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Welcome

On behalf of the Scientific Committee, we are 
delighted to welcome you to the inaugural 
Australian COPD Symposium, taking place in 
Melbourne on 12–13 June 2026.
This meeting brings together clinicians, researchers, allied 
health professionals, consumers, and policy leaders united 
by a shared goal: improving outcomes for Australians living 
with COPD. With the recent introduction of the National 
COPD Clinical Care Standard, there has never been a more 
important time to collaborate, challenge current practice, and 
drive meaningful change.

The program has been designed to reflect the full continuum 
of COPD care, combining cutting-edge clinical insights, 
translational and implementation science, and lived 
experience perspectives. We are also proud to showcase 
emerging leaders in the field through presentations from 
early career researchers.

More than a scientific meeting, this Symposium is a national 
platform to elevate COPD on the health agenda, foster 
multidisciplinary collaboration, and inspire action for the 
future of COPD care in Australia.

We look forward to welcoming you to Melbourne.

A/Prof Eli Dabscheck  
(Co-Chair)                     

A/Prof Rebecca Disler  
(Co-Chair)
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Our Commitment to equity, 
diversity and inclusion

Recognising Gender Diversity 
and Equity

Lung Foundation Australia recognises the 
important ongoing commitment towards 
achieving gender equity. The Australian 
COPD Symposium 2026 has strived to 
promote the importance of gender diversity 
and advance gender equity within our 
program. We have used the appropriate 
levers at our disposal and created new 
opportunities/initiatives to promote visibility 
and drive change including equal gender 
representation in committees, leadership 
roles, panels and presentations.

Supporting People of Culturally and 
Linguistically Diverse Backgrounds, 
Disability and Neurodiversity

Lung Foundation Australia recognises all 
people with culturally and linguistically 
diverse backgrounds, different abilities, 
neurodiversity, mental ill health and 
substance use or addiction, and their 
families, carers and supporters. This 
recognition extends to all people impacted 
by COPD, including people who live with 
COPD and their loved ones, as well as 
healthcare professionals and researchers. We 
are committed to supporting these 
individuals by ensuring all Lung Foundation 
Australia’s resources and programs are 
developed with equity, accessibility and 
inclusivity in mind.

Lung Foundation Australia recognises 
the unique backgrounds and diverse 
intersectional experiences of individuals. We 
are committed to supporting all Australians 
impacted by COPD through active allyship.

Supporting Aboriginal and Torres 
Strait Islander People

Lung Foundation Australia acknowledges 
Aboriginal and Torres Strait Islander peoples 
and their deep connection to Country. We 
respectfully acknowledge the traditional 
Country of the Kaurna people, on whose 
lands we have convened for the COPD 
Symposium 2026.

We acknowledge the traditional owners 
of the land on which we meet and pay our 
respect to their Elders past and present. We 
do so in the spirit of reconciliation, 
recognising that Aboriginal and Torres Strait 
Islander peoples across Australia are 
significantly overrepresented in lung disease 
and lung cancer. We are committed to 
partnering with communities to address 
this and Close the Gap.
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Our Commitment to the environment

Lung Foundation Australia acknowledges 
the scientific consensus regarding the 
existence of climate change. We also 
acknowledge that climate change is the 
biggest global health threat of the 21st 
century. Despite the urgent need for steep 
reductions in greenhouse gas emissions to 
avoid dangerous climate change, the level of 
global emissions continues to increase.

The current generation of adults has a 
responsibility to do everything we possibly 
can to protect the children of today and 
tomorrow from dangerous climate change. 
Hence it is of utmost importance that 
climate change is included as an urgent 
priority area for advocacy, research, policy 
and practice.

Lung Foundation Australia’s key 
commitments:

•	 Show leadership in our workplaces and in 
our communities by advocating climate 
action consistent with the science.

•	 Reduce our carbon footprint (e.g. by 
reducing energy use and increasing 
energy efficiency, switching to renewable 
energy, reducing waste, reducing 
personal transport emissions, purchasing 
carbon offsets for electricity and gas 
use and transport, including air travel, 
and monitoring the carbon footprint of 
suppliers).

•	 Measure our performance against defined 
targets and seek to constantly reduce our 
environmental footprint including the 
Australian COPD Symposium 2026, and

•	 Strive to ensure our financial investments 
are not contributing to the threat by 
divesting ourselves and our organisation 
of investments in carbon intensive and 
environmentally destructive activities and 
industries.
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Meet the Scientific Committee

A/Prof Eli Dabscheck 
(Co-Chair)                     

A/Prof Rebecca Disler  
(Co-Chair)

Dr Sanjay Ramakrishnan

A/Prof Debbie Rigby Dr Kerry Hancock Ms Mary Roberts

Prof Gary Anderson Prof Christine Jenkins Dr Philip Masel

Ms Naomi Fitzakerley Prof Jennifer Alison Prof Natasha Smallwood

A/Prof Belinda Cochrane Prof Shyamali Dharmage Prof Christine McDonald

Ms Anne Marie Mc Veigh



Gold Sponsors

Platinum Sponsors

Bronze Sponsors
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Thanking our sponsors 
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Delegate information

Venue

Pullman Melbourne On The Park

Address 
192 Wellington Parade,  
East Melbourne VIC 3002

The hotel boasts views of the city skyline, the 
MCG, and the lush treetops of nearby Fitzroy 
Gardens, all from a sophisticated space 
decorated in a calming neutral palette.

Parking

Pullman Melbourne on the Park features a 
state-of-the-art parking system with number 
plate recognition technology, eliminating the 
need for paper tickets.

Carpark Height is 2 meters. For higher 
vehicles, please contact the hotel on  
03 9419 2000.

Valet Parking is available at  
$69 per car per day

Discounted self-park rate for symposium 
delegates and exhibitors - $35 per vehicle per 
day between 8.00am – 5.30pm. To get the 
discounted rate for parking, approach the 
concierge or reception desk and let them 
know which conference you are attending. 
Follow these steps:

STEP 1 
Scan the QR code provided by the reception 
or concierge team

STEP 2 
Enter your car’s license plate number and 
confirm

STEP 3 
Complete payment through the online portal 
or pay at the exit gate located on Level B1

** NOTE ** If you do not register your license 
plate before exiting the car park, public 
parking rates will apply

Public Transport

The hotel is located just a short walk from 
Jolimont Train Station, conveniently situated 
right across the road. Plan your journey using 
the PTV app or this link for current train, 
tram or bus schedules.

