Lessons from the field

Improving paediatric asthma care in Zambia
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Problem In 2008, the prevalence of paediatric asthma in Zambia was unknown and the national treatment guideline was outdated.
Approach We created an international partnership between Zambian clinicians, the Zambian Government and a pharmaceutical company
to address shortcomings in asthma treatment. We did two studies, one to estimate prevalence in the capital of Lusaka and one to assess
attitudes and practices of patients. Based on the information obtained, we educated health workers and the public. The information from
the studies was also used to modernize government policy for paediatric asthma management.

Local setting The health-care system in Zambia is primarily focused on acute care delivery with a focus on infectious diseases. Comprehensive
services fornoncommunicable diseases are lacking. Asthma management relies on treatment of acute exacerbations instead of disease control.
Relevant changes Seven percent of children surveyed had asthma (255/3911). Of the 120 patients interviewed, most (82/120, 68%) used
oral short-acting 3,-agonists for symptom control; almost half (59/120, 49%) did not think the symptoms were preventable and 43% (52/120)
thought inhalers were addictive. These misconceptions informed broad-based educational programmes. We used a train-the-trainer model
to educate health-care workers and ran public awareness campaigns. Access to inhalers was increased and the Zambian standard treatment
guideline for paediatric asthma was revised to include steroid inhalers as a control treatment.

Lessons learnt Joint activities were required to change paediatric asthma care in Zambia. Success will depend on local sustainability, and
it may be necessary to shift resources to mirror the disease burden.

Abstracts in G 13, Francais, Pycckuii and Espaiiol at the end of each article.

Introduction

Asthma is the most common paediatric chronic disease.' In
2006, approximately 14% of the world’s children experienced
asthma symptoms.>’ In African countries, the prevalence of
asthma ranges from approximately 10% to more than 20%.*™
Poorly treated asthma can lead to school absence, hospitaliza-
tion and death.” Yet, effective medical management of patients
with asthma is available. During acute exacerbations, inhala-
tion of short-acting B,-agonists is recommended to provide
relief. Long-term control of the disease is normally achieved
using inhaled steroids, but long-acting [,-agonists, oral
leukotriene modifiers or injectable anti-immunoglobulin E
antibodies are also used in more severe cases.*’

The paediatric clinic of the main teaching hospital in
Zambia often sees children with severe asthma. However, these
children are rarely diagnosed as having asthma and most have
not been treated with ,-agonists or steroid inhalers. Until
recently, asthma inhalers have not been readily available in
the country, in part because the national guideline preferen-
tially endorsed oral and intravenous treatments for asthmatic
children (Box 1).* When inhalers were offered, patients were
often reluctant to use them because of misconceptions about
efficacy and addiction.

The prevalence of paediatric asthma in Zambia is un-
known and there is a poor understanding of disease progres-
sion and management on the part of patients, families and
health-care providers. Hence, we were faced with the complex

problem of disease recognition, misconceptions about diagno-
sis and therapy and poor access to asthma medicines.

Local setting

The health-care system in Zambia is primarily focused on acute
care delivery with a particular focus on infectious diseases.
Comprehensive services for noncommunicable diseases are
lacking. Asthma management relies on the treatment of acute
exacerbations instead of disease control.?

International partnership

To address the problem of paediatric asthma, we formed an
international public-private partnership involving clinicians
at the Lusaka University Teaching Hospital, officials from the
noncommunicable diseases unit at the Zambian Ministry
of Health, the Spanish Society of Pneumology and Thoracic
Surgery, the International Center for Advanced Respiratory
Medicine and Novartis. Nearly a year of planning with our
partners preceded the implementation of the programme’s
multifaceted activities.

Original research

The partnership conducted two epidemiological studies,
one that documented paediatric prevalence and risk factors
for asthma and one that characterized existing attitudes and
practices of patients with the disease. The prevalence study
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Box 1.Zambia standard treatment guidelines for paediatric asthma before and after the
activities of the public—private partnership

Guideline before 2008°

Management instructions for the asthmatic child.
Child with wheezing but no rapid breathing: oral salbutamol.

Child with wheezing and respiration rate of over 50 per minute: aerosolized salbutamol
using nebulizer and enriched air with oxygen, followed by oral salbutamol.

Very ill child: nebulized salbutamol plus intravenous aminophylline, intravenous

hydrocortisone, and oral prednisolone.

