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Asthma/Recurrent Wheeze Aspirational 1° and 2° Care Pathway?

Numbers in superscript refer to corresponding Healthy London Partnership (HLP) Standard as outlined in London Asthma Standards for Children and Young People, HLP, 2016

Haringey

Chronic/Mild Symptoms
cough, wheeze, breathlessness,
chest tightening

Acute/Severe Symptoms
respiratory distress, cyanosis (colour change), altered
level of consciousness, silent chest, pulsus paradoxus

At presentation: Objective measure of severity as per locally agreed asthma guidelines*

Further management needed?

Severe/Life threatening + age >5 years: steroids within 1 hour of presentation?

T e |

1 Further management needed?

2

FURTHER EMERGENCY / URGE ARE

Commence discharge planning from point of
admission + give estimated discharge date3?

Further management needed?
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https://www.asthma.org.uk/advice/child/manage/action-plan/
http://healthylondon.org/hlp-archive/sites/default/files/u102092/019988%20-%20Asthma%20Toolkit%20Pharmacy%201.1-RB.pdf
http://healthylondon.org/hlp-archive/sites/default/files/u102092/019988%20-%20Asthma%20Toolkit%20Pharmacy%201.1-RB.pdf
https://www.asthma.org.uk/advice/child/manage/action-plan/
http://www.brit-thoracic.org.uk/document-library/clinical-information/asthma/btssign-asthma-guideline-2016/
http://www.brit-thoracic.org.uk/document-library/clinical-information/asthma/btssign-asthma-guideline-2016/
http://www.brit-thoracic.org.uk/document-library/clinical-information/asthma/btssign-asthma-guideline-2016/
http://www.ncsct.co.uk/publication_very-brief-advice.php
http://www.monkeywellbeing.com/wp-content/uploads/2014/09/asthma-plan-v3.pdf