Accessibility

Pullman Melbourne On The Park is well-
equipped with accessibility features.  
The venue is wheelchair accessibly via the 
lift, all public areas have accessible bathroom 
facilities, wide corridors and hallways. Service 
dogs are welcome. Accessible parking is 
available.  

Symposium Registration Desk

Please visit the registration desk to check-in 
and collect your name badge upon arrival. 
The desk is located on level 1 of the hotel. The 
desk will be open:

Friday 12 June: 8.00am-5.30pm 
Saturday 13 June: 8.00am – 12.00pm

https://transport.vic.gov.au/plan-a-journey/public-transport-tools-and-resources


Program

Friday 12 June 2026

8.00am - 5.30pm Registration open

8.30am - 9:00am Official Opening and Welcome to Country

9:00am - 10:30am Session 1: Multimorbidity - update on management in COPD
Sponsored by 

Session Chairs: A/Prof Rebecca Disler and A/Prof Eli Dabscheck 
Session opening from our two consumer representatives on the 
Scientific Committee Ms Anne Marie Mc Veigh and Ms Naomi 
Fitzakerley

9.00am-9.30am Cardiovascular disease and COPD: Risks and Opportunities
A/Prof Martin MacDonald and A/Prof Brian Ko

9.30am-9.45am Anxiety and depression in COPD
Dr Ester Klimkeit

9.45am-10.00am Falls/rehabilitation/musculoskeletal debilitation:  Evidence-based 
interventions
Prof Linda Denehy

10.00am-10.15am Coordinating care of comorbidities: A real world view
Dr Charlotte Hespe AM

10.15am-10.30am Q&A all speakers

10.30am - 11:00am Morning tea and exhibition

11.00am -12.00pm Session 2: Innovations in COPD treatment and management
Sponsored by 

Session Chair: Prof Christine McDonald and Naomi Fitzakerley

11.00am-11.15am Endotypes, phenotypes - what are the new groups?
Prof Christine Jenkins

11.15am-11.30am Emerging therapies including biologics, funding challenges
Dr Sanjay Ramakrishnan 

11.30am-11.45am Chronic Disease Management in COPD; the impact on hospitalisation
Prof Vanessa McDonald

11.45am-12.00pm Q&A all speakers

Disclaimer: This program is correct at time of production. The organisers reserve the right to make necessary 
changes without notice.
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Program

Friday 12 June 2026 continued

12.00pm-1.00pm Lunch and exhibition

1.00pm-2.30pm Session 3: Non-pharmacological intervention and supportive care
Sponsored by

Session Chairs: A/Prof Eli Dabscheck and Dr Maitri Munsif

1.00pm-1.30pm Keynote Presentation: Non-invasive respiratory support in COPD: for 
whom, where and how?
Dr Marieke Duiverman 

1.30pm-1.45pm Developing a framework to support consistent withdrawal of non-
invasive respiratory support in end-stage respiratory failure
Ms Mary Lafferty

1.45pm-2.10pm Evidence-based non pharmacological therapies for breathlessness - 
here's how you us them in your practice
Ms Mary Roberts and A/Prof Tim Luckett

2.10pm-2.20pm Abstract: Feasibility-testing a co-designed breathlessness episode
recovery plan for people with COPD and their support persons
Miss Muneeba Chaudhry

2.20pm-2.30pm Q&A all speakers

2.30pm-3.00pm Afternoon tea and exhibition

3.00pm-4.30pm Session 4: Priority populations and cultural experiences of COPD
Session Chairs: Dr David Meharg and A/Prof Rebecca Disler

3.00pm-3.10pm The lived experience of a COPD diagnosis
Mrs Naomi Fitzakerley and Ms Anne Marie Mc Veigh

3.10pm-3.35pm Aboriginal-Led COPD management: Building trust and partnerships 
for culturally sfae models of care
Prof Jenny Alison and Dr David Meharg

3.35pm-4.00pm Listening first: Learning from community to improve access
Prof Annabelle Wilson and A/Prof Courtney Ryder 

4.00pm-4.10pm Abstract: From Breathless to Breakthrough: Building a COPD Clinic 
That Works for Our Community
Miss Claire Frewin

4.10pm-4.20pm Q&A all speakers

4.20pm-4.45pm Break
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Program

Friday 12 June 2026 continued

4.45pm-5.45pm Change-maker rapid fire presentations
Session Chair: Prof Christine Jenkins

4.45pm-4.55pm Abstract: Novel ex vivo model of COPD viral exacerbations: elastase- 
and fibrotic cocktail-treated PCLS
Dr Julia Chitty

4.55pm-5.05pm Abstract: Integrated -omics identify novel dietary targets to address
metabolic reprogramming and immune dysfunction in COPD
Miss Laura Dowling

5.05pm-5.15pm Abstract: Supporting Workers with Occupational Dust Lung 
Diseases: A Scoping Review of Return-to-Work and Remain-at-Work 
Interventions
Ms Amy Henderson

5.15pm-5.25pm Abstract: Treatable Trait Burden in patients with COPD in Primary 
Care is Associated with Frequent Exacerbations: Insights from the 
TERRACOTTA Trial
Dr Sanduni Madawala

5.25pm-5.35pm Abstract: Barriers and acceptability of COPD risk prediction tool 
(PRECURSOR) in primary care – qualitative insights from an 
exploratory pilot
Dr Zhennan Qi

5.35pm-5.45pm Abstract: Preserved ratio impaired spirometry (PRISm): clinical 
characteristics in relation to COPD over 10 years using data from the 
Tasmanian Longitudinal Health study (TAHS)
Dr Jingwen Zhang

5.45pm-7.15pm Welcome reception  
Networking and changemaker poster presentations Included 
in full registration. Additional tickets $80 per person, subject to 
availability.
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Program

Saturday 13 June 2026
8.00am - 12.00pm Registration open

8.30am - 10.00am Session 5: Prediction and prevention of COPD across the lifespan
Session Chair: A/Prof Sukhwinder Sohal and Dr Dinh Bui

8.30am-8.55am Update on pre-COPD and its interventions
Prof Shyamali Dharmage

8.55am-9.20am Tractable mechanisms in ACO/COPD - disease modification 
and repair
Prof Gary Anderson 

