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OUR HOMES
MAKE US
When I came to Asthma New Zealand about
three years ago from a non-health
background, I expected to spend my time
learning about asthma and respiratory
disease… I did not expect to need to know
about building science!

Don’t get me wrong, it's fascinating stuff but
having to invest the time learning about it was
not how I intended to spend my time
navigating a charity that needs to make
significant impact to the way in which New
Zealand addresses its appalling record when it
comes to asthma.

The health of Kiwis and the state of our
housing is inextricably linked. The purpose of
a house is to protect us from the outside. In
Europe, they build homes to "keep inhabitants
healthy.” In New Zealand, 53% of homes don't
meet healthy homes standards. Why does this
matter? If your home is not healthy you will
not be healthy. With one in four children
being born into poverty, without question
each of these kids will live in a house that
makes them sick. What start to life is this?
Asthma New Zealand nurses make over 3000
visits to patient homes every year - they go
into many homes that are so cold in winter
they themselves need to put an extra jacket
on. Mould can sometimes be so bad they
could write their names in it and children’s
bedrooms are reading temperatures of 9
degrees.

SICK.



NEW ZEALAND HAS THE SECOND
HIGHEST RATE OF DEATH FROM
ASTHMA IN THE DEVELOPED WORLD
We have had this rate for 20 years. I don't think that is good enough. For a country

with the second highest incidence the Ministry of Health does not have a National

Asthma Management Strategy. We are one of only a few that don’t. Asthma New

Zealand are on a mission to reduce asthma hospitalisation by 50% by 2029. It has

become apparent that we won’t get there without a significant re-focus on the health

of our homes.

It’s been going on for a long time. I don't know about you, but when I grew up, I

thought that waking up in the morning and seeing my breath was normal. I thought

that in winter having to put more clothes on indoors than outdoors was normal

because that's what you do in winter.



I needed to understand the extent of the
problem, never did I expect to discover it this
bad. How was it possible that a country this
young could have such appalling housing. I
was even more shocked to find out that New
Zealand has been on notice from the World
Health Organization since the 80s for being in
breach of Article 25.1 of the Human Rights
Declaration, I don’t know who that reflects
more poorly on! The article states that
everybody deserves a home that keeps them
and their family safe and healthy.

Speak to the industry and they all know there
is a problem. “We knew about this in the 80s”,
it stuns me to know that in all this time
nothing has been done about it. Every year,
New Zealand spends seven billion dollars
treating respiratory illnesses,  That is a huge
amount of money in anyone's book.
If we do not see significant changes to the way
we build homes, New Zealand will continue to
have one of the highest asthma death rates in
the world. Worse still with the emergence of
more air-borne respiratory virus’ likely, it puts
us in a very dangerous position should we
ever have to be locked down in our homes
over winter!

There have been advancements in medication
enabling people to live well with asthma,
however without a healthy home to live in we
might as well be filling up a bathtub without a
plug in it.

'S



And so what to do about it? The most
immediate is address the exorbitant cost of
power, landlords are now required to install
adequate heating into their rentals, this is a
waste if tenants can’t afford to run the
heating. The most important for future
generations would be to overhaul the Building
Code. We have a building code that enables us
to build the unhealthiest home we can
possibly build legally. Ironically in the current
building code there is no requirement for
heating in a home’s construction! We are in a
first world country yet we live in Third World
Houses. Our Building Code is about 30-years
behind Europe’s.
Imagine if the automotive industry built cars
that’s brakes failed. Why are we not recalling
homes that are unhealthy? Why do we
continue to build homes that make people
sick? Ironically, some of the very old homes
are healthier in many ways than the new. Our
nurses are going into Kiwi Build homes to find
some of them at 18-months old have mould
on the walls.
Until we change the building code so that we
build healthy homes, this problem is going to
perpetuate.
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It scares me to the core right now that we are
building 40,000 homes every year or trying to,
under a building code that allows the
unhealthiest home to be built.
I went to visit a home in Pakuranga after
getting a call from a mum who was distraught.
Her kids had been born healthy, but as a
result of living in the so called “Kiwi dream”
both now have chronic health conditions.
I was expecting to bubble wrap windows to act
as double-glazing, stick some insulation under
the house and roof, plug up all the holes and
make sure they have a heat pump. What we
found was the house met healthy home
standards. It had under floor insulation,
ceiling insulation and a heat pump. They were
warm but the relative humidity, (the moisture
in the internal environment), was at 92
percent in the bedrooms, that is 8% away
from raining indoors! Mould was a huge issue.
The CO2 levels were four times the healthy
limit. It was no wonder the kids were waking
up groggy. No wonder they were suffering
from migraines.
One thing we could all do to help have a
healthier home is to stop intermittent heating,
get a thermostat for your heaters and leave
them running 24/7. I am under no illusion that
fuel poverty makes this impossible for many, I
also realise this challenges a deeply ingrained
culture of heat the room you’re in and turn it
off as you leave.
The ripple effects of asthma cannot be under-
estimated. NZ is 42 per cent lower in
productivity than the OECD hourly average.
Asthma in a workplace reduces productivity by
37 percent. 40 per cent of Kiwi’s are unable to
read at a sufficient level to allow them to
navigate day to day. 



