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Update on medications – 
management of asthma in adults 
and children
rUth MorroW, aDvaNceD Nurse PractitioNer (Primary care)  
aND reGistereD Nurse PrescriBer

a recent study of 8,000 patients in 11 european coun-
tries showed that the levels of asthma control was low 
with 45% of respondents having uncontrolled asth-
ma. acute exacerbations were common, with 44% of 
respondents reported having used oral steroids for 

asthma in the previous 12 months, 24% had visited an emergency 
department and 12% had been hospitalised. more worryingly, 
more than 80% of respondents who had an acute exacerbation 
considered their asthma to be controlled. of those who had an 
exacerbation requiring oral steroids, 75% regarded their asthma 
as not serious (Price et al, 2014).

this article focuses on drugs which the practice nurse may 
encounter on a daily basis through caring for adults and children 
with asthma. it will address the newer drugs on the market which 
require the practice nurse to provide ongoing support, education 
and monitoring for the patient. Keeping in mind, the one airway 
concept, the article will focus drugs used to treat upper airway 
conditions such as chronic and seasonal allergic rhinitis.

it is important when considering prescribing any drug that the 
benefits outweigh the risks and patients should be counselled 
on potential side effects and management of these. Where at all 
possible, medication should be administered via inhalation to 
reduce the risk of systemic absorption and side effects. For the 

majority of patients with asthma, inhaled medication is the route 
of administration of choice as it targets the airways and minimis-
es the risk of systemic side effects. However, some patients will 
require oral medications such as leukotriene receptor antagonists 
and theophyllines to gain optimal control of their asthma. all pa-
tients should be educated in inhaler technique and re-assessed 
at every visit thereafter. 

adherence to medication is of paramount importance and 
every effort should be made to ensure optimal adherence so as 
patients have optimal quality of life and minimal disruption to 
their lives. a recent study has shown that 50% of people adhere 
to their prescribed medication. saving medication until it is 
needed, fear of becoming addicted, or, the health professional 
didn’t listen, are amongst reasons given by patients in a recent 
iNca study (costello et al, 2014)

Broadly speaking, respiratory drugs can be classified into:
1. Bronchodilators which may be short-acting or long-acting
2. anti-cholinergics which may be short-acting or long-acting
3. corticosteroids which may be inhaled, oral or intravenous
4. leukotriene receptor antagonists
5. theophyllines which have both bronchodilator and anti-

inflammatory benefits
6. monoclonal antibodies
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the use of combination therapies (corticosteroid and bron-
chodilator) are widely used in asthma from GiNa step 2 upwards 
(GiNa, 2014)

1. Bronchodilators
in 1969, ventolin, the first selective short-acting Beta2 agonist 
for asthma was launched (www.health.gsk.ie accessed 7th august 
2014). Bronchoconstriction occurs when the Beta 2 receptors 
become hyper-responsive in response to a stimulus such as an 
allergen, smoking or occupational exposure causing wheezing, 
coughing and shortness of breath. Bronchodilators are drugs 
which act on the Beta 2 receptors in the airways and cause bron-
chodilation and increase airflow of the airway. these can be clas-
sified into short-acting (saBa) and long-acting (laBa) broncho-
dilators; salbutamol (saBa), terbutaline (saBa), salmeterol (laBa, 
formoterol (laBa). these drugs are commonly called “relievers” 
and are recommended as first line treatment for asthma (GiNa, 
2014). However, in asthma it is recommended that, should the 
patient be using the bronchodilator therapy more than twice a 
week, they should be commenced on step 2 of the GiNa guide-
lines (GiNa, 2014). Formoterol/budesonide (symbicort) can now 
be used as reliever treatment following the updated GiNa (2014) 
guidelines. table 1 illustrates the onset of action, side effects and 
method of administration of these drugs. 

2. anti-cholinergic drugs
anti-cholinergic drugs, also known as muscarinic antagonists, 
work by inhibiting the production of acetylcholine by the m1, m2 

It is important 
when considering 
prescribing any drug 
that the benefits 
outweigh the risks 
and patients should 
be counselled on 
potential side effects 
and management of 
these. 

Table 1: Bronchodilator and anti-cholinergic drugs

DrUG naMe ForMUlation DoSe 
FreQUenCy

SiDe eFFeCtS aVailaBility aS 
CoMBination 
theraPy

SteP in Gina 
GUiDelineS (2012)

salbutamol (saBa)
ventolin
Gerivent
Novolizer 
salbutamol
salamol
salbul

inhaler, syrup, nebule, 
intravenous infusion/
injection

up to 4 times per 
day

tachycardia, 
skeletal muscle 
tremor, headache 
and irritability. at 
very high doses, 
hyperglycaemia, 
hypokalaemia.

systemic 
administration with 
syrup or intravenous 
increases the risk of 
side effects.