Guideline after 2013°

Management instructions for children aged 5-12 years: step up to improve control as needed
and step down to find and maintain the lowest controlling step; patients should start treatment
at the step most appropriate to the initial severity of their asthma; check concordance and
reconsider diagnosis if response to treatment is unexpectedly poor.

Step 1 — mild intermittent asthma: inhaled short-acting ,-agonist as required.
Step 2 — regular preventive therapy: add inhaled steroid (or other preventer if inhaled
steroid cannot be used); start at dose of inhaled steroid appropriate to severity of disease.

Step 3 — initial add-on therapy: first, add inhaled long-acting [3,-agonist (LABA). Second,
assess control of asthma. Good response to LABA: continue LABA. Benefit from LABA but
control still inadequate: continue LABA and increase inhaled steroid dose. No response to
LABA: stop LABA and increase inhaled steroid dose; if control still inadequate, institute trial
of other therapies, leukotriene receptor antagonist or theophylline.

Step 4 — persistent poor control: increase inhaled steroid dose.

Step 5 — continuous or frequent use of oral steroids: use daily oral steroid tablet in lowest
dose providing adequate control. Maintain high dose inhaled steroid. Refer to respiratory

paediatrician.

was conducted using questionnaires
from the International Study of Asthma
and Allergies in Childhood (ISAAC)."
We used the information from the stud-
ies to improve care through training
programmes for health workers, public
education and government advocacy.

To estimate the asthma burden in
Lusaka, we used methods and tools de-
veloped by the ISAAC." The prevalence
of asthma in children aged 7-8 years was
5% (100/2026) and that in adolescents
aged 13-14 years was 8% (155/1885),
similar to those measured in neighbour-
ing African countries.’

To assess attitudes and practices
of people with asthma, we surveyed 10
children older than nine years and 110
people older than 18 years with asthma
attending four primary health-care
clinics in Lusaka.'> Most (68%; 82/120)
used oral short-acting f,-agonists for
symptom control, while inhaled steroids
were used by only 14% (17/120). Nearly
30% (35/120) did not think an inhaler
is a good treatment for asthma and
43% (52/120) believed inhalers were
addictive. Almost half (49%; 59/120)
of the participants did not think that
asthma symptoms were preventable with
medications.

Education and awareness

Two main themes emerged from the
data that guided the message of our
projects. First, paediatric asthma was
common; therefore there was a need to
improve the diagnostic and treatment
skills of health workers. Second, miscon-
ceptions about asthma therapies were
common. We designed programmes
directed to health workers and patients
to improve their understanding of
the disease, correct prejudices against
inhaler therapy and facilitate access to
effective medicines.

Few health workers in Zambia had
received specialty training in asthma
management. Through a train-the-
trainer model, local instructors - two
paediatricians and one physician from
the University Teaching Hospital and
the ministry of health - trained doctors,
clinical officers and nurses from Lusaka’s
urban clinics and health facilities in five
provinces. During a two-day course,
the trainees learned current algorithms
of care, spacer and inhaler technique,
spirometry and use of peak-flow meters.
The participants received travel reim-
bursement. If trainees needed advice
after the course finished, they were able
to contact the instructors by phone.
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More than 80 trainees have been trained
as service providers across Zambia. They
provide ongoing tutoring as well as in-
service training to clinical staff.

In parallel with the in-country
trainings, the three local instructors re-
ceived sponsored personalized training
at specialty centres in Spain.

To improve asthma awareness and
care, the World Asthma Day" is orga-
nized each year by the Global Initiative
for Asthma, which distributes materials
and resources. In 2011 and 2012, we
organized the event in Zambia. Officials
from the ministry of health participated
as guests of honour. Zambian physicians
gave radio interviews and an asthma
awareness radio clip was broadcast na-
tionwide. A theatrical group performed
an original production that challenged
common asthma misconceptions. In-
haler demonstrations were held, and
approximately 150 people participated
in a 2 km walk-for-asthma in Lusaka.