A child that starts school with poorly managed
asthma will be 60 per cent behind in reading
and literacy after their first year.
I want to leave you in no doubt how much this
matters.

One in three adults is obese in this country.
Sixty per cent of people with asthma stop
physical activity. New Zealand has the highest
youth suicide rate in the world, which is itself
is appalling. 67 per cent of people with
asthma report mental health struggles. As a
country that is often applauded there is so
much that is not right. So much that we
should not be proud of. So much we should
not be accepting.

Nothing else matters when you can't breathe.
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HISTAMINE
INTOLERANCE

There is no doubt that histamine is associated
with the pathophysiology of asthma.
Histamine (and other inflammatory mediators)
are capable of contracting airway smooth
muscle and inducing swelling and mucous
production, leading to constricted airways and
the symptoms of asthma (1, 2.)
Histamine N-methyltransferase (HNMT) is the
dominant enzyme for histamine breakdown in
the cells lining our airways, as well as
elsewhere in the body. It has been suggested
that a functional polymorphism of the HNMT
gene may be involved in the pathogenesis of
allergic asthma (3, 4)
The main enzyme that metabolises histamine
in the gut is Amine Oxidase Copper Containing
1 (AOC1), commonly referred to as diamine
oxidase (DAO). Simply put, if the amount of
histamine in the digestive system, either from
food or produced endogenously, exceeds the
rate at which DAO can break it down, people
can experience “histamine intolerance”. 

THE GUT & NON-ALLERGIC ASTHMA

Zoe Hunt - Asthma NZ Health Promotion Specialist
Registered Naturopath, 
Registered Clinical Nutritionist , Pharmacist (non-
practicing)

Sharon Eldrich Gastrointestinal Consultant, 
Functional Medicine Specialist



LOOKING LIKE AN ALLERGIC
REACTION...

An inflamed or damaged intestinal lining
Intestinal hyperpermeability (commonly
called leaky gut)
Foods that block DAO – alcohol and energy
drinks
Medications that block DAO 11 (Some
medications also liberate histamine)
Genetics: reduced DAO activity is
associated with the ‘T’ allele of C47T in the
AOC1 gene

Symptoms associated with histamine
intolerance look like allergic reactions, and
can include wheezing, nasal congestion, a
runny nose, itchy skin and hives. Digestive
issues, headache, and low blood pressure may
also be associated, (5.)
Reasons that DAO histamine metabolism can
be impaired include:

An imbalanced gut microbiome (dysbiosis)
may include excessive bacteria and /or
parasites with histamine-producing potential
in asthmatic patients (7, 10.) Dysbiosis also
contributes to inflammation and intestinal
hyper-permeability (leaky gut). In a leaky gut,
intestinal contents (such as food proteins,
bacteria and bacterial toxins) are able to
translocate to the blood stream more easily.
Inflammation and dysregulated immune
responses such as that seen in asthma are
possible consequences (8,6)
It can be seen that an unbalanced microbiome
has widespread effects beyond the
gastrointestinal tract. A healthy gut
contributes enormously to reducing systemic
inflammation and a balanced healthy immune
system6.



STRESS
Stress also plays an important role. As well as
anxiety-induced asthma, which changes
breathing patterns, constant stress has
profound effects on gut and immune health.
When we experience stress, the sympathetic
nervous system takes control and, via
complex mechanisms, the mast cells release
histamine along the intestinal lining. This
extra histamine, combined with increased
cortisol production from a nervous system in
a sympathetic state, causes increased gut
permeability, leading to leaky gut,
inflammation, and a dysregulated immune
response 9. The extra histamine production
alone can lead to the above-mentioned
allergy-like symptoms.

MANAGING HISTAMINE
INTOLERANCE
It is estimated that 1% of the population has
histamine intolerance with 80% being middle-
aged. Due to the vast range of symptoms, it is
possible that this is underestimated and more
epidemiological studies are needed to clarify
this (5,7). Histamine intolerance should be
considered in asthmatics and/or those that
have any of the associated symptoms of
histamine intolerance - especially if allergy
testing was negative.



CONSIDERATIONS FOR
MANAGING HISTAMINE
INTOLERANCE..

Fruits such as strawberries, kiwifruit,
pineapple, banana and citrus
Fermented foods
Aged cheese
Most vinegars
Some animal products such as canned fish,
processed meats, egg whites, smoked fish
Chemicals such as tartazines & benzoates
Cocoa and chocolate (6)

Reduce foods that increase histamine levels
(at least while correcting any underlying
issues).

