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Introduction       

Respiratory prescribing presents many

challenges with new developments and

formulations of inhaled therapy available

as well as an increasing array of branded

generics available. This, coupled with the

increasing cost pressures in primary and

secondary care, means that examination

of respiratory prescribing to ensure that

it is cost effective, safe and appropriate

is desirable. 

As a Locality Lead Pharmacist with a

special interest in respiratory working in

Dumfries and Galloway, I am a prescriber

and hold regular respiratory clinics that

include reviewing patients diagnosed

with asthma and chronic obstructive

airways disease (COPD). I am also the

pharmacy representative for the Health

Board’s Respiratory Managed Clinical

Network (MCN) and lead on the regular

review and updating of the respiratory

formulary. This article will aim to describe

steps that are essential in order to create

an effective respiratory cost-saving

programme in primary care and draw on

examples from what we have already

achieved in Dumfries and Galloway

Health Board as well as consideration of

plans for the future. 

Respiratory Prescribing in
Dumfries and Galloway       

Dumfries and Galloway is a large rural

area in the South West of Scotland,

consisting of four localities operating

within the Dumfries and Galloway Health

and Social Care Integrated Joint board.

There is a population of approximately

165,000 and it is estimated that around

12,500 people in Dumfries and Galloway

are living with at least two chronic illnesses.
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About 10,600 people have asthma

which, at 6.4%, is in line with the asthma

prevalence across Scotland. About 4,600

people in Dumfries and Galloway have

chronic obstructive pulmonary disease

(COPD) and it is well recognised that the

condition is under-diagnosed nationally.

All Health Boards within the NHS are

under enormous pressure to contain

costs. Prescribing represents the greatest

proportion of spend, with only staffing

costs at a similar level within the NHS,

and therefore prescribing is a frequent

target to create savings. Ensuring that the

most cost-effective alternatives are

prescribed within every BNF chapter is a

priority for all prescribing support teams.

Respiratory expenditure in Scotland

comprises approximately 10% of the

total spend, amounting to £125 million.

Primary care prescribing in Dumfries and

Galloway totals around £30 million a year

and of this £3.75 million is attributed to

respiratory expenditure, so a slightly

higher burden than Scotland as a whole.

The largest proportion of this spend is on

inhaled corticosteroids, in particular the

combination inhalers containing long

acting beta-agonists and inhaled

corticosteroids. The newer triple agents,

containing long acting anti-muscarinics

(LAMAs), long acting beta agonists

(LABAs) and inhaled corticosteroids (ICS)

licensed for COPD have been identified as

a rising spend. 

Prescribing projects led by primary

care and supported by secondary care

addressed many elements associated

with respiratory cost-effective prescribing,

which will be described in detail. This

resulted in respiratory prescribing

expenditure decreasing over three

financial years by 5.6% as a result of

encouraging formulary adherence within

the respiratory area and conducting

various respiratory prescribing projects

(see Table 1). This was against a

background of increasing prescribing

volume of 1.8%.

Respiratory prescribing

guidelines and the

‘Quality Prescribing

Strategy: Respiratory’       

NICE asthma guidance1 was published in

November 2017 and, at the time of

writing, is currently being updated, due

to be published in February 2020.

Scottish Intercollegiate Guidelines

Network (SIGN) and British Thoracic

Society (BTS) asthma guidelines2 have

been jointly produced since 2003, most

recently updated in July 2019. NICE

guidance on COPD3 was published in

December 2018 and updated in July 2019.

Guidelines are widely used to advise on

current treatment plans for asthma and

COPD. A multi-disciplinary team reviewed

the Dumfries and Galloway prescribing

guidelines to ensure that current

recommendations were addressed and

any changes communicated to the

prescribers through the various means

available to us, for example, the local

prescribing newsletter (Nostrum), e-mails

and face-to-face educational sessions.

The Effective Prescribing Strategy for

Quality Prescribing in Respiratory in

Scotland4 was produced in 2018 and

was aimed at promoting high quality

prescribing of medicines to treat asthma

and COPD. The report also considered

non-pharmaceutical approaches to the

management of these conditions.

