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March 24–28, 2017; CanberraMaking Education Easy

Welcome to this review of the 2017 Annual Scientific Meeting of the TSANZ 
(Thoracic Society of Australia and New Zealand) and ANZSRS (Australian and New Zealand 
Society of Respiratory Science), held recently at the National Convention Centre in Canberra. 
Presentations and abstracts selected for inclusion in this review, selected from many excellent presentations 
made at the meeting, cover a range of topics, including the role of CPAP (continuous positive airways pressure) 
for preventing CV disease in OSA (obstructive sleep apnoea), biological agents for treating asthma, the latest 
pulmonary rehabilitation guidelines, and a report on patients from the Australian registry for IPF (idiopathic 
pulmonary fibrosis). Commentary for this review has been provided by Professor Christine McDonald, who attended 
the meeting. Abstracts from the meeting have been published in Respirology 2017;22(S2).
We hope you enjoy this Conference Review, and we appreciate any comments or feedback you wish to send.
Kind Regards,
Dr Janette Tenne
Medical Research Advisor
janette.tenne@researchreview.com.au

SAVE study - where to now for CPAP?
Presenter: McEvoy D

Summary/comment: Professor Doug McEvoy discussed the results of the SAVE (Sleep Apnoea Cardiovascular 
Endpoints) study and reflected on the reasons behind its negative results. SAVE (reported in August 2016 
N Engl J Med) was the largest intervention study in sleep apnoea undertaken to date, designed as a secondary 
prevention trial in adults with existing CV disease and moderate-to-severe OSA. CPAP did not reduce the 
risk of future CV events, although symptoms of sleepiness, anxiety and depression and QOL did improve. 
Although only 42% of subjects used CPAP for ≥4 hours per night, there was no relationship between hours 
of use and risk of future overall CV events (although a post hoc analysis suggested the risk of stroke may be 
reduced in patients with high levels of CPAP adherence). Why the negative results? It is possible that previous 
cohort studies have overestimated the effects of OSA on CV risk. Prof McEvoy also discussed the possibility 
of confounding by unadjusted risks such as visceral obesity, which is more strongly associated with increased 
CV risk, reduced upper airways size and increased severity of OSA than overall body mass index. He also 
discussed the importance of tongue fat in OSA, which is increased in patients with OSA compared with body 
mass index-matched controls. Prof McEvoy suggested that specific high CV risk OSA phenotypes should be 
defined when considering the design of future RCTs. These could include patients with progressive atheroma 
despite optimal medical treatment or patients with high-risk CV disease and CPAP-responsive biomarkers. 
Future studies should include an adequately powered study of CPAP for OSA in stroke prevention.

TSANZ concurrent session: new horizons in the management of OSA

Do monoclonals provide any benefit in severe asthma
Presenter: Wenzel S

Summary/comment: Professor Sally Wenzel discussed the question as to whether monoclonal antibodies 
provide any benefit in severe asthma. The advent of more specific inhibitors of type 2 inflammation in the 
past 10–15 years has raised hope that these drugs will provide similar benefits to patients with asthma as 
corticosteroids, without the adverse effect profile. Omalizumab, the first monoclonal antibody used in asthma 
treatment, binds to free IgE, preventing it from binding to its high-affinity receptor (FcєRI). There are modest 
data to support its efficacy over combination therapy in terms of reductions in exacerbations, although there 
is minimal effect on QOL or FEV1. IgE levels are helpful in identifying responders. This drug may be effective 
in nasal polyposis and chronic urticaria, although cost may limit its use for these indications. There is no 
evidence for disease modification. Anti-IL-5 (e.g. mepolizumab) is generally more efficacious than anti-IgE 
therapy, confirming the importance of type 2 cytokines in asthma. The best data so far for the use of anti-IL5 
in asthma are from Bel EH et al. (N Engl J Med Sept 2014), who showed a reduction in oral corticosteroid 
dose and improved asthma symptoms in patients with eosinophilic asthma treated with mepolizumab. 
Limited data suggest improvements in nasal polyposis as well, and there are tantalising suggestions about 
its possible role in COPD. After cessation of treatment, symptoms recur quite quickly, which also suggests 
lack of disease modification. Studies of the anti-IL-4 R dupilumab are encouraging, with significant decreases 
in exacerbations in both eosinophilic and ‘T2 low’ asthma. These and other new monoclonal antibodies offer 
promise for well-phenotyped subgroups of patients with severe asthma.

