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Introduction
Asthma is a serious, common, chronic non-communicable disease affecting as many 
as 334 million people of all ages in all parts of the world.1,2 Uncontrolled asthma 
imposes a significant burden on the healthcare system and also on society in terms 
of lost productivity, physical and psychological morbidity and impaired quality 
of life.  In addition to discomfort, asthma symptoms (cough, shortness of breath, 
chest tightness and wheezing) may impose significant limitations on daily physical 
activities, such as sport, climbing stairs and shopping; impair sleep; and disrupt work 
and social life. Frequent symptoms may be associated with depression, anxiety and 
fear.3

In spite of published guidelines for asthma management, prevention of 
exacerbations and the wide availability of inhaled corticosteroids (ICSs), hospital 
admissions, morbidity and mortality remain unacceptably high. Worldwide, 
avoidable asthma-related deaths still occur frequently, even among those with only 
mild disease.2,4 

In South Africa, the current prevalence of asthma is estimated at 15% and it is 
increasing. Furthermore, according to the Global Asthma Network, South Africa has 
the highest asthma-related mortality rate in the world.2

KEY MESSAGES

•	 There	is	an	important	opportunity	in	South	Africa	to	introduce	In	Pharmacy	asthma	counselling	
and	education	services

•	 Pharmacists	can	help	patients	to	achieve	better	asthma	control	and	guide	ongoing	monitoring	of	
control,	described	as	essential	in	the	South	African	Guidelines	for	chronic	Asthma	Management5

•	 Greater	use	of	the	peak	flow	meter	can	provide	early	warning	and	avoidance	of	exacerbations

•	 SMART	therapy	is	explained	and	suggestions	made	for	add-on	therapies	in	severe	asthma

•	 Adherence	can	be	improved	using	the	SHARE	WISE	USE	approach	In	Pharmacy

South African Asthma guidelines
Despite the availability of guidelines 
for asthma management, asthma is fre-
quently poorly controlled due to inap-
propriate treatment and over-reliance on 
reliever medication (inhaled short-acting 
bronchodilators) rather than preventer 
medication (ICSs).2

The South African guideline for the 
management of chronic asthma in adoles-
cents and adults, last published in 2007, 
is currently being updated, taking guid-
ance from the most recent 2016 version of 
guidelines from the Global Initiative for 

Asthma (GINA).1,5

These guidelines emphasise four essen-
tial steps in the management of asthma to 
achieve control:
1. Establish the diagnosis of asthma 

(Table 1);
2. Assess the severity;
3. Implement an individualised treat-

ment plan, with a clear set of goals for 
control of asthma, preventative and 
avoidance measures and appropriate 
pharmacotherapy;

4. Achieve and monitor control.
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Diagnosis of asthma

A diagnosis of asthma should be sus-
pected in any patient with symptoms 
and signs of asthma, including cough, 
wheeze, dyspnoea or shortness of breath 
and tightness of the chest; particularly, if  
there is variability from day to day, from 
day to night or variation that is seasonal. 
Symptoms are often worse at night or on 
waking. It may be possible to identify spe-
cific triggers (e.g. exercise, laughter, aller-
gens, cold air) and symptoms respond to 
bronchodilators and ICSs. 

Nevertheless, despite symptoms and 
response to therapy, a study in Canada 
found that approximately one quarter 
of patients with physician-diagnosed 

asthma, when objectively assessed, did 
not actually have the disease, and 71% 
of these misdiagnosed individuals were 
on therapy!6,7 Significant reversibility of 
airway obstruction is the major physio-
logical characteristic of asthma and con-
firmatory lung function tests are required 
to confirm the diagnosis (Table 1). 

A careful history and examination 
should be performed to identify related 
atopic disorders (e.g. allergic rhinitis/
rhinosinusitis, allergic conjunctivitis, 
eczema) and comorbid conditions that 
may influence or complicate management 
(e.g. obstructive sleep apnoea, obesity, 
gastro-esophageal reflux).