These include:

Please note this list is not extensive and it is
best to work with a qualified practitioner.
· Assess and restore a healthy, robust
microbiota
· Reduce intestinal hyperpermeability and gut
inflammation
· Put in place measures to manage stress
· Strategies to reduce histamine release and
stabilise mast cells (6)
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T H E  A R T
O F
B R E A T H I N G



INTRODUCTION TO NASAL
AND DIAPHRAGM
BREATHING
Nasal and diaphragm breathing are just two
aspects of a functional baseline breathing
pattern. In this article Glenn White, Director of
the Buteyko Breathing Clinic in Auckland and
Nicky McLeod, Director of The Breathing Clinic
in Nelson, introduce these important
foundational concepts, giving you an
overview, an introduction to the basics and
some valuable tips for getting started.

Written by Glenn White BSc, MBBH, Buteyko
Breathing Clinic, Auckland and Nicky McLeod
BA, MBIBH, The Breathing Clinic, Nelson, May
2021



NASAL
BREATHING
James Nestor in Breath: The New Science of a
Lost Art, estimates 80% of the world’s
population is not breathing correctly. Healthy
breathing is breathing in and out through the
nose and breathing appropriately for the
activity. For example, while it might be
appropriate to breathe more when running, it
isn’t when you are sleeping. Loud snorers are
breathing 2-3 times more air than normal.
They are effectively running a marathon in
their sleep. By contrast, wild animals are
healthy breathers and nose breathers. Horses
can gallop as fast as 80 kmph breathing
through the nose. Cheetahs have been
clocked at speeds of up to 110 kmph,
breathing through the nose. Wild animals
don’t snore and very rarely get blocked noses.
Humans, on the other hand, have the
distinction of being the most plugged-up
species on the planet.

WHY WE NEED TO LEARN HOW TO BREATHE



HOW TO TELL IF YOU
ARE BREATHING
INCORRECTLY
Symptoms like nasal congestion,
habitual mouth breathing, asthma, hay
fever, persistent cough, snoring or sleep
apnoea, anxiety, or susceptibility to
panic attacks may be indicative
of a dysfunctional breathing pattern.
Anyone who finds nasal breathing
uncomfortable probably needs to look at
their breathing.

People with asthma tend to have
hypersensitive airways. This means they
are more likely to react to sudden
changes in air temperature or airborne
allergens like pollen, dust, dust mites,
strong perfumes, or smoke.
People with asthma tend to habitually
over-breathe (hyperventilate) and
breathe through the mouth. This is a
problem because the nose is a natural
air conditioner. It filters, warms,
humidifies, and disinfects the air before
it is inhaled into the lungs. If we breathe
though the mouth, we potentially take
cold, dry, unfiltered air directly into the
lungs and this can trigger asthma in
susceptible people.

Chest tightness, inflammation and, in
some cases, mucus congestion are often
caused and exacerbated by over-
breathing and mouth breathing. Nasal
breathing also helps optimise levels of
the gases carbon dioxide (CO2) and
nitric oxide (NO) in airways and blood.
Both CO2 and NO are bronchodilators
helping to open airways for easier
breathing. CO2 and NO also act in a
similar way as vasodilators, improving
the flow of oxygenated blood in arteries
and arterioles. And if that weren’t
enough, nasal breathing helps to
maintain adequate levels of NO which
acts as a germicide and one of the
body’s first lines of defence against
airborne germs.HOW DYSFUNCTIONAL BREATHING 

EXACERBATES ASTHMA

Breathe through your nose. Nasal
breathing is more efficient and delivers
more oxygen to the body by optimising
levels of oxygen, carbon dioxide and
nitric oxide in airways and blood. Nasal
breathing also helps reduce breathing
volume, thereby reducing exposure to
airborne allergens.

ONE TIP TO HELP PEOPLE BETTER CONTROL 
THEIR ASTHMA

WHY MANY PEOPLE WITH ASTHMA, 
FOR EXAMPLE, SOMETIMES FIND IT HARD 
TO BREATHE THROUGH THE NOSE.
It helps to think of nasal congestion as
asthma of the nose. After all, nasal
congestion results from a combination
of inflammation and constriction of the
nasal mucosa, 



often accompanied by excessive mucus
production, similar to asthma. It may
seem odd, but these symptoms can be
caused and exacerbated by mouth
breathing and over-breathing. One of
the best things we can do is try to
breathe less air and that starts with
practicing to breathe gently through the
nose.

Here is a technique that may help
temporarily unblock your nose. Prior to
doing this exercise, check your left and
right nostril to see how clear they are.
1. Take a gentle breath in through your
nose.
2. And a gentle breath out through your
nose.
3. Now hold your breath, closing your
nostrils gently between thumb and
forefinger.
4. Hold your breath for as long as
comfortable, nodding your head.
5. Now, breathe back in through the
nose, keeping the mouth closed.
6. Continue to breathe gently, in and out
through your nose, with mouth closed.

