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A new focus for COPD patients

INSIDE

In 2018, Chronic Obstructive Pulmonary Disease (COPD) was
the fifth leading cause of death in Australia.1

Emphasise to patients that pulmonary
rehabilitation is highly effective

Exacerbations contribute substantially to the progressive
decline of COPD patients; every new exacerbation worsens
lung function and quality of life, and increases the risk of a
subsequent exacerbation, and premature death (see Figure 1).2, 3
• New exacerbation

• Hospitalisation and accelerated decline in lung functio
n
• Comorbidities often aggravated

• High levels of psychological distress, including
anxiety and depression
• Reduced sleep, physical activity, muscle strength
and functional capacity
• Reduced quality of life

• Worsening symptoms including increased dyspn
oea and fatigue
• Increased risk of subsequent exacerbation

• Increased risk of premature death
Figure 1 COPD exacerbations contribute to a progressive decline in function3

The 2020 Lung Foundation Australia, Australian and New Zealand COPD-X
Guidelines emphasise a range of interventions to reduce symptoms, prevent
exacerbations and improve quality of life including smoking cessation,
pulmonary rehabilitation, daily physical activity, influenza and pneumococcal
immunisation and patient education for self-management.4
The guidelines recommend medicines be used in a step-wise approach in conjunction
with these interventions rather than predominantly relying on medicines alone.4

Veterans’ Medicines Advice and Therapeutics Education Services

Individualise choice of medicines
using a step-wise approach
An update on corticosterid use
in COPD
Talk with your patients about
maximising other key interventions

Key points
Refer all symptomatic patients
with COPD to a pulmonary
rehabilitation program, or
an exercise physiologist or a
physiotherapist to improve
physical and emotional
wellbeing.
Review stable patients
on long-term inhaled
corticosteroids and re-assess
the need for their ongoing use.
Discuss and check inhaler
technique and adherence
at each visit, especially if
your patient is older, frail
or cognitively impaired.
Consider a medicines review
if you have any concerns
about their medicines use.
Initiate a COPD Action Plan
with your patient to aid
recognition of and response
to worsening symptoms,
and review after each
exacerbation.
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There is no cure for COPD, so prevention is best
To reduce the risk of developing and progressing COPD, encourage patients to:
quit smoking if they smoke; it is the most important cause of COPD4, 5
avoid exposure to dusts, chemical agents, fumes, and indoor and outdoor air pollutants5
have the COVID-19 vaccination when it is made available: COPD patients are at an increased risk of poor outcomes
if they become infected with COVID-19.6
have poor nutrition, comorbidities and respiratory infections treated promptly.5

Emphasise to patients that pulmonary rehabilitation is highly effective in:
54m
Reducing hospitalisation
For every four people attending a pulmonary
rehabilitation program, one person will avoid
hospitalisation.7

Reducing dyspnoea and fatigue8-10

More than 300 pulmonary rehabilitation
programs and 70 Lungs in Action
Programs are registered with Lung
Foundation Australia.11
Offer to refer all symptomatic
patients with COPD to a pulmonary
rehabilitation program.9, 12

To find a program near your patient,
contact Lung Foundation Australia on
1800 654 301 or go to:
https://pulmonaryrehab.com.au/
national-program-map/
If there is no pulmonary rehabilitation
program near your patient, find an

Improving functional capacity
For every two people who participate in exercise
training, one person will walk at least 54 metres
further in the six-minute walk test.8

Improving quality of life and
psychological wellbeing8-10
exercise physiologist (Exercise & Sports
Science Australia) at: www.essa.org.
au/find or a physiotherapist (Australian
Physiotherapy Association) at:
https://choose.physio/find-a-physio
See insert ‘Providing pulmonary
rehabilitation for veterans: useful
resources for physiotherapists and
exercise physiologists’ if you are
interested in setting up your own
program to treat veterans and
their families.
An appropriate follow-on program such
as the Lungs in Action Program helps
patients to maintain benefits gained
through pulmonary rehabilitation and to
find like people for emotional support

Allowing patients a sense of control
over their condition8-10
and social interaction.13 To find a
class near your patient, go to:
https://lungfoundation.com.au/
patients-carers/support-services/
lung-disease-and-exercise/exerciseclasses/
Due to COVID-19, some programs
may not be conducting face-toface sessions; contact the facility
directly to see if they deliver
telerehabilitation or have resumed
as COVID-19 restrictions change.
Promote ongoing physical activity that
includes 30 minutes a day for at least
five days a week to maintain fitness.14

