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1 Introduction

This briefing paper presents a structured overview of potential quality improvement
areas for asthma. It provides the committee with a basis for discussing and
prioritising quality improvement areas for development into draft quality statements
and measures for public consultation.

1.1 Structure

This briefing paper includes a brief description of the topic, a summary of each of the
suggested quality improvement areas and supporting information.

If relevant, recommendations selected from the key development sources below are
included to help the committee in considering potential statements and measures.

1.2 Development source
The key development sources referenced in this briefing paper are:

Asthma: diagnosis, monitoring and chronic asthma management NICE guideline 80
(2017). Next review: November 2019

British guideline on the management of asthma British Thoracic Society/SIGN
guideline 153. Next review: 2018

2 Overview

2.1 Focus of quality standard

This quality standard will cover diagnosing, monitoring and managing asthma in
children, young people and adults. It will update and replace the existing NICE
quality standard for asthma (QS25) — see appendix 10 for statements.

2.2 Definition

Asthma is a chronic inflammatory respiratory disease. It can affect people of any
age, but often starts in childhood. Asthma is a variable disease which can change
throughout a person's life, throughout the year, and from day to day. It is
characterised by attacks (also known as exacerbations) of breathlessness and
wheezing, with the severity and frequency of attacks varying from person to person.
The attacks are associated with variable airflow obstruction and inflammation within
the lungs, which if left untreated can be life-threatening, however with the
appropriate treatment can be reversible.


https://www.nice.org.uk/guidance/ng80
http://www.sign.ac.uk/sign-153-british-guideline-on-the-management-of-asthma.html
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The causes of asthma are not well understood. A number of risk factors are
associated with the condition, often in combination. These influences can be genetic
(the condition clusters in families) and/or environmental (such as inhalation of
allergens or chemical irritants). Occupational causes of asthma in adults are often
under-recognised.

2.3 Incidence and prevalence

Asthma is the most common chronic condition to affect children, and in the UK
approximately 5.4 million people (1.1 million children and 4.3 million adults) currently
get treatment for asthma’. There were 1237 deaths as a result of asthma in England
and Wales in 2016, 28% in people under 752. Asthma is responsible for large
numbers of accident and emergency admissions, many of which may have been
preventable. Asthma UK estimates that around 185 people are admitted to hospital
every day in the UK because of asthma attacks.

2.4 Management

There is currently no single test available to diagnose asthma; diagnosis is
principally based on a thorough history taken by an experienced clinician. Studies of
adults diagnosed with asthma suggest that up to 30% do not have clear evidence of
asthma. Some may have had asthma in the past, but it is likely that many have been
given an incorrect diagnosis. Conversely, other studies suggest that asthma is
underdiagnosed.

It is recognised that asthma control is suboptimal in many people. This has an
impact on their quality of life, their use of healthcare services and the associated
costs. Asthma control can be monitored by measuring airway obstruction or
inflammation and by using validated questionnaires, but the most effective
monitoring strategy is unclear.

The severity of asthma varies; some people have severe asthma that limits normal
activities, whereas others are able to lead a relatively normal life. The iliness
fluctuates during the year and over time, so the level of treatment needs to be
tailored to the person's current level of asthma severity. Many people with asthma,
particularly children, seem to have fewer symptoms over time, and an important part
of management is decreasing treatment if asthma is well controlled.

There is no cure for asthma, so management focuses on reducing exposure to
known triggers if possible, relief of symptoms if there is airway narrowing, and
reduction in airway inflammation by regular preventive treatment. Adherence to
regular treatment reduces the risk of significant asthma attacks in most people with
asthma. The focus of asthma management in recent years has been on supporting

1 Asthma facts and statistics Asthma UK
2 Death registrations summary tables — England and Wales 2016 Office for National Statistics



https://www.asthma.org.uk/about/media/facts-and-statistics/
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/datasets/deathregistrationssummarytablesenglandandwalesreferencetables
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people with asthma and their healthcare professional to devise a personalised
treatment plan that is effective and relatively easy to implement.

See appendices 1-3 for the associated diagnosis algorithms from NICE guideline 80.

2.5 National outcome frameworks

Tables 1 and 2 show the outcomes, overarching indicators and improvement areas
from the frameworks that the quality standard could contribute to achieving.

Table 1 NHS outcomes framework 2016-17

Domain Overarching indicators and improvement areas
1 Preventing people from Overarching indicators
dying prematurely 1a Potential Years of Life Lost (PYLL) from causes

considered amenable to healthcare
i Adults ii Children and young people
Improvement areas

Reducing premature mortality from the major causes
of death

1.2 Under 75 mortality rate from respiratory disease*

2 Enhancing quality of life for | Overarching indicator

people with long-term 2 Health-related quality of life for people with long-term
conditions conditions**

Improvement areas

Ensuring people feel supported to manage their
condition

2.1 Proportion of people feeling supported to manage their
condition

Improving functional ability in people with long-term
conditions

2.2 Employment of people with long-term conditions* **
Reducing time spent in hospital by people with
long-term conditions

2.3 i Unplanned hospitalisation for chronic ambulatory care
sensitive conditions

ii Unplanned hospitalisation for asthma, diabetes and
epilepsy in under 19s



https://www.gov.uk/government/publications/nhs-outcomes-framework-2016-to-2017
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4 Ensuring that people have
a positive experience of care

Overarching indicators

4a Patient experience of primary care

i GP services

4b Patient experience of hospital care

4c Friends and family test

4d Patient experience characterised as poor or worse
| Primary care

ii Hospital care

Improvement areas

Improving people’s experience of outpatient care
4.1 Patient experience of outpatient services

Improving people’s experience of accident and
emergency services

4.3 Patient experience of A&E services

Improving children and young people’s experience of
healthcare

4.8 Children and young people’s experience of inpatient
services

Outcomes Framework
* Indicator is shared

** Indicator is complementary
Indicators in italics in development

Alignment with Adult Social Care Outcomes Framework and/or Public Health

Table 2 Public health outcomes framework for England, 2016-2019

Domain

Objectives and indicators

4 Healthcare public health
and preventing premature
mortality

Objective

Reduced numbers of people living with preventable ill
health and people dying prematurely, whilst reducing the
gap between communities

Indicators
4.07 Under 75 mortality rate from respiratory diseases*
4.15 Excess winter deaths

Framework
* Indicator is shared

Alignment with Adult Social Care Outcomes Framework and/or NHS Outcomes



https://www.gov.uk/government/consultations/reviewing-the-indicators-in-the-public-health-outcome-framework
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3 Summary of suggestions

3.1 Responses

In total 19 stakeholders responded to the engagement exercise 15/12/17 - 15/1/18.

Stakeholders were asked to suggest up to 5 areas for quality improvement.
Specialist committee members were also invited to provide suggestions. The
responses have been merged and summarised in table 3 for further consideration by
the Committee.

Full details of all the suggestions provided are given in appendix 11 for information.
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Table 3 Summary of suggested quality improvement areas

Suggested area for improvement

Stakeholders

Diagnosis
e Accurate diagnosis

e Occupational asthma

AUK, BTS, NPRANG, NOV, PFZ, PCRS, RCPCH,
RLBU, SCMs

SCMs

Self-management
¢ |nhaler technique

o Personal asthma action plan

ARNS, AZ, BTS, EH, NPL, NPRANG, PCRS, RCN,
SCMs

ARNS, AUK, BTS, EH, NPL, NPRANG, NCNT,
RCN, RLBU, SCMs

Asthma management in primary care
o Identifying people for review

e Content of review

e Adjusting medication

ARNS, AUK, AZ, NOV, PCRS, RCGP, RCN, RLBU
AUK, CP, EH, NPL, NPRANG, NCNT, NPL, SCMs

RCGP, NPL, RLBU

Acute asthma

e Severity assessment
e Treatment of exacerbation
e Follow-up after severe exacerbation

EH, SCM
BTS, SCMs
AUK, AZ, EH, NPRANG, SCM

Difficult/severe asthma

o Referral to a specialist
¢ Non-pharmacological treatment

AUK, AZ, NPL, RLBU, SCMs
APCP, BS, PCRS

Additional areas

e Smoking cessation
e Training

o Measuring outcomes
¢ Transition

PZ, PCRS, RCGP
ARNS, NPL, PCRS, RCN
RCGP

SCM

APCP, Association of Paediatric Chartered Physiotherapists
ARNS, Association of Respiratory Nurse Specialists

AUK, Asthma UK

AZ, AstraZeneca

BS, Boston Scientific

BTS, British Thoracic Society

CP, Circassia Pharmaceuticals plc
EH, Education for Health

NCNT, NIHR CLAHRC North Thames
NPL, Napp Pharmaceuticals Limited

NPRANG, National Paediatric Respiratory and Allergy Nurses Group

NOV, Novartis Pharmaceuticals UK Limited
PFZ, Pfizer

PCRS, Primary Care Respiratory Society UK

RCGP, Royal College of General Practitioners

RCN, Royal College of Nursing

RCPCH, Royal College of Paediatrics and Child Health
RLBU, Royal Liverpool and Broadgreen University NHS Trust

SCM, specialist Committee Member

3.2 Identification of current practice evidence

Bibliographic databases were searched to identify examples of current practice in UK
health and social care settings; 2550 papers were identified for asthma. In addition,
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72 papers were suggested by stakeholders at topic engagement and 3 papers
internally at project scoping.

Of these papers, 12 have been included in this report and are included in the current
practice sections where relevant. Appendix 10 outlines the search process.
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4 Suggested improvement areas
4.1 Diagnosis
411 Summary of suggestions

Accurate diagnosis

Stakeholders suggested that asthma is often misdiagnosed which can mean that
people who are not diagnosed are at risk of an asthma attack or people who do not
have asthma receive drugs that they do not need. Stakeholders highlighted that
using objective tests can help healthcare professionals to make a correct diagnosis
and should be documented for all new diagnoses. It was acknowledged, however,
that this may be difficult to implement due to a current lack of equipment and
training, although proposed diagnostic hubs may help. There was a concern that
differences in the approach to diagnosis in UK guidelines may lead to inconsistent
application in primary care. A stakeholder also highlighted the importance of
considering differential diagnoses such as chronic obstructive pulmonary disease.

Occupational asthma

Stakeholders suggested that it is important that people with suspected asthma are
assessed for possible occupational asthma so that they can be referred to an
occupational asthma specialist if needed.

4.1.2 Selected recommendations from development source

Table 4 below highlights recommendations that have been provisionally selected
from the development sources that may support potential statement development.
These are presented in full after table 4 to help inform the committee’s discussion.

Table 4 Specific areas for quality improvement

Suggested quality Suggested source guidance
improvement area recommendations
Accurate diagnosis Initial clinical assessment

NICE NG80 Recommendation 1.1.2

Objective tests for diagnosing asthma in adults,
young people and children aged 5 and over
NICE NG80 Recommendations 1.3.2, 1.3.5, 1.3.6,
1.3.8,1.3.10, 1.3.11 and 1.3.22

Occupational asthma Initial clinical assessment

NICE NG80 Recommendation 1.1.10 and 1.1.11
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Initial clinical assessment

NICE NG80 — Recommendation 1.1.2

Do not use symptoms alone without an objective test to diagnose asthma.

NICE NG80 — Recommendation 1.1.10

Check for possible occupational asthma by asking employed people with suspected
new-onset asthma, or established asthma that is poorly controlled:

e Are symptoms better on days away from work?
e Are symptoms better when on holiday?

Make sure all answers are recorded for later review.

NICE NG80 — Recommendation 1.1.11

Refer people with suspected occupational asthma to an occupational asthma
specialist.

Objective tests for diagnosing asthma in adults, young people and children
aged 5 and over

NICE NG80 — Recommendation 1.3.2

Offer a FeNO test to adults (aged 17 and over) if a diagnosis of asthma is being
considered. Regard a FeNO level of 40 parts per billion (ppb) or more as a positive
test.

NICE NG80 — Recommendation 1.3.5

Offer spirometry to adults, young people and children aged 5 and over if a diagnosis
of asthma is being considered. Regard a forced expiratory volume in

1 second/forced vital capacity (FEV1/FVC) ratio of less than 70% (or below the lower
limit of normal if this value is available) as a positive test for obstructive airway
disease (obstructive spirometry).

NICE NG80 — Recommendation 1.3.6

Offer a BDR test to adults (aged 17 and over) with obstructive spirometry
(FEV1/FVC ratio less than 70%). Regard an improvement in FEV1 of 12% or more,
together with an increase in volume of 200 ml or more, as a positive test.

10
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NICE NG80 — Recommendation 1.3.8

Monitor peak flow variability for 2 to 4 weeks in adults (aged 17 and over) if there is
diagnostic uncertainty after initial assessment and a FeNO test and they have either:

e normal spirometry or
e obstructive spirometry, reversible airways obstruction (positive BDR) but a FeNO
level of 39 ppb or less.

Regard a value of more than 20% variability as a positive test.

NICE NG80 — Recommendation 1.3.10

Monitor peak flow variability for 2 to 4 weeks in children and young people (aged
5 to 16) if there is diagnostic uncertainty after initial assessment and a FeNO test
and they have either:

e normal spirometry or
e obstructive spirometry, irreversible airways obstruction (negative BDR) and a
FeNO level of 35 ppb or more.

Regard a value of more than 20% variability as a positive test.

NICE NG80 — Recommendation 1.3.11

Offer a direct bronchial challenge test with histamine or methacholine to adults (aged
17 and over) if there is diagnostic uncertainty after a normal spirometry and either a:

e FeNO level of 40 ppb or more and no variability in peak flow readings or
e FeNO level of 39 ppb or less with variability in peak flow readings.

Regard a PC20 value of 8 mg/ml or less as a positive test.

NICE NG80 — Recommendation 1.3.22

Record the basis for a diagnosis of asthma in a single entry in the person's medical
records, alongside the coded diagnostic entry.

41.3 Current UK practice

Accurate diagnosis

The BTS audit of adults with asthma admitted to hospital in 20162 (171 hospitals,
4258 admissions (excluding those seen only in the emergency department)) found

3 Adult Asthma Audit Report 2016 (2017) British Thoracic Society

11


https://www.brit-thoracic.org.uk/publication-library/bts-reports/
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that although there was evidence of a previous diagnosis of asthma in 89% of people
admitted, only 42% had evidence of objective testing to support the diagnosis.

The 2014 National Review of Asthma Deaths* found that 100 (51%) of the 195
patients who died were diagnosed on the basis of recurrent symptoms, 34 (17%) on
physiological measurement of lung function, and 66 (34%) on the response to
asthma medication. The basis for diagnosing asthma was not detailed in 64 (33%).

A study of GP data from 72 UK general practices® (2 CCG’s in England and 1 Health
Board in Scotland) found that 25% of patients who received at least one respiratory
medication in 12 months had no clinical diagnosis recorded for asthma or COPD.

Occupational asthma

A 2013 Asthma UK survey® of 4967 people living in England found that among adults
diagnosed in the previous 5 years, 27% recalled being asked questions to find out if
their asthma could be caused by their job.

An audit of the recording of occupational asthma in 4 primary care practices in
Birmingham in 20127 (396 working-age patients) found that occupation was recorded
in only 14% of cases and very few (2) were documented within the asthma review
template. Occupation was only recorded in 13/55 adults who developed asthma and
were in high-risk occupations. Of the 396, 9 (2%) had any work-effect enquiry.

41.4 Resource impact

This area of care does have resource implications. The diagnostic pathway has
potential to be cost saving, although this depends on the implementation model
selected locally by commissioners. The resource impact template for asthma:

diagnosis and monitoring, demonstrated that despite up-front costs of £12,209 per
100,000 population, a diagnostic hub model of 5 FeNO machines per 100,000
population would deliver cumulative savings of £16,834 per 100,000 population over
5 years.

2018/19 2019/20 2020/21 2021/22 2022/23
Resource impact (£) 12,209 -7,261 -7,261 -7,261 -7,261
Cumulative impact 12,209 4,949 -2,312 -9,573 -16,834

4 Why asthma still kills — The National Review of Asthma Deaths Confidential Enquiry Report (2014)
Royal College of Physicians

5 Prescribing respiratory medicines without making a diagnosis of Asthma in UK Primary Care (2015)
Clayton et al BMJ Journals Thorax Vol 70, Issue Suppl 3

6 Compare your care: How asthma care in England matches up to standards (2013) Asthma UK

7 Audit of the recording of occupational asthma in primary care (2012) Occupational Medicine Vol 62,
Issue 7 p570-573

12


https://www.nice.org.uk/guidance/ng80/resources
https://www.rcplondon.ac.uk/projects/outputs/why-asthma-still-kills
http://thorax.bmj.com/content/70/Suppl_3/A150.1
https://www.asthma.org.uk/globalassets/campaigns/england-compare-your-care-2013.pdf
https://academic.oup.com/occmed/article/62/7/570/1535940
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4.2 Self-management

421 Summary of suggestions

Inhaler technique

The importance of people with asthma knowing how to use their inhalers was
emphasised by stakeholders. It was suggested that they should be shown how to
use their inhaler at the point of prescribing and at every review/interaction with a
healthcare professional, though it was highlighted that not all healthcare
professionals are competent in assessing inhaler technique. If inhaler technique is
not correct, the person is at increased risk of poor asthma control, and medication
may be increased unnecessarily. There was a suggestion that people with asthma
should also be directed to online self-help advice and tutorials about inhaler
technique (e.g. Asthma UK).

Stakeholders wanted to ensure that the choice of inhaler is appropriate for the
person as some may not be able to create sufficient force to activate the device and
others may have co-ordination difficulties. It was suggested that the benefits of
spacers should be publicised more widely and that people should always be
prescribed the same brand of medication to ensure that they do not receive an
unfamiliar device.

Personal asthma action plan

Stakeholders suggested that all people with asthma should be involved in developing
a written personal asthma action plan (PAAP). Following the plan will help them to
respond to changes in their symptoms, enabling them to self-manage and reduce the
risk of hospital admission. Stakeholders highlighted that education for people with
asthma helps them to understand their condition, and improve adherence to
medication and engagement with reviews.

4.2.2 Selected recommendations from development source

Table 5 below highlights recommendations that have been provisionally selected
from the development sources that may support potential statement development.
These are presented in full after table 5 to help inform the committee’s discussion.

13
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Table 5 Specific areas for quality improvement

Suggested quality Selected source guidance
improvement area recommendations
Inhaler technique Principles of pharmacological management

NICE NG80 Recommendations 1.5.5

Monitoring asthma control

NICE NG80 Recommendations 1.14.1 and 1.14.7
Inhaler devices

BTS/SIGN 153 Sections 8.1, 8.2 and 8.4

Personal asthma action plan Self-management

NICE NG80 Recommendations 1.10.1

Principles of pharmacological management

NICE NG80 — Recommendation 1.5.5

Ensure that a person with asthma can use their inhaler device:

at any asthma review, either routine or unscheduled
whenever a new type of device is supplied.

Monitoring asthma control

NICE NG80 — Recommendation 1.14.1

Monitor asthma control at every review. If control is suboptimal:

confirm the person's adherence to prescribed treatment in line with the
recommendations on assessing adherence in the NICE guideline on medicines
adherence

review the person's inhaler technique

review if treatment needs to be changed

ask about occupational asthma (see recommendation 1.1.10) and/or other
triggers, if relevant.

NICE NG80 — Recommendation 1.14.7

Observe and give advice on the person's inhaler technique:

at every consultation relating to an asthma attack, in all care settings
when there is deterioration in asthma control

when the inhaler device is changed

at every annual review

if the person asks for it to be checked.

14
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Inhaler devices

BTS/SIGN 153 Section 8.2

Choice of reliever inhaler for stable asthma should be based on patient preference
and assessment of correct use.

BTS/SIGN 153 Section 8.4

Generic prescribing of inhalers should be avoided as this might lead to people with
asthma being given an unfamiliar inhaler device which they are not able to use

properly.
Self-management

NICE NG80 — Recommendation 1.10.1

Offer an asthma self-management programme, comprising a written personalised
action plan and education, to adults, young people and children aged 5 and over with
a diagnosis of asthma (and their families or carers if appropriate).

4.2.3 Current UK practice

Inhaler technique

The Asthma UK annual asthma survey 20178 (7611 respondents) found that 76.3%
of respondents agreed that their doctor or nurse helped to make sure they could
correctly use all their current types of inhaler before they started using them. This
has declined slightly from a high of 79.3% in 2015. The report highlighted regional
variations as shown in figure 1.

8 Falling through the gaps: why more people need basic asthma care Annual Asthma Survey 2017
report Asthma UK

15
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Figure 1: Percentage of respondents who had an inhaler technique check
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The BTS paediatric asthma audit 2015° (5543 children over 12 months old admitted
for 4 hours or more to 153 paediatric units) found that 42% of children had their
device technique assessed during admission (compared with 44% in 2013).

A 2016/17 audit of asthma attendances (201 emergency departments, 14043 people
including adults and children)'® found that only 10% of people had a record that their
inhaler technique was assessed. In addition, recording of correct inhaler type was
poor with only 14% of patients with a record showing that it was satisfactory, and 2%
that it was not assessed.

The National Review of Asthma Deaths'! found that 71% of the 135 cases where the
last review was recorded in primary care had an assessment of inhaler technique
and inhaler technique was recorded as “good” in 68% of those reviewed. Among the
83 cases where there was a record of receiving specialist secondary care, 8% were
known to have been checked for inhaler technique.

A 2010 study'? of the ability of healthcare professionals’ (HCPs) ability to use the
commonly prescribed metered dose inhaler found that of the 113 HCPs who were
involved in the teaching of inhaler technique, 11% could demonstrate all the
recognised steps in administration including assessment of inspiratory flow using the
in-check device.

9 BTS National Paediatric Asthma Audit Summary Report 2015 British Thoracic Society

10 Moderate & Acute Severe Asthma Clinical Audit 2016/7 Royal College of Emergency Medicine

" Why asthma still kills — The National Review of Asthma Deaths Confidential Enquiry Report (2014)
Royal College of Physicians

2 Do healthcare professionals have sufficient knowledge of inhaler technigues in order to educate
their patients effectively in their use? (2010) Baverstock et al BMJ Journals Thorax Vol 65, Issue
Suppl 4

16


https://www.brit-thoracic.org.uk/publication-library/bts-reports/
http://www.rcem.ac.uk/RCEM/Quality-Policy/Quality_Improvement_Clinical_Audit/Clinical_Audits.aspx?WebsiteKey=b3d6bb2a-abba-44ed-b758-467776a958cd&hkey=efc76acc-cda3-4660-a58b-8427f48b827c&New_ContentCollectionOrganizerCommon=3#New_ContentCollectionOrganizerCommon
https://www.rcplondon.ac.uk/projects/outputs/why-asthma-still-kills
http://thorax.bmj.com/content/65/Suppl_4/A117.3
http://thorax.bmj.com/content/65/Suppl_4/A117.3
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Personal asthma action plan

The Asthma UK 2017 survey'? indicated that 43.9% of respondents had a written
action plan for managing their asthma to help them understand when symptoms are
getting worse and what to do about it. This increased from 24% in 2013. The report
noted regional variations as shown in figure 2.

Figure 2: Percentage of respondents who had received a written asthma action
plan

Scotland: 50.5%

Northern Ireland: 60.5% N

North West: &4.4% -
West Midlands: 49.7% o
Wales: 32.6% o

South East: 43.0% o
South West: 41.7% o

Yorkshire and the Humber: 38.8%

East Midlands: 43.8%
East of England: 47.4%
London: 38.8%

[}
e

Darker shades indicate higher scores for the indicator shown.

The 2016 BTS adult asthma audit'* found that 86% of hospitals provided written
personal asthma action plans. 28% of people admitted received a care bundle. 31%
of those who received an asthma care bundle were provided with a PAAP, and 10%
already had one.

The BTS paediatric asthma audit 2015 found that 56% of children admitted to a
paediatric unit were recorded as having been given an asthma plan (compared with
53% in 2013) and there was significant local variation as shown in figure 3.

'3 Falling through the gaps: why more people need basic asthma care Annual Asthma Survey 2017
report Asthma UK

4 Adult Asthma Audit Report 2016 (2017) British Thoracic Society

5 BTS National Paediatric Asthma Audit Summary Report 2015 British Thoracic Society

17
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Figure 3: Proportion of children recorded as having been given an asthma

action plan at each hospital
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The National review of Asthma Deaths'® found that of the 195 patients who died in

2012/13 only 23% had a record of having been provided with a PAAP in either

primary or secondary care.

4.2.4 Resource impact

This was not considered to be an area of the NICE guidance that would impact on

resource use.

6 Why asthma still kills — The National Review of Asthma Deaths Confidential Enquiry Report (2014)

Royal College of Physicians

18
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4.3 Asthma management in primary care

4.3.1 Summary of suggestions

Identifying people for review

Stakeholders suggested that it is important to identify people with asthma who may
be at risk of uncontrolled asthma so that treatment can be reviewed. It was felt that it
would be possible to identify at risk groups through routine monitoring of data. At
risk groups were identified as:

e those overusing short acting beta agonists (SABA)

e people prescribed long-acting reliever medicines without inhaled steroids

e people who have had oral corticosteroids (OCS) but are not prescribed inhaled
corticosteroid (ICS) maintenance therapy

e people who have had more than 2 courses of oral or injected corticosteroids

e people who have had an exacerbation, hospital A&E visit or hospital admission in
the last 12 months.

Some stakeholders highlighted the importance of a structured annual review for all
people with asthma. Others suggested that it is more important to focus reviews on
people with asthma who are at risk of uncontrolled asthma and that those who are at
risk may need more frequent reviews. A review 4 to 8 weeks after diagnosis was
also suggested as a priority.

