
Welcome to the 
Respiratory clinical update – asthma

This webinar will start shortly. 

We are just waiting for people to join.



Respiratory clinical update -
asthma

Zoom webinar – Wednesday 12 May 2021 6.30pm



Acknowledgement of Country

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

and emerging.

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



Learning outcomes

After this session, I will be able to:

• Evaluate patients with asthma

• Identify 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 
Hospital



Asthma
Ben Johnson

Respiratory Registrar RHH



Overview

• Making the diagnosis

• Investigations required

• Stepwise management
• Mild asthma guideline changes

• Inhaler choice

• When to refer

• (COVID-19 and asthma)



Asthma

• Heterogeneous inflammatory condition

• Classical symptoms of intermittent wheeze, cough and SOB

• Variable airflow limitation and airway hyperresponsiveness

• Generally (but not always) atopic history

• Variable approaches to management

• A lot of patients have suboptimal control



Pathogenesis

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

• IL-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

N Engl J Med 2017;377:965-76



Diagnosis



Diagnosis of Asthma

• Symptoms include
• Wheeze
• SOB
• Chest tightness
• Cough

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

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

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





Investigations

• 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 Diagnosis of Asthma

• Bronchodilator response
• Need to have BOTH ≥12% and ≥200ml improvement post bronchodilator

• Positive bronchoprovocation test
• 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

• Positive indirect test is a ≥15% drop in FEV1 from baseline, a positive direct test is 
≥20% drop in FEV1







Spirometric Diagnosis of Asthma

• 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













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



Risk Factors for Exacerbations

• Previous intubation for asthma

• Severe exacerbation in last 12/12

• Uncontrolled asthma

• High SABA use

• Poor adherence to therapy

• Obesity

• Chronic rhinosinusitis

• GORD

• Food allergy

• Pregnancy 

• Smoking

• Allergen exposure/air pollution

• Major psychological or 
socioeconomic issues

• FEV1 <60%

• High bronchodilator reversibility

• High levels of type 2 inflammation 
(high Eosinophils, high FeNO)



Step 1/2

• 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



Step 1/2

• 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



Step 1/2

• 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 



N Engl J Med 2019; 380:2020-2030





Step 3

• Largely for patients with more frequent symptoms
• 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 



Step 3

• Single maintenance and reliever therapy (SMART)
• Formoterol is a quick acting LABA and must form part of SMART action plan
• Options in Australia include budesonide-formoterol (Symbicort, Duo Resp 

Spiromax) and beclomethasone-formoterol (Fostair)

• Fostair = 100/6 microg
• 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

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

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



Step 4

• 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

• ICS/LABA of choice
• May require short course of oral corticosteroids

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



Step 4 - LAMAs

• Cochrane review showed that addition of LAMA resulted in
• Less exacerbations
• 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
• Data only 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







What Inhaler to Choose?

• If using SMART – needs to have formoterol
• Symbicort

• Fostair

• (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

• Long term (low-dose) steroids

• Biological therapy (anti-IgE, anti-IL5, anti-IL4)
• Omalizumab (anti-IgE)
• Benralizumab (anti-IL5R)
• Mepolizumab (anti-IL5)
• 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)



ACQ-5



Step 5

• 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

• 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





Questions?

Thank you



Take home messages

• SABA alone is not recommended in the majority of cases

• Early use of ICS
• Use lowest dose possible

• Ensure good adherence (regular checks)

• LAMAs likely useful in difficult to control asthma

• 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

• https://asthma.org.au/

• https://www.severeasthma.org.au/

• https://ginasthma.org/

• 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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Severe Asthma Toolkit…
Self-Management Skills



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 controL (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



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

Source: Asthma Australia, Know Your Options



Asthma Inhalers (currently)



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



pMDI 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 pMDIs:



Haleraid® (for use with an MDI)
• If 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®

• They can be obtained from some pharmacies, Independent Living Centres Australia or online 

from Asthma Australia ($12.00)



Dry Powder Inhalers (DPIs)
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

Examples:



Soft Mist Inhalers (SMI)
•SMIs 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 



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

•Insufficient 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



A range of AAP approaches



A range of AAP approaches
Dual purpose preventer/reliever – ICS/LABA



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/

https://asthma.org.au/
https://ginasthma.org/
https://lungfoundation.com.au/
https://www.nationalasthma.org.au/
https://www.nps.org.au/
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/




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:
• 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.



www.facebook.com/primaryhealthtas

www.twitter.com/TasPHN
@TasPHN

www.primaryhealthtas.com.au

Stay informed


