acting 
bronchodilators, oral corticosteroids and/or 
antibiotics. Indications for hospitalisation of 
patients with a COPD exacerbation are 
shown in Box 5.7

Follow up after hospitalisation
All patients discharged from hospital after an 
exacerbation of COPD should have an early 
(preferably within one week) follow-up con-
sultation with their GP. The risk of  readmission 
is highest within three months of discharge, 
and more than half of patients are readmitted 
within 12 months. All the preventive strategies 

Table 2. Strategies that may assist in reminding people to reduce  
sedentary time*

Sedentary activity Strategy

TV viewing During each advertisement break, stand up and go for a short 
walk around your house

Reading At the end of each chapter or after a few pages of the 
newspaper, stand up and go for a short walk

Travelling on public transport Stand up while waiting for a bus or train

Daily tasks When ironing, put items away in multiple small trips rather 
than putting everything away once you have finished

Using a computer Consider setting an alarm (e.g. on your phone) to remind you  
to stand up every 30 minutes

Using a phone Consider standing up to use your phone; go for a short walk 
around your house after you have finished using your phone

* Reproduced with permission from www.copdx.org.au.7
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Figure 2. COPD action plan. 
Reproduced with permission from Lung Foundation Australia (https://lungfoundation.com.au). (https://lungfoundation.com.au/resources/copd-action-plan/)
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for COPD exacerbations discussed above 
should be revisited during this consultation, 
including revising the patient’s COPD 
self-management or action plan. Pulmonary 
rehabilitation has been shown to reduce 
 readmissions if provided within one week.49

Consider advance care planning in all 
patients with COPD, especially those with 
moderate-severe disease and/or prior hospi-
talisation. Post-hospital admission is an 
opportune time to discuss advance care direc-
tives with patients and, if appropriate, their 
family and carers. End-of-life issues are 
 relevant for patients with severe and moderate 
COPD. Most patients with end-stage COPD 
wish to participate in end-of-life management 
decisions and would prefer to do so in a non-
acute setting. For some patients, palliative 
care team involvement can be helpful.

Conclusion
To help reduce the number of hospitalisations 
due to COPD exacerbations in the colder 
winter months, GPs should ensure that their 
patient’s usual COPD management is effective 
and appropriate. They can also encourage 
their patients to be vaccinated against 

influenza and pneumococcus, avoid exposure 
to cigarette smoking, participate in pulmo-
nary rehabilitation, exercise  regularly and 
have a healthy diet and good nutritional state. 
Educating patients with COPD to pay par-
ticular attention to their respiratory symp-
toms, follow their self- management plan, seek 
early treatment for any decline in their con-
dition and avoid exposure to other people 
with coughs and colds will also help reduce 
their risk of a severe exacerbation. 

A checklist of the strategies recom-
mended when reviewing patients with COPD 
is given in Box 6.7 RMT 
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5. Indications for hospitalisation
of patients with COPD*

• Patient has marked increase in intensity 
of symptoms

• Patient has acute exacerbation 
characterised by increased dyspnoea, 
cough or sputum production, plus one 
or more of the following:

 – inadequate response to ambulatory
management

 – inability to walk between rooms
when previously mobile

 – inability to eat or sleep because of
dyspnoea

 – cannot manage at home even with
home-care resources

 – high-risk comorbid condition: 
pulmonary (e.g. pneumonia) or
nonpulmonary

 – altered mental status suggestive 
of hypercapnia

 – worsening hypoxaemia or cor
pulmonale

* Reproduced with permission from www.copdx.org.au.7

6. COPD review checklist*

• Assess the patient’s coping ability
and strategies

• Measure FEV1 and performance status

• Reassess inhaled and oral medications

• Review management of comorbidities 
such as left ventricular failure and 
obstructive sleep apnoea

• Reassess medication adherence and 
inhaler techniques

• Review vaccination status 
(influenza and pneumococcal)

• Assess need for long-term oxygen therapy
(will require referral to respiratory physician)

• Consider referral for pulmonary
rehabilitation

• Assess risk of osteoporosis and 
management of existing disease

• Counsel and/or refer for smoking cessation

• Assess nutritional status

• Assess for anxiety, panic disorder
and depression

• Consider advanced care directives 
and end-of-life issues

* Reproduced with permission from www.copdx.org.au.7
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Symptoms in advanced respiratory disease are varied and commonly include 
breathlessness, fatigue and cough. Symptom control can be complex and difficult 
to navigate, particularly in the last few years of life as the disease progresses 
and patients’ needs escalate. Management is best optimised through holistic 
multidisciplinary approaches, with management of individual symptoms 
alongside treatment of the underlying disease process.