9.20am-9.45am COPD risk factors beyond smoking
Prof Ian Yang

9.45am-10.00am Q&A all speakers

10.00am - 10.30am Morning tea and exhibition

10.30am - 12.00pm Session 6: The future of COPD diagnosis and monitoring
Session Chair: Prof Gary Anderson

10.30am-10.45am Next-Generation Clinical AI: Digital Twins for Prediction and 
Personalised Care
A/Prof Michael Menden 

10.45am-10.55am National Research Priorities for Occupational COPD
Ms Lauren Williams

10.55am-11.15am Incidental COPD diagnoses from the National Lung Cancer 
Screening Program
Dr Gerry Olive

11.15am-11.30am Imaging in COPD: Past, Present and Future
Prof George Washko (virtual presentation)

11.30am-11.45am The new diagnostic paradigm: Radiomics to diagnose COPD 
Prof Surya Bhatt (virtual presentation)

11.45am-12.00pm Q&A all speakers

12.00pm-1.00pm Lunch and exhibition 

12.10pm-12.50pm Lunchtime session 
Fostering Connection: Lung Foundation Australia's Research Strategy 
and Consumers in Research
Mr Harry Patsamanis, Miss Muneeba Chaudhry and Mr Nigel Garvey
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Program

Saturday 13 June 2026 continued

1.00pm-2.30pm Session 7: Equity access and efficient models of care
Session Chairs: Ms Anne Marie Mc Veigh and Prof Jennifer Alison

1.00pm-1.20pm Equity of access to pulmonary rehabilitation for hard to reach 
populations: What do we know? What is there still to do?
A/Prof Narelle Cox

1.20pm-1.40pm Beyond the Traditional Model: Nurse-Led Innovation in COPD and 
Regional Respiratory Care
Ms Sigrid Pitkin 

1.40pm-2.00pm Transforming COPD Care through Assisted Self-Management
Dr Katharine See

2.00pm-2.15pm Remote monitoring for NIV/increasing access to home NIV
Dr Marieke Duiverman 

2.15pm-2.30pm Q&A all speakers

2.30pm - 3.00pm Afternoon tea and exhibition

3.00pm - 4.30pm Session 8: Where to next? A shared path forward for the future of 
COPD care
Sponsored by 

Session Chair: Mr Mark Brooke and Dr Sanjay Ramakrishnan

3.00pm-3.15pm Integrated models of care in COPD: Current practice and gaps
Dr Xinye (Esther) Chen

3.15pm-3.30pm We have everything that we need to dramatically improve the lives of 
people suffering with COPD: An international exemplar and a call to 
action for Australia.
Dr Christopher Licskai (virtual presentation)

3.30pm-3.45pm Navigating care across systems for the Australian context: Integrated 
respiratory models and preventing hospitalisations 
Ms Jade Cartwright (virtual presentation)

3.45pm-4.00pm Real world application of current standards of care
Prof Natasha Smallwood and A/Prof Eli Dabscheck

4.00pm-4.30pm Panel Discussion: Our reason for hope in COPD: Innovation  
Shaping Care 
Panel including all previous speakers and Dr Kerry Hancock,  
Dr Sanjay Ramakrishnan and Nigel Hiller-Garvey (Consumer 
Representative)
Includes Q&A

4.30pm - 4.45pm Closing address and announcement of abstract award winners
Mr Mark Brooke
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Feasibility-testing a co-designed breathlessness episode 
recovery plan for people with COPD and their support persons

Miss Muneeba T Chaudhry, Ms Mary Roberts, Mr John Hancock, Mrs Maureen Parkin, 
Mrs Lennette Ruttle, Mrs Marina Siemionow, Mrs Kate Smith, Associate Professor Jo River, 
Dr Tracy Smith, Professor Marie Williams, Associate Professor Kylie Johnston, Dr Gerben 
Keijzers, Dr Hancy Issac, Professor Miriam J Johnson, Ann Hutchinson, Flavia Swan, Professor 
Mark Pearson, Professor Michael Crooks, Dr Anna Keedwell, Dr Slavica Kochovska, Dr Joel 
Rhee, Eila Erfani, Ester Klimkeit, Professor David Currow, Professor Meera Agar, Associate 
Professor Tim Luckett

1Improving Palliative, Aged and Chronic Care through Clinical Research and Translation 
(IMPACCT), Faculty of Health, University of Technology Sydney (UTS), Sydney, Australia

Introduction

Episodes of worsening breathlessness are common and distressing for people with chronic 
obstructive pulmonary disease (COPD) and their families.

Context and Aim

This study aimed to test the feasibility of a non-pharmacological breathlessness episode 
recovery plan and implementation resources co-designed with people with COPD and support 
persons in partnership with the LFA. The plan is based on the mnemonic ‘Do Your 5’: stop, 
think, position, breathe out slowly, and airflow/cool.

Method

Feasibility testing and refinement were conducted across two cycles within respiratory 
(primary), and palliative care and emergency department (secondary) settings. Clinicians 
were provided with paper-based versions of the plan/user guide and training videos. Audio-
recordings were taken where possible of clinician-led plan-related education. Telephone 
interviews with patients were completed 1- and 4- weeks post-education. Focus groups 
canvassed clinician perspectives. Transcripts were analysed qualitatively, using Sekhon et al’s 
(2017) framework for acceptability.

Results

29 patients and 12 clinicians participated. Most patients had previously used at least one 
strategy but valued confirmation and structure. Key learnings included that breathlessness is 
not inherently harmful. Challenges included variable patient recall and engagement. Clinicians 
found the intervention acceptable but recommended refinements. Competing priorities and 
workflow constraints were identified as barriers, particularly in the emergency department. 
Across cycles, the plan was simplified, new clinician and patient training videos were added, 
and hand-held fans with a QR-link to the plan/resources were introduced.

Contribution to Policy, Practice and/or Research

The team is undertaking a final cycle of testing and co-design of an ‘app’ version of the plan, 
with all resources expected to become available by the end of 2026.