No
step 1 and all steps

terbutaline (saBa)
Bricanyl

inhaler, injection up to 4 times per 
day

No
step 1 and all steps

salmeterol (laBa)
serevent

inhaler twice daily yes – with 
Fluticasone 
(seretide)

step 2 in 
combination only

Formoterol (laBa)
oxis
Flutiform
Bufomix

inhaler twice daily yes – with 
Fluticasone 
(Flutiform) and 
with Budesonide 
(symbicort)

step 2 in 
combination only

vilanterol and 
Fluticasone furate
relvar

once daily yes

ipratropium 
bromide
atrovent

inhaler, nebule up to four times 
per day

mouth dryness, bad 
taste in mouth

yes – with 
salbutamol
(combivent)
(available only as 
uDu’s)

tiotropium
spiriva

inhaler one daily mouth dryness No step 4
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and m3 receptors. they are slower acting than bronchodilators. 
again, these drugs may be categorised into short-acting (sama) 
and long-acting (lama) anti-cholinergics. ipratropium bromide 
is rarely used in patients with asthma due to the slow onset of ac-
tion but can be used in combination with salbutamol during an 
acute asthma attack and is administered via nebulizer. However, 
it is the bronchodilator of choice in infants under the age of 2 as 
the Beta2 receptors are not fully developed in this age group. as 
a result, bronchodilators such as salbutamol can be ineff ective. 

tiotropium has recently received its licence to be used at step 
4 of GiNa guidelines in addition to inhaled steroids and laBas for 
patients who are uncontrolled.

many of these bronchodilator and anti-cholinergic drugs 
are available in combination preparations either with inhaled 
corticosteroids or with other bronchodilator/anti-cholinergic 
drugs. table 1 illustrates the wide range of combination therapies 
available. combination therapies aid adherence to medication 
regimes and should be considered by the prescriber in collabora-
tion with the patient as a treatment option.  (table 1)

3. Corticosteroids
inhaled corticosteroids (ics) have been long used for the treat-
ment of asthma and are the cornerstone of asthma manage-
ment. oral preparations (ocs) also have a role to play in severe 
asthma and acute exacerbations of both asthma (GiNa, 2014). it 
is thought that corticosteroids have an important eff ect on t-cell 
functioning preventing cytokine synthesis and release which pre-
vents immune cell recruitment and cell activation and indirectly, 
prevents mediator release. tables 2 and 3 illustrate the range of 
corticosteroids available for conditions aff ecting the upper and 
lower respiratory tract.

(table 2 and table 3)

Table 2: Corticosteroids

DrUG naMe ForMUlation DoSe FreQUenCy SiDe eFFeCtS aVailaBility aS 
CoMBination 
theraPy

Beclomethaone
Becotide
Beclazone
Qvar

inhaler twice daily but can be 
used up to four times 
daily

oral candidiasis, dysphonia, 
pharyngitis

No

Budesonide
Pulmicort
Novolizer budesonide

inhaler, respules twice daily but can be 
used up to four times 
daily

yes – with 
Formoterol 
(symbicort)

Fluticasone proprionate
Flixotide

inhaler, nasal 
preparation

twice daily yes – with salmeterol

Fluticasone fuorate
relvar

inhaler once daily yes with vilanterol

mometasone
asmanex

inhaler once daily No

clicesonise
alvesco

inhaler once daily No

Prednisilone
Prednesol
Deltacortril enteric

tablet, intravenous/
intramuscular 
preparation, soluble 
preparation

once daily Prolonged use can cause:
Weight gain, hypertension, 
diabetes, changes in mood, moon 
face, hirsuitism, depression, 
adrenal suppression

No

Acute exacerbations 
were common with 
44% of respondents 
reported having 
used oral steroids 
for asthma in the 
previous 12 months
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Relvar Ellipta is indicated for patients with asthma (≥12 years) uncontrolled  
on inhaled corticosteroids and as needed short acting beta2-agonists1

 The first ICS/LABA combination to 
deliver continuous 24-hour efficacy  
in a practical, once-daily dose1,2

 Delivered in a straightforward device3

 Relvar is generally well-tolerated in 
asthma1

 

NEW

▼This medicinal product is subject to additional monitoring. This will allow quick identification of new safety information.