Primary care clinicians, Managed Clinical

Networks and Board Medicines

Management Teams were asked to

consider and implement the strategy. This
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enabled our Prescribing Support Team to

consider and evaluate the progress on

our respiratory prescribing advice and

identify any further areas which we

needed to address and improve upon.

Guidelines and pathways were stored on

the Prescribing Support Website to

enable wide access for all clinicians

(Figure 1). 

In addition to ensuring that the choice

of respiratory medication was appropriate

according to recommended guidelines,

there was considerable focus on ensuring

that the appropriate inhaler devices were

used for individual patients and optimised

for maximum benefit. This included local

training and educational initiatives so that

health care professionals were able to use

the devices effectively and that there was

a range of sufficient formulary options to

allow for patient choice and acceptability

when prescribing inhaler devices. The

choice of therapy is only one of the steps

to consider when conducting a respiratory

medication review and assessment of a

patient’s ability to use the inhaler device is

an essential part. The use of spacer devices

was encouraged where inspiratory flow or

co-ordination was poor. Some current

“. . . there was considerable focus on ensuring that the 

appropriate inhaler devices were used for individual
patients and optimised for maximum benefit.”

Figure 1: Prescribing resources available on the Dumfries and Galloway Prescribing Support website. 

Available from: www.dgprescribingmatters.co.uk

http://www.dgprescribingmatters.co.uk
http://www.pharman.co.uk
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options for inhaler devices allow for more

environmentally friendly and sustainable

options, for example, re-useable inhaler

devices with refill canisters (Spiriva

Respimat). This may become more relevant

in time and patient’s desires and choices to

be environmentally responsible may

influence inhaler device choices.

Addressing respiratory
expenditure        

Respiratory prescribing represents a

significant area for savings but is not

without pitfalls and challenges. Simple

‘switch’ programmes which may be

implemented for patients taking oral

formulations with similar therapeutic

outcomes are often not considered

possible with respiratory medicines. There

may be a change in the inhaler technique

required or a requirement to review the

respiratory control currently experienced

by the patient. There may be the option of

conducting opportunistic changes to

formulary respiratory products during

routine, planned respiratory reviews whilst

ensuring optimal prescribing for each

patient, which may be undertaken in

practices. This can be a lengthy, time-

consuming option taking place over a long

period of time and may not achieve the

savings in the desired timeframe, given the

expectations and demands on the cost

savings required in most Health Board

areas. Invitations to patients to attend the

practice purely to have their inhalers

changed without any review of their

control may also be considered but could

be impractical for many patients if it results

in multiple visits to the practice and would

not be ideal as their condition would not

have undergone any concurrent review. It

is also prudent to consider how to manage

those patients who ‘Do Not Attend’

(DNA), as they present a challenge in many

areas of practice, not only respiratory. 

In order to address respiratory

expenditure fully along with an effective

clinical and safety review it was felt that

more detailed respiratory prescribing

support projects should be developed

and these are detailed below.

Respiratory prescribing
support projects in
Dumfries and Galloway:       

In April 2015, the increased focus on

respiratory prescribing in primary care in

Dumfries and Galloway commenced. A

suite of respiratory projects was devised

as part of the Local Enhanced Scheme

(LES) in general practices, described as a

respiratory bundle, and practices were

paid for targets achieved. The aim being

that, if the respiratory option was

chosen by the GP practice, then by

having a ‘bundle’ all aspects of respiratory

prescribing would be covered. The

respiratory option was offered over a

number of years in order to cover all

practices within the Health Board area

over time. The projects were led by the

prescribing support team with the support

of staff within the general practices.

The intended outcomes and methods for

each of the projects were detailed in the

audit protocols developed by the

prescribing support team. Supporting

documents were also prepared including a

formulary inhaler guide for Dumfries and

Galloway and treatment guidelines.

These are all hosted on our website

(www.dgprescribingmatters.co.uk) and

are available for others to use (Figure 1).  

• Review of high dose ICS in asthma.

As NICE guidance states, the ICS dose

should be adjusted to achieve the

lowest maintenance dose required for

effective asthma control.1 This should

be addressed within the regular

asthma review, with treatments being

stepped down as appropriate in

asthma. This not only assists with

reducing exposure to unnecessary

high doses of medication, reducing

potential for side effects but also

should reduce costs.

