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Respiratory clinical update — asthma

This webinar will start shortly.
We are just waiting for people to join.
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Acknowledgement of Country

| acknowledge the Tasmanian Aboriginal people as the traditional
owners and ongoing custodians of the land on which we are meeting
this evening via webinar. | pay our respects to Elders past, present
and emerging.

| would also like to acknowledge Aboriginal people who are with us this
evening.



Learning outcomes

After this session, | will be able to:
« Evaluate patients with asthma
* |dentify referral pathways for patients with asthma

» Describe correct inhaler techniques for patients with
asthma




Some housekeeping

« Tonight's webinar is being recorded
* Please use the Zoom Q&A chat feature to ask questions

* Answers to any questions we can’t answer tonight will be circulated with the
recording in the coming days

« At the end of the webinar you will be asked to complete an evaluation survey,
this is important to help us improve our events program

* Please don't forget to register for your next webinar at:
https.//www.primaryhealthtas.com.au/for-health-professionals/events/



https://www.primaryhealthtas.com.au/for-health-professionals/events/

Presenters

 Dr Ben Johnson — Registrar, Respiratory Medicine, Royal
Hobart Hospital

* Lyn Reid — Clinical Nurse Consultant, Royal Hobart
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Overview

* Making the diagnosis
* Investigations required

* Stepwise management
* Mild asthma guideline changes
* Inhaler choice

e When to refer
e (COVID-19 and asthma)



Asthma

* Heterogeneous inflammatory condition

* Classical symptoms of intermittent wheeze, cough and SOB
* Variable airflow limitation and airway hyperresponsiveness
e Generally (but not always) atopic history

 Variable approaches to management

* A lot of patients have suboptimal control



Pathogenesis

. Teachinﬁ used to be all patients had an
allergic history (type 2 or eosinophil-
mediated inflammation)

* |L-4, IL-5, IL-13 - IgE production =
activation of mast cells and eosinophils

* General target for biologic therapy

* Measure eosinophils, IgE, FeNO (sputum
eosinophils)

* Increasing evidence for neutrophil-
mediated inflammation (non-allergic)
* Infections, pollutants, smoking
* Less likely to respond to steroids

* Some patients have both

* Eventually get airway remodelling and
narrowing and fixed airflow obstruction if
left untreated

Inflammatory mechanisms and pathobiologic features leading to severe asthma
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Diagnosis



Diagnosis of Asthma

* Symptoms include
* Wheeze

* SOB

* Chest tightness
* Cough

* Generally variable with time and in intensity
» Often worse at night/early morning

e Often have a defined trigger
 Exercise, pollen/allergens, infection, dusts, workplace
* Atopy

* Examination classically polyphonic wheeze (often normal)
* Need to demonstrate VARIABLE airflow limitation



Asthma is more likely to explain the symptoms if any of these Asthma is less likely to explain the symptoms if any of these apply

apply

More than one of these symptoms: Dizziness, light-headedness, peripheral tingling
v wheeze lsolated cough with no other respiratory symptoms
» breathlessness Chronic sputum production

» chest tightness . ) o
No abnormalities on physical examination of chest when

> cough symptomatic (over several visits)

Symptoms recurrent or seasonal Change in voice

Symptoms worse at night or in the early morning Symptoms only present during upper respiratory tract infections
HiStDI‘}" of allergies {eg a”ergl-c rhinitis, atﬂpic dermatitis) HEE!"."‘)I’ smoker (now or in pas”

Symptoms obviously triggered by exercise, cold air, irritants, Cardiovascular disease

medicines (e.g. aspirin or beta blockers), allergies, viral infections,

laughter Normal spirometry or PEF when symptomatic (despite repeated

tests)
Family history of asthma or allergies

Symptoms began in childhood
Widespread wheeze audible on chest auscultation
FEV1 or PEF lower than predicted, without other explanation

Eosinophilia or raised blood IgE level, without other explanation

Symptoms rapidly relieved by a SABA bronchodilator



Investigations

e Spirometry!
* Peak flow diary can occasionally be helpful (need to ensure adequate technique)
* Even with adequate and consistent technique there can be large variation in peak flows
* Best done BD as diurnal variation

* Biomarkers often useful — particularly if unclear diagnosis or unsure if
COPD or asthma (or both)
* FBE looking for eosinophilia
 IgE looking for atopy
 Specific Ige (RAST) if specific clinical indication

* Imaging rarely required beyond CXR

* Exceptions
* Looking for alternative diagnosis (emphysema, eosinophilic pneumonia)
* Clinical concern regarding ABPA



Spirometric Diagnhosis of Asthma

* Bronchodilator response
* Need to have BOTH 212% and >200ml improvement post bronchodilator

* Positive bronchoprovocation test

e Can be indirect (Mannitol, HIS, exercise) or direct (methacholine)

* Indirect — act on mediators of bronchoconstriction (water shifts, histamine, leukotrienes,
adenosine, bradykinin etc), representative of airway inflammation

* Direct —act on bronchial smooth muscle cells, more representative of smooth muscle
reactivity

* Direct has a higher sensitivity but a lower specificity (can be positive in smokers)
* Indirect have a lower sensitivity but a higher specificity

e Positive indirect test is a 215% drop in FEV1 from baseline, a positive direct test is
>20% drop in FEV1



Pre-Bronchedilator Post-Bronchodilator
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Spirometric Diagnhosis of Asthma

e Can also make diagnosis (for PBS reasons) with PEF variability of >15%
between highest and lowest peak flows in a 2 week period

* Should be suspicious of asthma if significant difference in serial FEV1s

* FeNO can be a helpful adjunct
* Surrogate for eosinophilic airway inflammation
* Generally used as a monitor for disease activity rather than diagnostic



Treatment
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Inhaler technigue

Device-specific checklists

General tips

Pressurised metered-dose

Use these checklists to teach, check and/or confirm the way your patients use their inhalers.
Assess patients’ inhaler technique at every opportunity.

Y

to remove any residual
medicine. This will reduce
the likelihood of voice
changes and oral thrush.

Mew plastic spacers should be prewashed in warm water and dishwashing detergent (without rinsing), and air-dried before first use.
** Tidal breathing recommended for young children and during acute flare ups.
Mot usually appropriate for medicines delivered by this device.

