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How to identify a patient with difficult-to-manage asthma?

What should you check when conducting a structured review?
When to refer for specialist assessment?
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* A practical guide to improve difficult-to-
manage asthma in primary care Y PT ——

asthma in primary care

Diffieuit-to-manoge osthma occurs sither when the person or their clinicion finds control and treatment challenging, despite

h(wmmhvw This leads o the perzon facing diffculties dealing with rome of the following:
lymw»l more than fwice/oeek

- A-rmw ing de

- Mmm“mpwrmm rescue systemic corficosteroids’

« Frequent use of SABA (23 canisters per year or =3 fimes per

wesk]
Poor cantrol despite prascription of high-dose ICS offen in combination with LABA/LAMA or use of OCS!
Frequent primary care out-of-hours contacts (one o more per month).

have the disease or hove # in ossociotion

* How to identify a person with difficult-to-manage

asthma?

* Ensure that the diagnosis is correct
* Find and manage comorbidities

* What should you check when conducting a

structured review?
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ASTHMA: A PROBLEM THAT
CAN BE MANAGED

Studies esmate fhat in pimary care obout
one out of every six people living with asthma
have difficuli-o-manage asthma, and of
those, between o quarer and @ half will have
severe asthma 29 Having dfficub-to-manage
otthmo puls people of higher risk of
exacerbotions ond even death, which ore
preventoble with efiective monogement
Similarly, they ore ot greoter risk of steroid-
reloted adverse effects (f trested with high-
dose ICS or ovoidoble coumes of OCS or
low-dose OCS over o period of fimel, ond
their morbidily ond heclih cosis are
dispropartionately igher. People with wel-
contrallcd asihma have @ befier quolity of
lite, reduced sympfoms and exacesbations,
reduced hospitol visits ond odmissions ond

lower risk of premoture death +7 But most
importontly, dffictic-mansge csthma can
be manoged using o siructured epproach.®

People with osthma ond clinicions
should colleborate to improve asthma
control, especially those with difficult-to-
manage osthma, supperfing fhe individuel
o fake an ocfive role in sefting goals and
targets, self-moniloring, and odopling a
healthier lifesiyle. This guide provides
practicel support fo primary care and other
community healfhcore professionals 1o
improve the care of people with difficultto-
menage asthma ond 1o eveid unneeessary
referrols of pofients who could be befter
menaged in primary eare.

HOW TO IDENTIFY A PERSON
WITH DIFFICULT-TO-MANAGE
ASTHMAZ

Ensure that the diagnosis is
correct

Over one-third of peaple living with asthma
have an incorrect diagnosis. 13 Canfirm
that the person reclly hos esthma before
stepping up freatment o3 o surprising
number of people dingnosed and freoted
for asthma (from 12 to 30%)' cither do not

with other condifions cousing persistent
symptoms [sec below), 1518

Potential confounding fadlors for fhe
diognosis of asthmao or ifs severity are
dysfunctionol breathing, amxicly, crercise-
induced loryngeal cbstruction (EILO), vocol
cord dysfunciion (VCD), sbesity and low
level of fitness (deconditioning) [Figure 1)
All of which moy alse co-exist with asthma.

Diognesis can be ochieved by reviewing
clinicol history; the diognostic prosabiliy is
significantly increased using @ lung function

More informotion on diagnasis

DH 15 - The ‘figsow puzzle’ approsch
to building @ dhagnosic pidure of
asthma in primary care over fime

DH 14 - Quick guide fo spirometry

Spirometry Simplificd [pilot)

L8]

Figure 1 - Potential confounding factors for the dignosis of osthma or its severity:

reflection points

Have you atked about
that can worsen csthma symptomst

other comorbidiies

Foolnae: feas ors 36me mor: commen cxsmples and not compreherive s, Sadil problems indude.

comgemic prablems [povery, uremgloymen), poor navsing, gender or chnik dacriingtan, low Berosy,
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Learning Objectives

Identify what cohort of you patients have difficult to manage
asthma

What is Difficult-to-manage
Asthma?
Understand about confounding factors in asthma diagnosis and
how they can mask a diagnosis and the severity of asthma

Confounding factors
Uncontrolled asthma carries the risk of exacerbation,
hospitalisation and death. Inappropriate management with

high dose ICS and OCS carries its own risk too

Risks of uncontrolled asthma
and irs management
A regular and planned structured review is the only way to
improve the detection and care of people living with difficult-
to-manage asthma