• Bronchodilators overuse review in

asthma. This review was devised in

response to the National Review of

Asthma Deaths (NRAD) published in

May 2014.5 46% of asthma deaths

were identified as being avoidable and

key findings were that 43% of those

who had died had not had an annual

asthma review at their general

practice. There was evidence of over-

prescribing of bronchodilators and

under-prescribing of ICS. The key

recommendation with regards to this

was ‘All asthma patients who have

been prescribed more than 12 short-

acting reliever inhalers in the previous

12 months should be invited for urgent

review of their asthma control, with

the aim of improving their asthma

through education and change of

treatment if required.’5 This work

enabled practices to prioritise those

patients most in need of an asthma

review and to ensure that follow-ups of

non-attendance were made. 

Adjustments to treatment were made

to ensure that the patient was taking

regular ICS or a combination ICS/LABA

along with patient education to

reinforce the importance of regular

‘preventer’ medication. The attendance

at an annual review also enabled the

inhaler technique to be checked.

Progress made as a result of this work

can clearly be seen in Figure 2.

• Review of high dose ICS in

children. Administration of medium-

or high-dose ICS in children may be

associated with systemic side effects,

including growth failure and adrenal

suppression. The dose or duration of

ICS treatment required to place a child

at risk of clinical adrenal insufficiency

is unknown but is likely to occur at

≥800 micrograms beclometasone per

day or equivalent (medium dose ICS

and above).6 BTS/SIGN guidelines

recommend that children on medium

or high doses of ICS should be under

the care of a specialist paediatrician.7

This safety-driven review therefore

aimed to identify patients under 12

years of age who had been prescribed

high dose inhaled corticosteroids to

ensure that treatment had been

reviewed by a either a paediatric

consultant or primary care practitioner

and that treatment was at the lowest

maintenance dose possible.   

http://www.dgprescribingmatters.co.uk


• Converting use of multiple

inhalers to combination inhalers.

This not only enables cost savings to

be achieved, as combination inhalers

present a significant cost saving

compared to the single ingredient

inhalers, but also addressed safety

concerns for asthma patients on

single ingredient LABA inhalers.

This was another recommendation

from the NRAD5 and is echoed in

both NICE1 and SIGN2 guidelines,

which encourage the use of

combination inhalers and state that

where long-acting beta agonist

(LABA) bronchodilators are prescribed

for people with asthma, they should

be prescribed with an inhaled

corticosteroid in a single combination

inhaler.

• Review of ICS use, ensuring

appropriateness of ICS in COPD.

LABA and ICS combination inhalers may

be offered to patients with COPD who

have asthmatic features or who are

experiencing exacerbations regularly

(more than two moderate exacerbations

in a year) and feeling increasingly

breathless.3 ICS use especially at the

high doses recommended in COPD, are

now associated with significant adverse

events such as pneumonia, cataracts,

glaucoma, accelerated bone turnover

and diabetes.7 When offering triple

therapy (LABA, LAMA and ICS) it is

important that the person's non-

pharmacological COPD management is

optimised and they have used or been

offered treatment for tobacco

dependence if they smoke.4

Changing approach to
respiratory medicines
optimisation with the
availability of more 
cost-effective medicines       

The pressure on reducing prescribing

expenditure across the NHS and the

respiratory prescribing reviews in many

Health Boards areas has undoubtedly led

to an increased range of companies

reviewing their respiratory portfolio. In

some instances this has led to price

reductions for certain formulations, or

the offer of nationally agreed rebates,

which can be helpful if those specific

formulations are used in a locality. 

Companies that offer a cost-effective

respiratory portfolio across a range of

respiratory drugs should be considered,

especially if they are able to provide

support such as patient literature or non-

promotional educational initiatives for

healthcare professionals. Research has

been undertaken recently to determine

the impact on patient care and outcomes

when switching to more cost-effective

inhalers,8 and changing to an equivalent

inhaler showed there was no negative

impact.

As a prescribing adviser involved in

making recommendations in respiratory

medicine, it is increasingly important to be

aware of developments in new products,

advances in research and innovations in

the pharmaceutical industry. 

