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funded forum on Asthma Control Measures, and I will report on
the presentation which I did on this at the IPCRG meeting later
in this newsletter.

In March, a workshop on Information transfer was held in
Winnipeg, led by Dr. Allan Becker, sponsored by Allergen which
was attended by members of your executive.

The Alberta Respiratory Disease Symposium meeting in April
2006 gave a forum for presentations by your executive on
respiratory topics.

Health Canada has committees to define the requirements for
review of new respiratory products in Canada, and a meeting in
Ottawa in June 06 reviewed these requirements for SABAs and
nasal ICS. A follow-up meeting in September will be held
regarding ICS and LABAs.

The IPCRG had its third biannual meeting in Oslo and four
members of your executive represented Canada at this meeting,

CNAC meeting — May 12, 2006

1. Stats Canada will include questions re: respiratory issues in
2008 chronic health condition survey, such as hospitalization
for asthma, ever received formal education?

2. Exam process. Certified Asthma Educators provide an
important, but often unappreciated, and definitely
undervalued, resource for the asthma care of Canadians.
Unfortunately, many outpatient clinics have been cut due to
financial pressures that hospitals face. Many CAEs no longer
have jobs, many asthma clinics have been closed. Four
hundred and forty eight CAEs have passed their exams. Re-
certification has been recommended and offered, and less than
50% of certificants have been recertified. Although there is no
regulation for certification, it does ensure that consistent
messages are given to our patients across the country.
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reported on this later.
Finally, I am

currently at an Asthma

Guideline update

to know about coughing in
children

Tout ce que vous avez toujours
voulu savoir sur la toux chez
I'enfant...

meeting, wherein we
are reviewing the Canadian Asthma Guidelines in an effort to
continue to decrease the caregaps that occur in Canada, to
highlight new education, and encourage active participation of
multiple stakeholders. Dissemination and Implementation of
past and current guidelines were discussed at a special meeting I
attended and will be reported in detail also.

I am excited to report on the IPCRG meeting in Oslo, and
invite you to consider scheduling May 28-31, 2008 in Seville,
Spain for the next meeting. Now for 2010... More to come!!

ArAN KarLAN, MD CCFP(EM), CHAR, FPAGC

CAEs are valuable, not utilized enough, and decreasing in
numbers. This is a step in the wrong direction. Perhaps
regionalization of health care will allow increased utilization
across local levels.

3. Pediatric guidelines for asthma care have been completed.
Dissemination and implementation of such, continue to be of
issue, as with all guidelines.

4. Much discussion over the newer certification examination of

Certified Respiratory Educators, which would also include COPD
management issues. This is a step outside the Asthma arena,
and would incorporate input from the Canadian COPD Alliance.
5. ASED 7 occurred in Calgary November 17-19/05 and was very
successful.
Suggestions from feedback from the exam will be incorporated
into ASED 8 which will occur in Halifax in November 2007.

Alan Kaplan, MD CCFP(EM)
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How do you
diagnose Asthma?

The following article is a review of my presentation done at the
IPCRG in June 2006.

sthma is a common condition, with estimates of prevalence
A as high as one in five. We do know, however, not all that
wheezes, is Asthma. There is a large differential diagnosis of the
common symptoms in asthma of cough, wheeze and dyspnea. In
adults it can include COPD, cardiac issues, upper airway issues,
bronchiectasis, other lung diseases, pulmonary emboli, vocal cord
dysfunction and hyperventilation syndrome, and others.

In children, special considerations in the differential are
necessary, including congenital airway or vascular issues,
bronchiolitis, foreign body, cystic fibrosis, and immune
deficiencies.

How do you diagnose Asthma? Classically, it is a diagnosis
based on spirometric evidence of airway obstruction and
reversibility of FEV, in a patient with recurrent airways
symptoms, flared by exposure to airway triggers. This is not the
norm though, is it!? What about children under 6, who cannot
properly do spirometry? Trials of therapy abound in clinical
practice, but are not always the correct decision upon review.