Immediately after doing this exercise,
re-check your left and right nostril to see
how clear they are. This is a good place
to start for improving our breathing. A
normal, healthy resting breathing
pattern is nasal, silent, 8-12 breaths per
minute, smooth, even and regular and
80% diaphragmatic. However, it’s
common today for people to breathe
predominantly from their upper chest
muscles, also known as the secondary
respiratory muscles. This is a very tiring
way to breathe because the upper chest
muscles are not designed for constant
use and should only engage in an
emergency. They are inefficient and use
up a lot of the body’s oxygen reserves
and this is why they are often referred
to as oxygen robbers. By contrast, the
diaphragm is a powerful muscle and like
the heart it never needs a rest, from
your first breath to your last.

WHAT TO DO IF YOUR NOSE IS BLOCKED

Breathing mainly from the diaphragm
uses just 2% oxygen while breathing
mainly from the upper chest muscles
uses up to 25% oxygen. Think of your
upper chest muscles as your emergency
back-up muscles. You do not need to use
them when you are just going about
your everyday life. If you think of
breathing as information for the body,
by breathing using mainly your
emergency back-up muscles you are
constantly giving your body the message
that you are in danger.

UPPER CHEST BREATHING COMPARED
TO DIAPHRAGM BREATHING



There are so many reasons to breathe
predominantly from the diaphragm,
including improved posture, reduced
tension in the upper chest muscles,
more efficient gas exchange, stimulation
of the relaxation response and reduced
blood pressure. Also, because the
diaphragm plays a vital role in
massaging the internal organs,
breathing mainly from the diaphragm
facilitates improved digestion, bowel
function and movement of blood and
lymphatic fluid. It is impossible
overstate the importance of diaphragm
breathing for health and wellbeing.

To sum up: “The diaphragm may be our
muscle of respiration, but it’s more than
breath. It has an impact on all major
physiological systems; posture,
circulation, immune function, digestion,
emotional regulation – the list is long.”

Breathing through the mouth
immediately engages the upper chest
muscles and activates the sympathetic
nervous system, which is the ‘fight or
flight’ branch of the autonomic nervous
system. Being stressed and holding
tension in the belly will inhibit the
diaphragm so that the upper chest
muscles step in to assist the diaphragm.
Having poor posture, which can include
slouching or rib jutting, will also inhibit
the diaphragm and contribute to upper
chest breathing.

FURTHER ADVANTAGES OF 
DIAPHRAGM BREATHING

FACTORS THAT CONTRIBUTE TO 
PEOPLE BECOMING MAINLY CHEST 
BREATHERS

HOW UPPER CHEST BREATHING 
EXACERBATES ASTHMA
Upper chest breathing contributes to
over-breathing, which just means
breathing in excess of metabolic
requirements. Over-breathing (or
hyperventilation) leads to a reduction of
CO2 in the lungs and blood. You have
over 100,000 km of tubes in the body,
including the airways and all these tubes
have smooth muscles wrapped around
them. CO2 is a smooth muscle relaxant –
it keeps airways and blood vessels open.
When CO2 levels in the lungs and blood
are less than ideal, it can lead to smooth
muscles spasm around airways. This
makes it more difficult to breathe and
leads to over-engagement of the upper
chest muscles which contributes to over-
breathing. 



HOW TO TELL IF YOU
ARE MAINLY UPPER
CHEST BREATHING OR
DIAPHRAGM BREATHING
Put one hand on your chest and the
other hand on your belly. Now tune in to
your breathing for a few breaths and
start to notice which hand moves most
when you breathe. If it’s the upper hand
then you are likely to be breathing
predominantly from your upper chest
muscles. Do this same exercise next
time you are out walking and notice
whether you tend to upper chest
breathe when exercising. Also, notice
what happens when you are stressed.

Another way to check is to notice
whether your shoulders and upper chest
rise when you breathe. If you have
trouble feeling this, you could use a
mirror to observe. We call this
piston breathing. When you upper chest
breathe, the movement of breathing is
more of an up and down movement, just
like a piston. When you breathe mostly
using your diaphragm, the movement of
breathing is more like a bellows where
you get slightly bigger around your
middle, just below the ribs, into the
sides and the back in this area as well as
out the front. When you breathe mainly
from your diaphragm, there is little
movement in the upper chest and the
shoulders.

Another tactic is to ask someone to
observe you when you are unaware and
notice where most of the movement is
when you breathe. One sure-fire way to
tell is if you tend to have tight and sore
shoulder, chest and even neck muscles.
This is likely to be a sign that you are
overusing these muscles and are over-
breathing.

No. 