Healthy London Partnership London Asthma Standards for Children and Young People

As per London Asthma Standards for Children and Young People, HLP, 2016
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Standard Standard
1 All organisations/services must have a named lead responsible and accountable for asthma (which includes children and 24 There are systems in place in acute and community care for identifying patients at high risk, poorly controlled or severe asthma
young people (CYP)). and monitoring/tracing and managing those CYP who have had in the last year:
2 There are formal partnerships established between providers of CYP services. - More than one admission.
There is demonstration of a commitment to work within a multidisciplinary** network of care across the pathway that - Admission to HDU, ICU, PICU.
focusses on children with asthma and links providers, commissioners, public health and local authorities with CYP and their - Two or more attendances to the emergency department or out of hours care in the last year.
families. - Two or more unscheduled visits to the GP (requiring short courses of oral steroids).
The networks develop shared pathways, protocols and consider workforce planning. - Ten or more salbutamol inhalers.
There is evidence of collaboration between all sectors including local children’s safeguarding boards. - 80 per cent or less uptake of repeat preventer prescriptions.
6 Every child has an assessment of the triggers for their wheeze and is educated about how to deal with this. 25 There is access to paediatric physiotherapist with an interest in dysfunctional breathing (ideally ability to direct refer from
Children with asthma should be screened for other atopic comorbidities, in particular allergic rhinitis and food allergy. primary care).
There is access to a paediatric allergy service for assessment and appropriate management, including adrenaline auto 27 NICE Statement 3: People with asthma receive a written personalised action plan. (This should be age appropriate.)
injector device prescription and training if required. 28 NICE Statement 5: People with asthma receive a structured review*at least annually (preferably every three months, depending
7 Consultations routinely promote healthy lifestyles, including assessment of long term health needs, such as: on severity and clinical need). This must include understanding of their condition and treatment, assessment of adherence,
. Systematic approach to obesity (e.g. growth measurement, calculation of BMI). inhaler technique and children’s ACT40 for those aged over four years.
. Assessment of CYP and family for living conditions and housing freed from damp and mould, alcohol, drugs 29 NICE Statement 11: People with difficult asthma** are offered an assessment by a multidisciplinary difficult asthma service.
and smoking. 30 There is a system to communicate the name of the responsible lead / link person caring for child to patients and families.
Every child and their family are assessed at health or social care encounters for their exposure to smoking either actively or 32 Systems are in place to ensure safe discharge and transfer between providers. This includes the following:
passively (this includes e-cigarettes). They should be provided with brief advice and referred to smoking cessation clinics. - All admitted CYP have discharge planning and an estimated discharge date as part of their management plan as
There is access to smoking cessation clinics and other support services for families, Fraser competent CYP and carers that soon as possible.
address issues of smoking and monitor outcomes. R The primary care team / GP is informed of discharge within agreed timescale of each attendance and follow up is
12 CYP and their families have access to self-management support packages which may include peer support. booked within two days (including health visitor and school nurse).
13 NICE Statement 4: People with asthma are given specific training and assessment in inhaler technique before starting any - Information is provided to GP and community teams electronically within 24 hours.
new inhaler treatment. (This should be age appropriate.) - Clear written information and advice is provided to families which includes what to do, when and where to access
14 NICE Statement 1: People with newly diagnosed asthma are diagnosed in accordance with BTS/SIGN13 and NICE34 further care if necessary, clear instructions on follow up and arrangements in case of emergency at home. This
guidance. includes telephone advice.
15 NICE Statement 6: People with asthma who present with respiratory symptoms receive an assessment of asthma control. - Pharmacies ensure availability of medicines and utilisation of home delivery services. This is of greater relevance for
16 NICE Statement 10: People who received treatment in hospital or through out-of-hours services for an acute exacerbation weekend discharge.
of asthma or wheezy episode are followed up by their own GP practice within two working days or less* of treatment. 37 There are systems in place to:
If required secondary care follow up is provided within one month for every child admitted with asthma and for patients - Identify, monitor, and manage through an alert system to clinicians the numbers of prescriptions for prednisolone,
who have attended the emergency department two or more times in the past 12 months. inhaled steroids, 10 or more preventer inhalers in a year, children with asthma and flu jab uptake.
17 Clear effective partnership arrangements are in place between health, education and local authorities for management of - Identify and manage CYP prescribed inhalers at doses higher than recommended in product licence.
CYP with asthma within primary and secondary schools (Asthma friendly schools programmes). This includes the adoption - MURs and new medicine reviews for to promote medicines optimisation including inhaler technique assessment
of government policy on emergency inhalers and early years settings such as children’s centres having access to education - Note: Reviews with parents for younger children: PSNC guidance states the patient must be competent to give
programmes for children with wheeze. consent to receive the service and to share information as required by the consent arrangements in order to be
18 CYP have an individual healthcare /action plan in place. The school has in place: eligible to receive the service. There is no minimum age, but pharmacists will know that the younger the child, the
- Register of all CYP with asthma. greater the likelihood is that they would not be competent.
_ Management plan for each child. - Use of CCG medicines management teams to develop local prescribing guidelines to support evidenced based care
- Named individual responsible for asthma in school. for CYP.
- Policy for inhaler techniques and care of the CYP with asthma. - Coordination between CCG medicine management pharmacists, secondary care pharmacists and community
_ Policy regarding emergency treatment. pharmacists to monitor adherence to national and local prescribing guidelines.
_ System for identifying children who are missing school because of their asthma or who are not partaking in - Use of community pharmacists to monitor and promote medicines optimisations initiatives through the application
sports / other activities due to poor control. of clinical audits
21 NICE Statement 7: People with asthma who present with an exacerbation of their symptoms receive an objective 39 Children and young people have contact with healthcare professionals who have received appropriate training and
measurement of severity* at the time of presentation. ongoing education in paediatric asthma with appropriate updating at least every three years, including access to a
22 NICE Statement 8: People aged 5 years or older presenting to a healthcare professional with a severe or life-threatening specialist paediatric nurse with asthma diploma level training and CPD in paediatric asthma. This includes primary care and
acute exacerbation of asthma receive oral or intravenous steroids within one hour of presentation and seen by the the wider MDT such as pharmacists, health visitors and schools.
respiratory team directly. At least one practice nurse in every practice or someone in every school is trained in managing asthma (i.e. holds a
recognised certificate of competence, such as an asthma diploma), and has experience in supporting children with long
23 NICE Statement 9: People admitted to hospital with an acute exacerbation of asthma have a structured review by a term conditions.
member of a specialist respiratory team™** before discharge. Community pharmacists who wish to undertake an extended role in delivery of MURs are trained and competent to do so.
The structured review includes: . . . 40 All healthcare professionals who work with CYP and their parents and carers should undertake the validated 20 minute
- Assessment of control (Children’s Asthma Control Test (ACT)40 if aged over 4 years) and / or triggers for online training from the National Centre for Smoking Cessation Training on Very Brief Advice or an equivalent evidence-
wheezing. based programme.
- Inhaler techniques. - " "
41 Networks develop a formal shared education programme and encourage rotation of staff and shared learning

- Self-management and how to manage acute exacerbations.
- Personal asthma action plan.
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opportunities and standardisation to develop and maintain skills across the care pathway.
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Appendix 1:

Acute Wheezy Episode
Management for Children 2-5 Years

Consider other diagnosis if nny of the

Sallsling e P'“‘: . L Assessmsent by appropriate

Fever healtheure professionals (doctor/narse)
“Inspiratory seridor *Histary ~ current epssode, background control,
*Dysphagia PMH, FH, snoking

*Tachypnoca without wheexe *Vital signs mcloding saturations

*Persistent wet'productive cough *General appearance, cyanosas?

-Amznnn on afnculmmn“l'oul spns *Use of accessory tmscles
:;"“:"I;‘;‘;lj““"‘ o filjwing growh *Breathlessness - able so speak feed?