In children especially, it is useful to review risk factors for
asthma in their assessment. The documented ones may include:
Family history of asthma (esp. maternal), Smoking- prenatal and
current, Male sex, Dust mite exposure, Prematurity/low birth
weight/BPD, Low SES, Personal allergy history, urban setting, and
Hospitalized RSV bronchiolitis. Controversial ones include Viral
infections (Single child status/no daycare), Dietary factors, Diet
low in omega fatty oils, No Breastfeeding, Obesity/inactivity, Pet
ownership, Endotoxin (farm exposure).

Thus, diagnosis in children should include history and
physical, risk factors, smoking exposure, atopic history, response
to medications and the underused objective lung function
measurement. What about those kids under 6? A study by Jose
Castro-Rodriguez (American Journal of Respiratory and Critical
Care Medicine V162. Pp1403-1406, 2000) has reviewed which
children, under the age of six who have recurrent wheeze, are
likely to have asthma. One major or two minor criteria as below
are associated with asthma.

Major criteria include parental/physician diagnosis of asthma
or physician diagnosed eczema. Minor criteria include physician
diagnosed allergic rhinitis, wheezing apart from colds, and
eosinophilia >4%.

There are newly created International Primary Care Airway
Guidelines (IPAG) that assist in the diagnosis and management of
Asthma, COPD and Rhinitis with the use of a series of

questionnaires. These allow diagnoses based on relative
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likelihood, recognizing that there are parts of the world where
objective measurements of lung function are not available.

As mentioned, classically, spirometry and observation of an
increase with bronchodilator in FEV, of 12% and at least 180 ml,
or with time or treatment an increase of 20% and 250 ml is
diagnostic. A Peak flow increase of 20% is also diagnostic.
Unfortunately there is a higher false negative rate with Peak Flow
than spirometry.

Variability in Peak Flow measurements by more than 10% can
be used to assess inflammation also, but lacks sensitivity and
specificity.

Testing for bronchial hyperresponsiveness with challenge tests
can be useful in those patients with typical symptoms but normal
pulmonary function tests (PFTs), atypical symptoms, or
occupational asthma. There are false positives that we must be
aware of, and access is not universal to this test. Methacholine
and Histamine are the classic challenge tests. Office based testing
with Mannitol is being done in many parts of the world.

Beyond this, we know that airway inflammation is the crux of
the problem. As such, there are measurements of airway
inflammation that are newer, and in fact likely more sensitive and
even better guides of therapy than relying on symptoms or lung
function. Sputum measurement of white blood cells after
inhalation of hypertonic saline can reveal eosinophilic
predominance vs. a neutrophilic one and can help to differentiate
asthma vs. infection or COPD. This is done in only a few
specialized centers and is very cost intensive requiring skilled
cytologists.

A newer test is the measurement of exhaled Nitric Oxide. NO is
produced by airways epithelial and endothelial cells (‘eNOS’) but
in larger amounts by inflammatory cells (iNOS) It has multiple
functions in lung including:

¢ mediating ciliary beat frequency

* promoting mucus secretion

e promoting vascular and bronchial dilatation

¢ neurotransmitter-non-adrenergic, non-cholinergic neurons

Eosinophilic inflammation can be reliably predicted with this
measurement, with certain caveats including the measurement
for diagnosis to not occur during a viral exacerbation. Currently,
the testing machines are large and expensive, but there are newly
developed hand-held, less expensive machines that will
revolutionize this test. It can also be used for monitoring therapy,
and not just diagnosis. The current Canadian expert in this
technology is Dr. Steven Bence in Ottawa, Ontario.

In summary, asthma diagnosis is based on history, physical,
radiology, questionnaires, lung function, bronchial provocation
studies, or measurements of airway inflammation. Empiric trials
of therapy are what are really done, but I would like to challenge
you to consider an objective measurement prior to institution of
potential lifelong therapies.