Management of advanced respira-
tory disease has increasingly 
shifted to primary care and 
community settings, owing to 

a growing focus on supported, home-based 
care and preferences to avoid hospital pres-
entation. Symptoms in advanced respiratory 

disease are varied, and can be complex to 
manage, particularly in the last years of life 
as the disease progresses and patients’ needs 
escalate.1 The symptoms discussed in this 
article are most common in chronic obstruc-
tive pulmonary disease (COPD) but are also 
relevant to other chronic conditions such as 

pulmonary fibrosis, bronchiectasis and lung 
cancer. Breathlessness in particular is also 
highly prevalent in advanced cancers and 
heart failure.2

Defining the last years of life in 
advanced respiratory disease
Despite well-recognised fluctuation in chronic 
respiratory conditions (often with periods of 
exacerbation), indicative prognostic charac-
teristics have been established. In particular, 
the question ‘Would I be surprised if this 
patient did not survive the next 12 months?’ 
is a useful clinical prompt.3,4 This question has 
been found to have high specificity and is a 
simple prompt for clinicians to actively focus 
on symptom control, in combination with 
ongoing disease-directed management of the 
underlying condition.3,4

The nature and intensity of symptoms also 
signal a patient’s changing needs. A modified 
Medical Research Council (mMRC) breath-
lessness scale score of 3 (‘breathless after 
 walking a few minutes or 100 metres on the 
flat’) or 4 (‘too breathless to leave the house or 
breathless when dressing or undressing’) 
 indicates severe breathlessness.5,6

Hospitalisation with an acute exacerbation 
of COPD has long been recognised as a prog-
nostic indicator of advanced respiratory dis-
ease.6,7 Mortality risk varies across studies; 
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however, a 2017 retrospective study reported 
one- and five-year mortality of patients hospi-
talised for COPD as 26.2% and 64.3%, respec-
tively, with mechanical ventilation further 
increasing these risks.7 Acute hospitalisation 
is therefore recommended as an opportunity 
to discuss and plan for future care.7,8 Low body 
mass index (less than 21.75 kg/m2) and cachexia 
are also reliable prognostic indicators in 
advanced respiratory disease.9,10

Although the ability of prognostic indi-
cators to predict death varies considerably 
across patients, its utility lies in the opportu-
nity to prompt an additional care focus – 
notably the treatment of symptoms as a 
specific treatment goal.

Management of key symptoms
Symptoms in advanced respiratory disease 
vary; however, key symptoms may occur as a 
‘respiratory cluster’, including chronic breath-
lessness, fatigue and cough. Other important 
symptoms include depression, anxiety, insom-
nia, cachexia, pain and dry mouth.1 Compre-
hensive, individualised assessment of the 
underlying illness, symptoms and the needs 
of the patient and their carers is essential. This 
needs assessment usually occurs iteratively 
over time.11 Although a broad and holistic 
approach to symptom management is rec-
ommended, individual symptoms should be 

addressed if they persist despite optimal man-
agement of the underlying disease.1 A useful 
summary of evidence-based approaches to 
individual symptom management of COPD 
is presented in Box 1.1,11

Breathlessness
Chronic breathlessness is extremely distress-
ing for patients with chronic respiratory 
disease, and highly prevalent in people with 
severe COPD. Both GPs and specialists often 
voice a lack of confidence in its manage-
ment.12,13 Breathlessness is multidimensional 
and defined as ‘an unpleasant subjective 
experience of discomfort with breathing 
that worsens as underlying disease processes 
increase in severity; in its chronic and severe 
state, breathlessness can lead to significant 
disability, progressive inactivity, social 
 isolation and substantive suffering’.14 In 
addition, ‘chronic breathlessness’ is defined 
as breathlessness that ‘persists despite 
 optimal treatment of the underlying 
 pathophysiology and that results in disabil-
ity’.15,16 A comprehensive approach to the 
evaluation and treatment of breathlessness 
is helpful and includes addressing reversible 
contributing causes, including anaemia, 
pleural effusion or anxiety; and implemen-
tation of  evidence-based nonpharmacolog-
ical interventions.11