S inhaler (pMDI) pMDI & spacer Accuhaler Autohaler Breezhaler
e Turbuhalers, Respimat and
pMDI devices should be
primed before they are used
for the first time.
B For inhalers with a dose
counter, it is important to
check there are sufficient Remove inhaler cap 1. Prepare the spacer” 1. Open cover using thumb grip 1. Remove cap 1. Remove cap
dosas remaining in the inhaler Hold inhaler upright and shake 2. Remove inhaler cap 2. Hold horizontally, load dose by 2. Hold inhaler upright and shake 2. Flip mouthpiece to open
befare each use. well 3. Hold inhaler upright and shake sliding lever until it clicks well 3. Remaove capsule from blister and
» For the Respimat inhaler Breathe out gently, away from well before inserting into spacer 3. Breathe out gently, away from 3. Push lever up place in chamber
ensure the cartridge haslbeen the inhaler 4. Put mouthpiece between teeth the inhaler 4. Breathe out gently, away from Close mouthpiece until it clicks
loaded into the device before | 4+ Put mouthpiece between teeth without biting and close lips to 4. Place mouthpiece in mouth and the inhaler B Fress side buttans in onceand
using the inhaler for the first without biting and close lips to form & good seal clcrse_hps to furm agood seal, 5. Put mouthpiece between teeth release (do naot shake)
time. form a good seal 5. Breathe out gently, into the keep inhaler horizontal without biting and closelipste  g.  Breathe out gently, away from
Breathe in slowly through the Spacer 5. Breathe in steadily and deeply form good seal inhalar
& All pMDIs should be shaken mouth and, a_t the same time, 6. Hold spacer level and press down 6. Hold breath for about S seconds 6. Breathe in slowly and deeply. 7. Put mouthpiece between teeth
before each dose. Do not press down firmly on canister firmly on inhaler canister once or as long as comfortable Keep breathing in after hearing without biting and close lips to
shake dry powder inhalers Keep breathing in slkowly and 7. Single breath: Breathe inslowly 7. While holding breath, remove click form good seal
(DPls). deeply and hold breath for and deeply and hold breath for inhaler from mouth 7. Hold breath for about 5 seconds ;
about 5 seconds or as long as around é]s}:acunds or as long as or as long as comfortable o L Ey and steadily.
e For all types of inhalers, it is S ng 8. Breathe out gently, away from g so capsule vibrates
important to keep the chin cormibricbie: Take spaceroiEof the inhaler 8. While holding breath, remove 9. Hold breath for about 5 seconds
. . 7. While holding breath, remove mouth while holding breath ) . inhaler from raouth " '
tilted up so the medicine L, S OR 9. If an extra dose is needed® repeat or as long as comfortable
reaches the lungs effectively. Breathe out gently, away from Tidal breath:** Breathe in and steps2to & . 9. tBhrEE_lt:tailﬂut gently. away from 49, while holding breath, remove
b After use, wipe down the the inhaler out normally for 3or 4 breaths  10- Close cover to click shut ST inhaler from mouth
' . ) 10. Push lever down
maouthpiece of the inhaler with If an extra dose is needed, repeat E::ﬁﬁ:mng spacer from T Breathe out gently, sway from
adry cloth. steps 2to 8 M. If an extra dose is needed, inhaler
8. Breathe out gently repeat steps 2 to 10 12. Open mouthpiece and remave
= Forinhalers containing SHEDLE G . |
. . . 9. Remove inhaler from spacer 12. Replace cap capsule
corticosteroids, it is important 0. I anextra dose is nesdd, nepeat 13, IFrnore than one dose is needed?
to rinse the mouth out with steps3to 9 repeat steps 3 to 12
water after using the inhaler ; )
1. Replace cap on inhaler 14. Close mouthpiece and cap



Ellipta Genuair Handihaler Respimat Spiromax Turbuhaler

o @ 0 0 0

1. Slide the cover downuntil you 1. Remove cap by squeezing 1. Opencap 1. Hold inhaler upright with the cap 1. Hold inhaler upright with 1. Unscrew and remove cover
hear a click (do not shake) arrows and pulling 2. Flip open mouthpiece closed mouthpiece cover at the bottom 5 Keep inhaler upright while
2. Breathe out gently, away from 2. Hold inhaler so large coloured 3. Remove capsule from blister and 2. Turnbaseindirection of arrows 2. Open the mouthpiece cover twisting grip
the inhaler button is facing straight up place in chamber unitil it chicks (half a turn) downwards until it clicks T Toist amured and B back unkl
3. Place mouthpiece in mouth an X.  Without titing inhaler, press and F i ] 1 pen the cap until it snaps fully 3. Breathe out gently, away from click is heard
PI ' hf h I g I b h | b 4. Close mouthpiece until it clicks 0 | full B hal h I fi lick is by
c D:E lips bc:- urmta good seal. Do release the button R p— open inhaler 4. Breathe out gently, away from
etEA LT 4. Check control window has once and release (do not shake) . Breathe out gently, away from 4. Place mouthpiece between testh the inhaler
Breathe in steadily and deeply changed to green R — inhaler without biting and close lips to 5. Place mouthpiece between teeth
5. Hold breath for 5 seconds 5. Breathe out gently, away from inhaler §. Place mouthpiece in mouth and f‘_’”’“ a good seal. Do not cover without biting and close lips to
or as long as comfortable inhaler o o - - close lips to form a good seal. air vents form a good seal. Do not cover
. Place mouthpiece between te )
6. 'While holding breath, remove 6. Place mouthpiece in mouth and without biting and close lips to Do not cover air vents 5. Breathe instrongly and deeply air vents
inhaler from mouth close lips to form a good seal. form a good seal 6. Breathe in slowly and deeply 6. While holding breath, remove 6. Breathe in strongly and deeply
7. Breathe out gently, away from Keep inhaler horizontal 8. Breathein slowly and deeply, so through mouth and, at the same inhaler from mouth 7' Hold bmathfor sBout 5 saconds
the inhaler 7. Breathe in strongly and deeply. capsule vibrates time, press down on the dose 7. Hold breath for 5 seconds or as or as long as comfortable
8. Slide the cover upwards as Keep breathing in after click is 9. Keep breathing in as long — - long as comfortable 8. Remove inhaler from mouth
far as it will go, to cover the heard a5 comfartable 7 geeplbreathlng inslowly and 8. Breathe out gently, away from 9. Breathe out gently away from
mouthpiece 8. Hold breath for about 5 seconds ) : EERY inhaler i
or as long as comfortable 10. While holding breath, remove 8. Hold breathforSsecondsoras g i © rnEEr
) _ inhaler from mouth e Rl = Rl L Rl 10. If an extra dose is needed, repeat
9. While holding breath, remaove N. Breathe out gently, away from 10. If an extra dose is needed, repeat steps 2to 9
inhaler from mouth. 2 e d 9. While holding breath, remaove steps 1ta 9 1. Replace cover
10. Breathe out gently, away from o . ’ inhaler from mouth :
inhaler. = the;ﬁrcsizzs el e 10. Breathe out gently, away from
1. Check control window has a o th J inhaler
changed to red. UL S 2 2820 L LSS M. Click cap shut
capsule