TSNAZ plenary; biological therapies in severe asthma and SIG prizes

ACQ = Asthma Control Questionnaire
COPD = chronic obstructive pulmonary disease
CPAP = continuous positive airways pressure
CV = cardiovascular
FENO = fractional exhaled nitric oxide
FEV = forced expiratory volume
Ig = immunoglobulin
IL = interleukin
IPF = idiopathic pulmonary fibrosis
OSA = obstructive sleep apnoea
QOL = quality of life
RCT = randomised controlled trial
VTE = venous thromboembolism
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Thunderstorm asthma
Presenters: Marks G & Thien F

Summary/comment: In this presentation, Guy Marks reprised his study of the thunderstorm asthma 
event in Wagga, NSW in October 1997 and provided an update on the mechanisms associated with 
the phenomenon. Frank Thien presented an overview of the Melbourne asthma cohort of patients 
presenting to an emergency department after the November 21, 2016 thunderstorm. A snapshot 
pertaining to 1037 patients from eight major teaching hospitals in Melbourne found patients had a 
mean age of early 30s and were predominantly male. Nearly 50% were overseas-born. Over half 
had not been diagnosed with asthma previously. Of those diagnosed with asthma, 67% had not 
been prescribed a preventer or were poorly adherent to preventer therapy, and over 50% did not 
possess an asthma action plan. Nearly 90% of the attendees had allergic rhinitis, and many had 
symptoms suggestive of latent or undiagnosed asthma. GINA guidelines suggest seasonal asthma 
should be managed with inhaled corticosteroids, but it is unclear what the public health message 
should be for managing future possible risk in individuals who have not received an asthma diagnosis 
previously. Victorian health authorities, in conjunction with respiratory physicians and allergists, 
are currently developing public health messages and guidance for individuals and primary-care 
physicians for future seasonal events.

Late-breaking abstracts; thunderstorm asthma

Bronchial thermoplasty in severe asthma: a pro-con debate

Summary/comment: Professor David Feller-Kopman from John Hopkins Hospital, USA presented 
the pro side of this debate, citing evidence of efficacy in AIR-2, the only blinded, sham treatment-
controlled study of bronchial thermoplasty to date. Sham treatment itself had a significant beneficial 
effect on the primary endpoint, a composite QOL measure, while 6% of patients undergoing the 
active procedure were hospitalised during the treatment period. Professor Feller-Kopman noted 
that, although asthma is a small airways disease, bronchial thermoplasty does not treat small 
airways. Although the treatment is expensive at around US$15,000 per course of treatment, at 
US$5000 per quality-adjusted life-year, it appears more cost effective than biologicals. Professor 
Sally Wenzel countered that there was an absence of phenotyping in AIR-2 or previous studies 
with placebo-controlled data available on fewer than 300 patients. It is unclear whether one 
course of treatment is sufficient and therefore the true cost is unknown. In a study by Aaron in 
JAMA, 33% of patients with ‘asthma’ did not have the disease. There are considerably fewer 
reductions in exacerbations with thermoplasty than with biologicals. There is a lack of follow-up 
of AIR-2 patients receiving the sham treatment and long-term safety and efficacy are unknown.

This observer’s take on the debate and later discussion, including a presentation by Professor 
Alvin Ing about the Australian bronchial thermoplasty registry, is that the mechanisms by which 
this treatment is effective are still unclear, and its efficacy and side effects in the treatment of 
patients with severe asthma remain to be determined. It remains uncertain which patients with 
which severe asthma phenotype would benefit most from this niche treatment.

TSNAZ plenary; bronchial thermoplasty in asthma: a pro and con debate

Cancer associated thrombosis: mechanisms and management
Presenter: Chen V

Summary/comment: Dr Chen reminded us of the 4- to 8-fold increase in VTE (venous 
thromboembolism) in cancer with the incidence of VTE in cancer rising over time, possibly in part 
due to the use of novel anticancer drugs, particularly antiangiogenic agents. VTE in cancer is 
associated with a 21% annual risk of recurrent VTE, a 12% annual risk of bleeding complications, 
requirement of long-term anticoagulation, increased cancer mortality, reduced QOL, and treatment 
difficulties, including interruption of treatment and treatment-related thrombocytopenia. Cancers 
activate the clotting system and induce angiogenesis. Biomarkers associated with increased risk 
include elevations of white cell count, platelets and D-dimer. Low-molecular-weight heparin is 
recommended for both initial and long-term treatment, but the duration of treatment is controversial. 
Recommendations are to continue while active cancer is present or during chemotherapy. Consider 
dose reduction if still on starting dose at 6 months. The minimum treatment should be 6 months 
following diagnosis. The use of inferior vena cava filters is controversial. The recommendation is to 
avoid these if possible because of absence of data to support their efficacy and high complication 
rates, and to use them only in patients with acute VTE when anticoagulant therapy is not tolerated 
or is contraindicated. They should be removed early. Although DOACs (NOACs; direct/nonvitamin K 
oral anticoagulants) are slightly favoured in terms of bleeding, they are currently not recommended 
as standard of care and an RCT comparing DOACs with low-molecular-weight heparin is required.