“Firger clubbing, nasal polyps *Auscultation of chest - air entry, ackled sounxls
*Symptons present from bisth

1. Episadic/Viral Induced Wheeze (VIW): Discrete episodes of wheeze associated with viral upper respiratory truct infections {URTIs)
(OR) Multi-Trigger Wheeze (MTW): Wheezing with URTEs but abeo in between episodes with ether triggers. Is this early asthma?

N ¥
v Y

2. Mederate 2 Sowr « Lifcthraatcin
* Ssturation >92% i air Presence of any of the fellowing: Presence of any of the following:
* Moderate wse of y ! *Suturations <92% in mr, Saturatsons < 92% in ar
Bereathless on exertion only SHIR =140 bpm, RI > 40 bevuths/men oSders chest
* Moderate whoens sMarked ase of accessoty nus les *Pooe replraieey ellforexhiaustion
L *Too hreuthless to talk feed, unable to complete Confiica/reduced GCS
. senfences *Cyanesis
*Give & puffs of 100 mecrogrum salbatamol MDI st Yontrvwsi (pesEaimi)
v spacer {adal breathing, | pudf W every 5 &
breaths) 8. Give 6 pufls of 100 mecrogram salbutamol 11
*Reassess 20 munutes post intervention MDI via spacer {tidal becathing, | puff to every 5 I duate medical by a doctor
¥ breaths) gg 2 Smg salbutamol via oxygen driven *Dial 999 / 2222 (in hospital)
6. Good response? nebuliver (if not tolerateg inbaler or SpO; <92% *Ciave bagh flow oxygen if available
“Subtle or mo use of oessoey  mscles Also give atrovent {peatropins brommide ) « 1 pud *Cave salb 12 S & i T b A
*Can complete sentences (if okl enongh) No of 20mxg inhalor gg 250me g nebuliser) 250meg vis oxygen daven nebuliser of available
“Mizmirml wheeae *Ciive high flow oxygen (sim SpO; M.U8"%) Izt give 6 puffs of 100meg salbutamol + | puf
«Saturatuons ~M% *Reassess 20 mimutes post infervention of 20emcy rpratropaum broamide MDI via spacer
- *Repeat treatment every 20 munates if needed *Repeat nchohisers'inhalers every 10-20men or
&‘ 3 *Reassess | hour past stating treatment mere froquently if needed (back-obadk).
7. Disct plan (BTS recommendations) £ » Give oral steroids |see box J5419)
*Before dischange review background : No &E
wheeze asthma control 9. Good response? Primary Care "\ -
*Check inhaler technigoe Yes & Pathway Seaay
sReview madication *Subtle or o use of acoossory muscles
sAsk shout smoking (parent). 1If yes, offer guit *Can complete sentenoes i1f old enough) 1 !l’ﬁmr! Care) 1. (.‘\&El
smakiag support. ; *Minimal wheeze «Dial 09 . Dial 2222
*(hock undorstanding of coedition and sigapost «Saturntions 204%
o further resourcen® *Contact Sty * Follow local
*All children peed 2 written persanal No pecdatne registrur acute wheere
wheeze/ asthma actica plan, for regular Primary Care ARE (wee bax 14) emergency
medscation and what 1o do when they start 1o Pathway Fathway “Continese m\g\.m suidelines
hecome unwell* Jou
*Ciive a weaning plan for salbutaenol 100 10. (Pml-r\' care) 1o (""‘E’ pratropium lbaupv
mecrograms MDI plus spocer . Dl 2222 isee bax {1}
* Day 1: 6 pufls every 4 hours *Cantact dm *Follow local acute «Send written
«Day 2: 4 puffs every 6 hours pacdsatric regastrar wheeze emergency assesstoent with
* Day 3 2 puffs as required {see bax 14) wudelines Fatent
*Advise pureets to book o GP/Practice nurse *Cantineo oxygen, *Ambulance transter
review within d8hex. Review as above salbutamol and
Sterobds (sev bax J9): There is latle evidence for atrovent therapy
steroads i VIW, but it may be helpfud in MTW (swe bay )
Coasider if >3 episodes of VIW (umlicenssed *Send waitten » Uicfel vesniriets
indicamon)). assessment with : E
patient m— -
Referral to secondary care if: (soc box 14) Referral to secondary care if: {see box [4)
*Diagnosis unclear or in doubt *Unexpecied clinical fisxlings ¢.g. focal signs. abnormal vesce
*Symptoms present from burth or perinatal lung problem cry, dysphagia, mspaatory stridor Ref: The British Thoracic Society (BTS)
*Excossive voanting or passeting *Failure to respond to conventional treatmen! (particularky British Caideline on the M. ot of
*Persatent wet productive cough, nasal polyps or clubbung nhaled comcosterodds “beclometasone 404 mecg day (or Asthnst (revised 2016)
*Famuly history of unusual chest discase equivalent) or froguent use of prednisolane (»2 courses year)
*Fadlure to thrive or weight loss *Frevicas HDU receerent admissions or A+ dances
*Cocustmng food allerpies *Parental amxcty need for reassarance or social concems
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Management for Children 2-5 Years