12. Replace cap . 12. Repeat from step1to get the full
14. Close mouthpiece and cap dose (as two inhalations is the

usual dose for medicines used
with Respimat)

Other devices are available for inhaled madicines - pleasa see the manufacturer's Product Infarmation for instructions
These checklists are based on the National Asthrma Council Australia's Information paper for health professionals: Inhaler technigue for people with asthma or COPD. To view the full document visit: www.naticnalasthma.org.au

nps.org.au 2020 NP5 MedicineWise. Independent. Mot-for-profit. Evidence-based. This program is funded by the Australian Government
o . . Department of Health, ABM 61 082 034 383
Leved 1A Hizsheth St .eel: Surry Hils NSW 2010 Reasonable care is taken to prowide acourate information at the time of creation. This information is not intended as a substitute for
PO Bax 1147 Strawberry Hills NSW 2012 medical advice and should not be exclusively relied on to manage or diagnose a medical condition. MPS MedicineWise disclaims all
""02 8217 8700 E?" 02 920 7978 b infoi@nps.ongan  lisbaity (inchuding fior negligence) for any loss, damage or injury resulting from reliance on or use of this information. Read our fis
disclammer. Published February 20200 NPS2286
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Inhaled

Daily dose (microg)
corticosteroid

Beclometasone 100-200 250-400 >400
dipropionate 1

Budesonide 200-400 500-800 >800
Ciclesonide 80-160 240-320 >320
Fluticasone — 100 200
furoate*

Fluticasone 100-200 250-500 >500

propionate



FIGURE Selecting and adjusting medication for adults and adolescents National | Australian
Asthma | Asthma
Council | Handbook

eAdd- on

specialised
treatment

erorsrersesscrsecrcrssons

FEW PATIENTS teseeetsesncesnsnne

Consider referral
Regular daily ICS-LABA (medium-high dose)
ICS-formoterol maintenance-and-reliever therapy (medium dose @ Consider add-on treatments
as regular daily maintenance plus low dose as needed) (e.g. tiotropium)

OR
Regular daily maintenance ICS-LABA combination Monitor and adjust to maintain good
(medium-high dose) + SABA reliever as needed symptom control and minimise risks at
Consider starting atlevels30rd4 s vvveasess s lowest effective ICS dose
for new patient with frequent or
uncontrolled symptoms (check
PBS criteria)

& What are initial

treatment options? A T

sessesseesseess @ Whatis good symptom control?

2

Monitor and adjust to maintain good

symptom control and minimise risks
@ What is good symptom control?
@ What is low dose ICS?
Suitable starting treatmentfor e o o o
most new patients
@ What are initial
treaty t options? . = =
eatment options FEW PATIENTS ‘ — Consider only if symptoms less than twice
As-needed SABA alone - a month and no risk factors for flare-ups
@ What are risk factors for severe
flare-ups?
Monitor SABA use. Continually reassess
need for preventer
ALL PAT',ENT,S » @ Which patients need ICS?
Assess individual risk factors and comorbidity @ What are risk factors for severe flare-ups?
Advise/prescribe a reliever to be carried at all times
Provide education
Provide a personalised written asthma action plan
Provide information on non-pharmacological factors that influence asthma
Ask about patient’s goals and concerns and involve patient in making treatment decisions
S R -
T S
ICS inhaled corticosteroid Before you consider stepping up, check that: Consider stopping up if good control is not When asthma is stable and well controlled for 2-3 months, consider
LABA long-acting beta, agonist * symptoms are due to asthma achieved despite good adherence and correct ¢ stepping down
SABA  short-acling beta, agonist « inhaler technique is correct inhaler technique. @ Stepping down treatment in adults

 adherence is adequate.

asthmahandbook.org.au



Aims of treatment

* Reduce risk of (severe) exacerbations
* Improve asthma control/symptoms and QoL

* Avoid loss of lung function
* No definite correlation between lung function and symptoms in asthma

Good control Partial control Poor control
All of: One or two of: Three or more of:
» Daytime symptoms =2 days per week » Daytime symptoms =2 days per week » Daytime symptoms =2 days per week
» Need for SAEBA reliever =2 days per » Need for SABA reliever =2 days per » Need for SABA reliever =2 days per
weekT weekT weekT
» No limitation of activities » Any limitation of activities » Any limitation of activities

» No symptoms during night or on waking » Any symptoms during night or on waking » Any symptoms during night or on waking



Risk Factors for Exacerbations

* Previous intubation for asthma * Pregnancy

* Severe exacerbation in last 12/12 * Smoking

* Uncontrolled asthma * Allergen exposure/air pollution
* High SABA use * Major psychological or

socioeconomic issues
e FEV1 <60%

e Poor adherence to therapy

* Obesity
+ Chronic rhinosinusitis * High bronchodilator reversibility
e GORD * High levels of type 2 inflammation

(high Eosinophils, high FeNO)
* Food allergy



Step 1/2

Monitor and adjust to maintain good
symptom control and minimise risks
& What is good symptom control?

& What is low dose ICS?

Suitable starting treatmentfor e o » »
most new patients

& What are initial

trestment options? 1 FEW PATIENTS B A L D T T e e
As-needed SABA alone a month and no risk factors for flare-ups
& What are risk factors for severe

flare-ups?
Monitor SABA use. Continually reassess
need for preventer

& Which patients need ICS?

* These steps are generally used for mild and infrequent asthma

* Asthma handbook suggests appropriate patients for step 1 include:

* Patients with symptoms <2/month AND
* Not waking due to asthma
* No oral steroid requirement in last 12 months
* No other risk factors for severe flare-ups



Monitor and adjust to maintain good
symptom control and minimise risks
& What is good symptom control?
2 MOST PATIENTS B O R R
Regular daily maintenance ICS (low dose) + SABA reliever as needed

Suitable starting treatmentfor e o o o 8 o & & J» OR
most new patients Budesonide-formoteral (low dose) as needed

@ What are initial
treat t opti ?
reatment options 1 FEW PATIENTS Consider only if symptoms less than twice
As-nesded SABA alone T oooo R a month and no risk factors for flare-ups

€ What is low dose ICS?