Relvar®▼Ellipta® (fluticasone furoate/ vilanterol [as trifenatate]) Prescribing 
information
(Please consult the full Summary of Product Characteristics (SmPC) before prescribing)
Relvar® Ellipta® (fluticasone furoate/vilanterol [as trifenatate]) inhalation pow-
der. Each single inhalation of fluticasone furoate (FF) 100 micrograms (mcg) and vilanter-
ol (VI) 25mcg provides a delivered dose of 92mcg FF and 22mcg VI. Each single inhalation 
of FF 200mcg and VI 25mcg provides a delivered dose of 184mcg of FF and 22mcg of 
VI. Indications: Asthma: Regular treatment of asthma in patients ≥12 years and older 
not adequately controlled on inhaled corticosteroids and ‘’as needed” short-acting inhaled  
β2-agonists, where a long-acting β2-agonist and inhaled corticosteroid combination is 
appropriate. COPD: Symptomatic treatment of adults with COPD with a FEV1<70% pre-
dicted normal (post-bronchodilator) and an exacerbation history despite regular bron-
chodilator therapy. Dosage and administration: Inhalation only. Asthma: Adults and 
adolescents ≥12 years: one inhalation once daily of: Relvar 92/22mcg for patients who 
require a low to mid dose of inhaled corticosteroid in combination with a long-acting 
beta2-agonist. If patients are inadequately controlled then the dose can be increased 
to one inhalation once daily Relvar 184/22mcg. Relvar 184/22mcg can also be con-
sidered for patients who require a higher dose of inhaled corticosteroid in combination 
with a long-acting beta2-agonist. Regularly review patients and reduce dose to lowest 
that maintains effective symptom control. COPD: one inhalation once daily of Relvar 
92/22mcg. Contraindications: Hypersensitivity to the active substances or to any of 
the excipients (lactose monohydrate & magnesium stearate). Precautions: Pulmonary 
tuberculosis, severe cardiovascular disorders, chronic or untreated infections, diabetes 
mellitus. Paradoxical bronchospasm – substitute alternative therapy if necessary. In pa-
tients with hepatic with moderate to severe impairment 92/22mcg dose should be used. 
Acute symptoms: Not for acute symptoms, use short-acting inhaled bronchodilator. Warn 
patients to seek medical advice if short-acting inhaled bronchodilator use increases. Ther-
apy should not be abruptly stopped without physician supervision due to risk of symptom 

recurrence. Asthma-related adverse events and exacerbations may occur during treat-
ment. Patients should continue treatment but seek medical advice if asthma symptoms 
remain uncontrolled or worsen after initiation of Relvar. Systemic effects: Systemic effects 
of inhaled corticosteroids may occur, particularly at high doses for long periods, but much 
less likely than with oral corticosteroids. Possible Systemic effects include: Cushing’s 
syndrome, Cushingoid features, adrenal suppression, decrease in bone mineral density, 
growth retardation in children and adolescents, cataract, glaucoma. More rarely, a range 
of psychological or behavioural effects including psychomotor hyperactivity, sleep dis-
orders, anxiety, depression or aggression (particularly in children). Increased incidence 
of pneumonia has been observed in patients with COPD receiving Relvar. Risk factors 
for pneumonia include: current smokers, patients with a history of prior pneumonia, pa-
tients with a body mass index <25 kg/m2 and patients with a FEV1<50% predicted. 
If pneumonia occurs with Relvar treatment should be re-evaluated. Patients with rare 
hereditary problems of galactose intolerance, the Lapp lactase deficiency or glucose- 
galactose malabsorption should not take Relvar. Interactions with other medicinal 
products: Interaction studies have only been performed in adults. Avoid β-blockers. Cau-
tion is advised when co-administering with strong CYP 3A4 inhibitors (e.g. ketoconazole, 
ritonavir). Concomitant administration of other sympathomimetic medicinal products may 
potentiate the adverse reactions of FF/VI. Relvar should not be used in conjunction with 
other long-acting β2-adrenergic agonists or medicinal products containing long-acting 
β2-adrenergic agonists. Pregnancy and breast-feeding: Experience limited. Balance 
risks against benefits. Side effects: Very Common (≥1/10): Headache, nasopharyngitis. 
Common (≥1/100 to <1/10): Candidiasis of the mouth and throat, dysphonia, pneumonia, 
bronchitis, upper respiratory tract infection, influenza, oropharyngeal pain, sinusitis, phar-
yngitis, rhinitis, cough, abdominal pain, arthralgia, back pain, fractures, pyrexia. Uncom-
mon (≥1/1,000 to <1/100): Extrasystoles. Legal category: POM. Presentation and 
Basic NHS cost: Relvar® Ellipta®. 1 inhaler x 30 doses. Relvar Ellipta 92/22 - £27.80 . 
Relvar Ellipta 184/22 - £38.87. Marketing authorisation (MA) nos. 92/22mcg 1x30 

