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The propellants used in metred dose inhalers (MDIs) contribute 3.5% of the carbon footprint of the UK National Health Service. Climate change is the leading global threat to human health, and will worsen until we reach net zero greenhouse gas emissions. Unfortunately, in their editorial on the interaction of environmental impact and inhaler choice, the authors create a false dichotomy between saving the planet and risking harm to our patients. 
Changing from MDIs to more environmentally friendly inhalers is not inconsistent with improving patient care. As the authors point out, globally 97% of reliever inhaler prescriptions are MDIs. If we select inhalers by matching the device to patients’ inhalation technique, in line with expert recommendations, then clearly many patients could benefit from large-scale (but not indiscriminate) switching to dry powder inhalers (DPIs).1
The authors highlight difficulties patients experience using DPIs, but difficulties are frequently seen with MDIs. A recent systematic review of inhaler technique showed technique was worse overall with MDIs than DPIs, and didn’t improve with a spacer.2 MDIs are frequently used despite running empty as they typically lack dose counters. 
The authors cite one retrospective, matched, cohort study comparing Seretide Evohaler™ with Accuhaler™ as evidence for MDIs over DPIs.3 However, a similarly designed study analysing patients who were switched from predominantly MDIs to an Easyhaler™ DPI revealed no adverse impacts of switching; asthma control improved in the DPI group.4 The fact that the UK is unusual within Europe in having very high rates of MDI use, while suffering one of the worst asthma-related mortality rates  is evidence against a systematic benefit from MDIs. Environmental impact is an important issue for patients and informed choice should reflect this.5
We do agree that far more needs to be done to improve inhaler technique, reduce waste and promote recycling. MDI propellants with a low global warming potential may also have a role. It is important to note that MDIs can only be considered cheaper if the external cost of the environmental harm they cause is not considered. Certainly, when treatments are in clinical equipoise, selection should be based on the triple bottom line – financial, social and environmental costs. Provided that these factors are considered, along with careful matching of inhalers to patients’ ability to use them, the impact of unnecessary MDI prescription on our environment could be dramatically reduced.
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