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	Ein cyf / Our ref: 479/20/FOI 


	Dyddiad / Date: 26th February 2021


Further to your request for information dated 28th January 2021, I am pleased to provide the following response. 

Your request:
Please provide the following documents produced by Betsi Cadwaladr University Health Board (BCUHB)
· Adult Asthma Guidelines/Treatment Pathway 
· Chronic obstructive pulmonary disease (COPD) Guidelines/Treatment Pathway 
· Management of Type 2 Diabetes Guidelines/Treatment Pathway - pertaining to use of SGLT2, DPP-4 and GLP-1 
· Heart Failure Guidelines/Treatment Pathway – pertaining to use of SGLT2 for heart failure
Our response:

BCUHB currently follow All Wales Guidelines, under our duty to advise and assist please refer to the embedded documents below for Adult Asthma guidelines, COPD Guidelines and Type 2 Diabetes treatment pathway. 
  
[image: image1.emf]all-wales-adult-asth ma-management-guidelines.pdf



 EMBED AcroExch.Document.DC  [image: image2.emf]COPD  guideline.pdf


[image: image3.emf]T2D Blood Glucose  management pathway 2020 v1.docx.pdf


BCUHB does not currently have an up-to-date Heart Failure guideline as this is currently being updated in line with the new NICE guidance, the aim is to have this in place within the next 6 months. 

We welcome correspondence through the medium of Welsh

Rydym yn croesawu gohebiaeth drwy gyfrwng y Gymraeg
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This document has been prepared by the Respiratory Health Implementation Group, 
and has subsequently been endorsed by the All Wales Medicines Strategy Group 
(AWMSG). 


Please direct any queries to AWTTC: 


All Wales Therapeutics and Toxicology Centre 
The Routledge Academic Centre 
University Hospital Llandough 
Penlan Road 
Llandough 
Vale of Glamorgan 
CF64 2XX 


awttc@wales.nhs.uk 
029 218 26900 


You are welcome to use the material presented within this document. If you wish to 
reproduce any information in your own outputs, please include the following citation: 
All Wales Medicines Strategy Group, Respiratory Health Implementation Group. All 
Wales COPD Management and Prescribing Guideline. May 2019 (Updated August 
2020). 


The content of this document is subject to review and may be updated or withdrawn at 
any time. AWTTC accepts no liability in association with the use of its content in this or 
other publications. 


August 2020 update: 
This document has been updated to reflect the change in strength of the Anoro Ellipta 
inhaler from ‘62.5/25’ to ‘55/22’, the addition of a QR code and new AWMSG logo. 
No further review of content has been made. 



mailto:awttc@wales.nhs.uk





STEP 4: PRESCRIBE


If using SABA daily 


(2 puffs 2-4 times per day)


 If continued 


exacerbations or 


breathlessness


Prescribe a SABA
Prescribe SABA + 


(LABA + LAMA) 


Prescribe SABA +


(LABA + ICS) 


If continued exacerbations or 


breathlessness or symptoms 


of poor control of asthma


If continued breathlessness 


that limits daily activities


Prescribe SABA +


 (LABA + LAMA)


 If continued exacerbations 


or breathlessness


Prescribe SABA + 


Triple therapy


Still poorly controlled?  Review: 


Inhaler technique


Non-pharmacological interventions


Smoking status


Consider referral


STAGE 1


Prescribe a SABA


Prescribe a (LABA + LAMA)


Salbutamol 
100mcg MDI 


+ spacer  
PRN


Gentle and 
deep via 
spacer


Salbutamol 
100mcg 


Easyhaler 
PRN 


Forceful 
and


 deep


Salbutamol 
100mcg 


easibreathe 
PRN  


Gentle 
and 


deep


Duaklir 
Genuair 
340/12 


1 puff BD 
Forceful 


and 
deep


Ultibro 
Breezhaler 


50/110 
1 puff OD  


Forceful 
and 


deep


Anoro 
Ellipta   
55/22 


1 puff OD 
Forceful 


and 
deep


Spiolto 
Respimat 


2.5/2.5 
2 puffs OD  


Gentle 
and 


deep


STAGE 2


STEP 5: REVIEW


Prescribe SABA + 


Triple therapy


Prescribe SABA + (LABA + ICS)


Relvar ellipta 
92/22


1 puff OD
Forceful and 


deep


Fobumix 
easyhaler 


320/9
1 puff BD
Forceful


 and deep


Symbicort 
turbohaler 


400/12
1 puff BD


Forceful and 
deep


Phenotype 1


The All Wales COPD Management and Prescribing Guideline


Clinical Pathway


Symptoms checked?


