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Setting the scene

The potential reality of Asthma




We lost our daughter to asthma and want people to take it more seriously

Nearly five years on the family are still campaigning for better care and awareness of the chronic lung condltlon that affects
36,000 children in Northern Ireland #~ ’
A+L UK Released on 3rd May 2023

A father from County Down whose daughter died from an asthma attack has said people have become too

complacent about the condition.
Rachel Williamson was 16 years old when she died after suffering an attack at home in Portavogie in 2017.
Her father, Simon, has launched an asthma awareness initiative for teenagers, believed to be the first of its kind in the UK and Ireland.
About one in 10 people in NI have asthma, including 36,000 children.
Many asthma deaths can be prevented through correct use of inhalers and regular check-ups.

But in 2017, the last year for which figures are available, 38 people in Northern Ireland died from it.




23 December 2019

Belfast Telegraph

Death of Down teen James Grant from

asthma attack stuns community



Asthma deaths in NI 'could have been
prevented’
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Figures show that there were 40 asthma deaths in Northern Ireland in the past year

07 November 2017 The Irish News




State of the Nation

5.4 million,

People living with asthma in the
UK

P Every 10
a seconds,
Someone is having a potentially life-

(3 <4 threatening asthma attack in the UK

[ [
® oM [
Every day, the lives of three families yet

are devastated by the death of a loved one to an o
asthma attack... tWO 'thlrds

of these deaths are preventable

1. BTS/SIGN/NICE 2024

1. Asthma UK. Asthma facts and statistics [online] 2016. Available from: https://www.asthma.org.uk/about/media/facts-and-statistics/ [Last accessed: February 2024].



Emergency admissions climb back up
Monthly admissions in England, Apr 2018-Nov 2022
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Asthma: Definition

GINA 2023 defines asthma as follows:

Asthma is a heterogeneous disease, usually characterised 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.

Airflow limitation may later become persistent?.

Asthma is usually associated with airway hyperresponsiveness and airway inflammation, but these are not necessary or sufficient to
make the diagnosis?

Recognisable clusters of demographic, clinical and/or pathophysiological characteristics are often called ‘asthma phenotypes’; however,
these do not correlate strongly with specific pathological processes or treatment responses?

Asthma is a multifactorial disease process with genetic, allergic, environmental, infectious, emotional and nutritional components?



https://ginasthma.org/2023-gina-main-report/
https://www.ncbi.nlm.nih.gov-pubmed/

NICE Asthma: Definition

National Institute for
Health and Care Excellence

Asthma is a chronic respiratory condition associated with airway inflammation and hyper-responsiveness.
* The disease is heterogeneous, with different underlying disease processes and variations in severity, clinical
course, and response to treatment.
Asthma is characterized by symptoms including cough, wheeze, chest tightness, and shortness of breath, and variable
expiratory airflow limitation, that can vary over time and in intensity.
* Symptoms can be triggered by factors including exercise, allergen or irritant exposure, changes in weather, and
viral respiratory infections.
* Symptoms may resolve spontaneously or in response to medication and may sometimes be absent for weeks or
months at a time.
Acute asthma exacerbation is a term used to describe the onset of severe asthma symptoms, which can be life-

threatening.




Asthma symptoms include - variable and episodic wheeze, cough,

dyspnoea, chest tightness and occasionally a raw sensation in chest?!

Asthma

Bronchial hyper- Chronic airway
responsiveness inflammation



https://www.ncbi.nlm.nih.gov-pubmed/

Asthma is an inflammatory disease

Eosinophilic inflammation in allergic and non-

Inflammation in asthma contributes to: allergic asthma:

o Bronchial hyperresponsiveness o rowen memh
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o Airway oedema .
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exacerbations “}a $ -
Asthma symptoms include variable and episodic wheeze, cough, dyspnoea and * . :
chest tightness
Bronchus J || | IR
setisge . Allergic asthma Non-allergic asthma
Mucous \ 5 .Slrluegrgens Reduced “
gland 2\ S Evorcian airway
= S - Occupational oPeni-- <Gk
AW . e stimuli HAT

- Infections
- Environmental
changes

\ )2 | Eosinophilic asthma
- Air pollutants N =
Pl :Shernllcal irritants o ¥ o B

- Weather/Temp.
Normal - Food additives




The epithelium

o Loss of cilia, damaged cells, hyperplasia of goblet cells

Long term damage and re-modelling

° Increased mucus production from goblet cells.

- - : The airway smooth muscle
- Epithelial remodeling

Apoptosis o Enlarges in mass (hypertrophy)

o Airway hyper-responsiveness

Reticular basement membrane (RBM) thickening
o Classical feature of asthma

o Only diagnosed with microscope

Thickening is caused by an imbalance between synthesis and

degradation

o Severity of the disease correlates with RBM thickening




Diagnosing Asthma

CONSIDER THE POTENTIAL CHALLENGES




There is a need to get the diagnosis right first time
Our helpline 0300 222 5800 m

Aboutlung conditions -~ Help+guidance -  Healthcareprofessionals ~  Research -~  Supportus Aboutus

'Abysmal’ lack of testing for lung conditions is
forcing GPs to play a 'guessing game' with

- - ‘\
diagnosis .
A new report by leading lung charity Asthma + Lung UK shines a light on the “dire state” of lung \l “
healthcare in England, often leaving people with breathing difficulties without a diagnosis, or
receiving treatment for conditions they don’t have
-

Released on 26th September 2023

arity Asthma +
ving people with breathing difficulties without a confirmed and
ditions they dor't have.

Lung UK shines a light on the “dire state” of lung

1 biggest killer
cing them to

amounts to an estimated £2.2 billion due to avoidable hospital stavs and tre t.! Earlv

The current Situation: A report published on the 26t September 2023 by leading lung charity Asthma + Lung UK shines a light on the “dire state”

of lung healthcare in England, often leaving people with breathing difficulties without a diagnosis, or receiving treatment for conditions they don’t have!
The report entitled “Abysmal lack of testing for lung conditions is forcing GPs to play a 'guessing game' with diagnosis”

This reflects a similar substandard of care for respiratory conditions across the 4 nations, which potentially gives rise to misdiagnosis and increased risk for
patients as well as an increased healthcare costs, unscheduled emergency care and Hospital Admissions.

The reports goes on to say:

“There are huge savings to be made by improving the diagnosis and treatment of lung conditions such as asthma and COPD, in terms of direct NHS savings,
including reducing hospital bed days. It doesn’t make sense that lung conditions aren’t given the same priority as other big killers such as heart disease.”

It has been noted that, due to lack of funding of diagnostic services in General — many private clinics are offering diagnostic services to those who can

afford to pay — exploiting the marginalised and potentially most in need of these services in our society.

1. https://www.asthmaandlung.org.uk/media/press-releases/abysmal-lack-testing-lung-conditions-forcing-gps-play-guessing-game-diagnosis




Asthma: Some of the potential challenges to gaining an
accurate diagnosis

e By its very nature asthma poses a considerable challenge —its

tendency to be variable in nature, intermittent, provoked by

(({({

triggers and fully reversible.

e Poorly conducted and unreliable peak flow testing

e |Lack of biomarkers

% 1l
e Historical QOF targets

e Poor understanding of the underlying etiology of asthma




BUT: We need to be Getting the diagnosis right first time
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Emerging Asthma Phenotypes

T2-type asthma Non T2-type asthma

Allergic Late-onset Very Obesity- Smooth-muscle
asthma eosinophilic ENPTEEFEITYSE associated mediated

Type 1 asthma asthma asthma paucigranulocytic
& (women) asthma
Type 2 Aspirin-
asthma exacerbated
Exercise-induced respiratory Very late-onset
asthma disease asthma
Childhood-onset
s Adult-onset asthma

Holgate ST, et al. Nat Rev Dis Primers. 2015;1:15025.