doses [EU/1/13/886/002]; 184/22mcg 1x30 doses [EU/1/13/886/005]. MA hold-
er: Glaxo Group Ltd, 980 Great West Road, Brentford, Middlesex TW8 9GS, UK. Last 
date of revision: November 2013. Relvar® and Ellipta® are registered trademarks of the 
GlaxoSmithKline group of companies. All rights reserved. Relvar® Ellipta® was developed 
in collaboration with Theravance,Inc.

Adverse events should be reported directly to the IMB; Pharmacovigilance Section, 
Irish Medicines Board, Kevin O’Malley House, Earlsfort Centre, Earlsfort Terrace,  

Dublin 2, Tel: +353 1 6764971, Fax: +353 1 6762517, Website: www.imb.ie,  
e-mail: imbpharmacovigilance@imb.ie. Adverse events should also be reported  

to GlaxoSmithKline on Free phone 1800 244 255, Fax 01 4938839 or e-mail  
ireland.drugsurveillance@gsk.com

References: 1. Relvar Ellipta Summary of Product Characteristics. GlaxoSmithKline; 
2013. 2. Bleecker ER et al. Fluticasone furoate/vilanterol 100/25mcg compared with flu-
ticasone furoate 100mcg in asthma: a randomized trial. JACI In Practice 2013 (in press).  
3. Svedstater H et al. Ease of use of a two-strip dry powder inhaler (DPI) to deliver flutica-
sone furoate/vilanterol (FF/VI) and FF alone in asthma. ERS. 2013. 

IE/FFT/0025/14a - Date of preparation: July 2014 
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Prescribing Information (Ireland) SPIRIVA® RESPIMAT® (tiotropium)
Solution for inhalation containing 2.5 microgram tiotropium (as bromide 
monohydrate) per puff. Indication: COPD: Tiotropium is indicated as a 
maintenance bronchodilator treatment to relieve symptoms of patients with 
chronic obstructive pulmonary disease (COPD). Asthma: Spiriva Respimat 
is indicated as an add-on maintenance bronchodilator treatment in adult 
patients with asthma who are currently treated with the maintenance 
combination of inhaled corticosteroids (≥ 800 μg budesonide/day or 
equivalent) and long-acting β2 agonists and who experienced one or more 
severe exacerbations in the previous year. Dose and Administration: Adults 
only age 18 years or over: 5 microgram tiotropium given as two puffs from the 
Respimat inhaler once daily, at the same time of the day. Contraindications: 
Hypersensitivity to tiotropium bromide, atropine or its derivatives, e.g. 

ipratropium or oxitropium or to any of the excipients; benzalkonium 
chloride, disodium edetate, purified water, hydrochloric acid 3.6 % (for pH 
adjustment). Warnings and Precautions: Not for the initial treatment of 
acute episodes of bronchospasm or for the relief of acute symptoms.  Spiriva 
Respimat should not be used as (first-line) monotherapy for asthma. Asthma 
patients must be advised to continue taking anti-inflammatory therapy, 
i.e. inhaled corticosteroids, unchanged after the introduction of Spiriva 
Respimat, even when their symptoms improve. Immediate hypersensitivity 
reactions may occur after administration of tiotropium bromide solution 
for inhalation. Caution in patients with narrow-angle glaucoma, prostatic 
hyperplasia or bladder-neck obstruction. Inhaled medicines may cause 
inhalation-induced bronchospasm. Caution in patients with known cardiac 

rhythm disorders. In patients with moderate to severe renal impairment 
(creatinine clearance ≤ 50 ml/min) tiotropium bromide should be used 
only if the expected benefit outweighs the potential risk. Patients should 
be cautioned to avoid getting the spray into their eyes. They should be 
advised that this may result in precipitation or worsening of narrow-angle 
glaucoma, eye pain or discomfort, temporary blurring of vision, visual 
halos or coloured images in association with red eyes from conjunctival 
congestion and corneal oedema. Should any combination of these eye 
symptoms develop, patients should stop using tiotropium bromide and 
consult a specialist immediately. Tiotropium bromide should not be used 
more frequently than once a day. Interactions: Although no formal drug 
interaction studies have been performed, tiotropium bromide has been used 

