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The scale of the problem

1.1 Million children in the UK are currently receiving treatment for
asthma

2 in every class (1 in 11 children have asthma)

Every 17 minutes a child is admitted to hospital in the UK because of
their asthma

* 75% preventable

* 30,000 - 40,000 admissions a year

1/3 of preschool children have a wheezy episode

Missing Out — UK Wide Report. Asthma UK
2009
Asthma UK — Key Facts and Statistics



What Impact is it having?
* 40% of children said their asthma stops them having fun

* 51% had problems visiting friends
* 98% said their asthma stopped them doing “something”

* 87% of children have missed at |least one day of school
because of their asthma

* 49% had problems joining in with general lessons
* 48% had problems going on school trips
* 73% had problems joining in PE lessons

« 10% of children under 15 with asthma symptoms
experience attacks so severe they can't speak

Missing Out — UK Wide Report. Asthma UK
2009
Asthma UK — Key Facts and Statistics






The National Review of Asthma Deaths (NRAD)

Key findings

Use of NHS services

.

During the final attack of asthma, 87 (45%) of the 195 people were known to have died without

seeking medical assistance or before emergency medical care could be provided.
The majority of people who died from asthma (112, 57%) were not recorded as being under specialist

supervision during the 12 months prior to death. Only 83 (43%) were managed in secondary or
tertiary care during this period.

There was a history of previous hospital admission for asthma in 47% (90 of 190).

Nineteen ( 10%:) of the 195 died within 28 days of discharge from hospital after treatment for asthma.
At least 40 (21%) of the 195 people who died had attended a hospital emergency department with
asthma at least once in the previous year and, of these, 23 had attended twice or more.
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During the final attack of asthma, 87 (45%) of the 195 people were known to have died without

seeking medical assistance or before emergency medical care could be provided.
The majority of people who died from asthma (112, 57%) were not recorded as being under specialist

supervision during the 12 months prior to death. Only 83 (43%) were managed in secondary or
tertiary care during this period.

There was a history of previous hospital admission for asthma in 47% (90 of 190).

Minetaen (109 of the 195 died within 28 days of discharge from hospital after treatment for asthma.
At least 40 (21%) of the 195 people who died had attended a hospital emergency department with
asthma at least once in the previous year and, of these, 23 had attended twice or more.




Medical and professional care

1 Personal asthma action plans (PAAPs), acknowledged to improve asthma care, were known to be
provided to only 44 (23%) of the 195 people who died from asthma.

2 There was no evidence that an asthma review had taken place in general practice in the last year before
death for 84 (43%) of the 195 people who died.

3 Exacerbating factors, or triggers, were documented in the records of almost half (95) of patients; they
included drgs, viral infections and allergy. A trigger was not documented in the other half.
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1 Personal asthma action plans (PAAPs), acknowledged to improve asthma care, were known to be
provided to only 44 {239} of the 195 people who died from asthma.
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Wheezing in the preschool child (< 5 years)

e Common presentation to paediatric services
 1/3 of preschool children will have a wheezy episode

* Only about 20% of these will go onto have a diagnosis of
asthma

Tucson Children's Respiratory Study: 1980 to present

e Wheeze for many pre-school children is not associated with
atopy and resolves by school age in the vast majority of cases

Taussig LM, Wright AL, Holberg CJ, et al.
J Allergy Clin Immunol 2003;111:661-75



Wheezing Patterns

Temporal pattern of wheeze

* Episodic (viral) wheeze Wheezing during discrete time periods, often in association
with clinical evidence of a viral cold, with absence of wheeze between episodes

* Multiple-trigger wheeze Wheezing that shows discrete exacerbations, but also
symptoms between episodes

Duration of wheeze

* Transient wheeze Symptoms that commenced before the age of 3 yrs and are found
(retrospectively) to have disappeared by the age of 6 yrs; transient wheeze may be
episodic or multiple-trigger wheeze

* Persistent wheeze Symptoms that are found (retrospectively) to have continued until the
age of 6 yrs; persistent wheeze may be episodic or multiple-trigger wheeze

* Late-onset wheeze Symptoms that start after the age of 3 yrs; late-onset
wheeze may be episodic or multiple-trigger wheeze



Treatment options for Viral Induced Wheeze

Preventer Yes No strong evidence of
beneficial effect -

Start URTI Yes High dose ICS may work- No strong evidence of
Height (?) beneficial effect

Y, =2 {742]|: 38 Too late No strong evidence of Reserved for those
beneficial effect needing HDU or strong

atopy history




Four key Steps:
Is this asthma?