This is the opposite of a good breathing
pattern and a common misconception.
People often associate diaphragm
breathing with big breathing and
emptying and filling the lungs, which
leads to over-breathing and all the
problems caused by reduced CO2 in the
lungs and blood. A normal breath at rest
is just 500 ml which is only ⅛ of your
lung capacity. If you think of a 500 ml
water bottle, that gives you an idea of
just how small a normal breath is – in
and out is one breath. So, diaphragm
breathing done correctly is small-volume
breathing.
Often when we teach diaphragm
breathing there is a lot of unlearning to
do where we need to dismantle the
associations between diaphragm
breathing and concepts such as big,
deep, full, abdominal or belly breathing.
These concepts lead to large-volume
diaphragm breathing.

SHOULD DIAPHRAGM BREATHING BE BIG,
DEEP AND FULL?



It starts with the basics, which means
having a relaxed upright posture and
always breathing through the nose. The
nose and the diaphragm go together and
this promotes the relaxation response,
whereas breathing through the mouth
engages the upper chest muscles and
the fight or flight response.
Next is to learn what it feels like when
you diaphragm breathe. 

Try this:

1. Sit in a firm chair in a relaxed, upright
posture.
2. Put one hand on your chest and the
other just below your ribs.
3. Now, imagine that you have a 10cm-
wide band of skin all around your body
just below the end of your breastbone
that is gold in colour. Think of this as
your soft gold band. It’s like a wide, high,
soft waistband – it has give in it.
4. Feel this area expand gently as you
breathe in and fall back into place as
you breathe out. Feel the lateral
(sideways) expansion of your lower ribs
as you inhale and feel the narrowing of
your lower ribs as you exhale. The
movement should occur at the lower
end of your rib cage at the sides and
back as well as in the solar plexus at the
front. Remember the movement is only
small.

If you are having trouble with this, try
lying on your back and putting
something under your knees to support
them. Then do the same exercise
explained above, but this time lying on
your back. This takes the postural work
away from the diaphragm so that you
can focus on breathing. Once you have a
feel for this lying down, try it sitting back
on a chair.

Another useful technique that can help
you to learn what it feels like when you
diaphragm breathe compared to upper
chest breathing is reverse practice,
where you deliberately chest breathe for
2 breaths and then switch to diaphragm
breathing for 2 breaths and then back to
chest breathing, and so on. Deliberately
engaging the bad habit helps you to get
a feel for the correct habit.

These are just a few basic starting tips,
and while some people will be able to
establish an ideal resting 80:20
diaphragm/chest breathing pattern just
with awareness, others will require help
from a breathing educator.

WHAT TO DO IF YOU NOTICE YOU ARE AN UPPER CHEST BREATHER
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S A L B U T A M O L  A L O N E  I S  N O T
T H A T  S A F E .  R E A D  O N  F O R  M O R E
I N F O R M A T I O N  O N  T H E  L A T E S T
R E S E R C H

SALBUTAMOL USE IN TODAY’S ASTHMA AND CHRONIC
OBSTRUCTIVE PULMONARY DISEASE (COPD) WORLD



The use of Salbutamol (Short Acting Beta
Agonist – SABA) has been the mainstay
of reliever therapy for many, many,
years. In 2020 research showed that the
use of Salbutamol alone is not that safe.
Overuse can lead to more serious
exacerbations and even to death. As a
result, in asthma for32 the over twelves,
it is now not recommended as a stand-
alone medication. It should be used in
conjunction with a preventer
medication. The preferred medication is
to use Symbicort (combination preventer
and long-acting reliever), which also acts
as a short acting reliever as the LABA
works as quickly as Salbutamol.

But what about those patients who are
well controlled on medications other
than Symbicort, such as Flixotide,
Seretide or Breo? By well controlled I
mean those patients who are not using
any or very little, (less than two puffs
weekly) of Salbutamol as a reliever
medication. Should we be changing their
medication just because the preferred
medication is Symbicort? An example of
this is a client who had used no
Salbutamol for 18 months when using
Breo once daily.  It is, therefore,
important to take each client as an
individual and not put everyone under
the same umbrella. When looking at the
example above two things come to
mind. Does the client want to change to
a twice daily medication if they already
have good control? 

Secondly, is it therefore actually necessary
to change their medication. They are using
no Salbutamol, so are at no more risk of a
severe exacerbation than someone using
Symbicort.  It is essential that clients are
educated in the correct use of all
medications, whether it be a reliever or a
preventer. They need to be educated on
when to seek medical attention if using
Salbutamol as a reliever. They need to be
educated on correct technique no matter
which device they are using. As a nurse
educator, I have seen both Metered Dose
Inhalers and Turbuhalers used incorrectly.
Furthermore, the use of Salbutamol in
COPD has also been a mainstay for many
years. It has been used as a stand-alone
medication or in combination with a
muscarinic antagonist (SAMA). In recent
years, the long-acting formats (LAMA/LABAs)
of these medications are the preferred
choice to treat COPD so the combination
SAMA/SABA is not used with these
combination LAMA/LABAs. Many people
with COPD though, still require a SABA to
use for daily activities and exercise. It is
essential therefore, that Salbutamol is
continued for these patients.
For both conditions, Salbutamol is still
needed in emergency situations. So, it is
very important that they have a prescription
for this and are educated in its correct use.
So in conclusion, Salbutamol still has a
place in asthma and COPD treatment in
today’s world.