Access to treatment

To increase access to asthma medicines
and tools, Sandoz, 1A Pharma, and
Sibelmed donated salbutamol (short-
acting f,-adrenergic agonist) and be-
clomethasone (corticosteroid) inhalers,
spacers, spirometers and peak-flow
meters while our training and aware-
ness activities were scaled up. Between
2010 and 2013, more than 1850 asthma
inhalers and spacers were provided free
of charge in accordance with World
Health Organization guidelines for drug
donations." Eleven clinics in Lusaka
served as inhaler distribution points.
A pharmacovigilance programme was
implemented to monitor for adverse
effects. Between 2010 and 2013, no
adverse effects were reported.

Changing health policy

The bottom-up approach raised aware-
ness of paediatric asthma and enabled
advocacy by the partnership’s physicians
to modernize the health policy concern-
ing disease management. The ministry
of health revised the national guideline
for paediatric asthma management. In
accordance with international recom-
mendations,>'">'* B_-agonists and steroid
inhalers are now used for disease control
(Box 1).” This achievement is anticipated
to promote scale-up of improved asthma-
care practices nationwide, especially
via educational activities and access to
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inhalers across the country. Salbutamol
and beclomethasone inhalers have now
been included in the Zambian Essential
Medicines List and are available through
an autonomous government facility that
stores all medicines for public health in-
stitutions. The government policy states
that these medicines should be available
at all public sector health facilities across
Zambia. We have observed that the policy
change, in concert with training and
awareness activities, has improved the
care of children with asthma. Urban clin-
ics and health facilities from other parts
of the country are requesting inhaled
asthma medication.

Next steps

Changes in the attitude of health work-
ers and patients are underway at some
of the larger referral hospitals. However,
more work is needed in these hospitals
- including refresher courses and con-
tinuous medical education for staff - and
no changes have yet been implemented
at peripheral health facilities, which
serve most of the population. Continued
investigation of patient behaviours and
attitudes will help to tailor further edu-
cational messages. Out of the 10 prov-
inces in Zambia, two are predominantly
urban and the rest are rural. Assistance
from international partners might be
helpful in reaching remote populations
in Zambia.

Somwe Wa Somwe et al.

Box 2. Summary of main lessons learnt

Improving paediatric asthma care in Zambia is feasible.
- To improve compliance with essential asthma therapies, misconceptions about the

treatment of asthma must be addressed.

- To improve the provision of paediatric asthma care in Zambia, a combination of
epidemiological studies, health-worker training, access to medicine and policies that are

tailored to local needs were required.

Lessons learnt

The main lessons learnt are summarized
in Box 2. We show that a public-pri-
vate partnership to improve care for
one specific paediatric chronic disease
is feasible in Zambia. A combination
of physicians dedicated to the specific
illness, a prevalence study, the use of
adequate treatment and understanding
the misconceptions of patients, have
improved the care of asthma. Policy
changes, modernization of government
regulations and better availability of
medicines also contributed to the im-
provement. We believe that by using
the same strategy, improvement of care
for other common noncommunicable
diseases will be possible.

While continuing efforts will be
needed to fully understand and address
misconceptions relating to asthma
therapy, we have anecdotally noted
an increase in acceptability of inhaled
medications among paediatric asthma
patients and their families.

Given the epidemiological transi-
tion currently experienced in Zambia
and other African countries, the im-
proved asthma programme presented
here might be funded by shifting some
health-care resources from infectious
to chronic diseases. The government’s
continued role in advocacy, health sys-
tem strengthening and assuring inhaler
availability, will be needed to sustain the
improved asthma care established by the
new treatment guidelines. Il
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Résumé

Améliorer la prise en charge pédiatrique de I'asthme en Zambie

Probléme En 2008, la prévalence de I'asthme chez les enfants en
Zambie était inconnue et les recommandations nationales en matiére
de traitement étaient obsoletes.

Approche Nous avons mis en place un partenariat international entre
des médecins zambiens, le gouvernement du pays et une société
pharmaceutique afin de remédier aux manques dans le traitement de
I'asthme. Nous avons mené deux études, une pour estimer la prévalence
de la maladie dans la capitale, Lusaka, et I'autre pour évaluer les
comportements et les pratiques des patients. Les informations obtenues
nous ont permis de sensibiliser les professionnels de santé ainsi que le
grand public. Elles ont également contribué a moderniser la politique du
gouvernement concernant la prise en charge pédiatrique de I'asthme.
Environnement local Le systéme de santé en Zambie est
essentiellement axé sur la prestation de soins de courte durée,
notamment pour traiter les maladies infectieuses. Il noffre pas de services
complets pour le traitement des maladies non transmissibles. La prise
en charge de I'asthme repose sur le traitement des exacerbations aigiies
plutdt que sur le contréle de la maladie.

