Protocol to identify potential severe asthma in UK primary care
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Introduction

« Severe asthma affects 5-10% of the total asthma population! and should be managed in specialist
care.?3
* However, the true size of the severe asthma population may be considerably larger, due to mis-
diagnosis in primary care resulting in under-referral and under-treatment.
* We hypothesise that many patients who could have severe asthma in primary care:
o are not referred to specialist severe asthma care and so remain hidden and/or

Results

« 207,557 patients, aged = 16 years with a current asthma diagnosis and receiving 21 asthma treatment,
were selected from the OPCRD database.
+ 8% of the OPCRD patients were found to have potential severe asthma (i.e. GINA 2018 Step 4 and 22
exacerbations OR at Step 5) (Figure 2).
o Of these, 72% were unreferred (hidden) and 28% were referred to specialist care.

Table 2: Comparison of the characteristics of patients with potential severe and high

maintenance therapy asthma (in primary care (OPCRD database) to those with

confirmed severe asthma managed in specialist care (ISAR) in the UK.
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Figure 2 - ‘Proportion of patients in primary care with (a) high maintenance therapy asthma and
potential severe asthma and (b) for those with potential severe asthma, the proportion hidden
who were not managed in specialist care
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r 3 : blood eosinophil count; CI: confidence interval; FEV,: forced expiratory volume in one second; FVC: forced vital capacity; ICS: inhaled

2. Potential severe asthma NOT
REFERRED (i.e. hidden)

BEC: blood eosinophil count; FEV;: forced expiratory volume in one second; ICS: inhaled corticosteroid; ISAR: International Severe Asthma Registry; LABA: long-
acting B,-agonist; MPR: medication procession ratio; OPCRD: Optimum Patient Care Research Database;

* see methods section for full definitions

(a) OPCRD adherence measured by Medication Possession Ratio (MPR). Poor adherence indicated by <70% days prescribed. ISAR poor adherence indicated
using prescription records and clinical impression

(b) OPCRD population control scores based upon RCP Questionnaire. ISAR population control scores based on ACQ

(c) Spirometry readings based on average maximum value over the preceding 5 years

(d) OPCRD co-morbidities based on ever having a diagnosis

1 Differences most likely due to the selection criteria for ISAR which requires patients receiving Reslizumab to have 23 exacerbations whilst Benralizumab and
mepolizumab require 24 exacerbations before initiationt-8

1 different co-morbidity rates likely due to self-reporting data capture

corticosteroid; ISAR: International Severe Asthma Registry; LABA: long-acting ,-agonist; MPR: medication procession ratio; OPCRD: Optimum
Patient Care Research Database

* see methods section for full definitions

(a) OPCRD adherence measured by Medication Possession Ratio (MPR). Poor adherence indicated by <70% days prescribed. ISAR poor
adherence indicated using prescription records and clinical impression

(b) OPCRD population control scores based upon RCP Questionnaire. ISAR population control scores based on ACQ

(c) Spirometry readings based on average maximum value over the preceding 5 years

(d) OPCRD co-morbidities based on ever having a diagnosis

T Differences most likely due to the selection criteria for ISAR which requires patients receiving Reslizumab to have 23 exacerbations whilst
Benralizumab and mepolizumab require 24 exacerbations before initiationé-2

I different co-morbidity rates likely due to self-reporting data capture

I Global

* 216 yearsof age
¢ >1 asthma medication \
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