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1. There are currently (01.01.2024) 144 inhaler devices and preparaƟons available on the Right Breathe 

website1 which can be a challenge for even respiratory interested clinicians to be fully aware of.  
 
2. It is well established that clinicians working in their roles have duƟes to their paƟent but also to the 

overall system in prescribing.  Somerset FoundaƟon Trust employees are in general limited to 
prescribing from their formulary and those in primary care encouraged to use the ICB formulary. 
Professionally health care professionals have a duty to use the resource available sensibly – and as 
well as providing the appropriate treatments for our paƟents, we have duƟes to be aware of and 
manage the cost implicaƟons of our decisions. This is clearly laid out in the General Medical Council 
and other professional bodies guidance2,3.  

 
3. There are also professional responsibiliƟes on clinicians to prescribe treatments that are clinically 

indicated, that the paƟent can and is prepared to use (to avoid waste)2,3.  
 
4. There has been widely discussed cases of people prescribed inhalers without being taught how to 

use an inhaler who are admiƩed to hospital because of loss of control of their condiƟon, (though 
these are rarely formally reported and invesƟgated and the ICB is unaware of any cases within 
Somerset).  Clinicians are also aware that inhalers have been changed without the paƟent being 
aware and requiring clinical input to manage this.  We would suggest if this does happen, an alert 
should be raised so the circumstances can be invesƟgated and the health care community learn from 
the event.  This noƟficaƟon would fit in with the duƟes of all registered health care professionals – all 
of whom should be aware of how to raise a paƟent concern.  

 
5. Clinicians are well aware that there are well recognised areas where treatment with inhalers across 

boundaries are changed but assumpƟons are made as to who will teach the paƟent to use the 
inhaler, with examples of paƟents reporƟng the clinician suggesƟng or prescribing not checking 
inhaler technique and assumpƟons that another clinician/community pharmacist will undertake this. 
Our systems are certainly not perfect at the moment and this will remain a challenge4.  

 



 

 
 
 
6. Prescribing costs are one of the areas that a health care system can potenƟally make easy savings 

and this can be by prescribing the most cost effecƟve device providing the medicaƟons needed but 
how this is undertaken may make a difference. These costs are important to the overall Somerset ICB 
budget so that we can maximise the health care provision available to the populaƟon.  

 
7. We have described two sorts of switch and recognise that there are variaƟons among these:  
 

 Forced switch5 
When the paƟent is noƟfied that their medicaƟon is being changed and provided with 
informaƟon on the new medicaƟon without direct involvement in the change (lack of shared 
decision making), when a decision is made on formulary changes within an ICB, PCN or pracƟce 
and this occurs without direct face to face discussion. The Respiratory Programme Group do not 
feel that any forced switch should take place. 

 
 Shared treatment change4,6 

When the paƟent and clinician meet and agree a switch in inhaler, having checked that the 
paƟent is happy with the changes and is able to use the device competently.  

 
8. The published evidence on this is controversial with a large study published in 2021 involving more 

than 700,000 people with asthma and COPD in the UK. This idenƟfied 69,800 people who had had 
their medicaƟon switched without an associated clinical consultaƟon. The analysis on follow up of 
these paƟents suggested that switches (no difference between gender, age, inhaler device or inhaler 
technique checks) did not impact on consultaƟons, respiratory events and adverse medicaƟon events 
in the electronic medical records. Adherence to treatment improved post switch7.  

 
9. This same study was included in a review of the literature on asthma which idenƟfied 11 papers 

(with oŌen small numbers and differing methodology)8.  Six papers of these showed reduced 
medicaƟon adherence and five studies showed unchanged or increased health care uƟlisaƟon. On 
this basis the authors suggested that switching has a largely negaƟve impact on asthma and 
associated outcomes.  

 
10. Advantages of forced switch may be: 

 Able to change at scale and make cost savings rapidly for the ICB which could be used in other 
health care seƫngs (especially with use of IT). 

