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Asthma



Asthma

VARIABLE symptoms 
over time and space

REVERSIBLE airways 
obstruction



What is good asthma control?

Different patients will have different perspectives as asthma is a 
HETEROGENEOUS disease





GINA 2023 - What’s new?

● Adults, adolescents and children aged between 6 and 11 years with 
asthma should receive inhaled corticosteroid (ICS)-containing 
medication, and should NOT be treated with SABA alone.

● The 2023 GINA strategy divides treatment for adults and 
adolescents into two ‘Tracks’ for simplicity 
a. Track 1: the reliever is as-needed combination low-dose ICS-

formoterol; this is the preferred treatment option 
b. Track 2: SABA as the reliever along with a separate preventer 

inhaler, and is an alternative treatment approach.







Biologic therapy in Asthma
Biologic 

(Target)

Omalizumab 

(IgE)

Mepolizumab 

(IL5)

Reslizumab 

(IL5)

Benralizumab 

(IL-5Rα)

Dupilumab 

(IL-4Rα)

Tezepelumab 

(TLSP)

Administration s/c

2-4 weekly

s/c

4 weekly

IV 4 weekly s/c 4 weekly, 

then 8 weekly

s/c 2 weekly s/c 4 weekly

GINA eligibility 

criteria

Severe 
exacerbations 
within last year, 
sensitization to 
inhaled allergens, 
total serum IgE 
and weight within 
local dosing 
range

Severe 
exacerbations 
within last year, 
blood eosinophil 
≥150 cells/μL or 
≥300 cells/μL 
(locally specified)

Severe 
exacerbations 
within last year, 
blood eosinophil 
≥150 cells/μL or 
≥300 cells/μL 
(locally specified

Severe 
exacerbations 
within last year, 
blood eosinophil 
≥150 cells/μL or 
≥300 cells/μL 
(locally specified)

Severe 
exacerbations 
within last year, 
blood 
eosinophil ≥150 
cells/μL and 
≤1500 cells/μL, 
or FeNO 
≥25 ppb, or 
maintenance 
OCS

Severe 
exacerbations within 
last year

Age 6 and over 12 and over 18 and over 18 and over 12 and over 12 and over

Additional 

benefits

Nasal polyposis, 
chronic idiopathic 
urticaria

Nasal polyposis, 
EGPA, 
hypereosinophilic 
syndrome

EGPA, 
hypereosinophilic 
syndrome

Moderate–severe 
atopic dermatitis, 
CRS and nasal 
polyposis

With or without 
elevated T2 
markers



COPD



COPD - Common, Preventable, Treatable

● Over 3 million COPD deaths in 2022
● “heterogeneous lung condition characterized by chronic respiratory 

symptoms (dyspnea, cough, expectoration and/or exacerbations) due to 
abnormalities of the airways (bronchitis, bronchiolitis) and/or alveoli 
(emphysema) that cause persistent, often progressive, airflow obstruction.”

● Important to have accurate early diagnosis to impact positively on 
individual’s health
○ BUT extensive underdiagnosis and misdiagnosis
○ Precursor conditions: pre-COPD and PRISM (Preserved Ratio 

Impaired Spirometry) open windows for earlier interventions 



NOT just about cigarettes

Non smoking risk factors account for over 50% of the global burden of 
COPD .

Wood, animal dung, crop residues, and coal (i.e. biomass), typically 
burned in poorly functioning stoves, may lead to very high levels of 
household air pollution , which is associated with increased COPD risk

Occupational exposures, including organic and inorganic dusts, 
chemical agents, and fumes, are an under-appreciated environmental 
risk factor for COPD



COPD - Diagnosis

CONSIDER the diagnosis in ANY patient with dyspnoea, chronic cough or sputum 
production,  recurrent wheeze, recurrent chest infections, and exposure to risk 
factors

Spirometry is MANDATORY showing post bronchodilator OBSTRUCTION with 
FEV1/FVC ratio below 0.7







When to 
add ICS?