Oral Abstracts
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From Breathless to Breakthrough: Building a COPD Clinic That 
Works for Our Community

Mrs Claire Frewin1

1Biripi Aboriginal Corporation Medical Centre, Purfleet, Australia

Introduction

COPD is a leading cause of preventable hospital admissions in Australia and is 
disproportionately experienced by Aboriginal and Torres Strait Islander peoples and those living 
in rural and regional communities. This presentation describes the development of a culturally 
safe, community-driven COPD clinic within an Aboriginal Community Controlled Health 
Organisation (ACCHO), addressing unmet needs identified through Home Medication Reviews 
and community engagement.

Method / Implementation

Using insights gained from pharmacist-led Home Medication Reviews (HMR) conducted 
alongside Aboriginal Health Practitioners, an interprofessional team developed a monthly 
COPD clinic embedded within routine primary care. The clinic model prioritised culturally 
safe care, extended consultation time, and practical education. Appointments were led by a 
pharmacist and registered nurse, with GP referral and follow-up. Core components included 
symptom assessment using the COPD Assessment Test (CAT), inhaler technique assessment 
and training, inspiratory flow assessment, smoking cessation support, and clear escalation 
pathways back to GPs.

Results

Over six months, six clinics were delivered. Of 37 booked patients, 45% attended. Most 
attendees had significant symptom burden, with 75% recording CAT scores above 10. Inhaler 
technique training benefited the majority of participants, with device changes recommended 
where technique limitations were identified. Importantly, dedicated time enabled meaningful 
smoking cessation discussions, with several patients transitioning to an intention to quit and 
commencing Nicotine replacement therapy.

Innovative Contribution Practice

This model demonstrates how pharmacist integration and culturally responsive clinic design 
can strengthen COPD management within ACCHOs. It highlights inhaler technique and 
education as critical, scalable interventions, informs future COPD cycle-of-care models, and 
supports workforce upskilling to deliver sustainable, community-led respiratory care.

Oral Abstracts
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Novel ex vivo model of COPD viral exacerbations: elastase- and 
fibrotic cocktail-treated PCLS

Dr Julia Chitty1,2, Prof Jane Bourke1, Prof Philip Bardin2,3, Dr Belinda Thomas2

1Pharmacology, Biomedicine Discovery Institute, Monash University, Clayton, Australia, 
2Centre for Innate Immunity and Infectious Diseases, Hudson Institute of Medical Research, 
Clayton, Australia, 3Monash Lung, Sleep, Allergy and Immunology, Monash Health, Clayton, 
Australia

Introduction & Aims

Viral-induced exacerbations contribute significantly to mortality and morbidity associated 
with chronic obstructive pulmonary disease (COPD). Previously, ex vivo treatment of precision-
cut lung slices (PCLS) with elastase induced an emphysematous phenotype, while a fibrotic 
cocktail (FC) of disease-relevant mediators induced lung inflammation and fibrosis. Herein, 
we developed a novel PCLS model combining elastase and FC treatments to more accurately 
model COPD, then induced an exacerbation with influenza-A virus (IAV) infection. 

Method/implementation

Matched PCLS from naïve C57Bl/6 mice were left untreated or treated with elastase (2.5 ng/ml) 
and/or FC (5 ng/mL TGFβ1, 5 μM PDGF, 10 ng/mL TNFα, and 5 μM LPA) (E, FC, E+FC) for 2 days 
before infection (HKx31, 10⁵ PFU) (IAV, E+FC+IAV). PCLS and conditioned media were collected 
up to 3-days post infection to assess viability (MTT assay), cytokine secretion (ELISA), viral loads 
(plaque assay) and expression of disease-relevant genes (RT-PCR). 

Results/learnings

Viability was unaffected by treatments or by infection. Elastase alone increased mean linear 
intercept 1.3-fold and decreased alveolar gene expression consistent with emphysema (p<0.05). 
Elastase and FC increased inflammatory secretion (CXCL-1, CCL2, p<0.05) independently and 
additively. E+FC+IAV resulted in greater inflammatory secretion than E+FC or IAV alone (CXCL-1, 
CCL2, CCL5), despite a 10-fold lower viral load than IAV alone (p<0.01). E+FC treatment increased 
muc5b expression (p<0.05). 

Contribution to policy, practice and/or research

This novel elastase/FC model recapitulates COPD phenotypes of emphysema, inflammation, 
and mucus hypersecretion, with IAV infection eliciting exacerbated inflammation. Extending 
this model to human PCLS will provide a platform for the translation of novel therapies for 
COPD exacerbation.

ORAL ABSTRACTS
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Integrated-omics identify novel dietary targets to address 
metabolic reprogramming and immune dysfunction in COPD

Miss Laura Dowling1,2, Dr Evan Williams1,2, Dr Bronwyn Berthon1,2, Dr Hayley Scott1,2, 
Professor Christopher Grainge1,2,3, Professor Peter Wark1,2,4,5, Professor Lisa Wood1,2

1The University Of Newcastle, Callaghan, Australia, 2Hunter Medical Research Institute, New 
Lambton Heights, Australia, 3Hunter New England Health (NSW Health), New Lambton 
Heights, Australia, 4Alfred Health, Melbourne, Australia, 5Monash University, Melbourne, 
Australia

Introduction/Aim

COPD remains a leading cause of morbidity and mortality. This study characterised immune 
responses to viral and bacterial stimuli in COPD, examined relationships between dietary 
intake, plasma metabolites and lung function, and identified dysregulated metabolic pathways 
as potential therapeutic targets.

Method

Non‑smoking adults with COPD [n=16; 93.8% male; mean age 73.6±6.2 (SD) years] and 
without COPD [n=17; 41.2% male; 68.0±8.4 (SD) years] completed the Australian Eating Survey, 
spirometry and blood collection. Nutrient intake was adjusted for energy intake, age, sex and 
body mass index (BMI). Ex vivo peripheral blood mononuclear cell (PBMC) IFN‑α2, IL‑6, IL-8 
and TNF‑α responses to rhinovirus A‑1 (RVA1), influenza A (H1N1), lipopolysaccharide (LPS) or 
lipoteichoic acid (LTA) were quantified. Semi-untargeted plasma metabolomics was performed 
with pathway analysis.