Reference: 1. SPIRIVA® Respimat® 2.5μg Summary of Product Characteristics.
ICS: inhaled corticosteroids; LABA: long-acting beta

2
 agonist

SPIRIVA® Respimat®:
New for Asthma

7106 Nursing in General Prct IRE 297x420 DPS_AW.indd   2 24/10/2014   15:22



Add-on maintenance bronchodilator treatment for adult 
asthma patients treated with maintenance combination of 
ICS (≥800 μg budesonide/day or equivalent) and LABA who 
experienced ≥1 severe exacerbations in the previous year1

concomitantly with other drugs commonly used in the treatment of COPD 
and asthma, including sympathomimetic bronchodilators, methylxanthines, 
oral and inhaled steroids, antihistamines, mucolytics, leukotriene modifiers, 
cromones, anti-IgE treatment without clinical evidence of drug interactions. 
The co-administration of tiotropium bromide with other anticholinergic-
containing drugs has not been studied and is therefore not recommended. 
Fertility, Pregnancy and Lactation: Very limited amount of data in pregnant 
women. Avoid the use of Spiriva Respimat during pregnancy. It is unknown 
whether tiotropium bromide is excreted in human breast milk. Use of Spiriva 
Respimat during breast feeding is not recommended. A decision on whether 
to continue/discontinue breast feeding or therapy with Spiriva Respimat 
should be made taking into account the benefit of breast feeding to the child 

and the benefit of Spiriva Respimat therapy to the woman. Clinical data on 
fertility are not available for tiotropium. Effects on ability to drive and use 
machines: No studies have been performed. The occurrence of dizziness 
or blurred vision may influence the ability to drive and use machinery. 
Undesirable effects: COPD: Common (≥ 1/100 to < 1/10) Dry mouth. 
Uncommon (≥ 1/1000 to < 1/100) Dizziness, headache, atrial fibrillation, 
palpitations, supraventricular tachycardia, tachycardia, cough, epistaxis, 
pharyngitis, dysphonia, constipation, oropharyngeal candidiasis, dysphagia, 
rash, pruritus, urinary retention, dysuria. Asthma: Common (≥ 1/100 to < 
1/10) Dry mouth. Uncommon (≥ 1/1000 to < 1/100) Dizziness, headache, 
insomnia, palpitations, cough, pharyngitis, dysphonia, bronchospasm, 
oropharyngeal candidiasis. Serious undesirable effects include 

anaphylactic reaction and consistent with anticholinergic effects: glaucoma, 
constipation, intestinal obstruction including ileus paralytic and urinary 
retention. An increase in anticholinergic effects may occur with increasing 
age. Prescribers should consult the Summary of Product Characteristics 
for further information on undesirable effects. Pack sizes: Single pack: 1 
Respimat inhaler and 1 cartridge providing 60 puffs (30 medicinal doses). 
Legal category: POM. MA number: PA 775/2/2. Marketing Authorisation 
Holder: Boehringer Ingelheim International GmbH, D-55216 Ingelheim 
am Rhein, Germany. Prescribers should consult the Summary of Product 
Characteristics for full prescribing information. Additional information 
is available on request from Boehringer Ingelheim Ireland Ltd, The Hyde 
Building, The Park, Carrickmines, Dublin 18. Prepared in September 2014.

IRE/SPR–141012d   Date of preparation: September 2014
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4. leukotriene receptor antagonists
leukotriene receptor antagonists (lrtas) block the production 
of leukotrienes. leukotrienes are chemical medical mediators 
produced by cells as a result of an inflammatory response. lrtas 
block the action of this inflammatory response and can contrib-
ute to preventing allergic symptoms both in the upper and lower 
airway. they are licensed for use both in asthma and allergic 
rhinitis and can be introduced at step 2 of the GiNa guidelines 
(GiNa, 2014). lrtas are only effective in approximately 50% of 
patients. it is recommended that a trial is performed for 6 weeks 
and if no improvement, then they should be discontinued (see 
table 4).

5. Xanthines
Xanthines directly relax bronchial smooth muscle and also 
have an anti-inflammatory effect. these drugs are metabolised 
through the liver and their action is increased in patients with 
liver failure and heart failure and decreased by smoking and 
heavy alcohol intake. they interact with a number of drugs such 
as erythromycin and cimetidine as xanthines act on the same 
P450 enzyme. Xanthines have a narrow therapeutic range (27-80 
µmol/l) and blood monitoring is required for patients on these 
drugs to ensure patients do not become toxic and therefore 
increase the likelihood of side effects. table 5 illustrates the range 
of xanthines available. (see table 5).