Add on therapies - recurrent exacerbations



Comorbidities in COPD

● Lung cancer

○ Lung cancer occurs frequently in patients with COPD [165]. Like the general population, 

annual low-dose CT scan is recommended for lung cancer screening in COPD due to 

smoking 

● Cardiovascular diseases

○ Common in COPD, their prevalence ranging from 20 to 70%

● Bronchiectasis

○ Bronchiectasis affects approximately 30% of patients with COPD

● Sleep apnea

○ Sleep apnea occurs in approximately 14% of COPD patients

● Osteoporosis

○ Osteoporosis in COPD is often under-diagnosed and associated with poor health status 

and prognosis. Recurrent use of systemic corticosteroids increases the risk of 

osteoporosis and should be avoided if possible.

https://erj.ersjournals.com/content/61/4/2300239#ref-165


Comorbidities in COPD

● Diabetes and metabolic syndrome

○ Studies show that diabetes is more frequent in COPD and the latter is likely to affect 

prognosis. The prevalence of metabolic syndrome has been estimated to be more than 

30% 

● Gastroesophageal reflux

○ Gastroesophageal reflux (GERD) is an independent risk factor for exacerbations and is 

associated with worse health status 

● Secondary polycythemia

○ Secondary polycythemia may be associated with pulmonary hypertension, venous 

thromboembolism and mortality.

● Mental health

○ Anxiety and depression are important and under-diagnosed comorbidities in COPD







Surgical and bronchoscopic management

Bullectomy

LVRS (Lung volume reduction surgery)

Endobronchial valves

Endobronchial coils

Vapor ablation

Lung transplantation



GOLD surgical recommendations



ILD



Interstitial Lung diseases

● Umbrella term to describe a wide 
range of condition that result in 
lung inflammation and/or scarring

○ Classified into different 
groups according to 
underlying 
cause/radiology/associations

○ Over 300 distinct aetiologies



ILD 

● Associated with significant morbidity and mortality

● Heterogeneous and variable progression

● Can progress despite treatment to respiratory failure and death



ILD 
Classifications



ILD Classification



● Ideal management via MDT 
approach - respiratory 
physician, radiologist, 
pathologist and others 
especially  rheumatologist 
and cardiologist 



Drugs and Exposures

Drugs

Nitrofurantoin
Amiodarone
Methotrexate

Chemo e.g. Bleomycin

Organic

Birds
Hay

Mold
Mycobacteria

Inorganic

Asbestos
Silica

Beryllium
Coal dust



History and examination

● History: Timeline of events, Main symptoms (commonly 
breathlessness on exertion insidious onset and dry cough) Risk 
factors: smoking, occupation, hobbies, pets. Associated 
symptoms: e.g. joint pains, rashes, dry eyes, dry mouth, 
Raynaud’s phenomenon
○ Classify breathlessness with scale e.g. MRC Dyspnoea 

scale
● Examination: FIne inspiratory crackles, finger clubbing, 

hypoxaemia (remember to check after mobilising), synovitis, 
skin changes (e.g. erythema nodosum), joint changes. 



Investigations in ILD- the bottom line

Imaging: High resolution CT thorax - key to identify pattern of lung disease

Lung function testing: Spirometry, Lung volumes, Gas transfer 

Blood tests including autoimmune screen + optional others: serum ACE, 
Avian/Aspergillus precipitins, CK

Bronchoscopy - may be useful for differential cell counts esp in NSIP to 
determine if steroids/immunosuppression appropriate 

Lung biopsy - to be judiciously used. AVOID in those with 
history/exam/radiology suggestive of IPF

Echocardiogram: Assessment of right heart strain/pulmonary hypertension



IPF (Idiopathic Pulmonary Fibrosis)

1. The ATS/ERS classification defines IPF as “a specific form of chronic fibrosing 
interstitial pneumonia of unknown aetiology, limited to the lung and associated with 
the histological entity of usual interstitial pneumonia”

a. Pathogenesis factors: Cellular senescence and micro injuries due to 
environmental exposure (to metal, wood dust, stone, sand and silica, 
working in agriculture and farming), lifestyle (current or a history of 
smoking), microbial agent infections and a predisposed genetic
background 

1. Predominantly affects older males (85% diagnoses made in patients >70)

2. Rare disease - Incidence of 12 per 100000 in UK in 2012, No local stats available

3. Typical presentation: Slowly worsening SoB and cough - potentially uncovered 
following an infection

4. Poor prognosis: 50% of patients with IPF die within 3 years of diagnosis; 20% live >5 
years post diagnosis

5. No cure and limited treatment available in context of irreversible loss of lung 
function



Imaging



Radiological features of IPF

A definite UIP pattern on HRCT is present if the following four 
radiological criteria are met: 

1) subpleural basal predominance

2) reticular abnormality

3) honeycombing with or without traction bronchiectasis (also known 
as secondary bronchial dilatation)

4) absence of features listed as inconsistent with UIP pattern.