Results

People with COPD reported lower intakes of fibre, iron, magnesium, vitamin E and β‑carotene 
(p<0.05). 28 plasma metabolites differed (19 down‑ and 9 up‑regulated), including gut 
microbiota‑derived pentadecanoic acid (positively; Rho=0.42, p=0.017) and nutriacholic acid 
(negatively; Rho=–0.48, p=0.005), which correlated with FEV₁ (% predicted). Enriched pathways 
included glyoxylate and dicarboxylate metabolism (q=0.009), arginine biosynthesis (q=0.009), 
and citrate cycle (q=0.019). PBMCs from participants with COPD secreted less IFN‑α2 (p=0.014) 
and more IL‑6 (p=0.031) following RVA1 infection. H1N1 increased IFN‑α2 (p≤0.001), while LTA 
and LPS increased TNF‑α secretion (p≤0.005). RVA1‑induced IFN‑α2 was positively, and IL‑6 

negatively, associated with plasma glycine (p<0.05).

Contribution

The gut–lung axis may contribute to dysregulated immunometabolism in COPD. These 
findings highlight the potential role of nutrition‑informed and metabolite‑targeted strategies 
in COPD management, supporting future translational research and informing clinical 
approaches to improve immune function and exacerbation outcomes.

Oral Abstracts
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Supporting Workers with Occupational Dust Lung Diseases: 
A Scoping Review of Return-to-Work and Remain-at-Work 
Interventions.

Ms Amy Henderson1

1University Of Queensland, St Lucia, Australia

Introduction

Engaging in meaningful work significantly benefits mental and physical health. However, 
sustaining employment while living with occupational dust lung disease (ODLD) presents 
considerable challenges. Despite the resurgence of ODLD being a national concern, research 
on returning to or remaining at work (RTW/RAW) post-diagnosis remains limited. 

Context and Aim: 

This scoping review aimed to identify interventions and structural factors supporting affected 
workers, focusing on physical and mental health, employment, and social support outcomes.

Method

Using the Joanna Briggs Institute methodology, we conducted a comprehensive search 
across multiple databases with terms including ODLD and RTW/RAW, without restrictions on 
language or publication date.

Results

From 3,384 identified studies, 33 met inclusion criteria, spanning 1947 to 2021. Eighteen 
addressed RTW/RAW outcomes directly or indirectly. Mapping these onto the RTW/RAW 
journey revealed 5 studies on the pre-diagnostic phase, 6 on assessment and diagnosis, 10 
on treatment and rehabilitation, and 11 on the RTW phase; 4 covered all phases. Notably, no 
study provided meaningful insight into the post-RTW phase. Outcomes primarily focused on 
productivity and attendance, lacking exploration of factors influencing long-term employment 
success.

Contribution to policy, practice, and/or research

This review highlights a critical gap in understanding support beyond initial RTW/RAW for 
workers with chronic respiratory diseases, essential for sustained health and employment. 
Further research is needed to explore interventions and structural factors across all diagnosis 
phases and their impact on positive employment outcomes.

To address this gap, our next study involves one-hour stakeholder interviews exploring 
experiences of those working with and supporting affected workers’ RTW/RAW. We invite 
participants to contribute to this important research.
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Treatable Trait Burden in patients with COPD in Primary Care 
is Associated with Frequent Exacerbations: Insights from the 
TERRACOTTA Trial

Dr Sanduni Madawala1, Dr Muhammad Rehan Sarwar1, Dr Kali Godbee1, Ms Diane Lay1, 
Professor Vanessa McDonald2, Professor Anne Holland3, Professor Billie Bonevski4, Professor 
Ajay Mahal5, Professor Nick Zwar6, Professor Shyamali Dharmage7, Dr Kerry Hancock7, Prof 
Christine McDonald8, Dr Eldho Paul9, Professor Simon Bell1, Ms Nina Nguyen1, Mr Harry 
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Introduction

COPD is increasingly recognised as a heterogeneous condition with multiple, modifiable traits.

Context and Aim

In primary care, understanding the burden and co-occurrence of treatable traits (TTs) may 
inform personalised management. We aimed to quantify trait prevalence, co-occurrence, and 
associations with frequent exacerbations.

Methods

TTs across pulmonary, extrapulmonary, and behavioural domains were identified using 
spirometry, laboratory, and questionnaire data. Prevalence and co-occurrence were examined 
descriptively. Associations with frequent exacerbations (≥2 in 6 months) were assessed using 
logistic regression adjusting for age and sex.
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Results

Baseline data from TERRACOTTA pragmatic cluster randomised trial were analysed (n=404; 
mean age 71.6 years; 54.5% female). Frequent exacerbations occurred in 33.6% of participants. 
Participants had a median of 5 TTs [IQR 4–7], and 57.2% exhibited traits across all three domains. 
Common traits included airflow limitation (83.2%), breathlessness (56.7%), chronic bronchitis 
(52.4%), obesity (34.8%), anxiety (34.4%), depression (32.4%), smoking (29.2%), and non-
adherence (19.4%). Frequent co-occurring pairs included obesity with breathlessness (21.6%) and 
smoking with chronic bronchitis (19.2%). In adjusted analyses, breathlessness (OR=2.18), anxiety 
(OR=2.26), daytime sleepiness (OR=2.12), and chronic bronchitis (OR=1.60) were associated with 
frequent exacerbations. Each additional trait was associated with 15% higher odds of frequent 
exacerbations (OR=1.15, 95%CI 1.04–1.28); a 5-trait increase was associated with doubled odds 
(OR=2.05, 95%CI 1.24–3.38).

Contribution to policy, practice and/or research

COPD in primary care is characterised by high multidomain burden and co-occurrence of 
modifiable traits, with trait accumulation strongly associated with exacerbation risk, supporting 
structured multidomain assessment and prioritisation of TTs in routine care.
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Barriers and acceptability of COPD risk prediction tool 
(PRECURSOR) in primary care – qualitative insights from an 
exploratory pilot
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Public Health and Preventive Medicine, Monash University, Melbourne, Australia, 3Australia 
Chandlers Hill Surgery, Adelaide, Australia, 4Department of Respiratory and Sleep Medicine, 
Austin Health, Melbourne, Australia, 5Institute for Breathing and Sleep (IBAS), Melbourne, 
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Introduction

Early COPD detection is crucial and implementing a case-finding process in primary care 
is challenging. PRECURSOR is the first early COPD-risk assessment that identifies high risk 
patients for spirometry testing and provides opportunities for clinical review and smoking 
cessation interventions.

Context and Aim

Within the PRECURSOR pilot, involving a single general practice, we assessed acceptability and 
identified factors influencing PRECURSOR’s integration into workflows and care pathways.