Atopic asthma (Extrinsic ) T2+ve

Atopic (allergic) asthma is the most
common form, begins in childhood.

Other allergic manifestations might
include - allergic rhinitis, eczema,
urticaria, nut allergy, dairy or food allergy.
Positive skin prick tests RAST

Other family members affected
(+ F/H)




Non atopic asthma (Intrinsic) T2-ve

Late onset often in adulthood commonly following a viral

respiratory infection o e
.~ : )
&7 o
Persistent symptoms and may have prominent / : »

upper airway symptoms - marked rhinosinusitis,

polyps

No obvious precipitating factors

May have Aspirin / NSAID other drug sensitivities




A broader look at the sub- sets of Asthma,

1. Allergic asthma - extrinsic asthma
2. Seasonal Asthma

3. Non-allergic asthma — intrinsic asthma

4. Allergic bronchopulmonary mycosis -

U

5. Aspirin-induced asthma

6. Asthma with fixed airflow obstruction

7. Exercise induced asthma ?

8. Cough-variant asthma
9. Work-induced asthma
10. Nocturnal asthma

11. Asthma associated with obesity




Other factors to consider ‘o
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Uncontrolled nasal symptoms - trial of Antihistamines / nasal steroids

Uncontrolled GORD - trial PPI




Underlying pathobiology is inflammation

We need to proactively treat the invisible components, not just react to visible Symptoms

' N

— Visible

Lung function
e ————————

Bronchial hyper-reactivity

Invisible

Airway inflammation

Airway remodelling




So, asthma more complex than you might think

The predictive value of isolated symptoms or signs is poor?

Symptoms can and do vary over time!

' Therefore

' Classification of asthma based on symptoms and their severity

does not address the underlying pathophysiological processes

J that drive the disease
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Initial treatment and objective tests for acute symptoms at presentation

1.1.5 Treat people immediately if they are acutely unwell or highly symptomatic at presentation and perform objective tests that
may help support a diagnosis of asthma (for example, eosinophil count, fractional exhaled nitric oxide [FeNO], spirometry or peak
expiratory flow [PEF] before and after bronchodilator) if the equipment is available. [NICE 2017, amended BTS/NICE/SIGN 2024]
1.1.6 If objective tests for asthma cannot be done immediately for people who are acutely unwell or highly symptomatic at
presentation, carry them out when acute symptoms have been controlled, and advise people to contact their healthcare professional
immediately if they become unwell while waiting to have objective tests. [NICE 2017, amended BTS/NICE/SIGN 2024]

1.1.7 Be aware that the results of spirometry and FeNO tests may be affected in people who have been treated with inhaled

corticosteroids (the test results are more likely to be normal). [NICE 2017]




Published on 27t November 2024
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BTS/SIGN/NICE guidelines SIGN

propose big changes to asthma
care

These Guidelines have changed the face of asthma diagnosis dramatically




Algorithm for diagnosing asthma in adults and young people over 16yrs

Blood eosinophils or
FeNO

Is eosinophil count
above the laboratory
reference range or is
FeNO level 50 ppb or

more?

No

Yes

with a history suggestive of asthma
BTS, NICE and SIGN guideline on asthma

Bronchodilator
reversibility (BDR)
with spirometry

Order of tests

—
BDR
delayed

or not

Peak expiratory flow
variability

—_—

available

Interpretation of test results

Bronchial challenge test

No

Is there reversible
airflow obstruction 12%
or more from baseline
and 200 ml or more
(or 10% or more of
predicted normal)?

—_—
BDR
delayed

or not

Yes

Is amplitude percentage
mean 20% or more?

No

available

Yes

With history suggestive of asthma, confirm diagnosis

}

Is bronchial
hyperresponsiveness >
No
present?
Yes

Consider alternative

diagnoses




Confirming and asthma diagnosis in
Adults and young people over 16years
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1.3 Diagnosing asthma in children under 5

Diagnosis is hard in this age group because it is difficult to do the tests and there are no good reference standards.

1.3.1 For children under 5 with suspected asthma, treat with inhaled corticosteroids in line with the recommendations on
medicines for initial management in children under 5, and review the child on a regular basis. If they still have symptoms when
they reach 5 years, attempt objective tests (see the section on objective tests for diagnosing asthma in adults, young people and
children aged 5 to 16). [NICE 2017]

1.3.2 If a child is unable to perform objective tests when they are aged 5:

e try doing the tests again every 6 to 12 months until satisfactory results are obtained

e refer for specialist assessment if the child's asthma is not responding to treatment.

[NICE 2017, BTS/SIGN 2019, amended BTS/NICE/SIGN 2024]

1.3.3 Refer to a specialist respiratory paediatrician any preschool child with an admission to hospital, or 2 or more admissions to

an emergency department, with wheeze in a 12-month period. [BTS/NICE/SIGN 2024]




Algorithm for diagnosing asthma in children 5yrs to 16yrs with a history
suggestive of asthma

BTS, NICE and SIGN guideline on asthma

FeNO (if available)

Is FeNO level
35 ppb or more?

Y

Bronchodilator
reversibility (BDR)
with spirometry

—
BDR
delayed
or not

available

Order of tests

Peak expiratory flow
variability

Y

Skin prick test
or

Total IgE and blood
eosinophils

Interpretation of test results

No

Yes

No or
FeNO not
available

Is there reversible
airflow obstruction 12%
or more from baseline
(or 10% or more of
predicted normal)?

>

BDR
delayed

or not

Yes

Y

available

4

Is amplitude percentage

Y

Is there evidence
of house dust mite
sensitisation on skin

Consider alternative
—-

mean 20% or more? No prick or is total IgE No diagnoses
raised?
Yes Evidence of Total IgE
sensitisation y raised -
Is eosinophil Refer to a paediatric

With history suggestive of asthma, confirm diagnosis

count more than
0.5 x 10° per litre?

> spe.m.allst fora segond
No opinion and consider

l Yes
y

bronchial challenge test




Confirming and asthma diagnosis
Children between 5 years and 16 years
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BTS/SIGN/NICE guidelines
propose big changes to asthma be to implementing the BTS/SIGN/NICE

care

What potential challenges might there

2024 diagnostic pathways




Poor
incentives

Lack of
funding

Patient -
Understanding



Objective Testing

The BTS/SIGN/NICE 2024 recommend FeNO or eosinophils as first line objective

assSessaIents

0=
NICE '
SIGN




FeNO
Practical
Or
Video

https://youtu.be/OziKKnE9X4Y

https://www.youtube.com/watch?v=0ziKKnE9X4Y




Fractional exhaled nitric oxide (FeNO) is a biomarker of eosinophilic inflammation

- —NITRIC OXIDE

Normal epithelial
cells release
minimal NO

During inflammation,
activated epithelial cells
increase production of NO

* Nitric Oxide (NO) is produced in the lung and often in greater quantities in asthmatics?

* FeNO is a diagnostic tool measuring exhaled NO level from lungs?

* Quantitative, non-invasive biomarker?!

* NO levels correlate with eosinophilic airway inflammation?

» Potentially indicates underlying state of disease and responsiveness to steroids?

* FeNO levels of 240 parts per billion (in adults) and 235 parts per billion (in children) are regarded as positive for
eosinophilic inflammation?

* A positive test increases the probability of asthma, but a negative test does not exclude asthma?