Content of review

There was agreement that all reviews should include assessment of asthma control
and adherence, and support to improve adherence e.g. setting alarms/reminders. It
was also suggested that reviews should include an assessment of risk. This will
improve quality of life and reduce hospital attendances, admissions and referrals. A
stakeholder also suggested that reviews should include periodic assessment of
airway inflammation using FENO in order to optimise therapeutic management and
assess adherence.

Adjusting medication

Stakeholders highlighted the importance of ensuring a good level of adherence to
treatment before medication is stepped up/escalated. It was also suggested that
medication should be reviewed regularly to ensure that people receive the lowest
effective dose. This will help to avoid the potential side effects of high dose
prescribing. It was felt that medication is often escalated during periods of
exacerbation but is not reduced during periods of control.
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4.3.2 Selected recommendations from development source

Table 6 below highlights recommendations that have been provisionally selected
from the development sources that may support potential statement development.
These are presented in full after table 6 to help inform the committee’s discussion.

Table 6 Specific areas for quality improvement

Suggested quality
improvement area

Selected source guidance recommendations

Identifying people for review

Principles of pharmacological treatment
NICE NG80 Recommendation 1.5.2

Pharmacological treatment pathway for adults
(aged 17 and over)

NICE NG80 Recommendation 1.6.3 and 1.6.5

Pharmacological treatment pathway for children
and young people aged 5 to 16

NICE NG80 Recommendation 1.7.3
Intermittent reliever therapy
BTS/SIGN 153 Section 7.1.1

Initial add-on therapy

BTS/SIGN 153 Section 7.3.3
Asthma clinics

BTS/SIGN 153 Section 14.3.1

Content of review

Monitoring asthma control

NICE NG80 Recommendations 1.14.1, 1.14.3, and
1.14.4

Adjusting medication

Principles of pharmacological treatment
NICE NG80 Recommendations 1.5.1 and 1.5.4

Identifying people for review

Principles of pharmacological treatment

NICE NG80 Recommendation 1.5.2

After starting or adjusting medicines for asthma, review the response to treatment in
4 to 8 weeks (see section 1.14 on monitoring asthma control).

Pharmacological treatment pathway for adults (aged 17 and over)

NICE NG80 Recommendation 1.6.3

Offer a low dose of an ICS as the first-line maintenance therapy to adults (aged

17 and over) with:
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e symptoms at presentation that clearly indicate the need for maintenance therapy
(for example, asthma-related symptoms 3 times a week or more, or causing
waking at night) or

e asthma that is uncontrolled with a SABA alone.

NICE NG80 Recommendation 1.6.5

If asthma is uncontrolled in adults (aged 17 and over) on a low dose of ICS and an
LTRA as maintenance therapy, offer a long-acting beta2 agonist (LABA) in
combination with the ICS, and review LTRA treatment as follows:

e discuss with the person whether or not to continue LTRA treatment
e take into account the degree of response to LTRA treatment.

Pharmacological treatment pathway for children and young people aged 5 to
16

NICE NG80 Recommendation 1.7.3

Offer a paediatric low dose of an ICS as the first-line maintenance therapy to
children and young people (aged 5 to 16) with:

e symptoms at presentation that clearly indicate the need for maintenance therapy
(for example, asthma-related symptoms 3 times a week or more, or causing
waking at night) or

e asthma that is uncontrolled with a SABA alone.

Intermittent reliever therapy

BTS/SIGN 153 Section 7.1.1

Anyone prescribed more than one short-acting bronchodilator inhaler device a month
should be identified and have their asthma assessed urgently and measures taken to
improve asthma control if this is poor.

Initial add-on therapy
BTS/SIGN 153 Section 7.3.3

Long-acting inhaled 2 agonists should only be started in patients who are already
on inhaled corticosteroids, and the inhaled corticosteroid should be continued.
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Asthma clinics

BTS/SIGN 153 Section 14.3.1

In primary care, people with asthma should be reviewed regularly by a nurse or
doctor with appropriate training in asthma management. Review should incorporate
a written action plan.

It is good practice to audit the percentage of patients reviewed annually. Consider
focusing on particular groups such as those overusing bronchodilators, patients on
higher dose therapies, those with asthma attacks or from groups with more complex
needs.

Content of review
Monitoring asthma control

NICE NG80 Recommendation 1.14.1

Monitor asthma control at every review. If control is suboptimal:

¢ confirm the person's adherence to prescribed treatment in line with the
recommendations on assessing adherence in the NICE guideline on medicines
adherence

NICE NG80 Recommendation 1.14.3

Monitor asthma control at each review in adults, young people and children aged 5
and over using either spirometry or peak flow variability testing.

NICE NG80 Recommendation 1.14.4

Do not routinely use FeNO to monitor asthma control.
Adjusting medication
Principles of pharmacological treatment

NICE NG80 Recommendation 1.5.1

Take into account the possible reasons for uncontrolled asthma, before starting or
adjusting medicines for asthma in adults, young people and children. These may
include:

e lack of adherence
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NICE NG80 Recommendation 1.5.4

Adjust the dose of ICS maintenance therapy over time, aiming for the lowest dose
required for effective asthma control.

Decreasing maintenance therapy

NICE NG80 Recommendation 1.12.1

Consider decreasing maintenance therapy when a person's asthma has been
controlled with their current maintenance therapy for at least 3 months.

4.3.3 Current UK practice

Identifying people for review

The Quality and Outcomes Framework (QOF) data for 2016-17"7 indicated that
70.55% of 3,179,471 people on the GP asthma register (excludes people who have
been prescribed no asthma-related drugs in the preceding 12 months) had an
asthma review in the preceding 12 months that included an assessment of asthma
control using the 3 RCP questions.

The Asthma UK annual survey 20178 indicated that 77% of respondents had a
planned review or check-up of their asthma with their doctor or nurse in the last year.
This was a slight decline from a high of 78.7% in 2015. The report noted regional
variations as shown in figure 4.

7 Quality and Outcomes Framework (QOF) 2016-17 NHS Digital
18 Falling through the gaps: why more people need basic asthma care Annual Asthma Survey 2017
report Asthma UK
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Figure 4: Percentage of respondents receiving an annual asthma review

Scotland: 79.1%

Northern Ireland: 74.7% A

North West: 79.7%
West Midlands: 78.5%
Wales: 71.1%

South East: 76.0%
South West: 75.3%

Yorkshire and the Humber: 78.4%
East Midlands: 79.8%

East of England: 80.4%

London: 70.5%

Darker shades indicate higher scores for the indicator shown.

The National Review of Asthma Deaths' 2014 found that 31% of the 195 patients
who died had no record of an asthma review in primary care in the previous 12
months. Of the 83 patients who died and were under specialist supervision, 65% had
no record of an asthma review in secondary care in the previous 12 months. The
review also found evidence of overuse or over-reliance on SABA (reliever) inhalers.
From prescribing data for 165 patients, 56% were prescribed more than six and 39%
more than 12 SABA inhalers in the year before they died. Six patients (4%) had been
prescribed more than 50 SABA inhalers in the previous year. In addition, at least five
(3%) patients who died were on LABA monotherapy without inhaled corticosteroid
preventer treatment.

An Asthma UK report?® based on analysis of routinely collected 2010-13 GP practice
data to investigate the prescribing issues identified in the National Review of Asthma
Deaths found that:

e 402 out of 94,955 people with asthma were prescribed long-acting reliever
medicines without inhaled steroids. Applied across the population Asthma UK
suggests this could equate to around 22,840 people with asthma, including 1,903
children.

e 5,032 out of 94,955 people had been prescribed more than 12 reliever inhalers
over a 12 month period, and almost 40% did not have a review. Applied across
the population Asthma UK suggests this could equate to around 106,742 people,
including over 10,000 children under 15 who may have been prescribed
excessive amounts of reliever medication without being reviewed.

9 Why asthma still kills — The National Review of Asthma Deaths Confidential Enquiry Report (2014)
Royal College of Physicians
20 Patient safety failures in asthma care: the scale of unsafe prescribing in the UK (2015) Asthma UK

24


https://www.rcplondon.ac.uk/projects/outputs/why-asthma-still-kills
https://www.asthma.org.uk/get-involved/campaigns/publications/nrad-one-year-on/

CONFIDENTIAL

The BTS audit of adults with asthma admitted to hospital in 20162 found that 68%
were already taking regular ICS. Although the large majority of those discharged
were sent home on oral steroids, 25% of those admitted on beta agonist only were
not commenced on ICS at discharge. Overall 8% of people were discharged without
ICS. The audit concluded that it was a concern that people who have presented with
acute asthma are not being discharged on the appropriate treatment.

Content of review

The National Review of Asthma Deaths?? found that 27% of the 135 cases, where
the last review was recorded in primary care, had an assessment of asthma control
and 42% had an assessment of medication use.

Adjusting medication

An audit of the management of asthma patients on ICS in primary care in Croydon in
2014-1523 (9470 patients) found that of the adults who were documented as being
suitable for a trial of stepping down treatment, only 50% had their ICS dose reduced.
The report concluded that this may suggest reluctance by GPs to step down patients
off higher doses of ICS. The audit also suggested that clinicians often do not review
the frequency of medication issues to assess adherence and as a result, patients
who report continued wheezing often have another drug added to their medication
regime, or their ICS dose will be increased, without an inhaler technique check or
questions asked about frequency of use first.

4.3.4 Resource impact

The NG80 recommendations on prescribing are considered to be cost saving. The
BTS/SIGN 153 Section 7.1.1, 7.3.3 & 14.3.1 should be deliverable within existing
resources.

21 Adult Asthma Audit Report 2016 (2017) British Thoracic Society

22 Why asthma still kills — The National Review of Asthma Deaths Confidential Enquiry Report (2014)
Royal College of Physicians

23 Audit of the Management of Asthma Patients on Inhaled Corticosteroids in Primary Care (2014-15)
Medicines Optimisation team, Croydon CCG
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4.4 Acute asthma

441 Summary of suggestions

Severity assessment

It was suggested that the severity of exacerbations are not routinely assessed in
people presenting with acute asthma. This can lead to poor management of the
exacerbation. It was highlighted that lung function testing, which can add important
information on asthma severity, is underused in acute asthma management.

Treatment of exacerbation

Stakeholders suggested that there is a need to improve treatment of exacerbations,
including a nationally agreed acute care pathway. Specific suggestions were:

¢ Prompt treatment with corticosteroids, and in particular, people with a severe
exacerbation should be given oral or intravenous steroids within 1 hour of
presentation. This will reduce deaths and may avoid the need for a hospital
admission if the person can be discharged from the emergency department.

e Reduce delays in prescription of nebuliser treatment as this leads to suboptimal
nebulisation and increased risk of deterioration.

Follow-up after severe exacerbation

Stakeholders indicated that people with asthma who have a severe exacerbation
requiring hospital treatment should be followed up in primary care within 2 days in
order to review treatment and prevent further exacerbations. Follow-up should be
undertaken by an asthma trained healthcare professional. In addition the following
were highlighted to facilitate follow up:

e implementation of the BTS Care Bundle on discharge
e improved data sharing between secondary and primary care
o further follow-up after 3 months to review asthma control and adherence.

4.4.2 Selected recommendations from development source

Table 7 below highlights recommendations that have been provisionally selected
from the development sources that may support potential statement development.
These are presented in full after table 7 to help inform the committee’s discussion.
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Table 7 Specific areas for quality improvement

Suggested quality
improvement area

Selected source guidance recommendations?

Severity assessment

Acute asthma in adults

BTS/SIGN 153 Tables 12 and 13
Acute asthma in children

BTS/SIGN 153 Table 14

Further investigation and monitoring
BTS/SIGN 153 Section 9.4

Treatment of exacerbation

Treatment of acute asthma in adults
BTS/SIGN 153 Sections 9.3.2 and 9.3.3

Initial treatment of acute asthma in children
BTS/SIGN 153 Section 9.8.2 and 9.8.4

Follow-up after severe
exacerbation

Lessons from asthma deaths and near fatal asthma
BTS/SIGN 153 Section 9.1.5

Hospital discharge and follow-up

BTS/SIGN 153 Section 9.6.3

Second-line treatment of acute asthma in children
BTS/SIGN 153 Section 9.9.7

24 BTS/SIGN Management pathways for acute asthma are included in Appendices 4 to 9
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Severity assessment
Acute asthma in adults

BTS/SIGN 153 Table 12

Table 12: Levels of severity of acute asthma attacks in adults®***

Moderate acute
asthma

Increasing symptoms

PEF >50-75% best or predicted

No features of acute severe asthma

Acute severe asthma

Any one of:

- PEF 33-50% best or predicted

- respiratory rate =25/min

- heartrate 2110/min

- inability to complete sentences in one breath

Life-threatening

Any one of the following in a patient with severe asthma:

asthma

Clinical signs Measurements

Altered conscious level PEF <339% best or predicted
Exhaustion SpO, <92%

Arrhythmia PaO, <8 kPa

Hypotension 'normal’PaCO, (4.6-6.0 kPa)
Cyanosis

Silent chest

Poor respiratory effort

Near-fatal asthma

Raised PaCO, and/or requiring mechanical ventilation with

raised inflation pressures****'

SpO,: oxygen saturation measured by a pulse oximeter

PaO,: partial arterial pressure of oxygen

kPa: kilopascals

PaCO,;:partial arterial pressure of carbon dioxide
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BTS/SIGN 153 Table 13

Table 13: Initial assessment of symptoms, signs and measurements

Clinical
features

Clinical features can identify some patients with severe
asthma, eg severe breathlessness (including too breathless
to complete sentences in one breath), tachypnoea,
tachycardia, silent chest, cyanosis, accessory muscle use,
altered consciousness or collapse 5564568

None of these singly or together is specific. Their absence
does not exclude a severe attack.

9+

PEF or FEV,

Measurements of airway calibre improve recognition of
the degree of severity, the appropriateness or intensity of
therapy, and decisions about management in hospital or at
home. 565570

PEF or FEV, are useful and valid measures of airway calibre.
PEF is more convenient in the acute situation.

PEF expressed as a percentage of the patient's previous
best value is most useful clinically. PEF as a percentage of
predicted gives a rough guide in the absence of a known
previous best value. Different peak flow meters give
different readings. Where possible the same or similar type
of peak flow meter should be used.

Pulse oximetry

Measure oxygen saturation (SpO,) with a pulse oximeter to
determine the adequacy of oxygen therapy and the need for
arterial blood gas (ABG) measurement. The aim of oxygen
therapy is to maintain 5p0, 94-98%."

Blood gases
(ABG)

Patients with 5p0_ <92% (irrespective of whether the patient
is on air or oxygen) or other features of life-threatening
asthma require ABG measurement.****=*" 5p0, <02%

is associated with a risk of hypercapnia. Hypercapnia is

not detected by pulse oximetry.®™ In contrast, the risk of

hypercapnia with Sp0, >92% is much less.*"

Chest X-ray

Chest X-ray is not routinely recommended in patients in the
absence of:

suspected pneumomediastinum or pneumothorax

suspected consolidation

life-threatening asthma
- failure to respond to treatment satisfactorily

- requirement for ventilation.

Systolic
paradox

Systolic paradox (pulsus paradoxus) is an inadequate
indicator of the severity of an attack and should not be
used‘_’pS‘?-SE-’-_'p?]
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Acute asthma in children

BTS/SIGN 153 Table 14

Table 14: Levels of severity of acute asthma attacks in children™

Moderate asthma

Able to talk in sentences
Sp0,>92%
PEF =50% best or predicted

Heart rate =140/min in children aged 1-5 years
<125/min in children >5 years

Respiratory rate  <40/min in children aged 1-5 years
<30/min in children >5 years

Acute severe asthma

Can't complete sentences in one breath or too
breathless to talk or feed

Sp0, <92%
PEF 33-50% best or predicted

Heart rate >140/min in children aged 1-5 years
>125/min in children >5 years

Respiratory rate  >40/min in children aged 1-5 years
>30/min in children >5 years

Life-threatening asthma

Any one of the following in a child with severe asthma:

Clinical signs Measurements

Silent chest Sp0, <92%

Cyanosis PEF <33% best or
predicted

Poor respiratory effort

Hypotension

Exhaustion

Confusion

Further investigation and monitoring

BTS/SIGN 153 Section 9.4

Measure and record PEF 15-30 minutes after starting treatment, and thereafter

according to the response. Measure and record PEF before and after nebulised or

inhaled 32 agonist.
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Treatment of exacerbation
Treatment of acute asthma in adults

BTS/SIGN 153 Section 9.3.2

Use high-dose inhaled 2 agonists as first-line agents in patients with acute asthma
and administer as early as possible. Reserve intravenous 2 agonists for those
patients in whom inhaled therapy cannot be used reliably.

In hospital, ambulance and primary care, nebulisers for giving nebulised 32 agonist
bronchodilators should preferably be driven by oxygen.

In patients with acute asthma with life-threatening features the nebulised route
(oxygen-driven) is recommended.

BTS/SIGN 153 Section 9.3.3

Give steroids in adequate doses to all patients with an acute asthma attack.

Initial treatment of acute asthma in children

BTS/SIGN 153 Section 9.8.2

Inhaled B2 agonists are the first-line treatment for acute asthma in children.
A pMDI + spacer is the preferred option for children with mild to moderate asthma.

If symptoms are severe additional doses of bronchodilator should be given as
needed whilst awaiting medical attention.

Paramedics attending to children with an acute asthma attack should administer
nebulised salbutamol, using a nebuliser driven by oxygen if symptoms are severe,
whilst transferring the child to the emergency department.

If symptoms are refractory to initial 2 agonist treatment, add ipratropium bromide
(250 micrograms/dose mixed with the nebulised 32 agonist solution).

Repeated doses of ipratropium bromide should be given early to treat children who
are poorly responsive to 2 agonists.

BTS/SIGN 153 Section 9.8.4

Give oral steroids early in the treatment of acute asthma attacks in children.
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Follow-up after severe exacerbation
Lessons from asthma deaths and near fatal asthma

BTS/SIGN 153 Section 9.1.5

A respiratory specialist should follow up patients admitted with a severe asthma
attack for at least one year after the admission.

Hospital discharge and follow-up

BTS/SIGN 153 Section 9.6.3

It is essential that the patient’s primary care practice is informed within 24 hours of
discharge from the emergency department or hospital following an asthma attack.
Ideally this communication should be directly with a named individual responsible for
asthma care within the practice, by means of fax or email.

Second-line treatment of acute asthma in children

BTS/SIGN 153 Section 9.9.7

Discharge plans should address the following:

e arrange follow up by primary care services within two working days
e arrange follow up in a paediatric asthma clinic within one to two months

443 Current UK practice

Severity assessment

The Royal College of Emergency Medicine Asthma Audit 2016-172° found that 4.1%
of people attending an emergency department with asthma did not have their
severity level recorded.

The BTS 2016 adult asthma audit®® found that 80% of patients had a peak expiratory
flow (PEF) reading taken on admission (81% in 2012) and 76% prior to discharge.
The audit highlighted that PEF measurement informs the decision to admit and is a
core variable in assessing a patient for severity and subsequent treatment. The
report concluded that it was disappointing this had not improved and highlighted the
need for further work such as standardised asthma assessment tools to prompt
clinicians to take these readings.

25 Moderate & Acute Severe Asthma Clinical Audit 2016/7 Royal College of Emergency Medicine
26 Adult Asthma Audit Report 2016 (2017) British Thoracic Society
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The BTS National Paediatric Asthma Audit 20152’ found that only 10% of children 5
years and older had PEF measured at initial assessment, despite this being a useful
marker of severity.

Treatment of exacerbation

The RCEM 2016/17 audit of emergency attendances for asthma?® found that on
average only a quarter of patients got bronchodilator within 10 minutes of arrival.
This has improved marginally from previous years. The standard specifies that a
pMDI + spacer is the preferred option for children with moderate asthma. However,
the audit does not take into account that many patients will have received
bronchodilator in an ambulance or at their GP prior to arrival at hospital and so may
not require it within 10 minutes.

The RCEM asthma audit also concluded that 88.6% of patients with severe asthma
received steroids within 1 hour of arrival, although figure 5 indicates that many were
not fully compliant and were either given a different dose to that identified in the
standard or timing was more than 60 minutes. The audit also found that steroids
were considered or given within 4 hours in 79% of patients with moderate asthma.

27 BTS National Paediatric Asthma Audit Summary Report 2015 British Thoracic Society
28 Moderate & Acute Severe Asthma Clinical Audit 2016/7 Royal College of Emergency Medicine
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Figure 5: Standard 5a - If not already given before, patients with severe asthma
should be given steroids within 60 minutes of arrival
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The BTS audit of adults with asthma admitted to hospital in 20162° found that 34%
were given systemic steroids within 1 hour of arrival at hospital and 13% more than 4
hours after arrival at hospital as shown in figure 6.

29 Adult Asthma Audit Report 2016 (2017) British Thoracic Society

34


https://www.brit-thoracic.org.uk/publication-library/bts-reports/

CONFIDENTIAL

Figure 6: Timing of systemic steroids

Timing of Systemic Corticosteriods
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= No steroid therapy given

m Self administered by patient
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(+]
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The BTS Paediatric asthma audit 20153 found that 75% of children were given

steroids, rising to 90% of children aged 6 years or over. In 17% of children, steroids

were started before the child came to hospital and 63% were started at admission.

Follow-up after severe exacerbation

The RCEM audit of emergency asthma attendances?' found that 50% of
departments arranged GP follow-up for 16% of their patients within 2 working days,
according to local policy. Figure 7 shows that this has declined significantly since
2009.

30 BTS National Paediatric Asthma Audit Summary Report 2015 British Thoracic Society
31 Moderate & Acute Severe Asthma Clinical Audit 2016/7 Royal College of Emergency Medicine
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Figure 7: Standard 11 — GP or clinic follow-up arranged according to local
policy for discharged patients within 2 working days (Median)
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Nearly a third of respondents to the Asthma UK annual survey 201732 (2229 of 7611)
had received emergency or unplanned care at a hospital or out-of-hours centre in the
previous year. Of those, 29.7% had a follow-up appointment at their doctor’s surgery
for their asthma within 2 working days, an increase from 26.9% in 2016.

The BTS adult asthma audit®3 found that 16% of adults with asthma admitted to
hospital received a discharge care bundle. A clinic review appointment was
scheduled in 64% of admissions and of those 64% were arranged to occur within 4
weeks of discharge.

The BTS paediatric audit®* found that 24% of children were recorded as being
advised to visit their GP within 2 working days. There was no record of this advice
being given in 32% of cases. A third of cases had hospital follow-up arranged and
follow-up with a respiratory specialist health professional was arranged in 16% of
cases.

32 Falling through the gaps: why more people need basic asthma care Annual Asthma Survey 2017
report Asthma UK

33 Adult Asthma Audit Report 2016 (2017) British Thoracic Society

34 BTS National Paediatric Asthma Audit Summary Report 2015 British Thoracic Society
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44.4 Resource impact

Severe exacerbations are not covered in the NICE guideline and these
recommendations have therefore not been costed.
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4.5 Difficult/severe asthma

451 Summary of suggestions

Referral to a specialist

Stakeholders suggested that people with difficult/severe asthma (i.e. they remain
uncontrolled on conventional therapy) should be referred to a specialist. This will
ensure diagnosis and the approach to management is reviewed. Specialist care can
help to reduce exacerbations and dependence on oral steroids. It was noted that
there is currently limited access to multidisciplinary difficult asthma services for
children.

Some people may need ongoing specialist care in order to improve health outcomes.
It was suggested that people who are regularly taking oral steroids should have had
a specialist review within the last 2 years. Specialist care can provide access to
novel treatments such as biologic therapies as an alternative to long term oral
steroids.

Non-pharmacological treatment

Stakeholders highlighted that non-pharmacological treatments such as breathing
retraining and therapies delivered via medical devices should be available to people
with difficult/severe asthma. It was noted that there is currently local variation in
access to breathing re-training for children as paediatric asthma physiotherapy
services are not always in place. It was suggested that non-pharmacological
treatments can improve quality of life and avoid the need for higher dose medication.

4.5.2 Selected recommendations from development source

Table 8 below highlights recommendations that have been provisionally selected
from the development sources that may support potential statement development.
These are presented in full after table 8 to help inform the committee’s discussion.
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Table 8 Specific areas for quality improvement

Suggested quality improvement
area

Selected source guidance
recommendations

Referral to a specialist

Pharmacological treatment pathway for
adults (aged 17 and over)

NICE NG80 Recommendation 1.6.8

Pharmacological treatment pathway for
children and young people aged 5 to 16

NICE NG80 Recommendation 1.7.8

Pharmacological treatment pathway for
children under 5

NICE NG80 Recommendation 1.8.5
Difficult asthma
BTS/SIGN 153 Section 10.1

Non-pharmacological treatment

Secondary non-pharmacological
prevention

BTS/SIGN 153 Section 6.2.13
Factors contributing to difficult asthma
BTS/SIGN 153 Section 10.2.3

Referral to a specialist

Pharmacological treatment pathway for adults (aged 17 and over)

NICE NG80 Recommendation 1.6.8

If asthma is uncontrolled in adults (aged 17 and over) on a moderate maintenance

ICS dose with a LABA (either as MART or a fixed-dose regimen), with or without an

LTRA, consider:

e increasing the ICS to a high maintenance dose (this should only be offered as

part of a fixed-dose regimen, with a SABA used as a reliever therapy) or
e a trial of an additional drug (for example, a long-acting muscarinic receptor

antagonist or theophylline) or

e seeking advice from a healthcare professional with expertise in asthma.

Pharmacological treatment pathway for children and young people aged 5 to

16

NICE NG80 Recommendation 1.7.8

If asthma is uncontrolled in children and young people (aged 5 to 16) on a paediatric
moderate maintenance ICS dose with LABA (either as MART or a fixed-dose

regimen), consider seeking advice from a healthcare professional with expertise in

asthma and consider either:
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e increasing the ICS dose to paediatric high maintenance dose (only as part of a
fixed-dose regimen, with a SABA used as a reliever therapy) or
e a trial of an additional drug (for example, theophylline).