STEP 1: ASSESSMENT


STEP 2: DIAGNOSIS


Evidence of airways obstruction 


that is not fully reversible? 


Post-bronchodilator spirometry 


FEV1/FVC ratio <0.7


STEP 3: REFER


Secondary 


care referral


perform CXR


Refer for 


smoking 


cessation therapy 


Flu 


vaccination 


Exercise, 


education & 


Pulmonary 


rehabilitation


Referral for oxygen


 assessment 


if SpO2 is <93%


Symptom Checklist
     • Smoking history
     • Breathlessness (MRC)
     • Cough
     • Haemoptysis
     • Sputum
     • Number of exacerbations
     • CAT score
     • Anxiety
     • Depression


Investigations
     • �Post bronchodilator  


spirometry mandatory 
     • Chest X-ray (CXR)
     • Full Blood Count (FBC)
     • Oxygen Sats (SpO2)


Fostair MDI 100/6 
2 puffs BD via 


spacer
Gentle and deep 


via spacer


Ensure patient can use device. All MDIs must be used with a spacer


Ensure patient can use device. All MDIs must be used with a spacer


Fostair nexthaler 
100/6  


2 puffs BD
Forceful  


and deep


Phenotype 1


If symptoms are stable follow up and if symptoms are worsening continue pathway


If symptoms are stable follow up and if symptoms are worsening continue pathway


If continued exacerbations or 


breathlessness or symptoms of 


poor control of asthma


Symptoms worsening? YES Symptoms worsening? NO


Review annually if stable


Reconsider pathway
Normal post-bronchodilator 


spirometry


COPD with Exacerbation  
(+/- Breathlessness)   
Two or more exacerbations 
per year


Any red flag symptoms 
i


Ensure patient can use device. All MDIs must be used with a spacer


Check inhaler technique 


and adherence


i


Phenotype 3


COPD with asthma overlap   
Evidence of significant 
symptomatic or lung function 
response to steroids (oral or 
inhaled). Blood eosinophil 
counts >0.3


i


i


Publication date: 13/06/2019
Review date: 13/06/2020


Check inhaler technique 


and adherence


Check inhaler technique 


and adherence


Check inhaler technique 


and adherence


Check inhaler technique 


and adherence Check inhaler technique 


and adherence


Below are options in this category


i


i i


i


i


ii


i i


Below are options in this category


Below are options in this category


Prescribe triple therapy


 Trimbow MDI 
87/5/9 2 puffs BD + 


spacer
Gentle and deep 


via spacer


Trelegy Ellipta 
92/55/22 
1 puff OD


Forceful  
and deep


Ensure patient can use device. All MDIs must be used with a spacer


i


Below are options in this category


Check licensed 
indications


i


Endorsed by All Wales Medicines Strategy Group


Also available in digital format


COPD with predominant 
breathlessness  
Dyspnoea with less than 2 
exacerbations per year


COPD Symptoms Checklisti


Red Flag Symptoms
     • Persistent cough in a smoker
     • Haemoptysis
     • Chest pain
     • Unexplained weight loss
     • Clubbing in a smoker  
     • Abnormal CXR


Red Flag Symptomsi


STEP 1 INFORMATION: ASSESSMENT


STEP 3 INFORMATION: REFER


STEP 4 INFORMATION: PRESCRIBE


STEP 4 INFORMATION: PRESCRIBE


Phenotype 2 Phenotype 3


Phenotype 2i


i


i


Designed by The Institute of Clinical Science & Technology


Y Grŵp Gweithredu  
ar Iechyd Anadlol


Respiratory Health
Implementation Group


The All Wales COPD and Management 
Prescribing Guideline


More information at 
icst.info/the-all-wales-copd-and-management-prescribing-guideline
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If HbA1c ≥ 58 mmol/mol (7.5%) or individually agreed target (at maximum tolerated dose), follow 1, 2, 3, 4 and CONSIDER one of: 


If HbA1c ≥ 58 mmol/mol (7.5%) or individually 


agreed target (at maximum tolerated dose), 


follow 1, 2, 3, 4 and CONSIDER adding in one of: 


If HbA1c > 48mmol/mol (6.5%) OFFER: 


If triple therapy not effective/not tolerated/contraindicated, consider a combination of metformin, sulphonylurea & GLP 1 AGONIST*7, 


with proven CVD benefit*B, if have: 


- BMI ≥ 35 kg/m 2 (adjusted for black, Asian & minority ethnic groups ) and specific psychological or other medical problems 


associated with obesity or 


- a BMI < 35kg/m 2 & insulin would have significant occupational implications or weight loss would benefit other significant 


obesity related co morbidities. 


