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guideline advocates spirometry after
taking the history, and this is now
widely available in primary care. If
airflow obstruction is present, a trial of
treatment can commence, but it is
important to note that the diagnosis
should not be regarded as confirmed
at this point. 
A firm diagnosis also requires a

symptomatic response and an
improvement in the measured airflow
obstruction. 

Normal spirometry does not
exclude the diagnosis of asthma and
the BTS/SIGN guideline suggests that
further investigation may be needed
at this stage. The tests performed will
depend on the likelihood of asthma
versus other diagnoses. 
The diagnosis section of the BTS/SIGN

guideline was not updated for the 2014
version, but if it had been, we think it
highly likely that measurement of
FeNO (fractional exhaled nitric oxide)
would have been recommended,
particularly for patients with suggestive
symptoms but normal spirometry.
FeNO is measured via a simple breath
test, using equipment which is
becoming increasingly cheap and
available, see figure 1, p15. The FeNO
level correlates well with airway
inflammation, and is therefore a good
indicator of asthma and in particular of
the likely response to inhaled
corticosteroids. NICE has advocated

the use of FeNO measurement in a
recent appraisal of the technology6
and we believe it is likely to become a
widely acceptable test for asthma
over the next few years.  
Other tests are available including

sputum eosinophil measurement and
tests of airway hyperresponsiveness.
Experience with these measures is
limited to specialist respiratory centres
and at present they are only likely to
be performed here, although it has
been questioned whether they should
be more widely employed. If they help
establish an accurate diagnosis more
quickly, they may be cost effective.
NICE is due to publish a full guideline
on asthma diagnosis late in 2015 and it
will be interesting to see how these
newer tests feature in their diagnostic
pathway. 

MONITORING IN PRIMARY CARE
The cornerstone of asthma monitoring
is a structured clinical review
conducted in primary care on at least
an annual basis. The importance of
this annual review is highlighted in
both the NICE quality standard for
asthma3 and statistics from the
National Review of Asthma Deaths:2
43% of those who died had no
evidence of an asthma review in the
previous year and 77% had no
personal asthma action plans. 

Furthermore, there was evidence of
excessive prescribing of reliever
medication and underprescribing of
preventer medications. 
The specific factors to be monitored

and recorded in primary care are
highlighted in box 1, above.
Monitoring in primary care also

enables identification of patients

whose asthma is suboptimally
controlled, prompting review of their
medication and escalation of 
their management as appropriate.

SUPPORTED 
SELF-MANAGEMENT
Health outcomes are improved by
education in self-management,
incorporating written personalised
asthma action plans. The BTS/SIGN
guideline4 cites numerous pieces of
evidence of benefit, yet they remain
woefully underused. There are several
different personalised asthma action
plans, including an excellent free
version from Asthma UK, see figure 2,
opposite.
Key factors for successful plans are:

• The plans should be simple, with
only two or three action points
• The action points should be
personalised to the individual
• The actions themselves should be
clear and easy for the patient to
implement when required 
They should be offered to all

patients with asthma.3
It is also recommended that any

acute consultation for asthma should
be taken as an opportunity to reinforce
or refine the patient’s self-management
strategy and to review adherence to
long-term asthma treatment. 

PHARMACOLOGICAL
MANAGEMENT
The fundamental approach to the
pharmacological treatment of asthma
remains unchanged in the updated
BTS/SIGN guideline and is based 
on a stepwise strategy tailored to the
severity of the patient’s asthma. 
The aim of asthma management is

to achieve complete control of the
disease and treatment should be
commenced at the step most
appropriate to initial severity, with
control maintained by stepping up
treatment as necessary and stepping
down treatment when control is good.  
The most common problem with

pharmacological management is 
non-adherence to treatment. 
A number of risk factors are

recognised and various interventions

Box 1

Factors to be monitored and recorded on asthma review in primary care

• Symptomatic asthma control
• Lung function assessed by spirometry or PEF
• Asthma attacks, oral corticosteroid use and time off work since last assessment
• Inhaler technique
• Adherence
• Bronchodilator reliance
• Possession and use of an asthma self-management plan

‘Studies in adult
patients have
suggested that
30% of those
diagnosed with
asthma do not
actually have the
condition ….

…. and it is likely
that the diagnosis
is missed in
many others’

‘The BTS/SIGN
guideline
advocates
spirometry after
taking the history’ 