@ What are risk factors for severe
flare-ups?

Monitor SABA use. Continually reassess

need for preventer

@ Which patients need ICS?

* Patients with infrequent symptoms but with above issues are
recommended to be on either ICS + PRN SABA or PRN ICS/LABA

* Most recent GINA guidelines recommend no one be prescribed SABA
only
* “Biggest update in asthma management in 30 years”

* SABA only increases risk of exacerbations and lower lung function, as well as
increasing airway inflammation, exercise-induced bronchoconstriction and
tachyphylaxis

* Evidence that >3 cannisters/year = increased risk of severe exacerbations, >12
with increased risk of death

* Likely primarily as a marker of poor underlying control rather than direct contribution
from SABA



Monitor and adjust to maintain good
symptom control and minimise risks
& What is good symptom control?

2 MOST PATIENTS R . . . . .. . _ !
Regular daily maintenance ICS (low dose) + SABA reliever as needed What is low dose ICS?
Suitable starting treatmentfor e o o o 8 o & & J» OR

most new patients Budesonide-formoteral (low dose) as needed

@ What are initial
treat t opti ?
reatment options 1 FEW PATIENTS Consider only if symptoms less than twice
As-nesded SABA alone T oooo R a month and no risk factors for flare-ups

@ What are risk factors for severe
flare-ups?

Monitor SABA use. Continually reassess

need for preventer

@ Which patients need ICS?

* Recent studies have shown that low-dose budesonide/formoterol
PRN is as effective as regular ICS/LABA in mild asthma and associated
with less steroid exposure

* Significantly less severe exacerbations than both SABA alone and regular ICS
* Reduction of all kinds of exacerbations

Increased time to first exacerbation

No change in FEV1 but reduced FeNO

Non-significant improvement in QoL scores

No significant adverse events, lower cumulative ICS



ORIGINAL ARTICLE

Controlled Trial of Budesonide—Formoterol
as Needed for Mild Asthma

Richard Beasley, D.Sc., Mark Holliday, B.Sc., Helen K. Reddel, Ph.D.,
Irene Braithwaite, Ph.D., Stefan Ebmeier, B.M., B.Ch., Robert . Hancox, M.D.,
Tim Harrison, M.D., Claire Houghton, B.M., B.S., Karen Oldfield, M.B., Ch.B.,
Alberto Papi, M.D., lan D. Pavord, F.Med.Sci., Mathew Williams, Dip.Ex.5ci.,

and Mark Weatherall, F.R.A.C.P., for the Novel START Study Team*

N Engl J Med 2019; 380:2020-2030



A Number of Times Exacerbation Criteria Were Met
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Step 3

Consider referral
Consider startingatlevels30r4 eeeeeeeoeeesee »

for new patient with frequent or

uncontrolled symptoms (check Consider add-on treatments

PBS criteria) (e.g. tiotropium)

@ What are initial

Monitor and adjust to maintain good
treatment options?

symptom control and minimise risks at
lowest effective ICS dose

@ What is good symptom control?

* Largely for patients with more frequent symptoms
e Symptoms most days and nocturnal symptoms >1/week

» Options include traditional ICS/LABA with PRN SABA or SMART

* SMART possibly reduces rate of severe exacerbations compared with
regular ICS/LABA with PRN SABA without significant difference in day-to-
day symptom control



Consider referral

Consider add-on treatments
(e.g. tiotropium)

Monitor and adjust to maintain good
symptom control and minimise risks at
lowest effective ICS dose

@ What is good symptom control?

Step 3

* Single maintenance and reliever therapy (SMART)
* Formoterol is a quick acting LABA and must form part of SMART action plan

e Options in Australia include budesonide-formoterol (Symbicort, Duo Resp
Spiromax) and beclomethasone-formoterol (Fostair)

* Fostair = 100/6 microg
e 1 puff bd + 1 puff PRN to a max of 6 additional puffs

* Symbicort/Duo Resp — can only use SMART for the 100/3 Rapihaler
and 200/6 Turbuhaler for PBS reasons

* 1 puff bd of chosen strength (100/3 or 200/6) and up to a maximum total
daily dose of 2400/72 microg)

* Written action plan recommended



Step 4

. | (4] FEW PATIENTS
Consider starting at levels 3 or 4 > 3 -
for new patient with frequent or Regular daily ICS-LABA (medium-high dose)
uncontrolled symptoms (check ICS—-formoterol maintenance-and-reliever therapy (medium dose
PBS criteria) as regular daily maintenance plus low dose as needed)

& What are initial OR

treatment options? Regular daily maintenance ICS-LABA combination
(medium-high dose) + SABA reliever as needed

* Patients with significant symptoms
* Regular nocturnal symptoms
* Recurrent exacerbations
* First presentation with significant exacerbation
e Often poor lung function (FEV1)

Consider referral

Consider add-on treatments
(e.g. tiotropium)

Monitor and adjust to maintain good
symptom control and minimise risks at
lowest effective ICS dose

@ What is good symptom control?

e Often hard to differentiate “severe” asthma from “poorly-controlled”

asthma



Consider startingatlevels30r4 e.eeeeceeessdp = FEW PATI ENTS x Consider referral

for new patient with frequent or Regular daily ICS-LABA (medium-high dose)

uncontrolled symptoms (check ICS—formoterol maintenance-and-reliever therapy (medium dose Consider add-on treatments
PBS criteria) A T as regular daily maintenance plus low dose as needed) (e.g. tiotropium)

& What are initial OR

treatment options? Regular daily maintenance ICS-LABA combination Monitor and adjust to maintain good

(medium-high dose) + SABA reliever as needed symptom control and minimise risks at
t e lowest effective ICS dose
@ What is good symptom control?

