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Asthma Mortality

• UK national review of asthma deaths 2014 
suggested deficiencies in basic care

– > 80% deficiencies in acute or preventive care

– 45% died without seeking help

– Diagnostic process unclear



Asthma mortality disparities in NZ



Despite this there are also treatment 
disparities

• Maori and Pacific children more likely to 
receive oral steroids and nebulisers

• But less likely to receive ICS

• Less likely to receive asthma education

• Less likely to be given an action plan

Crengle, Thesis  2008
Gillies, Prim Care Resp J 2013



Adherence (world-wide data)

• Only 30 - 50% of asthma patients are well 
controlled (adults and children)

• Compliance with ICS preventers only 20-30%

• 34% of patients with uncontrolled asthma use 
a preventer less than once per week

• Adherence has not improved in the last 3 
decades

Rabe JACI 2004
Reddell MJA 2015
Bender JACI: In Practice 2016



Bottom line

• Writing a prescription is not enough



The Guideline



Major changes for 2020

• Adolescents moved to adult guide (AIR 
therapy)

• Clarification of preschool diagnosis and 
treatment



Goals from the guideline

• All aspects of the health system will support 
better asthma care, aiming to decrease 
inequities and improve outcomes

• Māori children have asthma outcomes equal 
to non-Māori and non-Pasifika children

• Pacific children have asthma outcomes equal 
to non-Pacific & non-Māori children



Asthma management as a continuous 
cycle of monitoring and reassessment

• Requirement for follow up  and repeated 
review

• Change from episodic health care

• Use of recall systems



Goal: All children who have asthma are 
correctly diagnosed promptly 

• Diagnosis in children 

– based on having characteristic symptoms in 
absence of another cause 

– AND assessing response to treatment



Likelihood of Asthma

Decr Likelihood

• Lack of interval 
symptoms

• Isolated cough

• Moist cough

• Dizzy/light-headed

• Stridor

• Signs of specific disease



Red Flags

• Daily or constant symptoms

– Infant with wheeze every day since birth

–Daily wet or moist cough

• Failure to thrive

• Digital clubbing





• Current paradigm

– < 1 year “acute bronchiolitis”

– 1 – 4 year “pre-school wheeze”

– > 4 year asthma

What age do we diagnose asthma?



Pre-School Wheeze

• Two distinct groups
– Those who only wheeze with viruses (infrequent)

– Those with frequent wheeze

– Pattern does not predict later asthma or not

• Only regular wheezers (incl those with frequent 
viral exacerbations) benefit from preventers →
treat as asthma

• Can swap groups – review and trial off meds each 
3 months





Goal: All children with asthma are assessed 
for their severity, control and future risk 



Goal: The right step of medicine in the right 
device is used for the age and symptoms of the 

child 

• Maximize quality of life (reduce symptoms)

• Reduce risk of flare ups

• Avoid adverse treatment effects

• Utilising a step-wise approach to management









Klok, ERJ, 2014

Goal: For all children with asthma it should be 
clear if ICS should be prescribed, and if so, a 

prescription given and the medicine taken



Assessing adherence

• Prescribing records

– At the Practice

– Pharmacy database

• Self report – “How often do you forget to take 
your inhaler in a week?”

• Physician judgement

• Electronic monitoring devices



Goal: The correct inhaler device is 
considered and age appropriate 

• Spacer with mask – < 2 years

• Spacer no mask – transition 2 – 4 years

– Improved lung deposition by 60%

– Not when severe exacerbation



• Turbuhaler - from 5 - 7 years

• MDI alone – never (possible from 8 years)



NZ children

• Only 80% of children under 6 use a spacer

• Only 30% of children over 7 use a spacer

• Less than 35% given an action plan

Crengle NZMJ 2011
Crengle Thesis 2008



Assessing inhaler technique: Check 
every visit

• Only 7 - 22% have had technique tested

• 20 - 50% of health professionals incorrect 
technique! 

– up to 85% for dry powder inhalers

• Repeated education necessary

• Dry powder inhalers take 3 sessions

• Skills decay over 2-6 weeks



Goal: Identify and address personal, whānau or 
environmental factors which may be unsettling 

asthma

• Influenza vaccination

• Smoke exposure

• Allergen avoidance

• Anxiety and psycho-

social triggers

• Associated conditions

– Rhinitis/OSA



Goal: Achieving effective self/family 
education and management

• Good asthma education

– Enhances health-literacy

– Enhances self-efficacy

• Asthma Health Literacy for Maori Children in 
NZ Report 2015



Whanau reported:

• Not having adequate knowledge

• < 50% understood what asthma is

• 1/3 not knowing how to seek urgent help  

• Not being listened to

• Too much information at once

• Not being taught “why”



“The responsibility for health literacy lies 
primarily with health professionals”

- Asthma Health Literacy For Maori Children Report 2015



Education takes time and repeated 
effort

• Education at every visit (chunks)

• Incorporate a variety of media

• Build rapport by building partnership

• Use a shared language for better 
understanding
– “Puffers”

– “Relievers and Preventers”

– “Flare ups”

• Goal is improved self-management



Goal: All children with asthma should be 
provided with an asthma action plan

Asthma Foundation NZ



Goal: All children should be managed to 
avoid life-threatening asthma or death







Summary

• Ensure and review diagnosis
• Manage disparity and inequity
• At every visit:

– Check control
– Check adherence
– Check technique
– Check action plan
– Provide a chunk of education

• During acute care ensure preventive care 
provided 