TSANZ concurrent session; current clinical conundrums in PE

Pulmonary rehabilitation guidelines for 
Australia and New Zealand
Presenter: Alison J

Summary: This presentation summarised pulmonary rehabilitation 
guidelines specific to Australian and New Zealand healthcare 
contexts. The guidelines recommend pulmonary rehabilitation 
programmes: i) for patients with mild-to-severe COPD to 
improve their QOL and exercise capacity and to reduce hospital 
admissions; ii) be available in hospital gyms, community centres 
or at home, regardless of the availability of a structured education 
programme; and iii) be offered to patients with bronchiectasis, 
interstitial lung disease and, in specialised centres, pulmonary 
hypertension. Insufficient evidence meant recommendations could 
not be made regarding programme length >8 weeks, an optimal 
maintenance model or use of supplemental oxygen during exercise 
training. The cultural appropriateness of pulmonary rehabilitation 
programmes for indigenous populations was also discussed in 
the guidelines.

Comment: Jenny Alison presented the new Australian and 
New Zealand Pulmonary Rehabilitation Clinical Practice 
Guidelines, which are published online in Respirology 
and on the Lung Foundation Australia website. The group 
used the PICO (Population, Intervention, Comparator, 
Outcome) format to answer key questions. Patients with 
stable symptomatic COPD of all severities should undergo 
pulmonary rehabilitation and after a hospitalised exacerbation 
should undergo pulmonary rehabilitation within 2 weeks of 
hospital discharge. There is a lack of evidence evaluating 
whether longer programmes are more effective than the 
8-week programmes that are standard in Australia. The role of 
maintenance pulmonary rehabilitation is unclear, but supervised 
maintenance programmes, which occur monthly or less, are 
not recommended. Exercise training is key, and pulmonary 
rehabilitation should be offered whether or not a structured 
multidisciplinary group education programme is available. 
In addition to people with COPD, individuals with other chronic 
respiratory diseases, including bronchiectasis, interstitial lung 
disease and pulmonary hypertension, should also undergo 
pulmonary rehabilitation. Home-based programmes and 
community-based rehabilitation with equivalent frequency 
and intensity as hospital-based programmes are acceptable 
alternatives to hospital-based programmes. The bottom line 
for clinicians is that we should encourage participation and 
facilitate access to pulmonary rehabilitation for more of our 
patients. Alternatives to standard programmes should make it 
easier for all our patients with chronic lung disease to access 
this important treatment.

SIG Orals; EBM: abstract TO-015
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Made fi ner to go further.1,2*†

* High and consistent fi ne particle fraction.†
† Based on in vitro data which does not 
necessarily predict human clinical effect.

Optimise asthma control.3
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What can we learn about our Australian IPF 
patients? (data from AIPF registry)
Presenter: Corte T

Summary/comment: An overview of the Australian IPF Registry 
was presented by Tam Corte. This national collaboration, initiated and 
supported by Lung Foundation Australia, was established in 2012 and has 
enrolled 647 patients to date. Unlike other overseas registries, referrals 
are accepted from any referring respiratory physician in Australia, not just 
specialist centres. Any patient with a multidisciplinary team consensus 
‘clinical diagnosis of IPF’ who is referred is included. Co-ordinators in 
each state consent patients, and collect and enter data. An independent 
team panel reviews diagnostic material including clinical details, most 
recent high-resolution CT and surgical lung biopsy if available. Diagnosis 
is then determined as being definite, probable, possible or inconsistent. 
The cumulative mortality rates in years 1, 2, 3 and 4 were 5%, 24%, 37% 
and 44%, respectively. Patients receiving antifibrotic medications had 
better survival than those not on antifibrotic medications, independent 
of underlying disease severity. The Australian IPF Registry provides 
important insights into the understanding of the natural history and clinical 
management of IPF. Patients included are similar to those reported in 
clinical trials, although with more comorbidities. This useful presentation 
provided quality information on ‘real-world’ IPF patients. Interestingly, 
natural history appeared unchanged by diagnosis according to guidelines. 
Those who were determined at multidisciplinary panel review to have 
disease ‘inconsistent with IPF’ had similar disease trajectories to those 
with a so-called ‘guideline-adherent’ IPF diagnosis, raising the question 
as to whether guidelines for diagnosis require review.