Pharmacological treatment pathway for children under 5

NICE NG80 Recommendation 1.8.5

If suspected asthma is uncontrolled in children under 5 on a paediatric low dose of
ICS and an LTRA as maintenance therapy, stop the LTRA and refer the child to a
healthcare professional with expertise in asthma for further investigation and
management.

Difficult asthma

BTS/SIGN 153 Section 10.1

Patients with difficult asthma should be systematically evaluated, including:

e confirmation of the diagnosis of asthma, and
¢ identification of the mechanism of persisting symptoms and assessment of
adherence to therapy.

This assessment should be facilitated through a dedicated multidisciplinary difficult
asthma service, by a team experienced in the assessment and management of
difficult asthma.

Non-pharmacological treatment
Secondary non-pharmacological prevention

BTS/SIGN 153 Section 6.2.13

Breathing exercise programmes (including physiotherapist-taught methods) can be
offered to people with asthma as an adjuvant to pharmacological treatment to
improve quality of life and reduce symptoms.

Factors contributing to difficult asthma

BTS/SIGN 153 Section 10.2.3

Dysfunctional breathing should be considered as part of a difficult asthma
assessment.
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4.5.3 Current UK practice

Referral to a specialist

The BTS audit of adult hospital admissions?®® found that 98 out of 165 hospitals
(59%) had a specialist asthma service.

Non-pharmacological treatment

Research presented at the British Thoracic Society’s 2017 winter meeting®® involving
18 paediatric hospitals in the UK identified that:

e 89% of the hospitals did not have funded ‘difficult asthma’ physiotherapy

e 66% had no dedicated ‘difficult asthma’ physiotherapy time

e 94% of centres relied on referrals from ‘difficult asthma’ consultants and nurses
rather than having the opportunity to routinely assess ‘difficult asthma’ patients.

4.5.4 Resource impact

Referral to a specialist was not considered to be an area of the NICE guidance that
would impact on resource use. Breathing exercise programmes are not covered in
the NICE guideline and these recommendations have therefore not been costed.

35 Adult Asthma Audit Report 2016 (2017) British Thoracic Society
36 Physiotherapy overlooked in helping children with difficult asthma (2017) Wells
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4.6 Additional areas

Summary of suggestions

The improvement areas below were suggested as part of the stakeholder
engagement exercise. However they were felt to be either unsuitable for
development as quality statements, outside the remit of this particular quality
standard referral or require further discussion by the committee to establish potential
for statement development.

There will be an opportunity for the committee to discuss these areas at the end of
the session on 215t February 2018.

Smoking cessation

Stakeholders suggested people with asthma should be asked if they smoke and if
they do they should be offered support to stop smoking. Smoking in people with
asthma is associated with poorer outcomes including hospital attendance. These
issues are included in the quality standard on smoking: supporting people to stop
(QS43). There are specific recommendations on advice and support to parents with
asthma on the dangers of smoking in the BTS/SIGN guideline. In general, however,
the advice and support on smoking cessation for people with asthma is the same as
for all people who smoke and therefore this suggestion has not been progressed.

Training

Ensuring that healthcare professionals have up to date asthma training was
suggested as an area of quality improvement. It was also suggested that hospitals
and general practices should have a clinical lead for asthma who is responsible for
the training of staff. This suggestion has not been progressed. Quality statements
focus on actions that demonstrate high quality care or support, not the training that
enables the actions to take place. The committee is therefore asked to consider
which components of care and support would be improved by increased training.
However, training may be referred to in the audience descriptors.

Measuring outcomes

A stakeholder suggested that primary care should be assessed against the outcome
of hospital attendances for people with asthma as these should be preventable.
Quality statements focus on actions that demonstrate high quality care or support,
not the methods by which evidence is collated. However, relevant outcome
measures will be included in the quality statements.
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Transition

Transition between paediatric and adult services and between tertiary, secondary
and primary care was highlighted as a priority for quality improvement. There was
concern that responsibilities are not always clear and that this can cause confusion
for people with asthma and their families. There is a separate quality standard on
transition from children’s to adult’s services (QS140). Quality statements focus on
actions that demonstrate high quality care or support, rather than on organisational
responsibilities. However, where it is important to clarify responsibilities this can be
addressed in the supporting audience descriptors for prioritised statements.
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Appendix 1: Algorithm A - Initial clinical assessment for adults, young people and children with
suspected asthma

Adults, young people and children with symptoms of asthma

w
Take a structured clinical history. Specifically check for:
+ wheeze, cough or breathiessness, and any daily or seasonal variation in Do not use symptoms alone without an objective test to diagnose

these symptoms | asthma
= any triggers that make symptoms worse Do not use a history of atopic disorders alene to diagnose asthma
«  a personal or family history of atopic disorders
Treat people immediately and perform objective tests if the
L 4 equipment is available and testing will not compromise treatmeant

If objective tests cannot be done immediately, carry them out
when acute symptoms have been controlled and advise patients
o contact their healthcare professional immediately if they
become unwell while waiting to have objective tests

Examine people with suspected asthma to identify expiratory polyphonic
wheeze and signs of other causes of respiratory symptoms, but be aware that f——#fcute symptoms at presentation—3
even if examination results are normal the person may still have asthma

Be aware that the results of spirometry and FeNO tests may be
affected by treatment with inhaled corticosteroids

Children under 5 Children and young people aged 5to 16 Adults aged 17 and over
Treat symptoms based on - i Check for possible occupational
observation and elinical judgement, Gea algorkham B forobjacthen s asthma by asking employed people:
and review the child on a regular »  Are symptoms better on days . .
basis. If they still have symptoms away from work? N Refer people with suspected occupational asthma to an
when they reach 5 years, see *  Are symploms better when on o occupational asthma specialist
algorithm B for objective tests holiday?
Make sure answers are recorded for
later review

Do not offer the following as diagnostic tests for asthma:
=+ skin prick tests o aeroallergens
serum total and specific IgE

.
«  peripheral blood eosinophil count . A
+  exefcise challenge (to adults aged 17 and over) SSgkHbC i cbiocths lesp

h

Use skin prick tests to aercallergens or specific IgE tests
to identify triggers after a formal diagnosis of asthma

e s N I c National Institute for

Health and Care Excellence

This algorithm is based on recommendations from NICE's guideline on asthma: diagnosis, monitoring and chronic asthma management (2017) @ NICE 2017. All rights reserved. Subject to Motice of rights.
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Appendix 2: Algorithm B - Objective tests for asthma in children and young people aged 5 to 16

Order of tests

Interpretation of test results for children and young people aged 5 to 16 with symptoms suggestive of asthma

=  Perform spirometry in
children and young
people with symptoms
of asthma

+  Consider BDR test if
spirometry shows an
abstruction

v

If a child is unable to perform

objective tests:

= treat based on
abservation and clinical
judgement and

+  try doing the tests again
every & to 12 months

v

If diagnostic uncertainty
remains after spirometry and
BOR, consider FeNO

Abbreviations:

FeMO, fractional exhaled nitric oxide
BDR, bronchodilator reversibility

This algorithm is based on

recemmendations from MICE's guideline
on asthma: diagnosis. monitoring and
chrenic asthma management (2017)

Are FeNO levels 35 ppb

No
flow readings?
No

or more?

Yes N
Consider Suspect
alternative asthma and
diagnoses review
and referral diagnosis
for specialist after
assessment treatment

Yes
Is there variability in peak
flow readings?
o Yes

Does spirometry show an

\ obstruction? ’

Diagnose
with asthma

Positive test thresholds
Obstructive spirometry: FE

=

b or more

Peak flow varlability: variabi

Are FeNO levels 35 ppb

or more?
Mo Yas
Is there variability in peak
flow readings? Yes—
No
Suspect
w asthma and '
review
Refer for diagnosis )
specialist after wgfi:ﬁ: .
assessment freatment

Is there reversible airflow

obstruction?

ratio less than 70% (or below the lower limit of normal if available)

r more

National Institute for
Health and Care Excellence

NIC

© MICE 2017. All rights reserved. Subject to Motice of rights.
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Appendix 3: Algorithm C - Objective tests for asthma in adults aged 17 and over

Order of tests

Interpretation of test results for adults aged 17 and over with symptoms suggestive of asthma

s Measure FeMO first
followed by spirometry
in adults with symptoms
of asthma

. Carry out BDR test if
spiromeiry shows an
abstruction

!

If diagnostic uncernainty
remains after FeNO,
spirometry and BDR, monitor
peak flow variability for
210 4 weeks

If histamine or methacholine

direct bronchial challenge

test is unavailable:

+  suspect asthma and
review diagnosis after
treatment or

+  refer to a centre with
access to histamine or
methacholine challenge
L

Abbreviations:

FeMOQ, fractional exhaled nitric oxide
BDR, bronchodilator reversibility

This algorithm is based on

recommendations from NICE's guideling

on asthma: diagnosis. monitorng and

|= there wariability in peak

Does spirometry show an

or more?

flow readings?

Are FeNO levels 40 ppb

\\ obstruction?

\"esj

Is there reversible airflow

L A i
Is there airway
hyperreactivity?
4 No Yes
Consider
altemative
diagnoses or
referral for a
second
opinion

Diagnose
with asthma

| N obstruction?
Are FeNO levels 40 ppb Are FeNO levels 40 ppb ey
or more? or more?
No Mo
Are FeNO levels betwaen Is there variability in peak Vesip
25 and 39 ppb? flow readings?
Mo No
Are FeNO levels between
Ma 25 and 39 ppb?
Yes
Mo
¥ Y ¥
Yes
Consider Suspect Consider Suspect
alternative asthma and alternative asthma and -
diagnoses or review diagnoses or review
referal for a : diagnosis referral for a diagnosis . .
Diagnose Diagnose with
Emoond with asthma aftgr second after asthma
opinion treatment opinion treatment

Positive test thresholds

Obstructive spirometry: FE VC ratio less than 70% (or below the lower limit of normal if available)

FaNO:
BDR: imp
Peak flow variability: variabili

Direct bronchial ehallenge test with histamine or methacholine: PC:

r more and increa

im volume of 200 ml or more

of 8 mgiml or less

NIC

MNational Institute for
Hedalth and Care Excellence
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Appendix 4: Management of acute severe asthma in adults in

general practice (BTS/SIGN 153)

Management of acute severe asthma in adulis in general practice

Mary deaths from asthma ara pravantable. Delsy cn be
fatal. Factors leading to poor cutcoms incheds:

= Clinacal staff failing o assess seventy by abjective
measurement

=  Patients or relatives failing to appreciabe severity

= Under use of corticostercids

Regard each emergency asthma consultation as far acute
severe asthma until shown ot herwise.

Aszsass and recond:

* Peak =xpiratory flow [PEF)

= Symptoms and response to self trestment
= Heart ard respiratory rates

= QOwygen saturation (by pulse oximetry)

Cawtion: Potients with severe o ife-threatening oifacks may not
be digtressed and may not have ol the abnommalities fisted below.
The presence of any should alert the doctor.,

Moderate asthma

Acute severe asthima

\Life-threatening asthma

PEF50-75% bsask o pradictad

FEF 33-50% best or pradicted

FURTHER ASSESSMENT

PEF33% bast or pradictad

= Spl, =50%

» Speech nomal

*  Respiration <25 breaths'min
*  Pulse <110 beats/min

= Sp0D, 203%

v Can't complets sentenoes

* Respiration 25 breaths/min
»  Pulse =110 beatsmin

= Sp0, <9%
*  Sident chest, cyanosis or poar
respiratory effort

=  [Exhaustion, altered consciousness

Traat t homa or in sungery and
ASSESS RESPONSE TO TREATMENT

Considar admission

Arrangs immadiats ADMESSION

H

* B, bronchodilator
- wia spacer (give 4 pufis initially
and give a further 2 pufis every
2 minutes acooeding to response
up to maximam of 10 puffs)
If PEF =50-7E5% predicted et
v Nebulzer [prefermbly caygen driven)
{salbutamol & mag)
*  Give prednisolone 40550 mg
» Contirue or increase wsual treatment
If good response to first treatment
[symptams improved, resparation and
pulz= s=ttling and PEF »50%) contirue
or increase usual treatment and
continue prednisclane

Admit to hospital if any:

*  Life-threatening festunes

*  Features of aoute severe asthma
present after initial trestment

=  Previous near-fatal asthema

Lower threshold for admission

afternoon ar evening attack, recenit

riocturnal symptams ar hospital

admission, previous severe attacks,

patient unabde to assess own condition,

of corcern over social ciroumstances

= Oorygen to maintain Sp0, 54-98% i
available
= B, bronchodilator:
- nebulizer [preferably coygen
driven) (salbutamol & mg)
- or via spacer [ghve d puffs initally
and give a further 7 pufis ewery
1 minutes according to response
up to maximum of 10 puffs)
*  Prednisolone 40-50 mg or W
hydrocortisone 100 mg
*  |f no responsa in acute sevare
asthima: ADMIT

If admitting tha patient to hosprtak:

= Stay with patient until ambulance
armives

v Send writhen assessment and
referral details to hospital

= bronchodilator via pen-driven
E’nbullsnrln mhﬁu:ﬁﬂ

= Owygen bo maintain Sp0, 34-38%
= B, bronchedilator ard ipratropium:
- nebulser (preferably oopgen
driven) [salbutamol & mg and
ipratropaum 0.5mg)

- orvia spacer (give & puffs initialky
ard give a further 2 puffs every
2 minutes according bo responss
up to maximam of 10 puffs)

*  Prednisolone 40-50 mg or ¥
hydrocortmone 1080 mg) immesdiatehy

Follow up aftar treatmant or

discharga from hespital:

=GP rewiew within 2 working days

=  Monitor symptoms and PEF

= (Check inhaler technigue

= Written asthma action plan

= Modify treatment according to
guidelines for chronic persistent
asthma

= Address potentially preventable
conkributors to admissicn
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Appendix 5: Management of acute severe asthma in adults in the
emergency department (BTS/SIGN 153)

Management of acute severe asthma in sdullts in the emergency department
Tims Measure peak expiratory flow and arterial ssturations

PEF =50 75% heost or prodicied PEF 3350 best o pradiciad [PEF «33% bt or prodiciod
Modemshs asthima Arute savara asthma Lita-Bwsataning asthma
E-F':F,km Faature of e s Tims = Epl T
PEF =50 75% host or prodictad +  PEF<50F% bast or pracicted L e
e +  Fagpiration x25'mis Taspira oy effort
«  Sp0,=90% = Artythma, Rypoienson
& Pubss 1% bagbs'min = Extaustion aftoeed
Canned complots sentenca in Conscomses
ona braath
Give sabutamal igive 4 puits nitialy [ ——
and gve a3 further 3 pufts, evary 1 {5hea itwstamo 5 i Ery amygan aqmm;
minytes 300onding Ao MESpOMER Up B orivan nebulsar
madmum of 10 puffs) profaably via I
5 mins IMPED ATE MARBGEMENT
I * i‘ * = Divgen o maintaie Sply
15-20 Clinicsity Cinkaily L2 e thrgtoning~ +  Saletamal 5 mg phe
bk shabin threataring P IpGiTopken 0.5 Mg v
MiNs  ANDFEF>75%  auppeEF.7ss o AND = OxygEn-driven reoulsor
b2t He] = Prodnioions $0-50 mg
Ropsat aibutamal orally or I8 pdmoor tsone
& mg nebulsar Tmg
Grew pradnisoiana
050 mg oralk Mazsurg arterial bieod gasas
Moriors of soverity:
| «  “Wormalof rlsed Fally
‘ ‘ ‘ = Eewosn hypoxis (Falh <8 kFa;
&0 mmHg)
=« Low pH e high Hy
Mo sigre of
a0 Faitiant recovaring eI St ’FILM - _ﬂ-lqﬂtm“ 5:
AMD
mins AND FEF 275% e CRFEE e e
aftar 15 minuins
‘DHSERVE AND MOWITOR = Consider continuows salbutzmol
. spm rabulsor 5-10 Mg/
s Peart rata = Consider W magreshom sephata
+ resplrory rain 1.3-7 g over 30 minubss
= Dot Pholdialec tiodytas,
expacially Krdisborbancos
= et X-ray
. EopsatABG
120
mins Fation staisio 5'5‘"'. S Lo o
AN FEF s5a O PEF 5% doctor at 31 times
* Po3i Exparatory Flow Ratg - Nomal valugs
POTENTIAL DESCHARGE 1=

I all pationts wie reosived rabulisad f, sgonisks
prior o preaniztion, conslder an obendad
obsarvation pariod prior todischarge
HFEF50% on presentation, ghe prednisolone
4050 mig'day Tor & days

In all pationts enzers treatment supply of infaked
slomoid and P, agonist and check ishaler fochnique

ERNESES
-

BEARREER
]
£ek
-

PP ] B2 e ke

Arrarage GF follow upwithin 2 working days posidichane v
Faxor amall discharga lottar o GP . _%Q__ =
Rafor 10 asthma IEkon rerssichest Clinkc = == - e
- e P
&
H
War

T
]
IR XN KM DN D W D T D e e
A s
Bt o Cieei i ol ok DM DR 1 B e et o TR
e Foran Ao Garmgg B v il Bl
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Appendix 6: Management of acute severe asthma in adults in
hospital (BTS/SIGN 153)

Management of acute severe asthma in adults in hospital

Faatwras of aouta severs asthma

= Pealk expiratory flow (PEF) 33-50% of
best (use % predicted if recent best
unkniown)

= Can't complete sertenoes in ane breath

= Respimtion 35 breaths'min

= Pulsz =110 beats’min

Life-threatening faatures

= PEF «33% of best or predicted

= Bpl <92%

= Silent chesst, cpanasis, or feebls
respiratory effart

= furhythmia or hypotension

= Exhaustion, altered consciousness

If a patiant has any life-threatening faabura,
mieasure artenal blood gases. Ho other
irvestigations are needed for mmediate
management.

Blood gas markars of a life-threatening
attaci:
= ‘Wormal (466 &Pa, 35-45 mmHg) PalOa
» Severe hypowiac Palz <8 kPa

(60 mmHg) irmespectiee of treatment with

oxygen
= A low pH [or high H*)

Coution: Potients with savers or life-
threntening attmcks may not be distressad
and may not have alf these obmommakties. The
prasance of mny should alert the doctor:

Naar-fatal asthma

= Raised Pal0z

= Reguiring mechanical vertilation with
raised inflation pressures

Poak Exparatory Flow Rata - Normal Waluas

-

o S A Gengr |, O Mact L ROGTIR 10000

e pim By Charmans Dimcon o s s DRSS O cme e e -y

IMMEDIATE TREATMENT

= (Dcygen to maintain Sp0, 54-58%

» Salbutamol & myg via an oygen-driven nebuliser

»  |pratropium bromide (.5 mg wia an oxypgen-driven nebuliser

»  Prednisolone tablets 40-50 mg or ¥ bydrocortizone 100 mg

= Mo sedatives of ary kind

= Chest X-ray if pneumothora or consolidation ane suspectsd or patient
requires mechanical wentilation

IF LIFE-THREATENING FEATURES ARE PRESENT:

= Diisouss with senior clinician and ICU te=am

»  Consider [V magnesium sulphate 1.3-F g infusion ower 3 minutes juniess almady
gieen]

= (zive nebulized B_agonist mare frequently eg salbutamal & mg up to every 15-30
minutes ar 10 mg per howr vis continuous nebulisation {requines special nebuliser)

———
SUESEQUENT MANAGEMENT

IF FATIENT IS IMPRONING combinue:

»  Oheygen to maintain Sp0. 94-98%

. Pr:dni:ohncdﬂ—.‘.ﬂn'-gcrairy ar ¥ hydmocortisone 100 mg & boury
»  MNebulised B, agonist and ipratropium 4-6 hourdy

IF PATIENT NOT IMPROVING AFTER 15-30 MINUTES:

=  Continue ooygen and stemids

= Us= continuous nebulisstion of salbutamal at 5-10 mg'hour if an appropriate
nebuliser is availsble. Otherwise give nebulised salbutamol 5 mg every 15-30
minutes

»  Continue ipratropivm 0.5 mg d-6 hourdy until patent is improving

IF PATIENT IS STILL NOT IMPROVING:

»  Disouss patient with senior dinician and ICL te=am

= Consider [V magnesium sulphate 1.3-F g ower 20 minutes (uniess almady gien)

= Seniorclinician may corsider use of IV B, agonist or W aminophylline or
progression to mechanical ventilation

|

MONITORING

» Repeat measurement of PEF 15-30 minutes after starting treastment
»  Ohametry: maintain Spla »94-58%
= Repeat blood gas measurements within 1 howr of starting treatment if:
- initial Failz < kPa {0 mmHg) unless subsequent Sp0), »52% ar
- P20z normal or raised or
- jpatient deteriorates
= Chart PEF befiore and after gring P, agonists and at least 4 times daily throughout
hospital stay

Transfor to ICU sccompanicd by 2 doctor proparsd to intubata If:

»  Deteripmting FEF, worsening or persisting hypoxia, or hypercapnia
= Exhaustion, altered conscousness

= Poor respiratory effort or respamtory armest

|

Whean discharged from hespital, patients should have:

= Be=non discharge medication for 17-24 howrs ard have had inhaler technique
checked and recorded

= PEF >75% of best or predicted ard PEF diurnal wariability <25% unless discharge is
agreed with respirabory physician

= Trestment with oral and inhaled steroids in addition to bronchodiators

= Dhwn PEF meter and writtan asthma acton plan

=GP follow up armnged within 2 working days
= Follow-up appointment in respiratory clinic within 4 woeolkes

Patiants with sewars asthma (indicated by need for admizsion) and adversa behavioural or
psychosodal features ara at risk of further sewera or fatal attacks.
=  Determine ressonds] for exacerbation and admession

= Send details of admission, discharge and potential best PEF to GP
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Appendix 7: Management of acute asthma in children in general
practice (BTS/SIGN 153)

Management of acute asthma in children in general practi ce

ASSESS AND RECORD ASTHMA SEVERITY

Moderate aghima

+ Sp0, =03%

Able to talk

Heart rate <140/ min

Feess piratory rate =40/min

[, agonist2-10 puffs via
spacer and facema s (given
ane puffata time inhakec
s parately using tidal
Ereathing )

G one pull of i, agonist
ey 30-60 secands Lp
a0 pulls a ceording to
s P

Consgder oral

prescin Bakone 20 mg

Age 2-5years

Acute severe aghma
 Sp0), <02%
Toobreathles tatalk
Heart rate =140/ min

Fies pitatory rate =40/ min

= Lol accesory neck
musc ke

Coygen via face mask
10 i of B, a gonist

o nebulised salbutamel
25ma

Oral predn Bakene 20 g

Mssess fes porse 1o treatment
15 mins after §, agonist

Life-threat ning asthima
S0, =92% plus any of:
= Silent chest

Fescar fest piratary @l
 Agitation

Canfusion

Cyanosis

Owygen a face mask
Mebili 2 &very 20 minutes
with

- salbutamal 25 ma

"

- ipratropium 025 mg
Oral prednBskons 20 g
ar
1 hydracartisane 50 g if
worniting

RE’E.IT&A,HEOHISTVII
|F POO R RES PON SE REPEAT OXYGEN-DRNVEN NEBULISER
IFPOOR ii:;uﬂsl:ﬁ:ﬂﬂﬂ.NGE B, AGONIST AND ARRANGE WHILST ARRANGING
ADMISSION | MM ED| ATE HOSPIT AL
ADMISSON
GOOD RESFONSE FOOR RESPONSE
= Centinue i, agonig va spacer of nebuliser, = Staywith patient until ambulance arrives
asneeded but not edceeding 4 hourly v Send written assesament and referal details

I gymptoms are not cortr olled
repeat i, agonid and reler to hospital

Centinue prednisslone forup to 3 days
Arrange fol low-up eliri ¢ vigt within 48 hours
Consider referral to secondary care aghima

elinicif 2rd atta ck within 12 ranths.

R pelt b, ageon 0w i cxygen-d rive none b lser
in ambulance

Age >Syears

ASSESS AND RECORD ASTHMA SEVERITY

Moderat e aghima

s SpD’ =000

Able tatalk

Heart rate =125/min

Fes piratory rate <30/min
PEF =5 09 best or predicted

[3, a gonist 210 puffs via
spacerared mouthpiec

lig bée i cne pufl At a time

inha led s= parately using tidal
Ereathingl

Gve one puff of i agonist
ey A-60 sconds upta 10
pulls acearding Lo regponse,
Consider aral
prednisalone 3 0-40m g

IF POOR RESPOMNSE ARRANGE
ADMISSION

GOOD RESPONSE

If sy mptoms are nat corntral led

repeat 3, agonist and refer to hospital
Continue prednisalone for up to 3days
Arrange foll ow-up cliric vigt withind8 hours
Consider relermal to wecondary care asthma

Continue i, aganist va spacer of nebuliser,
asnesded but not excesdingd houdy

Acute severe asthma

+ Sp0y <U2%

Too breathles tatalk
Heart rate =125/ min

Feess piratory rate =30/min

Lk of aceessary neck
muse ke
PEF 3350 beat oof presclic el

Coygen via face mask

10 i of B, a gonist

of nebuizsed salbutameal 5 mg
Oral prednisalone

30-40 g

Masess nes porse to treatment
15 mins dter i agonis

IF PODR RES PON SE REPEAT
|3,= AGOMIST AND ARRANGE
ADMISSION

FOOR RESPONSE
Stay with patient until armbulance ar ves
Send written asesament and referral details

R peat b agon st via ag gen-drbien ne bul e r
in ambulance

eliricil nd attack within 12 manths.

