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1. Definition
Asthma is a chronic illness characterized by inflammation and increased sensitivity of the airways. Muscles in the walls of the airways become tight, the inner walls of the airways swell, and there may be an excess production of mucus, resulting in narrowing of the airways and wheezing, coughing, chest tightness and difficulty breathing. The symptoms may vary depending on the season or time of day and tend to worsen at night or early in the morning. Asthma may develop at any age and have different triggers (National Institute for Health and Care Excellence (NICE), 2024; Global Initiative for Asthma (GINA), 2025; World Health Organization (WHO), 2024).
There is no cure for asthma; however, it is possible to treat it in order to control the symptoms and decrease the chances of an attack. The diagnosis process includes both symptom history and objective testing. The guideline on this matter issued jointly by the British Thoracic Society (BTS), NICE and the Scottish Intercollegiate Guidelines Network (SIGN) suggests that a blood eosinophil count or fractional exhaled nitric oxide (FeNO) test be performed, followed where necessary by spirometry with bronchodilator reversibility or PEF testing. Test availability and prior inhaler corticosteroid use influence the results and should be taken into consideration along with the history (BTS/NICE/SIGN, 2024).
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	Figure 1: Airway narrowing and inflammation in asthma
Source: https://www.nhlbi.nih.gov/sites/default/files/inline-images/NHLBI_Fig04_final02%20English.jpg 
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Asthma is a considerable public health issue globally. According to WHO estimates, 262 million people suffered from asthma and 455,000 died from it in 2019 (WHO, 2024). This includes all people of different ages, not only adults. Underdiagnosis and limited access to inhalers lead to preventable deaths as well, especially in the countries of lower and middle income (WHO, 2024).
In the case of the UK, according to Asthma + Lung UK, about 7.2 million people suffer from asthma, which equals to 8 out of 100 people (Asthma + Lung UK, n.d.). The charity claims that one in nine adults and one in eight children suffer from asthma (Asthma + Lung UK, n.d.). These figures represent the estimate for the whole UK and do not constitute an estimate for only adults from the harmonised NHS register. Practices vary from nation to nation.
Preventable attacks pose a threat as well. According to the report of Asthma + Lung UK, 12,000 people in the UK have died due to asthma in the 10 years since 2014 National Review of Asthma Deaths (Asthma + Lung UK, 2024b). In the 2025 briefing report, only 32% of people with asthma received all three elements of the basic care, including the annual review, inhaler technique assessment and personal asthma action plan (Asthma + Lung UK, 2025). Although it was not a nationally audited clinical register, this figure shows a certain gap in regular care.
Altogether, it may be said that the burden of asthma disease depends on its prevalence, on the number of preventable attacks and on the quality of regular care provided. The worldwide estimates of WHO, the estimates of charity for the whole UK and access to basic care information are made by different methods within different reference periods and cannot be compared with each other as prevalence measures (WHO, 2024; Asthma + Lung UK, 2025).
[bookmark: _Toc243652156]3. Risk Factors and Aetiology
Asthma arises from the interplay of susceptibility to it that is genetic, an individual’s immune system and the environment in which the individual exists. Risk factors lead to an increased probability of getting asthma while triggers worsen the effects on those with it. This difference is significant because minimizing exposure can help in controlling it, although it cannot eliminate genetic susceptibility (GINA, 2025; WHO, 2024).
[bookmark: _Toc243652157]3.1 Modifiable Risk Factors
Modifiable exposures comprise cigarette smoking, e-cigarettes, dampness and mold, dust mites, pollen, animal allergens, air pollution and workplace chemicals. Some provoke symptoms; others act as occupational sensitizers or air pollutants leading to new onset asthma. In a meta-analysis published in 2024, adult asthma incidence was linked with particulate matter, nitrogen dioxide and ozone, although findings differed for pollutants and individual studies (Lee et al., 2024). Intervention advice should include lowering exposure as well as addressing unsafe housing and pollution that patients cannot manage by themselves (WHO, 2021; NICE, 2020; GINA, 2025).
Work may lead to or exacerbate asthma due to workers’ inhalation of dust, flour, isocyanates or other irritants in their working environment. The British Thoracic Society’s clinical statement suggests that work-related exposure accounts for one in six asthma cases in working age group with asthma (Barber et al., 2022). Physicians need to inquire about job tasks, material inhaled, pattern of symptoms at work and its improvement when away from workplace; if occupational asthma is suspected, early diagnosis and expert evaluation are required (Barber et al., 2022).