Table 1. Lung function values for the diagnosis of asthma1,2

Reversibility
•	 An	increase	in	FEV1	of	>12%	and	200ml	(greater	confidence	if	increase	is	>15%	and	>400ml),	15-30	min	after	

the	inhalation	of	200-400μg	of	salbutamol,	or	a	20%	improvement	in	PEF	from	baseline.

Hyperresponsiveness
•	 Methacholine/histamine	challenge;
•	 Exercise:	A	fall	of	20%	in	PEF	(or	15%	in	FEV1)	measured	5-10	minutes	apart	after	cessation	of	exercise		

(e.g.	running	for	six	minutes).

Diurnal variation (over the past two weeks)
•	 Diurnal	variation	in	PEF	≥10%.

Distinguishing between COPD and asthma when FEV1 shows obstruction
•	 Improvement	of	FEV1	from	baseline	(>12%	and	200ml)	after	a	two-week	trial	of	oral	prednisone	(40mg	daily).

FEV1:	Forced	expiratory	volume	in	1	second
PEF:	Peak	expiratory	flow

Assessing the severity of symptoms will 
help to guide initiation of treatment 
(Table 2) or modification of treatment in 

patients who are already on drug therapy 
(Table 3).

Table 2. Assessment of asthma severity using symptoms and PEF in patients presenting for 
the first time on no treatment5

Intermittent Chronic persistent

Mild (I) Mild (II) Moderate (III) Severe (IV)

Daytime	symptoms
(any	of	cough,	tight	chest	and	wheeze)

≤2	per	week 3-4	per	week >4	per	week Continuous

Night	symptoms
(any	 of	 cough,	 tight	 chest,	 wheeze,	
night	awakening)

≤1	per	month 2-4	per	month >4	per	month Frequent

Peak	expiratory	flow	(PEF) ≥80% ≥80% 60%-80% <60%
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Table 3. Assessment of symptom control in patients currently on treatment1,7

Well 
controlled

Partly 
controlled

Uncontrolled

In	 the	past	 four	weeks,	which	of	 the	 following	has	 the	
patient	experienced?
•	 Daytime	asthma	symptoms	more	than	twice	per	week	
•	 Any	waking	at	night	due	to	asthma	
•	 Reliever	 needed	 for	 symptoms	 more	 than	 twice	 per	

week	(excluding	reliever	use	before	exercise)
•	 Any	activity	limitation	due	to	asthma
•	 Lung	function	(PEF/FEV1)	<80%	predicted	or	personal	

best

None	
of	these

1	or	2	
of	these

3	or	4	
of	these

•	 Exacerbations None
1	or	more	per	

year
1	in	any	week

Asthma treatment
The long-term goals of asthma treatment 
are to achieve good control of symptoms 
and maintain normal activity levels, and 
to minimise the risk of future exacerba-
tions, fixed airflow limitation and medica-
tion-related side effects.1

Patients should be clear about the 
meaning of asthma control. Some may 
understand control to mean that they 
have enough medication available to 
manage symptoms that occur, or knowing 
which medication to take when they have 
an exacerbation! Asking about the pres-
ence of specific symptoms, such as cough, 
shortness of breath, nocturnal symptoms 
and frequency of short-acting beta-2 ago-
nist (SABA) use is important to clarify 
such misunderstandings.8 

Past guidelines have recommended a 
SABA as needed at step 1 of the treatment 

algorithm for mild intermittent asthma. 
However, regardless of symptom sever-
ity, the underlying pathology in asthma is 
inflammation in the airways and revised 
guidelines now recommend that, for 
the best outcomes, all patients should 
be treated with an ICSs from diagnosis. 
In comparison to beginning ICSs after 
symptoms have been present for several 
years, early initiation of a low-dose ICSs 
as soon as possible after diagnosis leads 
to a greater improvement in lung func-
tion. Similarly, in contrast to patients 
who have not been treated with an ICSs, 
long-term lung function is preserved to a 
greater extent after a severe asthma exac-
erbation in patients who have previously 
been on ICSs therapy.1

Stepwise recommendations for the 
treatment of asthma are shown in Table 4.