Nonpharmacological interventions
Nonpharmacological interventions for breath-
lessness are effective and accessible; therefore, 
they should be offered to all patients with 
chronic breathlessness.1,11 For example, activ-
ity pacing, mobility aids and adjusting a 
patient’s living environment can assist in 
conserving energy for valued activities.1,11 
Increased physical activity and personalised 
exercise programs (such as pulmonary reha-
bilitation) can improve stamina and breath-
lessness.11 Breathing exercises, such as pursed 
lip breathing, slow relaxed deep breathing and 
yoga breathing have been shown to be safe 
and to improve breathlessness for some people 
with advanced lung disease.17,18 Hand-held 
motorised fans (Figure and videos) are simi-
larly low harm, low cost, easy interventions 
that directly target and reduce the sensation 
of breathlessness.1,11,19 Breathing retraining, 
accessed through specialist physiotherapy 
services, can also help improve associated 
dysfunctional breathing patterns.

Anxiety associated with breathlessness 
can lead to avoidance of those physical activ-
ities that address deconditioning.1 Psycholog-
ical and counselling therapies, including 
cognitive behavioural therapy (CBT), dis-
cussed below, can address negative thought 
processes and reluctance to engage in helpful 
activities.1,20 Similarly, education and sup-
ported self-management can help patients 
improve self-efficacy, which in turn can reduce 
anxiety and depression, increase activity and 
social contact, and boost quality of life.1

Opioids
The 2024 European Respiratory Society 
Clinical Practice Guideline on symptom 
management for people with serious res-
piratory illness recommended against the 
use of opioids to treat chronic breathless-
ness.11 This recommendation is based on the 
findings from a systematic review under-
taken for the Guideline.21 This systematic 
review identified that although clinical trials 
administering one to two doses of opioids 
in an exercise laboratory-setting led to 
improved exertional breathlessness during 
standardised exercise testing, when opioids 
were administered regularly at home over 
several days or weeks, there was no beneficial 

Key points
•  Symptoms in advanced respiratory disease are varied, complex and require 

specific attention to improve patient experiences.
• Key symptoms include the cluster of chronic breathlessness, fatigue and cough,  

as well as depression and anxiety, insomnia, cachexia, pain and dry mouth.
• Clinical care is best optimised through a holistic, multidisciplinary approach, with 

individual symptoms targeted through additional management strategies when 
symptoms persist despite maximising treatment of the underlying disease(s).

• Nonpharmacological interventions for breathlessness are effective and are the 
main approach to manage chronic breathlessness. These include mobility aids, 
activity pacing, breathing techniques and the use of a handheld fan to move 
airflow on the face. 

• The psychological impact of advanced respiratory disease is often overlooked 
and needs to be directly addressed in best practice care.

• Early introduction of advance care planning (ACP) offers patients the opportunity 
to document their care preferences and address evident lack of support for chronic 
lung disease in the final stages of disease. The conversation around ACP should 
be ongoing as patients’ preferences evolve throughout disease progression.
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impact on breathlessness experienced in 
daily life.21 Importantly, adverse effects 
 (nausea, constipation and drowsiness) were 
 significantly increased amongst people 
receiving opioids, and serious adverse events 
(including hospitalisation and death) 
occurred in approximately one-third of 
people receiving opioids in one clinical 
trial.21 Additionally, many patients express 
concerns regarding taking opioids for 
chronic breathlessness because of concerns 
regarding medication safety, impacts on the 
ability to drive, dependence, addiction, 
stigma and the associations with substance 
misuse and death or dying.21