Anne Wheat - Asthma NZ Nursing
Manager
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A S T H M A /  C O P D
C O U R S E S



We hope that you have been able to take
good care of yourself and that your
friends, colleagues and whanau are
managing as well as they can under the
circumstances in 2021.

It seems strange that two years ago very
few of us even knew what zoom was,
now we rely on it for maintaining contact
at so many levels of life. Asthma NZ have
for many years relied on our unique way
of delivering in-person, practical and
real-world education on Asthma and
COPD management to health
professionals. So disappointed are we to
have had to cancel so many courses this
year that we have decided to find a way
to use technology to our advantage. We
are currently designing an exciting new
way to continue delivery regardless of
whether we can be in the same room or
not! What we need to ensure is that it
works, and that we don’t lose the value
in coming together to share personal
experience and story. 

For us, what is most exciting, is that we
believe we have found a way of doing
just that. Utilizing technology to allow
you to absorb the information you need
in a way that is convenient to you, and
that also delivers the real time social
aspects in what is a truly amazing
community of health professionals. We
will continue to deliver our in-person
sessions as well as the Covid
environment allows as we acknowledge
the importance of networking through
these workshops.
We will be in touch with further details
in due course.

In the meantime, a big "Thank You"from
Asthma NZ for all your hard work in
these challenging times. We are a phone
call away if you need resources or
information.

NEW WAYS OF UPDATING YOUR EDUCATION IN 2022
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BACKGROUND It is unknown how
active asthma management
influences symptom control among
inner-city pregnant women who have
unique exposures and socioeconomic
limitations affecting their care.

In total, 234 individuals (7.6%) had
asthma (doctor's diagnosis of asthma in
combination with respiratory symptoms)
and had been dispensed at least one
prescription of asthma medication
during the study period. Among them,
77% were dispensed a controller
medication. The mean number of
prescriptions dispensed per individual
was higher in males than females (11.0
vs. 7.2; p < 0.01). The proportion of
asthmatics with only a short-acting β 2 -
agonist (SABA) dispensed was 22%, of
which 33% were classified as having
uncontrolled asthma. Adherence to
controller medication was 60% and
higher among those with an asthma
diagnosis from specialized care than
those diagnosed in primary care (RR 1.32
95% CI 1.03-1.69). Sex, socioeconomic
status, and non-allergic comorbidity did
not affect adherence.

IMPROVING ASTHMA SYMPTOMS
AMONG INNER-CITY WOMEN DURING
PREGNANCY: A PROSPECTIVE
COHORT INTERVENTION

RESULTS

Source: J Allergy Clin Immunol Pract. Yoo
E, Most J, Lee N, McWilliams T, Plante L,
Schulman E; Journal of Allergy and
Clinical Immunology. In Practice (May
2021)

Methods: The study included young
adults (age 22-24 years) from the
Swedish population-based birth cohort
BAMSE (n = 3,064) with linkage to
register data on dispensed asthma
medications and recorded diagnosis.
Dispensing information was collected in
January 2014-June 2019 (the study
period) to cover the period of
questionnaire data. Adherence to
asthma medication was defined as
refilling a prescription within 18 months.



Objective: Pharmacological treatment
plays a key role in the management of
asthma, but medication adherence is
generally low. Our aim was to assess
factors associated with dispensing
patterns of, and adherence to, asthma
medication in young adults with
asthma.

Among 85 women enrolled, 53 (62.4%)
returned for at least one follow-up visit.
Mean baseline ACT scores were similarly
low (≤19) between the two groups (≥ 1
follow-up and no follow-up), as were
MiniAQLQ scores (<4.7). Seventy-two
(84.7%) women had inadequate asthma
control resulting in step-up therapy after
their initial visit. There was a significant
increase in ACT scores between initial
visit and first follow-up visit. For those
with an intervening MiniAQLQ, there was
also a significant increase by 1.39 ± 0.67
(p = 0.0003).

NON-ADHERENCE AND SUB-OPTIMAL
TREATMENT WITH ASTHMA
MEDICATIONS IN YOUNG ADULTS: A
POPULATION-BASED COHORT STUDY

RESULTS

Source: J Asthma Dahlén E, Bergström A,
Ödling M, Ekström S, Melén E, Kull I;
Journal of Asthma 1-12 (Jun 2021)

OBJECTIVE: To assess the impact of an
integrated subspecialty intervention
comprised of education and monitoring
on asthma control among underserved
women in an antenatal clinic setting.

