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As we stand at the brink of revisions to existing child-
hood asthma guidelines for South Africa we need to
consider wisely our needs so that we enter into the
process with a clear mandate and knowledge of expec-
ted outcomes. Simply revising guidelines based on new
scientific evidence alone will not necessarily improve
outcomes for South African children with asthma.

WHAT IS NEEDED IN NEW CHILDHOOD
ASTHMA GUIDELINES?

Many guidelines have been published in the last 2
years for the treatment of asthma.' Two of these have
included management principles for children. It seems
that asthma diagnosis and treatment is very similar in
older children and adults, and it seems appropriate that
the principles of asthma management used in adults
can be extrapolated to older children, with minor modi-
fications. In this regard all guidelines are clear. It is
however obvious to practising doctors that the prob-
lem in asthma management of children lies in the diag-
nosis and treatment of preschool children. This is an
age category where problems have been identified but
only one of the new guidelines includes an attempt to
unravel these problems. Broadly speaking this age
group requires attention in two major areas. These are
‘diagnosis of asthma’ against the background sea of
wheeze and chronic cough, and ‘management of asth-
ma’ based on principles of drug selection and assess-
ment of control and risk to determine success of thera-
py. New South African guidelines need special focus on
the preschool asthmatic.

The new buzz word in asthma guidelines is assess-
ment of control. However, this approach has not been
universally accepted. The new National Asthma
Education and Prevention Program asthma guidelines®
have suggested a unique new approach that crosses
the divide between proponents of asthma severity
assessment as a treatment selection approach and pro-
ponents of assessment of control as a monitoring tool.
Neither tool is, on its own, the ultimate solution. By
building in tools for determining risk, we can for the
first time hope to solve the problem of unchecked asth-
ma morbidity.

INCLUSION OF NEW THERAPIES AND
NEW TREATMENT STRATEGIES

Two new treatment strategies for young children with
asthma are being expounded in the literature. The first
is the concept of ‘episodic asthma’ or viral-induced
asthma exacerbations which may require only episodic
treatment with a leukotriene receptor antagonist.*®
The second approach which has wide appeal is that of
single maintenance and reliever therapy (or SMART).
This strategy is only possible with budesonide/for-
moterol because of the immediate onset of action
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CHALLENGES?

properties of formoterol. Both these strategies need
serious review because both promote the important
outcome of patient adherence.

WHAT ELSE SHOULD GUIDELINES SAY
ABOUT ASTHMA?

What is often lacking in conventional asthma guidelines
are statements about the lack of success in managing
asthma to date. There is now significant evidence from
South Africa that both asthma morbidity and mortality
are unacceptably high. It may be pertinent to spell this
out to practitioners in order to motivate change. Clearly
the soft-sell approach is not working.

The new Global Initiative for Asthma (GINA) guidelines
have stressed assessment of asthma control as the
important end-point of asthma management. They
include suggested methods for assessing control but
these seem insufficient for assessing asthma in chil-
dren. Some deficiencies are suggested in Table I.
Some useful additional tools may include lung function
(including impedence oscillometry) and measurement
of exhaled nitric oxide (FeNO).

Table |. Some deficiencies in present asthma
guidelines

* Do not stress the importance of measuring
inflammation

e Limited by patient/parental recall

e Current pulmonary function tests are often
problematic in young children

* No assessment of systemic/extrapulmonary disease
status

* Need greater emphasis on monitoring medication
side-effects

* Failure to stress non-medication reasons for poor
asthma control

The point about systemic inflammation emphasises
the importance of treating and controlling other atopic
conditions, especially allergic rhinitis. A serious weak-
ness of current South African asthma guidelines is fail-
ure to incorporate allergic rhinitis control as an impor-
tant end-point. While current guidelines mention aller-
gic rhinitis, they do not suggest therapeutic strategies,
nor assessment of its control. Uncontrolled allergic
rhinitis limits asthma control.

Step-wise increases in asthma severity and medication
use create the impression that medication selection is
the most important step in asthma control. However, it
is now quite clear that in poor asthma control, in most
patients the commonest reasons are:

e Poor adherence to regular controller medication
« Inability to use inhaler devices correctly
e Uncontrolled allergic rhinitis

Future asthma guidelines need to stress these inter-
ventions as the first port of call in an asthmatic not
responding to initial medication.
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Finally, I would hope that new guidelines balance the
assessment of control with that of managing ‘future
risk’. Future risk includes prevention of exacerbations,
death, remodelling, unnecessary cost and medication
adverse events. This may mean that immediate symp-
tom control alone is insufficient to predict long-term
outcome.

HOW SHOULD WE MAKE THE MESSAGE
OF GUIDELINES CLEARER?

At last organisations involved in asthma care in South
Africa have woken to the need for more than guideline
publication. The National Asthma Education Pro-
gramme (NAEP) has appointed Prof Bob Mash to
analyse and investigate pathways for better implemen-
tation of guidelines. This programme known as the
‘Guidelines Implementation Project’ is now in its sec-
ond year and great strides have been achieved.

A clear message from this project is that publication of
guidelines in the medical press is hopelessly inade-
quate. In fact guideline implementation requires a part-
nership of all role players, namely doctors, nurses,
pharmacists, funders and government.

A key message here is not to forget the importance of
pharmacists in the message of asthma control. The
pharmacist dispenses inhalers and other asthma
devices and is the ideal person to promote adherence
and correct inhaler device use among patients. ‘Buy-in’
from the Pharmaceutical Council may be necessary to
promote pharmacist involvement.

Any guideline is only as useful as the change it brings
about in patient-centred asthma control. Ignoring the
patient and attempting to drive better asthma control
through doctors is bound to fail. Most studies of asth-
ma control have found that patient education is the
most important aspect of better control. Once patients
are empowered to understand and control their dis-
ease, better outcomes are guaranteed.

Finally, all this will be in vain if funders and govern-
ments are not brought into the fold. What is urgently
required is dialogue with these organisations to

impress the importance of following a single guideline
which imparts the best treatments and focusing these
players on the importance of cost-effectiveness stud-
ies rather than promoting the cheapest range of drugs.

CONCLUSION

It must be obvious that revision of paediatric asthma
guidelines is an onerous task. It requires serious con-
sideration and the input of a range of role players. |
trust this will happen soon and that we can look for-
ward to truly ground-breaking South African childhood
asthma guidelines.
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