[bookmark: _Toc243652158]3.2 Non-Modifiable Risk Factors
Non-modifiable factors cannot be avoided based on one's own decisions. A family history might indicate inherited differences in immune regulation and airway sensitivity (GINA, 2025). Atopic eczema and rhinitis, which mean that the immune system reacts to harmless things, are the sign of atopy and indicate risk but not inevitable development of the disease (GINA, 2025). Age and biological sex may also play a role for some adult patients (Asthma + Lung UK, 2022b; GINA, 2025). This link is different for each person.
Factors affecting living or working environment may be related to the increased risk as well. Damp living conditions, traffic pollution, job insecurity, poverty and limited access to healthcare are the examples of such factors. They do not refer to any biological cause of asthma but increase the difficulty of prevention and management. Therefore, prevention includes not only individual interventions but also actions by housing services, employers, public health organizations and healthcare services (WHO, 2021; NICE, 2020).
[bookmark: _Toc243652159]4. Aim
This booklet evaluates long-term asthma control in adults, focusing on self-management education and NHS respiratory care. It considers the physical, psychological and social effects of asthma, why gaps in care persist, and how person-centred services can reduce avoidable attacks and improve outcomes.
[bookmark: _Toc243652160]5. Physical, Psychological and Social Implications
[bookmark: _Toc243652161]5.1 Physical Implications
Uncontrolled asthma may lead to wheeze, cough, sleep disruption, tiredness and breathlessness during activities. Attacks might need oral steroids, urgent care and/or admission, leading to lost working days and adverse medication effects. According to a systematic review, adults having uncontrolled moderate or severe asthma have poor quality of life, attacks and healthcare use despite being under maintenance therapy (Czira et al., 2022). Medication alone is not an indicator of controlled asthma.
The disease may limit activities and disrupt sleep. Before intensifying the treatment, doctors should consider proper diagnosis, inhalation technique, adherence, exposures and co-morbidities. Excessive reliever inhaler use is a sign of uncontrolled asthma and cannot replace anti-inflammatory treatment (BTS/NICE/SIGN, 2024; MHRA, 2025).
[bookmark: _Toc243652162]5.2 Psychological Implications
Fear, embarrassment and anxiety caused by unpredictable symptoms may occur. Some adults avoid socialising. Anxieties or depressions might interfere with treatment regimens and attendances; therefore, patients' mental health should be discussed during asthma assessment (Czira et al., 2022; GINA, 2025).
Severe asthma involves several medications, specialist appointments and emergencies. Case studies included in the Asthma + Lung UK report show social isolation and burdensome treatments; case studies provide context but do not quantify the frequency of each experience (Czira et al., 2022; Asthma + Lung UK, 2022b).
[bookmark: _Toc243652163]5.3 Social Implications
Asthma may impact employment, income, family routine and social interactions. Caregivers may feel anxious during attacks or assist patients with taking medicines and making appointments. Financial costs, travel and absence from work cause additional burden. In the survey conducted by Asthma + Lung UK of over 14,000 adults with respiratory diseases, people with asthma belonging to the poorest fifth of respondents had higher chances of having uncontrolled symptoms and difficult access to same-day GP services. The charity survey is an alert signal rather than national prevalence estimation (Asthma + Lung UK, 2023).
UK primary-care and specialist cohorts showed higher probability of uncontrolled asthma and emergency/hospital care recently in some underrepresented ethnic groups (Busby et al., 2022). Ethnicity cannot be considered as a straightforward cause since exposures, access, communication and treatments may play a role. Mortality involving common physical conditions analysed by the Office of National Statistics indicate closer attention to deprivation, gender and geographic variations, even though this is not a direct measure of asthma control (ONS, 2023).
These trends should not be understood as evidence of the causation of poor adherence by one particular social attribute. Inequalities can occur along interrelated lines: higher levels of pollution or dampness, reduced capacity to make appointments, communication difficulties, and differential access to medication or specialist assessment. Services need to gather local data and find out from patients what the real barriers to following a standard care plan are. This is more productive than a sole focus on adherence at an individual level (Asthma + Lung UK, 2023; Busby et al., 2022; ONS, 2023).