Where possible, 
medication should 
be administered via 
inhalation to reduce 
the risk of systemic 
absorption and side 
effects.

Table 3: Nasal Preparationsa
DrUG naMe DrUG 

ClaSSiFiCation
DoSe FreQUenCy SiDe eFFeCtS aVailaBility aS 

CoMBination 
theraPy

Fluticasone fuorate
avamys

corticosteroid once daily epistaxis, nasal ulceration No

Fluticasone propionate
Dymista

corticosteroid with 
antihistamine

twice daily epistaxis, nasal irritation, 
unpleasant taste/smell

yes – combined 
with azelastine Hcl

Beclomethasone dipropionate
Beconase
Nasobec

corticosteroid twice daily epistaxis, nasal irritation, 
unpleasant taste/smell, 
throat dryness/irritation

No

mometasone furoate
Nasonex

corticosteroid once daily Headache, epistaxis, nasal 
irritation/ulceration

No

azelastine Hcl
rhinolast

antihistamine twice daily Nasal irritation, taste 
disturbance

yes – with 
Fluticasone 
propionate

Budesonide
rhinocort

corticosteroid Daily or twice daily epistaxis, sneezing, 
stinging, dryness

No

Table 4: Leukotriene receptor antagonists

DrUG naMe ForMUlation DoSe 
FreQUenCy

SiDe eFFeCtS SteP in Gina 
GUiDelineS

montekulast
singulair
montelair

tablet, granules Daily insomnia, disturbed sleep, 
headache, abdominal pain, thirst

Zarfukulast
accolate

tablet Daily



� utiform® (FLUTICASONE PROPIONATE AND FORMOTEROL FUMARATE) PRESSURISED INHALATION SUSPENSION. 
Prescribing Information Ireland. Please read the Summary of Product Characteristics before prescribing.
Presentation: Pressurised inhalation suspension, in a pressurised metered dose inhaler (pMDI), containing � uticasone propionate and 
formoterol fumarate dihydrate at strengths of 50 µg/5 µg, 125 µg/5 µg or 250 µg/10 µg per actuation. Indications: Regular treatment of asthma 
where the use of a combination product (inhaled corticosteroid and long-acting ß2-agonist) is appropriate: For patients not adequately controlled 
with inhaled corticosteroids and ‘as required’ inhaled short-acting ß2-agonist (SABA), or for patients already adequately controlled on both an 
inhaled corticosteroid and a long-acting ß2-agonist (LABA). � utiform 50 µg/5 µg and 125 µg/5 µg per actuation are indicated for use in adults 
and adolescents 12 years and above. � utiform 250 µg/10 µg per actuation is only indicated for use in adults. Dosage and administration: 
For inhalation use. The patient should be shown how to use the inhaler correctly by a physician or other healthcare professional. Patients should 
be given the strength of � utiform containing the appropriate � uticasone propionate dose for their disease severity (note that � utiform  50 µg/5 
µg per actuation is not appropriate in patients with severe asthma). The appropriate strength should be taken as two inhalations, twice-daily 
(normally in the morning and evening) and used every day, even when asymptomatic. � utiform  should not be used in children under 12 years. 
Prescribers should be aware that in asthmatics, � uticasone propionate is as effective as some other inhaled steroids when administered at 
approximately half the total daily microgram dose. Total daily dose can be increased if asthma remains poorly controlled by administering a higher 
strength inhaler. Appropriate doses of the ß2-agonist and inhaled corticosteroid (ICS) in separate inhalers, or the ICS alone, should be prescribed 
if a patient requires doses outside the recommended dose regimens. Patients should be assessed regularly and once asthma is controlled, 
treatment should be reviewed and stepped down to the lowest effective dose, or an ICS alone. It is extremely important to regularly review 
patients as their treatment is stepped down. ICSs alone are � rst line treatment for most patients. � utiform is not intended for initial treatment 
of mild asthma. For patients with severe asthma the ICS therapy should be established before prescribing a � xed-dose combination product. 
Patients on � utiform must not use an additional LABA. An inhaled SABA should be taken for immediate relief of asthma symptoms arising 
between doses. The AeroChamber Plus® spacer device is recommended in patients who � nd it dif� cult to use inhalers; re-titration should always 
follow the introduction of a spacer device. Patients should be advised to contact their prescriber when the � utiform dose indicator is getting near 
zero.Contra-indications: Hypersensitivity to any of the active substances or excipients. Precautions and warnings: � utiform should not be 
used for the � rst treatment of asthma, to treat acute asthma symptoms or for prophylaxis of exercise-induced asthma. It should not be initiated 
during an exacerbation, during signi� cantly worsening or acutely deteriorating asthma, and should not be stopped abruptly. Patients should use 
their � utiform maintenance treatment as prescribed, even when asymptomatic. If a patient experiences serious asthma-related adverse events 
or exacerbations, they should continue treatment but also seek medical advice. Patients should be reviewed as soon as possible if there is any 
indication of deteriorating asthma control. In the case of sudden and progressive deterioration, which is potentially life-threatening, an urgent 
medical assessment should be carried out.  Use with caution in patients with: pulmonary tuberculosis; quiescent tuberculosis; fungal, viral or other 
infections of the airway; thyrotoxicosis; pheochromocytoma; diabetes mellitus (consider additional blood sugar controls); uncorrected 
hypokalaemia; predisposition to low levels of serum potassium; impaired adrenal function (monitor HPA axis function regularly) ; hypertrophic 
obstructive cardiomyopathy; idiopathic subvalvular aortic stenosis; severe hypertension; aneurysm or other severe cardiovascular disorders. There 
is risk of potentially serious hypokalaemia with high doses of ß2-agonists or concomitant treatment with ß2-agonists and drugs that can induce 
or potentiate a hypokalaemic effect. Particular caution is recommended in unstable or acute severe asthma and other conditions when the 
likelihood for hypokalemia adverse effects is increased. Monitoring of serum potassium levels is recommended during these circumstances. 
Formoterol may induce prolongation of the QTc interval. Caution must be observed when treating patients with existing prolongation of QTc 
interval. � utiform should be discontinued immediately if there is evidence of paradoxical bronchospasm. Systemic effects with an ICS may occur, 
particularly at high doses for prolonged periods or when combined with potent CYP3A4 inhibitors, but are less likely than with oral corticosteroids. 
Use of a spacer device may also cause an increased systemic exposure. Increased exposure can be expected in patients with severe hepatic 