Life-threatening asthima
Spi, <92% plus any o

o Slent chest

= Poor e piratory e fort
 Mgitation

= Confusion

Cyanosis

PEF <3 3% bedt ar predicted

Oygen via face mask
Nesboi 5 e e iy 20 i nutes

with:
- salbitarmsl 5 mg
+
- ipratropium 025 mg

Oral prednislans
30-40mg

or

IV hydrocor tisane 100mg il
warmiting

REPEAT . AGO NISTVIA
OXYGEN-DRWEN NEBULISER
WHILST ARRAN GNG
IMMEDIATE HOSPITAL
ADMISSION

LOWER THRESHOLD FOR ADMISSON IF:

= Attackin late alternoon or at night

= Recent hosysital admisdon or previous severe attack

= Concern over social circumatances o ability to cope athome

MB: i a patient hassigns and
symptomsacross catego res,
ahways treat acconding to
their most severe featires

LOWERTHRESHOLD FOR ADMISSON IF:
= Attackin late alternoon or at night
= Recent hospital admission or previous severe attack

= Concern oder social circurrelances o ability to cope at home

MB: if a patient hassigns and
symptomsacross catego res,
ahwys treat acconding to
their most severe featires
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Appendix 8: Management of acute asthma in children in emergency
department (BTS/SIGN 153)

Management of acute asthma in children in emergency department

Age2-5 years Age =5 years
ASSESS AND RECORD ASTHMA SEVERITY
Moderate asthma Acuite severe asthima Lite-thr eaten ing a4 hima Moderate asthma Ac Lite severe asthima Ufethreatening asthima
*  Splo=92% v Sp0,<®RW 5p0, <92% plus any of: * 5p0, 292% + Sp0,<B% 5p 0, <82% plus any of:
= HNoclinical leatures of + Too breathles totalk or eat  « Silent chest = PEF 250% ket or predicted = PEF 33-50% ket ar = PEF<33% best of predicted
sesereaghma o Heart rate > 40/ imin « Poor res mtory effert * Mo elirical features of predicted «  Silent chest
NE: f apatient b signs and * R piratory rate >40/min . Agitatien severe agthma = Heart rate =125/min * Poor repirtory e flort
sy mploms across categories, B Fapatient han dgns ad symploms o Ragsiratory rate =30 min
always treat aceording tothar  * U3 of acessory neck * Confusion R A - + o Alte e consc ol ness
Mgt severs festunes mse bes i :'_',lannll. eccerding tother mest sever e laatums & ngem‘m:umry neck ¥ Ql’lﬁﬂl

B4k ke e 8 b+ Firstlinetreatments + % + % % 8 B 8+ F 4+ B B h b e kb b Fstlinetreatments %+ F ¢ 4+ % 2 4 8 b 8+ B

Cooygen via face mask/mas al prongs to achieve 5p0, 94-98% Cpgen viaface mask/nasal prangs to achieve 5p0, 94-98%

+ [, agonist 2- 10 puffs via

. I3,3'EIU“|5'E 210 pukﬂ's.lu'la + [, agonist 10 puffs via «  Mebulised i, agonist: spacer and mouthpiece + [, agonist 10 puffs via + Mebulised , agonist:
SPa“rrlr ‘::TI"HI L;-"’ Te: spacer +{acemask or salbutamal 2.5 mg plus (given one puffata time spacer or nebulised slbutamd 5 maplus
unepube bt i m:;\la riebulised salbutamal ipratropiurm bromide inhaked se parate b using salbutamal 5 mg ipratropium bromide
?::::m;,;m " 25mg 025 mg nebulied tidal brathing) «  Oral prednisslone 30-40 0.25 ma nebulied

. ) + Oral prednisolone20mg »  Repeat bronchodilators + Giveons pulf of f, sgonist mgor ¥ hydrocortisone 4« Repeat branchodilators
E:: :;;_E"JE:E;:;‘?;H ar IV hydiseartsone very 20-30 i nites :""‘i"gjﬁm “‘;"I‘d“:p masky if vemiting every 20-30 minutes

o saccording to
te 10 pulfs acearding to 4 markg If vaniting +  Oral prednisalone 20 mg respoﬁse réng If poor response a dd . ﬂ'l prednisalone 30~
response I poar s ponse add 0 25 o ¥ Hyd mcortione 4 ma/ 0.25 g nebulbed g of ¥ Hydeeartsone
b i hebulised ipratmpiurm ki if werniiting +  Oral prednisolone |pratrapiurm bromidets lnmlwﬂhg
Db i bromideto everynebullscd  picyes withseniorclinician, e everynebulised 5,99014  Digeges with seniorelinian,
P, agonid PICUt sarr of paediatr clan «  Repent [, agonist and PICU tearm or poediarician
+ Repeat i, agonist and | pratiopiumm upto sdery

20 minutesa 2 hours
accarding o miponse

ipratiapium up toevery
20 minutes for 2 hours
accareing e s ponse

Reasmess within 1 how
Reameswithini hour

v ¢ » ¢ Secondline treatments + # #» = # % % » Secondline reatments » » » ®

DISCHARGE FLAM v Consder nd line treatrents -ses Annex 7 DISCHARGE PLAN + Consider nd line treatments - see Annex 7
= Continue [, agonist 4 houtly as necessary + Admit alleages ifleatures of seve s attack +  Continue i, agonist 4 hourly as necessary o Admitall exes I festyres of seve re sttack
« Consier prdniolne 20 mg daily for 3-5 persiat after initia| treatrrent v Consider prednisclens 30-40 mg daily kr persstafter initial treatrment

days urtil syrmpiams have st ed + frrange trander to PICUMDU poor responss 3-5 days until syrptons have settled «  Armngetrander to ACLHDU if poor msponse
o Ry e o contact GP I net contralisd an to treatrrent as perlocal guidelines o Sesk mesdical slvice if not controlied an to treatrment as per local guideines

above freatirent aby e treatiment
= Prowide awritten ssthma action plan = Prewide s writhen asthmaaction plan
= Review reqgular treatment = Rewiew mgular treatment
= Check irhaler technigue Check inhaler tedinigue
= aprange @ follow upwithin 48 hows = Arrange GPollow up within 48 hours
= iprange hospital asthima clinic fallow up in = Armnge hospital aghima clinic follow up in

A-fowesks il 2nd or subsequent attad inpag A6 wesks il 2rd or subsequent attack in pagt

12 manths 12 manths.
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Appendix 9: Management of acute asthma in children in hospital
(BTS/SIGN 153)

Moderate asthima
* SpOnEM%

= Moclinical features of
aevere adhima

MEB: If apatient has signs and

syirptoms across cateqgores,
always treat according tot har

most severe leatures

Management of acute asthma in children in emergency department

Age 2-5 years

Acutesevere asthima
+ Sp0,<B%

LB BE IR L B B B N O

= [, agonist 2210 puffs via
spacer + facemnask [given
ane pull at a time inha led
separate v ising tickl
Ereathing)

Give cne pulfol B, agonist
every 3060 secands up
ta 10 puffs accarding ta
response

Consider oral
prednisalane 20 meg

Rea mess within1 hour

DISCHARGE PLAN

= Continue [i, agonist 4 hour y as necessary '

= Consider pednbokne 20 mg dalb,' fox 3-5
days until sprpioms have st ed

= hlvie to contact G if net controllsd on

above reatiment

Too breathles ta talk o eat
Heart rate = 140/min
Fiess pirabeary rate =40/ min

Use of accassary neck
muscles

First line t eatments

*

Lite-thr eaten ing as hrna
Sp0, <92% plus any of:
= Silent ches

Poor respl mtory effort
+ Agitation

Canfusian

Cyanosks

Croygen via fae mesk/resal prongs to achieve 5p0, 94-98%

B, aganist 10 puffs via
spacer + acerm ask ar
nebulised salbuta mal
25mg
Oral prednisalone20mg
ar N hydecatiane
4 migikg if wamiting
I poxcar ress porise ackd 025
rrg nebulized ipratopium
brarmid e to every nebulized
P, aganist
Repeat [3, agonid and
ipratropium up toewvery
20 minutes for 2 hours
accanding to e ponse

w ¢ # ¢ Secondline treatments + # + =

+ Mebulised [, agonist:
=l butamal 2.5 mg plus
ipratrapiurm bramide
025 mg nebulsed

= Repeat bronchodilators
every 20-30 minutes

= Oral prednisalane 20 mg
o IV Hyd ecortione 4 g/
kg if wemniting

Dicuss withseniorclinkian,
PICUIT sarn of paediatr can

= Consder nd line treatrrerts -ses Annex T

= Pewvide awritten asthmasction plan

Resviea reqg ular treatment
= Check inhaler technigue

Arrange G follow up within 48 hows
Arrange heapital asthima clinie Tollow up in

A-Gwesks il 2nd of wibsequent attadk inpad

12 months

Admit all cames il leatunes of seve e attack
persig alter initial treatrrent

Arrange tra nder to PICLHDU poor re sponss
ta reatrrent as perlocal guidelines

LR B B B N

Moderate asthima

* 5pl, 292%

= PEF =50% ket or predicted
= Mo cliri cal features of

sevire aghima
MB:T apatiant has dgns and symploms

e L T

werording tother mest severs faatures

1, agonist 2- 10 puifs via
spacer and mouthp jece
(aiven ane puffata time
inhaled se parate ly using
tidal Breathing)
Giveane pull of p, agenist
every 30-60 seconds up
ta 10 pulls accarding ta
TesponLe

DOral prednisalane
30-40mg

Reamess within 1howr

Age =5 years

Acute severe asthma

.

L3I B I B NN NN O

5p, <%
PEF 33-50% ket ar
predicted

Heart rate =125/min
Regpiratary rate =30/min
Use of accessary neck

First line treatmerits

ASSESS AND RECORD ASTHMA SEVERITY

Life-th reatening asthma
5pi, <92% plus ary of:

= PEF<33% best of predicted

= Slent chest

= Poor e piratory el
= Altered consciosnes
= Cyanosis

LR BE R L L B B IR

Cuygen viaface maskinasad rongs to achieve 5p0, 94-98%

B, agonist 10 puffs via
spacer or nebulised
salbutarmol 5 mg

Oral prednisalone 30-40
mg or I hydrocortisone 4
mg kg il vam iting

If poor response a dd
025 mg e bulsed
ipratropium bromideto
every nebulised { agoni
Repeat i agonist and
ipratropiumup o every
20 minutestor 2 hours
accarding o esponse

= Mebuilised {, agonist:
slbutamal 5mgplus
ipratropiurm b rom ide
0.25 mg nebulised

= Repeat bronchodilators
e 1y 2030 minutes

. Dri prednismlone 30~

g of W Hydrocotione

lnmh‘nmhlm

Discuss withseniorclinklan,
PICL tearn or paedi drician

» &% % » Secondline treatments » #» » ®
DISCHARGE FLAN + Consider Id line treatrments - see Annex 7
= Continue i, agonist 4 hourly as necessary o Admit all cases if festures oif seve re attack
= Consier prednbolone 30-40 mg dally for persst after initial treatrment
3-5 days until syrrptoms have settled + hmmangetrander to ACUMHDU f poot espanse
= Seek medical sdvice il not cantrolled an o treatrrient as per local guiddines

ab o treatment

Prew ide & written asthma sction plan

Rew e g ular treatment
Check inhaler tedinique

Arange GPlallew up within 48 hours

Arange hogpital aghima clinic follow up in
A6 weks il 2nd o subsequent attack in pag

12 months.
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Appendix 10: Asthma quality standard (2013) - List of quality
statements

Statement 1: People with newly diagnosed asthma are diagnosed in accordance with
NICE guidance.

Statement 2: Adults with new onset asthma are assessed for occupational causes.
Statement 3: People with asthma receive a written personalised action plan.

Statement 4: People with asthma are given specific training and assessment in
inhaler technique before starting any new inhaler treatment.

Statement 5: People with asthma receive a structured review at least annually.

Statement 6: People with asthma who present with respiratory symptoms receive an
assessment of their asthma control.

Statement 7: People with asthma who present with an exacerbation of their
symptoms receive an objective measurement of severity at the time of presentation.

Statement 8: People aged 5 years or older presenting to a healthcare professional
with a severe or life-threatening acute exacerbation of asthma receive oral or
intravenous steroids within 1 hour of presentation.

Statement 9: People admitted to hospital with an acute exacerbation of asthma have
a structured review by a member of a specialist respiratory team before discharge.

Statement 10: People who received treatment in hospital or through out-of-hours
services for an acute exacerbation of asthma are followed up by their own GP
practice within 2 working days of treatment.

Statement 11: People with difficult asthma are offered an assessment by a
multidisciplinary difficult asthma service.
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Appendix 10: Review flowchart

Records identified through ViP
searching

(9]

Records identified through IS
scoping search
[2541]

Records identified through topic
engagement
[72]

Citation searching or
snowballing

A

Records screened

Records excluded

[2622]

\ 4

Full-text papers assessed

A 4

[2555]

Full-text papers excluded

(3]

\ 4

[64]

h 4

Current practice examples
included in the briefing
paper
[12]

A 4

[55]
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Appendix 11: Suggestions from stakeholder engagement exercise — registered stakeholders

ID Stakeholder | Suggested

key area for

quality

improvement

Diagnosis — Accurate diagnosis

1 Asthma UK Key area for
quality

improvement 1

Diagnosis

2 British Key area for
Thoracic quality
Society improvement 1

Why is this
important?

Evidence that asthma is
often misdiagnosed —
both over- and under-
diagnosed.

This can lead to people
not receiving treatments
leaving them at risk of
life threatening asthma
attacks, or being
prescribed harmful drugs
when they do not have
asthma.

Accurate diagnosis:

Relying on FENO as
central to diagnosis is as
yet unsupported by
clinical science in a
broad UK population,
however we would
encourage research to

Why is this a key area for
quality improvement?

Use of a range of objective tests, as
highlighted in the NICE guidelines
(2017), will help healthcare
professionals to make a correct
diagnosis.

Given the difficulty regarding
implementation of some tests due to
lack of equipment or training,
monitoring the availability and use of
tools such as FeNO and spirometry
as part of diagnosis would be a
useful quality measure.

Evidence of skills to use spirometry
could be monitored through an
analysis of relevant ARTP training
among relevant staff.

Supporting
information

NICE guideline [NG80]
Asthma: diagnosis,
monitoring and chronic
asthma management,
1.3 (2017)
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https://www.nice.org.uk/guidance/ng80/chapter/Recommendations#objective-tests-for-diagnosing-asthma-in-adults-young-people-and-children-aged-5-and-over
https://www.nice.org.uk/guidance/ng80/chapter/Recommendations#objective-tests-for-diagnosing-asthma-in-adults-young-people-and-children-aged-5-and-over
https://www.nice.org.uk/guidance/ng80/chapter/Recommendations#objective-tests-for-diagnosing-asthma-in-adults-young-people-and-children-aged-5-and-over
https://www.nice.org.uk/guidance/ng80/chapter/Recommendations#objective-tests-for-diagnosing-asthma-in-adults-young-people-and-children-aged-5-and-over
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ID

Stakeholder

National
Paediatric
Respiratory
and Allergy
Nurses Group
(NPRANG)

Novartis
Pharmaceutic
als UK Limited

Suggested
key area for
quality
improvement

Key area for
quality
improvement 2

Key area for
quality
improvement 1:

Asthma
diagnosis

Why is this
important?

ascertain the value of
this approach and it's
practical implementation
potential.

Diagnosis in adults,
young people and
children aged >5 yrs

Diagnosis of asthma is
clearly described in
NICE guidelines.

Effective and earlier
diagnosis of patients in

Why is this a key area for
quality improvement?

Ensure correct diagnosis of asthma
is important to enable appropriate
effective treatment given.

Avoids patients being misdiagnosed
and ensure differential diagnoses
are considered

Supporting
information

. British Thoracic
Society/Scottish
Intercollegiate Guidelines
Network (2016) British
guideline on the
management of asthma

. Asthma:
diagnosis, monitoring
and chronic asthma
management (2017)
NICE guideline NG80

° Asthma UK
(2014) Patient safety
failures in asthma care:
the scale of unsafe
prescribing in the UK

NICE. Asthma:
diagnosis, monitoring
and chronic asthma
management. NICE
Guideline. November
2017. Available online at:
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ID Stakeholder

5 Pfizer

Suggested
key area for
quality
improvement

Improve
differential
diagnosis and
management
of COPD,
asthma and
asthma-COPD
overlap

Why is this
important?

accordance with

updated NICE guidelines
will ensure patients are
treated appropriately.

Failure to properly

diagnose patients will

result in patients
unnecessarily

experiencing symptoms.
Challenges remain in the
accurate diagnosis of
obstructive respiratory
conditions in the UK,
incorrect diagnosis can
lead to inappropriate
management and poor
symptom/risk control

Why is this a key area for
quality improvement?

Supporting
information

https://www.nice.org.uk/qg

uidance/ng80/resources/

asthma-diagnosis-

monitoring-and-chronic-

asthma-management-

pdf-1837687975621

UK Audits of COPD and Asthma 1.

diagnosis/management indicate that
differential diagnosis and appropriate
management are inconsistently
applied. See BTS Adult Asthma
Audit1 — of patients admitted to
hospital for acute asthma “89% had
a previous diagnosis of asthma, and
only 42% of those had a diagnosis
supported by objective testing.”

As highlighted by the PCRS2,
differences exist between existing

UK guidelines (BTS/SIGN3, NICE) 2.

that may lead to inconsistent
application in primary care.

Provision of a diagnosis
guide/desktop helper (such as one
developed by the IPCRG4) may help
accurate diagnosis of respiratory
conditions.

British Thoracic
Society Adult
Asthma Audit
Report
https://www.brit-
thoracic.org.uk/do
cument-
library/audit-and-
quality-
improvement/audi

t-reports/bts-
adult-asthma-

report-2016/
PCRS-UK

briefing document
https://view.office
apps.live.com/op/
view.aspx?src=htt
ps://pcrs-
uk.org/sites/pcrs-
uk.org/files/Briefin
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https://www.nice.org.uk/guidance/ng80/resources/asthma-diagnosis-monitoring-and-chronic-asthma-management-pdf-1837687975621
https://www.nice.org.uk/guidance/ng80/resources/asthma-diagnosis-monitoring-and-chronic-asthma-management-pdf-1837687975621
https://www.nice.org.uk/guidance/ng80/resources/asthma-diagnosis-monitoring-and-chronic-asthma-management-pdf-1837687975621
https://www.nice.org.uk/guidance/ng80/resources/asthma-diagnosis-monitoring-and-chronic-asthma-management-pdf-1837687975621
https://www.nice.org.uk/guidance/ng80/resources/asthma-diagnosis-monitoring-and-chronic-asthma-management-pdf-1837687975621
https://www.nice.org.uk/guidance/ng80/resources/asthma-diagnosis-monitoring-and-chronic-asthma-management-pdf-1837687975621
https://www.brit-thoracic.org.uk/document-library/audit-and-quality-improvement/audit-reports/bts-adult-asthma-report-2016/
https://www.brit-thoracic.org.uk/document-library/audit-and-quality-improvement/audit-reports/bts-adult-asthma-report-2016/
https://www.brit-thoracic.org.uk/document-library/audit-and-quality-improvement/audit-reports/bts-adult-asthma-report-2016/
https://www.brit-thoracic.org.uk/document-library/audit-and-quality-improvement/audit-reports/bts-adult-asthma-report-2016/
https://www.brit-thoracic.org.uk/document-library/audit-and-quality-improvement/audit-reports/bts-adult-asthma-report-2016/
https://www.brit-thoracic.org.uk/document-library/audit-and-quality-improvement/audit-reports/bts-adult-asthma-report-2016/
https://www.brit-thoracic.org.uk/document-library/audit-and-quality-improvement/audit-reports/bts-adult-asthma-report-2016/
https://www.brit-thoracic.org.uk/document-library/audit-and-quality-improvement/audit-reports/bts-adult-asthma-report-2016/
https://www.brit-thoracic.org.uk/document-library/audit-and-quality-improvement/audit-reports/bts-adult-asthma-report-2016/
https://view.officeapps.live.com/op/view.aspx?src=https://pcrs-uk.org/sites/pcrs-uk.org/files/BriefingAsthmaGuidelines_V3.docx
https://view.officeapps.live.com/op/view.aspx?src=https://pcrs-uk.org/sites/pcrs-uk.org/files/BriefingAsthmaGuidelines_V3.docx
https://view.officeapps.live.com/op/view.aspx?src=https://pcrs-uk.org/sites/pcrs-uk.org/files/BriefingAsthmaGuidelines_V3.docx
https://view.officeapps.live.com/op/view.aspx?src=https://pcrs-uk.org/sites/pcrs-uk.org/files/BriefingAsthmaGuidelines_V3.docx
https://view.officeapps.live.com/op/view.aspx?src=https://pcrs-uk.org/sites/pcrs-uk.org/files/BriefingAsthmaGuidelines_V3.docx
https://view.officeapps.live.com/op/view.aspx?src=https://pcrs-uk.org/sites/pcrs-uk.org/files/BriefingAsthmaGuidelines_V3.docx
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ID Stakeholder | Suggested Why is this Why is this a key area for Supporting
key area for  important? quality improvement? information
quality
improvement
gAsthmaGuidelin
es V3.docx
3. SIGN 153«
British guideline
on the
management of
asthma
https://www.brit-
thoracic.org.uk/do
cument-
library/clinical-
information/asthm
a/btssign-asthma-
guideline-2016/
4. Predicting
diagnosis in
primary care
patients
suspected of
obstructive
respiratory
disease
http://www.theipcr
g.org/display/Tre
atP/2016/07/14/P
redicting+diagnos
istin+primary+car
etpatients+suspe
cted+of+obstructi
vetrespiratory+di
sease



https://view.officeapps.live.com/op/view.aspx?src=https://pcrs-uk.org/sites/pcrs-uk.org/files/BriefingAsthmaGuidelines_V3.docx
https://view.officeapps.live.com/op/view.aspx?src=https://pcrs-uk.org/sites/pcrs-uk.org/files/BriefingAsthmaGuidelines_V3.docx
https://www.brit-thoracic.org.uk/document-library/clinical-information/asthma/btssign-asthma-guideline-2016/
https://www.brit-thoracic.org.uk/document-library/clinical-information/asthma/btssign-asthma-guideline-2016/
https://www.brit-thoracic.org.uk/document-library/clinical-information/asthma/btssign-asthma-guideline-2016/
https://www.brit-thoracic.org.uk/document-library/clinical-information/asthma/btssign-asthma-guideline-2016/
https://www.brit-thoracic.org.uk/document-library/clinical-information/asthma/btssign-asthma-guideline-2016/
https://www.brit-thoracic.org.uk/document-library/clinical-information/asthma/btssign-asthma-guideline-2016/
https://www.brit-thoracic.org.uk/document-library/clinical-information/asthma/btssign-asthma-guideline-2016/
http://www.theipcrg.org/display/TreatP/2016/07/14/Predicting+diagnosis+in+primary+care+patients+suspected+of+obstructive+respiratory+disease
http://www.theipcrg.org/display/TreatP/2016/07/14/Predicting+diagnosis+in+primary+care+patients+suspected+of+obstructive+respiratory+disease
http://www.theipcrg.org/display/TreatP/2016/07/14/Predicting+diagnosis+in+primary+care+patients+suspected+of+obstructive+respiratory+disease
http://www.theipcrg.org/display/TreatP/2016/07/14/Predicting+diagnosis+in+primary+care+patients+suspected+of+obstructive+respiratory+disease
http://www.theipcrg.org/display/TreatP/2016/07/14/Predicting+diagnosis+in+primary+care+patients+suspected+of+obstructive+respiratory+disease
http://www.theipcrg.org/display/TreatP/2016/07/14/Predicting+diagnosis+in+primary+care+patients+suspected+of+obstructive+respiratory+disease
http://www.theipcrg.org/display/TreatP/2016/07/14/Predicting+diagnosis+in+primary+care+patients+suspected+of+obstructive+respiratory+disease
http://www.theipcrg.org/display/TreatP/2016/07/14/Predicting+diagnosis+in+primary+care+patients+suspected+of+obstructive+respiratory+disease
http://www.theipcrg.org/display/TreatP/2016/07/14/Predicting+diagnosis+in+primary+care+patients+suspected+of+obstructive+respiratory+disease
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ID

Stakeholder

Primary Care
Respiratory
Society UK

Royal College
of Paediatrics
and Child
Health

Royal
Liverpool and

Suggested
key area for
quality
improvement
Accurate
diagnosis of
asthma

Key area for
quality
improvement 1

QS1: The
documentation

Why is this
important?

No single test for asthma
— and the diagnosis
needs to take place over
time.

Need to ensure better
training of health
professionals in
diagnosis and greater
use of/access to
objective testing
including peak flow,
quality assured
diagnostic spirometry
and provision of FeNO —
by appropriately trained
HCPs.

The quality standard
suggests spirometry and
FeNO measurements to
diagnose asthma in
children

There are several
papers describing the

Why is this a key area for
quality improvement?

Lack of consensus between
competing guidelines.
Overdiagnosis, underdiagnosis and
misdiagnosis lead to increased cost
— for patients and the NHS, and
failure to treat the cause of
symptoms.

We know that spirometry often fails
to meet nationally agreed standards
— which leads to misdiagnosis. It is
normal in the majority of primary
care patients with asthma

FeNO is not widely available in
Primary Care — where most of the
diagnosis takes place — and also has
imperfect sensitivity and specificity.

The guideline needs to account for
practitioners’ time and resources
available. Are the aims set out still
achievable?

