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ABSTRACT
Background:

Bronchial asthma is a chronic chest disease constituting a serious
public health problem all over the world. Unfortunately it is still
too often poorly controlled and evidence-based guidelines are still
insufficiently implemented. A paradigm shift for asthma care
implies that the level of asthma control should be continuously
monitored and that treatment should be adjusted according to the
patients’ current asthma-control status. Pharmacists could assist to
achieve and maintain asthma control by providing patient

education and medical supervision .

Aim: The study compares the effect of asthma care by clinical

pharmacist intervention versus routine care on asthma control.

Patients and Methods:

A 2-month randomized, controlled trial was conducted in
outpatient clinics of Ain Shams University Hospitals, Cairo,
Egypt. Patients were randomly assigned to receive routine care
(n=30) or a pre-defined pharmacist intervention (n=30). This
intervention mainly focused on patient education, improving
inhalation technique and medication assessment. Primary outcome
was the level of asthma control, as assessed by the Asthma

Control Questionnaire (ACQ) .



Results:

By the end of the study, the intervention patients who received a
written action plan significantly improved their ACQ results than
routine care group who did not receive a plan (p<0.0001).The
intervention also reduced reliever medication use and the
frequency of night-time awakenings due to asthma. Inhalation
technique and adherence to controller medication were

significantly better in the intervention group.

Conclusion:
The present study results provide supportive evidence concerning
pharmacists’ favorable effects on asthma patient care and support

clinical pharmacists as key members of the health care team.

Keywords: Asthma Control Questionnaire; Asthma Action Plan;

Patient education; Adherence; Inhalation Technique.
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Introduction

INTRODUCTION

Asthma is a common chronic disorder with increased
prevalence worldwide. World Health Organization (WHO)
estimates that 300 million people are affected with asthma

(Anandan, et al., 2010).

Asthma is characterized by paroxysmal or persistent
symptoms such as dyspnea, chest tightness, wheezing, sputum
production and cough, associated with variable airflow limitation
and a variable degree of airways hyper-responsiveness to
endogenous or exogenous stimuli (Lougheed, et al., 2010).
Although good asthma control can be achieved in clinical trials, it
is more difficult to achieve in real-life situation studies (Rabe, et
al., 2004). Despite advances in asthma management, a large
number of patients are still "insufficiently controlled”, putting
them at risk for asthma-related morbidity and mortality (Mehuys,
et al., 2008).

Salama and his colleagues reported that health care delivery
was inadequate in Egypt as irrational prescribing and practices
were generally widespread and misconceptions were commonly
encountered, both among the public and health professionals.
Therefore, minimum standards of health care for individuals with

asthma must be identified (Salama, et al., 2010).

In an attempt to improve asthma control, the Global Initiative

for Asthma (GINA) updated its asthma management guidelines

1



