






































































































































) TOP TIPS: INHALERS

the mouthpiece clear. Point the mouthpiece

toward the back of the mouth

Commence gentle inhalation

7. Press the button to release the aerosol
into the mouth

8. Continue slow inhalation until a maximum
breath has been taken

9. Hold the breath for as long as possible, or up
to 10 seconds.

o

Breath-actuated inhalers

Breath-actuated aerosol inhalers rely on the
patient’s inhalation to trigger the activation of the
aerosol. Once the patient has started to breathe
in, the vacuum created releases a metered dose of
the drug for the patient to inhale. Breath-actuated
inhalers do away with the need to coordinate
activation and inhalation, and therefore may be
easier for some people to use.

How to use a breath-acutuated inhaler

1. Remove or ‘flip open’ the cap (the Autohaler®
[Teva UK] also needs to be loaded by pushing
up the red button that is located on the top)

2. Shake the inhaler

3. Breathe out away from the inhaler to empty
the lungs

4. Place the mouthpiece inside the mouth,
obtaining a good seal with the lips

5. Commence a slow inhalation allowing the
device to fire, then continue breathing-in until
a maximum breath has been taken

6. Hold the breath for as long as possible,
or up to 10 seconds.

If a second dose is needed, wait approximately
30 seconds before repeating from step 1. The
Easi-Breathe® (Teva UK) is re-loaded by closing
and then opening the cap — it can also be used
through a spacer by unscrewing the top and using
as a conventional MDL

POWDERINHALERS

Powder inhalers are also known as ‘dry powder
inhalers’” or DPIs (even though there is no such
thing as a “‘wet’ powder inhaler).

All DPIs require a reasonably high inspiratory
effort and unlike aerosol inhalers it is virtually
impossible to inhale too hard. Patients with low
inspiratory flows may not be able to properly
inhale the powder.

There are two types of DPI:
1. Capsule
2. Multidose.

Capsule DPIs
Capsule inhalers require a plastic capsule of
powdered medicine to be loaded into the inhaler.
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P The capsules come inside a foil blister packet,

which keeps the powder dry. It is important
that the capsules are only removed from the
foil packet immediately before use. Once

the capsule has been placed in the inhaler’s
chamber it is pierced by pressing a button on
the side of the device, allowing the powder to
flow out of the capsule.

How to use a capsule DPI
1. Remove the capsule from the foil packet. Some
foil packets require the backing to be peeled
open rather than the capsule being ‘burst’
through the foil
Place the capsule into the chamber
3. Pierce the capsule by pressing the button on
the device
4. Exhale away from the inhaler to empty
the lungs
5. Place the mouthpiece inside the mouth to
obtain a good seal with the lips
6. Breathe-in as hard as possible, for as long
as possible
7. Hold the breath for as long as possible,
or up to 10 seconds
8. Check that the capsule is empty. If not, repeat
from step 4
9. Discard the empty capsule.

N

Multidose DPIs

Multidose DPIs hold the drugs within the inhaler
itself, and therefore do not require loading. There
is usually a cap or lid to remove before the device
is primed, usually using a lever or button, or by
‘twisting’ the device. The inhalation technique

is the same for all DPIs, requiring a long hard
inspiratory breath in.

How fo use a multidose DPI

1. Remove or slide the cap open

2. Prime the inhaler as per instructions (usually
by twisting or pulling the device, or by
pressing a lever or button)

3. Exhale away from the inhaler to empty
the lungs

4. Place the mouthpiece inside the mouth to
obtain a good seal with the lips

5. Breathe-in as hard as possible, for as long
as possible

6. Hold the breath for as long as possible, or up
to 10 seconds.

Due to the innovative designs of multidose
DPIs each varies slightly in the way it is activated.
For example, the Turbohaler® (AstraZeneca)
requires the base to be twisted one way and then
the other until it “clicks’; whereas the Accuhaler®
(GSK) has a lever that needs to be pulled-back (if
a second dose is required, the inhaler needs to be
closed and then re-opened again). Alternatively,
some inhalers (e.g. Eklira® Genuair® [Almirall];



Easyhaler® [Orion Pharmal) are activated by a
button. More than any other, this group of inhalers
requires clinicians to consult the individual
manufacturer instruction sheets.

Some DPIs incoporate a lactose carrier
that patients can taste, whereas others (i.e. the
Turbohaler) have no, or little taste, which may be
alarming if patients are used to tasting or feeling
the sensation of an aerosol spray or powder in
their mouth. While sensing the drug inside the
mouth may be reassuring for patients, it is actually
more important that it is deposited in the lungs
than in the mouth or oropharynx.

INHALER SELECTION

It may be useful to involve the patient in the selection of
the device, and helping them make an informed decision
is key to ensuring that the correct inhaler is chosen.

INSPIRATORY FLOW RATE

Inspiratory flow rate can be tested by one of the following
clinical aids:

> Inspiratory flow whistles: these emit a ‘squeak’ or
whistle when the patient breathes in at an inspiratory
flow rate of 30 litres/ minute or above. They are
supplied free of charge by the manufacturers of some
DPIs and can be ordered via company websites or
phone and posted direct to the clinician. Inspiratory
flow whistles are single-patient use and therefore
present a low cross-infection risk

> In-Check DIAL® (Clement Clarke): this device
measures the inspiratory flow rate through
different inhalers and there are different versions
that can check flow rates for aerosols and DPIs.
Using this device with a one-way disposable
inspiratory mouthpiece will reduce risk of cross-
infection (although this may not be acceptable for
immunocompromised patients such as those with
cystic fibrosis or bronchiectasis, or patients infected
with high-risk pathogens such as pseudomonas)

> Trainhaler® and Flo-tone® (Clement Clarke): these
devices emit an audible whistle when patients
inhale at the correct inspiratory flow rate. They also
have an MDI trainer attachment, which produces a
‘wooshing’ sound similar to that emitted by an MDI

> Vitalograph AIM® (aerosol inhalation monitor)
(Vitalograph): this device checks the patient’s
inhaler technique with both MDIs and DPIs and can
pinpoint any flaws, such as the patient’s inspiratory
flow rate being too high or low, incorrect firing of
the inhaler, or the patient not holding in their breath
for long enough, etc.

Other factors to consider when selecting an
inhaler include:
* Manual dexterity: this requires careful
consideration, for instance patients with arthritic
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fingers may have difficulty handling capsules or
activating MDI canisters

* Dose counter: most DPIs have a display indicating
how many doses are left and the modern generation
of MDIs have an identical feature, which can help to
reduce the risk of the patient running out

* Drug: certain medicines are only available for use
with particular inhalers.

CONCLUSION

Choosing the correct inhaler has been the subject of
much debate over the years and one large systematic
review identified many studies featuring different
inhaler designs (Brocklebank et al, 2001), with the
researchers concluding that overall MDIs were more
cost effective than DPIs. However, this review was
published back in 2001 and with the cost of modern
DPIs coming down, this may no longer be the case.
Finally, it would appear that the old adage holds true —
the best device is the one that the patient will use.  RCT
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