Importantly, the data for this recent sys-
tematic review were predominantly drawn 
from clinical trials undertaken in people 
with COPD.21 As such, there is little evidence 
regarding the use of opioids to treat chronic 
breathlessness in people with other advanced, 
nonmalignant, respiratory illnesses.21 
 Opioids may therefore be considered on an 
individual basis in people at the end of life 
or with other non-malignant respiratory 
illnesses with severe persisting breathlessness 
(despite optimisation of disease-directed 
treatment and nonpharmacological inter-
ventions for symptom management).21 When 
opioids are prescribed to treat chronic 

breathlessness, clinicians must weigh up the 
potential harms versus benefits, ensure the 
treatment aligns with the patient’s values and 
goals, and carefully discuss this treatment 
as part of shared decision-making.21 

Other pharmaceutical approaches
Benzodiazepines are not recommended to 
treat breathlessness, except as second- or 
third-line therapy, or at the very end of life.22 
A recent multisite, randomised, double-blind, 
placebo-controlled, clinical trial evaluating 
the effectiveness of mirtazapine on chronic 
breathlessness in people with severe breath-
lessness (mMRC score of 3-4) and COPD or 
interstitial lung disease (ILD), failed to 
demonstrate any benefits.23 However, the trial 
was substantially underpowered because of 
difficulties with recruitment during the pan-
demic. It should be noted that there were 
more adverse effects in the people receiving 
mirtazapine (64%) compared with people 
taking placebo (40%); therefore, the authors 
recommended against the use of mirtazapine 
to treat severe breathlessness.23 Further effi-
cacy trials for anxiolytics are needed; how-
ever, in the interim, all patients receiving such 
agents should be monitored for benefit and 
adverse effects when treated with these or 
other symptom relief measures.2,22

Fatigue
Fatigue is defined as ‘a profound feeling of 
physical and psychological weariness that is 
not relieved by sleep or rest’.1 Similar to breath-
lessness, fatigue is complex and requires a 
multicomponent approach to management, 
including physical conditioning (individual-
ised pulmonary and graded exercise pro-
grams), psychological support, supported 
self-management and resilience training.11,24 
Additionally, treatment for comorbid depres-
sion is crucial, as this may compound the 
experience of fatigue.1,25

The recent European Respiratory Society 
Clinical Practice Guideline on symptom man-
agement for adults with serious respiratory 
illness emphasised the role of physical activity 
as the primary approach for managing fatigue 
in people with chronic respiratory conditions. 
The Guideline recommends graded exercise, 
which involves ‘establishing a baseline of 
achievable exercise or physical activity and 
then making fixed incremental increases in 
the time spent being physically active’. 

Occupational therapy-driven manage-
ment, with a focus on daily life adjustment 
and maximising participation, has shown 
promise. Such evidence-based interventions 
aim to increase patients’ understanding of 
fatigue, identify exacerbating factors and 

FEATURE  ADVANCED RESPIRATORY DISEASE  CONTINUED

1. Evidence-based approaches to managing symptoms in patients with COPD1,11

Breathlessness 
• Smoking cessation
• Pulmonary rehabilitation 
• Multicomponent breathlessness  

services 
• Breathing techniques  
• Facial airflow from a hand-held fan
• Activity pacing 
• Cognitive behavioural therapy 
• Tai Chi 
• Yoga 
• Support and education for family and 

caregivers 

Anorexia 
• Nutritional supplementation (for patients 

with evidence of malnutrition)
• Megestrol acetate  

Fatigue 
• Pulmonary rehabilitation or graded exercise 

therapy
• Self-management education programs
• Activity pacing and good sleep hygiene

Pain 
• Principles of WHO analgesic ladder

Depression 
• Complex interventions 
• Cognitive behavioural therapy
• Multicomponent exercise training 
• Antidepressant drugs 
• Psychological interventions including 

cognitive behavioural therapy

Cough 
• Complex Physiotherapy and Speech and 

Language Intervention 
• Pregabalin and speech pathology treatment
• Gabapentin  

Anxiety 
• Psychological therapies 
• Pharmacological interventions

Daytime sleepiness and insomnia
• Non-invasive positive-pressure ventilation 

for hypercapnic patients with stable disease
• Establish good sleep hygiene 
• Cognitive behavioural therapy 
• Benzodiazepines

Dry mouth 
• Topical therapies (e.g. oxygenated glycerol 

triester spray)