13. Comumunity Children's Nursing (CCN) 14, Secondary Care Refervals 15, Asthasa predictive Index (AP
Teams
. *For urgent referrals contuct paediatric = Fer a posative API there must be a lnssory of
- registrar on call via bespital switchbourd* >4 wheezing episodes, with ot Jeast ane docter
. B . - o '3
R hikdrens cteamiinhs net deagnased episid

Camdin & Souih Daruet Dr. Sue Laurent *In addstion the child nmst meet either one

Tl 920 7330 2571

Sue. Laaretiianbe net maor crvterta oe 2t leiast two minos onlena
—_——
Switchboard: 020 X216 4600

Rovil Free Hospltal Majoe crvterii

B wuueitvchiklre nsevrses inhs s

Enfidd Dr. Ralwil Chodhan *Parental histeey of sthirs

Barncet Hospital
. R.Chodharn inhs net *Doctor diagrased eczema (atopec dermtitn
Td: 020 8375 1992 IR ¥

Switchboard: 020 7794 030G *Allergac sensitssation to at least 1 asroallery

E: rier childrenshomecureteaminhs net

Neorth Middiesex Hospital leg trees, grasses, dust mites)
Dr. Arvind Shah and Dr. Dhruv Rasto

Switchboard: 020 8287 2000 AMemor Crateria

7 3301
University College Hespital *Allergx sensitssation to milk, g

E: perthmede haldrens commmmitvnurses i nbes net
—_— X
Dr. Eddie Chung *Wheezmng unrelated 1o colds

Switchboard: 020 3456 7550 *Blood costnophals >

Ivington

rd Whittington Hospital
< .

Dr. Jobn Meoretras

0% 116 1950

whis.tr shaetanchilde ursing i nhs net

John mosesras Gonhs net
—_—

Switchboard: 020 7272 307G \

— >
= 16 Inkalers vs. nebulivers B 17. Viral Indeced wheeze (VIW)

Y For moderate asthma use an inhaler and spacer * 113 of children have a epwsode of wheezing in the first 3 years of hife. ussally triggered by a vral infecton
& I Soycurs-old or older use the mouth pecce. rathed Only 20% of these chaklren will go on to have axthena. The classification and treatnaent of wheese in thes ag
b than suek (providing thesr technague s goad group comtinmes %o be debated

* They shoukl not routnely be labeled as having asthuma as the pethoplvswlogy of o VIW is different from

P Indcations for nebulisers that of asthona

8 ~Low satarations <92% * Caveast: carly oosset asthma may be mdsstinguishable from VIW at first presentatson

§ *Unable to use mhaler and spacer (not compluant §

evere and hife-threateni

respiratory distress = It is smportant to consid
* Enlsadic fviral wdasgze chidd caly wheezes wa
* Mublipie-tnsaar ahiecze child wheezes with URTIs but also with other in

allergen expasure

the temporal pattern of wheezing

Iy recommended foe

8 *Nebulisers are not gene ral URTIs and is sympeam free m between episodes

rers such as exercase, smoke an

B home ese

/l"):umidt
*Th

s growmng evidence that oral and Inhaled steroads are meffective in preschood cluldren (< Syrs) presenting with VIW and therefore should net be prescribed routmely

* Carcful assessment of all children presentmg with wheeze remains exsential to ensure that the diagnosis of asthan is not missed
* Consider oral corticosteroids in thase who noed HDU and'or have a pasative APl (box 15)
* Consider 2 trial of inhaled corticosteroads m chaldren with MTW (re. beclometasone 200-400mcy daly tor 4 to 8 weeks). 1f there is no improvement, stop, 1f there 15

umprovement, stop and sce if symploms recur on stoppmg. [f inhaled corticoterod ncedied. the dose can then be reduced to the mmamum amount required

Predaisolone by mouth:
e <12 years 1 mgpkg (max. 40 mg) daidy for w bo 3 days (chaldrer's BNF)

* 1 weight net available, wse 0 dose of 20my for children 2.5 years (BTS gusdelnes 2012

dance is written in the following context: This patl amved at after careful consideration of the ¢ avi ke
 the BTS guidelmes. The guidance does not, however, overr ¢ individual responsibility of healtheare professional
ppropriate to the circumstance ¢ individual patient, in co tion wit ¢ patient and/or gy or carer. I yvou have

| (ohn . moreira

mntormation ¢ b ent please contact Dr

Review date: December 2020
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Appendix 2:
Acute Asthma Attack
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Management of Known Asthmatic Children 5-18 Years

perpheral tingling {hyperventilatson)
*Asymmetry oo ascultation/focal chest signs
*Excessive vomiting or dysphagia

*Inspiratory stridor

*Clabbing or masal polyps

*Tachypnoca without wheeze

*New onsct whaeze in older chilkd +/- cethopmoca

Consider other diagnosis i amy of the L. Assexsment by appropeiate
following are present: professionals urse
*Fever or productive/persistent wet cough P L, /
- add with light headedncss and *Histary — current cpasode, background control,

PMH, FH, smoking

* Use of accessory mescles. cyaness, appearanc
* Breathlessness — able 1o speak/feed?