impairment. Prolonged treatment with high doses of corticosteroids may result in adrenal suppression and acute adrenal crisis, particularly in 
adolescents and children or potentially as a result of trauma, surgery, infection or rapid dose reduction. Patients should be advised that � utiform 
contains a small amount of ethanol; however this negligible amount does not pose a risk to patients. � utiform is not recommended in children 
under 12 years of age. Interactions: Caution is advised in long-term co-administration with strong CYP3A4 inhibitors (e.g. ritonavir, atazanavir, 
clarithromycin, indinavir, itraconazole, nel� navir, saquinavir, ketoconazole and telithromycin); co-administration should be avoided if possible. 
Ritonavir in particular should be avoided, unless the bene� ts outweigh the risks of systemic side-effects. Caution is advised with use of non-
potassium sparing diuretics (e.g. loop or thiazide), xanthine derivatives, glucocorticosteroids, L-Dopa, L-thyroxine, oxytocin, alcohol or other 
adrenergic drugs. There is an increased risk of arrhythmias in patients receiving concomitant anaesthesia with halogenated hydrocarbons. 
Hypokalaemia may increase the risk of arrhythmias in patients being treated with digitalis glycosides. Concomitant use of ß-adrenergic drugs can 
have a potentially additive effect. Extreme caution should be taken when using formoterol fumarate with drugs known to prolong the QTc interval, 
such as tricyclic antidepressants or MAOIs (and for two weeks following their discontinuation), as well as antipsychotics (including phenothiazines), 
quinidine, disopyramide, procainamide and antihistamines. Concomitant use of an MAOI or a similar agent, such as furazolidone or procarbazine, 
may precipitate hypertensive reactions. ß-blockers and formoterol fumarate may inhibit the effect of each other. ß-blockers may produce severe 
bronchospasm in asthma patients, and they should not normally be treated with ß-blockers including those that are used as eye drops to treat 
glaucoma. Under certain circumstances, e.g. as prophylaxis after myocardial infarction, cardioselective ß blockers could be considered with caution 
Pregnancy and lactation: � utiform is not recommended during pregnancy. It should only be considered if bene� ts to the mother outweigh 
risks to the foetus. It is not known whether � uticasone propionate or formoterol are excreted in breast milk; a risk to the breast feeding infant 
cannot be excluded. A decision should be made on whether to discontinue breastfeeding or discontinue/abstain from � utiform. Side-effects: 
Potentially serious side-effects: hyperglycaemia; depression; aggression; behavioural changes (predominantly in children); paradoxical 
bronchospasm; agitation; vertigo; palpitations; ventricular extrasystoles; angina pectoris; tachycardia; hypertension; dyspnoea; peripheral oedema; 
Cushings Syndrome; adrenal suppression; growth retardation; cataract and glaucoma; hypersensitivity reactions and QTc interval prolongation. 
Please consult the SPC for details of non-serious side-effects and those reported for the individual molecules. Legal category: POM Package 
quantities: One inhaler containing 120 actuations 50 µg/5 µg, 125 µg/5 µg, 250 µg/10 µg Marketing Authorisation numbers: PA 
1688/13/1-3 Marketing Authorisation holder: Mundipharma Pharmaceuticals Limited, Millbank House, Arkle Road, Sandyford, Dublin 18, 
Ireland. Member of the Mundipharma Pharmaceutical Group. For medical information enquiries, please contact info@mundipharma.ie
Date of preparation: January 2013 
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® FLUTIFORM is a registered trademark of Jagotec AG, and is used under licence.
® AEROCHAMBER and AEROCHAMBER PLUS are registered trade marks of Trudell Medical International. 
© 2012 Mundipharma Pharmaceuticals Limited.