Review at 6 months only continue if reduction in HbA1c ≥ 11 mmol/mol (1.0%) and weight loss of ≥ 3% of initial body weight. 


*1 Increase dose gradually over several weeks to 


minimise gastrointestinal (G/I) side effects (s/e’s) 


 If eGFR < 45 ml/min/1.73 m2- review dose 


 If eGFR < 30 ml/min/1.73m2 – stop 


 Caution if sudden deterioration in renal 


function & risk eGFR <45 ml/min/1.73m2. 


 If GI s/e’s consider trial of m/r metformin 


 If metformin contraindicated or true 


intolerance, see chart on page 2. 


 


Refer to X-PERT Diabetes Education (SDE) programme (via BCUHB Self-Care 


Office) & provide Pocket Medic link http://www.medic.video/a21-type2 


www.medic.video 


 


Do not routinely offer SMBG unless 


taking insulin/oral medication 


which increases hypoglycaemia risk 


 


When starting insulin, use 


a structured programme.  


Continue metformin for 


people without 


contraindications or 


intolerance. Review the 


continued need for other 


blood glucose lowering 


therapies. 


 


STANDARD RELEASE METFORMIN*1 
Efficacy: moderate 
CV benefit: Yes 
Hypoglycaemia risk: Low 
Weight: reduction 
Main adverse events (AEs): gastrointestinal 
In CKD Stage 3A: Max 2g daily 


 


PIOGLITAZONE*4 
Efficacy: moderate 
CV benefit: Probable (but fluid retention) 
Hypoglycaemia risk: Low 
Weight: gain  
Main AEs: oedema/fractures 
In CKD Stage 3A: dose unchanged 
 


DIET AND LIFESTYLE ADVICE 


SGLT-2i*5 
Efficacy: moderate 
CV benefit: Some*A 
Hypoglycaemia risk: Low 
Weight: Loss 
Main AEs: genital mycotic/amputation 
In CKD Stage 3A: do not initiate*6 


SULPHONYLUREA 
Efficacy: High 
CV benefit: No 
Hypoglycaemia risk: High 
Weight: gain 
Main AEs: hypoglycaemia 
In CKD Stage 3A: careful monitoring 


DPP4i*2 
Efficacy: low/moderate 
CV benefit: No 
Hypoglycaemia risk: Low  
Weight: Neutral 
Main AEs: Few 
In CKD Stage 3A: Reduce dose*3 
 


INSULIN BASED 
TREATMENT 


Efficacy: High 
CV benefit: No 
Hypoglycaemia risk: Highest 
Weight: Gain 
Main AEs: Hypoglycaemia 
In CKD Stage 3A: Dose unchanged  


 


METFORMIN & 


DPP4i & 


SULPHONYLUREA 


 


METFORMIN & 


PIOGLITAZONE & 


SULPHONYLUREA 


 


METFORMIN & 


PIOGLITAZONE 


& SGLT-2i 


METFORMIN & 


SULPHONYLUREA & 


SGLT-2i 


Support the person to aim for an HbA1c level of 48 


mmol/mol (7.0%) or individually agreed target - use NICE 


patient decision aid to discuss level of blood glucose control. 


1. Reinforce diet & lifestyle 


2. Check adherence to drug therapy  


3. Discontinue medication NOT 


effective 


4. Check renal function 


Support the person to aim for 


an HbA1c level of 53 mol/mol 


(7.0%) or individually agreed 


target - use NICE patient 


decision aid to discuss level of 


blood glucose control & choice 


of therapy. 


GLP-1 
Efficacy: High 
CV benefit: Some* 
Hypoglycaemia risk: 
Low  
Weight: Loss 
Main AEs: 
Gastrointestinal 
In CKD Stage 3A: 
Dose unchanged*8 
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Measure HbA1c 3-6 monthly intervals (until stable on 


unchanged therapy) then 6 monthly intervals. 


ALGORITHM FOR BLOOD GLUCOSE 
LOWERING THERAPY IN ADULTS 


WITH TYPE 2 DIABETES 


*2 MHRA - Risk of acute pancreatitis *3 No dose reduction required for linagliptin. *4 MHRA alert – Bladder Cancer, cardiac failure. Do not offer/continue if have HF/history of 
HF, hepatic impairment, DKA, current or history of bladder cancer or uninvestigated macroscopic haematuria. *5 Only if SU not tolerated or contraindicated or person at 
significant risk of hypoglycaemia or its consequences. MHRA alerts - Serious & life-threatening cases of diabetic ketoacidosis have been reported, interrupt treatment in patients 
who are hospitalised for major surgical procedures or acute serious medical illnesses, lower limb amputations for canagliflozin, Fournier’s gangrene.  *6 Canaglifozin can be 
initiated in renal impairment see SPC. *7 MHRA - Diabetic ketoacidosis on rapid reduction/discontinuation of insulin *8 Caution with exenatide when eGFR<50 ml/min/1.73 m2 1 