A1aN Karran, MD CCFP(EM)
PrESIDENT, FPAGC
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Control of Asthma, how
do we do it and how do

we measure it?
IPCRG, June 2006
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The goals of asthma management are to improve quality of
life, reduce exacerbations, minimize medication, ensure
maximal lung function, decrease symptoms and absences, and
minimize activity limitation. The reality is that in all
countries, with studies of such in Canada, USA, and Europe,
we have not reached sufficient levels of control. I would like to
review some of the reasons why and how to approach our
patients, and then review some tools to better measure
control.

Patients who have poor control are associated with more
exacerbations, more absences, lower quality of life, higher
costs and more unplanned visits. Estimates from studies show
that 80% of costs come from 20% of patients (Buxton HERG
1996). Costs of asthma care in patients with no exacerbations
are a mean of £265 vs. those with exacerbations of £1319
(Brown R, Lloyd A, Price D IPCRG 2004). Quality of life,
measured in the same paper, in patients with exacerbations is
clearly significantly lower than those without.

The indicators of control are clearly laid out in the
Canadian Asthma Guidelines and include daytime symptoms
less than four times per week, use of rescue 3, less than four
times per week, no exacerbations, no activity limitations, no
school or work absences, and optimization of lung function.
There are slight differences in all international guidelines and I
include the most recent GINA guidelines of control. These
highlight what they feel are full control, uncontrolled and
partly controlled which needs negotiation between patient and
physician. Clearly there is still a difference in which areas of
control are lost (such as nocturnal wakenings being a
significant concern) but they give a flavour of where to
intervene.

Recent work by Bateman et al (GOAL investigators group)
showed that with aggressive higher dose combination therapy
excellent control was achievable in most, but not all patients.
This highlights that drug therapy alone, even including
Prednisone, cannot ensure complete control in all of our

patients. Thus we must look at other issues such as adherence,
technique, comorbidities, and continued trigger exposure.

In addition, most of the large studies have been done in
specialist offices (who have lots of resources), nurse educators,
respiratory therapists in clinics, etc. We must practically be able
to assess control in a rapid efficient manner in the primary care
practitioner’s office.

An integrated national approach may be what is needed to
improve the situation. The lesson can be taken from Finland,
where asthma was taken to be a significant national issue, with
an increase in prevalence and hospital admissions (and thus
cost!). A ten year plan was created in 1994 with the following
goals and results:

1. Decrease in special reimbursement for drugs.

2. Decrease in; hospital days, disability pensions, days off

work with no increase in relievers.

3. Decrease in severe asthma (40-35%)

4. Decrease in hospital beds by 35% (goal was 50%)

5. Total cost per patient decreased by 10-20% but increase in

medication cost.
(T.Haahtela, et al, Thorax 2001;56; 806-814)

Ratio of ICS:SABA use

1990 1991 1992 1993 1994 1995 1996 1997 1998 1999
Year

Fig. 1. — Relative use of asthma medication in Finland. ICS: inhaled corticos-
teroid; SABA: short-acting [3,-agonists. Data from [9].

As you can see from the graph above, there was a steady
improvement in the ratio of ICS:LABA. This is a clear indicator
of our desire to improve the use of anti-inflammatories and
decrease the reliance on f3,-agonists.

In order to discuss Control, we must consider the
differentiation between control and severity. This is something
that is difficult for even specialists to often agree on! A study
on pediatric asthma specialists found that the agreement was
fairly poor on severity, especially as severity worsened (KM
Baker et al. Chest 2003).

Another area wherein we may be

GINA 2006

Controlled Partly controlled Uncontrolled underestimating our patients suffering is
Daytime symptoms None 2 or more/week =3 present per week the fear that they have, due to their
R, use/rescue None 2 or more/week of these asthma. In addition, more work is being
Nocturnal symptoms/Awakenings None Any done on patient goals in decisions of their
Activity Limitation None Any treatment. When patients are asked what
Lung function Normal <80% predicted they want, four domains are usually
Exacerbations None =1 per yr 1 in any week

responded; activity limitations, asthma
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symptoms, exacerbations, and to be less reliant on medication.