Interpretation of FeNO scores

FeNO (ppb)* LOW INTERMEDIATE HIGH
Adults <25 25-50 >50
Children (<12 <20 20-35 >35
years)
Th2-driven Unlikely Likely Significant
inflammation




However, FeNO levels can be:

Increased in patients with Increased by rhino virus

allergic rhinitis exposed to infection in healthy individuals,

allergen, even without any but this effect is inconsistent in
respiratory symptoms people with asthma

Increased in men; tall people;
and by consumption of dietary
nitrates and lower in children

Reduced by inhaled or oral
steroids

Reduced in cigarette smokers




Cost effectiveness of using FeNO — Northern Ireland study

Small study in Northern Ireland : 46 subjects included demonstrated the following information:

No. of patients Increase in ICS dose ICS not increased or initiated

Under 12 years 14 9 1 8
12-18 years 5 5 3 2

Over 18 years 27 27 14 13

e The prescribing decisions based on symptoms and FENO result were recorded for each successful test.
e  With a normal result in 33.64% of those patents tested, 23 patients did not receive an increase or start of ICS inhaler either in combination or single
agent — the majority of these patients would have been started/increased on AIR/MART therapy

e Assuming 60% of these patients did not start AIR/MART (13/23) and did not receive a prescription for a budesonide/formoterol MART/AIR

formulation there was a saving of £386.40.

The above small study - courtesy of Maura Corry

Practice Based Pharmacist North Belfast



Blood Eosinophils
Normal range

Eosinophils make up 0.0 to 6.0 percent of your overall blood cells.

The normal range of eosinophils is between 0 to 500 cells per microliters or 1% to 4% of your white blood cell count.

Eosinophils are one of three types of granulocytes™ - along with neutrophils and basophils.

The absolute count is the percentage of eosinophils multiplied by your overall granulocyte count (leukocytes**).

The count may range a bit between different laboratories, but a normal range is usually between 30 and 500 cells

*Granulocytes: are the most common type of white blood cells, they have small granules that release enzymes when your immune system is under attack. This can happen during an infection, allergic reaction or asthma

episode.
Granulocytes form in your bone marrow and only live for a few days.
** Leukocytes are: A type of blood cell that is made in the bone marrow and found in the blood and lymph tissue. Leukocytes are part of the body's immune system. They help the body fight infection and other diseases.




Blood eosinophils

People with eosinophilic asthma will have a high eosinophil count - at least above 150 cells/ul but generally the
eosinophil count well be over 300 cells/ul and higher when the patient is symptomatic.

But it is important to note that high eosinophils may not always mean a person has eosinophilic asthma as other types of
eosinophil-associated diseases can cause elevated eosinophils in the blood as well.

Therefore, a clinician should interpret the results in context of a patient’s history, symptoms, and clinical exam.

Sputum eosinophils

A patient’s sputum sample can be examined under a microscope to establish a direct airway eosinophil count.
This procedure is non-invasive and if the count is more than 2-3% of cells being eosinophilic in the sputum it is suggestive

of eosinophilic asthma — but the guidelines do not propose this assessment.




area measured
by FEV1

Lung Function Tests

area measured
by PEFR

area
easured by
FEF25-75




Spirometry

Spirometry measures the volume and speed of air that the patient can expel from the air conducting passages

from a position of full inspiration to full expiration

—= Spirometry
"Spiro” —from the greek for breathing

“Meltry  —measurement

“Spirometry” - The measurement of breathi

Volume in Litres + Speed in Litres/Sec




Spirometry gives us 4 important measurements

RVC, SVC or VC- the volume or air that can be expelled slowly from a position of full
inspiration to a position of full expiration in one breath in one breath

And is represented in capacity in litres, % pred and z-score

FVC - The total volume of air that the patient can expel forcibly from a position of full
inspiration to a position of full expiration in one breathe

And is represented in capacity in litres, % pred and z-score

FEV, —is the volume of air that the patient expels in the first second of forced manoeuvre
And is represented in capacity in litres, % pred and z-score

FEV, / FVC (VC) is the ratio calculated by dividing the volume of gas expelled in the first
second by the total amount of gas expelled in total and is expressed as a percentage

And is represented in % and z-score




Peak Expiratory Flow Reading (PEFR)
BTS/SIGN/NICE 2024

Age/sex/height

Time of day specified

Peak flow exercise
Serial PEFR o -
Result sheet
H : Highest Peak | Lowest Peak | Litres/min %
Exercise testing s ot d ‘
500 400 100 20%

Dependent on patient cooperation and effort.

Exercise testing

o Baseline PEFR

o 6mins of exercise

o Check PF immediately after then at 10mins, 20 mins and 30 mins




One Airway Hypothesis

Back to basics — lets look at the anatomy

Nasal Cavity Plus
Paranasal Sinuses

Nostril Oral Cavity
Pharynx
Larynx
Left Main (Primar
Trachea ( y)

Bronchus
Carina of Strachea———

Bronchi

Right Main
Bronchus

Alveoli

Left Lung

Left Lung
Parietal Pleura

Ribs

Diphragm




In an article entitled ‘Sinusitis, Rhinitis, Asthma, and the Single Airway Hypothesis’ — published by
Christopher C. Chang MD, PhD, MBA, FAAAAI, FACAAI in 2014

Stated that:

‘The one airway, one disease hypothesis proposes that the upper and lower airways share the same
physiology and histomorphology. Epidemiological clinical studies support a link between rhinosinusitis and
asthma. The relationship can occur in both directions, with nasal allergen challenge leading to inflammatory
changes in the lower airway and bronchoprovocation studies of the lower airway leading to inflammatory

changes in the upper airway. In addition, both similarities and differences exist in the pathogenesis of nasal

polyps and asthma.’

Nasal-ocular reflex Nasal-bronchial reflex

Allergic conjunctivitis < ' > Allergic rhinitis . - > Asthma

(Itching, Lachrymation, Congestion) (Sneezing, Nasal obstruction, Rhinorrhea) (Lower airway obstruction)

https://link.springer.com/chapter/10.1007/978-1-4939-0265-1_11



For more information on The One Airway Concept, please visit :

https://www.pcrs-uk.org/one-airway-one-disease

To listen to a podcast between Steve Holmes and Frances Barrett on:
The One Airway Concept, please visit :

https://www.pcrs-uk.org/resource/podcast-concept-one-airway-one-disease



https://www.pcrs-uk.org/one-airway-one-disease
https://www.pcrs-uk.org/resource/podcast-concept-one-airway-one-disease

It is Time — To accurately diagnose Asthma promptly:

Putting all the relevant pieces of the jigsaw together is the key to accurately diagnosing asthma

Objective Testing

Good Trial of

FeNO
Clinical Spi Treatment &
= P I'Ometry i .
Assessment Eosinophiis monitoring

Good quality peak flow

’

- (
,5"' A Y N

ICPRG jigsaw - https://www.ipcrg.org/DTH15

.. Diagnosis
This is the e
"KEY” History
to gaining an Clinical assessment
accurate Asthma FeNO &
Diagnosis [ung function ~ ¥

Rast



https://www.ipcrg.org/DTH15

the correct
management path



https://pngimg.com/download/28028
https://creativecommons.org/licenses/by-nc/3.0/







Patients may want to have their symptoms managed —

But we need to educate the patient as the the underlying cause of their symptoms

Barrett McGrath EMS 2024



Classes of medication used to treat asthma

Inhaled Corticosteroids (ICS) — the cornerstone management of asthma, however there are many other groups of drugs that are used in conjunction with this therapy.

Leukotriene Receptor Antagonists (LRTA) such as Montelukast (Singulair)

Long-acting bronchodilators to include

> LABA (not recommended-a

» LAMA - only one licensed
» Combination LABA/ICS & ICS/LABA/LAMA
» Theophylline — oral agents - narrow therapeutic window 10/20 mcg/mL

o Short acting beta2 Agonists (SABA) rescue medications such as Salbutamol / Terbutaline — Use with caution — see BTS/SIGN/NICE 2024

o Short acting muscarinic antagonist (SAMA) such as Atrovent. Again — use with caution

o Biologics taken alongside preventative medications to stop underlying biological responses causing inflammation in the lungs particularly in severe cases. These
include

. Omalizumab (Xolair)
. Mepolizumab (Nucala)

. Benralizumab(Fasenra)

A W N =

. Reslibumab (Cinquir)




And now the BTS/SIGN/NICE guidelines
Published on 27t November 2024
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BTS/SIGN/NICE guidelines SIGN

propose big changes to asthma

care




SABA only treatment is no longer recommended for treatment of asthma in adults and

adolescents — but MART or AIR is

This change was based on strong evidence that SABA-only treatment increases the risk of severe exacerbations

and asthma-related death, and that adding any ICS significantly reduces the risk.