Individualise choice of medicines using a step-wise approach
Resources for medicines use in COPD
• ‘Stepwise Management of Stable COPD’ table: https://lungfoundation.com.au/resources/?search=Stepwise&condition=9
• Lung Foundation Australia’s 2020 ‘COPD-X Concise Guide for Primary Care’: https://lungfoundation.com.au/resources/
?search=concise&condition=9
• The COPD prescribing tool for initiating medicines: https://bpac.org.nz/copd-tool/
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Individualise choice of medicines using a step-wise approach cont.
Inhaled bronchodilators play an important
role in improving the patient’s ability to
build their exercise capacity and fitness,
by improving lung function and reducing
breathlessness and exacerbations.14, 15
Assess severity of symptoms,
exacerbation risk and comorbidities
to guide medicines use, and adjust
depending on benefits, adverse effects
and the patient’s ability to manage their
inhaler device.14
• Use the COPD Assessment
Test (CAT) to assess severity of
symptoms and impact of COPD on
daily life,14, 16 at: www.catestonline.
org/hcp-homepage.html
• Consider spirometry to assess
severity of airflow obstruction and
help guide therapeutic decisions.5, 14
For further information about using
spirometry in primary care in COPD
patients (NPS MedicineWise), go to:

www.nps.org.au/news/thevalue-of-spirometry-in-clinicalpractice#spirometry-%E2%80%93the-right-tool-for-the-job
or ‘Overview of pulmonary function
testing’ (Therapeutic Guidelines) at:
www.tg.org.au
If the response to an inhaled medicine
is insufficient, check your patient’s
inhaler technique and adherence before
changing medicines.5, 14, 17 If there is no
improvement following an adequate
trial of the medicine, consider other
causes of breathlessness or refer to a
specialist for advice.17
To reduce confusion, avoid using
different inhaler types where possible.5, 18
• If combination therapy is indicated, a
fixed-dose combination inhaler may
improve adherence and be more
manageable than separate singledrug inhalers.17

• Instruct your patient to stop all
previous inhalers containing medicines
from the same class when starting a
fixed-dose combination inhaler.18

Resources to check inhaler
technique
• NPS MedicineWise inhaler
technique checklist:
www.nps.org.au/assets/NPSMedicineWise-Inhaler-Techniquev2-jg-120320-ACC.pdf
• Lung Foundation Australia’s inhaler
device technique videos and
factsheets: https://lungfoundation.
com.au/resources/?user_category
=32&search=inhaler%20device
or can be downloaded using
ZAPPAR from Google Play or iTunes
app store (instructions on the back
of the COPD action plan template).

An update on corticosteroid use in COPD
Review stable patients using inhaled
corticosteroids long-term

Review stable patients using long-term ICS,
and consider withdrawing gradually when:

generally no need to taper the dose after
five days of treatment.14

In general, the addition of an inhaled
corticosteroid (ICS) can be considered
in frequent exacerbators (at least one
exacerbation requiring hospitalisation or
two or more moderate exacerbations in
the last year), if a long-acting muscarinic
antagonist (LAMA) and long-acting
beta2 agonist (LABA) combination
inhaler has not been sufficient to control
symptoms or exacerbations.14, 17, 18

• the adverse effects outweigh the
benefits, (there is no improvement in
symptom control, functional capacity or
quality of life)4

Chronic use of inhaled or oral
corticosteroids can lead to adrenal
insufficiency

• pneumonia develops4

• Patients taking prednisolone 5 mg
per day or equivalent for four weeks
or longer, patients taking inhaled
beclomethasone greater than 1000
mcg per day, or inhaled fluticasone
greater than 500 mcg per day are at
risk of steroid dependence and adrenal
insufficiency.26

The incidence of adverse effects
associated with inhaled corticosteroids is
related to dose and duration of treatment
and include:
• hoarseness and oropharyngeal
candidiasis19, 20
• diabetes, osteoporosis and fracture,21
thinning and bruising of the skin
and cataracts20
• pneumonia.5, 18-20
When making clinical management
decisions, consider the individual needs
of your patient and all corticosteroids
prescribed to balance potential benefits and
risks, and quality of life, especially in older
patients with frailty and comorbidities.4, 5, 19
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• there is no evidence of asthma and no
history of frequent exacerbations in the
last year.4, 22
After withdrawing ICS, optimise
bronchodilation with a LABA or LAMA or a
LABA and LAMA combination and monitor
symptoms and exacerbation risk fortnightly
initially, or as clinically needed, then three
monthly for six months.4, 23, 24