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	Figure 2: Air pollution can worsen respiratory disease
Source: https://wwwn.cdc.gov/phil///PHIL_Images/8951/8951_lores.jpg 


[bookmark: _Toc243652164]6. Evidence-Based Treatment and Management in the NHS
[bookmark: _Toc243652165]6.1 Pharmacological treatment
Pharmacological management alleviates airway inflammation, relaxes airways muscles and prevents or relieves symptoms. Inhaled corticosteroids (ICS) are used to reduce inflammation and are an integral part of modern asthma management. The joint national guideline NG245 by BTS, NICE and SIGN suggests using an ICS-containing regime as opposed to relying on the reliever only. Selection and dosage should depend on the individual symptoms, history of attacks, their response, inhaler technique, preferences and other illnesses (BTS/NICE/SIGN, 2024; Global Initiative for Asthma (GINA), 2025).
In case of new diagnosis for patients aged 12 years and over in the UK, an as-needed low-dose ICS/formoterol inhaler should be recommended as an anti-inflammatory reliever (AIR) treatment. In case of uncontrolled asthma, healthcare specialists can consider the maintenance and reliever therapy (MART) during which a suitable ICS/formoterol inhaler is used as a part of maintenance treatment and reliever. The selection should be based on the clinical evaluation of the individual and his/her prescribed plan; they are not instructions for any changes in the drugs used by an individual (BTS/NICE/SIGN, 2024).
Short-acting beta2-agonists (SABA), also known as reliever inhalers, are used to relieve airway tightening but do not affect the underlying inflammation. The MHRA issued a warning regarding increased risks related to the excessive usage of SABA and suggested the clinical review in such cases. The joint national guideline does not recommend the prescription of SABA inhaler to an individual without a prescription of ICS simultaneously. Patients should seek a consultation when symptoms or relievers usage increases and must not alter the prescriptions on their own initiative (MHRA, 2025; BTS/NICE/SIGN, 2024).
Before increasing the medications dosage, clinicians should confirm the correct diagnosis and evaluate the adherence, inhaler technique, smoking/vaping, occupation, comorbidities and psychosocial barriers. Uncontrolled asthma despite these measures should be referred to a specialist for further assessment. Adults suffering from severe asthma can qualify for add-on biologic medicines following a specialist review depending on the asthma phenotype and clinical eligibility; these treatments are not suitable for all the patients (GINA, 2024; GINA, 2025).
[bookmark: _Toc243652166]6.2 Non-pharmacological treatment and long-term NHS support
Non-pharmacological care supplements drug treatment and is critical for successful long-term management. The UK NHS asthma care pathway is based on structured reviews: an annual review in primary care, extra review after exacerbation, inhaler-technique assessment, asthma education and written personalized asthma action plan. The most recent guideline of the British Thoracic Society, National Institute for Health and Care Excellence, Scottish Intercollegiate Guidelines Network NG245 remains a principal framework of the UK care (BTS/NICE/SIGN, 2024).
During every review, a discussion of daytime and nighttime symptoms, activity limitation, reliever use, course of oral steroids, emergency visits and patient goals should be conducted. Demonstrating technique and its further assessment by requesting patients to show how they use the device should be performed. When choosing an inhaler, factors including dexterity, hand-eye coordination, inspiratory capacity, comprehension and preferences should be considered. In case of suboptimal control, these factors should be assessed first rather than increasing doses (BTS/NICE/SIGN, 2024; Hesso et al., 2023).
The asthma self-management education should be pragmatic and repeated. The action plan should cover usual symptoms, personal triggers, which inhaler is prescribed, what action to take in case of aggravation of symptoms and seeking of urgent medical help. Understanding of instructions by a patient should be confirmed using teach-back or demonstration methods. The action plan should be updated after an attack, change of treatment or an annual review. Written information alone is not enough if the patient lacks capacity to understand, obtain medications or act in accordance with recommendations (BTS/NICE/SIGN, 2024; Babineau-Therrien et al., 2020).
The support should include help to quit smoking or vaping, reduction of exposure to allergens and air pollution, physical activities and proper management of conditions associated with asthma such as rhinitis, obesity, anxiety or depression. The patient should be provided with practical information about problems caused by damp and mold but clinicians should be aware that the tenant does not have enough money and power to fix his unsafe housing. Other healthcare professionals, occupational health specialists, pharmacists, housing services, communities and respiratory specialists can help to overcome these risks (NICE, 2020; WHO, 2021; Asthma + Lung UK, 2023).