http://www.medic.video/a21-type2

https://www.nice.org.uk/guidance/ng28/resources/patient-decision-aid-1687717

https://www.nice.org.uk/guidance/ng28/resources/patient-decision-aid-1687717

https://www.nice.org.uk/guidance/ng28/resources/patient-decision-aid-1687717

https://www.nice.org.uk/guidance/ng28/resources/patient-decision-aid-1687717

https://www.gov.uk/drug-safety-update/dipeptidylpeptidase-4-inhibitors-risk-of-acute-pancreatitis

https://www.gov.uk/drug-safety-update/pioglitazone-risk-of-bladder-cancer

https://www.gov.uk/drug-safety-update/insulin-combined-with-pioglitazone-risk-of-cardiac-failure

https://www.gov.uk/drug-safety-update/sglt2-inhibitors-updated-advice-on-the-risk-of-diabetic-ketoacidosis

https://www.gov.uk/drug-safety-update/sglt2-inhibitors-monitor-ketones-in-blood-during-treatment-interruption-for-surgical-procedures-or-acute-serious-medical-illness

https://www.gov.uk/drug-safety-update/sglt2-inhibitors-updated-advice-on-increased-risk-of-lower-limb-amputation-mainly-toes

https://www.gov.uk/drug-safety-update/sglt2-inhibitors-reports-of-fournier-s-gangrene-necrotising-fasciitis-of-the-genitalia-or-perineum

https://www.gov.uk/drug-safety-update/glp-1-receptor-agonists-reports-of-diabetic-ketoacidosis-when-concomitant-insulin-was-rapidly-reduced-or-discontinued





 
 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


  


 


If HbA1c ≥ 58 mmol/mol 


(7.5%) or individually 


agreed target (at maximum 


tolerated dose) CONSIDER  


If HbA1c > 48mmol/mol (6.5%) and metformin 


contraindicated or true intolerance CONSIDER: 


Refer to X-PERT Diabetes Education (SDE) programme (via BCUHB Self-Care 


Office) & provide Pocket Medic link http://www.medic.video/a21-type2 


Do not routinely offer SMBG unless 


taking insulin/oral medication 


which increases hypoglycaemia risk 


 


When starting insulin, use a structured programme and continue 


metformin for people without contraindications or intolerance. Review 


the continued need for other blood glucose lowering therapies. 


 


PIOGLITAZONE*4 
Efficacy: moderate 
CV benefit: Probable (but fluid retention) 
Hypoglycaemia risk: Low 
Weight: gain  
Main AEs: oedema/fractures 
In CKD Stage 3A: dose unchanged 
 


DIET AND LIFESTYLE ADVICE 


SGLT-2i*5 


(if pioglitazone or SU not appropriate) 
Efficacy: moderate 
CV benefit: Some* 
Hypoglycaemia risk: Low 
Weight: Loss 
Main AEs: genital mycotic/amputation 
In CKD Stage 3A: do not initiate*6 


SULPHONYLUREA 
Efficacy: High 
CV benefit: No 
Hypoglycaemia risk: High 
Weight: gain 
Main AEs: hypoglycaemia 
In CKD Stage 3A: careful monitoring 


DPP4i*2 
Efficacy: low/moderate 
CV benefit: No 
Hypoglycaemia risk: Low  
Weight: Neutral 
Main AEs: Few 
In CKD Stage 3A: Reduce dose*3  
 


INSULIN BASED 
TREATMENT 


Efficacy: High 
CV benefit: No 
Hypoglycaemia risk: Highest 
Weight: Gain 
Main AEs: Hypoglycaemia 
In CKD Stage 3A: Dose unchanged  


 


SULPHONYLUREA 


& DPP4i 


SULPHONYLUREA & 
PIOGLITAZONE 


 


PIOGLITAZONE 
& DPP4i 


PIOGLITAZONE & 
SGLT-2I 


1. Reinforce diet & lifestyle 


2. Check adherence to drug therapy  


3. Discontinue medication NOT 


effective 


4. Check renal function 


5. Aim for HbA1c of 53 mmol/mol 


Support the person to aim for 


an HbA1c 48 mmol/mol (53 


mol/mol if drug associated 


with hypoglycaemia) or 


individually agreed target - use 


NICE patient decision aid to 


discuss level of blood glucose 


control & choice of therapy. 
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Measure HbA1c 3-6 monthly 


intervals (until stable on unchanged 


Tx) then 6 monthly intervals. 