Limit oral corticosteroids to a
maximum of two weeks
Oral corticosteroids reduce the severity of
exacerbations, lower the rate of relapse
and shorten recovery time.25 There is an
increase in adverse drug effects with their
use.25 Hence, use for longer than two
weeks is not recommended.4, 5
Consider oral prednisolone 30 mg to 50 mg
or equivalent for five days (given in the
morning) for the treatment of an acute
exacerbation, and then cease.14 There is

• Consider the need for withdrawing
corticosteroids gradually as abrupt
cessation can result in adrenal crisis;
a medical emergency which if left
untreated, can be fatal.18, 26
• The adrenal response can remain
depressed for a year or more after
long-term corticosteroid use is ceased;
corticosteroids may be needed in
times of physiological stress such as
intercurrent illness, infection, trauma
or surgery, due to an inadequate
adrenal response.18 Consider specialist
review for advice as needed.18
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Talk with your patients about maximising other key interventions
Where to find key information when treating Veteran Card holders
To find all the information you need when treating Veteran Card holders, including health programs, such as the
Coordinated Veterans’ Care (CVC) Program and a range of other services, go to the Australian Government Department
of Veterans’ Affairs (DVA’s) website at: www.dva.gov.au/providers/general-practitioner-information
Smoking cessation
Smoking cessation is the most
important intervention to prevent
worsening of COPD; smokers
are 13 times more likely to die
prematurely than nonsmokers.27
Assess smoking dependence
and motivation to quit, and offer
counselling and pharmacotherapy
to assist quitting.14
DVA funds smoking cessation
medicines for eligible Card
holders where clinically needed.
For further information go to:
www.dva.gov.au/providers/
general-practitionerinformation

Medicines review
The proliferation of new inhaler
devices requiring different
techniques has contributed to
poor adherence and ineffective
inhaler technique.31, 32
Refer your patient for a Home
Medicines Review (HMR) if
you have any concerns about
their medicines use.14 Ask the
pharmacist to check that the
patient is using their inhaler device
correctly considering cognition,
vision, manual dexterity and press
and breathe co-ordination between
actuation and inhalation.14
For residents in aged care,
refer them for a Residential
Medication Management Review
(RMMR) and ask the pharmacist
specifically to check the resident’s
inhaler device technique.
Ask the pharmacist to document
use of all forms of corticosteroids
in the report.
For further information about
referring for an HMR or an
RMMR, go to: www9.health.gov.
au/mbs/fullDisplay.cfm?type=no
te&q=AN.0.52&qt=noteID

Influenza, pneumococcal and
COVID-19 vaccinations
Vaccination against influenza and
pneumococcal disease reduces the
likelihood of exacerbations and morbidity
in COPD patients. Recommend a
COVID-19 vaccine, when available.28-30
Refer to the Australian Immunisation
Handbook for the latest information
on pneumococcal vaccination at:
https://immunisationhandbook.health.
gov.au/vaccine-preventable-diseases/
pneumococcal-disease
Learn more about COVID-19 vaccines
(Therapeutic Goods Administration) at:
www.tga.gov.au/covid-19-vaccinenews-and-updates

Individualised written action plan
Early treatment of an exacerbation
reduces its severity and shortens its
duration.14 Providing an individualised
written action plan with a short
educational component to patients
to aid recognition of and response to
an exacerbation, reduces the number
of emergency department visits and
hospital stays.33
It is especially important to individualise
the action plan in COPD patients as
there can be conflict between treatment
for COPD and other comorbidities. For
example, if breathlessness is due to
heart failure and oral corticosteroids are
initiated without consultation with the
GP, the heart failure may worsen.18
With your patient and their family or
carer, set out an action plan and update it
yearly or after an exacerbation. To access
a template, go to Lung Foundation
Australia at: https://lungfoundation.
com.au/resources/?search=action%20
plan&condition=9
Advise patients and their carers that
Lung Foundation Australia’s free
Respiratory Care Nurse telephone
service is available for support and
guidance on all aspects of care by
phone on 1800 654 301.