Method

Semi-structured interviews were conducted involving three general practitioners (GPs) and one 
practice manager. The interviews explored key practice members’ experiences, perceptions, 
and challenges in implementation. Data were analysed using reflexive thematic analysis to 
identify key themes related to acceptability and practical use.

Results

Four themes emerged. First, GPs found a COPD risk-calculator useful, but their adoption 
requires integration into clinical software and workflows. Second, although spirometry 
was thought to be accessible, barriers included cost, distance, wait times, and patient 
uptake. GPs preferred on-site spirometry; implementation was limited by space, ventilation, 
staffing, and financial considerations. Third, organisational and behavioural factors like 
appointment structures, funding models, and the need for practice champions influence the 
implementation. Finally, feedback on PRECURSOR was positive with many potential uses 
identified, though greater engagement is required. Overall, findings suggest that uptake is 
influenced by acceptability as well as by workflow alignment; further engagement is needed on 
its value to patients.

Contribution to policy, practice, and/or research

These preliminary insights into influencing factors and willingness of the practice to implement 
PRECURSOR will inform future research and solutions that encourage spirometry referrals.
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Preserved ratio impaired spirometry (PRISm): clinical 
characteristics in relation to COPD over 10 years using data from 
the Tasmanian Longitudinal Health study (TAHS).

Dr Jingwen Zhang1, Dr Dinh Bui1, Dr Jennifer Perret1, Professor Michael Abramson1,2, 
Professor Adrian Lowe1, Dr Chamara Senaratna1,3, A/Prof Caroline Lodge1, Prof E.Haydn 
Walters1

1Allergy and Lung Health Unit, Centre for Epidemiology and Biostatistics, Melbourne School 
of Population and Global Health, The University of Melbourne, Parkville, Australia, 2School of 
Public Health & Preventive Medicine, Monash University, Melbourne, Australia, 3Institute for 
Health & Sport, Victoria University, Melbourne, Australia

Introduction

PRISm can predispose to COPD, yet its burden and natural history are poorly understood.

Context and Aim

To describe the clinical features of PRISm in relation to COPD in 10 years’ time.

Method

Clinical features of PRISm (post-BD FEV1/FVC≥0.7 and FEV1 <80% predicted) at age 53 were 
compared against normal-spirometry and COPD (post-BD FEV1/FVC<0.7) at age 53 years. We 
then compared people with persistent PRISm and those who developed COPD from ages 53 to 
63 years.

Results

At age 53 years, compared to normal-spirometry (n=2379) and COPD (n=201) groups, individuals 
with PRISm (n=90) had significantly higher obesity (54.4%), heart disease (8.9%), diabetes (12.2%) 
and hypertension (36.7%, all p<0.05). The prevalence of PRISm increased significantly from 
3.4% (95%CI: 2.7%-4.1%) at age 53 years to 20.9% (95%CI: 19.1%-22.7%) at age 63 years. Among 
those with PRISm at age 53 years, 51.9% had persistent PRISm (PRISm-PRISm) 10 years later, 
while 23.1% (n=12) transitioned to threshold COPD (PRISm-COPD). The PRISm-PRISm group 
had significantly higher prevalence of asthma at age 53 years (26% vs. 17% in PRISm-COPD, 
10% in normal-spriometry) while the PRISm-COPD group had significantly higher burdens of 
cardiovascular disease, anxiety, depression, cancer, cough, phlegm, and gastro-oesophageal 
reflux at 53 years.

Contribution to policy, practice, and/or research

PRISm is common by the early 60s in Australia. Recognising PRISm in COPD risk-stratification 
tools, prioritising follow-up and integrated care for people with high burdens of respiratory 
symptoms and comorbidities may help prevent COPD progression and reduce long-term 
morbidity.
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Occupational COPD: insights from respiratory health 
surveillance of Queensland coal mine workers.

Dianah A-Izzeddin1, Mr Evan Pengelly1

1RSHQ, Brisbane, Australia

Introduction

More than 750 mine and quarry workers in Queensland have been diagnosed with an 
occupational lung disease (OLD) due to exposure to airborne contaminants in the workplace.  
Chronic obstructive pulmonary disease (COPD) is the most common of these diseases.  

All mine and quarry workers complete respiratory health surveillance testing to detect any 
respiratory disease early.  This has improved industries’ understanding of the risk of COPD from 
workplace exposures. 

Context and Aim

Occupational COPD is frequently overshadowed by other occupational lung diseases such as 
silicosis.  This presentation aims to highlight the importance of high-quality workplace health 
surveillance programs and to provide an understanding of occupational COPD in Queensland’s 
mining and quarrying industry.

Method

RSHQ receives reports of OLD diagnoses from multiple sources.  Information received includes 
demographics, employment details, disease type and severity. Information is reviewed to 
identity trends in diagnoses among different miner cohorts.  

Results

COPD and other OLD continue to be reported among Queensland’s mine and quarry workers. 
Quality workplace health surveillance programs are important to ensure early diagnoses, 
support for workers, and exposure controls are effective. 

Contribution to policy, practice and/or research

Diagnoses of occupational-related COPD and other OLD reinforce the value of workplace 
health surveillance programs in understanding occupational respiratory diseases.  Workplace 
exposures must be considered when determining disease causality and identifying return-to-
work arrangements. Greater awareness of occupational COPD enables workplaces to ensure 
that appropriate prevention controls are implemented for their workers. 
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Digital gamified intervention for self-management among 
patients with chronic obstructive pulmonary disease: a 
systematic review

Miss Mingli Pang1, Dr Jinsong Chen1,2,3, Dr Joanna Ting Wai Chu1, Dr Chris Bullen1

1University of Auckland, Grafton, New Zealand, 2Hangzhou City University, Hangzhou, China, 
3Zhejiang University, Hangzhou, China

Introduction

Gamified interventions use game design elements, such as goals and rewards, to increase 
engagement, motivation, and behaviour change in non-game contexts. These approaches 
have increasingly been applied to pulmonary rehabilitation for chronic obstructive pulmonary 
disease (COPD), but the evidence has not yet been quantitatively synthesized.

Context and Aim

This systematic review summarizes the reported outcomes of digital gamified interventions in 
randomized controlled trials (RCTs) involving patients with COPD.