Patient adherence to therapy is a huge issue. In an
interesting model by Dr. Rob Horne, a balance between the
perceived necessity and the concerns of the drug will decide
on the likelihood of the patient actually using the drug. As
such, it is clear that when a patient has significant concerns
about ICS safety, there is a real risk of patient non-adherence.
Clearly also, SABA give immediate results and thus the
perceived benefit will be high. Recognition, education and
reassurance are the solution to this problem.

Clearly, we recognize that patients often accept their
symptoms as their normal. Thus explanation of what they
should expect, i.e., raising expectations, can often change their
behaviours. Patient expectations of their asthma are clearly
quite low (Price D, et al. Asthma J 1999). A study by current
IPCRG president, Dr. John Haughney (Haughney J, Barnes G,
Partridge M, Cleland J. The living and breathing study: a study
of patients views of asthma and its treatment. Primary Care
Respiratory J. 2004; 13: 28-35.) showed that by demonstrating
to a patient what they should expect, can allow them to be
more aggressive in their management and subsequent control
of their illness.

different diagnosis than was expected. This has been shown
in a number of primary care studies (Freeman D. et al ATS
1999).

We are trying to really assess airway inflammation. This can
be done with surrogate markers such as lung function, airway
hyperresponsiveness, or markers of airway inflammation.
Challenge tests with methacholine or histamine in
pulmonary laboratories, or potentially mannitol in our offices,
can reveal the twitchy airway, even in patients with normal
lung function, and often in those with atypical symptom:s.
Currently there are two measurable markers of airway
inflammation including sputum eosinophils and exhaled
Nitric Oxide. In addition, there is some work being done on
measuring urine metabolites of the inflammatory cascade, but
this is not yet available.

Management of patients with dosing decisions based on
airway hyperresponsiveness (Crimi E, et al. Am J Respir Crit
Care Med 1998;157:4-9. Leuppi JD, et al. Am J Respir Crit
Care Med 2001; 163:406-12. Sont JK, et al. Am ] Respir Crit
Care Med 1999;159:1043-51), sputum eosinophils (Green RH,
et al. Lancet 2002;360:1715-21), and exhaled nitric oxide
(NEJM May 26 2005), clearly result in lower exacerbations at

A Asthma in Canada | 30 Second Asthma Test -

licrosoft Internet Explorer

mn
IN CANADA

Asthma In Canada Survey | Regional and National Findings of the Survey

The 30 Second Asthma Test

To understand if your Asthma is under control, ask...

Indicators Do you experience...

Coughing, wheezing, breathlessness, chest BOKMOrD

Absenteeism Any missed work or school 7

3 manths
uUrgent care requiring an unscheduled doctars In past
wisit, hospital emergency visit or hospital 12

admission 7 months

Emergencies

One Yes mzy Mean Poor Control -

Take tfega() Second Asthma Test™

Asthma Statistics | Background on Asthma | Managing Your Asthma | Community Asthma Care Centres | Other Links and Resources

Poor Control

Cves ONo

Day-time tightness or produce phlegm? timesa | Oves ONo
week
: 1 or mare
A Sleep disturbance due to coughing, chest
Night-tme tightness or produce phlegm? tlvn:::ka Ces Ono
Rescue 3 or more
i Use of your rescue quick relief medication ? times a
Medication
week
Physical 2 In past
e Restriction in your physical activity SRR Oves ONo

NP3t | oyes Ong

Oves ONo

lower total steroid dosages.

What tools are available to measure
control? There are a number of different tools
which I will list and display. An article rating
these tools for ease of use, validation, and
general reliability is pending publication, and
thus I will not go into those details here. The
tools include the 30 second test, the rules of
two, royal college questionnaires, the Asthma
control questionnaire, and the Asthma control
test. In addition, newer work on questionnaires
that include patient goals, attitudes, triggers and
inhaler use are being investigated and may well
be preferable (MAAT: Minimal Asthma
Assessment Tool,. Rob Horne, Stan Musgrave,
Amanda Lee & David Price GPIAG 2005).