* Can still use SMART (higher dose — Symbicort 200/6 1 or 2 puffs bd) —
however most patients will require higher regular dose than currently
recommended for SMART

* |CS/LABA of choice

* May require short course of oral corticosteroids

* Consider addition of LAMA (Spiriva Respimat) if not well controlled



Step 4 - LAMASs

e Cochrane review showed that addition of LAMA resulted in

* Less exacerbations
e Improved FEV1 (by 140ml)

* More beneficial when added to ICS alone when compared to addition to ICS/LABA
therapy but probably still beneficial

* Probably beneficial in fixed airways obstruction
* Likely better than increasing dose of ICS

* No real change to QoL data
* Minimal adverse events

e Data onIK available for Tiotropium (Respimat device), not other LAMAs
(although assume class effect)

* PBS only reimburse Spiriva Respimat for “severe asthma” — if want/need to use other
LAMA indication is COPD



STARTING TREATMENT

in adults and adolescents 12+ years with a diagnosis of asthma

FIRST ASSESS:

Confirmation
of diagnosis

Symptom contral

& modifiable risk

factors (including
lung function)

Inhaler technique
& adherence

IF:

Daily symptoms, waking at

START WITH:

night once a week or more —— YES ==

and low lung function?
|

NO

v

Symptoms most days,
or waking at night once
a week or more?

NO

\

Symptoms twice a
month or more?

NO

— YES —f»

TRACK 1
(preferred)

«Q;-’mededlmdnn

.,?*ICS—imnumnl

As-needed low dose

TRACK 2

STEP 2
Take low dose
ICS whenever STEP 1
SABA is taken

Short course OCS may

.| also be nesdsd for patients

presenting with severely
uncontrofed asthma

As-needed ICS-formaterol
15 preferred if the palient is
likaly fo be poarly adiwerent
with daily IC5

| MGS-contaming therapy

8 recommended aven if
symploms are nfrequent,
as it reduces the nsk of
severe exacerbations and
need for OCS

ICS: inhaled corticosteroid; LABA: long-acting betaz-agonist; MART: maintenance and reliever therapy with ICS-formoterol; OCS: oral corticosteroids; SABA: short-acting betaz-agonist



Box 3-2. The asthma management cycle for personalized asthma care

Confirmation of diagnosis if necessary

Symptom control & modifiable
risk factors (including lung function)

Comorbidities
Inhaler technique & adherence
Patient (and parent) preferences and goals

Symptoms
Exacerbations
Side-effects
Lung function

Patient (and parent)
satisfaction

Treatment of modifiable risk factors
and comorbidities

Non-pharmacological strategies

Asthma medications (adjust down/up/
between tracks)

Education & skills training




What Inhaler to Choose?

* If using SMART — needs to have formoterol
e Symbicort
* Fostair
e (Flutiform not approved)

* If concern about adherence and need regular ICS
* Breo (only once daily device) — be aware of two strengths of ICS (same LABA
dose)

* Otherwise — prescriber and patient preference (device, cost,
familiarity etc)



Step 5
(5

,‘ .......................... HEf-&I" to SpECiﬂliSt
specialised

treatment

* Long term (low-dose) steroids
. Blologlcaltherapy (anti-IgE, anti-IL5, anti-1L4)

* Omalizumab (anti-IgE)
e Benralizumab (anti-IL5R)
* Mepolizumab (anti-IL5)
e Dupilumab (anti-IL4R) — just been PBS approved for asthma
* Improve severe exacerbations, reduces need for oral corticosteroids
* No clear evidence it improves lung function or asthma-related QoL

* No real evidence of significant side effects
* 1% hypersensitivity (omalizumab), <0.1% anaphylaxis
* No evidence of increased parasitic infection (recommend Strongyloides serology pre)



3. In general, during the past week, how limited were you in your activities because of your asthma?

. Mot limited at all

[w]

[ R
wi
=
—
—
i

Moderately limited
wery limited
. Extremsly limitad

Totally limited

Circle the number of t

(SR B R

]

[s

4. In general, during the past week, how much shortness of breath did you experience because of your asthma?

[ww]
= =
(4]

DWW

A moderate amount
. Quite a lot

2. On average, during the past week, how bad were your asthma symptoms when you woke up in the morning?

O B LD R

0. No symptoms

mild symptoms

A wery great deal

1
2. Mild symprome 5. In general, during the past week, how much of the time did you wheeze?
3. Moderate symptoms
;_1' 0. Motats
; VETe Symproms 1. Hardly any of ths time
2. Alictle of the time
3. A maoderate amount of the ime
4. A lot of the time
5. Most of the time
6. &ll the ume




Step 5

Add-on s+ s s s s s s s s e s s s s e e an Refer to specialist

specialised
treatment

* Macrolides
* Lots of other possible treatments in research stage
« ?able to target non-atopic/eosinophilic patients

 (Bronchial thermoplasty)

* Indications
* Poorly controlled asthma
* Non-smoker for at least 1 year

* FEV1 of >60%
* No previous life threatening exacerbations

e Jury largely out
* High rates of severe exacerbations due to therapy
* Seems to reduce exacerbations in long term but no real change to FEV1

* Trials have poor generalisability
* Not recommended in latest ERS/ATS guidelines



When to refer

* Anyone you are concerned about
* Anyone with difficult to control asthma
* Anyone with reduced lung function

* What do we want to help triage:
* Adherence

Use of oral corticosteroids in previous 12 months (ideally doses and duration
if possible — needed for PBS application for biologic therapy)

Previous lung function
Serious exacerbations needing hospitalization (particularly ICU)
Ideally if previous evidence of eosinophilia or atopy



COVID-19 and asthma

People with asthma are not at increased risk of acquiring COVID-19
Systematic reviews have not shown an increased risk of COVID-19 in people with asthma

Handwashing, masks and social/physical distancing have reduced the incidence of other
respiratory infections, including influenza, in 2020
As a result, many countries are seeing a reduction in asthma and COPD exacerbations

A large study found that, overall, people with asthma are not at increased risk of COVID-19-
related death (Williamson, Nature 2020)

However, the risk of COVID-19 death was increased for people who had recently needed oral
corticosteroids for their asthma (Williamson, Nature 2020)

Therefore, it is important to continue good asthma management (as described in the GINA report),
with strategies to maintain good symptom control, reduce the risk of severe exacerbations and
minimise the need for oral corticosteroids

INTERIM GUIDANCE: Updated 20 Dec 2020 © Global Initiative for Asthma, www.ginasthma.org



Questions?

