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Learning objectives 

• Size of the problem 

• What is asthma?. Common misdiagnosis, algorithms for assessment and 
treatment 

• Phenotypes with focus on Obesity 

• Guidelines 

• Treatments 
• Basic 
• Phenotype based 
• Co-morbidities 
• Biologic treatments for severe asthma 
• Cases 











Asthma: The scale of the problem  

Adapted from Asthma UK. Asthma facts and statistics [online] 2016. Available from: https://www.asthma.org.uk/about/media/facts-and-
statistics/ [Accessed: October 2017]. 

5.4 million 
People living with asthma 
in the UK 

Every 10 seconds 
someone is having a potentially 
life-threatening asthma attack  
in the UK 

Every day, the lives of three families are devastated by 

the death of a loved one to an asthma attack… 

…yet two-thirds of these 

deaths are preventable 

In 2015 1,468 people died from asthma in the UK – the highest level for over 10 years 







Asthma is both over- and under-diagnosed 

• Asthma is a clinical diagnosis 

• Symptoms can be misleading 

• Objective information is rarely used in initial assessment of asthma 
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71% 

Approximately one-third of patients with asthma do 
not have asthma when objectively assessed1 

 of misdiagnosed patients are on therapy1 

1. Pakhale S et al. BMC Pulmon Med 2011;11:27 





Incorrect diagnosis of Asthma in severe 
asthma referrals to the Brompton 
• 12% COPD 
• Alpha 1 deficient emphysema 
• Bronchiectasis 
• Cardiomyopathy 
• Obliterative bronchiolitis 
• Respiratory Muscle inco-ordination 
• Vocal cord dysfunction/Anxiety 
• Adverse drug reactions 
• Chronic cough syndrome 
• OSA 

Gibeon, D; Chung KF, Exp and Clinical Allergy 2012 



The National review of Asthma Deaths (NRAD) report was the first national investigation of asthma 
deaths in the UK in May 2014 

NRAD=National Review of Asthma Deaths; PAAP=personalised asthma action plans. 
Royal College of Physicians. Why Asthma Still Kills? The National Review of Asthma Deaths (NRAD) [online] 2014. Available from: 
https://www.rcplondon.ac.uk/projects/outputs/why-asthma-still-kills [Accessed: July 2017]. 

 NRAD aimed to understand the circumstances surrounding asthma deaths to identify avoidable factors and 
make recommendations to improve care and reduce the number of deaths 

 
 

 Of 195 asthma deaths occurring between February 2012 and January 2013: 
 

− For 84 (43%) of those who died, there was no evidence of an asthma review in general   practice in 
the previous year 
 

− 46% of asthma deaths were identified as being avoidable 
 

− The majority of people (58%) who died were thought to have mild or moderate asthma 
 

− PAAPs were provided in only 44 (23%) individuals who died from asthma 
 

− Exacerbating factors, or triggers (eg drugs, allergic reactions and viral infections), were documented 
in only half of those who died 



39% 
 

12 

NRAD report: Excessive prescribing of SABAs  
and under-prescribing of preventer medication  

 

Adapted from NRAD (2014) 

*Of those patients for which the number of prescriptions was known. Among 189 patients who were on short-acting relievers at the time of death, the 
number of prescriptions was known for 165. Among 168 patients on preventer inhalers at the time of death, either as stand-alone or in combination, the 
number of prescriptions was known for 128. 
NRAD=National Review of Asthma Deaths; SABA=short-acting ß-agonist. 
Royal College of Physicians. Why Asthma Still Kills? The National Review of Asthma Deaths (NRAD) [online] 2014. Available from: 
https://www.rcplondon.ac.uk/projects/outputs/why-asthma-still-kills [Accessed: July 2017]. 

                 of patients on short-acting 
relievers* at the time of death had 
been prescribed more than 
 
          short-acting reliever inhalers  
in the year before they died 

While 4% had been prescribed more than  50 

reliever inhalers 

To comply with recommendations, most 
patients would usually need at least 

 

 

    12 preventer prescriptions per year 

 

NRAD revealed; 

 

Evidence of excessive prescribing  
of reliever medication 

Evidence of under-prescribing  
of preventer medication 

and                    received fewer than 12 preventer 

inhalers 
  

80%  

                   
                 of patients on preventer inhalers* 

 received fewer than 4 inhalers in the year leading 

up to their death 
  

38% 



Regardless of the type of maintenance therapy prescribed, patients increase their use of SABA at the 
onset of symptoms  