Adverse events should be reported. Reporting forms and information can be found at 
http://www.imb.ie/EN/Safety--Quality/Online-Forms/Human-Medicine-Adverse-Drug-Reaction.aspx.
Adverse events should also be reported to Mundipharma Pharmaceuticals Limited on 01 206 3800/1800 991830 
(outside of� ce hours).
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fluticasone propionate/formoterol� utiform is indicated for the regular treatment of asthma in adults and adolescents (12 years and over),
where use of a combination product (inhaled corticosteroid [ICS] and long-acting ß2-agonist [LABA]) is appropriate.
� utiform 250/10µg indicated in adults only.

Rapid onset* and
long lasting ef� cacy**

COMBINATION

Modern aerosol device with 
a patient-facing dose counter1

INNOVATION

Modern aerosol device with 
a patient-facing dose counter

INNOVATION

* Open label study, signi� cant increase in FEV1 5 mins after dosing (p=o.oo1) (Aalbers et al: Onset of Bronchodilation
with � uticasone/formoterol combination versus � uticasone/salmeterol in an open-label, randomised study; Adv Ther 2012)
** 6-12 month open label study, signi� cant improvement in spirometric secondary endpoints vs baseline (Mansur et al,
Long Term Safety and Ef� cacy of � uticasone/formoterol combination therapy in Asthma; JAMP -Vol 25, No0, 2012 p1-10)

NEW

50/5 µg   125/5 µg   250/10 µg

Asthma maintenance 
treatment
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6. Monoclonal antibodies
omalizumab is a monoclonal antibody which forms complexes 
with immunoglobulin e (ige) circulating in the blood. it blocks 
the action of ige by preventing it from attaching to mast cells. 
this prevents the mast cells from degranulating and limits the re-
lease of infl ammatory mediators (oba and salzman, 2004, Walker 
et al, 2004). omalizumab is a treatment option for patients with 
severe allergic asthma who remain uncontrolled despite being 
on maximum inhaled therapy (see table 6)

Conclusion
this article has addressed respiratory drugs which the practice 
nurse may encounter on a daily basis. it is important that patients 
are actively involved in their treatment options and in particular 
their device selection. this will aid adherence and concordance 
with medication regimes. education and informing patients 
about their drugs including mode of action, onset of action 
and side eff ects remain paramount in caring for and managing 
patients with chronic respiratory disease. Patients should have a 
clear understanding as to why they have prescribed their medca-
tions and the reasons why they are required. Having good inhaler 
technique will ensure optimal delivery of drugs to the airways 
and it is every nurses’ responsibility to check this at any opportu-
nity and correct it or change the delivery device if required.
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Table 6: Monoclonal antibodies

DrUG naMe ForMUlation DoSe FreQUenCy SiDe eFFeCtS

omalizumab
Xolair

Pre-fi lled syringe 1 to 4 sc injections depending on baseline ige and body 
weight. max 600mgs every 2 weeks. assess at 16 weeks and 
continue if marked improvement (mims, January 2014)

Headache, injection site reactions, 
upper abdominal pain, pyrexia in 
children 6 – 12 years

Table 5: Xanthines

DrUG naMe MethoD oF 
aDMiniStration

DoSe FreQUenCy SiDe eFFeCtS SteP in Gina 
GUiDelineS

theophylline
uniphyllin

oral twice daily Gi upset, arrythmias, tremors, 
transient increased urination

aminophylline
Phyllocontin

oral twice daily Nausea, gastric irritation, cNs 
stimulation, headache