Other investigational studies were reviewed
in posters at the IPCRG meeting. Daryl Freeman
used a questionnaire delivered by telephone to
monitor control. Paolo Renzi has created a

paper stamp checklist tool for Quebec

Comorbidities often prevent full asthma control. They can
include the presence of allergic rhinitis (Thomas, Price.
Pediatrics 20035, Price, Thomas. Clin Exp All 2005) smoking,
trigger exposure, GERD and other diagnoses (eg. COPD,
cardiac).

How should we measure control? Clinically we measure
symptoms. Use of objective measures of pulmonary function
with spirometry or peak flows can clearly identify patients
who have symptom benefit but persistent obstruction. In
addition, use of spirometry can identify patients with a

4 o

physicians, to ensure that the correct questions are asked in
the clinical setting. Barbara Yawn is studying the Asthma
APGAR tool in Minnesota. Louis Phillipe Boulet has created a
set of playing cards to promote interactivity between primary
care physicians and their patients.

Finally, it sometimes just takes education. Do you have time
to do the appropriate educating about asthma to your
patients? If not, consider the referral to a certified asthma
educator to reinforce your messages, ensure adequate inhaler
technique, environment trigger review and the review of the
condition.

Family Physician Airways Group of Canada
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In summary, our goal is to get patients under control.
We can do this with:
e Patient guided objectives.
¢ Education on what outcomes patients should expect!
* Guideline based treatment.
e Understanding limits based on ongoing triggers,
comorbidities, device technique.
e Promote adherence.
¢ Individualized therapies.
e Consistent measurements in our practice.

ALAN KAPLAN, MD CCFP(EM)

Asthma Control Test™ (ACT) |

. In the past 4 weeks, how much of the time did your asthms keep you
from getting as much done at work, school or at home?

Allof 1 Most of Nona of
the time the time the time
. During the past 4 weoks, how often have you had shoriness of breath?
More than Sheal 5 Y Once or twice
ancaeisg | 2 aweek o hocs =8

. During the past 4 wecks, how often did your asthma symploms (wheezing, coughing, shortnass of broath,

chest tightness or pain) wake you up at night, or earlier than usual in the morning?

2or 3nights
awesk. 2

. Durlng the past 4 weeks, how often have you used your rescue Inhaler or nebullzer medication
{such as albuterol)?

or more
nights 3 waek 1 Nortat all

Jormere 4 1 or 2times
times per day per day
. How would you rate your asthma control during the past 4 weeks?
Not cantralled Pourly 2‘ H
atall controlled |, < controlied controlled

SR AN SPYHRGIATY TR,

Asthma Control Questionnaire

Please answer questions 1-6. Circle the number of the response that best describes how you have been during the past week:

1. On average, during the past week, how often were you woken up by your asthma during the night?

0 Never 1 Hardly

ever

2 Afew
minutes

3 Several
times

4 Many
times

5 Agreat 6 Unable to 7 FEV, pre-bronchodilator:
many times sleep because FEV, predicted:
of asthma FEV, % predicted:

2. On average, during the past week, how bad were your asthma symptoms when you woke up in the morning?
0 Never 1 Hardly 2 Afew 3 Several 4 Many 5 Agreat 6 Unable to 7 FEV, pre-bronchodilator:
ever minutes times times many times sleep because FEV, predicted:
of asthma FEV; % predicted:
3. In general, during the past week, how limited were you in your activities because of your asthma?
0 Never 1 Hardly 2 Afew 3 Several 4 Many 5 Agreat 6 Unable to 7 FEV, pre-bronchodilator:
ever minutes times times many times sleep because FEV, predicted:
of asthma FEV, % predicted:
4. In general, during the past week, how much shortness of breath did you experience because of you asthma?
0 Never 1 Hardly 2 Afew 3 Several 4 Many 5 Agreat 6 Unable to 7 FEV, pre-bronchodilator:
ever minutes times times many times sleep because FEV, predicted:
of asthma FEV; % predicted:
5. In general, during the past week, how much of the time did you wheeze?
0 Never 1 Hardly 2 Afew 3 Several 4 Many 5 Agreat 6 Unable to 7 FEV, pre-bronchodilator:
ever minutes times times many times sleep because FEV, predicted:
of asthma FEV, % predicted:
6. On average, during the past week, how many puffs of short-acting bronchodilator (eg. Ventolin) have you used each day?
0 Never 1 Hardly 2 Afew 3 Several 4 Many 5 Agreat 6 Unable to 7 FEV, pre-bronchodilator:
ever minutes times times many times sleep because FEV, predicted:
of asthma FEV; % predicted:

FPAGC
Annual
General
Meeting

See you there!
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This year the FPACG is holding its Annual General Meeting in conjunction with the Canadian
COPD Alliance Conference at the Westin Hotel, Calgary.

Besides the business meeting we hope to provide you with an update on some of our
initiatives as well as a couple of short presentations, “CHF v COPD” by Rob Hauptman and
“Asthma Sucks” by Tony Ciaverella.

Our meeting will start at 8:00 p.m. on Friday November 17th. Refreshments will be served.
So that we are able to plan for the refreshments please pre-register with Glyn Smith at
admin@fpagc.com no later than November 14th.




IPCRG Report

I attended a number of meetings at the IPCRG including
research, education, and membership.

Research subcommittee IPCRG:
1. LTRI (Lower Respiratory Tract Infection) project
e Comparison of antibioitics vs. no-treatment in global

setting
e JPCRG and NRC (UK)
2. ESPACE

e Global study in 9 countries on asthma assesement
tool endorsed by IPCRG for use in children. Co-
ordinated with EFA and GALEN

3. GARD (Global Alliance Against Respiratory Disease)

e Umbrella organization on asthma, copd, and rhinitis
including multiple (42) oranizations led by WHO
with first meeting in Bejing this year. It includes
groups like GOLD, GINA, ERS, ATS, ARIA and
multiple others. It has been created as a part of
chronic disease management in WHO, to keep
respiratory disease in perspective. The short term goal
of GARD is policy change with eventual action. The
only primary care groups were WONCA and IPCRG.

Three projects suggested by Niels Chavannes of
the IPCRG,
a) hands on educational materials and guidelines.
b) smoking cessation, like cost effectiveness issues.
¢) educational process, measuring effects of
educational processes locally in environments.
4. Dr. Rupert Jones project on rehabilitation in COPD in UK
patients

e Mild COPD with FEV1 50-80%.

e Start Tio in patients not controlled on SABD.

e Randomized to normal care or an exercise program
(vs. full pulmonary rehab which is academic and not-
available).

e Health enhancing physical activity.

e Endpoints Qof Life, shuttle walk test.

e These methods will be on website, perhaps allowing
meta-analyses in the future.

5. Specialist and Generalist in same person. UK GPs with
special interest in Respiratory diseases

e The UK Government likes this to shorten waiting
lists. There are accreditation and training interests
and local issues in different settings can limit uptake.

e The benefits of a GPSI (GP with special interest) are
clinical local benefits and leadership issues to
improve educational standards in individual
communities.
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6. Spirometry quality issues
e Spirometry in primary care not up to proper

standards. Are there tools like spirometers with
quality feedback to encourage proper spirometry?
This highlights the need for simple spirometry tools
to assure standards in primary care, and reduce the
criticism of specialist groups that claim that FP done
spirometry is inferior. Adequate respiratory care in
primary care necessitates spirometry availability.

Education committee June 10, 2006:

1. BI sponsored IPCRG website based slide set that can be
worked with on the site to create slides for a talk.

2. IPCRG to create speaker bureau for subjects around the
world for topics, content and speaking ability. Get onto
the list by being nominated by a representative from an
IPCRG member country (like me!) with languages
available.

3. Position paper (needs to be dated and updated).

e Creative comments license: legal process to allow
people to use it freely, but not for commercial profit
and not changed, with appropriate acknowledgment
but not copyrighted, so that they are easily usable.