TSANZ themed symposium: novel therapies in idiopathic pulmonary 
fibrosis

Asthma control, airway inflammation and gut 
microbiome are improved by soluble fibre 
supplementation
Authors: Wood LG et al.

Summary: Seventeen patients with stable asthma received 7 days 
supplementation with inulin 12 g/day on its own, inulin plus a multistrain 
probiotic and placebo in a crossover manner. Inulin supplementation was 
associated with an improvement in ACQ score, a decrease in sputum 
eosinophil percentage, improvements in gut microbiota and a trend for 
increased faecal short-chain fatty acid and acetate levels; the inclusion of the 
probiotic generally had little additional effect. Changes in faecal short-chain 
fatty acid levels with inulin supplementation significantly correlated with 
changes in FEV1, sputum eosinophils and gut Erysipelotrichaceae.

Comment: Observational data have shown a low fibre intake is associated 
with more airway inflammation and worse lung function. This novel 
randomised placebo-controlled study of 17 patients examined the gut 
microbiome (faecal samples), changes in asthma control (ACQ), lung 
function and induced sputa of a group of 17 patients with stable asthma 
following 7 days supplementation with inulin (a type of soluble fibre 
naturally found in fruits and vegetables) versus inulin plus probiotic, versus 
placebo. With inulin, changes were found in gut microbiota, and these 
were associated with reductions in sputum eosinophils and increases 
in FEV1. This small study presented a fascinating area for future larger 
studies with the potential to alter asthma control through dietary means.

Asthma and allergy 1: abstract TO-008

Asthma control during pregnancy, 17q21 variants and 
childhood-onset asthma
Authors: Morten M et al.

Summary: The prospective GIA (Growing Into Asthma) study is following a longitudinal 
birth cohort of offspring from women with asthma randomised to treatment guided by 
ACQ scores with or without the incorporation of FENO (fractional exhaled nitric oxide) 
data; earlier findings reported that FENO-guided treatment reduced asthma exacerbations 
during pregnancy by 50%. This report considered 140 offspring with follow-up data at 
age 4–6 years. FENO-guided asthma management during pregnancy was associated 
with significantly lower likelihoods of childhood-onset asthma (odds ratio 0.45 [95% CI 
0.21–0.95]), frequent wheeze in the prior 12 months (0.26 [0.08–0.81]), any wheeze (0.49 
[0.25–0.98]) and recurrent bronchiolitis (0.20 [0.06–0.62]). Asthma was associated with 
four 17q21 genetic variants (rs7216389, rs8076131, rs9303277 and rs2290400) and 
with ORMDL3 mRNA levels in peripheral blood mononuclear cells only in children with a 
history of bronchiolitis. There was no evidence of an interaction between 17q21 variants 
and FENO-guided management for asthma risk.

Comment: This study examined the effect of FENO-guided versus symptom-guided 
asthma management during pregnancy on the prevalence of childhood-onset asthma. 
GIA is a prospective longitudinal birth cohort study following the offspring of pregnant 
women with asthma and comparing, in a double-blind RCT, management of asthma 
using FENO plus ACQ versus ACQ alone. As well as benefits in the mothers’ asthma 
management using FENO plus ACQ data, there was also a reduction in risk of childhood 
asthma in the children of mothers whose asthma was managed according to the results 
of FENO plus ACQ. This study has the potential to significantly alter our management 
of asthma in pregnancy through highlighting not only the benefits to the mother with 
asthma, but also the benefits to her children through the use of FENO-guided asthma 
management.

Late-breaking abstracts: abstract TOL-004

Independent commentary by Professor Christine McDonald.

She is the director of the Austin Hospital’s Department of Respiratory 
and Sleep Medicine and Medical Director of the Institute for Breathing 
and Sleep. Christine’s specialty research interests include COPD, 
oxygen therapy and lung cancer. She is Chair, COPD National Program, 
Lung Foundation Australia and member of the COPD-X Guidelines Committee, Lung 
Foundation Australia. Christine is also lead author of the TSANZ Clinical Practice 
Guideline on Domiciliary Oxygen Therapy.
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