* Auscultation — mir entry, added sounds

* Peak flow (actual and *ibest predicled)

* Recond vital spns including saturation

+

L Moderute 3. Severe 4, Life-threutening
*Samration >92% in air Presence of any of the following: Mdﬂdhm
Maderate use of y mscl Rt N *Saturations < 92% i air or cyanosis
~Breathless an exertion only, can talk in shoet * HR =125 bpen. RR > 30 breatbs/min +Silent chest.
semtences *Marked use of accessory muscles +Poor respiratory effoct/exhaustion
Ackanie vodiens *Too breathless to talk'feed. urable to complete Confusionreduced GCS
*Teak flow > S0% bestpredicted® aenbenost *Hypotenssonbradycanda {pre-terminal |
*Peak flow 33.50% best prochcted * PEF <33% bestpredicled®
'y
A v
&, Gove 10 putls of 100 nucrogram salbastamed K. Give bunst therapy: 10 puflls 100mcy 1. diate medical by a doctor
MIN via spacer (tidal breathing, | puff to every 5 salbutzmal MDI vaa spacer itadal breathing, | *Dial 999 2222 (i hospatal )
breaths) pail o every § breaths) + 2 puils 20meg *Giive high flow oxygen if available
*Rexssess 20 munutes post miervention ipratropium beosade Cirve salb | + ipratrop bromud
*Consider giving 3 day course of soluble 2L Smg salhutamol vis oxygen daven achuliser (250meg - age 5-12; S00mcg - age >12) via
prednisoloos Img/kg (max 40mg). Those already (if not 1ok g mhaler o ~92% in oxygen dnven nebulser if avaslable
reoaving maintenance oral sterved give 2meksg air} 4+ spratropium browsde (250mxg - age 5-12; *If mot available, grve 10 puffs 100meg
{maxx 60mg). {Box 1S) 50lhmcg - age =12) salbutamol MDI via spacer (tidal breathing. |
*Aim saturations S4.95% pafY to every 5 breaths) + 2 puffs 20meg
*Ciive high fBow axypen of available §
6. Good response? R %0 2 ARSI, Reoneds
: i= cascas 20 nEnutos post inerventxon *Repeat nebudiscewinhalers every 10-20 mirtes
*Sutle cr po use of accessory. msches *Repeal troatmct every 20 nunutes if pwvessary or move frequent if needed
f - lw‘ R v 1
-\n 3 : s e *Ciave 3 day course of soluble prednisotone *Cive soluble prednisolone Tmgkg (max $0mg).
Mzl w . u: Img/kg (max $0mg). I already oo mamtenance Those already receiving maimienance oral gerol
*Saturations >94% veul stevoid  give 2mg ke {max 60mg). (Box 18) give 2mg/kg (max 60mg). (Box 18)
*Reassess | hour post starting treatment
&\’el J Primary care A&E
Pathway Pathway
7. Discharge Plan (BTS recommendations) 9. Good response? 2 ‘
discha p * Dhal 999 1L IAKE)
*Before rge review background asthma Yes *Subitle or no use of accessory muscles
p * Contact duty *Dmal 2222
coatrol *Can complele scofences
pacduatne SpR B
*Check imhaler technigue and review modication Miniial wheeze —_ Velow dat
* Serad writien nstiuma cmergency
*Ask about soking - parent and chald Gf > oSaturations >94%
ssscssment willy gundelines

Hlyrsd, IF yes offer quit smoking suppoet

*Check understarding of coodition and signpost Pelmary Care .' A&E potscen
%o further resources, ** Pathway l’ulhwuy » Continue oxygen,
=All children need a written persanal Ml und
wheeze asthma actioa plan, for regular 18. (Primary care) IVRNTY
medication and what o do when they start 1o *Dial 999 therapy (Bax 11)
“Contact sty W ALE)
boceme unwell ** & S+ Dial 2222
T ¥ atri -
“Givea ng plan for 100 l’;: NIL Fepx Rl bl e If & child has m'u performed a peak flow
mecrograms MDI plus spacer s R before, the technique used may be suboptimal.
*  Day I: 6 pulls every 4 hours *Continue oxygen, wlm In this instance the result should be treated
© Day 2 4 pufls every 6 hours salutamol and guide with caution. PEF unlikely to be refiable in
* Doy 2pullsas required ipratropeum therapy severelife-threatening eplsode,
*Advise purents to book GP/Practice Nurse (Bax 8)
review within d8hrs. Give safety netting advice *Send written ** Useful resources:
~Complete a three day course of prednisolome P . axasbnn o uklurneissionls
i e aewhvpszoshery cok
Referral to secondary cure if: (Box 14) Referral to secondary care if: {See bax 14) Ref: The Britssh
*Diagnosis unclear or in doubt *Unexpected clinical fixlings ¢.g. focal signs, abnormal vosce Thoracic Society (BTS)
*Symptoms present from birth or perinatal hung problem cry, dysphagia, msperatory stridar, excessive vamiting British Gusdelme on the
*Persstent wet or productive congh *Failure to respond to conventional treatrment (particularly Management of Asthina
*Fasmly histoey of usnsual chest discase whaled camicomtcroads sbove beclomatasone 4040 meg day (or (revased 2016)

