Risk Assessment in Asthma

Biomarkers and clinical factors can identify high-risk patients who may warrant increased intervention

Asthma Phenotypes Diagnostic Biomarkers for Asthma

AIIeric1‘3 Nonspecific biomarker; used for the identification of phenotypes
or atopy in asthma?

Triggers include:

w | Allergen-specific IgE may aid in the identification of specific
allergens, pathogens ) . . 2
= triggersin asthma
Characterized by: Total serum IgE (30-700 IU/mL) is used for initiation and dose
IgE, EOS, FeNO determination of anti-IgE therapy?
Non-Allergic Eosinophilic?3.56 Influenced by multiple factors, including age (<18 years), sex,
atopic status, and ICS or OCS usel738
Triggers include: -
pathogens, pollutants and smoke 8 Blood EOS >150 cells/pL suggests T2 inflammation?
Characterized by: Blood EOS >300 cells/uL is a common threshold for biologic
EQS, FeNO eligibility®
Non-T232,10 Influenced by multiple factors, including age, sex, allergen
X . exposure, measuring device, and ICS or
Triggers include: 0CS usel 1112
pathogens, pollutants and smoke - PR
o FeNO levels considered to be “high”:
Characterized by: 2 * |ICS naive: >50 ppb
low T2 biomarkers, AHR, ASM hypertrophy, & * Medium-dose ICS: 225 ppb

metabolic dysfunction / obesity, non- * High-dose ICS: 220 ppb
responsiveness
to corticosteroids, neutrophils

FeNO >50 ppb may indicate eosinophilic inflammation and
responsiveness to corticosteroids!!

Comprehensive Assessment of Uncontrolled Asthma and Exacerbation Risk Is Essential
for Improving Patient Outcomes?!?

DI 1,13 . .
‘{ Risk Factors for Poor Asthma Outcomes AIRQ?® is a validated asthma control tool that

@ Medication Usage: high SABA use; inadequate ICS use assesses both domains of asthma control and
(not prescribed, poor adherence, incorrect inhaler may predict future risk of exacerbations-14
technique)

@ Low Lung Function: <60% predicted FEV,; high BD

responsiveness Domains of Asthma Control

©® Elevated T2 Biomarkers: EOS, FeNO 3 Symptom impairment
S Exacerbation risk

O Exacerbation/Hospitalization History: intubation
and/or ICU admittance, severe exacerbations

Higher Earlier and more
. score exacerbations
* Exposure to Triggers * Symptoms
* Psychosocial Factors * Other Medical Conditions

AHR, airway hyperresponsiveness; AIRQ, Asthma Impairment and Risk Questionnaire; ASM, airway smooth muscle; BD, bronchodilator; EOS, eosinophils; FeNO, fractional exhaled nitric oxide; FEV,, forced expiratory

volume in 1 second; ICS, inhaled corticosteroid(s); IgE, immunoglobulin E; IU, international unit; OCS, oral corticosteroid(s); ppb, parts per billion; SABA, short-acting B,-agonist; T2, type 2.
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Lack of Access to Specialist Care Remains a Clear Unmet Need?

&vé\{-‘- { Asthma management guidelines from the National Heart, Lung, and Blood Institute and Global }‘ 8}/{}
Initiative for Asthma recommend that patients with severe asthma are referred to an asthma specialist?3

Many patients do not receive specialist review Many patients do not receive specialist engagement or
in the 12 months before or after evidence of medication escalation following an event indicative of poor
severe asthmal* asthma control*'
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Clinical Outcomes are Associated with Specialist Care
Asthma-related clinical outcomes 12 months
before and after specialist visit! Asthma exacerbations decrease
B Before intervention 83% patients’ HRQoL and increase
B After intervention 67% 69% healthcare resource utilization®
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Annualized rates of
3% 1% exacerbations and ED/hospital
T - visits are reduced after biologic
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initiation
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Asthma-related health care resource utilization

A CALL TO ACTION: TOGETHER WE CAN TRANSFORM SEVERE ASTHMA CARE

Q-I that patients are discharged on guideline-directed

medical therapies

Q-I labs before the administration of OCS to avoid ; Resource

biomarker suppression Center

Q-I Xe]NTo)\VATL I after an exacerbation

New HEDIS measure: Follow-Up After Acute Care Visits for Asthma (AAF-E)*

Q-I [VIIZY]S\i 8 cvidence-based guideline recommendations, and

use or create order sets for appropriate management

Q-I patients’ lung function at baseline and follow up

as indicated

*Data from a retrospective cohort study analyzing administrative claims data from patients with severe asthma who were identified between 2015 and 2017 (N=54,322);* tData from an administrative claims database identifying
patients with severe, persistent asthma from 2015-2020 matched with a control group (N=180,736);* $Assesses the percentage of patients aged 5-64 years with an urgent care visit, acute inpatient discharge, observation stay
discharge or ED visit that had a corresponding outpatient follow-up visit within 30 days.®

ED, emergency department; GINA, Global Initiative for Asthma; HEDIS, Healthcare Effectiveness Data and Information Set; HRQoL, health-related quality of life; MIPS, Merit-based Incentive Payment System; OP, outpatient, OCS, oral
corticosteroid(s); SABA, short-acting B, agonist.
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