 
11. Disadvantages of a forced switch may be: 

 Possible worse control/admissions as a result of not checking device8. 
 May impact on clinician paƟent relaƟonship and trust9. 
 A proporƟon of paƟents likely to contact the pracƟce to discuss the change even with the 

communicaƟon (personal communicaƟons is that this seems to be at least 5% of those switched 
though Bloom paper suggests no difference)7.  

 
12. Advantages of shared treatment change: 

 Clear shared agreement on changes aŌer discussion and checking of inhaler technique. 
 May improve compliance/adherence and clinician paƟent relaƟonship in longer run term. 
 Allows opportunity to engage person in decision making for their care. 

  



 

 
 
 
13. Disadvantages of shared treatment change: 

 A proporƟon of paƟents on new device may want to return to their previous, familiar device 
(percentage unknown but could well be less than forced switch). 

 Slower process of change (and less saved budget). 
 Depends on every review assessing inhalers and moving towards agreed changes. 

 
14. Overarching consideraƟons prior to any changes of inhaler: 
 

A. PaƟent 
1. Is the diagnosis correct and are the symptoms being treated by the inhaler caused by the 

respiratory condiƟon? (remember many people have breathing paƩern disorder problems, 
anxiety or decondiƟoning contribuƟng to their breathlessness and for many the diagnosis may be 
more complex)10.  

2. PaƟents who have been admiƩed or been to an emergency department in the last year, required 
an emergency course of oral corƟcosteroids, used more than six reliever (blue) inhalers, have 
poor control or other complex medical problems should be considered strongly for face to face 
review as they are at significantly greater risk (both in asthma and COPD)11,12. 

3. Using an inhaler regularly and effecƟvely (preventer in asthma) may with beƩer control reduce 
dramaƟcally the number of emergency reliever prescripƟons required and reduce exacerbaƟons 
in COPD13,14. 

 
B. System 
1. Is the change of significant value to the system compared to the workload involved and any risk 

to paƟent safety? 
2. Is there good documentaƟon and systems in place to implement the change successfully?  
3. Is there capacity for any increased workload to be managed within the system? 
4. Is there capacity in the system for the proposed change? (Some changes have resulted in 

shortages or unavailability of medicaƟon and high workload to manage). 
 
15. RecommendaƟons for a successful “Forced Switch” 
 

AŌer considerable discussion and with full support from all on the Respiratory Programme Group 
(across primary/secondary care and from ICB pharmacist, general pracƟce, specialist and general 
pracƟce nursing support), we are unable to recommend a forced switch as it appears with current 
evidence to be against good clinical pracƟce and not in keeping with moves to engage people with 
respiratory disease acƟvely in their care.  The only Ɵme a forced switch is likely to be needed is when 
a product is withdrawn from the market when a switch may well be necessary but should involve 
careful communicaƟon with every paƟent and an opportunity for that paƟent should they wish to 
discuss opƟons.  

 
16. RecommendaƟons for a successful “Shared face to face change” 
 

1. Ensure clinicians undertaking reviews are all clear on planned changes for the year in any 
prescribing changes. 

2. Ensure paƟent alerts are triggered for every paƟent where a recommended change should be 
considered.  

3. Consider whether a planned text (accurx) message is sent to relevant people to encourage them 
to book an appointment to discuss this (planning to accommodate amongst other workload). 



 

 
 
 
Conclusions 
Our first duty is to ensure paƟent safety as clinicians, however there are pressures on workload and the 
NHS which we all have responsibiliƟes to work towards improving when we can. There are complexiƟes 
around implemenƟng forced switches and in implemenƟng review based changes and there are pros and 
cons of each method. This document, we hope ,helps pracƟces and PCNs work through the issues.  Every 
prescripƟon has medico legal implicaƟons and we should not forget this and be prepared to jusƟfy our 
pracƟce.  
 
We would be grateful for any comments and evidence base that you think makes a difference.  
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