Differentials of UIP radiology

1.Asbestosis - Radiologically the same - i.e. UIP pattern of fibrosis. 
Diagnosis mainly based on detailed occupational history

1.Connective tissue disease related ILD (predominantly rheumatoid 
arthritis) - May precede joint symptoms



Evolvement in management of IPF

1.Historically, management of IPF primarily involved immunosuppression using 
a combination therapy with prednisolone, azathioprine and N-acetylcysteine

a. Landmark PANTHER study in 2012 highlighted that this regimen was 
associated with poor outcomes in comparison with placebo

1.Focus now on coining diagnosis early and starting antifibrotic therapy early 
alongside pulmonary rehabilitation, oxygen therapy if needed and palliation of 
symptoms

1.Lung transplantation an option in few patients



Antifibrotic therapy for mild to moderate IPF -
NICE Guidelines
Pirfenidone and Nintedanib are recommended as an option for treating 
idiopathic pulmonary fibrosis in adults only if:

a.the person has a forced vital capacity (FVC) between 50% and 80% 
predicted

a.treatment is stopped if there is evidence of disease progression (an 
absolute decline of 10% or more in predicted FVC within any 12 month 
period).



Antifibrotics - underlying evidence

●The clinical efficacy of pirfenidone 
(ESBRIET) is supported by a Cochrane 
meta-analysis of three phase III 
studies (i.e. the Japanese SP3 trial and 
the two phase III CAPACITY studies), 
which demonstrated that treatment 
with pirfenidone reduced the risk of 
disease progression or death by 30%
(HR 0.70, 95% CI 0.56–0.88; p = 0.002) 

●Pooled analysis of data from 
three 52-week trials with OFEV® 
(nintedanib), INPULSIS®-1, 
INPULSIS®-2 and TOMORROW, 
including 1231 patients with IPF 
showed 50% relative reduction 
in annual rate of decline of FVC

*strict inclusion criteria of only mild to moderate disease severity and excluding multiple 
comorbidities



Side effect profile

●Nintedanib
○ GI disturbances - diarrhoea often 

problematic (62% experienced it during 
study) - patients usually prescribed 
loperamide

○ Derangement of LFTs

●Pirfenidone
○ GI disurbances - diarrhoea not so 

prominent, loss of appetite can be a 
major issue

○ Photosensitivity - patients usually 
prescribed sun factor

○ Derangement of LFTs

○Upper resp tract infections



Real-world retrospective observational study exploring the 
effectiveness and safety of antifibrotics in idiopathic 
pulmonary fibrosis - 2021

1. Antifibrotics are having promising 
effects on progression-free survival, 
lung function and mortality.

2. Nintedanib appears better tolerated 
than pirfenidone in the early stages 
of antifibrotic therapy.

3. The lower rates of treatment 
discontinuation for patients treated 
with nintedanib may have positive 
outcomes on mortality. 





Spot diagnosis?



SSc ILD (Systemic Sclerosis ILD)

● One of the main causes of death in SSc (Pulmonary 
hypertension is the other)
○ Affects mainly those with diffuse disease (85-90% pick up 

on CT)
○ Anti Scl 70 positivity = higher risk of ILD
○ Important to screen clinically and do lung function tests for 

early detection as ILD is asymptomatic for a long time
○ Subtype:  NSIP (around 75%)



Interstitial lung disease and autoimmunity

Recognised pathologies: 

● Rheumatoid arthritis 
● Scleroderma or systemic sclerosis
● Sjogren’s syndrome
● Systemic lupus erythematosus
● Polymyositis and Dermatomyositis
● Mixed connective tissue disease
● Undifferentiated connective tissue disease

, 



RA-ILD

60 % of pts. but clinically symptomatic in 5-10% of the pts 

Main preventable risk factor is smoking( >25 pack years 3.1 fold increase) 

Male gender 2-3 times more likely 

Genetics MHC region , MUC5b gene & RA-ILD 

Severe arthritic features 

Higher titres of Anti CCP antibodies and Rheumatoid factor

Lung manifestation can precede joint issues







Management in ILD 

● Antifibrotics and/or Anti-inflammatory modalities
● Smoking cessation
● Pulmonary rehabilitation
● Vaccination - Flu/Pneumococcal
● Inhaled therapy in those with concomitant COPD/Asthma
● Oxygen therapy (ideally guided by blood gases)
● Palliative care
● PDE5 inhibitor in secondary pulmonary hypertension associated 

with IPF
● Lung transplantation is NOT a realistic option for our patients 

currently
● Monitor disease progression and adjust therapies



Summary

Respiratory pathologies exhibit similar symptoms - important to ascertain exact 
pathology to initiate appropriate treatment

Eosinophil key marker of inflammation in asthma and COPD - remember to check!

Immunotherapies hopefully available locally for severely ill patients

Imaging, bloods and lung function testing paramount in ILD. Antifibrotic therapies 
more readily available. 



Thank you, any questions?


