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Introduction: Asthma is a common chronic inflammatory disorder of respiratory airways with
high growing prevalence around the globe.

Objectives: To evaluate the current prescribing practice and analyze the prescription for
rational use of drugs of asthma by comparing with international guidelines of GINA (Global
Initiative for Asthma.

Methodology: A cross-sectional study was conducted among the patients with confirmed
diagnosis of asthma for the period of eight months at different setups of Karachi. The
prescription and patients record files were evaluated for prescribing pattern and disease profile
of asthma.

Results: study concluded 73.5% (n= 735) patients were male, while 26.5% (n= 265) patients
were females, 42% (n= 105) patients were from inpatients setting of public sector hospitals,
26.8% (n= 67) from private sector hospital and 50% (n= 250) patients were from private
clinics, while 58% (n= 145) were from out-patients departments of public sector hospitals. The
inhaled corticosteroids were prescribed to almost more than half of the enrolled patients either
monotherapy or combined drugs therapies 44.1% (n= 64), medication of class long acting beta
agonists to 22.7% (n= 33) patinets, 17.2% (n= 25) patients were prescribed with leukotriene
inhibiters.

Conclusion: The asthma treatment guidelines suggests the prescribing of corticosteroids and
long acting beta agonists in combinations (LABA’s+ICS), that was observed in current study as
successful therapy in two drug combinations therapies. Fluticasone+Salmeterol combination
was observed as successful therapy.
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INTRODUCTION

Asthma is a disease characterized by
chronic inflammation of airways®. According to
an estimation 300 million people suffers from
asthma globally however, 1 death among 250
suffering patients are reported”. Prevalence of
asthma in children, Pakistan is on 26™ number?.
About 4.3% portion of population of Pakistan
is suffering from Asthma®. The asthma disorder
is commonly characterized by cough,
breathlessness, = wheeze,  obstruction in
expiratory airflow and tightness of chest®®.
Asthma effects the quality of life and health
care cost. The treatment of asthma requires an
appropriate  management, pharmacological
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supports and life style modifications specially
among children patients’. The management of
asthma is to maintain the optimal control, less
emergency Vvisits, no severe exacerbation of
disease®. According to reported studies, 0.25
million people die with asthma whereas more
than 80% deaths due to asthma are accounted
in lower income countries®. It is estimated that
in 2025, about 100 million more people will be
suffering from asthma'®. Asthma is a chronic
and long-term disease, which is influencing the
majority of population in developing countries
like Pakistan and all over the world™. In order
to achieve the best control, patient’s
compliance with rational therapy is most
important. Different classes of drugs are used



for management, so proper selection of
medications depends upon severity of disease
and patient’s factors’>. The disease Studies
have shown that asthma can be controlled
through  rational  therapy and  proper
management™®. As it is chronic disease so needs
therapy for long duration effectively. If it is not
effectively controlled through proper measures,
it can worsen and may lead to death.

METHODOLOGY

The design of study was cross sectional
conducted among asthma patients, from May
2019- Jan 2020. Sample size was calculated
based on the rate of prevalence of disease. Data
was collected from patients’ records files and
prescriptions included demographic details and
required parameters, drugs, dose, and type of
therapies for the study on a self-structured
guestionnaire (designed on the basis of set
objectives). Different medical Settings of
Karachi (i.e. Government as well private
hospitals and also private clinics were
approached for the collection of data. Patients
consent was obtained before obtaining the
patients records, confidentiality of data was
maintained. Rationality was analyzed by
comparing the prescriptions with  the
international guidelines or protocols such as
GLOBAL INITIATIVE FOR ASTHMA
(GINA). Patients of all age groups, (except age
less than 5 years) regardless of gender, locality
and profession were included, while patients
having other complications of chest, like
tuberculosis, COPD, pregnant women, cancer,
and pneumonia were excluded from the study.
Later on, data was analyzed with the help of
SPSS version 20.0 for descriptive statistics, for
prescription evaluation frequency, percentages
mean were calculated.