Changements significatifs Sept pour cent des enfants de Iétude
avaient de l'asthme (255/3911). Sur les 120 patients interrogés, la
plupart (82/120, 68%) utilisaient des [B,-stimulants a action breve par
voie orale pour soulager les symptomes; pres de la moitié (59/120,
49%) ne pensaient pas que les symptoémes étaient évitables et 43%
(52/120) pensaient que les inhalateurs créaient une dépendance.
Ces idées fausses ont orienté la conception de vastes programmes
de sensibilisation. Nous avons utilisé un modele de formation des
formateurs a l'intention des professionnels de santé et mené des
campagnes de sensibilisation a destination du public. L'accés aux
inhalateurs a été élargi et les recommandations de la Zambie quant
au traitement standard de I'asthme ont été révisées afin d'inclure les
inhalateurs de stéroides comme traitement de fond.

Lecons tirées Des activités conjointes ont été requises pour modifier
la prise en charge pédiatrique de 'asthme en Zambie. Leur succes
dépendra de leur durabilité au niveau local; il pourra aussi étre nécessaire
de réaffecter des ressources en fonction de la charge de morbidité.

Pesiome

Ynyql.uel-wle cnTyauumm c nevyeHnem OeTCcKol acTMbl B 3amb6um

Mpo6nema Mo cocTosHMio Ha 2008 rog AaHHble Mo
pacnpocTpaHeHHOCTH 3aboneBaHnin acTMol y feTeln B 3ambun
OTCyTCTBOBaNM. HauMoHanbHble pekoMeHaaLumy no ee nevyeHuio
yCTapenu.

Mopaxoa Mbl cOOPMMPOBANN MeXyHapPOLHYO TPy, B KOTOPYIO
NPUBNEKV 3aMOVNCKIUX BPaYel, NpaBUTensCTBO 3ambuu U ofHy
bapmaLeBTUUECKYIO KOMMaHWIO, AN YCTPaHeHUA HeJOCTaTKOB,
CBA3AHHbBIX C NeyeHnem acTmbl. Hamu Obinv npoBefeHbl ABa
MCCNenoBaHsA: OAHO /1A OLEHKM PacrpOCTPaHeHHOCTH 3aboneBaHNs
B CTONMUE, T. Jlycaka, 1 BTOPOE [11A OLIEeHKV TOro, KaKoro MoBEAEHMA 1
KaKVIX NPaKTUYeCKrX Mep NpuaepyBaloTca nauyeHTsl. Onnpasnch Ha
NonyyeHHble CBEAEHNA, Mbl OPraHin30Ban obyueHne MeanLMHCKIX
PabOTHUKOB ¥ NpeacTaBuTeneln oblecTBeHHOCTU. MHbopmaLms,
nonyYeHHanA B Xofe McCnefoBaHuiA, Obina TakKke 1Cronb3oBaHa Ana
MOZepHM3aLMM NpaBuTeNbCTBEHHOM MONUTUKIM B 00NacTV neyeHns
acTMbl y aeTeit.

MecTtHble ycnosua CricTema 3ApaBOOXPaHEHNA B 3ambuK B NepByio
ouepesib OPUEHTUPOBAHA Ha NleyeHrie OCTPbIX CIly4Yaes, NPy 3TOM

ocoboe BHVMaHWe yaenaetca MHGEKUMOHHbIM 3a60neBaHNAM.
OulylaeTca HeOCTaTOK KOMMIEKCHOTO OBCAYKMBaHMA B Tex
CNyYanx, Korha nauneHT cTpagaeT HerHGeKUMOHHBIM 3aboneBaHem.
B neyeHmn acTMbl Bpayy onvpatoTca Ha KynvpoBaHue Cryyaes
000CTPEHNA, HO HE OPUEHTMPOBAHbI Ha KOHTPOJIb 3a001EBaHNA.