ALGORITHM IF METFORMIN 
CONTRAINDICATED/TRUE INTOLERANCE 


If metformin not tolerated consider 


trial of m/r metformin – follow page 1 


NOTE:  The order of drugs within each step is not intended to denote preference. Base choice on; efficacy in terms of metabolic response, CV, micro & macrovascular benefit, weight 
management, adverse effects, safety & tolerability, monitoring, route of administration, renal function, individual’s clinical circumstance e.g. co-morbidities, risks from polypharmacy, 
individual’s preferences & needs, licensed indications & cost (if ≥ 2 drugs in same class choose lowest acquisition cost). Combination tablets are not recommended.  


Abbreviations: DPP-4i (Dipeptidyl peptidase-4 inhibitor); sitagliptin first line (or linagliptin in renal impairment). GLP-1 (Glucagon-like peptide-1) preferred choice see *B, SGLT-2i (Sodium–glucose cotransporter 2 
inhibitors) preferred choice see *A. SU (sulphonyluria) preferred choice gliclazide. CKD 3A = chronic kidney disease stage 3A (estimated glomerular filtration rate 45−59 ml/min/1.73 m2) CV (cardiovascular). 


SGLT2i *A The EMPAREG trial found for the primary outcome (composite of death from CV causes, non-fatal MI, non-fatal stroke) to be statistically significant for superiority p=0.04 of empagliflozin compared (cf.) 
to placebo. Fewer people with established CV disease died from CV causes and heart failure HF (25mg OD dose only) cf. placebo.  There was no difference in fatal acute MI, non-fatal silent MI and stroke.  Fewer 
people treated with empagliflozin died from all-cause mortality if they did not have HF but there was no difference if they had HF cf. to placebo. In the CANVAS & CANVAS=R studies patients had high CV risk. The 
primary outcomes (composite of death from CV causes, non-fatal MI, non-fatal stroke) was statistically significant for superiority p=0.02 cf. placebo.  However, for the individual outcomes there was no difference in 
CV mortality, non-fatal MI, non-fatal stroke and all-cause mortality between canagliflozin and placebo.  Fewer people were hospitalised for HF compared to placebo. There was an increase in lower limb 
amputations with canagliflozin cf. placebo. In DECLARE TIMI 58 the primary composite outcome of MACE (CV death, MI & ischaemic stroke) was not statistically significant for dapaglifozin cf. placebo.  It did not 
decrease HF related hospitalisations.  Dapagliflozin was non-inferior (P<0.001) to placebo so there were no safety concerns. Empagliflozin is recommended first line and canagliflozin if renal impairment. 


GLP-1 *B The EXSCEL study demonstrated safety for exenatide but did not demonstrate superiority cf. to placebo for CV outcomes. The REWIND study found a statistical significance for the primary composite 
outcome for dulaglutide compared to placebo (p=0.026) for superiority, however, the individual components CV death, MI or stroke were not statistically significant.  The LEADER trial found a clinically meaningful 
decrease in nephropathy, CV mortality & mortality from all causes for liraglutide cf. placebo.  However, the EMA noted this was for the 1.8 mg dose and not applicable to the majority of patients.  The ELIXA study 
found no difference in CV mortality, all cause mortality, MI, stroke and hospitalisations for HF for lixisenatide cf. placebo. The SUSTAIN-6 study found fewer people had non-fatal stroke for semaglutide cf. placebo 
but no difference for CV mortality, non-fatal MI, hospitalisation for HF and all-cause mortality.  The PIONEER-6 trial was not sufficiently powered to demonstrate CV benefit for oral semaglutide cf. placebo; the 
EMA questioned the robustness of the CV outcomes of the trial as this was not demonstrated for s/c semaglutide.  


NICE states: There is limited evidence from large trials focusing on CV, macrovascular and microvascular outcomes.  Of all the antidiabetic drugs & combination of drugs healthcare professionals do know which 
drugs or combination of drugs are best at improving macro and microvascular outcomes.  


tolerated dose) follow 1, 2, 3, 4, CONSIDER one of:  


2 



http://www.medic.video/a21-type2

https://www.nice.org.uk/guidance/ng28/resources/patient-decision-aid-pdf-2187281197

https://www.nejm.org/doi/pdf/10.1056/NEJMoa1504720?articleTools=true

https://www.nejm.org/doi/pdf/10.1056/NEJMoa1611925

https://www.nejm.org/doi/pdf/10.1056/NEJMoa1812389?articleTools=true

https://www.nejm.org/doi/pdf/10.1056/NEJMoa1612917?articleTools=true

https://www.nejm.org/doi/pdf/10.1056/NEJMoa1603827?articleTools=true

https://www.nejm.org/doi/pdf/10.1056/NEJMoa1509225?articleTools=true

https://www.nejm.org/doi/pdf/10.1056/NEJMoa1607141?articleTools=true

https://www.nejm.org/doi/pdf/10.1056/NEJMoa1901118?articleTools=true





 
 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


  


 


Offer NPH insulin (human background e.g. Insuman Basal, Humulin I or Insulatard) 
once or twice daily according to need 


When starting insulin, use a structured programme employing active dose titration. 
Continue metformin for people without contraindications or intolerance. 