GINA now recommends that all adults and adolescents with asthma should receive either symptom-driven (in

mild asthma) or daily inhaled corticosteroid (ICS) containing controller treatment, to reduce the risk of severe

exacerbations and asthma-related death.

GINA 2023
BTS/SIGN/NICE 2024



RIGHT
B CARE

Always check for SABA over-reliance ...

How much is too much??

Putting SABA prescriptions into perspective - The SABA Slider

Increq<in~ CABA yse - standard dose is t+~ ~+s each time

Number of SABA inhalers Rx per year

Doses of SABA used per day

* BTS/SIGN 2016 suggests that those patients with symptoms or SABA use 3 times or more per week should be considered

for increased preventative therapy.!
e Anyone prescribed more than one short-acting bronchodilator inhaler device a month should be identified and have their

asthma assessed urgently and measures taken to improve asthma control if this is poor.1

BTS=British Thoracic society; SABA=short-acting R-agonist;

Image used with permission of IPCRG
1. British Thoracic Society. BTS/SIGN Biritish guideline on the management of asthma [online] 2016. Available from: https://www.brit-thoracic.org.uk/standards-of-care/guidelines/btssign-british-

guideline-on-the-management-of-asthma/ [Last accessed: March, 2018].
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Education before medication

Asthma cannot be cured,

but it can be controlled:

Medications broken into the following
groups :

e Quick relief - reliever

e Long term — maintenance

e Maintenance and reliever

e Learning to recognize one’s own

triggers and taking steps to avoid
them may reduce increasing
symptoms.



SMBICOK!
TURBUHALER

- ’ o

Maintenance and Reliever Therapy - MART o
and Anti-Inflammatory and Reliever — AIR

Symbicort Maintenance & Reliever Therapy — SMART

Symbicort — Anti-inflammatory and reliever (AIR)

E‘ ! #n )

Maintenance & Reliever Therapy — MART

f




BTS/SIGN/NICE (2024) also recommend that a MART regimen should be considered in
children aged over 12 years with a history of asthma attacks on a medium-dose ICS alone,
or on a fixed-dose ICS and LABA regimen.

. | Symbicort
B. ‘ WockAIR
, , , Fostair
Symbicort Maintenance & Reliever Therapy — SMART
Maint & Reli Th - MART .
alntenance eliever erapy DuOResp Splromax
Fobumix Easyhaler

Maintenance and Reliever Therapy




SMART/MART regime:

S/MART inhalers are mainly prescribed to adults (aged 18 or over). But some children over

12 may be prescribed a MART inhaler when their asthma is not well controlled.
One inhaler rather than two — helps adherence
Less inhaled steroids required to control asthma symptoms and prevent asthma attacks

Cheaper prescription costs as separate reliever and preventer inhalers not required.

ASTHMA UK 2019
GINA 2023
BTS/SIGN/NICE 2024




Anti Inflammatory Reliever Treatment approach — AIR

An anti-inflammatory reliever, known as AIR, is a combination inhaler containing an inhaled corticosteroid and

formoterol.

AIR is only prescribed to adults and children 12 years and over.

Your patients might benefit from an AIR inhaler if:

* They only get asthma symptoms occasionally (usually no more than twice a month) and are not taking a regular
preventer

* They get seasonal asthma which means they only use a preventer inhaler at certain times of the year, or for
specific triggers they come into contact with only occasionally

* They have been using a blue reliever (salbutamol) only.

https://www.asthmaandlung.org.uk/healthcare-professionals/adult-asthma/AAPs/completing-air-action-plan-your-patients
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Algorithm C: Pharmacological management of asthma in people aged 12 years and over
BTS, NICE and SIGN guideline on asthma

Take into account and try to address the possible reasons for uncontrolled asthma before starting or adjusting medicines for asthma. Symptom relief
For example: alternative diagnoses or comorbidities; suboptimal adherence; suboptimal inhaler technique; active or passive
. ) . - ) . . . - . . . MART
smoking (including e-cigarettes); psychosocial factors; seasonal factors; environmental factors (such as air pollution and indoor

mould exposure) Maintenance therapy

Existing diagnosis of asthma on the

treatment pathway recommended by Newly diagnosed asthma in people aged 12 and over

When changing previous NICE and BTS/SIGN guidelines l

from low- or

moderéntse- SABA only ——>  Offer low-dose ICS/formoterol combination inhaler
IdCosseLL\BA(or to be taken as needed (AIR therapy)

/ Al If asthma is uncontrolled . If highly
combination If asthma is uncontrolled, offer 4
inhaler) plus With a on low-dose ICS; low-dose symptomatic or

ICS/LABA; low-dose ICS plus » _ ‘ there are severe
el Ak LTRA; or low-dose ICS/LABA i il If asthma is exacerbations,
therapy to Consider
MART. consider plus LTRA l If asthma is uncontrolled, offer controlled, offer low-dose

; consider MART
whether to stop stepping
or continue the If asthma is uncontrolled on — Moderate-dose MART g
supplementary moderate-dose ICS; moderate- Consider l If asthma is uncontrolled, despite
therapy based Witha dose ICS/LABA; moderate-dose good adherence
orthe daunes SABA  ICS plus LTRA and/or LAMA; o . e b
g Check FeNO level, if available, and blood eosinophil count - — a specialist in
i moderate-dose ICS/LABA plus If either is raised
of benefit asthma care
achieved when LTRA and/or LAMA l If neither is raised "
first introduced
Consider a trial of either LTRA or LAMA used in addition
If asthma is uncontrolled on high-dose ICS to moderate-dose MART for 8 to 12 weeks unless there
Y are side effects. At the end of the trial:
« if asthma is controlled, continue the treatment
Refer people to a specialist in asthma care « if control has improved but is still inadequate, continue
the treatment and start a trial of the other medicine If asthma is uncontrolled

(LTRA or LAMA)
« if control has not improved, stop the LTRA or LAMA
and start a trial of the alternative medicine (LTRA or

Uncontrolled asthma: Any exacerbation
requiring oral corticosteroids or frequent

regular symptoms (such as using reliever LAMA)
inhaler 3 or more days a week or night-
time waking 1 or more times a week) ICS, inhaled corticosteroid; LABA, long-acting beta, agonist; LAMA, long-acting muscarinic receptor antagonist; LTRA, leukotriene receptor

antagonist; MART, maintenance and reliever therapy (using ICS/formoterol combination inhalers); SABA, short-acting beta, agonist.

British
éB Thoracic NIC National Institute for r, y Jiealthcare SIGN © BTS, NICE and SIGN 2024. All rights reserved. Last updated November 2024.
Society Health and Care Excellence N Scotland BTS ISBN: 978-1-917619-28-8. NICE ISBN: 978-1-4731-6639-4. SIGN ISBN: 978-1-909103-97-9.




