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Data includes 590,000 teenagers
and 700,000 people over 65

Every 6 hours someone dies from asthma?

Women
Men 2.9 million?

2.3 million?

1. Where Do We Stand? Asthma in the UK Today. Published December 2004. Available at: http://www.asthma.org.uk/how_we_help [Accessed October 2006.]. 2. General Register Office
collated in Office for National Statistics mortality statistics for England and Wales; General Register Office for Scotland; General Register Office for Northern Ireland collated by the Northern
Ireland Statistics & Research Agency (2004).
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IEI It IS a myth that Only Severe Number of asthma deaths across
aSth ma can prOve fatal disease severity 2001-2003
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« Asthma is an important quality indicator for the new GMS contract

« 45% of patients do not have regular asthma reviews'’

* An estimated 50% of medicines for chronic conditions are not taken
as prescribed?

il.
2. Segal JZ. Compliance to concordance: A critical view. J Med Humanit 2007; 28: 81-96




There are 452 asthma patients on average per pharmacy’

30% do not use their asthma medication properly?

— That means in your pharmacy there are 136 patients that you see
who are not using their inhaler properly

Only 45% are correctly controlled?

— That means in your pharmacy there are nearly 249 patients who
could have better control over their asthma

There are 78 patients with COPD on average per pharmacy’




British Guideline on the Management of Asthma : j% @

Defini!m asthma

“A chronic inflammatory disorder of the airways ...
In susceptible individuals, inflammatory symptoms
are usually associated with widespread but variable

airflow obstruction and an increase in airway
response to a variety of stimuli. Obstruction is often
reversible, either spontaneously or with treatment.”







« The diagnosis of asthma is a clinical one

« There is no standardised definition, therefore, it is not
possible to make clear evidence based
recommendations on how to make a diagnosis

« Central to all definitions is the presence of symptoms
and of variable airflow obstruction




- Base initial diagnosis on a careful assessment of
symptoms and a measure of airflow obstruction

« Spirometry is the preferred initial test to assess the

presence and severity of airflow obstruction (use PEF if
spirometry not available)

PEFR — spirometry unavailable
occupational
monitoring




Base Initial diagnosis on a careful assessment
of symptoms and a measure of airflow
obstruction

In patients with;

— move straight to a
trial of treatment

— Investigate and
manage accordingly

— Carry out

further investigations




Spirometry is preferable to measurement of peak expiratory flow

Normal spirometry when the patient is not symptomatic does NOT
exclude the diagnosis of asthma

Results are useful where the initial history and examination leave
uncertainty about the diagnosis




Features dbability of

>1 of the following: wheeze, breathlessness, chest
tightness, cough, particularly if:

— worse at night and early morning

— in response to exercise, allergen exposure and cold air

— after taking aspirin or beta blockers

— Personal/family history of asthma/atopy

Widespread wheeze heard on auscultation of the chest
Unexplained low FEV, or PEF

Unexplained peripheral blood eosinophilia




Clinical fea obability of

Prominent dizziness, light-headedness, peripheral tingling
Chronic productive cough in absence of cough or wheeze
Voice disturbance

Symptoms with colds only

Significant smoking history

Normal PEF or spirometry when symptomatic




« The table below show : eatures differentiating
asthma and COPD!

Smoker or ex-smoker Nearly all Possibly

Symptoms under the age of 35 Rare Often

Chronic productive cough Common Uncommon

Breathlessness Persistent and Variable
progressive

Night-time waking with breathlessness and /or wheeze | Uncommon Common

Significant Diurnal or day to day variability of Uncommon Common
symptoms

- Patients with asthma or COPD can both benefit from
a review of their medications and inhaler technique
« Many patients will know their diagnosis

1. NICE. Clinical Guideline 12. Management of COPD in adults in primary and secondary care. Thorax March 2004; 59 (suppl)




Achieve and
maintain

Variable control,
symptom-based

Uncontrolled

Time (months)




Monitoring ary care

Factors that should be monitored and recorded:

Symptomatic asthma control using RCP ‘3 questions’, Asthma
Control Questionnaire or Asthma Control Test (ACT)

Lung function (spirometry/PEF)

Exacerbations

Inhaler technique

Compliance (prescription refill frequency)
Bronchodilator reliance (prescription refill frequency)

Possession of and use of self management plan/personal action
plan




The Royal College of Physicians (RCP) three
Questions:

“Have you had difficulty sleeping because of your asthma
symptoms (including cough)?”