Thank you



Take home messages

e SABA alone is not recommended in the majority of cases
e Early use of ICS

* Use lowest dose possible
* Ensure good adherence (regular checks)
* LAMA:s likely useful in difficult to control asthma

e Refer for add-on treatment if poor control or high number of
exacerbations



Resources

* https://www.asthmahandbook.org.au/

 https://www.nationalasthma.org.au/ - has how to videos

e https://asthma.org.au/

* https://www.severeasthma.org.au/

* https://ginasthma.org/

e https://erj.ersjournals.com/content/55/1/1900588 - ERS/ATS severe
asthma guidelines

* https://onlinelibrary.wiley.com/doi/full/10.1111/resp.13951 - TSANZ
guidelines on work-related asthma



https://www.asthmahandbook.org.au/
https://www.nationalasthma.org.au/
https://asthma.org.au/
https://www.severeasthma.org.au/
https://ginasthma.org/
https://erj.ersjournals.com/content/55/1/1900588
https://onlinelibrary.wiley.com/doi/full/10.1111/resp.13951
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f‘ Severe Asthma Toolkit...

Self-Management Skills

Assess the Comorbitities

+ Upper Airway Assess the A."wa}' Domain

Dysfunction
« Anxiety & Depression « Confirm Diagnosis
« OVD Assess Alrway
« Obstructive Sleep Inflammation
Apnoea + Phenotype for Add-

« Osteoporosis
* GORD Assess for Risk Factors & Self- on Therapy

Management Skills

Obesity
Adherence

Poor Nutrition
Inhaler Technigue
Activity Level
smoking




Inhalers are the cornerstone of
treatment in asthma

*Correct inhalation technique is necessary for attaining the full benefit of inhaled
medications. However inhalers are often used incorrectly unless patients receive
adequate instruction

*The CRITical Inhaler mistaKes and Asthma controlL (CRITIKAL) study, highlighted the
association between poor inhaler technique and poor health outcomes.

*Sub-optimal treatment adherence is associated with a 50% increased risk of
hospitalisation, increased emergency department visits and increased use of oral
corticosteroids.

*Australian research studies have reported incorrect inhaler technique or poor
adherence in up to 90% of patients



A bewildering and ever-increasing array
of inhalers for asthma and COPD
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Asthma support for patients in the
community setting

* Pharmacies — should ideally check technique but this does not always happen

*Changes to asthma support for Tasmanian patients over the past few years
(previously the Asthma Foundation of Tasmania)

* Asthma Australia (AA) is the consumer peak body for asthma in Australia (and
for Tasmania). Telephone: 1800 278 462

* The Asthma Australia COACH Program® — telephone service aiming to help
people with asthma improve their general health and asthma control. Available
via referral for patients aged 12 years and older with a confirmed asthma
diagnosis https://asthma.org.au/what-we-do/how-we-can-help/coach/



https://asthma.org.au/what-we-do/how-we-can-help/coach/

Optimising asthma self-management...

General asthma awareness

*Better asthma awareness can lead to improved
adherence with inhalers and lifestyle choices

*Does your patient know what asthma is and how
it can affect them? Factor in health literacy and
different learning styles

*National Asthma Council and Asthma Australia-
written and audio-visual resources for patients
and HCPs

-

NORMAL OR WELL
MANAGED ASTHMA
AIRWAY

MMMMMM
gggggg

~

AIRWAYS DURING
ASTHMA FLARE-UP




Asthma Inhalers (currently

SABA RELIEVERS
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Adherence to asthma treatment

*Try to get the basics of inhaler technique/adherence right before escalating to
oral corticosteroids and/or biological agents

*Need to identify suboptimal adherence, e.g. “how many days a week did you
take your inhaler last week”, “how many times a day do you take your inhaler”

*Understand the barriers to adherence and reasons for their behaviour
*Both economic considerations and inhaler training shown to affect adherence

°Inhaler devices vary in how they are used and how they dispense the
medication. Patient preference can influence adherence



Promoting adherence

*Accommodation of the patient’s preferences and ability to manage the selected device

*Education of dosing regimen and importance of regular preventer use

*Reminder strategies, e.g. keeping their preventer on the bedside table (or other cool, dry place)
*Mobile phone reminders

*Electronic alerts attached to inhalers

*Support and reinforcement from the multi-disciplinary team, e.g. practice nurses, pharmacists

*Engagement of family members



Inhaler device considerations
(asthma & COPD)

*Each type of inhaler requires a particular inhalation technique. Factors to consider
include the inspiratory effort, cognitive capacity and functional ability of the patient

*Variation in how the inhaler dispenses the medication, e.g. passively or actively
generated, pressurised metered dose inhalers, use of a spacer, dry powder inhalers,
breath-actuated, soft mist?

*Characteristics affecting optimal drug delivery, e.g. inhalation flow rate, inhalation
volume and aerosol particle size

*Aerosol particle size plays an important role in targeting the drug to the appropriate
lung region rather that deposition in the oropharynx



4

oMDI and spacers

*Spacers can be added to a pMDI to overcome problems with coordination and timing, and to
increase aerosol delivery to the peripheral airways

*Reduces the risk of local adverse effects of inhaled corticosteroids, e.g. candidiasis & dysphonia
*Disadvantages include potential accumulation of electrostatic charge that can affect drug delivery

*Spacers should be washed in clean, warm dishwashing water every 2 — 4 weeks and left to air dry

*Examples of pMDls:

Fluticasone + Salmeterol

Flixotide Inhaler +

fluticacone propienate fluticacona propicnata/salmaterol  Cipla Inhaler @ Symbicort Rapihaler © Fostair Inhaler @
S0mcg® « 126mcg » 250m: . budsconide/formaotsrol e For al

9 9 S0/25 « 125/25 « 280/25 < Fluticacona propionatae/salmaterol c eclomatasena/ formoter
*Flixotide Asnior ‘wzs . m c EWH-I 1““ L m‘ 10008



Haleraid® (for use with an MDI)

e |[f a patient has trouble actuating the device, e.g. if they have weak or arthritic hands, they
may benefit from the use of a Haleraid®

e They can be obtained from some pharmacies, Independent Living Centres Australia or online
from Asthma Australia (512.00)




Dry Powder Inhalers (DPlIs)

DPIs require a pre-inhalation dose-loading step to be completed for them to function correctly

DPIs are breath-actuated and require the user to inhale rapidly and forcibly in order to generate
a turbulent flow to de-aggregate the drug particles within. A breath-hold is then required

oo Lt g
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fluticasone
Symbicort® Turbuhaler® furcate/ Flixotide™ Accuhaler® DuGResp® Spiromax®
budesomide/ formotenol wilanterol fluticasone propionate bn.u:'E-Emrd ormotenod

Examples:




Soft Mist Inhalers (SMI)

*SMls atomise the drug-containing droplets and deliver them as a slower-velocity
fine mist

*Patients require coordination with loading the dose, actuation and inhalation.
Education is important for effective and optimal use (inhale slowly and steadily)