In our Health Board we regularly

review the developments offered by our
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Figure 2: SABA use in Scotland. Taken from: Quality Prescribing for Respiratory. A guide for improvement, 2018-2021.

Scottish Government and NHS Scotland. 2018. Available from: https://www.therapeutics.scot.nhs.uk/wp-

content/uploads/2018/03/Strategy-Respiratory-Quality-Prescribing-for-Respiratory-2018.pdf

http://www.pharman.co.uk
https://www.therapeutics.scot.nhs.uk/wp-content/uploads/2018/03/Strategy-Respiratory-Quality-Prescribing-for-Respiratory-2018.pdf
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colleagues in the pharmaceutical industry.

We chose to use branded generics, which

offered advantages over some of the

commonly used products in our area. For

example, DuoResp Spiromax, made by

Teva, in place of Symbicort Turbohaler.

This has the specific advantage of

delivering the correct dose even if

inhaled at an angle and is ‘like for like’ in

terms of medication ingredients. Patient

supporting information is available from

the company including the use of this as

Maintenance and Reliever Therapy (MART)

and placebos were readily available to

assist in teaching patients how to use

the device. 

Another combination formulation

that we have used widely in our Health

Board to help reduce costs is Fostair,

available as a dry powder inhaler

(Nexthaler) or an MDI, made by Trinity

Chiesi. The availability of the two

formulations enabled flexibility and

assisted us to select and offer patients the

most appropriate product in place of

more expensive combinations of inhaled

corticosteroids and long acting beta-

agonists. Again, the company was able to

offer patient information leaflets and

placebo devices to enable us to teach

patients how to use the device and

ensure that they had optimal treatment

at a lower cost.  

Another relatively new company

offering a respiratory portfolio to the UK

is Cipla. They have been committed to

respiratory treatments since 1978 with

their portfolio including salbutamol

tablets and inhalers through to

treatments for pulmonary fibrosis and

lung cancer. There are some exciting

developments including the DP-Haler,

which is the world’s first transparent

inhaler and the Zerostat V spacer, a

static free spacer with valve mechanism.

Sereflo is their combination inhaler

containing salmeterol and fluticasone,

available as a metered dose inhaler (MDI)

and is an obvious competitor for the

current brands containing the same

ingredients in the UK. 

Formulary reviews and respiratory

prescribing projects will take into account

the cost-effective medicines on offer and

the opportunities that these afford to

make cost savings, as long as these are

able to produce the same outcomes and

are delivered in a similar inhaler device.

Patients respond more positively to

changes in therapy when they are

accurately informed as to the reasons

motivating the change. The change will

be more positively received if there is also

a concurrent review and monitoring of

the patient’s respiratory condition. This

should include a check of the patient’s

inhaler technique as well as concordance

with treatment.

Formulary review       

Formulary review should include all

interested parties, including clinicians,

respiratory nurse specialists, General

Practitioners and pharmacists with a

special interest in respiratory disease.

Engagement with appropriate

practitioners, adequate communication

and consideration of the options and

inclusion of all interested clinicians will

increase the likelihood of the formulary

recommendations being accepted by the

wider prescribing population. This is a key

step in the implementation of an effective

respiratory prescribing strategy in that

getting the choice of preferred products

iStock.com/KatarzynaBialasiewicz
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right results in clinicians and patients

more likely to accept those choices. 

Publicity and

communication of 

the strategy       

When any significant changes are made

to a prescribing policy, it is important to

ensure that the clinicians and prescribers

are well informed of the preferred choices

and any key changes. Following on from

any formulary review process, it is usual

to inform the clinicians directly involved

via an email notification, summarising

key formulary changes. We utilise our

prescribing newsletter, ‘Nostrum,’ to

publicise the key changes, which are sent

to the wider circulation of healthcare

professionals incorporating all prescribers,

primary and secondary care staff and

community pharmacists.  

In each locality within the Health

Board area there are regular prescribing

groups held, which are another key

method of communicating prescribing

strategies and providing a forum to

discuss any issues which may be

encountered.  

