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Implications for Practicing Clinicians

• High dose ICS and adrenal insufficiency

• High dose ICS for the few and not the many

• Identify and manage high dose ICS – in the context of NatPSA

• Summary



High dose ICS and adrenal insufficiency

Woods PC et al, European Journal of Endocrinology 2015 

Mortimer KJ et al, Thorax 2006

• High dose ICS are associated with adrenal insufficiency ±
adrenal insufficiency related adverse events.

• FP particularly problematic
• Precise number/nature of cases of harm in patients on ICS 

alone from the National Reporting and Learning system review 
that triggered NatPSA unclear.



Indications for ICS use in asthma and COPD

BTS/SIGN guidelines (2019) GOLD guidelines (2020)



What is high dose ICS (a few examples)

ICS, ICS/LABA High Dose ICS Equivalent Asthma COPD

QVAR pMDI > 400 100 mcg, 4 puffs, bid (800 mcg) Specialist therapy n/a

Ciclesonide > 320 160 mcg, 2 puffs, bid (640 mcg) Specialist therapy n/a

DuoResp Spiromax 320/9, 2 puffs, bid (1280 mcg) Specialist therapy unlicensed

Pulmicort/Symbicort turbohaler 

> 800

400 mcg, 2 puffs, bid                                        

(1600 mcg)

Specialist therapy unlicensed

Flixotide Accuhaler, AirFlusal, 

Seretide DPI/MDI, Sirdupla            

> 500

500 mcg bid (1000 mcg) Specialist therapy Yes- Airflusal or Seretide

Fostair pMDI or NEXThaler

> 400

200/6 mcg, 2 puffs, bid (800 mcg) Specialist therapy unlicensed

Relvar Ellipta > 92 184/22 one puff, once daily (184 mcg) Specialist therapy unlicensed

Triple therapy combinations various Not high dose ICS Not high dose ICS



National and regional variations in high dose ICS 

prescribing

ePACT2 data – High dose ICS prescribing (Courtesy of Professor Anna Murphy)

East Leicestershire and Rutland CCG
East Leicestershire and Rutland CCG



High dose ICS & COPD

• Unlicensed for the majority of ICS  

formulations in COPD

• Higher load of airway bacteria

• Higher pneumonia risk

• Increased risk of mycobacterial infection

Izquierdo JL et al, International Journal  of COPD (2018)



High dose ICS for the few and not the many

Beasley R et al, AJRCCM (2019)

Data derived from Holt S et al, BMJ (2001)



Practical implementation NatPSA - Identify high dose 

ICS

McKechnie E, UHL specialist pharmacist 

• Adjust down ICS dose equivalence 
If on concurrent topical
CS by up to 50%

• Patient on Fostair 100/6  two 
actuation twice a day for     
asthma, starts Avamys (Fluticasone 
Fuorate) 27.5mcg/nostril OD for 
CRS - is on high dose topic CS and 
needs a steroid card..



Practical implementation - Clinical review

• Clinically indicated 

• Review & optimise inhaler technique

• Other reasons for poor symptom control

• Adherence e.g. prescription refils

• Consider measuring FeNO to guide decisions

• Consider ICS step down after optimising the above



CYP3A4 enzyme inhibitors & HPA suppression

• Be aware of HPA suppression in patients on any dose of glucocorticoid 

and use of the following drugs

- Anti fungal e.g. itraconazole and voriconazole 

- Long tern macrolide antibiotics

- Protease inhibitors (HIV) e.g. Ritonavir, Saquinavir

• All of these  patients should receive a steroid emergency card



Practical implementation - Flag tag and alert

Implementation on primary care systems
e.g. EMIS & SystmOne?



Practical implementation - Issue a steroid alert card



What about mOCS?

• Use established secondary care endocrinology guidelines, patient 

information and sick day rules



Summary

• New NatPSA mandates steroid cards in patients on high dose ICS

• This is an opportunity to review whether high dose ICS are indeed 

necessary in relevant patient groups e.g. asthma/COPD

• Where they are necessary after clinical review - appropriate 

electronic flag tags and steroid card with patient education are 

needed

• Identify/examine outliers in prescribing within CCGs via integrated care 

services?

• Further evidence of high dose ICS related harm due to AI needs to be 

gathered from local/national surveillance systems