Table 4. Stepwise management of asthma (GINA 2016)1

Step 1 Step 2 Step 3 Step 4 Step 5

Reliever As needed SABA
As needed SABA or 
Low-dose ICSs/formoterol combination inhaler

Controller
Consider	
Low-dose	
ICSs

Low-dose	
ICSs

Low-dose	ICSs/
LABA

Medium/high-dose	
ICSs/LABA

Refer	for	add-on	
treatment,	e.g.	
tiotropium,	
omalizumab,	
mepolizumab

Other	
controller	
options

LTRA
Low-dose	
theophylline

Medium/high-dose	
ICSs/LABA
Low-dose	ICSs	
+	LTRA	(or	+	
theophylline)

Add	tiotropium
High-dose	ICSs	
+	LTRA	(or	+	
theophylline)

Add	Low-dose	oral	
corticosteroid

SABA:	 short-acting	 beta-2	 agonist;	 LABA:	 long-acting	 beta-2	 agonist;	 ICSs:	 inhaled	 corticosteroids;	 LTRA:	
leukotriene	receptor	antagonist
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SMART therapy: Fixed combination on-demand ICSs plus formoterol

Although most asthma patients are able to 
recognise deteriorating symptom control, 
they generally do not respond by adjusting 
their medication in an appropriate man-
ner. The INSPIRE study examined the 
attitudes and actions of more than 3 400 
adults (≥16 years of age) with asthma in 
11 countries, who were prescribed regular 
maintenance therapy with ICSs or ICSs 
plus long-acting beta-2 agonist (LABA).9 
Approximately three quarters reported 
daily use of SABA, 90% reported periods 
of worsening in the last year, and even those 
who were considered to be well-controlled 
reported an average of six exacerbations 
per year. During worsening of symptoms, 
the mean period between symptom onset 
and peak severity was 5 days and the most 
common response was to increase SABA 
use. Despite this, 88% stated that they were 
confident that they could self-manage their 
asthma exacerbations without consulting 
their medical practitioner.

Severe exacerbations requiring oral 
corticosteroids have likewise been shown 
to be preceded by a gradual fall in PEF 
over several days, followed by more rapid 
changes over 2-3 days and an increase in 

symptoms and SABA use.10 These signs 
of deterioration represent a window of 
opportunity during which increasing the 
dose of ICSs may prevent a severe exac-
erbation. One effective approach is to 
use a combination of ICSs (e.g. budeso-
nide) with formoterol in a single inhaler. 
Formoterol is a beta-2 agonist with a 
rapid onset and intermediate duration of 
action. Unlike other LABAs, the rapid 
bronchodilation that occurs with formo-
terol means that it may be used for both 
maintenance and on-demand rescue 
therapy. When combined with an ICSs, 
on-demand use automatically increases 
the dose of ICSs administered during the 
early period of worsening symptoms. In 
comparison with twice daily ICSs/LABA 
plus as-needed SABA, using the fixed 
ICSs/formoterol combination as required, 
improves asthma control, reduces severe 
exacerbations requiring oral corticoster-
oids and reduces hospitalisations, with a 
lower overall drug load.11 The on-demand 
fixed combination also permits use of a 
lower dose of ICSs, which, while improv-
ing asthma control, may also decrease the 
overall exposure to corticosteroids.

Other add-on therapies for severe asthma

Other add-on therapies that may be con-
sidered when stepping up treatment for 
severe asthma include the following: 
i) Tiotropium, a long-acting muscarinic 

antagonist, improves symptom con-
trol and lung function and reduces 
exacerbation in patients with moder-
ate to severe asthma who are not ade-
quately controlled by ICSs or ICSs/
salmeterol.1,12

ii) Omalizumab is a monoclonal anti-
body that binds and inhibits free 
serum immunoglobulin E (IgE), and 
thereby inhibits the allergic cascade. In 
combination with ICSs, it is effective 
in reducing asthma exacerbations and 
hospital admissions, and may permit 

reduction of ICSs dose.2,13

iii) Endobronchial thermoplasty. This 
treatment is rarely required if  inhaler 
treatments are used appropriately and 
correctly.