Done: Theophylline
Children’s asthma
Spirometry
Asthma control measures
To do: Nasal Steroids

Smoking cessation
Allergic testing
Palliative care in COPD (GPIAG started)
4. Membership of committee
5. Communication by email, subcommittee face to face
meetings at [IPCRG and ERS meetings.
6. IPAG guidelines owned by MCR Vision, but they are on
IPCRG website and can be used.
7. Patient care resources a future value added.

Membership Committee:

This meeting highlighted how to bring new country
members to the IPCRG. In order to become a member, the
country must have a local group involving family
physicians with a respiratory interest. Membership is
steadily growing and enthusiasm for the group is occurring,
especially with membership in key organizations like
GARD.

Future meetings:
This is the exciting part. The next meeting is in Seville, Spain
May 28-31, 2006. We are coming to CANADA in 2010!!

We want to see you there!! More details coming!!

AraN Karran, MD CCFP(EM)
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Asthma
Guideline
Update

Niagara on
the Lake

June 15-17, 2006

This meeting, under the leadership of the CTS Asthma Committee chair, Dr. Andrew Mclvor, met to

review asthma management in Canada. Topics include controller therapy, LTRA update, IgE update,

diagnosis, non-invasive markers, asthma education, asthma in ER, asthma in ICU, a review of the asthma

continuum, and the issue of knowledge translation in family and specialist practices. Details of

recommendations cannot be released until they are published, but | will highlight what was discussed.

GINA updated its guidelines in a 400 page document this year with representation by Canadians, Dr. Paul

O’Byrne and Dr. Mark Fitzgerald. The meeting was not to re-review all the data, but instead, to endorse

GINA guidelines and to flavor them with the Canadian landscape, and ensure adequate dissemination

and implementation.

LTRA update discussion

Place in therapy was discussed in monotherapy,
add on therapy, exercise induced asthma, and
treatment with co-existent allergic rhinitis.
Other issues such as adverse effects and use in

other special populations were discussed.

IgE update

This expensive, injection based therapy is to be
considered for patients with severe asthma,
especially those requiring systemic steroids. This
should be recognized by the family physician as
a potential therapy, but will be provided in
specialized centers. A full work-up to investigate
why the standard therapy has not allowed
control, should occur prior to starting this
therapy, and is the rationale behind why expert
consultation should be had prior to this
medication being used. Assessment of efficacy
should be performed at six months to decide

on continuation of the medication.

LABAs

Studies were reviewed on the use and safety of
LABAs. This was the most controversial part of
the weekend, especially in light of the recent
USA SMART study and the concern of mortality
in a subset of patients on monotherapy with
LABA.

Airway Inflammation

There is no question that measurement of
markers of inflammation would assist in the
management of asthma. Induced sputum and
exhaled nitric oxide can indicate eosinophilic
inflammation and help decide diagnosis and

further therapy.

Family Physician Airways Group of Canada
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Asthma Education

Asthma is a disease that should be controlled, but
frequently is not. Education to change behavior is
the only way that the gap between treatment
efficacy and effectiveness can be closed. We
understand that Asthma is a chronic disease that
can be controlled with medications, device
technique, environmental adjustment, and review.
Certified asthma educators are a resource that we
have in Canada, use them!

Asthma in ICU

GINA did not have a section on this and a case
based program will be created on this, not to be
a part of the document for FPs, but will be web
linked. In addition, there is clearly a relationship
to the ER management of asthma.

Occupational asthma

New adult asthma should have the diagnosis of OA
considered, as people who are sensitized to work
exposures, may well develop a severe fulminant
form of the disease. New onset adult asthma should
be considered for OA, and referred accordingly. A

list of OA resources need to be created.

CTS Asthma website

Discussion occurred as to how it will be set up and
even more importantly, who is the target
audience? It needs tools, links to useful websites
with resources (such as inhaler technique).
Marketing of the site is important. Should the site
be coordinated with others?

Continuum
The diagram was reviewed and revised to iterate

the new areas of emphasis.

Alan Kaplan, MD CCFP(EM)



Pediatric Asthma

Lack of evidence on the use of
long-acting [$,~agonists (LABAs)
Dr. Alan Kaplan, MD CCFP(EM)
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pproximately one million Canadian children have

asthma. Many are treated with a combination of med-
ications often including long-acting 3,-agonists (LABAs)
which are in a class known as bronchodilators.

