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Asthma and chronic obstructive pulmonary disease (COPD) are common respiratory conditions with
a significant burden of disease. An estimated 2.7 million (11%) people in Australia report having
asthma. COPD affects around one in seven adults over the age of 40 years in Australia and rises to
29% among people aged 75 years and older.}2

Optimal management of asthma and COPD requires non-pharmacological and pharmacological
strategies to optimise function through symptom relief and reduce the risk of exacerbations. The
mainstay of pharmacological treatment is inhaled therapy with bronchodilators and corticosteroids
delivered via pressurised metered dose inhalers (pMDIs), breath-actuated (BA)-pMDIs, soft mist
inhalers (SMls) and dry powder inhalers (DPIs).

Choosing the right device for the individual patient is crucial to ensuring correct technique and
improving the likelihood of good adherence to therapy.? Inhaler devices vary widely with regard to
technique, patient suitability and patient preference.® Optimal inhaler technique is critical to optimal
disease outcomes. Up to 94% of patients do not use their inhaler device correctly, resulting in
inadequate dosing, suboptimal disease control, worsening of quality of life, and increased hospital
admissions and mortality.* Older age, cognitive impairment, multiple devices and lack of previous
training are all risk factors for poor inhaler use and adherence.’

Inhaler device technique should be assessed and optimised at every opportunity.! Inhaler device
polypharmacy should be minimised by use of single-inhaler dual and triple therapy, where possible.

Inspiratory flow rate

A number of device-related factors influence aerosol deposition in the airways, including particle
size, aerosol velocity and duration, expiration prior to inhalation, inspiratory flow rate and volume,
internal resistance of inhaler and duration of breath-hold.®

A common error with all inhalers involves incorrect inspiratory flow rate.” The patient’s inspiratory
volume and flow rate are important patient-related factors influencing aerosol deposition in the
airways. Each inhaler device has its own unique optimal peak inspiratory flow rate (PIFR).2

For pMDlIs, BA-pMDlIs and SMs, inspiratory flow rate should be about 30 L/min to minimise
deposition in the oropharyngeal area and enhance delivery to the lungs.® Most people inhale far too
quickly using pMDls. The inspiratory flow rate for pMDIS should be slow, steady and deep over 3-5
seconds for adults and 2-3 seconds for children to minimise deposition in the upper airways and
enhance delivery to the lungs.®

For DPIs, 60 L/min is generally accepted to be optimal for most DPIs.2° Children and older adults may
have trouble reaching this inspiratory flow rate; however, most patients with COPD are able to
generate inspiratory flows necessary for effective DPI use.!

Although the optimal flow rate differs between each DPI device due to differences in inhaler design
and internal resistance, the principle remains the same for all — a quick and forceful inhalation over
2-3 seconds is required to deagglomerate the active ingredient powder from carrier powder (usually
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lactose) and aerosolise the particles.® It is important that the inspiratory flow rate at the start of the
inhalation is forceful, rather than gradually increasing.

The internal resistance of DPIs vary, requiring different inspiratory effort to produce sufficient flow
rate.!®* With low resistance devices, patients must inhale faster to generate the power to separate the
active ingredient molecules, which may be difficult in patients with poor lung function.'* Low
resistance DPIs (e.g. Breezhaler) require a minimal inspiratory flow rate of >90 L/min, whereas
medium-resistance DPI (e.g. Turbuhaler, Genuair, Spiromax, Easyhaler) require 50-60 L/min, and < 50
L/min for a high-resistance DP1.*> High resistance devices (e.g. Handihaler) do not require a patient to
inhale as fast, so most patients can effectively use these DPIs regardless of age and disease severity.'*

An In-Check Dial is a hand-held device with an adjustable dial to mimic the internal resistance of
different inhalers. It can be used to identify suboptimal PIFR and help with inhaler device selection
and technique training.®

The National Asthma Council Australia in collaboration with PSA has developed
supplementary labels to be affixed to inhalers in addition to the dispensing label.

Pharmacists are encouraged to assess and correct inhaler technique at every opportunity. Using
these stickers may enable a different starting conversation with the patient. APF26 has a new section
on inhalers, detailing the steps for different types of inhalers.
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Asthma inhaler information cards are also available to help with appropriate selection of labels. A QR
code on the card links to the NAC videos on inhaler technique.

The stickers and cards are now available from Stirling Fildes at stirlingfildes.com.au:

e Supplementary label stickers
e |Information cards
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Selection of the right inhaler is important to ensure that patients with respiratory diseases get the
most benefit from their treatment. Pharmacists should check and correct inhaler technique at every
opportunity. Incorrect inspiratory flow rate is a common and critical error. Pharmacists now have a
useful resource to remind patients of the correct inspiration technique when they use their inhalers.
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o Accuhaler e Handihaler
o Turbuhaler o Ellipta

e Genuair e Spiromax
o Breezhaler e Zonda
o Easyhaler e Ciphaler

* Requires QUICK and DEEP inhalation
(over 2-3 seconds)
» Good for people with normal inspiratory flow

* No need to shake

* Does not require spacer
* Breath actuated
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o All pressurised metered

dose inhalers (pMDI)

* Requires SLOW and STEADY inhalation
(over 3-5 seconds)

* Requires breath/actuation coordination

« Good for poor inspiratory flow

(very young, very old, severe disease) K

« Has a dose counter
» Reduced environmental impact

» Usually has dose counter

» Reduced environmental impact e May not have dose counter
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