METHODS: We conducted a prospective
cohort study of pregnant asthmatics
participating in a subspecialty clinic
integrated into routine prenatal care. We
compared baseline characteristics and
objective measurements of asthma
control between women at an initial visit
to those who were evaluated in at least
one follow-up. For follow-up, we
measured symptom control at
successive visits and the incidence of
asthma-related complications.

We found that uncontrolled asthma is
common among urban women seeking
routine obstetrical care. Our results
suggest that even one interventional
visit can result in significant
improvement in asthma control. Further
investigation into mechanisms for
optimizing treatment strategies may
improve the quality of asthma care
during pregnancy in this underserved
population.

CONCLUSIONS



BACKGROUND: At present, there are
more than 300 million asthma
patients in the world. Electronic
cigarettes (e-cigarettes) are
considered as a new way of smoking
and are loved by young people. The
relationship between e-cigarettes and
asthma risk is still controversial.
Therefore, we conducted a meta-
analysis to explore the relationship
between e-cigarettes and asthma.

This meta found the association of e-
cigarette use with asthma, and the
combined OR value was 1.27 (95% CI =
1.17-1.37). We found the significant
association of current e-cigarette usage
with asthma (OR=1.30, 95% CI = 1.17-
1.45), and the former use of e-cigarettes
also had an association with asthma
(OR=1.22, 95% CI = 1.08-1.39). Then,
when e-cigarettes were used in
combination with traditional cigarettes,
the association odds with asthma was
1.47 (95% CI = 1.13-1.91), which was
higher than that of users who used
traditional cigarettes (OR=1.33, 95% CI =
1.19-1.49). In subgroup analysis, adult
and female e-cigarette users were more
closely associated with asthma.

E-CIGARETTE USERS ARE ASSOCIATED
WITH ASTHMA DISEASE: A META-
ANALYSIS

RESULTS

Clin Respir J. Xian S, Chen Y; The Clinical
Respiratory Journal (Mar 2021)

METHODS: We searched PubMed,
Embase and Web of Science for research
results published before august 2020. All
data analysis was through R, version
3.6.3. Publication bias was assessed
using funnel plots, Begg's rank
correlation test and Egger regression
asymmetry tests. Most of the included
studies were adjusted for potential
confounding factors.

CONCLUSION
in short, in this meta-analysis, we found
that current or former use of e-
cigarettes are associated with the
prevalence of asthma. However, the
specific relationship required more
rigorous design for further verification.



BACKGROUND: A recent paper reported
that low muscle mass in the erector
spinae muscles (ESM) was strongly
associated with poor prognosis and
declining muscle mass over time in
subjects with COPD. However, effects of
pulmonary rehabilitation (PR), if any, on
ESM mass have not been reported. We
hypothesized that PR reduces the annual
decline in ESM mass.

ESM CSA declined in the
nonrehabilitation group over time
(-116.0 ± 141.2 mm 2 /y) but increased in
the PR group (51.0 ± 95.3 mm 2 /y;
P<.001). The annual increase in ESM CSA
was significantly higher among subjects
with an increase in 6MWD that exceeded
the minimum clinically important
difference compared with
nonresponders in the rehabilitation
group. The annual change in ESM CSA
was negatively correlated with
comorbidity index, and triple therapy
(long-acting β 2 -agonist/long-acting
muscarinic antagonist/inhaled
corticosteroid) had a favorable effect on
annual change in ESM CSA . Multiple
regression analysis revealed that only PR
was an independent factor for annual
change in ESM CSA

EFFECT OF PULMONARY REHABILITATION
ON ERECTOR SPINAE MUSCLES IN
INDIVIDUALS WITH COPD

RESULTS

Respir Care. Higashimoto Y, Shiraishi M,
Sugiya R, Mizusawa H, Nishiyama O, Ryo
Y, Iwanaga T, Chiba Y, Tohda Y, Fukuda K;
Respiratory Care (Jul 2021)

METHODS: This was a retrospective
cohort study. Thirty-nine subjects with
COPD who received PR and underwent
chest computed tomography before and
after PR were evaluated (rehabilitation
group). We also evaluated 39 age-
matched subjects with COPD who did
not receive PR (nonrehabilitation group).
Data were collected from August 2010
until March 2020 in both groups. The
ESM cross-sectional area (ESM CSA ) was
measured using axial computed
tomography images, and annual changes
were calculated. The 6-min walk distance
(6MWD) was measured before and after
PR; the minimum clinically important
difference was defined as 30 m.

CONCLUSION
ESM mass was shown to decline yearly in
subjects with COPD. The annual decline
in muscle mass was reduced by PR.