ICS=inhaled corticosteroid; LABA=long-acting ß-agonist; SABA=short-acting ß2-agonist. 
Adapted from Partridge M, et al. BMC Pulm Med 2006;6:13. 
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ICS + LABA ICS

Use of SABA rescue medication during the different stages of an asthma worsening 

Patients tend to 
adjust early, 

increasing their 
daily dose of SABA  

When symptoms are at their 
worst, patients may take an 

average of >4 SABA 
inhalations in a day  

These results are from quantitative research using a structured questionnaire via telephone with 3,415 (16yrs and above) patients on regular ICS 
or ICS/LABA therapy who were recruited by their physicians. The Asthma Control Questionnaire (ACQ; 6-item version with forced expiratory 
volume in 1 s question omitted) was used to assess asthma control. 0 represents no impairment and 6 represents maximum impairment. 



BTS 2016 guidelines removed step 1 and recommended low-dose ICS as the lowest controlling therapy  

BTS=British Thoracic society; ICS=inhaled corticosteroid; SABA=short-acting ß-agonist; 
SIGN=Scottish Intercollegiate Guidelines Network. 
British Thoracic Society. BTS/SIGN British guideline on the management of asthma [online] 2016. Available from: https://www.brit-
thoracic.org.uk/standards-of-care/guidelines/btssign-british-guideline-on-the-management-of-asthma/ [Accessed: July 2017]. 

Consider monitored 
initiation of treatment 

with low-dose ICS 

Regular preventer 

Low-dose ICS 

Short acting ß2 agonists as required – consider moving up if using three doses a week or more 

Infrequent, 
short-lived 

wheeze 

SABAs now only as required 

Summary of management in adults  

Asthma – suspected Asthma – diagnosed 

Adapted from BTS 2016 



Recommendations for patients with inadequate control on regular 
preventers have changed  

Consider monitored 
initiation of treatment 

with low-dose ICS 

Regular preventer 

Low-dose ICS 

Initial add-on 
therapy 

Add inhaled LABA to 
low-dose ICS 

(normally as a 
combination inhaler)  Infrequent, 

short-lived 
wheeze 

Patients will benefit more from 
add-on therapy than from 

increasing the ICS dose 

Summary of management in adults  

Evaluation: ● assess symptoms, measure lung function, check inhaler technique and adherence 
● adjust dose ● update self-management plan ● move up and down as appropriate 

Asthma – suspected Asthma – diagnosed 

Diagnosis and 
assessment 

Short acting ß2 agonists as required – consider moving up if using three doses a week or more 

BTS=British Thoracic society; ICS=inhaled corticosteroid; SABA=short-acting ß-agonist; 
SIGN=Scottish Intercollegiate Guidelines Network. 
British Thoracic Society. BTS/SIGN British guideline on the management of asthma [online] 2016. Available from: https://www.brit-
thoracic.org.uk/standards-of-care/guidelines/btssign-british-guideline-on-the-management-of-asthma/ [Accessed: July 2017]. 

Adapted from BTS 2016 



AJRCCM Sep 2005, 172: 704 







Suggested investigations for primary care 

• FBC, BNP, IgE,  

• Spirometry 

• Peak flow chart 

• FENO 

• Chest Xray 

 

• In secondary/tertiary care 

• Lung function, HRCT, Echo, ENT, bronchoscopy, psychology, FENO 









FeNO is a biomarker of allergic airway 
inflammation 
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Adapted from1 I 

Exhaled NO 
concentrations increase 

during Th2 (allergic) 
inflammation  

• NO produced is generally 
higher in individuals with 
asthma than in those 
without asthma2 

• Often correlates with 
eosinophilic inflammation2 

AHR, airway hyper-responsiveness; FeNO, fractional exhaled nitric oxide; IL, interleukin; iNOS, inducible nitric oxide synthase; NO, 
nitric oxide; STAT, signal transducer and activator of transcription; Th2, T helper type 2 cells 

1. Ludviksdottir D et al. Clin Respir J 2012;6:193–207; 2. Alving K et al. Eur Respir Mon 2010;49:1–31 

NO 

NO 
NO 

Eosinophils STAT-6 Mucus, AHR 

IL-5 IL-4/IL-13 

Th2 cells Corticosteroid-

sensitive 

mechanism 

Airway hyper-responsiveness 

Exhaled air 

Allergen exposure 

iNOS 

FeNO 



FeNO CATEGORY NORMAL ELEVATED HIGH 

FeNO value 

(ppb) 

