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Primary Care Respiratory UPDATE

This guideline update1 is significant.
It builds on previous asthma guide-
lines so is an evolution rather than
a revolution but, importantly, it
focuses on being relevant and prac-
tical to implement in primary care.
This is highly appropriate because
the key chapters which have been
updated are those on diagnosis and
pharmacological treatment. 

Diagnosing asthma 

Diagnosing asthma is not straight-
forward. Asthma is a condition that
fluctuates over time, so it may take
time to make an accurate diagnosis.

A primary care perspective on the new
British asthma guideline 

Bronwen Thompson discusses the revisions to the BTS/SIGN
guideline with Dr Hilary Pinnock

Key messages about diagnosis    

•   Diagnosis of asthma is based on a structured clinical
assessment informed by objective tests for variable airway
obstruction or airway inflammation and supported or
refuted by monitored initiation of treatment.

•   There is no single conclusive test to confirm asthma: all
tests have false positive and false negatives. 

•   Use time to help you make the diagnosis comparing signs
and tests when the patient is symptomatic with results
when they are asymptomatic – and use the READ code
for ‘suspected asthma’ until a diagnosis is confirmed. 

•   Keep good records while exploring the possibility of
asthma – you may need to review the basis on which a
diagnosis was made in the future. 

(See page 54 for more information on the diagnostic tests for asthma)

Figure 1: Diagnostic algorithm

Reproduced with permission from the British Guideline on the Management of Asthma 2016.
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There is no single test that can conclusively determine whether a clus-
ter of symptoms is asthma (or not), so the guideline recommends an
initial assessment of the probability of asthma based on a ‘structured
clinical assessment’. This is a comprehensive review of the full patient
history and previous consultations, alongside the symptoms described
by the patient. Depending on whether the patient is considered to
have a high, medium or low probability of asthma, a set of further in-
vestigations will be appropriate. Because it may take several weeks or
months to confirm a diagnosis, the READ code ‘suspected asthma’
should be used in the interim. High quality record keeping is critical in
order that the basis for a diagnosis can be checked in the future.

The guideline emphasises that diagnostic tests form only one part of
an asthma diagnosis and some tests may give false negatives (e.g.
spirometry, peak flows), especially when the patient is asymptomatic.
However, quality assured spirometry is regarded as the pivotal test for
demonstrating airway obstruction in adults and children old enough
to perform the test. The definition of obstruction is based on the
FEV1/FVC ratio. This ratio varies with age; using the lower limit of
normal (as opposed to a fixed ratio of 70%) will avoid under-diagnosis
in children and over-diagnosis in the elderly. A range of other investi-
gations may be used to demonstrate variability and/or inflammatory/
atopic status in order to help confirm or refute the diagnosis. 

The draft NICE guideline on asthma diagnosis and monitoring in 2015
raised the profile of fractional exhaled nitric oxide (FeNO) as a poten-
tially mainstream test for asthma. The British Asthma Guideline posi-
tions FeNO as a useful approach to detecting eosinophilic inflammation
which provides supportive (but not conclusive) evidence of a diagnosis
of asthma. Raised FeNO levels indicate steroid responsiveness, and
levels fall after treatment with steroids. Blood eosinophila, raised aller-
gen-specific IgE and a positive skin prick test indicate atopic status and
are also associated with asthma. Importantly, normal spirometry does
not exclude asthma; indeed, only a minority of people with asthma in
primary care will have obstructive spirometry and reversibility at the
time when it is tested. There are a number of confounders which may
influence FeNO results but, unlike lung function, may still be positive
in an asymptomatic patient. A comprehensive table detailing the
sensitivities and specificities of all diagnostic tests is included (Table 1
see page 54).

The concept of a ‘trial of therapy’ has been developed into a ‘monitored
initiation of therapy’ for people in whom there is a high probability of
asthma. 

Pharmacological treatment  

Pharmacological treatment remains the mainstay of asthma treatment
and there have been some important changes to treatment options
since the last guideline update in 2014. There are some significant
changes to the familiar ‘steps’ of asthma management. 

The numbering of steps has been replaced by descriptions. One of the
reasons for this is that, due to important changes to the recommenda-
tions on early steps, it could cause confusion if we continue to refer to
them as Steps 1–3. 

•   In all but a few patients, preventive therapy with low-dose inhaled
corticosteroids (ICS) should be initiated from diagnosis. Important
lessons from the National Review of Asthma Deaths about the
overuse of short-acting bronchodilators have been taken on
board. So most patients will now start on the step to be known as
‘regular inhaled preventer’. If control is not achieved at any step,
patients move through ‘initial add-on therapy’, ‘additional add-on
therapies’, ‘high dose therapies’, and ‘continuous or frequent use
of oral steroids’ until they are controlled. 

•   Short-acting beta-agonist (SABAs) should be prescribed for any-
one with symptomatic asthma for symptom relief. However,
monotherapy with SABAs is now recommended only for those
with infrequent short-lived wheeze (typically occasional exercise-
induced symptoms lasting no more than an hour or two). Using
more than three doses of SABA a week should prompt a review
and consideration of moving up to the next step of therapy. Any-
one prescribed more than one SABA inhaler device a month
should be identified and have their asthma assessed urgently. 

•   The former Step 3 has been divided into ‘initial add-on therapy’
and ‘additional add-on therapies’. ‘Initial add-on therapy’ is the ad-

Key messages about asthma prescribing

•   Preventive treatment should be the basis for asthma 
management in almost all people with asthma. 