iv) Mepolizumab is a humanised mono-
clonal antibody against interleukin-5, 
which is not yet available in South 
Africa. It selectively inhibits eosino-
philic inflammation and reduces 
the number of eosinophils in both 
sputum and blood. In patients with 
severe eosinophilic asthma (>150 
eosinophils/μl), it reduces exacerba-
tions and allows reduction in doses of 
corticosteroids.1,14,15 

Adherence to therapy
Poor adherence to prescribed therapy is a 
common problem in the management of 
chronic diseases in general and is a very 
common cause of poor asthma control. 
At least 50% of patients with asthma will 

be nonadherent at some time. During the 
first year after diagnosis, 40% of patients 
will discontinue treatment and one in 
four will not even collect their initial 
prescription!16

“these signs of 
deterioration 
represent a window 
of opportunity 
during which 
increasing the 
dose of Ics may 
prevent a severe 
exacerbation.”
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Factors contributing to poor adher-
ence are listed in Table 5.

Careful, empathetic questioning 
encouraging open discussions about 
patients’ knowledge and perceptions 
about asthma can identify the presence of, 
and reasons for, non-adherence. Providing 
adequate education (about disease and 
treatment) as well as shared decision-mak-
ing when considering which medications 
and inhaler devices to prescribe may help 

overcome some of these obstacles and 
improve long-term adherence to therapy. 

It is important to focus on positive dis-
ease outcomes. Patients are more likely 
to be satisfied with and adhere to a treat-
ment regimen that is simple to use, easy 
to remember and that they understand 
will enable them to breathe normally, par-
ticipate in usual activities and be free of 
exacerbations resulting in hospitalisation.

Table 5. Factors contributing to poor adherence with asthma therapies2,6,16

Medication-
related

Unintentional 
non-adherence

Intentional non-adherence

•	 Difficulty	using	
inhaler	device	(e.g.	
arthritis)

•	 Burdensome	
regimen	(e.g.	
dosing	frequency	
multiple	times	per	
day)

•	 Multiple	different	
inhalers

•	 Does	not	understand	
instructions

•	 Language	barriers
•	 Forgets	to	take	dose
•	 Poor	inhaler	technique
•	 Confusion	with	different	types	of	

inhalers,	which	to	use	and	when
•	 Does	not	establish	a	daily	

routine
•	 Cost

•	 Perception	that	treatment	is	not	necessary
•	 Denial	or	anger	about	asthma	or	its	treatment
•	 Embarrassment	having	to	use	inhaler	in	front	

of	others
•	 Inappropriate	expectations
•	 Concerns	about	side-effects	(real	or	perceived)
•	 Dissatisfaction	with	health	care	providers
•	 Stigmatisation
•	 Cultural	or	religious	issues
•	 Cost

In Pharmacy approaches to improve adherence and 
reduce exacerbations
In Pharmacy counselling and education 
clinics can play a positive role in improv-
ing adherence and reducing exacerbations

Clinical aspects to focus on:
1. Asthma counselling including inhaler 

techniques. Teaching inhaler tech-
niques involve the principle of SHARE 
WISE USE show, explain and watch

2. Availability of the most used devices 
supplying placebo are ideal for In 
Pharmacy demonstration

3. Encourage patients to use their peak 
flow meters more frequently to detect 
‘gradual falls’ in PEF which if  fol-
lowed by more rapid change over the 
next day/two are an early warning of 
impending exacerbation

4. Encourage the use of asthma diaries 
to record medication usage, compli-
ance, adverse effects – and discuss this 
record with the patient

5. Engage and refer to the prescriber 
when appropriate

The importance of choosing an appropriate device and correct inhaler 
technique
Delivery of respiratory medications by 
using an inhaler device achieves high 
drug concentrations in the airways, rapid 
onset of action and improves tolerability 
by reducing systemic exposure. However, 
without being aware of it and regardless 
of the type of device, more than 50% of 
patients in the community may be unable 
to use their inhaler correctly. Poor inhaler 
technique is associated with limitations 
in daily activities, sleep disturbance and 

increased risk of hospitalisation.17 Correct 
use of the inhaler is a skill that must be 
taught to patients at the time of prescrip-
tion, using a physical demonstration with a 
placebo device. Commensurately, pharma-
cists are ideally placed to ensure that they 
can correctly demonstrate how to use the 
inhalers the patient has been prescribed!

