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The new UK asthma guideline: meeting the challenge to change
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Effective implementation will require greater provision of tests, services and support for patients and healthcare providers
Asthma is a common inflammatory airway condition that affects around six million people in the UK.1 Despite better understanding of the underlying nature of the condition and greater availability of effective treatments,2 asthma remains a serious challenge.3 Inaccurate diagnosis and delayed access to appropriate treatment are longstanding problems that still disadvantage patients.4-6 Those problems have not been helped by inconsistencies between the guidelines from the British Thoracic Society and Scottish Intercollegiate Guidelines Network (BTS/SIGN)7 and the National Institute for Health and Care Excellence (NICE).8 Furthermore, treatments and approaches have advanced since the BTS/SIGN guidelines were last revised nearly six years ago.9 The new joint BTS/SIGN/NICE guideline’s “focused reset” of approaches to diagnosing and treating asthma is therefore welcome and long overdue.10
On diagnosis, the new guideline emphasises upfront confirmation of inflammatory traits characteristic of asthma—that is, raised levels of blood eosinophils and fractional exhaled nitric oxide (FeNO). Measures of variable airflow limitation (bronchodilator reversibility or peak flow variability) or airway hyper-responsiveness follow later in the diagnostic pathway for adults, as does skin prick testing for allergies in children.
The guideline moves away from starting treatment with inhaled short acting ß2 agonists, instead recommending early initiation of anti-inflammatory treatment based on inhaled corticosteroids. This includes inhalers containing both low dose corticosteroid and the rapid onset long acting ß2 agonist formoterol. The inhaler can be used solely for symptom relief (anti-inflammatory reliever therapy, AIR) or for regular maintenance in addition to symptom relief (maintenance and reliever therapy, MART). Early initiation of inhaled corticosteroids was a cornerstone of the successful Finnish Asthma Programme and is recommended in international guidelines.9 11 12
Other notable features of the new guideline include use of asthma action plans and annual asthma reviews, and increased awareness of how air quality affects patients and the environmental consequences of asthma treatments. The changes are likely to pose challenges to healthcare providers and patients.
How feasible is it to implement the new guideline?
The new diagnostic pathway will be difficult in areas without access to FeNO testing. After NHS England’s national FeNO programme finished in March 2023, around 53% of primary care networks had access to FeNO testing.13 This coverage will decline without investment to provide the necessary equipment, consumables, staff, and infrastructure.14 Incorporation of testing for house dust mite allergy in the diagnostic pathway for children also appears aspirational given skin prick testing is not available in primary care and provision is scarce in secondary care.15
Baseline investigations should inform personalised treatment approaches as well as diagnosis. Where testing is available, identifying patients in whom both eosinophil and FeNO levels are raised is helpful as these individuals are at greatest risk of exacerbations16 and may benefit more from MART. If FeNO and bronchodilator reversibility testing are available together (eg, at a community diagnostic centre), conducting both tests can facilitate early detection of people with partly reversible or fixed airway obstruction.17 These patients may require additional bronchodilator therapy or referral for specialist opinion if they do not respond adequately to medium dose MART.
Although the guideline advises clinicians to consider monitoring FeNO at asthma reviews, the evidence in this area is still evolving. Results of a recent meta-analysis suggest that FeNO guided strategies are more effective than symptom guided strategies at reducing risk and incidence of exacerbations.18 However, the meta-analysis included data from trials conducted in pregnant women19 and respiratory outpatient clinics20 21 rather than primary care, and the FeNO guided interventions and outcome definitions used varied considerably between studies.22 Although FeNO testing in primary care may lead to cost savings from deprescribing of unnecessary medications,13 evidence on its cost effectiveness for asthma diagnosis or management is limited.23
The shift towards use of corticosteroid-formoterol inhalers allows patients more flexibility to adjust their dose to their needs, but monitoring to ensure appropriate usage will be challenging because of variations in optimal dose requirements between individuals and within the same person over time. Overuse may occur in people with a history of high use of short acting ß2 agonists driven by anxiety and habitual behaviours,24 both of which are common even in primary care asthma populations and people with mild asthma.25 26 If not promptly recognised and addressed, inhaled corticosteroid-formoterol overuse may result in corticosteroid overexposure and adverse effects, including osteoporosis27 and impaired glycaemic control.28
Additionally, patients who have used short acting ß2 agonists for a long time may be apprehensive about changing to a new inhaler and unsure about how to adjust their dose. Provision of safe, effective monitoring and support to help patients adopt new inhalers and regimens will require easily accessible, comprehensive training and information resources, and more proactive engagement between clinicians and patients, potentially increasing primary care workload.
The guideline’s recommendation to refer patients with blood eosinophilia or raised FeNO levels to an asthma specialist if they do not respond adequately to medium dose MART regimens may also increase demand for secondary and tertiary care services. Greater availability of community based intermediate care clinics is needed to avoid overwhelming those services.
The new guideline advocates a shift towards early identification and treatment of airway inflammation in people with asthma, and this is welcome. Translating its recommendations into better clinical outcomes, however, requires sufficient investment to ensure prompt access to the right tests and services, and appropriate training and resources for clinicians, patients, and healthcare services to meet the challenge to change.
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