•   The guidance on preventer medication has been clarified and
the old ‘step 3’ divided into two options to emphasise that
the evidence for adding a LABA takes precedence over 
either options (especially in adults).

•   The numbered steps have been replaced with descriptions. 

•   Inhaled steroids have been categorised into bands by
strength – very low (children), low, medium, high.

•   Inhalers should be prescribed by brand name to ensure 
patients receive the right inhaler.

•   Referral for specialist opinion is recommended if the patient
is on ‘high dose therapies’ or ‘continuous or frequent use of
oral steroids’.

What’s new/different on diagnosis in this 
guideline update?

•   A new schematic to illustrate the diagnosis pathway 
     according to probability (Figure 1, p. 29).

•   A comprehensive table comparing different objective
tests (Table 1, pp.18–20).

•   Introduction of the concept of an ‘initial structured 
clinical assessment’ (3.3.1, p.21).

•   Introduction of the concept of a ‘monitored initiation of
therapy’ (Table 3, p. 24).

•   Diagnosis in children and adults is considered together,
although there are still separate tables for alternative 
diagnoses.



Volume 3  Issue 4 WINTER 2016 21

Primary Care Respiratory UPDATE

Figure 2: Summary of management in adults

Figure 3: Summary of management in children 

Reproduced with permission from the British Guideline on the Management of Asthma 2016.

Reproduced with permission from the British Guideline on the Management of Asthma 2016.
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dition of a long-acting beta2 agonist (LABA) to the low-dose ICS,
usually as a combination to prevent inadvertent LABA monother-
apy. If this is ineffective, the LABA should be discontinued, diag-
nosis confirmed, adherence and inhaler technique addressed
before additional options are considered (e.g. increasing ICS dose,
trials of alternative add-on therapy). In young children in whom
the evidence for LABA is less clear, leukotriene receptor antago-
nists (LTRA) are an early treatment option.

Previous versions of the guideline have used beclometasone (BDP) as
a reference ICS against which other steroids are compared. However,
the development of an increasing range of ICS and inhaler devices
means that this comparison is no longer helpful. All ICS are now
banded into very low, low, medium or high dose categories to enable
comparison and to determine equivalence. The new banding of ICS
by strength should be more accurate and more straightforward in prac-
tice. Two tables indicate the licensed doses of all ICS for adults and
children (Tables 9 and 10).

The guideline update recommends that both children and adults on
high dose therapies and continuous or frequent use of oral steroids
are referred for specialist care. This is clearly indicated in the Figures
showing the summaries of stepwise management. 

For the first time, under ‘Key recommendations for implementation’,
the guideline highlights that inhalers should be written by brand name
to avoid a patient being dispensed a device which they have not used
before. This is particularly important now that increasingly familiar com-
pounds are being made available in a range of inhaler devices. They
also emphasise that patients should receive training in use of a partic-
ular device and be able to demonstrate that they can use it correctly
before it is prescribed. 

Other changes to the guidelines include the sections on adherence
and telehealth.

Adherence – assessing adherence is an important component of
asthma reviews and non-adherence should always be considered as a
(common) cause of poor control before stepping up treatment. In this
update, guidance is given on the questions to ask to get an accurate
view of adherence, using prescribing records to assess adherence and
tailored suggestions for ways of encouraging improved adherence. 

Telehealthcare – may be used to support self-management, facilitate
monitoring and ‘games’ may influence behaviour change. The guide-
line also highlights how remote consultations (phone and e-mail) could
provide convenient care and computerised decision support has po-
tential. The evidence suggests that these technological options deliver
similar outcomes to traditional care and may be considered as an option
according to the clinical context and preferences of the patient and
professional. 

Conclusion

This update has real value for primary care where the majority of diag-
nosis and prescribing takes place. The diagnosis chapter provides a
pragmatic, structured approach to suspecting and confirming a diag-
nosis of asthma. The chapter on prescribing highlights the important
role of preventive treatments and gives greater guidance on the se-
quence of treatments and when to refer for specialist opinion and sup-
port. Accurate diagnosis, appropriate use of effective medication and
supported self-management can help to reduce the considerable mor-
bidity and mortality still associated with asthma. 
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What you can do

•   Ask yourself: how are you demonstrating a quality diagnosis
of asthma, have you worked towards the diagnosis in a sys-
tematic way, have you recorded the reasons why you made
this diagnosis clearly so that you feel confident in the diag-
nosis, does your patient know and understand the diagnosis
and will the healthcare practitioner coming after you also feel
confident about how you made a diagnosis when they have
read your notes?

•   If you are the asthma lead for your practice: make sure all
your colleagues are aware of the new guidance.

What’s new/different in pharmacological 
management 

•   Numbered steps have been removed in favour of 
     descriptions. 

•   Former Step 1 – SABAs only – has more or less gone in
favour of immediate preventer treatment. 

•   More than one SABA inhaler a month should trigger 
urgent review and action. 

•   Former Step 3 has now been divided into two – ‘initial
add-on therapy’ and ‘additional add-on therapies’. 

•   ICS are no longer compared with BDP as reference
product for strength. Instead, all ICS are categorised 
into bands (very low, low, medium and high) to enable 
comparison. 

•   Recommendation that all patients on high dose therapies
and continuous or frequent use of oral steroids are 
referred to specialist care (adults and children). 

•   Inhaler prescriptions should be written by brand name to
avoid patients being given an inhaler which they have
not been trained to use. 
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