Algorithm D: Pharmacological management of asthma in children aged 5 to 11 years
BTS, NICE and SIGN guideline on asthma

Take into account and try to address the possible reasons for uncontrolled asthma before starting or adjusting medicines for asthma. Symptom relief
For example: alternative diagnoses or comorbidities; suboptimal adherence; suboptimal inhaler technique; active or passive MART
smoking (including e-cigarettes); psychosocial factors; seasonal factors; environmental factors (such as air pollution and indoor Al

mould exposure) Maintenance therapy

Newly diagnosed asthma in children aged 5 to 11 years

|

Offer twice-daily paediatric low-dose ICS With a SABA For guidance on dosages for
paediatric low-dose ICS, see
l If asthma is uncontrolled inhaled corticosteroid doses
for the BTS, NICE and SIGN
Assess ability to manage MART regimen asthma guideline
l Able to manage MART regimen l Unable to manage MART regimen

Consider adding an LTRA to twice daily paediatric
low-dose ICS for a trial period of 8 to 12 weeks. With a SABA
Stop if ineffective or side effects

Consider paediatric low-dose MART

l If asthma is uncontrolled
l If asthma is uncontrolled

Consider increasing to paediatric moderate-dose
MART Offer twice daily paediatric low-dose ICS/LABA

5 combination (with or without an LTRA) With a SABA
l If asthma is uncontrolled
l If asthma is uncontrolled
Refer the child to a specialist in asthma care Offer twice daily paediatric moderate-dose Uncontrolled asthma:
T 2 3 With a SABA Any exacerbation
ICS/LABA combination (with or without an LTRA) bt
requiring oral
l If asthma is uncontrolled corticosteroids or frequent
In November 2024, ) regular sympt9ms (such as
no asthma inhalers were Refer the child to a specialist in asthma care using reliever inhaler
licensed for MART in 3 or more days a week or
children under 12, so night-time waking 1 or more
use would be off-label times a week)

ICS, inhaled corticosteroid; LABA, long-acting beta, agonist; LTRA, leukotriene receptor antagonist;
MART, maintenance and reliever therapy (using ICS/formoterol combination inhalers); SABA, short-acting beta, agonist.

British
Thoracic National Institute for LN | lcaltheare ®© BTS, NICE and SIGN 2024. All rights reserved. Last updated November 2024.
éB Society NIC Health and Care Excellence e [0 |SIGN BTS ISBN: 978-1-917619-29-5. NICE ISBN: 978-1-4731-6640-0. SIGN ISBN: 978-1-909103-98-6.




MDIs prescribed as a proportion of all inhalers in BNF Chapter 3, excluding

salbutamol
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Adverse effects with Montelukast GINA 2019

FDA boxed warning in March 2020 about risk of serious neuropsychiatric events, including

suicidality-with-mentelukast

o Includes suicidality in adults and adolescents

o Nightmares and behavioural problems in children

Before prescribing montelukast, health professionals should consider its benefits and risks, and

patients should be counselled about the risk of neuropsychiatric events

FDA requires Boxed Warning about serious
mental health side effects for asthma and allergy
drug montelukast (Singulair); advises restricting

use for allergic rhinitis

Risks may include suicidal thoughts or actions




What are biologic treatments for asthma?

Biologic treatments used for asthma are also known as monoclonal antibodies or mAbs. These are
specialist treatments using antibodies produced from cells in a laboratory which can target specific
cells in the body.

Monoclonal antibodies can treat some types of severe asthma by helping to stop body processes that
cause lung inflammation. This is inflammation that may be caused by allergies or by high levels of a

cell in the body called an eosinophil!.




Which biologic treatments are available for asthma?

There are currently six biological treatments approved for use in the UK and available on the NHS to treat severe asthma.
These include:

1. Mepolizumab (Nucala)

2. Reslizumab (Cingaero)

3. Benralizumab (Fasenra)

4. Omalizumab (Xolair)

5. Dupilumab (Dupixent)

6. Tezepelumab (Tezspire)

Monoclonal antibodies are a very specialist, targeted treatment. They are also expensive, and there are strict criteria for who can access them.
Most monoclonal antibodies are given as an injection, either in clinic, or using pre-filled syringes at home. Reslizumab is given through an
intravenous drip1.




Table 1. Biologic agents approved for the treatment of severe asthma in the UK (as of April 2023).

Agent

Benralizumab
(Fasenra:
AstraZeneca
UK Ltd)™

Dupilumab
(Dupixent;
Sanofi
Genzyme) ™=

Summary of

characteristics
for 5 of the 6

Biologic
agents
licensed in the
UK

Mepolizumab
(Nucala:
GSK)'®

Omalizumab
CXolair:
Nowvartis
Pharma-
ceutical)'”

Reslizumab
(Cingaero:
Teva
Pharma-
ceuticals)™®

Administration

Subcutaneous
injection into the
thigh or abdomen

Pre-filled syringe

Subcutaneous
injection into the
thigh or abdomen

Pre-filled pen

Subcutaneous
injection into the
thigh or abdomen

Pre-filled pen (for
patients >11 years
old)

Pre-filled syringe

Subcutaneous
injection into the
thigh or abdomen

Pre-filled syringe

Intravenous
(administered in
hospital)

Indication(s)

Add-on maintenance
treatment of severe
eosinophilic asthma
inadequately controlled
despite high-dose

ICS + LABA

For patients not eligible for
mepolizumab, reslizumab or
benralizumab, or has asthma
that has not responded
adequately to these
bioclogical therapies as an
add-on maintenance
treatment of severe asthma
with type 2 inflammation
inadequately controlled with
high dose (adults) or medium
to high dose (children) ICS
plus another medicinal
product for maintenance
treatment

Severe eosinophilic asthma

Moderate to severe
persistent allergic asthma
(by positive skin test or in
vitro reactivity to a perennial
aeroallergen) not well
controlled with ICS

Add-on therapy for severe
eosinophilic asthma
inadequately controlled
despite high-dose ICS plus
another medicinal product
for maintenance treatment

Eligibility criteria

If blood eosinophils
=300 celis/plL:

=4 exacerbations in
previous 12 months OR
continuous OCS

If blood eosinophils
=400 celils/plL:

=3 exacerbations in
previous 12 months
needing systemic CS

Raised blood
eosinophils (=150
cells/ul). raised FeNO
and =4 exacerbations
in the last 12 months

If blood eosinophils
=300 cells/pl:

=4 exacerbations in
previous 12 months OR
continuous OCS

If blood eosinophils
=400 cells/plL:

=3 exacerbations in
previous 12 months
needing systemic CS

IgE-mediated asthma

Continuous or frequent
OCS (=4 courses in the
previous 12 months)

Blood eosinophils
=400 celils/plL

=3 exacerbations in
previous 12 months
needing systemic CS

Age group(s) and dose

Adults (30 mg every 4 weeks
for the first 3 doses and then
every 8 weeks thereafter)

Adults (initial dose of 400 mg
followed by 200 mg every
other week. For patients with
severe asthma on OC, with
comorbid moderate-to
severe atopic dermatitis or
severe chronic rhinosinusitis
with nasal polyposis, initial
dose if 600 mg followed by
200 mg every other week)

Children =6 years of age
(dose by body weight: 15—
=30 kg, 100 mg every other
week or 300 mg every four
weeks; 30—<60 kg, 200 mg
every other week or 300 mg
every four weeks: =60 mg,
200 mg every other week)

Adults (100 mg every 4
weeks)

Children =6 years of age
(40 mg every 4 weeks)

Adults

Children =6 years of age
Dose determined by baseline
IgE and body weight with
administration every 2 weeks’”
Adults

Dose determined by body
weight with administration
every 4 weeks™

Most common
adverse effects

Headache. pharyngitis,
pyrexia, injection site
reactions, hyper-
sensitivity reactions
(urticaria and rash)

Injection site reactions,
conjunctivitis, arthralgia.
oral herpes and
eosinophilia

Safety warning issued
in November 2022:
risk of ocular adverse
reactions®

Headache, injection site
reactions (pain. swelling,
erythema. pruritus) and
back pain

Headache and injection
site reactions (pain,
swelling, erythema,
pruritus)

Increased blood
creatine phosphokinase
and anaphylactic
reaction

= Most cases are mild but rare severe cases have been reported. Patients should be advised to be aware of and report ocular effects which should be

promptly reviewed and treated or referred for urgent review in case of sudden vision changes or significant eye pain (NICE 2023).
CS, corticosteroid: ICS. inhaled corticosteroids:; LABA, long-acting bronchodilator; OCS, oral corticosteroid.