“Have you had your usual asthma symptoms during the day
(cough, wheeze, chest tightness or breathlessness)?”

“Has your asthma interfered with your usual activities (for
example: housework, work, school)?”
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Patient factors Healthcare Professional factors

Low expectations Low expectations

Acceptance of limitations Overestimate control
Compliance/concordance Not aiming for guideline-defined control
Inhaler actuation technique Inappropriate choice of inhaler

Inspiratory flow rate Other Patient training




Possible cal

. Adherence

 Make sure they are taking the medicines in the way that the
were prescrlhbeyd J 4 Y

. Patient education

. eRXeg?g?nr%eow?t ivr\p(g)rc&rs"[ance of taking their type of inhaler and

. Inhaler technique
« Use the In-Check DIAL™ to check inspiratory flow

+ Use the placepo [phalers to check technique. This should b
CoraUTaa all'patients. ol uld be

S Someg
echnica

ut cann

}ients may have sufficient insgirggosrg flow to

03{ use the pressurised metger iInhaler (pMDI)

manage to manipulate the device

. Regime

. I\/Iaée sure that for their degree of asthma, they are on the right
meaication




Aims of pr anagement

Start treatment at the step most appropriate to the initial severity
of their asthma

Aim is to achieve early control
Step up or down with therapy
Minimal therapy

Before initiating new drug therapy:

— Compliance

— Inhaler technique

— Eliminate trigger factors




pharmacolog

« Aim to help patients get control of their asthma so that
they have:

minimal symptoms day and night
minimal need for reliever
no sudden worsening of asthma
no limitation of physical activity
normal lung function

“Abolish symptoms as soon as possible”

/1% AT AT R d e O RnE LebY R BBt 94idsbae on the

(accessed 24.10.2007)
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British Guideline on the
Management of Asthma




Adults

Patients should start treatment at the siep mast appropriate to the
initial severity of their asthma. Check concerdance and reconsider
diagnesis if response to freatment is urespectedly peor.

Use daily steroid tablet
in lowest dose providing
acheguate contnal
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SYMPTOMS Vs TREATMENT



Inhaled short-acting 3,
agonist as required

STEP 1

Mild intermittent asthma
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Adults

Add inhaled steroid 200-800

Patients should sfart gy #
initial severity of thei m Hd‘]?

dizgnesiz itresrl 400 micg is an appropriate
starting dose for many patients

Use daily steroid tablet
in lowest dose providing
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Regular preventer therapy




Adults

Patients should start treatment at the step mest app
initial severity of their asthma. Check concerdance ;
diagresis if response to freatment is urexpecte

Add inhaled steraid
rcgday®

Z00 mrcg is an appr
starting dose for ma

Inhaled shert-acting 2
agonist as required

Start at dese of inhs
steroid appropriate
severity of disease.

__ STEP1  [emelinsi

HMild imtmrmmittent asthinma

2.

. Add inhaled long-acting

[}, agonist (LABA)
Assess control of asthma;

* go0d response to
LABA - continue LABA

* benefit from LABA but
control still inadequate
- continue LABA and
increase inhaled steroid
dose to 800 mcg/day* (if
not already on this dose)

" no response to LABA

- stop LABA and increase
inhaled steroid to 800
mcgl day. *If control
still inadequate, institute
trial of other therapies,
leukotriene receptor
antagonist or SR

theophylline

Initial add-on therapy
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Adults

Consider trials of:
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Adults

Patients should start treatment at the siep mast appropriate to the
initial severity of their asthma. Check concerdance and reconsider
diagnesis if response to freatment is urespectedly peor.

Inhaled shert-acting 2
agonist as required

__ STEP1  [emebieietis

HMild imtmrmmittent asthinma

Add inhaled stereid 200-500
rcgday®

Z00 mrg is an appropriaie
starfing dose for many patients

Start at dose of inhaled
steroid appropriate to
severity of disease.

1. Add inhaled lerg-acting
&, agonist (LABA)
2. Aszess contrel of asthma:
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LABA - continuwe LAEA
= benedit from LABA but
contral still inadequate
- continue LABA ara
ircrease inhaled steroid
diose to 500 mog/day ™ [if
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= o response te LABA
- =op LABA ana increase
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Lse daily steroid tablet
in lowest dose providing
adeguate control

Maintain high dose inhaled
steroid at 2000 meg/day*

Consider other treatments to
minimise the use of steroid
tablets

Refer patient for specialist care

Continuous or frequent
use of oral steroids