Asthma diagnosis by NICE
flowcharts is beyond most providers

Supporting
information

BTS/SIGN supports an
approach based on
probability algorithms
NICE (2013) reported
that 30% of people being
treated for asthma may
not have the condition.
This may be an
overestimate. And is not
based on UK data

NICE estimates, using
this data, that using
FeNO and spirometry to
diagnose asthma could
save the NHS £10m-
£15m over a 5 year
period. (Reportin BMJ
2017;359

doi: https://doi.org/10.11
36/bmj.j5540) . These
savings may be
overestimated.
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https://doi.org/10.1136/bmj.j5540
https://doi.org/10.1136/bmj.j5540
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ID

10

Stakeholder

Broadgreen
University
NHS Trust

SCM1

SCM2

Suggested
key area for
quality
improvement
of all new
diagnoses of
asthma
includes
supportive
objective tests
Key area for
quality
improvement 1

Key area for
quality
improvement 2

People with
suspected
Asthma are
diagnosed in
accordance
with Current
NICE

Why is this
important?

overdiagnosis of
asthma, inappropriately
receiving expensive
treatment yet not getting
the intervention they
require

There is good evidence
that up to 30% of people
with a label of asthma do
not have the condition
when objective testing is
performed.

Early objective testing in
people with symptoms
suggestive of asthma
has been demonstrated
to be clinically and cost
effective in the NICE
Guidelines for Asthma.
It is important to use
objective testing in order
to confirm diagnosis of
asthma rather than
COPD.

Why is this a key area for
quality improvement?

presently, but this proposed QS
would be a stepping stone toward it

The availability of timely objective
testing with both quality assured
spirometry and measurement of
exhaled Nitric Oxide levels is not
uniform across the UK.

One solution proposed by the NICE
guideline is the setting up of
diagnostic hubs.

As per our Asthma register the
patients are

mis-diagnosed as asthma. A
standard objective testing with
spirometry will confirm Asthma as
being diagnosed accurately.

Supporting
information

NICE Guideline for
Asthma: Diagnosis and
Monitoring

As per NICE Asthma
guideline Nov 2017 and
BTS guideline2016.

We can add a reference
from ARTP
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Stakeholder

SCM2

Suggested
key area for
quality

improvement

Guidance by
doing objective
test which
includes
spirometry and
check for
reversible
airflow
obstruction
Key area for
quality
improvement 3

People with
suspected
Asthma with
diagnostic
uncertainty
after doing
objective
testing with
spirometry are
offered FeNO
testing and
levels are used
to diagnose
Asthma in
accordance
with Current
NICE
Guidance.

Why is this

important?

It is a test to supplement
an objective testing in
order to confirm a
diagnosis of Asthma
where there is diagnostic
uncertainty after doing

spirometry test.

Why is this a key area for
quality improvement?

It is new test for implementation in
primary care. It will help for accurate
diagnosis of asthma as per NICE
guidance Nov 2017.

Supporting
information

As per NICE Asthma
guideline Nov 2017 and
BTS guideline2016.
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14

Stakeholder

SCM3

SCM4

SCM5

Suggested
key area for
quality
improvement
Key area for
quality
improvement 1
Asthma
Diagnosis

People with
newly
diagnosed
asthma are
diagnosed in
accordance
with NICE
guidance.

Key area for
quality
improvement 2

Why is this
important?

Obijective diagnosis has
been shown to be
important to ensure
people are not miss or
under treated through
both the NICE Asthma
diagnosis and
monitoring guideline
2017

The NICE guidelines
have only just been
published and remain
controversial.
Implementation may
prove slow and difficult
particularly for children
and | think
implementation should
be reinforced by keeping
this in as a quality
improvement.

| still feel that diagnosis
of asthma is a relevant
quality statement as it
imperative that this is

Why is this a key area for
quality improvement?

Supporting
information

Please see Asthma
diagnosis and monitoring
and chronic asthma
management 92017)
NICE guideline NGO80

This is important because in both
adults and children asthma will
present differently that many people
who present to GPs do not have
spirometry or feno testing. Most
recent evidence suggests this is the
way to best ensure accuracy and a
proper diagnosis. It is recognised
through the pilot carried out by NICE
that it may take some time resources
and reorganisation to ensure that
GPS and patients are supported in
doing this and if it becomes a NICE
Quality standard the time needed
should be recognised

Better diagnosis leads to better https://www.nice.org.uk/
treatment of patients and appropriate | Guidance/NG80

referral for those where the

diagnosis is not asthma

Diagnosis of asthma is very topical
in the paediatric world as often
“wheezy children” are given the
diagnosis of asthma this may lead to

Bush A, Fleming L. Arch
Dis Child Month 2016
VolONo O
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Stakeholder

Suggested
key area for
quality
improvement
Diagnosis of
asthma

Diagnosis — Occupational asthma

15

16

SCM2

SCM3

Key area for
quality
improvement 1

People with
suspected
Asthma should
be checked for
possible
occupational
cause as per
current NICE
guidance.
Additional
developmental
areas of
emergent
practice

Why is this
important?

made correctly to
improve the quality of
patient’s life.

This is important to
identify any trigger
factors which is work
related. Hence these
patients can be referred
to occupational asthma
specialist.

This form of asthma can
potentially be improved
or cured by removing the
source of the problem or
changing the

Why is this a key area for
quality improvement?

a missed diagnosis of another

condition and unnecessary treatment

given for many years.

There is evidence that as clinicians

we need to be more aware of the

causes for the symptoms of asthma

which are related to occupation.

Example Whilst this is a key area for

improvement it is hoped that a
comprehensive diagnosis would
include an assessment for
occupational asthma

Supporting
information

Bush A, Fleming L.
Diagnosis and
management of

asthma in children. BMJ
2015;350:h996.

Bush A. Diagnosis of
asthma in children under
five.

Prim Care Respir J
2007;16:7-15.

Health and safety
executive ( HSE) as
organisation supports the
need to assess and
control risks in the
workplace and comply
with health and safety
law.

As per NICE Asthma
guideline Nov 2017 and
BTS guideline2016.

Asthma diagnosis and
monitoring and chronic
asthma management
(2017) NICE guideline
NG80 recommendations
1.1.10 and 1.1.11
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Self-management — Inhaler technique

17

18

Stakeholder

Association of
Respiratory
Nurse
Specialists

Association of
Respiratory
Nurse
Specialists

Suggested
key area for
quality
improvement
1 Diagnosing
occupational
asthma

2. Inhaler
technique

All asthmatics
are shown how
to use their
inhalers at the
point of
prescribing and
checked at
every review

All asthma
medication
should be
prescribed by
brand.

Why is this
important?

environment that the
person is operating in

Inhaler technique can be
the difference between
controlled and
uncontrolled asthma
leading to an acute
asthma attack
(exacerbation)

If an asthmatic is not
shown how to use their
device it will be
inevitable that they are
sub optimally treating
their asthma, if treating it
at all and are often
prescribed more
medication when they
return to say they are no
better.

With the multitude of
medications/devices on
the market, unless
prescribing by brand the
patient often gets
prescribed a device they
are not familiar with
which can lead to

Why is this a key area for
quality improvement?

Example: both research and
anecdotal evidence suggests that
wrong inhaler technique may be as
big a problem as non adherence.
Inhaler technique should always be
demonstrated when a new device is
give, following an asthma attack and
as part of a structured annual review

NRAD report 2014, BTS/SIGN 2016,
UKIG inhaler standards and
competency document 2016, NICE
guidance 2017

BTS/SIGN 2016.

Supporting
information

Asthma diagnosis and
monitoring and chronic
asthma management
(2017)1.14.7
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19

Stakeholder

AstraZeneca

Suggested
key area for
quality
improvement

Inhaler
technique
training and
regular
technique and
adherence
checks with
every HCP
interaction

Why is this
important?

uncontrolled asthma or
even death.

According to NRAD,
asthma sufferers who
are unable to use their
inhaler correctly are at
increased risk of poor
asthma control,
potentially resulting in an
attack.

According to BTS/SIGN
guidelines, it is
estimated that between
a third and a half of all
medicines prescribed for
long term

conditions are not taken
as recommended, and
evidence in asthma
confirms widespread
non-adherence to
regular preventer
medication, that
increases over time.

Whilst this measure is
partly included in the
current NICE asthma
Quality Standards, there
is a need to expand it for

Why is this a key area for
quality improvement?

In the NRAD report, only 71% of
patients had received an inhaler
technique check in the previous
year. In addition, only a small
number of patients are being asked
about their adherence to medical
advice: 29% in primary care and
11% in secondary care.

Supporting
information

Please see the NRAD
report for further
information
https://www.rcplondon.ac
.uk/projects/national-
review-asthma-deaths

We also understand this
may be measured as
part of the RCP asthma
audit, due April 2018
https://www.rcplondon.ac
.uk/projects/asthma-
audit-development-

project
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Stakeholder

British
Thoracic
Society

Suggested
key area for
quality
improvement

Why is this
important?

example adherence
checks at every HCP
interaction. In addition,
patients could be

advised on where to find

more self-help online
tutorials on appropriate
inhaler technique (e.g.
Asthma UK) where
formal face-to-face

training is not available.

Clinical awareness of
and referral to such
resources is currently
varied.

Why is this a key area for
quality improvement?

Key area for
quality
improvement 3

Regular assessment of
adherence and inhaler
technique,

Correct use of inhalers is associated
with improved outcomes for patients
including a reduction in risk of
exacerbations and hospital
admission. Repeated instruction is
required to ensure that inhaler
technique is

optimised. Every opportunity must
be taken to promote good inhaler
technique in order to ensure
adequate

delivery of therapy.

Review of medication is vital
following a hospital attendance or

Supporting
information

Jerram P., Medicines
use reviews reduce
asthma admissions.
Pharm Manag
2009;25:15-1
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Stakeholder

Education for
Health

Suggested Why is this Why is this a key area for
key area for  important? quality improvement?
quality

improvement

Key area for
quality
improvement 1

Inhaled treatment is the
cornerstone of asthma
management yet poor
inhaler technique is
common resulting in
sub-optimal disease
management.

Assessment of
inhaler
technique by a
competent
healthcare
professional at
every
respiratory
consultation

admission as intentional and
unintentional nonadherence

to preventer therapies (principally
inhaled corticosteroids) frequently
causes deterioration in asthma
control.

Not all healthcare professionals are

competent in assessing inhaler
technique correctly.

As inhaled treatment is fundamental

to management, ensuring correct

use of inhalers remains a top priority

Supporting
information

A plethora of evidence
demonstrating the
widespread problem of
poor inhaler technique
and its impact on
patients.

The UK Inhaler Group
have produced a set of
national inhaler
standards congruent with
clinical and real world
evidence.
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23

Stakeholder

Napp
Pharmaceutic

als Limited

National
Paediatric
Respiratory
and Allergy
Nurses Group
(NPRANG)

Suggested
key area for
quality
improvement
Key area for
quality
improvement 1

Improve inhaler
technique
through

patient
education and
inhaler choice

Key area for
quality
improvement 1

Why is this
important?

Correct inhaler
technique is essential in
order to get the drug to
the lung and improve
patient symptoms.

All asthma guidelines
recommend to ensure
that inhaler technique is
optimised before
increasing a patient’s
treatment.

Inhaler technique
assessment for patients
and professionals with
competence measures

Health Care
Professionals delivering
education on inhaler
technique should be
competently assessed to

Why is this a key area for
quality improvement?

NICE and BTS recommend
prescribing an inhaler which a
patient can use correctly. Inhaler
choice is vital as not all patients can
create sufficient force to actuate a
DPI and others may have co-
ordination difficulties with MDIs
[Price 2017].

Optimising inhaler technique can
improve patient symptoms on their
current dose reducing step up to
costlier medications. Reducing high
dose ICS prescribing is
recommended by NICE and
BTS/SIGN and is good clinical
practice in order to reduce
unnecessarily high doses of steroid.

NRAD highlighted poor inhaler
technique as contributing factor to
deaths reviewed

BTS/SIGN guidelines reviewed
studies that showed correct inhaler
technique improved asthma control
which prevent further medical
intervention

Key recommendation that all
patients should have their inhaler

Supporting
information

Baverstock 2010 - Of the
150 HCPs assessed only
11 (7%) could
demonstrate

all the recognised steps
in administration
including assessment of
inspiratory flow using the
in-check device.

Sanchis J 2016 —
“Incorrect inhaler
technique is
unacceptably frequent
and has not improved
over the past 40 years,
pointing to an urgent
need for new
approaches to education
and drug delivery”.

. Royal College of
Physicians (2014) Why
asthma still kills: The
National Review of
Asthma Deaths (NRAD)
Confidential Enquiry
Report

. British Thoracic

Society/Scottish
Intercollegiate Guidelines
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Stakeholder

Primary Care
Respiratory
Society UK

Suggested
key area for
quality
improvement

Making inhaler
technique a
core
component of
care for all
patient
interactions
with
prescribers and
dispensers

Why is this
important?

ensure practice is
consistent nationwide

Correct inhaler
technique is essential in
order to get the drug to
the lung and improve
patient symptoms.

Poor inhaler technique is
associated with poor
outcomes

All asthma guidelines
recommend to ensure
that inhaler technique is
optimised before
increasing a patient’s
treatment.

Why is this a key area for
quality improvement?

technique checked prior to discharge
from A&E

Asthma UK survey 16% of patient in
2016 had not had their inhaler
technique checked and this has
been consistent since 2013 from
previous Asthma UK survey

BTS Paediatric 2015 audit showed
less than 50% of children admitted
with asthma had their inhaler
technique checked on discharge

Poor inhaler technique is a frequent
factor in poor asthma control.
Optimising inhaler technique can
improve patient symptoms on their
current treatment reducing step up to
costlier medications. Reducing high
dose ICS prescribing is
recommended by NICE and
BTS/SIGN and is good clinical
practice in order to reduce
unnecessarily high doses of steroid.

NICE and BTS recommend
prescribing an inhaler which a
patient can use correctly. Inhaler
choice is vital as not all patients can
create sufficient force to actuate a

Supporting
information

Network (2016) British
guideline on the
management of asthma
o Royal College of
Emergency Medicine
(2017) Moderate & Acute
Severe Asthma: Clinical
Audit 2016/17 National
Report

. Asthma UK
(2016) Annual Asthma
Survey 2016 report

There are many studies
which demonstrate poor
control associated with
poor inhaler technique.
Baverstock 2010 - Of the
150 HCPs assessed only
11 (7%) could
demonstrate

all the recognised steps
in administration
including assessment of
inspiratory flow using the
in-check device.

Sanchis J 2016 —

“Incorrect inhaler
technique is

69



CONFIDENTIAL

ID Stakeholder | Suggested Why is this Why is this a key area for Supporting
key area for  important? quality improvement? information
quality
improvement
DPI and others may have co- unacceptably frequent
ordination difficulties with MDlIs and has not improved

[Price 2017]. Spacers are underused | over the past 40 years,

to improve the preformance of MDIs | pointing to an urgent

and their benefits should be more need for new

widely publicised. approaches to education
and drug delivery”. This
includes more
widespread use of
spacers with MDIs

25 Royal College | All asthmatics | If an asthmatic is not NRAD report 2014, BTS/SIGN 2016,
of Nursing are shown how | shown how to use their UKIG inhaler standards and
to use their device it will be competency document 2016, NICE
inhalers at the | inevitable that they are guidance 2017
point of sub optimally treating
prescribing and | their asthma, if treating it
checked at at all and are often
every review prescribed more

medication when they
return to say they are no

better.
26 Royal College | All asthma With the multitude of BTS/SIGN 2016.
of Nursing medication medications/devices on
should be the market, unless
prescribed by prescribing by brand the
brand. patient often gets

prescribed a device they
are not familiar with
which can lead to
uncontrolled asthma or
even death.



CONFIDENTIAL

ID

27

28

Stakeholder

SCM2

SCM5

Suggested
key area for
quality
improvement
Key area for
quality
improvement 4

People with
diagnosed
Asthma should
have
assessment for
prescribing
appropriate
inhaler device.
They should be
assessed and
trained for the
usage and
technique of
prescribed
inhaler device.
Key area for
quality
improvement 5

Inhaler
technique/
written
personalised
action plan

Why is this
important?

To assess and prescribe
appropriate inhaler
device for treating
asthma is the key to
manage and stabilise
the symptoms related to
asthma.

Inhaler technique/
written personalised
action plan are still the
“important” key ways a
patient can treat their
asthma.

Why is this a key area for
quality improvement?

We as clinicians including Doctors
and nurses working in NHS should
have better understanding of inhaler
devices types and techniques in
order to improve asthma
pharmacological management.

Many patients who attend hospitals
are often found to not be using their
inhaler correctly nor following an
asthma management plan. This will
lead to unnecessary symptoms,
reduced work force and demand on
primary/secondary care.

Supporting
information

As per NICE Asthma
guideline Nov 2017 and
BTS guideline2016.

NRAD
(www.rcplondon.ac.uk/pr
ojects/national-reveiw-
asthma - deaths.)
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Stakeholder

Suggested Why is this
key area for  important?
quality

improvement

Self-management — Personal asthma action plan

30

31

Association of
Respiratory
Nurse
Specialists

Asthma UK

All people with | We know the use of
asthma are PAAPs saves lives as
provided with a | the patient knows when
personal their asthma is

asthma action | deteriorating and what to
plan (PAAP). do about it.

Key area for Action plans are

quality fundamental to

improvement 3 | improving outcomes for

people with asthma,

Management — | enabling them to self-
written asthma | manage their asthma
action plans and respond to changes

in their symptoms over
the course of the year.

There is strong evidence
that action plans reduce
the risk of hospital
admissions and that they
can form the basis of
good self-management.

Why is this a key area for
quality improvement?

NRAD report 2014, BTS/SIGN 2016,
NICE 2017.

Our Annual Asthma Survey has
shown, over several years,
considerable variation in how often
people are offered action plans, with
56% of respondents to the Annual
Asthma survey 2017 not having
received an action plan. There is
considerable regional variation with
50% of respondents in West
Midlands not receiving an action
plan in comparison to 61% in
London.

Given the impact of action plans on
improving health outcomes and
reducing pressures on hospitals, the
quality standard should demand
more than merely receipt of an
action plan. The quality measure
should be amended to emphasise
co-creation of the action plan and
education to encourage patient
activation. This should occur at the

Supporting
information

PRISMS — Practical
systematic Review of
Self-Management
Support for
long-term conditions
(2014)

Adams et al, 2000:
people without a written
asthma

action plan are four times
more likely to be
admitted to hospital for
their asthma

Annual Asthma survey
(Asthma UK).

Please note the latest
Asthma UK Annual
Asthma Survey will be
published on Jan 23,
2018.
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32

Stakeholder

British
Thoracic
Society

Suggested Why is this
key area for  important?
quality

improvement

Why is this a key area for
quality improvement?

annual asthma review and in other
relevant healthcare settings.

The Statement should reflect the
breadth of the NICE Guidelines
recommendation 1.10:

‘Offer an asthma self-management
programme, comprising a written
personalised action plan and
education, to adults, young people
and children aged 5 and over with a
diagnosis of asthma (and their
families or carers if appropriate).’
(NICE, 2017).

Supporting
information

NICE guideline [NG80]
Asthma: diagnosis,
monitoring and chronic
asthma management,
1.10 self-management
(2017)

Use of asthma action
plans

Key area for
quality
improvement 4

Self-management/action plans for
asthma provide information for
patients and their families on how to
carry out

disease specific elements of self-
care. There is strong evidence that
providing written self-
management/action

plans, in addition to verbal
information, is associated with
improved patient/carer
understanding of asthma and
there-by reduces risk of further
attacks and hospitalisation.

Robert J Adams, Brian J
Smith, Richard E Ruffin,
Factors associated with
hospital admissions and
repeat emergency
department visits for
adults with asthma.
Thorax 2000, 55:566-
573.
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34

35

Stakeholder

Education for
Health

Napp
Pharmaceutic

als Limited

National
Paediatric
Respiratory
and Allergy
Nurses Group
(NPRANG)

Suggested
key area for
quality
improvement
Key area for
quality
improvement 4

Supported self-
management

Key area for
quality
improvement 4

PAAP/Self
Management

Key area for
quality
improvement 5

Why is this
important?

Patients must be
supported to understand
their condition in a way
that it meaningful to
them and encouraged to
engage with the
development of their
Personalised Asthma
Action Plans

PAAPs can reduce
exacerbations by helping
patients to understand
their disease and what
to do when symptoms
worsen i.e. when to
escalate their treatment.

Self- management
education and
agreement of PAAP

Why is this a key area for
quality improvement?

Time pressures and lack of skills in
general practice appear to hinder the
provision of high quality self-
management education and support
for patients with asthma.

It is not just about having an asthma
action plan, it is about the type of
plan being right for the patient and
the way in which it is developed and
provided.

Patient education can aid adherence
and improve inhaler technique
resulting in improved asthma control
and fewer costly exacerbations.

Education may also reduce non-
attendance at asthma review clinics.

Self-management gives patient the
ability to manage their asthma
effectively and has shown to improve
to improve quality of life and prevent
admissions

Supporting
information

Asthma UK
https://www.asthma.org.
uk/advice/manage-your-
asthma/action-plan/

. Asthma:
diagnosis, monitoring
and chronic asthma
management (2017)
NICE guideline NG80
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key area for  important? quality improvement? information
quality
improvement
BTS Paediatric 2015 audit showed °
less than 50% of children admitted . Asthma UK
with asthma were given a (2016) Annual Asthma
management plan on discharge Survey 2016 report
Asthma UK survey 2016 showed . Royal College of
57% of asthma patient did not have | Emergency Medicine
a self-management asthma plan (2017) Moderate & Acute
Severe Asthma: Clinical
Key recommendation that all Audit 2016/17 National

patients should be given as asthma | Report
management plan from Clinical Audit

for moderate & severe Asthma

(Royal College of Emergency

Medicine)
36 NIHR Key area for Support from peers is There is evidence for young people
CLAHRC quality thought to influence the | with asthma that they perceive a lack
North Thames | improvement motivation to self- of understanding in their peers and
2: Attitudes manage a chronic some feel bullied
towards condition effectively.
asthma in
young patient’s
social
environment
37 Royal College | All people with | We know the use of NRAD report 2014, BTS/SIGN 2016,
of Nursing asthma are PAAPs saves lives as NICE 2017.
provided with a | the patient knows when
personal their asthma is

asthma action | deteriorating and what to
plan (PAAP). do about it.
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38

39

Stakeholder

Royal
Liverpool and
Broadgreen
University
NHS Trust

SCM2

Suggested
key area for
quality
improvement
QS4: All
individuals with
a diagnosis of
asthma have
an educational
consultation
that results in a
written asthma
action plan
Key area for
quality
improvement 5

People with
diagnosed
Asthma should
have access to
self -care
management
plan by
pharmacologic
al and non-
pharmacologic
al measures.
They should
have access to
exercise for
lung and
access to
psychological
therapies to

Why is this
important?

Asthma education and
action plans have a
better NNT to prevent
one exacerbation than
adding LABA or LTRA
and are cheaper. They
should be prioritised.

Patients should have
proper education after
diagnosis in order to
manage their symptoms
related to asthma.
Patients should be
supported to have
appropriate level of
support as per the
severity of their Asthma.

Why is this a key area for
quality improvement?

Supporting
information

This could be a cost-effective
intervention that could easily be
supported by national level print web
or video materials

It will help to improve asthma care As per NICE Asthma
and better understanding for seeking | guideline Nov 2017 and
medical help early. BTS guideline2016.
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40

Stakeholder

SCM3

Suggested
key area for
quality
improvement
improve their
Asthma
management.

Why is this
important?

Key area for
quality

Written
personalised it
asthma plans

People should be given
a written personalised
improvement 2 | action plan along with
education on how to use

Why is this a key area for
quality improvement?

Example: Written personalised
action plans have been shown to
improve outcomes for people with
asthma. They can increase self -
awareness and confidence in people
with asthma. Written personalised
asthma plans may reduce
readmissions for people who are
admitted to hospital with an asthma
attack (exacerbation) but the
President of the Royal College of
Emergency Medicine suggests there
is still a way to go in reaching

Supporting
information

Please see Asthma
diagnosis and monitoring
and chronic asthma
management NG80
recommendations 1.10.1
and 1.10.2 and BTS /
SIGN clinical guidance
153 recommendation in
para 5.3.2

Moderate and Acute
Severe Asthma Clinical
Audit 2016-2017
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Asthma management in primary care —

41 Association of | Ensure anyone
Respiratory who uses 12 or
Nurse more short
Specialists acting beta

agonists in 12
months has an
urgent review
Key area for
quality
improvement 2

49 Asthma UK

Review

Why is this
important?

Why is this a key area for
quality improvement?

acceptable standards for people who

are seen in EDs in asthma attacks
Identifying people for review

We know that overuse of | NRAD report 2014
short acting beta

agonists lead to

uncontrolled asthma and

asthma deaths.

A structured review
remains the cornerstone
of care for most people
with asthma.

The quality of current asthma
reviews varies considerably. 23% of
the respondents to the 2017 Annual
Asthma survey had not had their
asthma reviewed in the previous
year. With the annual asthma review
being one of the key contact points
for a person with asthma and
primary care, and 15% rating their
primary care as poor, this suggests
that the asthma review is not always
delivering what the asthma patient
expects or needs.

An assessment of risk could prove
more useful than an assessment of
control at the time of presentation.
People who scored greater than 5 on
Asthma UK'’s risk checker were 11
times more likely to go on to have an

Supporting
information

Annual Asthma survey
(Asthma UK).

Please note the latest
Asthma UK Annual

Asthma Survey will be
published on Jan 23,
2018.