Adults 

Children 

<20–25  

 <15–20  

20/25–50  

15/20–35 

>50  

>35 

Th2-driven inflammation Unlikely Likely Significant  

Diagnosis and 

interpretation in patients 

with suspected asthma 

• Consider diagnosis other 

than asthma 

• Response to ICS unlikely  

• Supports a diagnosis of 

asthma 

• Response to ICS likely  

• Supports a diagnosis of 

asthma 

• Response to ICS likely  

Management of, and 

interpretation in, existing 

patients with asthma 

• Th2-driven inflammation 

under control 

• Step-down ICS if asthma 

controlled for 3–6 months 

• Check treatment 

adherence, inhalation 

technique, allergen 

exposure 

• Step-up anti-inflammatory 

treatment if history of 

exacerbations* 

 

• Check treatment 

adherence, inhalation 

technique, allergen 

exposure 

• Risk of exacerbations/ 

worsening of disease 

• Step-up anti-inflammatory 

therapy, especially if high 

blood eosinophil count* 

• Consider different ICS/ 

add-on systemic anti-

inflammatory 

Interpretation and clinical utility of FeNO 
values 

FeNO, fractional exhaled nitric oxide; ICS, inhaled corticosteroid; ppb, parts per billion; Th2, T helper type 2 cells 
1. Bjermer L et al. Respir Med 2014;108:830–41 26 000809-01 Jan 2015 

*Regardless of symptoms 

 Adapted from1 



FeNO helps improve asthma diagnosis and 
ongoing management 

For diagnosis 

• Assessment of inflammation: 

• Allows diagnosis of allergic airway 
inflammation or not 

• Provides objective evidence to support the 
diagnosis of asthma 

• Determines the likelihood of clinical response 
to ICS2 

• Aids differential diagnosis of respiratory 
symptoms not due to asthma 

For management 

• Option to support asthma management in 
people who are symptomatic despite using 
ICS1 

• FeNO concentrations can: 

• Assist dose titration of anti-inflammatory 
treatments2 

• Monitor treatment response (disease control)  

• Detect non-adherence to ICS  

FeNO, fractional exhaled nitric oxide; ICS, inhaled corticosteroid; NICE, National Institute for Health and Care Excellence 
1. NICE diagnostics guidance [DG12] 2014: http://www.nice.org.uk/guidance/dg12;  

2. Dweik RA et al. Am J Respir Crit Care Med 2011;184:602–15 

NICE recommends FeNO measurement for diagnosis and  
management of allergic asthma1 

27 000809-01 Jan 2015 

http://www.nice.org.uk/guidance/dg12


ATS clinical practice guideline, 2011, 
recommends FeNO measurements 
• The ATS recommends the use of FeNO measurement in:1 

• Diagnosis of eosinophilic airway inflammation 

• Determining likelihood of steroid responsiveness in individuals with chronic 
respiratory symptoms possibly due to airway inflammation 

• Monitoring airway inflammation in patients with asthma 

000809-01 Jan 2015 28 

ATS, American Thoracic Society; FeNO, fractional exhaled nitric oxide 
1. Dweik RA et al. Am J Respir Crit Care Med 2011;184:602–15 

http://www.nice.org.uk/guidance/DG12/chapter/4-The-diagnostic-tests


FeNO-guided therapy reduces exacerbation 
rate in adults 

Relative  
rate 

Study FeNO 
strategy 

Control 
strategy 

Weight 
(%) 

Relative rate 
(95% CI) 

Rate* N† Rate* N† 

Shaw 2007 0.330 52 0.420 51 29.4 0.79 (0.43, 1.44) 

Smith 2005 0.490 46 0.900 48 10.9 0.54 (0.20, 1.46) 

Powell 2011 0.288 111 0.615 109 59.7 0.50 (0.33, 0.76) 

Combined 0.320 209 0.590 208 100.0 0.57 (0.41, 0.80) 

0.1 0.2     0.5    1.0    2      5    10 

Favours FeNO   Favours control 

CI, confidence interval; FeNO, fractional exhaled nitric oxide 
1. Donohue J, Jain N. Respir Med 2013;107:943–52 