RESULTS AND DISCUSSION

Results

The data was obtained from total 1000
patients, demographic details showed 73.5%
(n= 735) patients were male, while 26.5% (n=
265) patients were females among them
majority of the patients i.e. 46.5% (n= 465)
were found in the age range of 12-39 years,
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19.8% (n= 198) patients were with age 40 years
and above. Among 1000 patients the residential
details showed that 58.3% (n= 583) patients
were from urban areas, however 41.7% (n=
417) patients were from rural areas.

The results showed, 63.1% (n= 631)
patients had positive family history with
disease, 27.1% (n= 271) patients represented
negative family history with asthma while
9.8% (n= 98) patients had no associated details
of family disease history as shown in table 1.

Table 1: Demographic details of patients.

Demographic Details of Patients
Male (n=735) 73.5%
Females (n=265) 26.5%
Age wise distribution of patients
Age 6-11 Years. n= 337 (33.7%)
Age 12-39 Years. n= 465 (46.5%)

Age 40+ Years. n= 198 (19.8%)
Residential Detail of patients

Urban n= 583 (58.3%)
Rural n=417 (41.7%)

Family history with Asthma
Positive Family History | n=631 (63.1%)
Negative Family History | n= 271 (27.1%)
Details not mentioned n=98(9.8%)

It was found that 42% (n= 105) patients
were from inpatients setting of public sector
hospitals, 26.8% (n= 67) from private sector
hospital and 50% (n= 250) patients were from
private clinics, while 58% (n= 145) patients
from out-patients departments of public sector
hospitals. 73.2% (n= 183) patients from private
sector hospitals, while 50% (n= 250) patients
from private clinic settings as given in table 2.

Among all 1000 asthma patients, the
disease was classified into 5 different
categories based on types of asthma 25.3% (n=
253) patients had persistent asthma, 24.7% (n=
247) patients presented mild intermittent
asthma, 17.7% (n= 177) patients were
diagnosed with mild persistent asthma, 26.0%
(n= 260) patients with moderate persistent
asthma, while 6.3% (n= 63) patients had severe
persistent asthma. As shown in table 3.



Table 2: Patients records from different clinical settings.

Public sector Private sector Clinic setuns
Wards hospital hospital (n= 500)p
(n= 250) (n= 250) B
Inpatients 105 (42%) 67 (26.8%) 250 (50%)
Out patients 145 (58% 183 (73.2%) 250 (50%)
TOTAL 250 250 500

Table 3: Categorization of patients based of
types of asthma.

Classification of Types | Number of patients
of Asthma n (%)

Type of asthma

Persistent asthma 253 (25.3%)

Mild intermittent n=247(24.7%

Mild persistent n=177 (17.7%)

Moderate persistent n= 260(26.0%)

Severe persistent n=63(6.3%)

To evaluate the prescription pattern the
prescriptions of patients were observed and
found Among mono drug therapies, the mono
drugs therapies, were prescribed to 15%
patients, while 85% patients were prescribed
with combination drugs therapies (Fig. 1). The
inhaled corticosteroids were prescribed to
441% (n= 64), while the Inhaled
corticosteroids in two drugs combination with
long acting beta agonists were prescribed to
17% (n= 170) as 2 drug combination therapies,
Fluticasone in combination to Montelukast
were prescribed to 9% (n= 90), Inhaled
corticosteroids in combination to short acting
beta agonists were prescribed to 8.7% (n= 87)
patients.

TYPE OF THERAPY

= Monotherapy = Combined therapy

Fig. 1: Types of prescribed therapies.