*Fadoee W thrive or weight loss
*Nasal polyps or clubbang
*Co-existing food allergies

equivalent) or froguent use of sterosd tablets (=2 courses year)
*Parcotal asvicty noad for reassarance or social concems
R AVEg ad
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Acute Asthma Attack e N L) Sl Londors st LONDON
Management of Known Asthmatic Children 5-18 Years
Reyul Free Hospital S.42yms 50120 bpem

13. Comumunity Chikdrea's Nursing (CCN) 14. Secandary Care Referrals ( 15. Normal Puediatric Values \
Teams
" “For urgent referrakc contact puediatric Respiratory Rate at Rest:
et rgg'mrlr oo call via ham’ al switchbourd* 2.5yrs 2530 breaths'nwn
Tel: 820 8216 5242
S 20-25 breath
E: rie childrenshomecaretean @ nhs net g o L
Barnct Hospital 12yrs 1520 breaths'man
Dr, Rabail Chodhan 2vis 6

Camden & South Barnet
PG Sue. aurentinniw not Heart Rate:
Tel 820 7530 2571 —_—

? Switchboard: 020 8216 4600 2-5yrs 95140 bpen
1l comsmunitvchikirensovirses o nhs s
_—

100 bpim
Enficdd I

Dr. Sue Laurent
Tl 820 §375 1992 R.Choedhan a nhs net
ol 920 §375 1992 —
Switchboard: 020 7794 0500 Systolic Blood Pressure:
Nerth Middiesex Hospital LSyrs  S0.100 numhg
Dr. Arvind Shah and Dr. Dhruv Rastogi S

Switchboard: 020 K887 21

E: s chuldrenshomecareteam éinhs net

yrs 50-110 memhg

Haringey
Tel: 920 BS87 1301

1Zyrs  100-120 mmhg

University College Hopital
E: porthmadehaldrens comumumnitynurses @ nhes not b e

Dr. Eddie Chung
Switchboard: O 3456 T8%)
Iudington S
Tel- 6203 116 1950 Whittington Howpital

Dr. Jobn Mareiras
whis iy sslmetonchsldrensnuring @ nhs net
John moresras s net

Switchboard: 020 7272 3070 \

Y - » 1,
R »  Low saturations <92% grve 2 mg'kg (max &l mg)

} +  Unable to use inhaler and spacer {not Iprutropium bronside *Repeat the dise in children who vomet and oe

compliant) <12 yrs 250 meg consader IV steronds
§ »  Severe and life threatening respirtory 1218 yrs SO0 mcg *3 duys 15 wsually sufficient, but can be
dastress moreased buleced to the number of days
§ *+ Nebulsers are not generally recommended necessary 1o bring about recovery.
for home use *Weanang 15 unnecessary unless the cowrse of

sacronds exceeds 14 days.

16 tahaters vs chulisers B 17. Nebulised drug deses 18. Prednisoloac

Y For moderate asthma, use an inhaler and spacer

7’ If 5 years okd use the mouth piece, ruther than Salbutamol *<12 yrs - Imgkg (max 40mg) daily

} munk (providing their techaigue is good) 2.5 y1s 25y #1218 yrs - dlmg dauly

] Indicatioen for ncbulisers “5vrs S mg *Those already rocaaving mainienance seroid

. B % Y
19, Predicted penk fMlows ~ 20 Poor asthasa control ¥
Foe wse with PEF mwters EU/ENIIR26 *Froquent wse of relsever

*Lisuting daily activilxes
Herght Height Prodicied Herght Hewght Predicted Poce sbeep. necturnal cough
(m) () EUPEFR {L'mun] (m) (1 EUPEFR *Frequent exercise induced symploms
(L'mun) *Frequent hospatal admessions or GRVACE
085 2°9" 87 130 R 212 attendances
0.90 211 95 135 s 233 *Frequent courses of precdnmsolane
095 3l 104 |40 T 254 4
Rt . el o . ” -
1.0¢ 39" 15 | 45 P 376 *Difficult Asthmsa: Difticudt asthma is defined &
1.05 1'% 127 1.50 1 09 an parsastent symmptoms andoe froguem
exacerbations despite treatment st siep d o §
Lo 37 141 .55 sl 123
LI5S 3y 157 .60 53 6 X
=Asthara Control Test
120 EN S b L | 1.65 §'5" 70 . |
Auw 2 o . s et ]
125 41" 192 L7 ST W3 5
: skl g