43% 
 reduction in relative exacerbation rate 

*Rate = exacerbation rate (number of exacerbations/patients over study period);  
†total number of patients 

29 000809-01 Jan 2015 

Table and figure reproduced from1 



FeNO-guided therapy is superior to a clinical 
management strategy in children 

Study FeNO 
strategy 

Control 
strategy 

Weight 
(%) 

Mean difference 

Rate* N† Rate* N† 

de Jongste 
2009 

0.18 75 0.25 72 64.2 −0.07 (−0.19, 0.04) 

Pijnenburg 
2005 

0.19 42 0.38 47 20.5 −0.19 (−0.40, 0.01) 

Szefler 2008 0.66 276 0.84 270 15.3 −0.18 (−0.40, 0.06) 

Combined 0.26 393 0.37 389 100.0 −0.11 (−0.21, −0.02) 

FeNO, fractional exhaled nitric oxide 
1. Mahr TA et al; Allergy Asthma Proc 2013;34:210–19 

 −0.5      −0.25        0        0.25      0.5 

Favours  Favours  
FeNO  control  

Mean 
difference 

30% reduction in 
exacerbation rate 

NOTE: percentage reduction is calculated from rate of 
exacerbation; study data did not include relative exacerbation 
rates 

30 000809-01 Jan 2015 

*Exacerbation rate; †total 
number of patients 
 

Table and figure reproduced from1 











Asthma Control Test™ (ACT) 
1. In the past 4 weeks, how much of the time did your asthma keep you  

from getting as much done at work, school or at home? 

2. During the past 4 weeks, how often have you had shortness of breath? 

3. During the past 4 weeks, how often did your asthma symptoms  
(wheezing, coughing, shortness of breath, chest tightness or pain) wake you 
up at night, or earlier than usual in the morning? 

4. During the past 4 weeks, how often have you used your rescue  
inhaler or nebulizer medication (such as albuterol)? 

5. How would you rate your asthma control during the past 4 weeks? 

Score 

Patient Total Score Copyright 2002, QualityMetric Incorporated. 

Asthma Control Test Is a Trademark of QualityMetric Incorporated. 



TIME COURSE FOR THE IMPROVEMENT OF VARIOUS PARAMETERS 

Woolcock, ERS 2000 
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37 Author | 00 Month Year Set area descriptor | Sub level 1 



38 Author | 00 Month Year Set area descriptor | Sub level 1 



39 Author | 00 Month Year Set area descriptor | Sub level 1 



% Change from day –14 

Profile of 425 Severe exacerbations 
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80 
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–15 –5 –10 5 0 10 15 

Night-time symptoms  

SABA rescue use 

Days before and after an exacerbation 

Window of opportunity  

to increase                               

anti-inflammatory? 

Window of opportunity for Symbicort® SMART to prevent exacerbations? 

Tattersfield investigated 425 severe exacerbations observed in the FACET study (double–blind, randomised, parallel-group, multi Centre study), which 
compared the effect of low- and high-dose budesonide with and without twice-daily treatment with formoterol. The primary end point was the number of 
severe and mild asthma exacerbations over the year of the stud 
Severe exacerbations were defined by a fall in PEF of >30% from baseline values during the run-in period on 2 consecutive days or the need for a course of 
oral corticosteroids as judged by the patient or doctor.  
 
Adapted from Tattersfield A, et al. Am J Respir Crit Care Med 1999;160:594–599. 



COMPASS: Study objectives and endpoints  

Objective 

 To compare the efficacy and 
safety of the Symbicort 
maintenance and reliever 
therapy regimen with two-fold 
higher maintenance dose of 
Symbicort plus a SABA 
(terbutaline) or Seretide plus a 
SABA (terbutaline), as needed 

 

 

 

 

 

 

Study design and population 

 A 6-month, randomised, double-
blind parallel group study 

 Carried out in 235 centres in 16 
countries 

 3,335 patients aged 12 years or 
older 

 

Primary outcome 

 Time to first severe 
exacerbation* 

 

 

SABA=short-acting ß-agonist. 
*Severe exacerbations were defined as deterioration in asthma resulting in hospitalisation or emergency room treatment, or the need for oral steroids for ≥3 
days (as judged by the investigator). 
Kuna P, et al. Int J Clin Pract 2007;61:725‒736. 