Sexual dysfunction 
• Exercise therapy and education, advice on 

positioning
• Pharmacological management
Adapted from Maddocks M, et al. Palliative care and 
management of troublesome symptoms for people with chronic 
obstructive pulmonary disease. Lancet 2017; 390: 988-1002.1
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facilitate development of fatigue manage-
ment strategies (Box 2).11,25,26

Cough
Chronic cough related to underlying 
 maximally-treated respiratory disease is a 
significant source of distress for patients.1 Pri-
mary management approaches include phys-
iotherapy, speech and language therapies (such 
as sputum-clearance techniques, cough control 
and cough-reflex hypersensitivity training), 
and psychoeducational counselling (Box 1).1

Pharmacological treatments are not well 
evidenced. However, a recent systematic review 
and meta-analysis of the neuromodulator 
gabapentin reported significant improvement 
in cough-specific quality of life, cough severity 
and frequency in chronic refractory cough.27 
Antitussive P2X purinoceptor 3 (P2X3) antag-
onists, which target airway vagal afferent 
nerve hypersensitisation, may also provide 
a pathway to mediate cough reflex. Although 
P2X3 antagonists are not yet available in 
Australia, preclinical and preliminary trial 
data are promising and P2X3 antagonists 
may be the new dawn in addressing this 
 distressing symptom.28

Psychological impact
One often overlooked area within advanced 
respiratory disease is the psychological 
impact on patients, particularly in light of 
sustained symptoms.29,30 The association 
between chronic respiratory disease and 
depression and anxiety is well documented, 
as is social and existential isolation. Psycho-
logical issues are reported in as many as 60% 
of people with COPD.20,31,32

Despite disease and symptom management 
optimisation, for many, a significant burden 
remains. Raising issues around psychological 
coping and patient experience provides 
patients the opportunity and permission to 
voice the full impact of their condition. 

Key treatments for depression and anxiety 
include behavioural therapies and CBT, as 
well as pharmacological interventions (Box 1). 
Multicomponent exercise training has also 
shown positive impact for patients with 
advanced respiratory disease and depression.1 
Psychological therapy and counselling are 
acknowledged as useful, particularly in 
patients with chronic disease. CBT is a 
 well- established treatment for anxiety and 
depression that seeks to increase a patient’s 
understanding of their current difficulties and 
help manage unhelpful thoughts, and has 
shown promising outcomes for patients with 
COPD.20 Of importance, several studies, 
including a recent large randomised controlled 
trial, showed that respiratory nurses trained 
in, and delivering CBT, improved anxiety and 
healthcare utilisation (emergency department 
presentations and hospitalisation) among 
patients with chronic respiratory disease.29,33 
Peer and facilitated support groups have 
 similarly shown improvement in the wellbeing 
of patients with chronic respiratory condi-
tions.29 Empowerment through shared expe-
rience and collegial support may also improve 
active engagement with healthcare.29

Connecting patients with support and social 
services is increasingly important.34 ‘Social 
prescribing’, in which primary care services 
actively link patients to support services within 
the community and volunteer sectors, can 
help improve health and well being.35 Social 
 prescribing activities, including community 
gardening, group learning,  volunteer work 
and music- and arts-based activities, are of 

particular value to patients with chronic con-
ditions, such as advanced respiratory disease, 
in whom disease-related social isolation plays 
a key role in psychological dysfunction.

Other symptoms
Other symptoms associated with chronic 
respiratory disease include anorexia, dry 
mouth and insomnia. Evidence for the 
 management of these symptoms is varied. 
Anorexia management relies primarily on 
nutritional supplementation, patient educa-
tion and dietetic support. For patients with 
dry mouth, it can be helpful to review inhaler 
therapies that may contribute to this symptom 
and consider changing the device or the med-
ication. Additionally, local topical therapies 
(such as oral lubricants of saliva substitutes) 

2. Practical recommendations for
managing patients with respiratory
disease-related fatigue11,25,26

• Discuss and assess the impact of fatigue
on activities of daily living 

• Refer for pulmonary rehabilitation with a 
focus on endurance and fitness training 
through graded exercise, or consider 
physiotherapy if pulmonary rehabilitation 
is not available