Background Insulin Analogues  
Consider, as an alternative to NPH insulin, using a long-acting background 
analogue insulin once daily e.g. Abasaglar – first line if:  
1. Needs assistance to inject insulin  
2. Lifestyle is restricted by recurrent symptomatic hypoglycaemic 


episodes or  
3. Would otherwise need twice-daily NPH insulin in combination with oral 


blood glucose lowering drugs.  
4. Does not reach target HbA1c due to significant hypoglycaemia or  
5. Experience significant hypoglycaemia on NPH insulin irrespective of 


HbA1c 
6. Cannot use the device to inject NPH insulin but could administer their 


own insulin safely & accurately if switched to a long acting Insulin 
analogue. Or who need help from carer to administer insulin injections 
and a switch would reduce the number of daily injections.  
Lantus or Levemir Insulin are alternatives. 


 


Twice Daily Regimen 
Consider a biphasic insulin; (NPH 


combined with short-acting 
soluble insulin) (particularly if 


HbA1c is ≥ 75 mmol/mol (9.0%)). 
Either separately or pre-mixed 


(biphasic) human insulin 
e.g. Insuman Comb, Humulin M3 


Consider pre-mixed (biphasic) preparations (NPH 
combined Rapid/Quick -Acting insulin analogue), e.g. 
Novomix 30, Humalog Mix 25 or Humalog Mix 50, if:  
- the person prefers injecting insulin immediately 
before a meal, or  


- hypoglycaemia is a problem or  


- blood glucose levels rise markedly after meals.  
 


Basal bolus 
Monitor those on background 
or premixed insulin regimens 
for the need to change to a 
basal bolus insulin regime using: 


 NPH Background OR Analogue 
Background Insulin in 
combination with: 


 Rapid/Quick Acting mealtime 
bolus insulin such as Apidra or 
Novorapid or Humalog. 


 


High-strength insulin/prolonged insulin types: 
Insulin glargine 300 units/mL (Toujeo) or  
Tresiba 100 units/mL or 200 units/mL pens can 
be considered for specialist initiation and 
ongoing monitoring in primary care for those 
who are: 


 having long acting insulin more than 1 unit/kg 
body weight  


 dependent on a carer e.g. district nurse to  
allow more flexible timing of administration  


NB. Different strength –see MHRA safety alert 


INSULIN STRATEGIES If pioglitazone is 


continued with insulin 


monitor for signs of 


cardiac failure – see 


MHRA alert 


Review need for 


sulphonylurea 


once insulin 


therapy stabilised 


SGLT2i in combination 


with insulin with or 


without other antidiabetic 


drugs is an option. 


References 
1. National Institute for Health and Care Excellence (2015). ‘Type 2 diabetes in adults: management’. NG28. Available at https://www.nice.org.uk/guidance/ng28 (Accessed 15th December 2020). 
2. National Institute for Health and Care Excellence (2018). ‘Type 2 diabetes in adults: management. Evidence reviews for SGLT-2 inhibitors and GLP-1 mimetics’. NG28. Available at https://www.nice.org.uk/guidance/ng28/evidence/march-