TheAHSNNetwork
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1. Over previous 12 months (any of):
« 22 courses OCS for asthma

« 21 hospital admission/ED attendance for
asthma

« 26 SABA prescribed

« Poor symptom control (as assessed by
vahdated questionnaire)

2. On maintenance OCS for asthma

Support patient understanding of condition
and therapy plan using shared decision
making resources

Consider use of digital patient information
resources and leaflets available here

https://Awww.oxfordahsn.org/our-work/asthma-biclogic
s-toolkit/aac-consensus-pathway-for-management-of-
uncontrolied-asthma-in-adultsy

Identification of patients with uncontrolled
asthma

Consider proactive identification using search
tools e.g. SPECTRA or similar

Diagnostic confirmation
Clinxcal optimisation

Review and optimise inhaler technique
and adherence

Review biomarkers: bloed eosinophil count
+ FeNO

Step up treatment according to
national guidelines

Consider other factors that may impact on
symptoms including smoking, mental
health disease, physical activity and

social influences

Start to identify and manage co-morbidities
including rhinitis and gastroecsophageal
reflux disease

Recommended maximum time for attempting
opumisation: 6 months

To refer patients by 6 months (or sooner) if
remain uncontrolled

Annual MDT
1o review ongoing biologic response

https://www.healthinnovationoxford.org/our-work/respiratory/asthma-biologics-toolkit/aac-consensus-

Patients to be reviewed and treatment
nitiated within 18 weeks of referral

Diagnostic confirmation and pheynotyping
Treatment optimisation
Additional investigations as needed

Identification and management of
comorbidities

Agreed referral pathway and diagnostics
required pre-referral to SAC

3 levels of secondary care services for severe
asthma patients based on resource, capability
and local agreements

Teer 1: all patients referred to and managed
by SAC

Teer 2: patents referred to SAC; accept
patients back after biologic initiation at SAC

Teer 3: local initiation of biologics after
approval by SAC MDT

Home administration of biologic (within 6
months unless clinical contraindications)

ACCELERATED

MACCESS

COLLABORATIVE

Patients to be reviewed within 8 weeks
of referral

Diagnostic confirmation and phenotyping

Comorbidity management through MDT
input

Additional investigations as needed

Adherence and Treatment optimisation

-

Severe asthma multi-disciplinary

team meeting

Other treatments, research opportunities

Other specialist input: Psychology,
Physiotherapy etc

Initiation of biologic in Tier 3 sites

Initiation of biologic treatment in SAC

anagement-of-uncontrolled-asthma-in-adults/ (last accessed February 2024)

4 weeks

[ S————

4 weeks



https://www.healthinnovationoxford.org/our-work/respiratory/asthma-biologics-toolkit/aac-consensus-pathway-for-management-of-uncontrolled-asthma-in-adults/

How do Biologics treat asthma?

Biologic treatments are only available for certain types of severe asthma which are not well controlled with high doses of
steroid inhalers. If you're eligible, your specialist will work out the best biologic treatment for you.

Severe allergic asthma where severe symptoms are triggered by allergies. This type of asthma mostly starts in childhood.
Omalizumab is a biologic that targets severe allergic asthma, reducing the allergic response.

Eosinophilic asthma where severe symptoms are triggered by higher levels of cells called eosinophils. This type of asthma is
usually associated with adult-onset asthma. Mepolizumab, reslizumab and benralizumab are all biologics that target severe
eosinophilic asthma, by reducing eosinophils.

Severe asthma with type 2 inflammation where severe asthma symptoms are driven by both allergies and high levels of
eosinophils. Dupilumab is a biologic targeting severe type 2 inflammatory asthma. It works by damping down the inflammatory
response.

All types of severe and uncontrolled asthma. Tezepelumab has been found to work across all types of severe and uncontrolled
asthma. It works on inflammation and reduces ‘airway responsiveness’ or ‘twitchiness” which means it can stop airways
reacting so much to triggers. Unlike other biologics, people with severe asthma can access Tezepelumab without the need for

specific biomarkers, like eosinophil count, or allergy status.




Ensure the patient understands that Airway
inflammation is the underlying cause of
asthma- it is fundamental that the patients

understand this

Educate

Educate

Educate




Like a volcano - asthma can erupt at any time
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PAAPs are an essential component of supported patient
self-management

How do you feel?

Good Control

® You can complete your normal activities

* All patients (and/or their family or carers) should receive

) . . : and e You have no symptoms during the da
self-management education, including a written PAAP e = .
and e Your asthma does not disturb your sleep

PAAPs should:
Worsening Asthma

* Be easy to understand
* You need your blue reliever more than usual

 Belinked tothe patient’s individual treatment goals
or e You have symptoms doing your normal activities

* Include information on trigger avoidance and the importance of a smoke-free environment :
or e Your asthma disturbs your sleep

* Be supported by regular professional review o Yoliare Gettng s ol

Other considerations for self-management
Severe Asthma

 For adults, written PAAPs are based on symptoms and/or peak flow values * Your blue reliever no longer works as well as usual

+ All patients admitted into hospital should undergo a review of their self-management skills, and or e You are unable to complete your normal activities

or e You wake most nights with cough, wheeze,

clinicians should ensure a PAAP is in place. .
shortness of breath or chest tightness

* During consultations for URTIs or other known triggers, ensure the patient knows what to do in

Life Threatening Asthma
* Your blue reliever no longer works

the event of their asthma deteriorating

or e You are too breathless to walk or complete a
sentence

or e Your symptoms are much worse




My asthma triggers

Taking my asthma medicine each day will help
reduce my reaction to these triggers. Avoiding them
where possible will also help.

My asthma review
I should have at least one routine asthma review
every year. | will bring:
e My action plan to see if it needs updating
e My inhaler and spacer to check I'm using them in the
best way
e Any questions about my asthma and how to cope with it.

Next asthma review date:

GP/asthma nurse contact

Name:
Phone number:

Out-of-hours contact number
(ask your GP surgery who to call when they are closed)

Name:
Phone number:

Get more advice & support from Asthma UK:

o Get news, advice
and download information

Q Speak to a specialist
asthma nurse about

managing your asthmaon:  packsat:
0300222 5800 www.asthma.org.uk
g Health & care
information
~ you can trust
-

HA1080216 © 2016 Asthma UK registered charity number in England
and Wales 802364 and in Scotland SCO39322.

Last reviewed and updated 2016; next review 2019.

*Adams et al; Factors associated with hospital admissions and repeat emergency
department visits for adults with asthma; Thorax 2000;55:566-573

Use it,
don’t lose it!

Your action plan is a personal guide to help you stay on top
of your asthma. Once you have created one with your GP
or asthma nurse, it can help you stay as well as possible.

People who use their action plans are four times less
likely to end up in hospital because of their asthma.

Your action plan will only work at its best to help keep
you healthy if you:

1 Put it somewhere easy for you and your family to
find - you could try your fridge door, the back of your
front door, or your bedside table. Try taking a photo
and keeping it on your mobile phone or tablet.

2 Checki
calenda
Through. c.ce cvvvciicin s ccee e e oo e o
with your day-to-day asthma medicines? Are you
having any asthma symptoms? Are you clear
about what to do?

3 Keep a copy near you - save a photo on your phone or
as your screensaver. Or keep a leaflet in your bag, desk
or car glove box.

4 Give a copy of your action plan or share a photo of
it with a key family member or friend - ask them
to read it. Talk to them about your usual asthma
symptoms so they can help you notice if they start.
Help them know what to do in an emergency.