Method

This systematic review included RCTs involving adults with COPD that evaluated digital 
gamified interventions and reported at least one COPD-related self-management outcome. 
Eight databases were searched from inception to October 8, 2025. Study selection, data 
extraction, and risk of bias assessment were independently performed by two reviewers, 
with disagreements resolved by a third reviewer. Outcomes such as dyspnoea and functional 
exercise capacity were included. The review was conducted and reported in accordance with 
PRISMA.

Results

Ten RCTs published between 2019 and 2025 were included, involving 729 participants from 
five countries. Sample sizes ranged from 23 to 159, with mean ages generally between 60.6 
and 75.4 years. Intervention duration ranged from 2 to 12 weeks. Most studies had a low overall 
risk of bias. Interventions involved immersive virtual reality, interactive games, or gamified 
pulmonary rehabilitation and education platforms. Overall, 9 of the 10 studies showed greater 
improvement in the intervention group for at least one outcome, particularly in dyspnoea, 
anxiety, quality of life, exercise capacity, and self-efficacy.

Contribution to policy, practice and/or research

Gamified interventions may be a promising adjunct to COPD rehabilitation. However, 
heterogeneity across studies warrants further high-quality, large-scale RCTs. 
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Gaps in evidence-based management of acute exacerbations of 
COPD in a metropolitan hospital: a retrospective audit driving 
implementation of a COPD discharge bundle
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1St Vincent's Hospital Melbourne, Melbourne, Australia, 2Department of Respiratory 
Medicine, Werribee Mercy Hospital, Sunshine North, Australia, 3Department of Medicine, 
The University of Melbourne, Melbourne, Australia, 4Department of Medicine, The University 
of Notre Dame, Melbourne, Australia, 5Victorian Respiratory Support Service, Austin Health, 
Melbourne, Australia, 6Intensive Care Unit, Werribee Mercy Hospital, Melbourne, Australia, 
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Introduction:

Chronic obstructive pulmonary disease (COPD) is a leading cause of hospitalisation and 
mortality in Australia. Despite evidence-based guidelines, variation in inpatient management 
persists, particularly in non-tertiary settings.

Methods:

We conducted a retrospective audit of adults admitted ≥12 hours with acute exacerbations 
of COPD at a non-tertiary hospital between 1 July and 31 December 2024. Data included 
spirometry, smoking cessation support, pulmonary rehabilitation referral, medication 
prescribing, blood gases, and ventilatory support. Descriptive statistics were used.

Results:

There were 313 admissions among 216 patients (mean age 72 years; 60% female). Mean length 
of stay was 5.5 days; 44% had ≥2 admissions within 12 months. Adherence to guideline-
recommended care was low: spirometry documentation (15%), pulmonary rehabilitation 
referral (5%), written action plans (<1%), and smoking cessation support (0%). Only 16% received 
guideline-concordant antibiotics, while 69% received intravenous antibiotics. Corticosteroid 
duration exceeded five days in 42% of admissions. Respiratory acidaemia occurred in 35% of 
cases, however, only 21% of these patients received non-invasive ventilation.

Conclusion:

Substantial evidence–practice gaps exist in this non-tertiary setting. At our hospital, these 
findings have directly driven implementation of system-level interventions, including a COPD 
discharge bundle to standardise care and reduce preventable readmissions. These data 
provide a clear target for quality improvement and support broader policy efforts to reduce 
unwarranted variation in COPD care. 
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Improving COPD Care in General Practice through Quality 
Improvement (QI) Initiatives

Ms Nicole Forrester1, Miss Haesel Jennings1

1Brisbane South Primary Health Network, Eight Mile Plains, Australia

Introduction

COPD contributes significantly to preventable hospitalisations in Australia. Evidence-based 
supportive care strategies—such as COPD Action Plans, spirometry, and patient education—
remain underutilised in primary care. This project addresses gaps in care planning and after-
hours support through a structured QI initiative in general practice.

Context and Aim

This initiative supports 10 general practices within the Brisbane South PHN region to 
strengthen the management of patients with COPD using QI methodology. The project aims 
to improve uptake of best-practice interventions and improve patient self-management and 
access to appropriate care.

Method

Practices were recruited via an Expression of Interest process and supported through a 
minimum of four QI coaching sessions using Plan-Do-Study-Act (PDSA) cycles. Key activities 
included implementing COPD Action Plans, increasing spirometry use, facilitating home 
medication reviews, and promoting after-hours care options. Practices received resource kits, 
access to self-paced learning modules, support in data interpretation and clinical software 
optimisation.

Results

Early findings show increased awareness and uptake of COPD Action Plans. Key barriers 
included limited integration within clinical software and inconsistent patient coding. Practices 
reported improved identification of COPD patients and greater engagement with spirometry. 
Ongoing work includes evaluation of digital Action Plan integration, and development of a 
RACGP CPD GP activity, with project completion anticipated in May 2026.

Contribution to policy, practice and/or research

This project demonstrates the feasibility of embedding structured COPD care improvements 
in general practice through a Quality Improvement approach. It highlights system-level 
challenges, including digital integration, and provides practical insights to inform future policy, 
primary care delivery, and scalable models of care.

 



Posters

29

Redesigning Community-Based COPD Care with a 
Transdisciplinary model to Improve Hospital Avoidance, Equity, 
and Cultural Safety.

Miss Lai Yi Clare Chung1, Mr Simon Miller1, Miss Emily Mackinlay1

1Prince Of Wales Hospital, Randwick, Australia

Chronic Obstructive Pulmonary Disease (COPD) was the fourth leading cause of death in New 
South Wales in 2023. Nationally, there were over 53,000 COPD hospitalisations in 2021–2022, 
with $797 million spent on potentially preventable admissions. First Nations peoples experience 
a disproportionate burden of COPD, including higher mortality, increased hospitalisation rates, 
and delayed diagnosis. These disparities are influenced by structural inequities, including 
limited access to culturally safe care and historical mistrust of health services. This project 
aimed to redesign a community-based COPD service to improve Hospital avoidance, equity, 
and culturally safe care.

Multiple quality improvement initiatives were conducted within the RCCP at Prince of Wales 
Hospital. A hospital-wide service redesign was implemented, introducing a structured risk 
stratification and triage model to optimise care allocation. Monthly multidisciplinary huddles 
were established across Respiratory, Palliative Care, Cardiology, and Chronic and Complex Care 
teams to improve coordination and reduce duplication. Lastly, a culturally safe, multidisciplinary 
Respiratory Clinic for First Nations peoples was established with a focus on culturally 
responsive, person-centred care.