When checking inhaler technique, 
attention should be paid to the most com-
mon mistakes made by patients, which 

SHARE WISE USE
show	 –	 demonstrate	 the	
device	the	patient	is	using
Explain	 –	 the	 importance	
of	getting	the	medication	to	
intended	site
Watch	 –	 get	 the	patient	 to	
show	you	in	front	of	a	mirror
Use	 –	get	patient	 to	watch	
his	 technique	again	 in	 front	
of	the	mirror
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include failure to exhale before inhaling; 
insufficient breath-hold at end of inhala-
tion; actuating a pressurised metered dose 
inhaler (pMDI) before breathing in (the 
dose should be actuated during inhala-
tion); failure to breathe in slowly and 
deeply with pMDI; failure to breathe in 
rapidly, deeply and forcibly with dry pow-
der inhalers (DPI); and inhaling through 
the nose.6,18 All of these issues may be 
solved through training. When used cor-
rectly, there are no clinically relevant 
differences between inhaler devices.6 
Nevertheless, as far as possible the choice 
of device should be individualised accord-
ing to patient preference and capability. 
pMDIs may be used with a spacer (large 
or small), which reduces the coordination 
required to administer the dose. However, 
a spacer is the inhalation method least 
preferred by patients.6

Despite training, with time patients 
revert back to poor technique. Therefore 
inhaler technique must be re-affirmed 
at every consultation and, when refilling 
of script, by the pharmacist and nurses, 
especially during the first 4-6 weeks of 
therapy, by specifically asking the patient 
to demonstrate how they use their inhaler. 
This is particularly important for patients 
with poor symptom control or a history 
of exacerbations.

If  a patient is unable to correctly use the 
inhaler after several repeats of training, 
an alternative device should be consid-
ered. Powder inhalers or breath-activated 
inhalers are better than pMDIs especially 
in patients with poor hand co-ordination.

Wherever possible, for an individual 
patient, the same type of device should 
be prescribed for reliever and preventer 
treatments.

Aerosol characteristics: the role of particle size
Accepting that prescribed ICSs needs 
to reach the airways before it can be of 
any value in managing airway inflamma-
tion, patient adherence, compliance and 
inhaler technique are not the only factors 
that influence lung deposition of medical 
aerosols. The physicochemical charac-
teristics of the aerosol itself  also play an 
important, and often underappreciated 
role (Table 6). 

Table 6. Factors influencing the lung 
deposition of medical aerosols19,20

•	 Particle	size
•	 Particle	density
•	 Particle	charge
•	 Lipophilicity
•	 Hygroscopicity
•	 Plume	speed	and	duration

Aerosols with smaller particle size are 
more widely and efficiently deposited 
throughout the airways, and especially in 
the smaller peripheral terminal and res-
piratory bronchioles, which measure less 
than 2 mm in diameter (Table 7). These 
smaller airways are the major site of air-
flow obstruction in both mild and severe 
asthma, nocturnal and exercise-induced 
asthma, and in chronic obstructive air-
ways disease (COPD).

In asthma, small airways are the major 
site of inflammation, with a chronic 
inflammatory infiltrate consisting of 
eosinophils, T-lymphocytes, neutrophils 
and macrophages. Smooth muscle thick-
ening and luminal occlusion by mucus 
also occur, and choosing a treatment that 
can effectively penetrate and influence the 
pathology here is paramount to manage 
the disease process.21,22

Table 7. Monodisperse salbutamol aerosol deposition in asthmatic subjects1,13

Deposition
Aerosol particle size

1.5 μm 3 μm 6 μm

Total	lung	deposition	(%) 56 50 46

Oropharyngeal	deposition	(%) 12 31 43

Exhaled	fraction	(%) 22 8 2

Penetration	index 0.79 0.60 0.36
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Measuring techniques for assessing small airways
Traditional spirometric markers of 
asthma (FEV1 and peak expiratory 
flow) predominantly reflect large airway 
obstruction and are dependent on lung 
volumes, elastic recoil, respiratory muscle 
strength and patient effort. A significant 
amount of small airways disease must be 
present before FEV1 becomes abnormal. 
Forced expiratory flow between 25% and 
75% of the forced vital capacity (FVC) 
(FEF25-75) is dependent on FVC and cor-
relates poorly with other accurate markers 
of small airways disease. Consequently 
these clinical measurements are poor indi-
cators of small airways disease and are 
insensitive to assess the effects of aerosols 
targeted at the peripheral small airways. 