Structured Asthma Review
At what stage should you refer, what you should do before
referral and what to convey in a referral letter

When to refer for specialist
assessment

GSK provided an unrestricted educational grant to support the
development of this case study but did not contribute to its content
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What should you check when conducting a

St r u Ct u re d reV I eW ? fi |PFEG Sotaborate globally DESKTOP HELPER
:R CO nt ro I Of a St h m a A practical guide to improve difficult-to-manage

asthma in primary care

& Tobacco dependence

& Patient education and self-monitoring

& Aggravating factors and triggers
& Pharmacotherapy

& Adherence and inhaler technique
& Obesity

& Psychological support

e, Referral for specialist assessment
IPCRG m?lrakblc;’:ﬂlyglobally
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Bernadette

éx 42-year-old woman
éx Diagnosed with asthma in 1999 in another practice

¢2 Non smoker

éx Weight 90kg, Height 154cm, BMI 38
éx Recently registered with practice as moved to area for new job

éx Previously self employed in IT, now has a permanent job
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@ As a new patient with a current asthma diagnosis, an annual asthma review
was requested with the patient upon registering.

&2 She was requiring a prescription for further supplies of medication for her
asthma.

@2 Need to confirm her diagnosis and appropriate pharmacotherapy, identify
triggers, manage her concerns based on her understanding.

@2 Her biggest concern was getting her asthma controlled as she was previously
self employed, and does not want to lose her new job.
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¢x In previous year, 3 admissions and then ICU with ventilation

éx 6 courses of steroids in 6 months — persistent disabling symptoms
éx SABA PRN, often 4-5x times per day and disturbed most nights

«x History of anaphylaxis - no cause identified

éx Atopic eczema and hay fever from childhood

¢ Nasal polyps - prior recurrent surgery with last surgery 2 years
previously ;CRG
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Bernadette — Current Medication

&2 ICS [high dose]/LABA inhaler BD

@ LAMA inhaler OD

¢x Topical corticosteroid nasal spray OD
@2 SABA inhaler as needed

éx LTRAOD

éx Slow-release theophylline BD

éx Oral prednisolone 7.5 mg OD

work locally
tollaborate globally . . .
GSK provided an unrestricted educational grant to support the
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Clinical examination / investigations

éx Weight = 90 kg; height 154 cm - BMI = 38

@ ACQ-6=3.8, ACT =12

éx FeNO =52ppb

@ Spirometry FEV, 1.65L 62%

«x Inhaler technique checked, few minor corrections

¢ Currently symptomatic
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éx Daytime asthma symptoms, more than twice a week \
@ Any night awakening due to asthma-related sxw‘l

«x More than two exacerbations per yea ﬂ“: OCS

& Frequent use of SABA (>3 cagiste ebr >3 times per week)

éx Poor control despi
combination w4
& Fr ) }) r a*e out-of-hours contacts (one or more per
m y !
|
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C n igh-dose ICS often in

or use of OCS

.
CRG
G Group
Venkatesan P. 2023 GINA repc
ASTHMA
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Severe Asthma Phenotypes
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Type 2

Non Type 2
4 \ 4

Obesity Neutrophilic

Biomarkers

IgE

Biomarkers
Eosinophils Neutrophils
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«x At the time of initial presentation, the patient was symptomatic, a
short course of OCS was prescribed 40mg Prednisolone for 5 days

éx A follow up appointment was made for 1 months time to perform

more tests and consider referral to secondary/tertiary specialist care
@2 RAST positive to house dust mite, animal epithelia mix, food mix
@ FeNO 34ppb
& Peak Flow (asymptomatic) 490L/min, PAAP written
& Eosinophil count = 120 cells/uL previously 620 cells/uL when OCS naive
@ Spirometry FEV, 2.10L (79%), FVC of 3.04L (94%), ratio 0.69
& ACQ-6 =3.2 (from 3.8), ACT = 14 (from 12)
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Education & Shared Decision Making @D sicir

AN IPCRG INITIATIVE

@2 The patient is an intelligent, degree educated woman who understands that
asthma attacks can lead to hospitalisation, and most importantly for her, time off
work