Blakey et al (2013).
Assessing the risk of
attack in the
management of asthma:
a review and proposal for
revision of the current
control-centred paradigm

Asthma attack risk
checker
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https://www.asthma.org.uk/get-involved/campaigns/publications/survey/
https://www.nature.com/articles/pcrj201363
https://www.nature.com/articles/pcrj201363
https://www.nature.com/articles/pcrj201363
https://www.nature.com/articles/pcrj201363
https://www.nature.com/articles/pcrj201363
https://www.nature.com/articles/pcrj201363
https://www.asthma.org.uk/advice/manage-your-asthma/risk/?utm_source=print&utm_medium=print&utm_campaign=asthma+attack+risk+checker
https://www.asthma.org.uk/advice/manage-your-asthma/risk/?utm_source=print&utm_medium=print&utm_campaign=asthma+attack+risk+checker
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ID

42

Stakeholder

Asthma UK

Suggested Why is this
key area for  important?
quality

improvement

Key area for
quality
improvement 4

A specialist review for
those at greatest risk
can help to prevent
further life-threatening
Specialist asthma attacks.
review

Why is this a key area for
quality improvement?

asthma attack (Walker, 2014).
Identifying modifiable risk factors
could drive behaviour change and
enable self-driven regular
assessment of risk.

Identifying poor control and high risk
among an asthma population is
central to preventing poor health
outcomes and asthma deaths. As
highlighted in the NICE guidelines,
risk stratification of people with
asthma should be considered to
ensure that those at highest risk are
identified and appropriate
interventions and referrals are
provided.

The National Review of Asthma
Deaths (NRAD) found evidence of
overuse of or over-reliance on SABA
(reliever) inhalers with 39% of
people reviewed (65) prescribed
more than 12 SABA inhalers in the
year before they died.

Supporting
information

Walker et al (2014).
Assessing asthma risk in
primary care: Can the
AAA test predict future
asthma attacks?
European Respiratory
Journal 2014 44: 3405

Patient safety failures in
asthma care: the scale of
unsafe prescribing in the
UK (Asthma UK, 2015)

NICE guideline [NG80]
Asthma: diagnosis,
monitoring and chronic
asthma management,
1.13 Risk stratification

(2017)

The National Review of
Asthma Deaths (2015)

PRIMIS asthma care
quality tool
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http://erj.ersjournals.com/content/44/Suppl_58/3405.short
http://erj.ersjournals.com/content/44/Suppl_58/3405.short
http://erj.ersjournals.com/content/44/Suppl_58/3405.short
http://erj.ersjournals.com/content/44/Suppl_58/3405.short
https://www.asthma.org.uk/globalassets/campaigns/nrad-one-year-on.pdf
https://www.asthma.org.uk/globalassets/campaigns/nrad-one-year-on.pdf
https://www.asthma.org.uk/globalassets/campaigns/nrad-one-year-on.pdf
https://www.asthma.org.uk/globalassets/campaigns/nrad-one-year-on.pdf
https://www.nice.org.uk/guidance/ng80/chapter/Recommendations#risk-stratification
https://www.nice.org.uk/guidance/ng80/chapter/Recommendations#risk-stratification
https://www.nice.org.uk/guidance/ng80/chapter/Recommendations#risk-stratification
https://www.nice.org.uk/guidance/ng80/chapter/Recommendations#risk-stratification
https://www.nice.org.uk/guidance/ng80/chapter/Recommendations#risk-stratification
https://www.nice.org.uk/guidance/ng80/chapter/Recommendations#risk-stratification
https://www.rcplondon.ac.uk/projects/outputs/why-asthma-still-kills
https://www.rcplondon.ac.uk/projects/outputs/why-asthma-still-kills
https://www.nottingham.ac.uk/primis/tools-audits/tools-audits/asthma.aspx
https://www.nottingham.ac.uk/primis/tools-audits/tools-audits/asthma.aspx

CONFIDENTIAL

ID

Stakeholder

Suggested
key area for
quality
improvement

Why is this
important?

Why is this a key area for Supporting
quality improvement? information

NRAD also identified people who
had been prescribed long-acting
reliever medicines

without inhaled steroids, putting
them at considerable risk.

In line with NRAD recommendations,
people with asthma that have been
prescribed more than two courses of
oral or injected corticosteroids
should be referred for specialist
review.

Joined up data across CCGs is
needed to ensure that all
prescription data is available to
identify those at risk and in need of a
specialist review.

Through prescription alerts within
GP software systems (such as
EMIS), those at greatest risk could
be identified and given an urgent
review. The use of prescribing alerts
to trigger a specialist review should
be considered as a key element of
quality improvement.

Emerging asthma audit tools for

primary care, such as PRIMIS
asthma care quality tool, that
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43

Stakeholder

AstraZeneca

Suggested
key area for
quality
improvement

Prevention of
over reliance
on short acting
beta agonists
(SABA)

As part of
asthma
monitoring,
patients
should be
checked on
use of
more than
12 SABA
inhalers per
year

Why is this
important?

Well-controlled asthma
is associated with little or
no need for short-acting
bronchodilator (SABA or
reliever) inhalers, so the
need for excess SABA
inhalers is a signal that
asthma is poorly
controlled (NRAD,
2014).

The new NICE asthma
guidelines define
uncontrolled asthma as
3 or more days a week
with required use of a
SABA for symptomatic
relief, and the BTS/SIGN
guidelines on asthma
recommend that as part
of asthma monitoring, it
should be checked that
patients are not using
more than 12 SABA
inhalers per year.

Why is this a key area for
quality improvement?

highlight patients with high SABA
(reliever) and low inhaled
corticosteroid (ICS) could also be
considered by commissioners as a
tool to support the identification of
high risk people with asthma.

The NRAD report found that of the
165 asthma deaths where SABA use
was recorded, 56% were prescribed
more than 6 inhalers in the previous
year, and 39% had been prescribed
more than 12 SABA inhalers in the
year before they died.

In addition, the asthma UK
prescribing audit identified that of
94,955 asthma patients audited,
5,032 had been prescribed more
than 12 reliever inhalers over a 12
month period, 1,965 of them without
being reviewed. Asthma UK
suggests that this could equate to
over 100,000 patients in the UK over
relying on reliever medication
without a review.

Supporting
information

Please see the NRAD
report highlighting the
deaths associated with
excessive SABA
prescribing
https://www.rcplondon.ac
.uk/projects/national-
review-asthma-deaths

Please also see the
Asthma UK report on
patient safety failures in
asthma care
https://www.asthma.org.
uk/get-
involved/campaigns/publi
cations/nrad-one-year-
on/

We also understand this
may be measured as
part of the RCP asthma
audit, due April 2018
https://www.rcplondon.ac
.uk/projects/asthma-
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https://www.rcplondon.ac.uk/projects/national-review-asthma-deaths
https://www.rcplondon.ac.uk/projects/national-review-asthma-deaths
https://www.rcplondon.ac.uk/projects/national-review-asthma-deaths
https://www.asthma.org.uk/get-involved/campaigns/publications/nrad-one-year-on/
https://www.asthma.org.uk/get-involved/campaigns/publications/nrad-one-year-on/
https://www.asthma.org.uk/get-involved/campaigns/publications/nrad-one-year-on/
https://www.asthma.org.uk/get-involved/campaigns/publications/nrad-one-year-on/
https://www.asthma.org.uk/get-involved/campaigns/publications/nrad-one-year-on/
https://www.rcplondon.ac.uk/projects/asthma-audit-development-project
https://www.rcplondon.ac.uk/projects/asthma-audit-development-project
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44

Stakeholder

AstraZeneca

Suggested
key area for
quality
improvement

Management
post repeated
short-burst
OCS and
monitoring
OCS use

Patients on
OCs
should be
monitored
with a clear
care
pathway/ref
erral
criteria put
in place to
provide
timely and
effective
alternative

Why is this
important?

Why is this a key area for
quality improvement?

There is also evidence
to suggest that more
frequent use than one
reliever inhaler per
month drastically
increases the risk of
asthma death (Asthma
UK, 2014).

Frequent, short bursts of
OCS in asthma patients
are a sign of severe
asthma, and a need for
the patient to have their
maintenance treatment
escalated where
appropriate. BTS/SIGN
calls for OCS use to be
monitored and recorded
in primary care.

Alternative diagnoses
(such as ABPA,
sarcoidosis or
hypersensivity
pneumonitis) may also
need to be considered
for those patients
requiring frequent
prolonged courses of

Confidential study data provided.

Supporting
information

audit-development-
project

We understand this may
be measured as part of
the RCP asthma audit,
due April 2018
https://www.rcplondon.ac
.uk/projects/asthma-
audit-development-

project
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https://www.rcplondon.ac.uk/projects/asthma-audit-development-project
https://www.rcplondon.ac.uk/projects/asthma-audit-development-project
https://www.rcplondon.ac.uk/projects/asthma-audit-development-project
https://www.rcplondon.ac.uk/projects/asthma-audit-development-project
https://www.rcplondon.ac.uk/projects/asthma-audit-development-project
https://www.rcplondon.ac.uk/projects/asthma-audit-development-project
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58

Stakeholder

Novartis
Pharmaceutic
als UK Limited

Suggested
key area for
quality
improvement

options to
OCS

Key area for
quality
improvement 2:

Asthma
management

Why is this
important?

oral steroids, particularly
those that relapse soon
after discontinuation.

Frequent or chronic use
of OCS in asthma is
associated with short-
term and long-term
detrimental side effects
including osteoporosis,
peptic ulcers, cataracts,
adrenal suppression,
weight gain,
hypertension, mood
problems, high blood
pressure, and Type 2
diabetes mellitus.

In accordance with
findings of the National
Review of Asthma
Deaths (NRAD),
Novartis considers a
personalised asthma
action plan and
structured annual review
to be essential to
optimum asthma
management.

Why is this a key area for
quality improvement?

NRAD has recommended that
people with asthma should have a
structured review by a healthcare
professional with specialist training
in asthma at least annually (NRAD
key recommendations, medical and
professional care, recommendation
2).

The recommendation also states
that people at high risk of severe
asthma attacks should be monitored

Supporting
information

Royal College of
Physicians. National
Review of Asthma
Deaths. May 2014.
Available online at:
https://www.asthma.org.
uk/globalassets/campaig
ns/nrad-full-report.pdf
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https://www.asthma.org.uk/globalassets/campaigns/nrad-full-report.pdf
https://www.asthma.org.uk/globalassets/campaigns/nrad-full-report.pdf
https://www.asthma.org.uk/globalassets/campaigns/nrad-full-report.pdf
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ID

45

46

Stakeholder

Primary Care
Respiratory
Society UK

Primary Care
Respiratory
Society UK

Suggested
key area for
quality
improvement

Overuse of
reliever
inhalers - need
to limit reliever
Rx to 6 or less
per year, by
identifying
those
overusing

Additional
developmental
areas of
emergent
practice

Lack of
systematic
stratification of

Why is this
important?

Good control of asthma
requires use of ICS for
most people —
salbutamol alone is not
sufficient. Known
association with asthma
deaths as highlighted in
NRAD 2014

NRAD (2014) identified
that over 70% of asthma
deaths were
preventable, some
deemed mild/moderate
asthma according to
medication profile

Why is this a key area for
quality improvement?

more closely, and that their personal
asthma action plans are reviewed
and updated at each review.

See NRAD report. Many of the
deaths had high use of reliever
medication as a factor in the
mortality Many people with asthma
are still only using salbutamol to
treat their asthma

It is not difficult to identify people
with asthma who request 6 or more
salbutamol in a year, who have
courses of oral steroids and/or have
had an exacerbation/ had hospital
A&E visit or admission in last 12
months. (if coding is being done
well) A standardised national
template for asthma review — a key
recommendation in the National

Supporting
information

National review of
asthma deaths highlights
the problem.
https://www.rcplondon.ac
.uk/projects/national-
review-asthma-deaths
Searching for patients
overusing SABAs is easy
using GP clinical
systems

BTS/SIGN Guideline on
the management of
asthma 2016 — ‘step 1’
regular preventer.
Asthma is not just due to
bronchoconstriction but
also an inflammatory
disease

National Review of
Asthma Deaths.
Avoidable factors relating
to prescribing were
identified by the panels
in 47% of the cases
managed in primary
care. Among patients
that were on short-acting
relievers at the time of
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https://www.rcplondon.ac.uk/projects/national-review-asthma-deaths
https://www.rcplondon.ac.uk/projects/national-review-asthma-deaths
https://www.rcplondon.ac.uk/projects/national-review-asthma-deaths
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59

47

48

Stakeholder

Royal College
of General
Practitioners

Royal College
of Nursing

Royal
Liverpool and
Broadgreen
University
NHS Trust

Suggested
key area for
quality
improvement
patients by
risk.

Effective
review

Ensure anyone
who uses 12 or
more short
acting beta
agonists in 12
months has an
urgent review
QS2: Of
individuals that
have ever
received oral
corticosteroids

Why is this

important?

The general practice
QoF measures annual
review of asthma. Cost
effective practice is
required for primary
care.

We know that overuse of
short acting beta
agonists lead to
uncontrolled asthma and
asthma deaths.

In every large scale
asthma study (e.g.
CPRD database work)
we see tens of
thousands of people with

Why is this a key area for
quality improvement?

Supporting
information

death, 39% had been
prescribed more than 12
salbutamol inhalers in
the previous year and six
individuals had had more
than 50. Overuse of
short-acting
bronchodilators is a key
indicator of poor asthma
control and of higher risk
of exacerbation and
death.

NICE asthma update
1.5.2and 1.14.1

Review of Asthma Deaths - including
the recording of risk, would help to
identify those most at risk and
standardise the profiling and
recording of risk. It would enable
proactive approaches to avoid
exacerbations and help HCPs to
focus their effort on the most
vulnerable (and costly) patients.

There is no evidence that an annual
review is of benefit. The NICE
update suggests review 4 to 8 weeks
after diagnosis whilst this lacks
evidence it is clinically plausible that
this is more effective. It should
include use of inhaler technique.
NRAD report 2014

This is an “easy win”. ICS use
greatly reduces asthma attacks and
thus reduces pressure on primary
care and EDs, and keeps people at
work
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60

Asthma management in primary care —

50

Stakeholder

SCM3

Circassia
Pharmaceutic
als plc

Suggested
key area for
quality
improvement
for their
asthma, none
should be
treated with a
short-acting
reliever drug
alone.

Key area for
quality
improvement 3
Review

Key area for
quality
improvement 1:
Periodic,
quantitative
measurement
of Fractionally
Exhaled Nitric
Oxide (FeNO)

Why is this
important?

asthma that get OCS but
not ICS. Allowing
harmful events to occur
without instituting
preventative therapy is
unacceptable.

A structured review at
least annually can help
improve outcomes for
people with asthma

Content of review

Patients respond to
various asthma
treatments differently
depending on their
underlying disease
characteristics. While
the maijority of patients
with asthma
demonstrate a Th2

Why is this a key area for
quality improvement?

Both research and anecdotal
evidence suggests that some people
will asthma do not receive reviews at
least annually and that even where a
review takes place, it is not always
structured according to an objective
proforma. Benefits attached to a
structured review may include
increased attendance at work and
school, reduced asthma attacks
(exacerbations) improved control of
asthma symptoms and reduced
emergency admissions

Of the £1.1b cost of treating asthma
in the UK, at least £666 million is
spent on prescription costs each
year. Other costs include £160m on
GP consultations, £143m on
disability claims and £137m on
hospital care (Asthma UK 2018).

Supporting
information

Asthma diagnosis and
monitoring and chronic
asthma management
(2017) NICE guideline
NG80 recommendations
1.14.1 and 1.14.7

BTS /SIGN 2016 British
guideline on the
management of asthma

Several outcomes based
studies favourably
comparing FeNO to
conventional therapeutic
monitoring techniques
have been published:
Anderson (Annals
Allergy Asthma Immunol
2016) Use of FeNO for
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Stakeholder

Suggested
key area for
quality
improvement
can optimise
the therapeutic
management
of inflammatory
(Th-2) asthma

Why is this
important?

phenotype and do
respond to corticosteroid
treatment, a significant
portion of patients
demonstrate phenotypes
not characteristic of Th2
inflammation and thus
will respond less. It has
been observed that up to
75% of steroid-naive
patients have primarily
Th2 driven asthma and
respond significantly to
ICSs (Bradding 2008).
Current national asthma
guidelines recommend
periodic clinical
assessment of patients
and adjustment of
medications by either
stepping-up or -down
therapy (AHRQ 2017,
BTS-SIGN 2016). FeNO
measurement identifies
patients with Th2 driven
airway inflammation and
helps to predict
response to ICS therapy
Price 2017).

Why is this a key area for
quality improvement?

Identification and effective
monitoring of patients most likely to
respond to inhaled corticosteroids
would minimise inappropriate
treatment and limit side-effects and
unnecessary healthcare costs (UK
Primary care study) (Price 2017)

Up to 45% of asthmatic patients do
not benefit from ICS therapy as they
exhibit non-eosinophilic Th1 asthma
(Spahn 2016).

Administration of medium, high dose
ICS in children may be associated
with systemic side effects including
growth failure and adrenal
suppression (Sharek 2000, BTS-
SIGN 2016)

While studies have demonstrated
some clinical benéefit of ICS, it has
been difficult to demonstrate
differences between doses, with
most benefit obtained at the lowest
doses used (Barnes 2010). The
relatively flat dose response curve of
ICS (based on changes in symptoms
and lung function) combined with a
lack of specific measures of airway

Supporting
information

dosing of ICS more
accurate than FEV1
Cowan (JACI 2015)
FeNO useful for ICS
dosingAttanasi (Arch
Med Sci 2016) Asthma
control (ACT) correlates
to FeNO Malinovschi
(JACI 2016) Monitoring
FeNO related to
measures of asthma
control

Current NICE guidance
(2017) states: Consider
FeNO measurement as
an option to support
asthma management in
patients who are
symptomatic despite
using inhaled
corticosteroids.

The clinical benefit of
periodic assessment of
airway inflammation
using FeNO in chronic
asthma was
demonstrated in a study
by Smith et al. (Smith
2005b). They followed
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Stakeholder

Suggested
key area for
quality
improvement

Why is this
important?

Why is this a key area for
quality improvement?

inflammation to help clinicians guide
dosing has led to many patients
receiving higher doses than are
necessary. Using higher doses of
ICS exposes patients to potential
adverse effects from steroids. Higher
doses and prolonged use of ICSs
can have systemic effects on growth,
bone density, cataracts, adrenal
insufficiency and an increased risk of
diabetes (Skoner 2016, Carr 2016,
Choi 2017, Nguyen 2003, Suissa
2010).

Lipworth and colleagues evaluated
the dose response curve for ICSs by
adding markers of airway
inflammation to the analysis. In their
study they confirmed that
improvements in symptoms and lung
function were only seen with lower
doses of ICS. However, addition of
measures of inflammation such as
FeNO, eosinophilic cationic protein
and blood eosinophils was able to
detect a clear dose response curve
covering low to high doses of ICS
(Anderson 2017).

Supporting
information

two groups of patients,
one used traditional
monitoring (symptoms,
spirometry, etc) and the
other a FeNO based
approach. After 12
months, the ICS dose of
fluticasone was 370 ug
per day in the FeNO
group and 641 ug per
day in the control group.
More importantly,
asthma control was
better in the FeNO group
with 45.6% less
exacerbations compared
to the standard care
group. Exposure to high
doses of ICS was also
reduced in this study by
using a FeNO based
strategy to step patients
down; 48% of the
standard care group
were receiving 1,000ug
of fluticasone daily at the
end of the study
compared to 20% in the
FeNO group.
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Stakeholder

Suggested
key area for
quality
improvement

Why is this
important?

Why is this a key area for
quality improvement?

Supporting
information

A recent multi-centre
study including 214
patients in UK primary
care clinics showed a
significant interaction
between baseline FENO
and treatment group for
every 10 ppb increase in
baseline FENO, with the
change in ACQ7 greater
in the inhaled
corticosteroids group
than in the placebo
group. The results were
consistent with previous
findings in both asthma
and undiagnosed
asthma, with a clear
association between high
FENO and a greater
likelihood to respond to
inhaled corticosteroids.
These results led to the
conclusion that FENO
measurement is an easy
and non-invasive tool to
use in clinical practice in
patients with nonspecific
respiratory symptoms to
predict response to
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Stakeholder

Suggested
key area for
quality
improvement

Why is this
important?

Why is this a key area for
quality improvement?

Supporting
information

inhaled corticosteroids
(Price 2017).

In another NHS setting, a
cost-effectiveness study
of FeNO monitoring to
optimise ICS therapy
(either by stepping up or
down) was carried out in
three GP practices in
Northern Ireland over a
12 month period
(McManus, PCRS 2017).
This study showed that
regular patient review
based on a FeNO
modulated response-to-
therapy protocol led to
optimal prescribing of
ICS and a projected drug
and service saving in the
region of £15,000 per
annum.

Debly 2012 showed that
FENO measured at
hospital discharge
among children
hospitalized with acute
asthma may be useful in
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Stakeholder

Suggested
key area for
quality
improvement

Why is this
important?

Why is this a key area for
quality improvement?

Supporting
information

identifying patients who
will respond to ICS
therapy. In a study of 40
asthmatic children who
had an elevated FENO
at enrollment (above25
ppb), patients who did
not use ICSs after
hospital discharge had
lower end-of-study lung
function than those who
used ICSs. At 2 and 4
weeks after hospital
discharge, FENO was
higher among patients
who reported albuterol
use more than twice
weekly and among
patients who reported no
ICS use. Similarly, a
prospective
observational study in
children showed that
serial measurements of
FeNO may guide step
down of ICS and that a
rising FeNO predicted
relapse after cessation of
ICS (Zacharasiewcz
2005, Pijnenburg 2005,
BTS-SIGN 2016)
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51

Stakeholder

Circassia
Pharmaceutic
als plc

Suggested
key area for
quality

improvement

Periodic,
quantitative
measurement
of Fractionally
Exhaled Nitric
Oxide (FeNO)
may uncover
poor
adherence to
ICS inhaler
therapy in
patients with
inflammatory
(Th-2) asthma

Why is this
important?

. ICS treatment is
widely considered to be
the cornerstone therapy
for the control of asthma
symptoms (NICE 2017),
however, adherence to
asthma medication
regimens tends to be
very poor, with reported
rates of non-adherence
ranging from 30 to 70
percent (Lindsay 2013).
A number of factors are
associated with non-

Why is this a key area for
quality improvement?

Adherence with regular maintenance
inhaled corticosteroids, on their own
or in combination with

long-acting beta agonists, is of
paramount importance to achieve
control of asthma and prevent
asthma attacks. Published evidence
in patients with severe asthma
suggests that at least 30% of
patients are partially or non-adherent
with their prescribed medications,
and the Royal College of Physicians'
National Review of Asthma Deaths
(NRAD) demonstrated that poor

Supporting
information

ATS Guideline
recommendations for the
use of FeNO monitoring
states that a FeNO > 50
ppb (> 35 ppb in
children) be used to
indicate eosinophilic
inflammation is likely
and, in symptomatic
patients, responsiveness
to corticosteroids are
also likely (strong
recommendation,
moderate quality of
evidence) (Dweik 2011)

Inducible nitric oxide
synthase enzyme
expressed by airway
epithelial cells is very
sensitive to the effect of
corticosteroids
(Kharitonov 1996).
Therefore, it follows that
FeNO would also be a
useful tool to determine if
patients have been using
their inhaled or oral
medications that contain
a corticosteroid. Indeed
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Stakeholder

Suggested
key area for
quality
improvement

Why is this
important?

adherence to asthma
therapy. Medication-
related factors include
difficulties with inhaler
devices, complex
regimens, side effects,
cost of medication,
dislike of medication,
and distant pharmacies.

Why is this a key area for
quality improvement?

adherence was associated with 38%
of asthma deaths (NICE 2017).
Non-adherence is a major reason for
poor asthma control, asthma-related
emergency department visits,
inpatient hospitalizations, persistent
eosinophilic inflammation, and
increased oral steroid use (Murphy
2012, Williams 2004).

Up to three-quarters of the total
costs associated with asthma may
be due to poor asthma control (Apter
2015). Guidelines and consensus
statements on the diagnosis and
assessment of patients with difficult-
to-treat asthma unanimously stress
the importance of identifying and
addressing non-adherence in this
population (Bousquet 2010, Bel
2011).

Supporting
information

good adherence to
prescribed asthma
therapy has been
associated with better
disease control and
lower FeNO
concentrations (Klok
2014).

The BTS-SIGN 2016
guidelines state that
biomarker testing with
FeNO may have a role in
establishing (non-)
adherence (to ICE
therapy) in people with
severe, difficult asthma.
The BTS-SIGN 2016
guidelines cite as
evidence a study by
McNicholl et al that
clearly demonstrates the
dynamic effect of ICSs
on FeNO may be used
as an accurate
discriminator of non-
adherence to inhaled
corticosteroids in adults
(McNicholl 2012).
Patients in this study
received 7 days of direct
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improvement

Why is this
important?

Why is this a key area for

quality improvement?

Supporting
information

observed administration
of their ICS medication
(DOICS). Those patients
who had a history of poor
adherence as measured
by ICS refills of less than
50% experienced a
greater reduction in
FeNO following 7days of
DOICS compared to the
group of adherent
patients who had > 80%
history of ICS refills (47
+/- 21% versus 79 +/-
26%) of baseline
measurement (P <
0.003).

Delgado-Corcoran et al
investigated the
relationship of FeNO to
asthma control and
medication adherence in
30 pediatric and
adolescent patients that
were followed
periodically for 2.5yrs
using NHLBI Guidelines.
FeNO levels correlated
to improved asthma
control and were
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52

Stakeholder

Circassia
Pharmaceutic
als plc

Suggested Why is this
key area for  important?

quality

improvement

Periodic, . Asthma
quantitative exacerbations

measurement | significantly impact
of Fractionally | patient lives and lead to
Exhaled Nitric | an increase in direct and
Oxide (FeNO) | indirect costs It is
reduces the estimated that only 20%
likelihood of of asthmatics have had
exacerbations | exacerbations requiring
in patients at treatment in the
risk for future emergency department
events, or hospitalization, yet
these patients account
for more than 80% of
total direct costs
(Rodrigo 2004). For
example, in one study of
3,151 patients
presenting to 83 US

Why is this a key area for
quality improvement?