5 Take it to every healthcare appointment - including
A&E/consultant. Ask your GP or asthma nurse to
update it if any of their advice for you changes.
Ask them for tips if you're finding it hard to take
your medicines as prescribed.

|

A

The step-by-step guide that helps
you stay on top of your asthma

Your asthma
action plan

Fill this in with your
GP or asthma nurse

L ':. If you use a written asthma action plan

{ you are four times less likely to be
admitted to hospital for your asthma*

R O e o 4

Name and date:

Any asthma questions?
Call our friendly helpline nurses

0300 222 5800

(9am - 5pm; Mon - Fri)

‘o www.asthma.org.uk

Asthma action plans

Regular, MART & AIR

Every day asthma care:

My personal best peak flow is: l:l

My preventer inhaler
(insert name/colour):

| need to take my preventer inhaler every day even
when | feel well

| take I:l puff(s) in the morning

and |:| puff(s) at night.

My reliever inhaler
(insert name/colour):

| take my reliever inhaler only if | need to

| take puff(s) of my reliever inhaler
if anv of these things habpen:

o I'mfinding it hard to breathe
« I'mcoughing.

Other medicines | take for my asthma every day:

With this daily routine | should expect/aim to have no
symptoms. If | haven't had any symptoms or needed
my reliever inhaler for at least 12 weeks, ask my GP or
asthma nurse to review my medicines in case they can
reduce the dose.

People with allergies need to be extra
careful as attacks can be more severe.

https://www.asthma.org.uk/globalassets/health-advice/adult-asthma-action-plan.pdf accessed January 2025

When | feel worse:

My symptoms are coming back (wheeze, tightness
in my chest, feeling breathless, cough)

| am waking up at night

My symptoms are interfering with my usual
day-to-day activities (eg at work, exercising)

| am using my reliever inhaler times

aweek or more
My peak flow drops to below

This is what | can do straight away to

get on top of my asthma:
If I haven't been using my preventer inhaler,
start using it regularly again or:

' preventer inhaler dose to
times a day until my symptoms

have gone and my peak flow is back to normal
Take my reliever inhaler as needed (up to
puffs every four hours)
URGENT! If | don’t improve within 24 hours make
an emergency appointment to see my GP or
asthma nurse.

If I have been given prednisolone tablets
(steroid tablets) to keep at home:

Take mg of prednisolone tablets
(whichis x 5mg) immediately
and again every morning for days

or until | am fully better.

URGENT! Contact my GP or asthma nurse today
and let them know | have started taking steroids and
make an appointment to be seen within 24 hours.

l A In an asthma attack:

o My reliever inhaler is not helping or | need it
more than every hours

o | find it difficult to walk or talk
o I find it difficult to breathe

o I'm wheezing a lot or | have a very tight chest
or I’'m coughing a lot

o My peak flow is below I:l

THIS IS AN EMERGENCY
TAKE ACTION NOW

o Sit up straight — don’t lie down. Try to keep calm

e Take one puff of my reliever inhaler every 30 to 60
seconds up to a maximum of 10 puffs

y Y Y

© [A)fifeelworseat | [B)Ifidont O)If Ifeel better:
any point while I'm | | feel any better | | make anurgent
using my inhaler after 10 puffs same;day )
with
my GP or asthma
nurse to get advice

CALL999

If | feel better, and have made my

urgent same-day appointment:

o Check if I've been given rescue
prednisolone tablets

o Ifl have these | should take
them as prescribed by my
doctor or asthma nurse

Ambulance
taking longer
than 15 minutes?

Repeat step 2

IMPORTANT! This asthma attack information is not
designed for people on a SMART or MART medicine
plan. If you’re on a SMART or MART medicine plan,
please speak to your GP or asthma nurse to get the

, correct asthma attack information.

last accessed January 2025


https://www.asthma.org.uk/globalassets/health-advice/adult-asthma-action-plan.pdf
https://www.asthmaandlung.org.uk/healthcare-professionals/adult-asthma/AAPs/completing-air-action-plan-your-patients
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Action plans — what format should we use?




AIR — Action plan = in English

My asthma triggers
My triggers and what | do to manage them

For example: ha»] fever — | take antihistamines;
pollution — I avoid bugy roads

My asthma review

| should have at least one routine asthma review
every year, even if | only have occasional asthma
symptoms. | will bring:

my AIR asthma action plan to see if it needs
updating

my AIR inhaler to check I'm using it correctly
my peak flow meter if | use one

any questions about my asthma.

Next asthma review date:

How to use this plan

1 Put it somewhere easy to find like your fridge
door, noticeboard, or bedside table.

Keep it on your mobile phone or tablet so you
can check it wherever you are.

with so they know how to help you.

Take it to every asthma appointment

Ask your doctor, nurse, or healthcare
professional to update your plan if their advice
for you changes.

3 Share it with family, friends, or anyone you live

Get more advice + support
from Asthma + Lung UK
Speak to a respiratory nurse Join one of our online or

specialist about managing in-person support groups:
your asthma: 03002225800  AsthmaAndLung.org.uk/

GP/nurse/ p i contact details

Name: l

Phone number: ‘ |

Out-of-hours contact number (ask your GP
surgery who to call when they are closed)

Name: l |

Phone number: l |

Created 2024; next review 2027

dLung UK, gu
number 01863614, with egistered charity number 326730 in England and Wales,
SC038415 in Scotiand, and 1177in the sl of Man.

(Mon-Fri, 9am-5pm) groups-support
Message our respiratory Follow us on Facebook, X

nurse specialists on (formerly known as Twitter),
WhatsApp: 07999 377775 and Instagram for news and

tips about your asthma.
Find out more on our website:

AsthmaAndLung.org.uk/AIR

Bl Watch our inhaler videos to learn how
to use your AIR inhaler:

Fill this in with your doctor, nurse or other
healthcare professional.

ASTHMA QUESTIONS?

Ask our respiratory nurse specialists
Call 0300 222 5800. WhatsApp 07999 377 775.
(Monday-Friday, 9am-5pm)

Name and date:

1 Every day asthma care:

My AIR (anti-inflammatory reliever) inhaler
contains:

a steroid medicine to treat inflammation in
my airways

areliever medicine called formoterol to open up
my airways.

My AIR inhaler is called (insert name)

I carry my AIR inhaler with me every day so I can
use it if | get asthma symptoms.

| take one puff of my AIR inhaler if:

= I'm wheezing

= My chest feels tight

= I'm finding it hard to breathe

= I'm coughing.

If my symptoms have not improved after a few
minutes, | can take another puff.

| should not take more than puffs at any
one time.

I can continue to use my AIR inhaler as needed if:

= | have few or no asthma symptoms during the
day, and none at night.

= | can do everything | normally do (e.g. working,
being active, socialising).

= My peak flow score stays at or around :]

= |only need to use my AR inhaler occasionally, as
advised by my GP or nurse.

Other advice for managing my asthma every day:

|

2 When | feel worse:

I need to contact my doctor, nurse or other
healthcare professional as soon as possible if
| feel worse.

1 should contact them if | have any of these signs
and symptoms:

My symptoms are getting worse (wheeze, tight
chest, feeling breathless, cough).

My symptoms are waking me up at night.

My symptoms are affecting my day-to-day life
(working, being active, socialising).

My peak flow score drops to below: l:’

1 should also contact my GP, nurse or healthcare
P i as soon as ible if:

I regularly need to use :] puffs or more of my
AIR inhaler in a day.

The maximum daily dose of my AIR inhaler is
puffs.

Other advice about what to do if my asthma gets
worse:

3 When | have an asthma attack:

I’'m having an asthma attack if I’'m experiencing
any of these:

My AIR inhaler is not helping.
Ifind it difficult to walk or talk.
I find it difficult to breathe.

I’'m wheezing a lot, or | have a very tight chest,
or I'm coughing a lot.

My peak flow score is below:

What to do in an asthma attack
1. Sit up straight - try to keep calm.