Evaluation demonstrates a 2.43‑day reduction in COPD length of stay and a 24% reduction in 
28‑day readmissions in a 3-months review. Fifty‑five percent of patients reported they would 
have called emergency services without RCCP support. Attendance at the First Nations clinic 
improved to 87% compared to 63% with traditional outpatient models in a 6-months review.

This service redesign demonstrates that integrating culturally safe, with a transdisciplinary 
framework can reduce hospital utilisation and improve engagement in COPD care. Aligning 
with national clinical standards, this model offers a scalable approach to addressing inequities 
and improving outcomes. 
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SPARC: Spirometry Performance and Reliability in Care

Ms Nisha Babu1, Mr Kang Lim1, Mr Lachlan Buddle1

1NSW Health, Blacktown Hospital, Australia

Introduction

Spirometry is a key diagnostic and monitoring investigation for patients with chronic 
obstructive pulmonary disease (COPD) and asthma. Despite its clinical importance, spirometry 
is often underutilised in inpatient settings, leading to variation in care, delayed diagnosis, 
misdiagnosis and suboptimal discharge planning. Improving the reliability and integration of 
spirometry into routine care is essential to support evidence based respiratory management 
and better patient outcomes.

Context and Aim

Increase the proportion of eligible adult respiratory in patients who received spirometry on 
admission and prior to discharge, and to improve documentation through standardised 
processes between February and December 2025 at Blacktown Hospital.

Method

A Plan–Do–Study–Act (PDSA) methodology was used with monthly audits of 30–50 electronic 
medical records for  patients admitted with COPD and/or asthma exacerbations. Interventions 
included education embedded into medical and nursing orientation, admission and discharge 
clinical prompts, streamlined respiratory team support, improved access to equipment, and 
standardisation of spirometry documentation.

Results

Baseline audits showed poor spirometry performance and documentation compliance 
due to gaps and challenges including staff awareness, rotational change in medical staff, 
restricted equipment access, and absence of documentation prompts. Following intervention 
implementation, admission and discharge spirometry rates improved and were sustained. 
Discharge spirometry increased to ~79% by October 2025; documentation remained high, and 
exclusion of contraindicated patients reflected improved clinical decision-making.

Contribution to Policy, Practice and/or Research

This project demonstrates that low cost, system embedded interventions can significantly 
improve spirometry reliability in inpatient care. The approach supports national COPD clinical 
care standards, enhances patient safety and discharge readiness, and provides a scalable 
model for wider adoption across hospital services.
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Translating Co-Design into Practice: A Person-Centred Model of 
Care for Chronic Obstructive Pulmonary Disease
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(APNA), Australia, 9Western Victoria Primary Health Network, Australia, 10Department of 
General Practice, Monash University, Australia, 11School of Translational Medicine, Monash 
University, Australia, 12Flinders Health and Medical Research Institute, College of Medicine 
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Introduction

Chronic obstructive pulmonary disease (COPD) is a leading contributor to mortality and 
morbidity in Australia, with gaps in care following exacerbations. While supported self-
management is recommended, uptake in routine practice remains limited.

Context and Aim

This study aimed to translate consumer and healthcare professional input from co-design 
workshops into a feasible, nurse-led, technology-enabled model of care.

Methods

Five experience-based co-design workshops were conducted in Victoria with consumers 
with lived experience of obstructive airway diseases and healthcare professionals. Workshops 
included journey mapping, identifying barriers and enablers, and feedback on a proposed 
model of care. Data were analysed using rapid thematic analysis, mapped to the Consolidated 
Framework for Implementation Research to inform intervention and trial design.

Results

Workshops identified challenges across patient understanding, clinical workflow, and care 
coordination. Participants included 10 consumers, 10 nurses, and 9 doctors. Consumers 
reported challenges in understanding and managing their condition. Clinicians described 
documentation burden, limited time, and fragmented systems. Findings highlighted gaps in 
continuity of care, limited structured follow-up, and the need for personalised, integrated self-
management support.
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Findings informed intervention development. The model incorporated a simplified digital 
interface, lay-language content, and monitoring of symptoms and lung function. A nurse-led 
onboarding approach using teach-back supported engagement. Clinical workflow integration 
was prioritised through a streamlined dashboard and automated summaries. Co-design also 
informed trial design, including broader eligibility and a hybrid delivery model combining face-
to-face initiation with telehealth follow-up.

Contribution to policy, practice and/or research

Co-design translated priorities into practical changes to care delivery and trial design.  
The resulting model aligns with clinical workflows and supports improved self-management  
in respiratory diseases. 
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Construction, deconstruction and reconstruction of the ‘self’ 

Mrs Colleen Mcgoldrick

Introduction

COPD profoundly disrupts an individual’s sense of self and identity, influencing how and why 
people engage in self‑management. Living with COPD requires individuals to continually 
construct, deconstruct, and reconstruct their sense of self in response to a changed world 
dominated by chronic illness.

Context and Aim

This doctoral study explored the relationship between self and identity among people living 
with COPD and how these processes influence self‑management and the maintenance 
of normalcy. Adopting a person‑centred perspective, the study sought to illuminate how 
individuals make sense of their experiences and adapt to life with chronic illness.

Method

An interpretive biographical methodology was employed. Data were collected through 
in‑depth, semi‑structured interviews with participants attending COPD self‑management 
groups in the Wide Bay region of Queensland. Data were analysed using interpretive 
biographical analysis to capture the evolving and contextualised nature of participants’ 
experiences.

Results

Three interrelated sub‑themes were identified: the desire to avoid illness as a motivator 
for action, the need for self‑protection, and the impact of transformational life events. 
These sub‑themes informed an overarching process of construction, deconstruction, and 
reconstruction of the self. Findings highlight that the self is not static; rather, it is fluid and 
continually reshaped in response to personal circumstances, disease progression, and 
environmental contexts.

Contribution to Policy, Practice, and Research

This study provides nuanced insight into the lived experience of COPD, demonstrating the 
central role of self and identity in self‑management. The findings have implications for health 
professional practice by supporting more person‑centred, identity‑aware approaches to 
engagement and self‑management support for people living with COPD
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