After an attack or change in treatment, it is important to have follow up to ensure good recovery, proper technique, access to medicines, and confidence in the action plan. Reminders through digital means and remote review can be useful for some people, but they should not substitute face-to-face care when it is available. Language support, written information, and joint decision-making make the NHS pathway user-friendly. Therefore, routine review and education on self-management become ongoing components of the asthma pathway as opposed to single episodes (BTS/NICE/SIGN, 2024; NHS England, 2023).
Non-pharmacological support is effective if the services facilitate attendance and acting upon recommendations. Delays in appointments, lack of diagnostics capacity, job insecurity, and lack of access to digital technologies can undermine the effectiveness of even well-designed care plan. Local teams need to monitor access to reviews, technique checks, and action plan, including any disparities in access based on deprivation, ethnic background or geography (Asthma + Lung UK, 2025; NHS England, 2023).
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	Figure 3: Peak flow measurement as one possible monitoring tool
Source: https://www.asthmaandlung.org.uk/symptoms-tests-treatments/tests/peak-flow 
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[bookmark: _Toc243652168]7.1 UK model: House of Care framework
The House of Care model was developed in the United Kingdom as a framework for developing support plans in a collaborative, person-centered manner for people with long-term conditions. The model encompasses an informed and motivated individual, professionals who are dedicated to collaboration, organizational processes, and care planning. In terms of the adaptation of the model to asthma, it is important to discuss symptoms, medication burden, inhaler preference, triggers at work and home, and activities the patient wishes to accomplish (British Heart Foundation, n.d.; The Health Foundation, n.d.).
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Figure 4: UK House of Care framework adapted for adult asthma care
Source: Adapted from British Heart Foundation (n.d.), The House of Care framework. https://www.bhf.org.uk/for-professionals/healthcare-professionals/innovation-in-care/person-centred-care-and-the-house-of-care/the-bhf-house-of-care-programme/the-house-of-care-framework
In the case of asthma, the House of Care ensures the shared decision-making process, a joint action plan and integration of general practice, pharmacy, respiratory specialists and community services. The strength of the model lies in the fact that it puts emphasis on the person’s priorities and self-management as well as professional skills. But this model is not a guideline for treatment of asthma independently and it does not ensure the provision of staff, time for appointment, translation and housing needs (British Heart Foundation, n.d.; BTS/NICE/SIGN, 2024).
[bookmark: _Toc243652169]7.2 US model: Chronic Care Model (CCM)
Chronic Care Model (CCM) in the USA, created by Wagner and his co-workers, is a systemic framework for improving long-term condition management but not a specific asthma medication protocol. The six components of this framework include healthcare delivery system, community resources and policies, self-management support, delivery-system design, decision support and clinical information systems. The combination of all these aspects aims at the creation of informed and activated patients and ready and proactive providers (Wagner et al., 2001; Centers for Disease Control and Prevention, 2013).
[image: Use of The International Classification of Functioning, Disability and Health (ICF) as a conceptual framework and common language for disability statistics and health information systems - PMC]
Figure 5: US Chronic Care Model adapted for adult asthma management
Source: Adapted from Wagner et al. (2001), Improving chronic illness care: translating evidence into action. https://doi.org/10.1377/hlthaff.20.6.64
The case of asthma may be assisted by CCM in annual review recalls, inhaler technique assessments, guideline-directed prescription, education, and connections to housing or community-based services. UK House of Care focuses on joint planning in relation to what the patient needs, whereas US CCM places more emphasis on organizational processes and information systems. However, neither approach ensures good results without people, useful data, patients' engagement, and access to medications (Wagner et al., 2001; CDC, 2013; BTS/NICE/SIGN, 2024). It is necessary for making shared, evidence-informed clinical decisions.
[bookmark: _Toc243652170]8. Health and Social Care Policies and Agendas
A key UK framework for the case in question is the joint guideline NG245 produced by BTS, NICE and SIGN in November 2024. It concerns diagnostics, monitoring, treatment based on ICS, and self-management. Implementation will depend on availability of testing facilities, qualified personnel, annual reviews, and follow-up visits after an attack (BTS/NICE/SIGN, 2024).