Educational and 

Training initiatives       

In Dumfries and Galloway, as part of

our effective respiratory prescribing

programme, we have ensured that all

prescribers have had the opportunity to

be invited to respiratory update training,

provided locally at a lunch time to

facilitate the attendance of clinicians. The

educational sessions were delivered by

the Respiratory Lead Pharmacist in each

geographical locality. These were well

received and attended by practice

nurses, GPs and GP clinical pharmacists,

enabling interaction and discussion round

issues faced by respiratory practitioners.

Specific training courses were offered in

spirometry as this was recognised as an

educational gap amongst practitioners

diagnosing and assessing respiratory

patients. This assisted in effective case

finding and accurate diagnosis in practice

so that appropriate prescribing could be

put into practice. 

Over 50% of patients struggle to

use inhalers effectively and healthcare

professionals are not always much

better.9 Estimates of those making inhaler

errors ranged from up to 92 % of

patients using pressurised metered dose

inhalers (pMDIs) and up to 54 % of

patients using dry powder inhalers

(DPIs).10,11 It is recognised that simple

educational initiatives can produce

improved benefits to inhaler technique

and symptom control. Training was

therefore offered specifically on inhaler

technique in order to ensure that all

practitioners had the necessary skills to

advise and coach patients accordingly. 

There have also been evening

educational sessions offered, with the

support of pharmaceutical industry

colleagues who have formulary products

on their portfolio. These sessions have

offered opportunities for education on

formulary products as well informing

interested clinicians on the challenges

of cost-effective prescribing within

respiratory medicine and allowing

discussion, debate and suggestions for

further work. 

Consideration of the impact of the

Figure 3: Poster to encourage review of SABA overuse

http://www.pharman.co.uk
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wider non-pharmacological treatments is

important within respiratory care too. Flu

vaccination should be advised for ‘at risk’

patients. Activity and exercise should also

be encouraged along with healthy eating

and within our localities, we work closely

with the health improvement teams and

can refer patients who require more input

around signposting and assistance with

any of these aspects. Smoking cessation

services are an important tier of

treatment, especially in COPD and many

will access treatments via the community

pharmacist with adequate monitoring

and improving cessation rates. 

Full use of online resources such as My

Lungs My Life, a collaboration between

the NHS, third sector and the University

of Edinburgh (www.mylungsmylife.org)

and  RightBreathe, which is also available

as an app, are also invaluable as they

offer videos and instruction to patients on

inhaler technique. 

Healthcare professionals and patients

should have access to a full range of

resources so that they can choose those

that suit them best.

Community pharmacist
engagement       

Community pharmacists were included in

the inhaler device training detailed above

as they are key healthcare professionals

who patients have regular contact with

when collecting their medication and are

often the best placed to intervene if any

issues are identified, for example over-

ordering of salbutamol inhalers or

requests for emergency supplies of

salbutamol inhalers at the community

pharmacy. Posters and supporting

materials to encourage patients to seek

advice and further support in achieving

effective inhaler technique were

produced and circulated as part of this

educational initiative. An example is given

in Figure 3, encouraging people with

asthma to attend for review if they

overuse their SABA inhaler.

One option that has been trialled locally

to overcome problems with patients who

do not attend reviews is the use of

community pharmacy review and referral.

Community pharmacists were notified

regarding asthma patients who had

frequently not attended. This was

communicated to the community

pharmacist by the practice pharmacist

annotating the prescription and they were

requested to check inhaler technique and

compliance with asthma medication,

particularly focusing on the preventative

ICS medication. Feedback to the clinician

was sought, using a structured feedback

form, with patient’s permission and

appointments could be made by the

community pharmacist for a full asthma

review at the practice if possible. The initial

small trial was successful and future plans

may include expanding this scheme and

potentially utilising community pharmacists

who are independent prescribers to

complete a full asthma review in

community settings, which may afford

patients more flexibility with appointment

times, for example, weekends. 

Conclusion       

As recent commentary reflects,12 any

cost-saving programme in respiratory

prescribing has to be patient focused and

aimed at improving outcomes with

treatment, which not only encompasses

the selection of the most cost effective

medication in the right form but also

enables the patient to utilise the

medication correctly to achieve optimal

management of their condition.
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