• Consider occupational therapy for 
analysis of daily activities and routines to 
assess the effort and energy required for
different activities 

• Provide or refer for education on methods
of planning, pacing and prioritising activities 
to enable participation in valued activities 

• Provide or refer for education on 
simplification skills, body mechanics, 
environmental adaptations, appropriate 
assistive devices and rest periods 

• Address psychological impact and anxiety
through strategies such as relaxation 
techniques and targeted participation in 
leisure activities 

• Address sleep hygiene and nutritional
issues 

• Consider referral to specialist nursing 
or physiotherapy for education 
on self-management and self-efficacy for 
self-management of daily fatigue

Adapted from Connolly D, et al. Managing fatigue in 
patients with chronic conditions in primary care. Fam 
Pract 2013; 30: 123-124.

Figure. A hand-held motorised fan can help 
alleviate symptoms of breathlessness. The fan 
pictured is small, inexpensive and lightweight, 
with soft blades. For further information, watch 
these videos: https://lungfoundation.com.au/
resources/the-benefits-of-hand-held-fans//
Image courtesy of Lung Foundation Australia. © 2021 
Copyright Lung Foundation Australia. The fan can be 
purchased through the Lung Foundation Australia.
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can be helpful.36 Insomnia and daytime sleep-
iness is treated with sleep hygiene and CBT, 
and benzodiazepines may be prescribed for 
short-term intervention.1 Comorbidities may 
also contribute to symptoms, thus the 
approach to management should always be 
to maximise the treatment of all contributing 
underlying conditions.

The importance of advance care 
planning
Despite the life-limiting nature of chronic 
respiratory diseases, few patients have plans 
in place for the later stages of disease and care, 
and less than 18% of patients with COPD in 
Australia access palliative care in the last 
12 months of life.37-40

Advance care planning (ACP) is a process 
and opportunity in which patients ‘think 
about, discuss and record preferences for the 
type of care they wish to receive and the out-
comes they would consider acceptable’.41 The 
process involves a series of conversations 
engaging patients and their family in exploring 
values, burdens and preferences, and allows 

healthcare professionals, the patient and their 
family to develop a shared understanding of 
how to best provide care that addresses and 
reflects the person’s expressed goals.41

ACP increases palliative care involvement, 
and reduces the likelihood of clinically futile 
treatments and decision-making in a period 
of crisis. For patients with COPD, ACP can 
provide a heightened sense of control, and 
reduce anxiety and depression.42,43

Providing multiple and early opportunities 
to discuss long-term care wishes and priorities 
with patients is recommended.41 These con-
versations are likely to evolve, as the patient’s 
perspectives may change over time, emphasis-
ing the importance of ongoing conversations 
and willingness for continued discussion of 
healthcare preferences, even after an advance 
directive is in place.41 Advance Care Planning 
Australia provides information on ACP, and 
includes language to help raise the conversation 
(Box 3) and videos for health professionals.41

Efficient conversations for  
long-term care
Patient-driven and patient-led consultations 
are sometimes erroneously considered too 
time consuming within the constraints of 
busy clinical practice.44 Instead, evidence 
indicates that interactions commenced with 
a simple question as to the patient’s priorities 
result in more time-efficient consultations 
and care that is more strongly aligned with 
patient’s current and ongoing needs.45 This 
becomes increasingly important when 
addressing care within the final years of life. 
Creating opportunities for patients to voice 
their priorities for care and ensuring the 
opportunity is taken to start a longer discus-
sion over several consultations that plans care 
for now and the future, rather than attempting 
to address all issues raised, is essential.44,45 

When to start a palliative 
approach in COPD
The recent European Respiratory Society 
Clinical Practice Guideline: Palliative care 
for people with COPD or ILD recommends 
that a palliative care approach should be con-
sidered ‘when people with COPD or ILD and 
their informal care givers have physical, psy-
chological, social or spiritual/existential 

unmet needs’. And that ‘needs should be 
assessed using report from the person with 
illness, or their informal care giver report, but 
surrogate markers of disease severity and/or 
health service utilisation may help identify 
those likely to have unmet needs.’ 46