Exacerbations (attacks) are the
primary cause of mortality and
morbidity in both adults and children
with asthma. The UK has among the
highest prevalence rates of asthma
symptoms in children worldwide. 5.4
million people in the UK are currently
receiving treatment for asthma.
Asthma attacks hospitalise someone
every 8 minutes; 185 people are
admitted to hospital because of
asthma attacks every day in the UK
(a child is admitted to hospital every
20 minutes because of an asthma
attack) (Asthma UK 2018).

Asthma exacerbations significantly
impact patient lives and lead to an
increase in direct and indirect costs.

Supporting
information

significantly reduced in
subjects with good
compliance to steroids
compared with patients
with poor and moderate
compliance. FEV1 levels
were not substantially
different between
compliance groups.
(Delgado-Corcoran
2004)

Elevated FeNO (>
50ppb) has been shown
to be a significant
independent risk factor
for uncontrolled asthma
(Malinovischi 2016).
Furthermore, in a 3 year
longitudinal study
examining loss of lung
function, a persistently
high FeNO level of >40
ppb was independently
associated with an
accelerated decline in

FEV1 (Matsunaga 2016).

. The most
compelling evidence to
support the use of
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quality
improvement
emergency departments | In 2008, at least one half (52.6%) of | monitoring FeNO in
with acute asthma, 73% | persons with asthma in the US asthma management
reported at least one reported having an asthma attack in | has been summarized in
visit for asthma in the the preceding 12 months. Those two recent Cochrane
prior year, with 21% who had attacks had a higher meta-analyses that
reporting six or more proportion of emergency department | concluded exacerbations
visits (Griswold 2005). and urgent care visits, and reported | were reduced 40-50%.
fair to poor health (CDC, MMWR The 2016 Cochrane
2011). Systematic Review on

“Exhaled Nitric Oxide
Levels to Guide
Treatment for Adults with
Asthma” included 7
randomized controlled
trials and 1,700 adult
participants. (Petsky
2016) By monitoring
FeNO, the number of
exacerbations were
reduced by 40% and the
exacerbation rates by at
least 41%. The number
of people having one or
more asthma
exacerbations was
significantly lower in the
FeNO group compared
to the control group
(odds ratio (OR) 0.60,
95% confidence interval
(Cl) 0.43- 0.84). Those in
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ID

Stakeholder

Suggested
key area for
quality
improvement

Why is this
important?

Why is this a key area for
quality improvement?

Supporting
information

the FeNO group were
also significantly more
likely to have a lower
exacerbation rate than
the controls (rate ratio
0.59, 95% CI 0.45 -
0.77). The quality of the
evidence to support the
effect on FeNO on
reducing asthma
exacerbations was
determined to be
moderate even though
exacerbations were not
defined the same across
all of the studies included
in the analysis.

In a second 2016
Cochrane Systematic
Review focusing on
pediatrics, Petsky and
colleagues evaluated the
efficacy of tailoring
asthma interventions
based on monitoring
FeNO, in comparison to
management based on
clinical symptoms (with
or without
spirometry/peak flow) or
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asthma guidelines (or
both), for asthma-related
outcomes. This meta-
analysis included 9
randomized controlled
trials and 1,426 children.
Using traditional
monitoring, 40 out of 100
children experienced at
least one exacerbation
over 48.5 weeks,
compared to 28 out of
100 children where
treatment was guided by
FeNO (OR 0.58, 95% ClI
0.45t0 0.75; 1279
participants; 8 studies;
p< 0.0002) (Petsky
2016).

The benefit of using a
FeNO based monitoring
strategy was also
demonstrated in a study
of asthma in pregnancy.
(Powell 2011). Women
were enrolled in the
study at 22 weeks
gestation or sooner.
Using a FeNO based
strategy compared to
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Stakeholder

Suggested
key area for
quality
improvement

Why is this
important?

Why is this a key area for
quality improvement?

Supporting
information

usual care was
associated with a
significant reduction in
asthma exacerbations
and improved quality of
life. (Powell 2011).
Interestingly, there were
benefits seen in the
offspring as neonatal
hospitalizations were
reduced too. The
offspring from this study
were also followed up
later in life. In the year
following birth there was
a reduced incidence of
recurrent bronchiolitis in
the infants born from
mothers in the FeNO
group. (Mattes 2014).
When the children were
followed up as toddlers
(mean age 5 years), the
prevalence of wheezing,
ED visits and doctor
diagnosed asthma were
all significantly lower in
children from the FeNO
group. (Morten 2016).
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Suggested
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quality
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Why is this
important?

Why is this a key area for

quality improvement?

Supporting
information

Ledford 2016 showed
that an increase in FENO
values from baseline to
week 12 after
omalizumab
discontinuation was a
positive predictor of
exacerbations. Similarly,
when this regression
analysis was repeated
for the subset of subjects
receiving an ICS at
baseline, an increase in
FENO values from
baseline to week 12 after
omalizumab
discontinuation was
again seen as a positive
predictor of
exacerbations For
subjects in the placebo
group who experienced
an exacerbation, there
was a sharp increase in
FENO value from
baseline to week 12 of
the study. Subjects in the
omalizumab group who
experienced an
exacerbation also had an
increase in FENO values
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Stakeholder

Circassia
Pharmaceutic
als plc

Suggested
key area for
quality
improvement

. Periodic
, Quantitative
measurement
of Fractionally
Exhaled Nitric
Oxide (FeNO)
o helps to
identify
asthmatics who
are possible
candidates for
treatment with
a biologic

Why is this

important?

A small minority of
asthma patients cannot
achieve control of their
disease with traditional
therapies (i.e.,
ICS/LABA combinations
with or without LTRAs
and OCS) and are
considered for additional
treatment with a biologic
agent according to
growing NHS practice

Why is this a key area for
quality improvement?

Before a patient is considered to
have truly severe refractory asthma,
other factors related to achieving
disease control should be
considered. Difficult to control or
treat asthma differs from severe
refractory asthma and includes
confounding factors such as allergic
comorbidities, smoking, medication
nonadherence and poor inhaler
technique. (Hekking 2015, Kupcyzk
2011). This is an important
distinction since methods to improve
asthma control in difficult patients
relate to addressing the confounding
factors compared to the refractory
patient where additional anti-
inflammatory treatment is needed
such as a biologic (e.g.,

Supporting
information

from baseline to week
12, but it was less
pronounced.

Subijects in either
treatment group who did
not experience an
exacerbation had no
increase in FENO values
from baseline to week
12.

o FeNO has been
utilized as one of the
study entry criteria during
phase lll clinical trials
with the anti IL-5
antibody, mepolizumab
in patients with severe
asthma with a Th-2
eosinophilic phenotype.
The DREAM
mepolizumab study
evaluated 621 patients
with eosinophilic asthma
who had a history of
severe recurrent
exacerbations. Baseline
entry criteria included
one or more of the
following criteria: a
sputum eosinophil count

101



CONFIDENTIAL

ID

Stakeholder

Suggested
key area for
quality
improvement

Why is this
important?

Why is this a key area for

quality improvement?

omalizumab, mepolizumab or

reslizumab).

Before treatment with a biologic is
considered, patients need to be
reevaluated and comorbidities,
medication nonadherence and poor
inhaler technique ruled out. Using
FeNO monitoring in asthma
management helps to confirm ICS
non-adherence/compliance and
identifies patients with more severe
disease that have persistent airway
inflammation despite treatment with
an ICS/LABA with or without
additional drugs such as LTRAs

(McNicholl 2012)

Supporting
information

of =2 3%, a FeNO of 2 50
ppb, an asthma-related
peripheral blood
eosinophil count of =
0-3x10° per L, or prompt
deterioration of asthma
control after a < 25%
reduction in regular
maintenance inhaled or
oral corticosteroids.
Patients were
randomized to receive
one of 4 treatment
regimens: placebo,
75mg, 250mg and
750mg of mepolizumab
IV every 4 weeks for one
year. The mean baseline
FeNO ranged from 29.2
to 33.7 ppb. The rate of
clinically significant
exacerbations was 2.40
per patient per year in
the placebo group, 1.24
in the 75 mg
mepolizumab group
(48% reduction, 95% CI
31-61%; P<0-0001),
1.46 in the 250 mg
mepolizumab group
(39% reduction, Cl 19—
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Suggested
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quality
improvement

Why is this
important?

Why is this a key area for

quality improvement?

Supporting
information

54%; P=0-0005), and
1.15in the 750 mg
mepolizumab group
(52% reduction, Cl 36—
64%; P<0-0001). Post
treatment FeNO was not
significantly different
across the groups of
mepolizumab doses.
(Pavord 2012)

Dupilumab, a fully
human anti-interleukin-4
receptor a monoclonal
antibody, inhibits
interleukin-4 and
interleukin-13 signalling,
key drivers of type-2-
mediated asthma. Adults
with uncontrolled
persistent asthma who
are receiving medium-to-
high-dose inhaled
corticosteroids plus a
long-acting 32 agonist
require additional
treatment options as
add-on therapy. In a
recent study to assess
the effectiveness of
dupilumab, Wenzel 2016
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Suggested
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quality
improvement

Why is this
important?

Why is this a key area for
quality improvement?

Supporting
information

showed that all dose
regimens resulted in
significant dose-
dependent reductions in
FeNO compared to
placebo, suggesting that
FeNO is an accurate
marker for treatment
efficacy in anti IL-4 and
13 mediated therapy.

Monitoring FeNO has the
advantage of being
available at the point of
care, enabling physicians
to make treatment
decisions during the
patient’s visit. The use of
FeNO to predict
omalizumab responders
has been shown to have
significant cost savings
(Massanari 2017).
Without the use of
FeNO, evaluating the
response to a trial course
of omalizumab (typically
16- 28 weeks) can be
difficult. The addition of
FeNO helps to identify
responders to
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Stakeholder

Suggested
key area for
quality
improvement

Why is this
important?

Why is this a key area for
quality improvement?

Supporting
information

omalizumab and
significantly reduces
overall costs of both
FeNO and omalizumab.

A pre-specified analysis
of the pivotal trial for
omalizumab (EXTRA)
was performed to
evaluate the reduction in
exacerbation rate of
omalizumab in relation to
baseline biomarkers of
airway inflammation
(FeNO and blood
eosinophils), and serum
periostin (done post
hoc). (Hanania 2013)
Patients were divided
into low- and high-
biomarker groups. After
48 weeks of omalizumab
treatment, reductions in
exacerbations were
greater in the high
biomarker sub-groups
than in the low biomarker
subgroups. The greatest
reduction in asthma
exacerbations was seen
in the high FeNO-group
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54

Stakeholder

Education for
Health

Suggested
key area for
quality
improvement

Key area for
quality
improvement 5

Identification
and
prioritisation of
patients with
poor asthma
control

Why is this
important?

Poor asthma control is
common and a
significant cause of poor
quality of life, increased
use of healthcare
resources and asthma
death.

Why is this a key area for Supporting
quality improvement? information

(>19.5 ppb); mean 53%
reduction compared to
16% when baseline
FeNO was < 19.5ppb.
For high blood
eosinophils the mean
reduction in asthma
exacerbations was 32%
(eosinophils > 260ul) vs
9% for low eosinophils (<
260ul). In summary, use
of biomarkers of
persistent airway
inflammation helps to
identify patients who may
benefit most from
treatment with
omalizumab.

There is a need for routine audit to
identify patients with poor asthma
control and the implementation of a
screening tool to determine
underlying causes and need for
onward referral.

Changes to the organisation of
reviews for patients with asthma
presents an opportunity to make
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56

Stakeholder

Napp
Pharmaceutic
als Limited

National
Paediatric
Respiratory
and Allergy
Nurses Group
(NPRANG)

Suggested
key area for
quality
improvement

Key area for
quality
improvement 2

Adherence to
maintenance
treatment

Key area for
quality
improvement 3

Why is this
important?

Many patients are not
adherent to their
maintenance treatment
and therefore overuse
SABA medication.

Adherence and
monitoring of it

Why is this a key area for
quality improvement?

clear recommendations for
prioritising patients for review.
Improving adherence to
maintenance treatment will improve
patient outcomes, reduce
exacerbations and medicines
wastage.

Improving adherence is

recommended in all guidelines.

Review of their medications

a) to avoid over use and
reliance of SABA’s potentially
lead to death as found in
NRAD
b) 2) ensure compliance or

adherence with prescribed
asthma medications
specifically inhaled
corticosteroids to maintain
good asthma control and
prevent GP attendances,
hospital admissions,
emergency medications
therefore reducing burden on
hospital resources as well as
improve patients qualiy of
life.

Supporting
information

Sumino K 2013

. Asthma:
diagnosis, monitoring
and chronic asthma
management (2017)
NICE guideline NG80
[ ]

° Asthma UK
(2014) Patient safety
failures in asthma care:
the scale of unsafe
prescribing in the UK

o Royal College of
Physicians (2014) Why
asthma still kills: The
National Review of
Asthma Deaths (NRAD)
Confidential Enquiry
Report
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61

Stakeholder

NIHR
CLAHRC
North Thames

SCM3

Suggested
key area for
quality
improvement
Key area for
quality
improvement
1: Advice
during check-
ups on how to
address
forgetfulness
as a barrier to
adhere well to
corticosteroid
inhalers, e.g.
setting alarms,
locate inhaler
next to
toothbrush

Key area for
quality
improvement 4
Assessing
asthma control

Why is this
important?

There is evidence that
asthma control and
medication adherence is
problematic in children
and young people with
asthma in London
secondary schools,
Barriers to adherence,
including forgetfulness,
social concerns,
incorrect knowledge,
and side-effects of
medication, should be
considered throughout
all stages of asthma
care, including during
the asthma review.
Assessing asthma
control both at and
between annual reviews,
where a person presents
to a GP with respiratory
symptoms, is important
and may prevent an
admission to hospital for
an acute asthma attack.

Why is this a key area for
quality improvement?

A recent school-based study
assessed asthma control and
medication adherence in London
secondary school children with
asthma, and found that poor control
was linked to medication adherence.
Children with poorer levels of
asthma control also had increased
rates of school absences and
unscheduled healthcare use,
compared to children with optimal
asthma control, according to the
validated Asthma Control Test.
Adherence to corticosteroid inhalers
is crucial for the maintenance of
good asthma control.

Example: Monitoring asthma control
is very important because it allows
the practitioner to assess adherence
in line with NICE guidelines on
medicine adherence. There is much
evidence to suggest that none
adherence of asthma medication can
lead to untimely deaths (NRAD
2014) Assessing and monitoring
asthma control is also an important
opportunity to review inhaler
technique

Supporting
information

Harris, K, Mosler, G,
Williams, SA et al.
Asthma control in
London secondary
school children. J
Asthma. 2017; 23: 1-8

Asthma diagnosis and
monitoring and chronic
asthma management
NG80 recommendations
1.14.2 and 1.14.3

* Royal College of
Physicians (2014)
Why asthma still Kills:

The National Review
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63

Stakeholder

SCM4

SCM5

Suggested
key area for
quality
improvement

Better
adherence
monitoring

Key area for
quality
improvement 1

Adherence/
concordance to
asthma therapy

Why is this
important?

This is the most
important reason why
asthma treatment fails.

Adherence to asthma
treatment will improve
the quality of life for
children, young people

and adults with asthma.

It will also reduce the
referrals to secondary
and tertiary care.

Why is this a key area for
quality improvement?

By detecting poor adherence proper
advice can be given and it stops
doctors from simply prescribing
additional medication or higher dose
corticosteroids.

Many asthma audits (NRAD for one)
has found that patient’s do not take
asthma medication either due to lack
of understanding or education.

This can result in increased
morbidity, reduced attendance at
school/work and unnecessary
admissions to hospital and death.

Supporting
information

of Asthma Deaths
(NRAD) Confidential
Enquiry Report

Several publications with
the use of smarthalers.

NICE medicines
adherence (CG76)
NRAD
(www.rcplondon.ac.uk/pr
ojects/national-reveiw-
asthma - deaths.)
Szefler SJ. Monitoring
and adherence in
asthma

management. Lancet
Respir Med. 2015

P.Nagakumar,P.Hall,A.B
ush, S.saglani,
L.Fleming. Is
Prescription Uptake And
Medication Adherence
Rating Scale (mars) A
Useful Tool In Assessing
Asthma Control In
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quality
improvement

Why is this
important?

Asthma management in primary care — Adjusting medication

64

Royal College
of General
Practitioners

Over and
under
prescribing

There are qualitative
reports that clinicians
are good at stepping up
asthma therapy but poor
at stepping down.
Similarly clinicians are

Why is this a key area for
quality improvement?

Over and under-prescribing is not
cost effective and puts patients at
risk of side-effects of therapy or
adverse outcomes including hospital
admission. A review of patients who
have not ordered short acting beta 2

Supporting
information

Children With
Problematic Severe
Asthma,.Thorax 2014

Anja Jochmann, Prasad
Nagakumar, Pippa Hall,
Angela Jamalzadeh, Luc
a Artusio, Sejal Saglani,
Andrew Bush, Louise Fle
ming. Improvement in
asthma control and
airway inflammation
during period of
electronic monitoring.
ERJ.2015

Morton RW, Everard ML,
Elphick HE. Adherence
in childhood asthma: the
elephant in the

room. Arch Dis Child.
2014

NICE asthma update
1.12.1
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66

Stakeholder

Napp
Pharmaceutic
als Limited

Royal
Liverpool and
Broadgreen
University
NHS Trust

Suggested
key area for
quality
improvement

Key area for
quality
improvement 3

Appropriate
step up and
down of
treatment

QS3: All
individuals that
have their
asthma
treatment
escalated
beyond a
single
preventer
inhaler should
have evidence

Why is this
important?

poor at detecting over
use of therapy.

Often asthma
maintenance treatment
is escalated during
periods of exacerbation
however it is often not
reduced during periods
of control.

Both NICE and BTS
guidelines recommend
that patients should be

maintained on the lowest

effective dose of steroid.

Time and again
objective measures of

concordance are seen to

be poor in asthma, yet
good concordance is
associated with much
better outcomes.

Why is this a key area for
quality improvement?

agonists in the previous 6 months
from their repeat prescription (so that
they can be stepped down) or over
ordered (so that they can be stepped
up) is clinically plausible to be more
effective than an annual review.
Optimising patients to the lowest
effective dose and reviewing
frequently will avoid unnecessary
high dose prescribing and potential
side effects. Often there is a
reluctance to step down for fear of
exacerbation although studies have
shown that stepping down can be

safe in suitable patients.

Concordance assessments are very
simple in systems like EMIS. Acting
on them results in lower drug spend

and better outcomes.

Supporting
information

Usmani 2017

Hawkins 2003

111



CONFIDENTIAL

ID

Stakeholder

Why is this
important?

Suggested
key area for
quality
improvement
of >75%
concordance
with that initial
treatment.

Acute asthma — Severity assessment

67

68

Education for
Health

SCM4

Key area for
quality
improvement 2 | Patients presenting with
acute asthma are not
Assessment routinely assessed in

and accordance with the

management British asthma
of acute management guidelines
asthma resulting in poor

identification of severity
of the exacerbation and
subsequent poor
management.

Will add important
information on asthma
severity and
improvement following
SABA nebuliser
treatment

Lung function
testing (PEFR
or spirometry)
pre and post
nebuliser
during acute
asthma and

Why is this a key area for
quality improvement?

By listening to our students we are
aware of the challenges of assessing
and managing acute asthma in
clinical practice.

Our education is directly tailored to
developing a full understanding of
this issue but not all healthcare
professionals managing patients with
asthma are students of Education for
Health. Recommendations about
education and training and national
template would easily resolve this
situation.

Lung function testing is underused in
acute asthma management.

Supporting
information

NRAD

National asthma and
COPD audit
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quality
improvement
before
discharge
Acute asthma — Treatment of exacerbation
69 British Key area for Effective treatment of
Thoracic quality exacerbation.
Society improvement 5
70 SCM3 Key area for People aged five or over
quality presenting to a health
improvement 5 | care professional with a
Treatment for | severe or life threatening
acute asthma acute asthma attack
(exacerbation) should be
given oral or intravenous
steroids within one hour
of presentation.
71 SCM4 Acute asthma  Adopting a nationally

care pathway agreed acute care
pathway would ensure
not only prompt
treatment with
corticosteroids but also
more aggressive use of
nebuliser treatment.

Acute asthma — Follow-up after severe exacerbation

Why is this a key area for
quality improvement?

Example: Asthma UK estimate that
three people a day die from asthma
in the UK. Once an asthma attack
has commenced it is important that
the correct treatment is administered
as soon as possible to prevent
deterioration or death. Administering
steroids in a timely manner may not
only mean a reduction in deaths also
means that a person in an acute
attack may be discharged after
admission to an emergency
department rather than needing an
hospital admission

In many places every nebuliser has
to be prescribed separately and
there is frequently delay in patient
review and therefore prescription of
nebuliser treatment resulting in
suboptimal nebulisation and risk of
deterioration.

Supporting
information

BTS /SIGN British
guideline on the
management of asthma
SIGN clinical guideline
153 recommendations in
paras 9 and 12 and
guidance in annex 3-7

NAEPP asthma
guidelines 2007.
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72

Stakeholder

Asthma UK

Suggested
key area for
quality
improvement
Key area for
quality
improvement 5

Follow up in
primary care

Why is this
important?

People with asthma who
have had an emergency
admission due to an
asthma attack are at
high risk of further
asthma attacks.

Why is this a key area for
quality improvement?

NRAD found that nineteen (10%) of
those who died did so within 28 days
of being treated in hospital for an
asthma attack.

The BTS National Paediatric Audit
notes that there has been no
systematic improvement in
discharge planning in recent audits.
The Audit notes that ‘Discharge
planning in the form of education
about asthma and its treatment,
including asthma inhaler device
technique, are important not least
because they have been shown to
decrease the number of future
admissions with the asthma attacks.’

The BTS Care Bundle for patients
discharged from accident and
emergency departments following an
acute asthma attack, could be used
to improve the process of care. In
turn, its use could be a quality
measure to monitor improvement.

Improved data sharing between
primary and secondary care and
between settings — hospitals,
general practice, A&E, Out of Hours
— will be the most effective way to

Supporting
information

The National Review of
Asthma Deaths (2015)

BTS National Paediatric
Asthma Audit 2015

BTS Care Bundle
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Stakeholder

AstraZeneca

Suggested
key area for
quality
improvement

Patient
management
following a
severe
exacerbation

Patients
should
receive
appropriate
observation
by a
specialist,
and a
review of
maintenanc
e therapy
and
adherence
after an
exacerbatio
n
regardless
of the care
setting or
area of
country
they live in

Why is this
important?

Following a severe
exacerbation for asthma
(any exacerbation
requiring hospitalisation
or emergency medical
care), patients should
receive the same
standard of care and
follow up regardless of
the care setting they are
seen in, and the area of
the country they live in.

Patients who receive
appropriate care and
follow up following an
exacerbation are more
likely to keep well — the
NRAD report identified
that two-thirds of people
hospitalised in the month
before they died did not
receive the necessary
follow-up care.

An asthma exacerbation
that requires emergency

Why is this a key area for
quality improvement?

facilitate this and ensure that acute
asthma exacerbations are followed
up in primary care.

The NRAD report identified that two-
thirds of people hospitalised in the
month before they died did not
receive the necessary follow-up
care. The latest asthma UK audit
(2016) suggests that there are still
thousands of people with asthma not
receiving the correct treatment
following a potentially life threatening
episode.

Supporting
information

Please see the NRAD
report highlighting the
use of NHS services by
asthma patients who
died
https://www.rcplondon.ac
.uk/projects/national-
review-asthma-deaths

Please also see the
Asthma UK Annual
Asthma Survey 2016
report
https://www.asthma.org.
uk/share/?rid=6770

We also understand this
may be measured as
part of the RCP asthma
audit, due April 2018
https://www.rcplondon.ac
.uk/projects/asthma-
audit-development-

project

115


https://www.rcplondon.ac.uk/projects/national-review-asthma-deaths
https://www.rcplondon.ac.uk/projects/national-review-asthma-deaths
https://www.rcplondon.ac.uk/projects/national-review-asthma-deaths
https://www.asthma.org.uk/share/?rid=6770
https://www.asthma.org.uk/share/?rid=6770
https://www.rcplondon.ac.uk/projects/asthma-audit-development-project
https://www.rcplondon.ac.uk/projects/asthma-audit-development-project
https://www.rcplondon.ac.uk/projects/asthma-audit-development-project
https://www.rcplondon.ac.uk/projects/asthma-audit-development-project

CONFIDENTIAL

ID

74

Stakeholder

Education for
Health

Suggested
key area for
quality
improvement

Key area for
quality
improvement 3

Why is this
important?

care should be seen as
a trigger to review
current maintenance
therapy and adherence.
It should be seen as the
responsibility of the
treating clinician at that
time to ensure that
appropriate measures
are put in place to
prevent further
exacerbations and

optimise asthma control.

The BTS/SIGN
guidelines for asthma
recommend a range of
therapeutic options and
follow up following an
admission with acute
asthma. This includes a
discharge bundle which
likely requires increased
uptake across the
country.

Despite good evidence,
previous
recommendations and

Why is this a key area for
quality improvement?

Listening to the experiences of our
students in clinical practice informs
us that this recommendation is not

Supporting
information
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75

Stakeholder

National
Paediatric
Respiratory
and Allergy
Nurses Group
(NPRANG)

Suggested
key area for
quality
improvement
Follow up of
patients after
an
exacerbation of
asthma

Key area for
quality
improvement 4

Why is this
important?

sound guidance patients
are still not being
reviewed within 2
working days of
treatment for acute
asthma as a matter of
routine. This is
presenting risks of
further deterioration,
repeated exacerbations
and asthma death.

