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Many national and international asthma guidelines
contain strong evidence-based recommendations
for the provision of written asthma action plans to
patients with asthma. In an editorial in this
journal in 2004,1 Gibson highlighted the mismatch
between the available evidence for the efficacy of
written action plans2 and for their components,3

and the proportion of patients who had been given
a written action plan. Since then, there has been
further evidence of the decline in patient
ownership of action plans.4 Insight into reasons
behind the lack of adoption of asthma action plans
has come from several sources. Goeman and
colleagues found that general practitioners (GPs)
place a low priority on action plans, particularly
those plans that encourage self-management.5

Jones and colleagues highlighted the negative
effect — on clinicians’ use of action plans — of
confusion about what the instructions should be,
and concerns about whether self-management was
an appropriate strategy.6

It has been known for some time that the
attributes of guidelines themselves affect the
likelihood of their uptake, with vague and non-
specific guidelines less likely to be adopted.7 The
lack of clearly-defined protocols for action plans is
a significant disincentive for their use.8 This
immediately highlights a current problem with the
specific content of asthma action plans, because of
recent evidence about some action plan
components which were originally considered to be
‘standard’. The action plans which were included
in the original Cochrane review used a wide range
of trigger points and interventions,3 but most
included an instruction to patients to double the
dosage of their inhaled corticosteroid (ICS)

treatment at the start of an asthma exacerbation,
and to initiate a course of oral corticosteroids for
more severe episodes. However, several recent
placebo-controlled clinical trials have shown that
doubling of ICS dose is not effective in the
management of asthma exacerbations.9-12 The
removal of this option leaves a conspicuous gap in
the current options for construction of an action
plan. Oral corticosteroids are cheap and effective
in the treatment of severe exacerbations. However,
further information is needed about the extent to
which patients, with their known reluctance to use
corticosteroid medications,13,14 would accept an
action plan which moved straight from short-acting
ß2-agonist to oral corticosteroids. As such plans
would result in increased use of oral corticosteroids
in the community, more data are also needed about
the potential for overuse of oral corticosteroids and
for cumulative side-effects.

Although doubling of ICS dose is now known to be
ineffective, several studies have provided evidence
for the efficacy of higher-dose ICS as an inter-
mediate step in the management of exacer-
bations.15 A similar approach was also used in
several open-label studies of so-called Adjustable
Maintenance Dosing using Symbicort® (combination
inhaled corticosteroid — budesonide — and rapid-
onset, long-acting ß2-agonist — formoterol). For
example, in the study by Ind and colleagues,16

patients were reduced to a low maintenance dose
of Symbicort® and were instructed to increase the
dose to four puffs twice daily for up to 14 days for
specified changes in symptoms (night waking on
two consecutive nights, or reliever use ≥3
times/day); this treatment was compared with a
higher fixed dose of Symbicort®. Although the
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concept of Adjustable Maintenance Dosing was
subsequently abandoned by the sponsor company in
favour of a more flexible dosing regimen,17 it
provides a useful model for the systematic use of
what was essentially a written asthma action plan.
The clinical outcomes of the study showed that,
with the use of a written action plan, patients
could be managed on a lower maintenance dosage
of Symbicort®.16

In this issue of the Primary Care Respiratory
Journal, the paper by Haughney et al.18 touches on
an issue relevant to action plans — the reporting
of the validation of a modified Patient Enablement
Instrument (PEI) at the end of the study by Ind and
colleagues.16 These results provide an interesting
insight into the potential effect of written action
plans on patient attitudes. Enablement refers to a
concept describing a patient’s ability to cope with
their disease and to have greater responsibility for
their own care. Similar concepts have been
described for asthma in terms of autonomy,19

participatory decision-making style,20 and locus of
control.21 The PEI used in the Haughney study18 —
modified specifically for asthma — asked patients
about the impact of their recent asthma
treatment regimen on several features of self-
management efficacy. The authors report that
patients receiving the adjustable maintenance
treatment regimen had significantly higher PEI
scores than patients receiving a higher fixed dose
of Symbicort®,18 even though clinical outcomes in
the two groups were similar.16 This suggests that
the first-hand experience of using a formal written
action plan within the structured environment of
a clinical trial may have led to patients feeling
better able to cope with their asthma (in the
future) than patients for whom worsening asthma
had been handled only in the conventional fashion
by contact with the study investigator. For the
study as a whole, about 80% of participants in the
adjustable maintenance dosing arm reduced their
Symbicort® dose below the starting level, and
almost 30% increased their dose to 8
inhalations/day at least once during the
treatment period.16

A similar action plan was studied in a recent
Canadian study.22 Patients attending a respiratory
physician were asked to evaluate three action
plan templates. Two were “traditional” action
plan templates on which the physician was to
mark in the criteria for an increase in dose plus
the actual dose adjustment, and the third was a
simplified action plan which specified a
quadrupling of inhaled corticosteroid dose for 14
days when asthma symptoms were increased for
two days. To the authors’ surprise, participants

preferred the two traditional action plan
templates over the simplified plan, although it
was not clear whether this was because they
preferred a more personalised plan, or that they
equated complexity with efficacy, or that they
disliked the concept of a quadrupling of inhaled
corticosteroid dose. However, in contrast to the
study by Haughney and colleagues, these patients
were only required to comment on the action plan
template and did not have the opportunity to use
it themselves. Nevertheless, this study indicates
the complexity involved in the design and testing
of action plans. 

For patients using combination ICS/long-acting
ß2-agonist therapy, further developments have been
occurring in the management of worsening asthma.
For patients using a budesonide/formoterol
combination, there are several very promising
studies showing reduced exacerbations when the
medication is used both for maintenance therapy
and as-needed for symptom relief.17 The same
approach is not appropriate for patients using a
fluticasone/salmeterol combination (because of the
slower onset of action of the salmeterol relative to
formoterol), but it is possible that patients are
already effectively adjusting their dose up and
down to some extent according to their current
status.14 For patients using a fluticasone/salmeterol
combination inhaler, the addition of a high-dose
fluticasone inhaler may be an intermediate step
before use of oral corticosteroids,15 but the
effectiveness and patient acceptability of this
approach need to be evaluated formally.

Given the complexity of current therapeutic
options for maintenance management of asthma,
the needs of clinicians for simplicity in guidelines,
and the desire of patients for individualised
management, it is important that rapid progress
should be made in developing and validating
action plans for each of the common forms of
asthma treatment. Clinicians need practical
evidence-based advice about how to select and
construct the most effective and appropriate
action plan for all of their patients.
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