*The Respimat® is currently the only commercially available SMI

*Tiotropium has been shown to be safe and effective in people with severe

asthma when added to high doses of ICS plus LABA. It is the only LAMA licensed
for use in asthma

Spiriva™ Respimat™
tiotropiuim

e o



Common errors associated with different

device types (the CRITIKAL study) (

1)

*Using expired, broken or empty devices

*Incorrect loading of devices, e.g. held in the incorrect position, not removing cap/cover

fully. Specific examples:

o Turbuhaler® (e.g. Symbicort®) — should be loaded upright, and base twisted correctly, don’t shake

o Accuhaler® (e.g. Seretide®) — load horizontally with cover fully open, don’t shake
o Spiromax® (DuoResp®) should be held upright, don’t shake

*Not shaking pressurised metered-dose inhalers (pMDI’s) — required for suspension

*Not using a spacer with pMDIs resulting in increased deposition of the medication in

the oropharynx



Common errors associated with
inhalation (the CRITIKAL study) (#2)

*Poor mouth seal

*Failure to exhale before inhalation

*Not having the head tilted with chin up during inhalation
*Poor coordination of actuation and inhalation

*Inhaling through the nose instead of the mouth
*Exhaling into the device rather than inhaling
Insufficient inspiratory effort

°|nsufficient breath-hold after inhalation



Generic inhaled medications

*There is increasing development and availability of generic inhaled medicines

*Generic inhaled drugs have the same chemical structure and bioequivalence as with the original
branded option but may differ in their formulation

*Generics are delivered by devices that can vary markedly in design, drug delivery and method of
operation from devices of the original brand

*A pharmacist may dispense a brand of inhaler different to that which the patient is accustomed
to and sometimes without consultation with the prescriber or the patient

*Additional concerns arise if the patient goes on to use the inhaler incorrectly



Written Asthma Action Plans (AAP)

*Personalised AAP show patients how to make short term changes to their
treatment in response to changes in their symptoms and/or personalised peak
expiratory flow (PEF)

*This includes adjustment of preventer/ reliever medication and when/how to
start oral corticosteroids (dose, duration)

*They also describe how and when to access medical care, including actions to
take when medical assistance is required urgently



General principles

*Reinforce the importance of taking their preventer as directed, ensuring the
patient understands the need to reduce airway inflammation

*Beware of readily accessible over-the counter salbutamol

* Note that studies have demonstrated a disconnect between patient
understanding of asthma control, symptom recognition, pharmacotherapy and
self-management

*Ensure the patient understands their AAP instructions. Consider health literacy



A range of AAP approaches

ASTHMA ACTION PLAN ASTHMA ACTION PLAN |

what to look out for
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ASTHMA ACTION PLAN
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A range of AAP approaches
Dual purpose

My Symbicort r
(budesonide/formoterol)
Rapihaler 100/3

Anti-inflammatory Reliever
With or without Maintenance

MY SYMBICORT ASTHMA TREATMENT IS:
O symbicort Rapinaler 100/ meg

@] (e

RELIEVER
should

MY REGULAR M,
EVERY DAY IS

Puffs in the avening (0, 2, 4)

MY ASTHMA IS STABLE IF:

+ I do not wake up at night or in the moming
because of asthma

+ My asthma has not interfered with my usual
activities (e.g housework, school, exercise)

OTHER INSTRUCTIONS

My Symbicort
(budesonide/formoterol)
Turbuhaler 200/6
Asthma Action Plan

Anti-inflammatory Reliever
With or without Maintenance

MY SYMBICORT ASTHMA TREATMENT IS:
O Symbicort Turbuhaler 200/6 mcg

RELIEVER
should

3(0.1,2)

ning (0,1.2)

in the morning

ith my usual

hool, exercise)

oreventer/reliever — ICS/LABA

Asthma Action Plan @

Name
Date

My usual best peak flow (i used) min

ASTHMA FLARE UP

M IF OVER A PERIOD OF 2-3 DAYS:

- My asthma symptoms are getting worse or
not improving
oRr

+ 1am using more than to 12 Symbicort reliever
puffs a day
or

- Poak flow balow:
(delete f not used)

I SHOULD:

' Continue to use my Symbicort to relieve
my symptoms and my regular dally
Symbicort (If prescribed) (up to a total
maximum of 24 puffs in a day)

O contact my doctor

[0 Starta course of prednisolone

COURSE OF PREDNISOLONE TABLETS:

Take.
morming for

mg prednisolone tablets each

B |F | NEED MORE THAN 24 SYMBICORT
PUFFS (TOTAL) IN ANY DAY,
- 1 must see my doctor or go to hospital
the same day

han 6 Symbicort relieve

1 SHOULD:

 Continue to use my Symbicort to relieve
my symptoms and my regular daily
Symbicort if prescribed (up to a maximum
total of 12 inhalations in a day)

COURSE OF PREDNISOLONE TABLETS:

Toke ___ mg prednisolone tablets each
morning for days; OR

B |F | NEED MORE THAN 12 SYMBICORT

INHALATIONS (TOTAL) IN ANY DAY,

‘. National

Usual Medical Contact: Name and telephane number

ASTHMA EMERGENCY

B SIGNS OF AN ASTHMA EMERGENCY
- My asthma symptoms are gefting worse

quickly

- lam finding it very hard to breathe or speak

- My Symbicort is not helping

IF | HAVE ANY OF THE ABOVE
DANGER SIGNS, | SHOULD

DIAL 000 FOR AN AMBULANCE AND
SAY | AM HAVING A SEVERE ASTHMA

ATTACK.