Follow up of asthma
attack within 2 working
days by asthma trained
HCP in primary to
ensure ongoing recovery
from exacerbation and
investigate reason for
loss of asthma control

Why is this a key area for
quality improvement?

met as a matter of routine.
Furthermore the recommendation is
not fully understood.

Great clarity around the timing and
specific purpose of this review is
needed.

Guidelines suggest review by
healthcare professional or GP within
2 working days after discharge.

BTS Paediatric audit found only 24%
had recorded that patient had been
told or given an appointment for
review by GP within 2 days of
discharge.

Only 16% by Healthcare profession |
e Respiratory Nurse Specialist

Supporting
information

o British Thoracic
Society/Scottish
Intercollegiate Guidelines
Network (2016) British
guideline on the
management of asthma

o Asthma:
diagnosis, monitoring
and chronic asthma
management (2017)
NICE guideline NG80

° Asthma UK

(2016) Annual Asthma
Survey 2016 report
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77

Stakeholder

SCM4

SCM4

Suggested
key area for
quality

improvement

People who
experienced a
severe asthma
attack should
be reviewed
after 3 months
following the
acute attack to
review asthma
control and
adherence.
BTS asthma
discharge care
bundle

Why is this
important?

The greatest risk factor
for an exacerbation is a
previous exacerbation
and more frequent
review for patients at a
higher risk of an asthma
attack should be
conducted.

This was developed to
achieve safe discharge
of patients following an
acute severe asthma
attack by a multi expert
commission.

Why is this a key area for
quality improvement?

NRAD has shown that many people
who died did not have a recent
asthma review.

NRAD found that many people died
soon after a hospital admission with
asthma.

Supporting
information

. Royal College of
Physicians (2014) Why
asthma still kills: The
National Review of
Asthma Deaths (NRAD)
Confidential Enquiry
Report

) British Thoracic
Society (2016) 2015 BTS
Paediatric Asthma Audit
Summary Report

NRAD report

https://www.brit-
thoracic.org.uk/standards

-of-care/quality-
improvement/care-
bundle-for-asthma/
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Stakeholder

Suggested
key area for
quality
improvement

Why is this
important?

Difficult/severe asthma — Referral to a specialist

78

79

Asthma UK

AstraZeneca

Key area for
quality
improvement 6

Difficult asthma

Patients who
remain
uncontrolled on
conventional
therapy should
be referred to a
specialist.

There are approximately
200,000-250,000 people
with severe asthma in
the UK, of whom around
50,000 are on the
highest level of
treatment (Walsh et al,
1999).

People with difficult
asthma face a
considerable loss in
quality of life. Despite
recommendations for
people to be referred to
specialist care when on
high dose treatment or
continued oral
corticosteroids, many
are not under specialist
care.

Specialist care from
either the secondary or
tertiary setting is
essential for severe
asthma patients, as
additional measures can
be taken to diagnose

Why is this a key area for
quality improvement?

In 2014, the National Review of
Asthma Deaths reported on the
circumstances surrounding and
leading up to 195 asthma deaths
between February 2012 and January
2013 (14% of 1374 asthma deaths
reported in 2012). Whilst severe
asthma accounts for a small
proportion of people with asthma,
39% of the people who died and
were included in the review had
severe asthma.

The quality statement should reflect
the need to ensure that people with
difficult asthma are referred to
specialist care — and not merely
‘offered an assessment’. This could
help improve health outcomes and
reduce deaths.

Confidential study data provided.

Supporting
information

Severe asthma: the
unmet need and the
global challenge (Asthma
UK, 2017)

Walsh LJ, Wong CA,
Cooper S, et al.
Morbidity

from asthma in relation
to reqular treatment: a
community based study.
Thorax, 1999;54:296-
300.

There is considerable
variability across the UK
of referral rates to both
secondary and tertiary
care.
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Stakeholder

Suggested
key area for
quality
improvement

Why is this
important?

Why is this a key area for
quality improvement?

and manage patients in
these settings, which
can potentially avoid
asthma exacerbations,
improve control, and
reduce OCS
dependence.

Both NICE and
BTS/SIGN guidelines
highlight that patients
who remain uncontrolled
on conventional therapy
should be referred to a
specialist. This will help
with a diagnosis — either
severe asthma or a
misdiagnosis of asthma.
BTS/SIGN suggests that
patients with suspected
asthma who failed to
respond to an initial trial
of ICS or have atypical
symptoms may require
additional testing to
confirm the diagnosis.
NICE 2017 recommends
the establishment of
diagnostic hubs to
evaluate such
symptoms.

Supporting
information

There are currently
several pilot studies
evaluating Diagnostic
Hubs and Active Case
Finding based on ICS
prescribing to improve
appropriate referral and
review.
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80

Stakeholder

Novartis
Pharmaceutic
als UK Limited

Suggested
key area for
quality
improvement

Key area for
quality
improvement 3:

Uncontrolled
asthma and
specialist care

Why is this
important?

There is strong evidence
to demonstrate that
patients with
uncontrolled asthma
(NICE definition -
asthma that has an
impact on a person's
lifestyle or restricts their
normal activities)
experience better
outcomes when
reviewed by an asthma
specialist.

In alignment with new
NICE guidelines,
clinicians should seek
expert advice about
uncontrolled asthmatic
patients. We believe that
this recommendation
should be strengthened
in line with similar
recommendations from
NRAD for the proactive
identification and review
of uncontrolled asthma
patients to be seen by
an asthma specialist.

Why is this a key area for
quality improvement?

According to NRADs
recommendation (NRAD key
recommendations, organisation of
NHS services, recommendation 2)
we would advocate that patients with
an asthma diagnosis who have had
either an A&E attendance, inpatient
admission or greater than 2 courses
of systemic corticosteroids (oral or
injected) in the last 12 months must
be proactively identified and
reviewed by an asthma specialist.
We believe that systems required to
do this are already in place to
proactively identify this group of
patients with high unmet need in
primary care.

According to Scottish Intercollegiate
Guidelines Network (SIGN) and
British Thoracic Society (BTS)
recommendations (management of
acute asthma, 9.1.5), a respiratory
specialist should follow up patients
admitted with a severe asthma
attack for at least one year.

NRAD recommended that every
NHS hospital and general practice
should have a designated clinical

Supporting
information

NICE. Asthma:
diagnosis, monitoring
and chronic asthma
management. NICE
Guideline. November
2017. Available online at:
https://www.nice.org.uk/g

uidance/ng80/resources/
asthma-diagnosis-
monitoring-and-chronic-
asthma-management-
pdf-1837687975621

Royal College of
Physicians. National
Review of Asthma
Deaths. May 2014.
Available online at:
https://www.asthma.org.
uk/globalassets/campaig
ns/nrad-full-report.pdf

SIGN 153. British
guideline on the
management of asthma.
A national clinical
guideline. September
2016. Available online at:
http://www.sign.ac.uk/as
sets/sign153.pdf
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Stakeholder

Royal
Liverpool and
Broadgreen
University
NHS Trust

SCM1

Suggested Why is this
key area for  important?

quality

improvement

QS5: All The treatment of asthma
individuals on with oral steroids has
regular oral long been a trigger for
corticosteroids | referral, but still most
for asthma people on “step 5” are
should have not under specialist

had a review in | care.

a specialist

asthma centre
within the last 2

years.
Key area for Published evidence
quality suggests that people

improvement 2 | with severe asthma have
symptoms for up to 20
years before referral to
specialist services.

Through NICE HTA
there are now multiple
targeted biologic
therapies available for
people with severe
asthma.

Why is this a key area for Supporting
quality improvement? information

lead for asthma services. NRAD also
recommended that patients who
have had more than 12 short acting
beta agonist (SABA) inhalers in the
previous 12 months should be
invited for urgent review by an
asthma specialist.

We now have effective options in
place of steroids (MAbs), but for
most people we don’t use them as
the specialist centre finds another
issue (e.g. concordance) or a
comorbidity (e.g. ILO)

Prompt referral to specialist centres | NHS England Adult

will allow early access to novel Respiratory CRG service
treatments and minimise the side specification for Severe
effects of long term oral steroid use. = Asthma

Published evidence demonstrates an
improvement in quality of life and
decreased healthcare utilisation in
the 12 months following review at a
specialist centre independent of the
impact of starting novel therapies.
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84

Stakeholder

SCM4

SCM5

Suggested
key area for
quality
improvement
People with
difficult asthma
are offered an
assessment by
a
multidisciplinar
y difficult
asthma
service.

Key area for
quality
improvement 3

Follow up/
appropriate
specialist
referral

Why is this
important?

This is a group of
patients with complex
problems and increased
risk of a severe asthma
attack.

| think this really could
be argued to go hand in
hand with improvement
2.

If diagnosis is of doubt
or that the patient is at
the level of treatment the
health professional
involved should refer to
the specialist within their
area.

Difficult/severe asthma — Non-pharmacological treatment

85

Association of
Paediatric
Chartered
Physiotherapis
ts

The provision
of a dedicated
paediatric
physiotherapy
service for the
assessment of
dysfunctional
breathing and
management

A dysfunctional
breathing pattern can
mimic asthma or
exercise induced
asthma. The national
BTS asthma guidelines
2016 identify that poor
asthma control may be

Why is this a key area for
quality improvement?

Supporting
information

Multidisciplinary asthma services are
not yet the norm in the management
of childhood asthma and this has
been implemented in few hospitals.

Patients should receive medical As above
review from the most appropriate

professional. If they are not referred

then this will again cause

unnecessary morbidity for the patient

and family involved.

There is currently no mention of the
assessment and management of
dysfunctional breathing in the current
NICE guidelines.

We are aware as a profession that
especially in the paediatric
population there is a national
inconsistency in the physiotherapy
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Stakeholder

Suggested
key area for
quality
improvement
through
breathing re-
training.

Why is this
important?

also be due to
dysfunctional breathing.

BTS therefore state that
dysfunctional breathing
should be considered as
part of a difficult asthma
assessment.

An assessment by a
skilled physiotherapist
would assess and treat
accordingly and may
reduce the use of
pharmacological agents.

Breathing retraining
programmes improve
quality of life in patients
with incompletely
controlled asthma
despite having little
effect on lung function or
airway inflammation.
Such programmes can
be delivered
conveniently and cost-
effectively as a self-
guided digital
audiovisual programme,

Why is this a key area for
quality improvement?

Supporting
information

service to this group of patients. Few
centres offer a dedicated service to
paediatric asthma patients.

Wells (2017) performed a national
benchmark of physiotherapy
provision for children with difficult
asthma (DA) and found that 89% of
physiotherapy input to DA is not
directly funded by the asthma or DA
teams and 66% of physiotherapy
services have no set hours
dedicated to provide services or
designated physiotherapist for the
DA team (taken from abstract from
winter BTS meet 2017).

Barker N et al demonstrated the
benefits of a physiotherapy led clinic
but then mentioned that this is not
the case nationally and was very
specific to that hospital (Sheffield)
Ref: Getting to grips with
‘dysfunctional breathing’. Paediatric
Respiratory Reviews. 2015;16(1):53-
61.)

Bruton et al (2017) state that
breathing retraining programmes can
improve quality of life in those with
asthma. However, clinicians rarely
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Stakeholder

Association of
Paediatric
Chartered
Physiotherapis
ts

Suggested
key area for
quality
improvement

Areas of
development
and research
required to
potentially
enhance the
paediatric
asthma
physiotherapy
service.

Why is this
important?

so might also reduce
health-care costs.

Keys areas in which
physiotherapy could be
beneficial are exercise
prescription, airway
clearance when
indicated, and
musculoskeletal
management (including
thoracic posture and
mobility, continence.)

Due to the emergent
nature of the
physiotherapy service to
this patient group, there

Why is this a key area for
quality improvement?

advocate breathing retraining and
access to this intervention is
restricted for most patients due to
the limited availability of suitable
physiotherapists and poor integration
of breathing retraining into standard
care. Ref: Physiotherapy breathing
retraining for asthma: a randomised
controlled trial. Lancet Respiratory
Medicine 2018; 6(1): 19-28.

In support of exercise Holloway E,
Ram FS showed that physical
exercise training has shown no
effect on PEF, FEV1, FVC or
ventilation at maximal exercise
capacity. However, exercise did
have significant effects on oxygen
consumption, maximal HR and work
capacity. Exercise training and
breathing pattern retraining with
exercise is important for symptom
differentiation, to improve fitness and
tackle obesity in this population. In
reducing obesity and improving
functional ability has been shown to
reduce the symptoms of asthma.
Ref: Breathing exercises for Asthma.
Cochrane Database of Systematic
Reviews. 2004. Issue 1

Supporting
information
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Stakeholder

Boston
Scientific

Suggested
key area for
quality
improvement

Key area for
quality
improvement 1:

Management
of severe
asthma in adult
patients,
informed
consent

Why is this
important?

also needs to be
development and
clarification in the
following areas:
-Referral criteria
-Establishing an
appropriate referral point
e.g. screening tool for
other members of the
MDT.

-Validated outcome
measures.
-Technological tools e.g
virtual appointments

Severe asthma is a life
threatening disease with
significant negative
impact on quality of life.
Therefore it is crucial to
provide more guidance
for the treatment of this
group of patients.
Patients must be offered
all therapies that have
proven increased health
benefits. By therapy we
mean not just
pharmacological
treatments but also non
pharmacological

Why is this a key area for
quality improvement?

Supporting
information

Further studies are recommended to
assess efficacy in the other areas
stated.

It is important to ensure all patients
receive the most appropriate
treatment at the right time.
Unfortunately some patients wait too
long before having access to certain
therapies and for this reason we
recommend quality standards for
ensuring all treatment options are
communicated at the correct time
and also to provide specific guidance
as to the optimal patient pathway
based on the latest evidence
available. This might be best
informed by the data in the difficult
asthma registry.
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Additional
developmental
areas of
emergent
practice

88 Primary Care
Respiratory
Society UK

Breathing
retraining
Additional areas — Smoking cessation

Why is this
important?

Why is this a key area for
quality improvement?

treatment (for instance
therapies delivered
through the use of
medical devices). The
healthcare professionals
specialized in asthma
have a fundamental role
in identifying which
treatment would work
best at a specific point of
the patient pathway, and
identifying patient sub-
groups proven to
respond to non-
pharmacological
therapies. We believe in
the importance of
providing treatment
options tailored to the
individual patient.

This approach may avoid the need

to progress to higher dose
medication.

Supporting
information

1. http://www.thelan
cet.com/journals/lanres/a

rticle/PI1S2213-
2600(17)30474-5/fulltext
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89 Pfizer Ensure
smoking
cessation is
offered to all
asthma
patients who
currently

smoke

90 Primary Care
Respiratory
Society UK

Help to quit
smoking

Why is this
important?

Smoking is associated
with reduced
responsiveness to
corticosteroid therapy,
poorer symptom control
and worse outcomes in
asthma patients1

Although smoking rates
are declining, smoking
cessation clinics are
being decommissioned
around the country. We
know you are 4 times
more likely to quit
successfully with
additional support
including NRT

Why is this a key area for
quality improvement?

Smoking cessation support and
pharmacotherapy offered to all
asthma patients. See the report on
smoking cessation from the PCRS
“Two thirds of people with asthma
admitted to hospital in the UK are
current or ex-smokers and at least
as many people with asthma smoke
as in the general population. For
these people intensive and evidence
based stop smoking support should
be part of their essential treatment.”2

Up to 33% of people with mental
health problems and more than two-
thirds (70%) of patients in psychiatric
units, smoke cigarettes. 42% of all
the tobacco smoked in the UK is by
people with a mental health problem.
(PCRS N Baxter 2014).

The annual QOF smoking returns
suggests that up to 1:4 people with
common long-term conditions
continue to smoke. (as above)

Supporting
information

1. NCSCT Clinical
Case for Smoking
Cessation for
RESPIRATORY
PATIENTS
http://www.ncsct.
co.uk/usr/publ/inte
rventions-in-
secondary-care-
june-10-
respiratory-
patients-

factsheet.pdf
2. PCRS Tobacco

dependency
report:
https://pcrs-
uk.org/tobacco-
dependency-0
Stopping smoking
reduces all cause
mortality in people with
mild and moderate
airways obstruction
according to a 14.5-year
cohort study that
followed subjects in
receipt of an intensive
quit smoking
intervention. (PCRS —
Noel Baxter. Date of
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91

Stakeholder

Royal College
of General
Practitioners

Suggested
key area for
quality
improvement

Smoking

Additional areas - Training

92

93

Association of
Respiratory
Nurse
Specialists

Napp
Pharmaceutic

als Limited

Every NHS
hospital and
general
practice should
have a
designated,
named clinical
lead for asthma
services,
responsible for
formal training
in the
management
of acute
asthma

Key area for
quality
improvement 5

Why is this
important?

Smoking worsens
asthma

If someone has
responsibility for taking a
lead then education may
be improved in both
chronic and acute
asthma, thus saving
lives.

Access to asthma
trained healthcare
professionals and
objective tests are
essential for the

Why is this a key area for Supporting
quality improvement? information

Production: November

2014 Resource Number:

2014SC001.1)

All patients with asthma should be
asked regularly about their smoking
habits and not just those in the
teenage years.

NRAD report 2014.

There is a variation in asthma
outcomes throughout the UK.
Obijective tests such as spirometry
and FeNo are not universally
available but are recommended by
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Stakeholder

Napp
Pharmaceutic
als Limited

Suggested
key area for
quality
improvement
Access to
trained asthma
specialist in
Primary care
(Nurse or GP)

Additional
developmental
areas of
emergent
practice

Ongoing
asthma training
for Healthcare
professionals
(HCP’s)

Why is this
important?

appropriate and effective
diagnosis and
management of asthma
patients.

NICE recognises the
value/importance of
diagnostic hubs and
access to objective tests
such as spirometry and
FeNO.

Spirometry is the “gold
standard” respiratory
test and is essential
when diagnosing new
patients and for
differentiating between
asthma and COPD.

In order to provide
effective asthma
management, it is vital
that GP’s, nurses and
practice based
pharmacists are kept
updated and fully trained
on the array of new
medication options on
the market. Training on
how to identify and

Why is this a key area for
quality improvement?

NICE and BTS/SIGN for the
diagnosis and monitoring of asthma.

Training is required in order to
conduct and interpret spirometry
correctly and is not always available
due to resource pressure for HCPs
e.g. Nurses are now managing
multiple long term conditions
including asthma without being
specialists in all areas

If HCP’s are not aware of the choice
of medications available or how to
use them, it may limit medicines
optimisation.

NRAD report suggests identifying
uncontrolled asthma patients or
those on high dose ICS to be
reviewed to help avoid avoidable
deaths from asthma. HCP’s should
be fully trained to ensure they can
carry this out effectively.

Supporting
information

https://www.rcplondon.ac

.uk/file/868/download?to

ken=JQzyNWUs
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CONFIDENTIAL

ID

95

96

Stakeholder

Primary Care
Respiratory
Society UK

Royal College
of Nursing

Suggested
key area for
quality
improvement

Health care
professionals
undertaking
asthma care
should have
appropriate
qualifications
and up to date
training

Every NHS
hospital and
general
practice should
have a
designated,
named clinical
lead for asthma
services,
responsible for

Why is this
important?

manage uncontrolled
asthma patients.
Outcomes in Primary
care are very variable
and some of this
variability can be
attributed

Access to asthma
trained healthcare
professionals and
objective tests are
essential for the
appropriate and effective
diagnosis and
management of asthma
patients.

to the standard of care
received during routine
reviews

If someone has
responsibility for taking a
lead then education may
be improved in both
chronic and acute
asthma, thus saving
lives.

Why is this a key area for
quality improvement?

The drive to reduce costs in Primary
Care is leading to many untrained
HCPs delegating to untrained
individuals

Training is required in order to
conduct and interpret spirometry
correctly and is not always available
due to resource pressure for HCPs
e.g. Nurses are now managing
multiple long term conditions
including asthma without being
specialists in all areas

NRAD report 2014.

Supporting
information

This vital area of the
performance of the NHS
in respect of asthma and
other respiratory
diseases is under
resourced and under
researched. It is likely
that improvements in
health care professionals
education and in the
conditions of practice in
primary care will do
more to improve
outcomes than
modifications in
guidelines.
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ID Stakeholder | Suggested
key area for

quality

improvement

formal training
in the
management
of acute
asthma

Why is this
important?

Additional areas — Measuring outcomes

97 Royal College
of General
Practitioners

Acute Hospital
Attendances
for asthma

Additional areas - Transition

98 SCM5 Key area for
quality
improvement 4

Transition

Asthma attendances are
in theory preventable

Transition is important to
consider — although |
understand if this may
be out of scope.
However not only talking
about transition between
paediatric and adult
service but between
tertiary, secondary and
primary care. As a
tertiary centre for

Why is this a key area for
quality improvement?

Measuring asthma hospital
attendances is an outcome measure
rather than a process and therefore
is more significant to the patient and
the NHS system.

Teenagers need appropriate advice
so they can take on their own
asthma care.

Patients and families often get
confused to who leads on asthma —
sometimes getting conflicting advice,

Supporting
information

Asthma admissions are
routinely measured as
part of ambulatory care
sensitive attendances at
A+E through the data
collated by
commissioning support
units. Primary care
should be assessed
against this.

NICE (QS140)

132



CONFIDENTIAL

ID Stakeholder

Other comments

99 British
Thoracic
Society

100 | British
Thoracic
Society

Suggested Why is this Why is this a key area for Supporting
key area for  important? quality improvement? information
quality
improvement

paediatric asthma — our

patients are seen by us,

primary care and some

also in secondary care —

there often are “blurring”

of responsibilities.
Key area for Early initiation of ICS:
quality
improvement 2 | Commencing patients on

SABA only at diagnosis

as supported by NICE

would be considered a

sub-optimal less

effective treatment

approach when

considering

effectiveness outcomes

such as mortality or

serious high risk events.
Additional . Evidence for this
developmental | FENO as a diagnostic NICE have encouraged the use of is based on 1 non-UK
areas of tool FENO in every patient as a and probably non-
emergent diagnostic component of the generaliable study and
practice algorithm for ALL patients we would encourage the

development of a robust
research programme to
investigate this and
believe it is too
conceptual an approach
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Stakeholder

Suggested Why is this Why is this a key area for Supporting
key area for  important? quality improvement? information
quality

improvement

ICS at diagnosis

NICE have dismissed ICS at
diagnosis for all patients on cost
effective grounds.

on which to base a
quality standard.

. One potential
response would be to
explore death rates
prospectively in practices
that adopt NICE
compared to BTS/SIGN
(perhaps Scotland v's
England). Those deaths
found in the NRAD study
who were off ICS (never
treated) are completely
avoidable if ICS used at
baseline. Further data,
will be available later this
year from the publication
based on the Melbourne
thunderstorm event,
where even a single
dose of ICS in preceding
24 hours, resulted in
100% protection from a
fatal outcome, or even
an ICU ventilation
episode, in the worlds
largest single epidemic
of thunderstorm asthma
deaths. Data is available
from the proceedings of
the national conference
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ID

101

Stakeholder

Royal College
of General
Practitioners

Suggested
key area for
quality
improvement

Why is this
important?

Why is this a key area for
quality improvement?

Supporting
information

A single unified
guideline within
the UK on
asthma. The
RCGP have
feedback to
NICE, with the
PCRS, about
our concerns
about

Ensuring there is a generalist (GP)
perspective on NICE guidelines
development groups, the
management of patients in the
community using diagnostic tools
that are available to primary care
including peak flow monitoring and
spirometry which provides baseline
objective measurement of asthma
control at the time of diagnosis and

on this even in Australia
and is awaited in
publication in next few
months.

. NICE accept
LTRA as a second
controller although this is
a clearly less effective
treatment than LABA
when tested head to
head. Therefore we
believe NO quality based
standard could be based
on this concept. However
we would fully support
the development of high
quality real life research
that attempts to answer
this question.

The British Thoracic
Society (BTS) have
identified the key
differences between the
BTS/SIGN and NICE
guidelines on the
diagnosis and
management of asthma.
These include diagnosis,
pharmacological
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ID Stakeholder

Suggested
key area for
quality
improvement
recommending
a diagnostic
test (FeNo) in
General
Practice (GP)
that is not
freely available
or used either
in primary care
and to an
extent in
secondary
care.

(FeNo testing)
which is then
likely to
increase work
demand
pressures in
secondary
care.

Why is this
important?

Why is this a key area for
quality improvement?

reassessment, and the importance
of reserving patient referral to
secondary care for those patients
who are identified at high risk (e.g.
from the Review of Asthma deaths 4
) and not just referring because of
the lack of availability to us in
practice of a presumed diagnostic
tool

Supporting
information

management, treatment
at diagnosis, the
introduction of
leukotriene receptor
antagonists (LTRA) after
low dose inhaled
corticosteroids (ICS),
maintenance and reliever
therapy (MART) and
treatment beyond
combined inhaler therapy
as well as some other
issues in managing
asthma in children.
BTS/SIGN guideline also
provides
recommendations for
important aspects of
asthma management
that are not addressed
within NICE guidelines.
These include guidance
on inhaler devices, the
management of acute
asthma attacks in both
adults and children, the
management of difficult
asthma, guidance on
asthma in adolescents,
in pregnant women and
on occupational factors.
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102 | Royal College
of Physicians

Suggested Why is this Why is this a key area for Supporting
key area for  important? quality improvement? information
quality

improvement

1.

White J, Paton JY
, Niven R, et al
Guidelines for the
diagnosis and
management of
asthma: a look at
the key
differences
between
BTS/SIGN and
NICE

Thorax Publishe
d Online First: 03
January

2018. doi: 10.113
6/thoraxjnl-2017-
211189

response submitted by the British Thoracic Society (BTS).

The RCP is grateful for the opportunity to respond to the above consultation. We would like to endorse the
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