Coordinated care plan
Disability and morbidity intensifies
with increasing functional decline.14 To
anticipate your patient’s needs and to
coordinate care, consider a coordinated
care plan.14
With your patient and their family or carer,
consider if they would benefit from:
• DVA’s Coordinated Veterans’ Care
(CVC) program. DVA Gold Card
holders with COPD may be eligible
for the CVC program if they are living
at home and are at risk of unplanned
hospital admissions. For details about
the program and eligibility, go to:
www.dva.gov.au/providers/healthprograms-and-services-our-clients/
coordinated-veterans-care-cvcprogram
• If patients do not meet eligibility
criteria for a CVC program, consider
a General Practitioner Management
Plan under MBS items 721, 729
(a multidisciplinary care plan), 731
(a multidisciplinary care plan for a
resident in an aged care facility), and
review every three months under item
number 732.14
For further information go to:
www9.health.gov.au/mbs/
fullDisplay.cfm?type=item&q=721

Physical activity
Refer patients for a repeat pulmonary
rehabilitation program if needed. Encourage
patients to continue physical activity that
includes 30 minutes a day for at least five
days a week to maintain fitness.14

Nutritional support
People with COPD who are underweight
or have nutritional deficiencies are at
high risk of hospitalisation and all-cause
mortality.34, 35
Offer to refer your patient to a dietitian
if needed.14 To find a dietitian
(healthdirect) in your area, go to:
www.healthdirect.gov.au/

Full reference list available at: www.veteransmates.net.au
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Providing pulmonary rehabilitation for veterans: useful
resources for physiotherapists and exercise physiologists
Pulmonary rehabilitation is highly beneficial and strongly recommended for people with
Chronic Obstructive Pulmonary Disease (COPD).1, 2 The core components of a program include
individualised patient assessment, exercise training, education, evaluation and maintenance.
The structure and delivery can vary, depending on resources available, especially in rural
and remote areas. Even a pulmonary rehabilitation program with limited resources has been
shown to be effective.1
If you are interested in setting up your own program to treat veterans and their families using
local resources available, the following information may be of help to you.

Providing services to Veteran Card holders
Information for allied health care providers
The allied health treatment cycle, which aims to improve the quality of care for Veteran Card holders, is a way for general
practitioners to refer eligible DVA clients to allied health providers. One treatment cycle lasts for 12 sessions or one year,
whichever comes first, and a Veteran Card holder can have as many cycles as their GP decides is clinically needed.
To find all the information you need about the Australian Government Department of Veterans’ Affairs (DVA) treatment
cycle for allied health providers, go to: www.dva.gov.au/providers/notes-fee-schedules-and-guidelines/allied-healthtreatment-cycle-and-referrals/treatment-0
To access COVID-19 information for healthcare providers, go to the DVA website at: www.dva.gov.au/providers/
provider-news/covid-19-information-healthcare-providers

Understanding the experiences of
veterans and their families
Veterans and their families face unique
experiences and significant challenges
during a military career, making them
different from other patients. Seeking
to understand their experiences and
developing an alliance with them can
help to engage them and enhance the
effectiveness of treatments provided.3
Learn more about veterans and their
families at Open Arms Veterans &
Families Counselling:
www.openarms.gov.au/healthprofessionals/about-veterans-andtheir-families
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Resources for providing pulmonary rehabilitation
The Pulmonary Rehabilitation Toolkit
The Pulmonary Rehabilitation Toolkit, an initiative of Lung Foundation Australia and the Australian
Physiotherapy Association, can guide you through the process of setting up a program for treating
Veteran Card holders. Components of the toolkit include ‘Getting started, Patient assessment,
Exercise training, Patient education and Patient re-assessment’, and is available at:
https://pulmonaryrehab.com.au/
Resources for getting started are available online and include a program brochure, referral form,
invitation and assessment letters and a patient satisfaction survey, available at:
www.pulmonaryrehab.com.au/introduction/resources

Pulmonary rehabilitation online training
Access Lung Foundation Australia Pulmonary Rehabilitation Online Training to increase your
knowledge, skills and confidence in delivering a program. Details available at:
https://lungfoundation.com.au/events/pulmonary-rehabilitation-online-training/

C.O.P. E. COPD Online Patient Education
Developed by Lung Foundation Australia, C.O.P. E is a COPD Online Patient Education tool for
patients and families, available at: https://cope.lungfoundation.com.au/

Update: home-based and telehealth pulmonary rehabilitation works
Home-based and telehealth rehabilitation has been shown to be safe and effective.4 The guide, ‘Delivering pulmonary
rehabilitation via telehealth during COVID-19’ can assist you in providing patient care during restrictions associated
with COVID-19. It provides options for home-based delivery of pulmonary rehabilitation by telehealth (telephone or
video conferencing).
Access the guide at: https://pulmonaryrehab.com.au/wp-content/uploads/2020/06/ACI-Guide-for-Virtual-Models-ofPulmonary-Rehabilitation_final.pdf
For further resources to support you and your patients when face-to-face group-based pulmonary rehabilitation sessions
may not be possible, go to Lung Foundation Australia: https://pulmonaryrehab.com.au/covid-19-useful-links/
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