The majority of patients in 3 drug
combination therapies were prescribed with
FLT+SAL+MONT= 109 (10.9%) and to 22.7%
(n= 33) patinet, 17.2% (n= 25) patients were
prescribed with leukotriene inhibiters, 4.13%
(n= 6) patients were prescribed with xanthene
derivatives, 6.9% (n= 10) patients were
prescribed with short acting beta agonists,
however 4.8% (n= 7) patients were prescribed
with corticosteroids. The most frequently
prescribed therapy was combination drugs
observed the Fluticasone+Salmeterol 17% (n=
170) while among three drug combinations
ICS+LABA’S+LTI’S was prescribed to 10.9%
(n=109), and ICS+SABA’S+LTI’S was 3.2%
(n=32) as shown in table 4.
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Table 4: Prescribing pattern of combination drug therapies.
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Prescribing pattern of combination drugs
Combination 0 0 0
therapies N (%) N (%) N (%)
2-Drugs Therapies Combination-I Combination-I1 Combination-111
, FLT+ SAL= BUD+ FORM= FLUC+ FORM=
ICSTLABA’S 170 (17%) 55 (5.5%) 76 (7.6%)
, FLT+ MONT= FLT+ ZAF= BUD+ MONT=
ICS+ LTS 90 (9%) 23 (2.3) 42 (4.2%)
ICS+SABA’S FLT+ ALB= FLT+ LEVB= BUD+ ALBU=
87 (8.7%**) 15 (1.5%) 18 (1.8%***)
, , SAL+ ALB= SAL+ LEVB= FORM+ ALBU=
LABA'STSABA’S 65 (6.5%) 40 (4.0%) 24 (2.4%)
, , SAL+ MONT= FORM+ MONT= )
LABA'SHLTLS A7 (4.7%***) 13 (1.3%*)
, , ALB+ MONT= LEVAL+MONT= )
SABA'SHLTT'S 30 (3.0%%) 16 (1.6%)
ICS+ Xanthines FLT+THP = FLUC+AMINO= BUD+AMINO=
19 (1.9%) 13 (1.3%) 4 (0.4%%)
3-Drug combination therapy
, , FLT+SAL+MONT= | BUD+SAL+MONT= | FLT+FORM+ZAF=
ICSHLABA'SHLITS | 409 (10.99%%) 3 (0.3%) 3(0.3%*%)
, , FLT+ALB+MONT= FLT+ALB+ZAF= BUD+ALB+MONT=
ICS+SABA'SHLTLS 32 (3.2%) 5 (0.5%) 1(0.1%)

*p= 0.001, **p= <0.005, ***p= <0.001, AMINO= aminophylline, BUD= Budesonide, ICS= Inhaled
corticosteroids, FLT= Fluticasone, LABA= long acting beta agonists, LEV= Levalbuterol, LTI’s=
leukotriene receptor antagonists, SABA= short acting beta agonists, SAL= salmeterol.

Discussion

Asthma is a chronic disease around the
globe, which requires an appropriate
management, according to the demographic
detail’s asthma was found more prevalent
among males i.e.73.5% while 26.5% female
suffered from asthma, similar findings were
found in a study™. The majority of the patients
i.e. 46.5% were found in the age range of 12-39
years, 19.8% (n= 198) patients were with age
above 40 years which is in accordance to the
similar study conducted®. The collected data
showed the similar results for the residential
details that 58.3% patients from urban areas,
however 41.7% (n= 417) patients were residing
in rural areas, as concluded in a study™.
Asthma is disease that runs in the families
among most cases, 63.1% patients had positive
family history with asthma disease, whereas
27.1% patients represented negative family
history with asthma that is in accordance with
the study conducted in 2017Y. The study
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showed majority of patients i.e. 25.3% patients
had persistent asthma, according to disease-
classification 34.7% patients presented mild
intermittent asthma, 24.7% patients were
diagnosed with mild persistent asthma, 26.0%
patients with moderate persistent asthma, as
shown in a similar study™®, while 6.3% patients
had severe persistent asthma as found in a
study®®. The management of the asthma was
observed  with  inhaled  corticosteroids
prescribed to almost more than half of the
enrolled patients either monotherapy or
combined drugs therapies total of 44.1%
medication of class long acting beta agonists to
22.7%patinets,17.2% patients were prescribed
with leukotriene inhibiters®. The asthma
treatment guidelines suggests the prescribing of
corticosteroids and long acting beta agonists in
combinations (LABA’s+ICS) as successful
therapy similarly study conducted by Hinds et
al, 2017 observed as successful therapy In two
drug combinations therapies Fluticasone +



Salmeterol was observed as successful therapy

similarly
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Conclusion

This study revealed that, asthma is more

prevalent among males’ gender, however the
two drugs combinations therapies are more
frequently prescribed, while the successful
combinations are inhaled corticosteroids as add
on therapy with long acting beta agonists. the
study supports the use of combination therapy
in the management of asthma
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