This guldance Is written in the fol This v was arnived at after careful consideration of t
¢ly using the BTS guidelines. The g 8 \ oV ¢ the individual responsibi

ppriate to the circum ¢ of wdivie Pt consultati vith the patient and/o

¢ information containg lun this document, please Mogeiras (John morein

Review date: December 2020
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Top 5 Tips for Asthma Management in Pharmacy

w Whittington
Health ros

Tips for better asthma management

Dear pharmacists,

Your help is kindly requested...

The problem:

Asthma remains 3 common problem which affects 10% of children. The recent Mational Review of
Asthma Deaths (WARAD) has shown that many children are at risk of life-threatening asthma as they

are not receiving the appropriate care. Gold-standard asthma care reguires a joined-up approach with
all hezlth care professionals taking up the challengs.

How you can help:

There is no point stepping up medication if it is not being deliversd effectively.

all children, regardless of their age, should be using an PDI with 3 spacer. For teenagers in
s=condary school it may be appropriate for them to have & breath activated device for their reliever
in addition to their MDI and spacer

Ask About Asthma Comntrol
2- ratio of relisver to preventer medication

# Mumbsr of repeat relisver prescriptions (=6 per year should prompt a review by the GP)
rarents can fill out 3 patient assessment form called the Asthma Control Test (ACT), evailable on the

Asthma UK or Healthy London Partnership website.
waw. healthiwlondon. org/wp-content/uploads, 2017,/ 10/ asthma-control-test. pdf

1 Check Inhaler technigue when dispensing new inhalers

3.-5.sk if the child has an Asthma Plan

All children should have & personal asthma plan completed by their doctor. if they do not hawe
one they should book an asthma review with their GP. sample personal asthma plans are
avgilable on the Asthma UK website.

www asthma.org uk/globalassets/health-advice/resources/children/child-asthma-action-plan. pdf

Children are more likely to have respirstory problems and worse asthma control if parents

smoke (even if outside). Offer “guit smoking - very brief advice” to parents. 15% of teenagers
will smoke; do not forget to ask them and offer the same help.
www.smokefresislington.nhs.uk/resource/pasdiatrics-stop-smoking-referral

Ask about Flu vaccine
all children with asthma should receive the flu vaccine every year.
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Asthma Control Test (ACT) BRI 1 o LONDON
~:asthma.com Patiant's Nama:
Today's Data:
Childhood Asthma Control Test for children 4 to 11 years

Know your score.

Parent or Guardian: The Childhood Asthmea Control Test* iz away to help your chid's heatthcare prosider determine if your chid's asthma symptoms are well controlled.
Take thiz test with your child (ages 4 to 11). Share the results with your child's healthcare provider.

Step1: Have your child answer the first four questions [1 to 4). If your child needs IF YOUR CHILL"S SCORE 15 19
help, you may help, but let your child chooza the anawaer. (7 LESS, Your child's asthma
Step 2:  Armwer the lazst three questions (5 to 7} on your own. Don't let your child's symptoms may not be as well
anawers influence yours, There are no right or wrong answers, controlled as they could be. No matter
Step % Write the number of sach answer in the score boo to the right. what the score, bring this test to your
child's healthcare provider to talk
Stepd:  Add up each acore box for the total. about your child's resuits
Step 5:  Take the COMPLETED test to your child's healthzare provider to talk about your yo )
child'a total scora. MOTE: If wour chids score is 12 or less, his
: - or her gsthrma may be very poorly controlled
Have your child complete these questions. Pleasa contact your chid's heelthcars prov
1. Howeis your asthma today? right away.
SCORE
Very bad Very good
2. How much of a prablam ia yaur asthma sehen you run, axercizs or play spors?
It'= a big problem, | can't do what| wantis do. | W= a problem and | don't like it. | 1's a lithe problem but it"s okay. It's not a problam.
3. D you cough bacause of your asthma?
Yez, all of the fima. Yes, most of the time. 'Yas, some of the time. Mio, nona of the time.
4, D you wake up during the night bacauss of yaur asthma?
Yaa, all of the imes. Yaa, most of the time. Yaa, zome of the time. Mo, noni of the fima.
Flease complete the following questions on your own.
5. During the |ast 4 wesks, how many days dd your child hawa any daytime asthma symptams?
Mot at all 1-3 days 4-10 days 11-18 days 19-24 days Everyday
G, Dwring the lazt 4 wesks, how mary days did your child wheezs during the day because of asthma?
Mot at all 1-3 days 4-10 days 11-18 days 19-24 days Everyday
7. Dwrirg ths lazt 4 weaks, how many days did your child waks up durng the night becauss of the azthma?
Mot at all 1-3 days 4-10 days 11-18 days 19-24 days Everyday
*The Chidheod Asthma Ganirol Test was developed by GEK TOTAL
This material wes developed by BSK