COMPASS 



COMPASS: Study design  

Bd=twice a day; ICS=inhaled corticosteroid; LABA=long-acting ß-agonist; SABA=short-acting ß2-agonist. 
Adapted from Kuna P, et al. Int J Clin Pract 2007;61:725‒736. 

Seretide 25/125µg two inhalations bd maintenance + terbutaline (SABA)  

as reliever (n=1,123) 

Symbicort 400/12µg one inhalation bd as maintenance + terbutaline (SABA)  

as reliever (n=1,105) 

Symbicort 200/6µg one inhalation bd as maintenance + Symbicort  

as reliever (SMART) (n=1,107) 

Regular ICS  

+ terbutaline 
R 

Run-in 

1 2 3 4 5 

–2 0 8 16 24 

Visit: 

Week: 

COMPASS 



Symbicort® SMART reduces severe exacerbations by 39% vs salmeterol/fluticasone 
over 6 months 

 As well as meeting its primary endpoint (time to first severe exacerbation), in this study, Symbicort® 
SMART reduced the total number of severe exacerbations over 6 months 

 

Severe exacerbations were defined as exacerbations requiring either A. hospitalisation, B. emergency room treatment or  
C. treatment with oral steroids for 3 days or more. 
Kuna P, et al. Int J Clin Pract 2007;61:725–736. 
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39% reduction P<0.001 

125 

173 

208 28% reduction P<0.0048 

200 

150 

100 

50 

250 

SAL/FLU 50/250µg bid + 

SABA as needed (n=1,123) 

Symbicort® 200/6µg bid + 

Symbicort® as needed (n=1,107) 

Symbicort® 400/12µg bid + 

SABA as needed (n=1,105) 

Adapted from Kuna et al 2007 
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SAL/FLU 250/50 µg bid
+ SABA

Symbicort® 320/9 µg bid
+ SABA

Symbicort® 160/4.5 µg bid
+ Symbicort® as needed

Symbicort® SMART provides similar symptom control to salmeterol/fluticasone at a lower BDP 
equivalent ICS dose 

*Actual dose = dose prescribed at randomisation. 
Bid=twice daily; BDP=beclomethasone dipropionate; BUD/FORM=budesonide/formoterol; ICS=inhaled corticosteroid; SABA=short-acting β2-
agonist; SAL/FLU=salmeterol/fluticasone; SMART=budesonide/formoterol maintenance and reliever therapy. 
Kuna P, et al. Int J Clin Pract 2007;61:725–736. 

Symbicort® 200/6µg bid  

+ Symbicort® as needed 

Symbicort® 400/12µg bid  

+ SABA 
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less 

ICS 



Symbicort® SMART reduces severe exacerbations requiring oral steroid/ER treatment vs 
salmeterol/fluticasone over 6 months 

Severe exacerbations were defined as exacerbations requiring either A. hospitalisation, B. emergency room treatment or C. treatment with oral 
steroids for 3 days or more. 
Kuna P, et al. Int J Clin Pract 2007;61:725–736. 

SAL/FLU 50/250µg bid + 

SABA as needed (n=1,123) 

Symbicort® 200/6µg bid + 

Symbicort® as needed (n=1,107) 

Symbicort® 400/12µg bid + 

SABA as needed (n=1,105) 

Oral steroids only 
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ER treatments 
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Adapted from Kuna et al 2007 







Future/current options 

Gibeon D. Exp Rev Respir Med 2012  

IL-5 
Mepolizumab 
Reslizumab 
Benralizumab 

IL-4/IL-13 Pitrakinra 

IL-9 MEDI-528 

IL-13 Lebrikizumab 

IL-17 Secukinumab 







INCREASING PREVALENCE IN WESTERN COUNTRIES:  

          

OBESITY 



•  2009: 61.3% of adults were overweight or obese 

•  By 2050 approximately 60% of men and 50% of women will be obese 

•  Obesity contributes to about 1000 deaths per week in the NHS 

•  Adult obesity has almost doubled since the mid 1980’s 

1993: 15% of adults are obese 
 
2006: 24% of adults are obese 

Obesity in the UK 



OBESITY & ASTHMA 

Beuther DA & Sutherland ER – Overweight, obesity, and incident asthma. A meta-analysis of prospective 
epidemiologic studies. Am J Respir Crit Care Med 2007;175:661.666 



86.000 US registered nurses (age 26-46) who were free of  

asthma at the start of the study followed for 4 years.  

Analysis of 1596 new asthma diagnosis between 1991-95. 