OcywecTBneHHble nepemeHbl CeMb NMPOLEHTOB M3 YyuKCna
obcnefoBaHHbIX Hamu feTeit (255 13 3911) cTpagany oT acTMbl.
/13 120 onpoleHHbIX NaunMeHToB OONbWWHCTBO (82 Yenoseka,
68%) 1CNoNb30BanK nepopabHble (3,-aroHKCTb KPATKOCPOYHOTO
LEVCTBUA ANA NoAaBneHs CUMMTOMOB, MOYTV MONoBKHa (59 uenosek,
49%) He oymanu, 4To CUMMTOMbBI MOXHO NPefoTBPaTUTb, 1 43%
(52 13 120 yenoek) nonaranu, YTO UHraNATOPbI Bbi3blBAIOT
npurBbikaHe. Takne HenpasWbHble NpeacTaBleHns BO3BeNM B
NPVHLMN B 0Opa3oBaTesibHbIX MPorpaMmvax Ana obLiecTBEHHOCTN.
Mbl ncnonb3oBany Mofenb «obyun yuntena» Ana Toro, Ytobsl
HayuuTb MefUUMHCKMX PAabOTHMKOB 1 3aMyCTUTb KamnaHwio mo
NHGOPMUPOBAHMIO 00LEeCTBEHHOCTW. JOCTyn K MHranaTopam
PACWINPWACA, N B CTAHOAPTHbIE 3amMONICKMe peKoMeHalumy no
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NevyeHnto aCTtMbl y feTer nocne ux nepecmoTpa ObINN BKMOYEHDI
WHFaNATOPbI CO CTeponaamMmm B KavyeCTBe KOHTPOJIbHOIo BWAa
NevyeHnA.

BbiBoabl |_|OTp66OBaJ'IVICb COBMeCTHbIe ycnnma ana Toro, 4TOObI

Somwe Wa Somwe et al.

MN3MEHUTb XapaKkTep feyeHns AeTCKOM acTMbl B 3ambum. Ycnex
OyfeT 3aBMCeTb OT CTabUNbHOCTY CUTYaLMM Ha MecTax, 1 MOXET
noTpeboBaThCA NepepacnpefeneHvie pecypcos Ana nyywero
KOHTPONA 3a PacnpoCTpaHeHHOCTbI0 GONE3HN.

Resumen

Mejoras en el tratamiento del asma infantil en Zambia
Situacion En 2008, se desconocia la prevalencia del asma infantil
en Zambia y las directrices nacionales sobre el tratamiento estaban
obsoletas.

Enfoque Con el objetivo de poner remedio a las deficiencias en
el tratamiento del asma, se cred una alianza internacional entre
los médicos zambianos, el Gobierno de Zambia y una compafiia
farmacéutica. Se llevaron a cabo dos estudios, uno para obtener una
estimacion de la prevalencia en Lusaka, la capital, y otro para evaluar los
comportamientosy consultas con los pacientes. En base a la informacién
obtenida, se educé tanto al personal sanitario como al publico general.
La informacion obtenida de los estudios también se utilizd para
modernizar la politica del gobierno sobre la gestion del asma infantil.
Marco regional £l sistema sanitario de Zambia se centra principalmente
en una rigurosa prestacion de asistencia sanitaria, con el punto de mira
puesto en las enfermedades infecciosas. Hay una falta de servicios
integrales para las enfermedades no contagiosas. La gestion del asma
radica en el tratamiento de la exacerbacién aguda en lugar del control

de la enfermedad.

Cambios importantes l siete por ciento de los nifos encuestados han
tenidoasma (255/3.911). De los 120 pacientes entrevistados, la mayorfa
(82/120, un 68%) utilizaron agonistas 3, de accion corta por via oral para
controlar los sintomas; casi la mitad (59/120, un 49%) consideraron que
los sintomas no se podian prevenir y un 43% (52/120) pensaron que
los inhaladores eran adictivos. Estas ideas equivocadas sirvieron para
informar a los programas educativos de amplio espectro. Se utilizé un
modelo para formar a los instructores para educar al personal sanitario
y se llevaron a cabo campanias de sensibilizacion de los ciudadanos.
Aumento el acceso a los inhaladores y se revisaron los estandares de las
directrices sobre el tratamiento del asma infantil en Zambia para incluir
esteroides inhalados como parte del tratamiento de control.
Lecciones aprendidas Hizo falta unir fuerzas para cambiar el cuidado
del asma infantil en Zambia. El éxito dependera de la sostenibilidad del
lugary puede que sea necesario hacer un intercambio de recursos para
asf poder reflejar la carga de la enfermedad.
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