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Results

● Single-inhaler triple therapy is a recent development for the treatment of COPD and could provide a
more practical option for patients, and improve treatment adherence and outcomes, compared with
multiple-inhaler triple therapy (MITT).2,3
● Recently, single-inhaler triple therapy with fluticasone furoate/umeclidinium/vilanterol (FF/UMEC/VI)
delivered by the ELLIPTA inhaler has shown more sustained lung function benefit throughout the dosing
interval compared with MITT, and similar health status improvements in the randomized controlled trial
(RCT) environment.4 However, real-world effectiveness data on single-inhaler versus multiple-inhaler
regimens on health status and symptoms in COPD are currently lacking.
● The INTREPID (INvestigation of TRelegy Effectiveness: Usual PractIce Design) study evaluated the
impact of once-daily single-inhaler triple therapy with FF/UMEC/VI versus non-ELLIPTA MITT on health
status in patients requiring triple therapy within the real-world clinical setting.
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Figure 1. Proportion of CAT responders at Week 24

Figure 3. Proportion of CAT responders at Week 24 by prior therapy strata
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Response is defined as a CAT score ≥2 units below baseline. Patients who modified their randomized treatment, changed pulmonary
rehabilitation status, or started oxygen therapy were considered as non-responders. CAT data for patients who discontinued randomized
treatment without receiving another COPD maintenance therapy during the study was used. Missing data was imputed using multiple
imputation based on the randomized treatment arm characteristics assuming MAR. Analysis performed using a logistic regression model
with covariates of treatment group, baseline CAT score, number of exacerbations in the prior year, actual prior medication use strata, and
country. CI, confidence interval; MAR, missing at random
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Response is defined as a CAT score ≥2 units below baseline. Patients who modified their randomized treatment, changed pulmonary
rehabilitation status, or started oxygen therapy were considered as non-responders. CAT data for patients who discontinued randomized
treatment without receiving another COPD maintenance therapy during the study were used. Missing Week 24 data were not imputed.
Analysis performed using a separate logistic regression model for each subgroup with covariates of treatment group, baseline CAT score,
number of exacerbations in the prior year, and country. N denotes number of patients in the analysis.
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Table 2. On-randomized treatment adverse events

Figure 2. LS mean change from baseline in (A) FEV1 and (B) trough FEV1 at Week 24

Table 1. Patient characteristics at screening
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● In patients with chronic obstructive pulmonary disease (COPD) who remain symptomatic or continue to
experience exacerbations while receiving dual therapy, triple therapy with an inhaled corticosteroid (ICS),
long-acting β2-agonist (LABA), and long-acting muscarinic antagonist (LAMA) is recommended.1

LS mean (95% CI) CFB in
FEV1 at Week 24 (mL)
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● The ITT population comprised 3092 patients (FF/UMEC/VI N=1545; MITT N=1547). Characteristics at
screening were similar between the two treatment groups (Table 1).
● The odds of being a CAT responder at Week 24 were significantly greater with FF/UMEC/VI than
non-ELLIPTA MITT (Figure 1).
● FF/UMEC/VI significantly improved lung function versus non-ELLIPTA MITT at Week 24 (Figure 2).
● The percentage of patients with ≥1 critical error in inhalation technique at Week 24 was 6% in the
FF/UMEC/VI treatment group and 3% in the non-ELLIPTA MITT group (odds ratio: 1.99; P=0.103).
● The odds of being a CAT responder at Week 24 were significantly greater with FF/UMEC/VI versus
non-ELLIPTA MITT in patients previously on ICS-containing therapy. In patients previously on
LAMA+LABA, there was a numerical improvement in favour of FF/UMEC/VI but this was not
statistically significant. Interpretation is limited due to the smaller subgroup sizes (Figure 3).
● Both treatments had a similar safety profile (Table 2 – Serious AESIs).

Conclusions
● In the usual clinical care setting, treatment with single-inhaler FF/UMEC/VI
resulted in significantly more patients achieving health status improvement
and greater lung function benefit versus non-ELLIPTA MITT, with a similar
safety profile.
● This pragmatic study broadens the understanding of the effectiveness
of FF/UMEC/VI beyond the traditional RCT setting, into real-world
clinical practice.
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