“ The Nurses Health Study “ 

OBESITY & ASTHMA 

Camargo CA et al – Prospective study of Body Mass Index, weight change and risk of adult-onset of asthma in 
women. Arch Internal Med 1999;159:2582-2588 



Distribution of BMI among adults presenting to the ED with acute asthma. 

Thomson CC et al. Chest 2003;124:795-802 

OBESITY & ASTHMA 



OBESITY and ASTHMA 

Lung mechanics:  

↓FRC 

↓Tidal volume 

Common aetiologies: 

•In utero conditions 

•Genetics 

GORD 

Sleep disordered breathing 

Adipokines 

Oxidative stress 

Corticosteroid resistance 

Other comorbidities: 

•Type 2 diabetes 

•Hypertension 

Mechanisms involved in the relationship between 
asthma and obesity 



Lung mechanics, obesity and asthma 

Shore S. JACI 2008 





Inflammation in obesity 

Maury E, Brichard SM. Molecular and cellular endocrinology, 2010. 



Corticosteroid insensitivity in obesity 

 

 

 

 

 

 

 

 

 

 

 

 

 

Asthma severity significantly greater in 
the overweight and obese and reduced 
response to ICS 

Altered response to ICS with higher BMI 

Obese asthmatics less likely to achieve 
symptomatic control and reduced 
response to ICS 

ERJ, 2006 

Resp Med, 2007 

J Asthma, 2010 



Weight loss and bariatric surgery 

• Al-Alwan et al, ATS 2012 
• 11 obese non-atopic asthmatics and 15 controls 

• 1 year post surgery: improvements in lung function in control group, improvements in impedance in 
asthmatics 

 

• Dixon et al, JACI 2011 
• 23 asthmatic and 21 non asthmatic patients 

• Significant improvements in asthma control and AHR post surgery 

• Increased BAL cytokines at 1 year in asthmatic group 

 

• Reddy et al, 2011 
• 13,057 bariatric surgery patients 

• 2,562 (18.6%) were on asthma medications 

• 257 followed up for one year post surgery 

 13 of 28 had stopped oral steroids 

 ICS use decreased from 50% to 30%  

 

 







Summary  

NRAD=National Review of Asthma Deaths; SABA=short-acting ß2-agonist. SMART= Symbicort Maintenance and Reliever Therapy. 
1. British Thoracic Society. Updated national guidance launched to help reduce asthma attacks and save lives [online] 2016. Available from: https://www.brit-
thoracic.org.uk/pressmedia/2016/updated-national-guidance-launched-to-help-reduce-asthma-attacks-and-save-lives/ [Accessed: July 2017]; 2. Royal College of 
Physicians. Why Asthma Still Kills? The National Review of Asthma Deaths (NRAD) [online] 2014. Available from: https://www.rcplondon.ac.uk/projects/outputs/why-
asthma-still-kills [Accessed: July 2017]; 3. AstraZeneca UK. Symbicort Turbohaler 100/6: Summary of Product Characteristics. 2017; 4. AstraZeneca UK. Symbicort 
Turbohaler 200/6: Summary of Product Characteristics. 2017; 5. Rabe KF, et al. Lancet 2006;368:744‒753; 6. Kuna P, et al. Int J Clin Pract 2007;61:725– 736. 

 In 2015, 1,468 people died from asthma in 
the UK – the highest level for over 10 years1 

 The NRAD, Asthma UK, ERS White book all 
suggest 30% incorrect diagnosis of Asthma 

 The 2014 NRAD report highlighted excessive 
prescribing of SABAs and under-prescribing 
of preventer medication2 

 BTS 2016 dropped Step 1 (SABA alone) 

 Symbicort SMART (budesonide/formoterol) 
allows use of a single inhaler for both 
maintenance and reliever therapy in 
asthma3,4  

 Use of a Symbicort SMART regimen 
reduces:5,6 the risk of severe exacerbations 
by 39% vs salmeterol/fluticasone + SABA6  

– the steroid load by 25% in terms of BDP 
equivalents vs salmeterol/fluticasone + 
SABA6 

– the need for reliever therapy6 

From 1st January 2018 The price of 
Symbicort Turbohaler will be aligned across 
all strengths at £28 

– NICE recommends Spirometry, FENO for 
diagnosis 

– All that wheezes – not ICS requiring 
asthma 

– Tiotropium, Biologics, Macrolides all 
present 