There is incredible data regarding the safety, efficacy,
improvement in quality of life, and exacerbation prevention
in the use of the combination of inhaled steroids and LABAs
in adults. Efficacy and safety data for the paediatric market,
however, is often incomplete; instead relying on extrapolat-
ing adult data. This adult data is now being called into
question due to the recently published SMART Trial.

Recent commentaries published in The Lancet', CHEST**
and The New England Journal of Medicine* put into question
the safety of LABAs.

Dr. H. Bisgaard and Dr. S. Szefler in The Lancet question
the current approach to treating childhood asthma with
these medications: “(...) there is no evidence to support the
use of LABAs as standard add-on treatment in paediatric
asthma and children are rapidly being switched to
treatment with LABAs in the absence of paediatric data”
and, “(...) it is appropriate that physicians, parents of
patients and patients are made aware of this lack of
evidence”.

The SMART data involved a study of monotherapy of
Asthma with Salmeterol. Being that Asthma is an inflamma-
tory disease, in hindsight it is clear that asthma should not
be treated in the absence of an anti-inflammatory. It is also
known that in a certain genotype®, there is an increased risk
of tachyphylaxis from continued use of $3,-agonists, which
will worsen the disease. Unfortunately, a subset of young
male African Americans had an increased risk of mortality
in the study, thus bringing up the issues written above.
Again, however, this was a study of monotheraopy with
LABAs in asthma, which is not how they are prescribed
when in combination therapy such as Advair or Symbicort.
Some may say that 48% of patients went into the study on
ICS, but the data is unclear on how many patients
remained on ICS, thus we must assume that a significant
number of patients were on LABA alone. It was also not a
study of patients with COPD, wherein LABAs are an
approved monotherapy.

Over the past twelve months, both the FDA and Health
Canada have initiated reviews on LABAs. In early March, the
U.S. FDA strengthened the warnings for drugs containing
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long-acting beta-agonists (including salmeterol and fluticas-
one/salmeterol combination therapy). “Long-acting
beta-adrenergic agonists may increase the risk of asthma-
related death, therefore, when treating patients with asthma,
physicians should only prescribe Advair® for patients not ade-
quately controlled on other asthma-controller medication
(low-to-medium dose inhaled corticosteroids) or whose disease
severity clearly warrants initiation of treatment with two
maintenance therapies”.

Dr. ED. Martinez in The New England Journal of Medicine*
mentions that for patients taking long-acting beta-agonists,
there is “an increased incidence of serious asthma related
events... in both patients who were using inhaled corticos-
teroids concomitantly and those who were not”. He also adds
that because of the “increased risks of severe exacerbations of
asthma and of death from asthma in a small but not inconse-
quential subgroup of patients regularly taking long-acting
beta-agonists”.

Dr. ED. Martinez, in a follow-up comment in The New
England Journal’, reinforces that it “would be truly irresponsible
to induce in physicians a false sense of security regarding the
safety of long-acting beta-agonists when prescribed in combi-
nation with inhaled steroids.” In fact, “In patients with mild
to moderate asthma, inhaled corticosteroids should be used in
sufficient amounts to control chronic symptoms. If symptoms
cannot be controlled in this way, some such patients may also
benefit from the addition of leukotriene-receptor antagonists
or low-dose theophylline therapy. With adequate doses of
inhaled corticosteroids and other treatments, long-acting beta-
agonists should not usually be needed.”

Although Health Canada has not yet tightened its restric-
tions for LABAs, the recent decisions by the United States and
by other countries (which include precautions on the possibil-
ity of death due to these agents), it seems that stricter
restrictions or label changes might be introduced in the
Canadian market as well.

Catherine Lemiere, the chief author of the most recent
Adult consensus guidelines was the lead author of an article in
CMAJ° which stated that initial maintenance therapy with
combination products for mild asthma was expensive and
likely unnecessary to gain control of these asthmatics. 