
Asma e BPCO: le strategie 
terapeutiche 

Dott. Marco Contoli

ctm@unife.it

Sezione di Medicina Interna e Cardio-Respiratoria

Dipartimento di Scienze Mediche

Università di Ferrara



COPD Definition

© 2017 Global Initiative for Chronic Obstructive Lung Disease

►Chronic Obstructive Pulmonary Disease 

(COPD) is a common, preventable and treatable 

disease that is characterized by persistent 

respiratory symptoms and airflow limitation that 

is due to airway and/or alveolar abnormalities 

usually caused by significant exposure to 

noxious particles or gases. 



ABCD Assessment Tool
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ABCD Assessment Tool
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ABCD Assessment Tool
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Treatment of Stable COPD
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(2016)



LABA/LAMA vs ICS/LABA

Wedzicha JA et al., N Engl J Med 2016



(Kerhof et al. ERJ 2017)



Exacerbations (per annum) by treatment and EOS 

level at screening
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Pascoe S, Lancet Resp Med 2015

Eosinophils in blood and response to ICS treatment 

in COPD

(Siddiqui et al. AJRCCM 2015)



Blood eosinophil count and pneumonia risk in patients with

chronic obstructive pulmonary disease: a patient-level

meta-analysis

(Pavord et al. Lancet Respir Med 2016)



(ERJ 2017 in press)



(Mannino et al. ERJ 2008)

Comorbidities and mortality



COPD and Comorbidities

© 2017 Global Initiative for Chronic Obstructive Lung Disease

OVERALL KEY POINTS

► COPD often coexists with other diseases (comorbidities) that may have a significant 

impact on disease course.

► In general, the presence of comorbidities should not alter COPD treatment and 

comorbidities should be treated per usual standards regardless of the presence of 

COPD.

► Lung cancer is frequently seen in patients with COPD and is a main cause of death.

► Osteoporosis and depression/anxiety are frequent, important comorbidities in COPD, 

are often under-diagnosed, and are associated with poor health status and prognosis.

► Gastroesophageal reflux (GERD) is associated with an increased risk of exacerbations 

and poorer health status.

► Cardiovascular diseases are common and important comorbidities in COPD.
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© Global Initiative for Asthma

Asthma is a heterogeneous disease, usually characterized 

by chronic airway inflammation. 

It is defined by the history of respiratory symptoms such as 

wheeze, shortness of breath, chest tightness and cough 

that vary over time and in intensity, together with variable 

expiratory airflow limitation.

Definition of asthma

GINA 2017
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 Asthma is a common and potentially serious chronic disease 

that can be controlled but not cured

 Asthma can be effectively treated

 When asthma is well-controlled, patients can

Avoid troublesome symptoms during the day and night

Need little or no reliever medication

Have productive, physically active lives

Have normal or near-normal lung function

Avoid serious asthma flare-ups (also called 

exacerbations, or severe attacks)

What is known about asthma?

GINA 2017
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GINA assessment of asthma control

A. Symptom control

In the past 4 weeks, has the patient had:
Well-

controlled

Partly 

controlled

Uncontrolled

• Daytime asthma symptoms more

than twice a week? Yes No

None of 

these

1-2 of 

these

3-4 of 

these

• Any night waking due to asthma? Yes No

• Reliever needed for symptoms* 

more than twice a week? Yes No

• Any activity limitation due to asthma? Yes No

B. Risk factors for poor asthma outcomes

• Assess risk factors at diagnosis and periodically

• Measure FEV1 at start of treatment, after 3 to 6 months of treatment to record the patient’s 

personal best, then periodically for ongoing risk assessment

ASSESS PATIENT’S RISKS FOR:

• Exacerbations

• Fixed airflow limitation

• Medication side-effects

GINA 2017 Box 2-2B (1/4)

Level of asthma symptom control
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 How?

 Asthma severity is assessed retrospectively from the level of 

treatment required to control symptoms and exacerbations

 When?

 Assess asthma severity after patient has been on controller 

treatment for several months

 Severity is not static – it may change over months or years, or as 

different treatments become available

 Categories of asthma severity

 Mild asthma: well-controlled with Steps 1 or 2 (as-needed SABA or 

low dose ICS)

 Moderate asthma: well-controlled with Step 3 (low-dose ICS/LABA)

 Severe asthma: requires Step 4/5 (moderate or high dose 

ICS/LABA ± add-on), or remains uncontrolled despite this treatment

Assessing asthma severity

GINA 2017
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Stepwise approach to control asthma symptoms 

and reduce risk

GINA 2017, Box 3-5 (1/8)

Symptoms

Exacerbations

Side-effects

Patient satisfaction

Lung function

Other 

controller 

options

RELIEVER

REMEMBER 
TO...