& She is concerned that the number of OCS courses have caused her to gain weight.
The long term risk of OCS use was explained to her, and she understands that OCS
are not the panacea for asthma

& Her personal goals are to remain out of hospital, ideally asymptomatic, loose
weight, regain a degree of fitness and hopefully enjoy her new dream job in IT

& She is now a partner in her own healthcare, fully collaborative in care .
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Still not fully controlled, what next? @D sicir
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éx Potential triggers removed

«x Inhaler technique optimised

¢« Pharmacotherapy optimsed

s Fully collaborates with care
«x Referral to specialist centre

.... @& Consideration for biologics
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0 MAl |Zu m a b Inhibits the binding of IgE antibody to receptors

M E POI |Zu ma b Binds to IL-5 a receptors on eosinophils

RESI |Zu ma b Binds to IL-5 o receptors on eosinophils

B E N RAI |Zu ma b Binds to IL-5 on eosinophils, basophils and some mast cellls

Binds to IL-4 and IL-13 cytokine-induced responses, including the release of
proinflammatory cytokines, chemokines, and IgE

DUPIllumab

Inhibits TSLP “Alarmin” that inhibits initiation of the T2 inflammatory cascade
from both the innate (via ILC2) and acquired (via Th2) immune response,
and also possibly also the neutrophilic non-T2 pathway (via IL-17)

TEZEpelumab
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Airway epithelial cells

IL-33
Tezepelumab [JEEI5 >

Anti-TSLP TSLP
|

IL-13 IL-5 receptor antagonist

Dendritic cell

Eosinophil
IL
ILC2 Anti-IL-5

T\ Mepolizumab
oz [

IL-4
{ _: Anti-IgE N IL-13
Mast cell Dupilumab
Adapted from: =
Pelaia C, Crimi C, Vatrella A, Tinello C, Terracciano R and Pelaia G (2020) Anti-IL-4/13 receptor

Molecular Targets for Biological Therapies of Severe Asthma. Front. Immunol. 11:603312.
doi: 10.3389/fimmu.2020.603312
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2 The patients new workplace is environmentally controlled with HEPA
filters in the A/C, this reduces pollen in the air. Her new
accommodation is outside the city limits with excellent air quality

&k Tertiary centre responded that she is a suitable candidate for biologic
therapy and the patient was put on the pathway for treatment after a
consultation with her and an explanation about biologic therapy

&2 3 months after commencing biologic therapyl A
é2FeNO 23 ppb (on lower dose ICS)
@2 Blood eosinophils 35 cells/plL
$2FEV, 2.28 (86%), FVC of 3.2 (99%), ratio 0.71

ima
R Amary ¢,

§
FE_ IPCRG w?l bor; t gl obally ) ) .
%, Est. 2001 ory Group GSK provided an unrestricted educational grant to support tl

* st‘? development of this case study but did not contribute to its coriae



ASTHMA

@
Summary @a 3R

AN IPCRG INITIATIVE

@2 Important to understand that with the best inhaler technique, maximal ICS dose
and compliance, there will always be a cohort of patients that will not respond fully.
These patients are ideal candidates for referral for consideration for biologic

therapy.

éx Referring a patient on to specialist care is NOT treatment failure. However, when
considering severe asthma, it is important to have done everything we can in

primary care FIRST before referral.

@ Specialist referral has to be done in a timely manner; not to early when the basics
haven’t been performed, and not so late that there will be no benefit for the patient

with fixed airways disease.

vmayt

“\atl'o,

work locally
I PCRG <ollaborate globally
R LN oy Gro w o GSK provided an unrestricted educational grant to support the
development of this case study but did not contribute to its content

* @t



i
Too Early

CARE

Just Right Too Late

o

?‘\mi ry c‘re

@
work locally
IPCR

collaborate globally
L.
< G
A Q.év“;{oty oup o

\“‘dnatfon‘

GSK provided an unrestricted educational grant to support the
development of this case study but did not contribute to its content




l?.,,

natio
v.'—‘
\(‘

v‘\ma ry ('a,-

PCRG

The desktop-helper

work locally
:ollaborate globally

?“axory Group L]

GSK provided an unrestricted educational grant to support the
development of this case study but did not contribute to its content

ASTHMA

. RIGHT
A CARE

AN IPCRG INITIATIVE