2018-evidence-reviews-for-sglt2-inhibitors-and-glp1-mimetics-pdf-4783687597 (Accessed 15th December 2020). 
3. Scottish Intercollegiate Guidelines Network (2017). ‘Pharmacological management of glycaemic control in people with type 2 diabetes’. SIGN 154. Available at https://www.sign.ac.uk/media/1090/sign154.pdf (Accessed 15th December 2020) 
4. National Health Service England and Wales (December 2020). ‘Electronic Drug Tariff’. Available at http://www.drugtariff.nhsbsa.nhs.uk/#/00795053-DC/DC00795050/Home (Accessed 15th December 2020).  
5. Joint Formulary Committee. British National Formulary (online) London: BMJ Group and Pharmaceutical Press http://www.medicinescomplete.com (Accessed on 15th December 2020) 
6. Zinman B, Wanner C, Lachin JM, et al.  Empagliflozin, Cardiovascular Outcomes, and Mortality in Type 2 Diabetes. N Engl J Med. 2015 Nov 26; 373(22): 2117-2128. 
7. Neal B, Perkovic V, Mahaffey K, et al. Canagliflozin and Cardiovascular and Renal Events in Type 2 Diabetes. N Engl J Med. 2017 Aug 17; 377(7): 644-657. 
8. Wiviott S D, Raz I, Bonaca M P, et al. Dapagliflozin and Cardiovascular Outcomes in Type 2 Diabetes. N Engl J Med. 2019 Jan 24; 380(4): 347-357. 
9. Homan R R, Bethel M A, Mentz M D, et al. Effects of Once-Weekly Exenatide on Cardiovascular Outcomes in Type 2 Diabetes. N Engl J Med. 2017 Sept 28; 377(13): 1228-1239. 
10. Marson S, Daniels G H, Brown-Frandsen K, et al. Liraglutide and Cardiovascular Outcomes in Type 2 Diabetes. N Engl J Med. 2016 July 28; 375(4): 311-322 
11. Pfeffer M A, Claggett B, Diaz R, et al. Lixisenatide in Patients with Type 2 Diabetes and Acute Coronary Syndrome. N Engl J Med. 2015 Dec 3; 373(23): 2247-2257. 
12. Marso S P, Bain S C, Consoli A, et al. Semaglutide and Cardiovascular Outcomes in Patients with Type 2 Diabetes. N Engl J Med. 2016 Nov 10; 375(19): 1834-1844. 
13. Hussain M, Birkenfeld A L, Donsmark M, et al. Oral Semaglutide and Cardiovascular Outcomes in Patients with Type 2 Diabetes. N Engl J Med. 2019 Aug 29; 381(9): 841-851.  
14. European Medicines Agency. Assessment report Rybelsus International non-proprietary name: semaglutide. 2020 Jan 30th.  EMEA/H/C/004953/0000. https://www.ema.europa.eu/en/documents/assessment-report/rybelsus-epar-public-


assessment-report_en.pdf (Accessed 16th December 2020). 
15. Davies M J, D’Alessio D A, Fradkin J. Management of hyperglycaemia in type 2 diabetes, 2018. A consensus report by the American Diabetes Association (ADA) and the European Association for the Study of Diabetes (EASD). Diabetologia. 2018 


Oct 5th; 61: 2461-2498. 
16.  


Combination GLP-1 & Insulin*7 
Only offer a GLP-1 Agonist in combination with insulin with specialist care advice 


and access to ongoing support from a consultant-led multidisciplinary team. 
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All Wales Adult Asthma Management and Prescribing Guideline


Commence regular low-dose 
ICS plus PRN SABA.


Reinforce need to take ICS and that 
SABA should not be required more than 


twice per week  


If asthma with infrequent symptoms (e.g 
less than twice a month) take ICS and 


SABA together on a PRN basis


STEP 1: NEW ASTHMA DIAGNOSIS


Y Grŵp Gweithredu  
ar Iechyd Anadlol


Respiratory Health
Implementation Group


CORE PRINCIPLES


• �All patients with asthma should be treated with an inhaled corticosteroid (ICS) as the practice of using 
short acting bronchodilator (SABA) monotherapy is now outdated and no longer acceptable. 


• Review control within a maximum of 3 months of change in therapy  


• �Poor asthma control - Use of reliever (including PRN doses of MART regime) >2 times per week, poor 
symptom control, exacerbations. More than 6 SABA prescriptions per year should prompt urgent review


• �Review inhaler technique, concordance and co-morbidity at every opportunity including prior to 
stepping up therapy  


• Consider stepping down treatment if asthma is well controlled 


• Ensure asthma action plan is updated Asthma hub  


ICS OPTIONS INCLUDE:


STEP 2: PERSISTENT ASTHMA


Change to regular low-dose 
ICS/LABA inhaler 


Fixed dose:
See individual inhalers below 


Prescribe PRN SABA 


MART Regime:
1 inhalation twice daily 


plus PRN ICS/LABA 


Stop PRN SABA


STEP 3: ADD-ON THERAPIES


Trial of montelukast 10mg nocte


Discontinue if no benefit 
after 6 weeks


STEP 4: ONGOING POOR CONTROL


Increase to regular moderate-dose 
ICS/LABA inhaler


Fixed dose:
See individual inhalers below 


Prescribe PRN SABA 


MART Regime:
2 inhalations twice daily 


plus PRN ICS/LABA 


Stop PRN SABA


STEP 5: CONSIDER REFERRAL


ICS OPTIONS INCLUDE:


FIXED-DOSE/MART OPTIONS INCLUDE:


FIXED-DOSE/MART OPTIONS INCLUDE:


FIXED-DOSE/MART OPTIONS INCLUDE:


FIXED-DOSE/MART OPTIONS INCLUDE:


OR OR


OR


MDI


DPI


HIGH-DOSE ICS/LABA (PLUS SABA)


INHALER PRINCIPLES


• �Choice of inhaler is based on patient’s preference and technique: 
Only choose inhalers that you have observed the patient using correctly.