In contrast, the consequences of small 
airways obstruction include reduced air-
flow, increased airway resistance, gas 
trapping and changes in ventilation 
(hyperinflation), so physiological tests 
that measure these variables may be use-
ful to detect and quantify small airways 
disease (Table 8). 

FVC is a useful indirect marker of 
hyperinflation, especially when combined 
with estimation of residual volume (RV/
FVC). Due to the increase in residual 
volume, air-trapping is associated with 
reduced FVC and reduced inspiratory 
capacity (IC) and an increase in the ratio 
of RV/total lung capacity (TLC). 

Forced expiratory volume in three sec-
onds (FEV3) is one of the most useful 
clinical indicators of small airways dis-
ease as it measures the fraction of volume 
exhaled near the end of forced exhalation 
and will decrease with the effort required 
to empty distal airways. As FEV1/FVC 
falls, the FEV3/FVC falls and the fraction 
of air not expired in the first three seconds 
(1-FEV3/FVC), which estimates the grow-
ing proportion of long time constant lung 
units, will increase. Absolute volumes of 
FEV3 and FEV6 pre- and post-treatment 
may also be used to assess the efficacy 
of therapy for asthma on small airways 
diease.22

Table 8. Physiological and imaging techniques for assessing the small airways22 

Procedure Measures

Lung	function	spirometry FVC,	FEV1/FVC,	FEV3/FVC,	FEV/SVC;	1-	FEV3/FVC

Plethysmography RV;	RV/TLC

Impulse	oscillometry	(IOS)

Inert	gas	washout

Exhaled	nitric	oxide

High-resolution	computed	tomography Indirect	 measurement	 of	 small	 airways	 dysfunction;	 e.g.	 gas	
trapping

Hyperpolarised	magnetic	resonance	imaging

Nuclear	medicine	(scintigraphy,	SPECT,	PET)

FVC1:	forced	expiratory	volume	in	1	second;	FVC3:	forced	expiratory	volume	in	3	seconds;	SVC:	slow	vital	capacity;	
RV:	residual	volume;	TLC:	total	lung	capacity

Selecting inhaled medication
When selecting inhaled medication for 
asthma, smaller aerosol particles not 
only penetrate more efficiently into the 
small peripheral airways, but are also less 
likely to be deposited in the oropharynx, 
thereby reducing the potential for local 
side effects (oropharyngeal candidiasis 
and dysphonia) and systemic absorption. 

Furthermore, small particles are less 
affected by inhalation flow, where slower 
inhalation improves lung deposition. 

Particle size of ICSs medications 
depends on the chemical characteristics of 
the formulation and in respect of pMDIs, 
whether the propellant is a suspension or 
a solution. The hydrofluoroalkane (HFA) 
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solution-based pMDI aerosols have a 
smaller particle size than HFA suspen-
sion pMDIs and dry powder formulation 
in DPIs (Table 9).

In studies using a radio-labelled drug, 
lung deposition with a HFA solution 
ICSs pMDI aerosol (mean particle size 

1.1 μm) was approximately 55% in com-
parison to approximately 13% or less with 
larger particle CFC-based ICSs aerosols 
(≥2 μm). In contrast, oropharyngeal dep-
osition was significantly lower with the 
smaller particle size (approximately 30% 
vs 80%). 