2. Take one puff of your AIR inhaler

every 1to 3 minutes up to six puffs.

If you feel worse at any point or you don’t

feel better after six puffs call 999 for an
ambulance.

If the ambulance has not arrived after

10 minutes and your symptoms are not
improving, repeat step 2.

If your symptoms are no better after repeating
step 2, and the ambulance has still not arrived,
contact 999 again immediately.

If you do not have your AIR inhaler with you,
call 999.

@

»
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After an asthma attack
Follow this advice to make sure you recover well
and to prevent further asthma attacks:

If you dealt with your asthma attack at home,
speak to your doctor or nurse today.

If you were treated in hospital, speak to your
doctor or nurse within 48 hours of being
discharged.

Finish any medicines they prescribe you, even if
you start to feel better.

If you don’t improve after treatment, speak
to your doctor, nurse or other healthcare
professional urgently.




And they can be downloaded in many languages
In your language:

® AIR asthma action plan in Arabic (Axz_=l)

® AIR asthma action plan in Bengali (q1€<Tl)

® AIR asthma action plan in Chinese (FR3Z)

® AIR asthma action plan in Welsh (Cymraeg)

® AIR asthma action plan in Gujarati (O\L‘KEIcﬂ)

® AIR asthma action plan in Polish (Polskie)

® AIR asthma action plan in Punjabi (daT=t)

® AIR asthma action plan in Urdu (s20)
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The MART asthma action

My asthma triggers

Taking my asthma medicines every day means I'm
less likely to react to these triggers. Avoiding them
if | can may also help.

My triggers and what | do to manage them

For example: haq fever - | take anthistamines;
pollvtion — I avoid bugy roads

My asthma review

I should have at least one routine asthma review
every year. | will bring:

My MART asthma action plan to see if it needs
updating

Any inhalers and spacers | have to check I'm
using them correctly

Any other medicines | take for my asthma

My peak flow meter if | use one

Any questions about my asthma.

Next asthma review date:

GP/nurse/healthcare professional contact details

Name: ‘ ]

Phone number: | |

Out-of-hours contact number (ask your GP
surgery who to call when they are closed)

Name: | |

Phone number: ‘ ]

Last reviewed and updated 2023; next review 2026

Asthmaand Lung UK,

with number
SC038415in Scotland, and 1177 n the Isle of Man.

Wales,

How to use this plan

1

2
3
4

Put it somewhere easy to find like your fridge
door, noticeboard, or bedside table.

Keep it on your mobile phone or tablet so you
can check it wherever you are.

Share it with family, friends, or anyone you
live with so they know how to help you if
you're unwell.

Take it to every asthma appointment.

Ask your doctor, nurse, or healthcare
professional to update your plan if their advice
for you changes.

Get more advice + support
from Asthma + Lung UK

Speak to a respiratory nurse
specialist about managing

Join one of our online or
in-person support groups:

your asthma: 0300 222 5800 AsthmaAndLung.org.uk/

(Mon-Fri, 9am-5pm)

Message our respiratory
nurse specialists on
WhatsApp: 07999 377775

Find out more on our website:

groups-support

Follow us on Facebook,
Twitter and Instagram
for news and tips about
your asthma.

AsthmaAndLung.org.uk

10 Watch our inhaler videos to learn how
to use your MART inhaler:
1 AsthmaAndLung.org.uk/inhaler-videos

Asthma questions?

Ask our respiratory nurse specialists
Call 0300 222 5800. WhatsApp 07999 377 775.
(Monday-Friday, 9am-5pm)

action
plan

Fill this in with your doctor, nurse or other
healthcare professional.

Name and date:

1 Every day asthma care:
With this daily routine:

+ Ishould have few or no asthma symptoms during
the day and none at night (wheeze, tight chest,
feeling breathless, cough).

.

I should be able to do everything | normally do
in my day-to-day life (working, being active,
socialising).

My personal best peak flow score is:

Date taken! ‘

.

My Maintenance and Reliever Therapy (MART)
inhaler is called (insert name):

I need to take my MART inhaler every day even
when | feel well.

| take puff(s) in the morning
and puff(s) at night.

luse my MART inhaler as my reliever inhaler if | get
asthma symptoms.

| take one puff of my MART inhaler if:

« I'mwheezing

My chest feels tight

I'm finding it hard to breathe

.

I'm coughing.

| can take up to a maximum of puffs a day
(including my morning and night puffs).

Other icines and ices (for spacer,
peak flow meter) | use for my asthma every day:

2 When | feel worse:

My asthma is getting worse if I’'m experiencing
any of these:

+ My symptoms are getting worse (wheeze, tight
chest, feeling breathless, cough).

My symptoms are waking me up at night.

My symptoms are affecting my day-to-day life
(working, being active, socialising).

+ My peak flow score drops to below:

If my asthma gets worse:

| can continue to take one puff of my MART inhaler
as needed to deal with my asthma symptoms, up to
amaximum of puffs a day (including my
morning and night puffs).

URGENT! Contact your doctor, nurse or
other healthcare professional if:

You need to use the maximum daily dose of
your MART inhaler and your symptoms are not
improving or

You're regularly using extra doses of your MART
inhaler most days for weeks (as advised
by your healthcare professional) or

You're worried about your asthma.

Other advice from my doctor, asthma nurse or
healthcare professional about what to do if my
asthmais worse:

3 When | have an asthma attack:

I’'m having an asthma attack if I'm experiencing
any of these:

My MART inhaler is not helping.
I find it difficult to walk or talk.
I find it difficult to breathe.

I'm wheezing a lot, or | have a very tight chest,
or I'm coughing a lot.

My peak flow score is below: l:l

What to do in an asthma attack
Sit up straight - try to keep calm.

. Take one puff of your MART inhaler every

1to 3 minutes up to six puffs.

If you feel worse at any point or you don’t

feel better after six puffs call 999 for an

ambulance.

If the ambulance has not arrived after

10 minutes and your symptoms are not

improving, repeat step 2.

If your symptoms are no better after repeating

step 2, and the ambulance has still not arrived,

contact 999 again immediately.

N~
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After an asthma attack
Follow this advice to make sure you recover well
and to prevent further asthma attacks:

If you dealt with your asthma attack at home,
see your doctor or nurse today.

If you were treated in hospital, see your doctor or
nurse within 48 hours of being discharged.

Finish any medicines they prescribe you, even if
you start to feel better.

If you don’t improve after treatment, see your
doctor, nurse or other healthcare professional
urgently.

If you don’t have your MART inhaler with you and
need to use a blue reliever inhaler, take one dose
every 30-60 seconds up to a maximum of 10 puffs
and call 999 for an ambulance.




And again, area available in many languages

In your language:

® MART asthma action plan in Arabic (&x_l)

® MART asthma action plan in Bengali (q12<Tl)

e MART asthma action plan in Chinese (A X)

® MART asthma action plan in Welsh (Cymraeg)

® MART asthma action plan in Gujarati (O\L‘XEIcﬂ)

® MART asthma action plan in Polish (Polskie)

® MART asthma action plan in Punjabi (damst)

® MART asthma action plan in Urdu (s2.))




You might even need to translate one from English to the patient’s language
See below action plan converted from English - Mandarin and send via AccuRx

Take 2 puffs of your blue inhaler if you experience increased R H IR 2, Zu, e 2B o) 55
symptoms like shortness of breath, cough, wheezing or chest FEPR 3 0 sl e A I =K T 5% 2801 / min,
ﬁ
tightness or if your peak flow falls to or below 2801/min TH W2 E BN 28 TN

Are all patients’ first language English?




Our
Changing *We are now very much in a digital era

World Do we need to keep up with technology ?




Asthma self-management and action
plans should be:
Bespoke, collaborative and individualized

My Self-
Management
Plan ....
OHDEAR
Wheredol
begin ?




Round up and close