•� �If more than one inhaler is being prescribed, both the ICS and SABA inhalers should be of the same type: i.e. 
do not mix MDIs and DPIs whenever possible


• �Where indicated below, the MDIs should be inhaled via a spacer device such as an AeroChamber flow-vu


• Always prescribe by brand to ensure consistent device


• �Inhaled corticosteroids (ICS) and long-acting bronchodilators (LABA) MUST be prescribed as a combination 
product to obviate the risk of patients inadvertently taking the LABA as mono-therapy, which has been 
associated with increased risk of mortality.


Fostair MDI 100/6  
+ spacer 1 puff BD or 


MART regime


Consider trial of increasing to high-dose ICS/
LABA - step down if no benefit after 3 months
High-dose ICS/LABA can only be used as 
part of fixed-dose regime with PRN SABA. 


Not used as per MART regime.


Clenil Modulite  
(or Soprobec) 100mcg  


+ spacer 2 puffs BD 


Qvar Easi-breathe  
50mcg 


2 puffs BD 


Salbutamol 
100mcg + spacer


 


SABA OPTIONS INCLUDE:
Fostair MDI 100/6  


+ spacer 2 puffs BD


Consider trial of add-on Spiriva Respimat- 
discontinue if no benefit after 3 months


Budesonide 
Easyhaler 


100mcg 2 puffs BD


Budesonide 
Turbohaler  


100mcg 2 puffs BD


  Salbutamol
 Easyhaler 100mcg 


 Terbutaline 
Turbohaler 500mcg


SABA OPTIONS INCLUDE:


Fostair Nexthaler 
100/6 1 puff BD or 


MART regime


Symbicort Turbohaler
200/6 1 puff BD or 


MART regime 


Fobumix Easyhaler 
160/4.5 1 puff BD  
or MART regime


  


Duoresp Spiromax 
160/4.5 1 puff BD or 


MART regime


ONCE DAILY ICS/LABA 


Relvar Ellipta 92/22 1 puff OD
(This is a low-moderate strength ICS/LABA)  


ONCE DAILY ICS/LABA (PLUS SABA) 
 


Fostair Nexthaler
 100/6  


2 puffs BD 


Symbicort Turbohaler 
200/6 2 puffs BD or 


MART regime


Fobumix Easyhaler 
160/4.5 2 puffs BD  
or MART regime


      Duoresp Spiromax 
160/4.5  2 puffs BD or 


MART regime


Relvar Ellipta 92/22 1 puff OD 


(This is a low-moderate strength ICS/LABA.  
If patient has poor control with this  


therapy, consider Step 5)


Fostair MDI 200/6 
2 puffs BD + 


spacer


Flutiform 250/10 
2 puffs BD + 


spacer


Relvar Ellipta 184/22  
1 puff OD


Spiriva Respimat 
2.5mcg 2 puffs OD


HIGH-DOSE ICS/LABA (PLUS SABA)


Fostair Nexthaler 
200/6 2 puffs BD


Symbicort Turbohaler 
400/12 2 puffs BD


Fobumix Easyhaler  
320/9 2 puffs BD


Duoresp Spiromax 
320/9 2 puffs BD


OR


INDICATIONS FOR REFERRAL


• Diagnostic uncertainty
• Complex comorbidity
• Suspected occupational asthma
• �Poor control following treatment at Step 4 
• �≥2 courses of oral steroids/ year despite optimising 


therapy in primary care


Salbutamol  
Easi-breathe100mcg  


OR OR


Refer to secondary care for asthma 
phenotyping and consideration for  


biological therapy


 


Designed by The Institute of Clinical Science & Technology


DPI: Dry Powder Inhaler


ICS: Inhaled Corticosteroid


LABA: Long-acting Beta2 Agonist 


MART: Maintenance and Reliever Therapy


MDI: Metered Dose Inhaler


PRN: Pro re nata ‘as needed’


SABA: Short-acting Beta2 Agonist 


OD: Once daily 


BD: Twice a day


More information at:
https://allwales.icst.org.uk/guidelines/all-wales-adult-asthma-management-guidelines/ RHIG Version: 1.8 | July 2020
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