Table 9. Particle size of ICSs formulations21

Drug Formulation/device
Mass median aerodynamic 
diameter (μm)

Fluticasone	propionate Dry	powder/DPI 5.4

Budesonide Dry	powder/DPI 4.0

Mometasone	furoate Dry	powder/DPI 3.7

Fluticasone	propionate HFA	suspension/pMDI 2.4

Beclomethasone	dipropionate/formoterol HFA	solution/pMDI 1.5

Beclomethasone	dipropionate HFA	solution/pMDI 1.1

Ciclesonide HFA	solution/pMDI 1.1

Furthermore, studies have shown that 
deposition of small particles is similar in 
healthy subjects and those with asthma, 
indicating that it remains consistent 
regardless of progressive obstruction as 
disease severity worsens.

In comparison with DPI-fluticasone 
propionate, a HFA-solution pMDI aero-
sol of ciclesonide was associated with 
significant improvement of impulse 
oscillometry markers of small airways 
resistance and distal resistance and sig-
nificantly reduced the percentage of 
eosinophils in the late-phase induced 
sputum. It was also associated with a 

significant improvement in patient-rated 
symptoms, asthma control and quality 
of life. Notably, the spirometry indices 
of FEV1, FEF and maximum expiratory 
flow, which, as previously mentioned, are 
relatively insensitive to changes in small 
airways resistance, did not change.21

These observations have been borne 
out in real-world studies in daily clinical 
practice. Improvement in asthma control 
associated with wider drug deposition with 
smaller particles may allow reduction of 
the the daily ICSs dose and reduction or 
even discontinuation of oral corticoster-
oids in more severe persistent asthma.23,24

Conclusions
Asthma symptoms the world over remain 
a considerable burden on patients’ quality 
of life. Clearly, availability of management 
guidelines and effective treatments alone 
are not the solution. Improving asthma 
control remains a much more complex 
problem, requiring effort on multiple lev-
els including increased awareness of and 
adherence to updated management guide-
lines, improved education, and changes in 
the behaviour of both treating physicians 
and their patients.

Nevertheless, there are some simple 
starting points. Ensuring that patients have 
been prescribed an appropriate individu-
alised management plan that includes an 

ICSs and, where appropriate, ICSs/formo-
terol combination rescue and maintenance 
therapy so that ICSs dosing is automati-
cally stepped up early in an exacerbation, 
will improve symptom control and can 
modify the natural history and progression 
of the disease. Effective treatment can be 
facilitated by ensuring that patients know 
when and how to use their inhalers cor-
rectly. Lastly, consideration of the physico-
chemical nature of prescribed medications, 
and in particular particle size, may be 
especially important to make sure that the 
medication reaches the appropriate areas 
in the respiratory tree.
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This article is based on presentations at the Cipla Respiratory Symposium held in Cape Town, 2016. 

The article was written for deNovo Medica by Dr David Webb.
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Tips for your CPD entry to SA Pharmacy Council

1 Reflect

Which	asthma	patients	would	benefit	from	In	Pharmacy	counselling	and	education?

What	resources	would	I	need	to	teach	better	inhaler	techniques?	What	signs	of	deterioration	
present	an	opportunity	to	intervene	and	prevent	a	costly	and	severe	asthma	event?

2 Plan

This	article	discusses	the	diagnosis	of	asthma	and	includes	information	on	assessing	asthma	
severity	 and	 monitoring	 the	 control	 of	 symptoms	 in	 patients	 on	 treatment.	 It	 discusses	
adherence	to	therapy	and	suggests	In	Pharmacy	approaches	to	improving	adherence.	Sharing	
the	‘WISE	USE’	of	 inhalers	 to	deliver	appropriate	medication	 to	affected	airways	 requires	
ongoing	re-affirmation	in	pharmacy	at	every	refilling	of	a	script.	

3 Action/Implementation

Read	the	accredited	review	and	the	South	African	Guidelines	for	chronic	asthma	management.	
Answer	the	CPD	questionnaire	and	submit	to	deNovo	Medica.	

4 Evaluate

Are	 you	 now	 confident	 in	 your	 knowledge	 of	 the	 assessment	 and	 treatment	 of	 asthma	
severity?	Can	you	give	advice	to	patients	about	their	medication	and	inhaler	techniques	and	
assist	with	the	management	of	their	condition	over	time?