The 2023 Major Conditions Strategy framework had included the respiratory disease into the list of six priority areas. Core20PLUS5 prioritizes the poorest fifth of the UK population and other populations identified locally. Asthma is not one of the five clinical priorities in adults. Local systems should consider respiratory data but not asthma as a priority area (DHSC, 2023; NHS England, 2023).
Environmental policies are important because indoor dampness, mould, pollution and allergens may exacerbate the symptoms of asthma. They can be hardly manageable for patients. NICE provides guidelines concerning indoor air quality whereas WHO provides information about health impact of air pollution. Health and housing services, employers and local government have to collaborate in order to solve the problem as it cannot be managed only with clinical advice (NICE, 2020; WHO, 2021).
There are also implementation challenges. Asthma + Lung UK system reports evidence deficits in the provision of basic care, capacity of the system, and geographic variation, but there are limitations of charity surveys and self-reported assessment of local systems. Commissioners need to cross-check those against NHS data, patient experience and outcomes, tracking basic care coverage, inequality gaps, and follow-up after attack (Asthma + Lung UK, 2022a; Asthma + Lung UK, 2024a; Asthma + Lung UK, 2025; ONS, 2023).
The policy is effective in practice through influence. The local commissioner can contrast recommendations of the guidelines with appointment availability, testing availability, follow-up after attendance in the emergency department, and the number of patients with a current asthma action plan. Patient experience data should be contrasted with admission rates because they reflect different sides of the problem. It is advisable to analyse the data by deprivation, ethnicity, gender and location if sample size allows. In this case, it will be possible to identify gaps and allocate the necessary resources, without assuming that the publication of the guidance means equal provision (DHSC, 2023; NHS England, 2023; Asthma + Lung UK, 2025).
[bookmark: _Toc243652171]9. Recommendations for Improvement
First, carry out annual reviews and follow-ups following an attack. Examine control, adherence, technique, side-effects, smoking, triggers and well-being. Review existing action plans and organise reviews ahead of time when relief inhaler usage increases (BTS/NICE/SIGN, 2024; MHRA, 2025).
Second, offer education along with information. Show how to use inhalers and ask patients to demonstrate techniques. Develop a plan describing symptoms of deterioration and emergency response and give it to them in their language of choice and on paper or digital format. Repeat the education as the techniques and confidence evolve (WHO, 2024; NICE, 2021; Babineau-Therrien et al., 2020).
Third, identify communities with less reviews and more visits to the emergency, including those experiencing deprivation, hazardous working conditions, substandard housing, language barriers or digital exclusion. Engage respiratory services with pharmacists, occupational health services, housing and community organizations. Measure the results of interventions stratified by deprivation, ethnicity, gender and geography while preserving confidentiality (NHS England, 2023; ONS, 2023; Asthma + Lung UK, 2023).
Fourth, increase availability of diagnostic tests and specialist review where there is a possibility of occupational asthma or symptoms have failed to respond to optimized management. Document barriers such as delays, travel time and work schedule. Evaluation of severe asthma should take into account phenotype, comorbidities and eligibility for add-on therapy (Barber et al., 2022; GINA, 2024; Asthma + Lung UK, 2025).
Lastly, designate a champion of asthma quality, review quarterly dashboards and involve patients' experiences. Assess annual reviews, technique checks, action plans, SABA overuse, oral-steroids courses, emergency attendance and patient-reported control. Test innovations locally and evaluate them for unintended consequences (DHSC, 2023; NICE, 2021; Asthma + Lung UK, 2024b).
End-of-life care planning is not a necessity for most adults living with asthma. However, where there is coexistence of severe asthma with life-threatening illness or recurrent critical events, discussion of care must include the preferences of the person, participation of their families or carers where desired and preparation for future emergencies. The care planning process should be personalised and clinically-driven as opposed to blanket application to all people living with asthma (NICE, 2021; GINA, 2025).
[bookmark: _Toc243652172]10. Conclusion
Adult-onset asthma is usually manageable, although avoidable exacerbations and inequality in outcomes still persist. Successful management involves proper diagnosis, use of ICS, and self-management support. Other factors affecting outcome include work environment, housing conditions, mental health, poverty, and access. Person-centered approaches help address these problems when applied. Important considerations are proper basic management, educational access, referral routes for specialists, and monitoring of inequalities (WHO, 2024; BTS/NICE/SIGN, 2024; Asthma + Lung UK, 2025).
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