• Provide guided self-management education (self-monitoring + written action plan + regular review)

• Treat modifiable risk factors and comorbidities, e.g. smoking, obesity, anxiety

• Advise about non-pharmacological therapies and strategies, e.g. physical activity, weight loss, avoidance of 
sensitizers where appropriate

• Consider stepping up if … uncontrolled symptoms, exacerbations or risks, but check diagnosis, inhaler 
technique and adherence first

• Consider adding SLIT in adult HDM-sensitive patients with allergic rhinitis who have exacerbations despite 
ICS treatment, provided FEV1 is >70% predicted

• Consider stepping down if … symptoms controlled for 3 months + low risk for exacerbations. 
Ceasing ICS is not advised.

STEP 1 STEP 2
STEP 3

STEP 4

STEP 5

Low dose ICS

Consider low 
dose ICS 

Leukotriene receptor antagonists (LTRA)
Low dose theophylline*

Med/high dose ICS
Low dose ICS+LTRA

(or + theoph*)

As-needed short-acting beta2-agonist (SABA) As-needed SABA or 
low dose ICS/formoterol#

Low dose 

ICS/LABA**

Med/high 

ICS/LABA

Diagnosis

Symptom control & risk factors
(including lung function)

Inhaler technique & adherence

Patient preference

Asthma medications

Non-pharmacological strategies

Treat modifiable risk factors

PREFERRED 
CONTROLLER 

CHOICE

Add tiotropium*

High dose ICS 
+ LTRA 
(or + theoph*)

Add low dose 
OCS

Refer for 
add-on 

treatment 
e.g. 

tiotropium,*

anti-IgE, 
anti-IL5*

UPDATED 

2017



Eosinophil level 
(cells/µl)

Reference

Anti IL-5

Reslizumab ≥400
Bjermer L, 3081 study (2016), 

Castro M, 3082 and 3083 study (2015)

Mepolizumab

≥ 300 Pavord ID, DREAM study (2012)

≥ 150 at screening 
or >300 last year

Ortega HG, MENSA study (2014)
Bel H, SIRIUS study (2014)

Anti IL-5R Benralizumab ≥300
FitzGerald JM, CALIMA study (2016)
Bleeker ER, SIROCCO study (2016)

Anti IL-13 Lebrikizumab ≥ 300 Hanania NA, LAVOLTA I and II study (2016)

Anti IL-4/13 Dupilumab ≥ 300 Wenzel S, N Engl J Med 2013 (IIa phase)

Cutoff in eosinophilic asthma

Cutoff in IgE-mediated asthma

IgE levels (IU/mL)
(consider weight) Reference

Anti IgE Omalizumab 30-1300 Humbert et al. JACI in practice 2014 (Review)



Inhaled treatment regimens



Can guideline-defined asthma control be achieved?
The Gaining Optimal Asthma ControL study

(Bateman et al. AJRCCM 2004)
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Days since randomisation

Patients with  

exacerbations (%)
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P < 0.0001

Maintenance Bud/form 160/4.5 µgbid + 

as needed:

Bud/form

Formoterol

SABA

Decrease in exacerbation risk: 

 24% with formoterol vs SABA 

 27% with bud/form vs formoterol

 45% with bud/form vs SABA 

Rabe KF, et al. Lancet 2006

SMART & MART
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Symptom driven therapy



Papi A, Canonica GW, Maestrelli P, Paggiaro P, Olivieri O, Pozzi E, Crimi N, Vignola AM, 

Morelli P, Nicolini G, Fabbri LM and the BEST Study Group. 

N Engl J Med 2007;356:2040-52
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Asma e BPCO: le strategie 
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PREFERRED 

CONTROLLER 

CHOICE

Other 

controller 

options

RELIEVER

STEP 1 STEP 2
STEP 3

STEP 4

STEP 5

Low dose ICS

Consider low dose ICS Leukotriene receptor antagonists (LTRA)
Low dose theophylline*

Med/high dose ICS
Low dose ICS+LTRA

(or + theoph*)

As-needed short-acting beta2-agonist (SABA) As-needed SABA or 
low dose ICS/formoterol#

Low dose 

ICS/LABA**

Med/high 

ICS/LABA

Add tiotropium*
High dose ICS 
+ LTRA 
(or + theoph*)

Add low 
dose OCS

Refer for 
add-on 

treatment 
e.g. 

tiotropium,* anti-IgE, 
anti-IL5*

BPCO

ASMA

(ctm@unife.it)