0 2 217 GEK proup af camparies.
‘;‘3 Al rights . Froduzed in USA E96200RD January 217
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Difficult Asthma Service Referral Criteria e perfomeen paneho

Reproduced with permission from Dr L. Fleming, Royal Brompton & Harefield NHS Trust

REFERRAL TO REH DIFFICULT ASTHMA SERVICE

Mame Consultant

Referring Hospital Asthma nurse

(T 1 oaectera [ ]
Referral Guidelines:

Please note these should serve as a guide and we are happy to accept referrals for patients who do not fulfill
these criteria. However, for those that do, referral must be considered.

All children who meet the following criteria should be referred:

+  Admitted to PICU because of an asthma aftack

*  Prescribed maintenance daily or altemate day prednisolone.

*+ nder consideration for other bickogical agent such as omalizumak
Consider referral for children who have poor control despite high intensity treatment:
High intensity treatment:

* Moderate dose ICS (BTS/SIGN guidelines). =B00mcgfday budesonide/beclomethazone or =500mcgliday
fluticasone plus long acting beta agonist

Poor control (please send copies of discharge summanies from the past year if available)
+  Persistent chronic symptoms (most days for 3 months) or
#  ACT or cACT =20 or
+  Severe exacerbations (2 2 year requiring hospital admission or OCS) or
*  Persistent airflow imitaticn (FEV1<80% post bronchodilator) or
#  Prescription of 26 salbutamol inhalers in the past year
Other considerations
* Diagnostic uncertainty
* Complex psychosocial issues (including safe guarding)
*  Dysfunctional breathing / exercise induced breathlessness
*  Enrolment in a clinical study
Prior to referral the following should be assessed (if possible):
Please provide further details overleaf or include in referral letter:
1. Basis of asthma diagnosis
o Documented wheeze by healthcare professional ...
o Evidence of airfiow obatruction (FEVJFVYC <70% or LLMN). ...
= Elevated exhaled nitric oxide (23000 ). oo e
o Documented bronchodilator reversibility (=2129)...
o Airway hyper-responsiveness (confirmed by direct or indirect challenge). ..
o Spontaneous variation in FEV1(212%) or peak flow (=20%) inthe pastyear...................
o Disgnosis mot comfimed . . e emeeae e ee——————
2. Inhaler technigue CheCRed. ... et e e eaee e e m e e e e ma e en e maas
3. Allergy testing and identification of fHQQers ...

4. Prescriplion uptake checked . e e
RBH Referral form Nov 2017_Fleming

0000000000
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Appendix 5:
Difficult Asthma Service Referral Criteria

Reproduced with permission from Dr L. Fleming, Royal Brompton & Harefield NHS Trust

Further details if available (please complete the following or include in referral letter)

Current medications

Hame Dose

Exacerbations

+  Number of hospital admissions in past year
=  Number requiring oxygen
*  Number requiring iv treatment

*  Number of courses of OCS in past year

L UL

Assessments
Allergy testing (SPTs, slgEs):

Triggers:

Advice given:

Prescription check

ICS % uptake in past 12 months I:l

Mumber of SABA inhalers collected in past 12 months: |:|

Other relevant details

RBH Referral form May 2016_Fleming
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References & Links: B ==""" Haringey

Hyperlinks

Pharmacy

Healthy London Partnership Asthma Toolkit: Pharmacy, Medication Use Reviews
www.healthylondon.org/hlp-archive/sites/default/files/u102092/019988%20-%20Asthma%20Toolkit%20Pharmacy%201.1-RB.pdf

Schools

Healthy London Partnership: Asthma Friendly Schools

www.healthylondon.org/resource/london-asthma-toolkit/schools/asthma-friendly-schools/

Personal Asthma Action Plans

Monkey Wellbeing Asthma Plan

www.monkeywellbeing.com/wp-content/uploads/2014/09/asthma-plan-v3.pdf

Asthma UK: Your Child’s Action Plan

www.asthma.org.uk/advice/child/manage/action-plan/

Asthma Diagnosis

BTS / SIGN Guideline on the Management of Asthma, 2016

www.brit-thoracic.org.uk/document-library/clinical-information/asthma/btssign-asthma-guideline-2016/

Smoking Advice

National Centre for Smoking Cessation and Training: Very brief advice
www.ncsct.co.uk/publication very-brief-advice.php

References

e Asthma Quality Standard, Feb 2013, Updated Nov 2017, NICE

e BTS/SIGN Guideline on the Management of Asthma, 2016

e Combined Care Pathway for Asthma and/or Rhinitis, RCPCH, 2011

e London Asthma Standards for Children and Young People, Healthy London Partnership, 2016
e National Review of Asthma Deaths (NRAD), 2014
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