BACKGROUND ; Recently, the addition of
inhaled corticosteroid (ICS) to long-acting
muscarinic antagonist (LAMA) and long-
acting beta-agonist (LABA) combination
therapy has been recommended for patients
with COPD who have severe symptoms and a
history of exacerbations because it reduces
the exacerbations. In addition, a reducing
effect on mortality has been shown by this
treatment. However, the evidence is mainly
based on one large randomized controlled
trial IMPACT study, and it remains unclear
whether the ICS add-on treatment is
beneficial or not. Recently, a large new
ETHOS trial has been performed to clarify the
ICS add-on effects. Therefore, we conducted
a systematic review and meta-analysis to
evaluate the efficacy and safety including
ETHOS trial.

We searched relevant randomized control
trials (RCTs) and analyzed the
exacerbations, quality of life (QOL), dyspnea
symptom, lung function and adverse events
including pneumonia and mortality, as the
outcomes of interest.

TRIPLE VERSUS LAMA/LABA
COMBINATION THERAPY FOR PATIENTS
WITH COPD: A SYSTEMATIC REVIEW AND
META-ANALYSIS

METHODS
Respir Res. Koarai A, Yamada M, Ichikawa
T, Fujino N, Kawayama T, Sugiura H;
Respiratory Research 22 (1), 183 (Jun
2021)

RESULTS
We identified a total of 6 RCTs in ICS add-on
protocol (N = 13,579). ICS/LAMA/LABA treatment
(triple therapy) significantly decreased the
incidence of exacerbations (rate ratio 0.73, 95%
CI 0.64-0.83) and improved the QOL score and
trough FEV 1 compared to LAMA/LABA. In
addition, triple therapy significantly improved
the dyspnea score (mean difference 0.33, 95%
CI 0.18-0.48) and mortality (odds ratio 0.66, 95%
CI 0.50-0.87). However, triple therapy showed a
significantly higher incidence of pneumonia
(odds ratio 1.52, 95% CI 1.16-2.00). In the ICS-
withdrawal protocol including 2 RCTs, triple
therapy also showed a significantly better QOL
score and higher trough FEV 1 than LAMA/LABA.
Concerning the trough FEV 1 , QOL score and
dyspnea score in both protocols, the differences
were less than the minimal clinically important
difference.

CONCLUSION
Triple therapy causes a higher incidence of
pneumonia but is a more preferable treatment
than LAMA/LABA due to the lower incidence of
exacerbations, higher trough FEV 1 and better
QOL score. In addition, triple therapy is also
superior to LABA/LAMA due to the lower
mortality and better dyspnea score. However,
these results should be only applied to patients
with symptomatic moderate to severe COPD
and a history of exacerbations.



BACKGROUND: Real-world data on
eosinophilic chronic obstructive
pulmonary disease (COPD)'s clinical
burden, in exacerbating/stable states,
and the stability of blood eosinophil
count (BEC) measurements are
limited. We described measured BEC
distributions among general practice
COPD patients in New Zealand (NZ).

This retrospective cohort study utilized
the NZ-HealthStat primary care
database. Participants were aged ≥40
years, with ≥1 BEC 6 months following a
COPD diagnosis code during 2011-2012.
Descriptive analyses included
examinations of BEC stability and
association with COPD
exacerbations/treatments/comorbidities.

BURDEN OF ILLNESS IN BLOOD
EOSINOPHILIC PHENOTYPE COPD
PATIENTS IN NEW ZEALAND

METHODS

Respir Investig. Shantakumar S, Ho Y,
Beale J, Gribben B; Respiratory
Investigation (May 2021)

RESULTS
The most frequent COPD comorbidity
was asthma (n = 1180/2909, 40.56%).
Among COPD patients: 65% had
BECs>150 cells/μL; 35% had BECs>300
cells/μL (non-mutually exclusive
threshold categories). Treatment
patterns were similar, except for more
frequent inhaled corticosteroid
(ICS)/long-acting beta 2 -agonist use in
COPD patients with asthma history (51%)
than those without (31%). Factors
associated with BECs>150 cells/μL in
participants without ICS treatment
included Māori/Pacific ethnicity, obesity,
oral corticosteroid (OCS) use, and
exacerbation history. When stratified by
asthma history, ICS treatment, and
neutrophil count above/below 5000
cells/μL, geometric mean BECs ranged
from 136.70 to 398.52 cells/μL.
Exploratory analyses showed a fair-good
COPD/BEC measurement stability over
12 months.

CONCLUSION
Asthma was a common COPD
comorbidity in NZ, particularly in
Māori/Pacific patients. No overall
relationship was observed between
BEC/COPD exacerbations, which may
reflect background ICS confounding.
However, analyses in non-ICS treated
participants suggested that Māori/Pacific
patients with obesity and COPD, OCS
treatment, exacerbation history, and/or
elevated BECs are at the highest risk of
COPD exacerbations. One BEC
measurement appears a good indicator
of a patient's BECs over time.
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