Healthcare professionals often hesitate to 
consider a palliative approach ‘due to the 
 uncertain disease trajectory, lack of a clear 
transition to “end of life”, normalisation of 
living with COPD, and lack of professional 
awareness of the potential role of palliative 
care’. However, early engagement with pal-
liative care is recommended and has been 
shown to improve survival and quality of 
death in  patients with COPD.46,47

Involvement of specialist palliative care 
teams may be of benefit for patients experi-
encing unresolved symptoms and challenging 
situations.6 Reasons for referral may include: 
management of persisting refractory symp-
toms; psychosocial, spiritual or existential care; 
co-ordination of care; active management of 
the terminal phase (at home or in a hospice); 
and emotional care and bereavement support 
of relatives and carers.47 Patient and caregiver 
reluctance and misunderstanding of palliative 
care (as specific to cancer and the final days of 
life), compounds referral challenges; however, 
once referred, acceptability is high.46

Conclusion
Management of respiratory symptoms is best 
optimised through holistic approaches that 
address individual symptoms in addition to 
the underlying disease. Symptom burden 
commonly escalates in the last years of life as 
the disease progresses. Identifying patients 
within this category is crucial for well- managed 
and planned care. Key prognostic indicators 
for chronic disease include the question ‘would 
I be surprised if this patient did not survive 
the next 12 months?’. Similarly, discussing 
patients’ priorities for care and early engage-
ment with ACP can better facilitate care that 
addresses their ongoing needs. RMT
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3. Language to help raise 
advance care planning41 

Healthcare professionals, particularly doctors, 
may find some of the language prompts 
below helpful when having a conversation 
with patients about advance care planning.

Introducing the topic: ‘I try to talk to all my 
patients about what they would want if they 
became more unwell. Have you ever thought 
about this?’

Speaking for the person: ‘Who would you 
like me to talk to if you were unable to talk to 
me about important medical treatment 
decisions?’

Goals and values: ‘What does it mean to you 
to ‘live well’? What are your goals at this time?’

Care and treatment: ‘What do you 
understand about where things stand right 
now with your illness?’

Concluding the conversation: ‘Thank you for 
clarifying your goals, values and acceptable 
outcomes. Does your family (or carer or 
friends) know what you would want?’
Reproduced with permission from: Advance Care 
Planning Australia (2024). Understanding advance care 
planning: starting the conversation.41
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THINK 
TRIP E* 
THINK 
TRIMBOW1 
Trimbow 100/6/10 & 200/6/10 are indicated for maintenance treatment; in adults with asthma not 
adequately controlled with a maintenance combination of medium dose or high dose ICS/LABA 
respectively, and who experienced ≥1 exacerbation(s) in the previous year. Trimbow 100/6/10 is indicated 
in adults with moderate to severe COPD who are not adequately treated by ICS/LABA or LABA/LAMA.1

beclometasone/formoterol/glycopyrronium

PBS Information: Trimbow Authority required 
(STREAMLINED). Severe Asthma. Chronic 
Obstructive Pulmonary Disease (100/6/10 mcg 
presentation only). Criteria Apply.  
Refer to PBS for full information.

COPD: chronic obstructive pulmonary disease; ICS: inhaled corticosteroid; LABA: long-acting beta2 agonist; LAMA: long-acting 
muscarinic antagonist; PBS: Pharmaceutical Benefits Scheme. References: 1. Approved Trimbow Product Information. 2. Pharmaceutical 
Benefits Scheme. www.pbs.gov.au. Chiesi Australia Pty Ltd, Hawthorn East, VIC. 3123, Australia. Email: medinfo.au@chiesi.com; 
Website: www.chiesi.com.au. Copyright ©Chiesi 2025. All rights reserved. February 2025. AU-RES-2500017 CHIE00211B.

New PBS listing for severe asthma - 
Trimbow 100/6/10 (medium ICS strength)2

PBS listed for severe asthma - Trimbow 200/6/10 (high ICS strength)2

PBS listed for COPD - Trimbow 100/6/10 (medium ICS strength)2

NEW 
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LISTING 
FOR SEVERE 

ASTHMA 
(100/6/10)2

*Trimbow is the only triple therapy PBS listed for severe asthma in two strengths 
and COPD (100/6/10)2
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