W WHILE | AM WAITING FOR THE AMBULANCE:
- Situpright and keep calm
- I'should keep taking my Symbicort as needed

- W only Ventolin® is available, take 4 puffs as
often as needed until halp arrives

+_Even fmy symptoms appear to settie quickly
I should seek medical advice right away
+ [ Use my adrenaiine sutoinjector

OTHER INSTRU

National
Asthma
Council wemn

- lam finding it very hard to b

+ My Symbicort is not helping

IF | HAVE ANY OF THE ABOVE
DANGER SIGNS, | SHOULD
DIAL 000 FOR AN AMBULANCE AND

SAY | AM HAVING A SEVERE ASTHMA

B WHILE | AM WAITING FOR THE AMBULANCE:

- Sit upright and keep caim

+ [0 Use my adrenaline autoinjector

My FOSTAIR® Asthma Action Plan National
. Neme ’i Asthma
FOSTAIR® Maintenance [ - Council ssroas
and Reliever Therapy
Doctor: Best PEF:_
FOSTAI R Doctor phone: - Next Asthma Check-up Date: _

Bedometasone/formoterol

NORMAL MODE ASTHMA FLARE UP ASTHMA EMERGENCY

SIGNS OF AN ASTHMA EMERGENCY:

* When my symptoms are getting worse quickly

IF OVER A PERIOD OF 2 DAYS IN A ROW:

* My asthma symptoms are getting worse OR
not improving OR

MY FOSTAIR® ASTHMA TREATMENT IS:
FOSTAIR" 100/6 inhaler
* When it is very hard to breathe or speak

* MY REGULAR TREATMENT EVERY DAY:

Take 1 puff of FOSTAIR® in the morning and * lam using the maximum of 6 reliever puffs of * When | get little or no relief from my FOSTAIR®

1puff in the evening, every day FOSTAIR® each day, reliever inhaler

[Ju ith FOSTAIR® | SHOULD:

=it e = S LI IF | HAVE ANY OF THE ABOVE DANGER SIGNS,
* RELIEVER: rbbritadenatel el I SHOULD DIAL 000 FOR AN AMBULANCE

= PLUS 1 puff of FOSTAIR® whenever needed

Use 1puff of FOSTAIR® whenever needed for relief b h AND SAY THAT | AM HAVING A SEVERE

of my asthma symptoms e e a Sylploee ASTHMA ATTACK.

I should always carry my FOSTAIR® inhaler M Contact my doctor

with me to use as a reliever when needed ["] start a course of prednisolone WHILE | AM WAITING FOR

THE AMBULANCE:

* MY ASTHMA IS STABLE IF: o Sit tEslehtard it I

| can take part in normal physical activity COURSE OF PREDNISOLONE TABLETS: kst Ao 2

without asthma symptoms Take l:]mg prednisolone tablets for * Take my FOSTAIR® as often as needed,

AND use a spacer if available

I do not wake up at night or in the morning because :days OR * If only salbutamol (e.g. Ventolin®, Asmol*)

of asthma | | Is available, take 4 puffs as often as needed

until help arrives.

OTHER INSTRUCTIONS:

« Even if my symptoms appear to settle quickly,
1 should see my doctor immediately.

[_] Use my adrenaline autoinjector

IF I NEED TO TAKE 6 RELIEVER PUFFS FOR
2 DAYS IN A ROW (MAXIMUM DAILY DOSE
OF 8 PUFFS), | SHOULD CONTACT MY DOCTOR




References - Websites

Asthma Australia - https://asthma.org.au/

GINA - https://ginasthma.org/

Lung Foundation of Australia - https://lungfoundation.com.au/

National Asthma Council Australia - https://www.nationalasthma.org.au/

NPS MedicineWise - https://www.nps.org.au/

Severe Asthma Toolkit - https://toolkit.severeasthma.org.au/
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Tasmanian HealthPathways

« Tasmanian HealthPathways Is a web-based information
portal developed by Primary Health Tasmania. It's designed
to help primary care clinicians plan local patient care
through primary, community and secondary healthcare
systems.

* https://[tasmania.communityhealthpathways.org/
« Username ‘connectingcare’| password ‘health’



https://tasmania.healthpathways.org.au/
https://tasmania.communityhealthpathways.org/

= =< Tasmania Q, Search HealthPathways

A / ./ AsthmainAdulis / Acute Asthma in Adults ¢

— = HealthPathways . =
i Acute Asthma in Adults = 2 2 8

Tasmania
. ABOUT THIS PAGE
Genetics v COVID-19 note
P inf ti
Haematology hd Due to the current COVID-19 outbreak, avoid the use of nebulisers and high-flow o age information >
immunology “ oxygen via nasal prongs in primary care due to the risk of aerosolisation of viral - )
particles. @ TopicID: 112354
Infectious Diseases v
S Ensure the use of PPE for all respiratory presentations. See the National Asthma
Intellectual Disability v Council — COVID-19 and Your Asthma Patients (.
Nephrology v Last updated. 17 December 2020
Neurology v
Oncology v
Pain Management W Practice point
Palliative Care v i X . . . )
Start bronchodilator treatment immediately while assessing severity.
Respiratory A
If anaphylaxis suspected, treat accordingly.
Asthma in Adults A
I Acute Asthma in Adults
Non-acute Asthma in Adults Red Flags
Asthma in Pregnancy Arrange urgent admission via ambulance to Emergency Department if:

Differentiating COPD from Asthma P Drowsiness or exhaustion

Inhaled Corticosteroids (ICS) P> Collapse

Combination ICS / LABA Therapy P Bradycardia or hypotension
Asthma in Children

v P Poor respiratory effort
Bronchiectasis
P Oxygen saturation < 92%
Chronic Cough > Peak 200

eak flow <

Community Acquired Pneumonia

(CAP) in Adults

COPD “

Dyspnoea

Assessment
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An Austraian Government Initiasive

Tasmanian HealthPathways

tasmania.communityhealthpathways.org

* Online support for clinical decision making, localised to Tasmania

« Developed by GP clinical editors in collaboration with hospital and community-based
clinicians

* Respiratory pathways currently under review with clinical work group meetings scheduled

for:
e 2 June (north-west)
* 9 June (north)
* 16 June (south)

« To participate in a clinical work group meeting in your region, or to learn more please email
healthpathways@primaryhealthtas.com.au These meetings will be held via Microsoft
Teams.

Access with the username connectingcare password health.


mailto:healthpathways@primaryhealthtas.com.au

Some final words

 After this webinar ends, your browser will open a link to a Survey
Monkey

* We would be very grateful if you could take two minutes to fill this In.
Many thanks.

« Acknowledgement of attendance will be emailed to participants.

* For any other queries, please contact
Info@primaryhealthtas.com.au.

* Thanks for coming!


mailto:info@primaryhealthtas.com.au

Disclaimer

 Information presented in webinars organised by Primary Health
Tasmania can come from a number of sources, and does not
necessarily reflect the views of Primary Health Tasmania. Every
reasonable effort Is taken to ensure the information is accurate and

current.

* The content is general in nature — please refer to any referenced
guidelines or standards for further information. Health professionals
should rely on their own independent inquiries and professional
judgement when making any decisions.

* Primary Health Tasmania and the Australian Government are not
responsible for any injury, loss or damage however arising from the
use of or reliance on the information provided in this webinar.
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