Is there good control?
What is impacting on control?

What action needs to be taken?

Iﬂ qﬂﬁ" ?




CLINICAL FEATURES THAT INCREASE THE PROBABILITY OF ASTHMA

* More than one of the following symptoms - wheeze, cough, difficulty
breathing, chest tightness - particularly if these are frequent and
recurrent; are worse at night and in the early morning; occur in
response to, or are worse after, exercise or other triggers,
such as exposure to pets; cold or damp air, or with emotions or
laughter; or occur apart from colds

» Personal history of atopic disorder

= Family history of atopic disorder and/or asthma

» Widespread wheeze heard on auscultation

+ History of improvement in symptoms or lung function in response
to adequate therapy.




CLINICAL FEATURES THAT LOWER THE PROBABILITY OF ASTHMA

+ Symptoms with colds only, with no interval symptoms

Isolated cough in the absence of wheeze or difficulty breathing|

= History of moist cough

» Prominent dizziness, light-headedness, peripheral tingling

» Repeatedly normal physical examination of chest when
symptomatic

» Normal peak expiratory flow (PEF) or spirometry when
symptomatic

» No response to a trial of asthma therapy

» Clinical features pointing to alternative diagnosis

With a thorough history and examination, a child can usually be classed into one of three groups:

* high probability - diagnosis of asthma likely
* low probability - diagnosis other than asthma likely
* intermediate probability - diagnosis uncertain.




Is (My) Asthma Controlled

Lung Function >80% predicted or best
Daytime symptoms NONE
Night time awakenings due to asthma NONE
Limitations on activity including exercise NONE
Exacerbations NONE

Need for rescue medication NONE



Asthma Control Test (ACT)

During the past 4 weeks:

1. How often did your asthma prevent you from getting as much done at
work, school or home?

2. How often have you had shortness of breath?

3. How often did your asthma (wheezing, coughing, chest tightness,
shortness of breath) wake you up?

4. How often have you used your reliever inhaler?

5. How would you rate your asthma control ?

What does your score mean?

Score: 25 — WELL DONE Score: 20 to 24 — ON TARGET

= Your asthma appears to have been = Your asthma appears to have been
UNDER CONTROL over the last REASONABLY WELL CONTROLLED
4 weeks. during the past § weeks.

= However, if you are experiencing = However, if you are experiencing
any problems with your asthma, sy mptoms your doctor or nurse may
you should see your doctor or nurse. be able to help you.

Asthma LK is the only charity dedicated to the health and well-being of ASthma

the 5.2 million peopls in the UK with 2sthma. By taking control of their Control -
asthma, most people’s day-to-day lives should be free fram disnsption - -
such as troubled sle=p or net being able fo exercise. Test

Why take the Asthma Cosirel Test™7

Thie Asthma Comtrol Test™ will provide you with a snapshet of how well your asthma has bees controlied over the Lest four
weeks, givingyou 3 simple score cutof 25. Asthma symptoms <an vary from menth to manth, 5o i@ is woth kesping the test
handy ta see if your score danges. You can also share your results with your dector o 2sthme serse to help explain just how
your asthma affects you

Areyou in control of your asthma? Or is your asthma in control of you? Here's how to find out
Stop 1t Read each quessicn below camfully, circleyour scare and write it in the bor.

Stop 2: Add up =ach of your fve scoms 1o get your total Asthma Control Testre scops.

St2p 3: Usethe scome guide to ar your asthma.

'rl'

Total Score : J

Score: less than 20— OFF TARGET

= Your asthma may NOT HAVE BEEN
CONTROLLED during the past § weeks.

= Your doctor or nurse can recommend
an asthma action plan to help
improve your asthma control.




Have your child complete these four questions.

1. How is your asthma

today?

Children's ACT

Very Bad

Bad

Good

Very Good

2. How much of a problem is your asthma when you run, exercise o

r play sports?

It's a big problem,
| can't do what |
want to do.

It's a problem and
| dont like it.

It's a little problem
butits okay.

3. Do you cough becau:

se of your asthma?

Yes,
all of the time.

Yes,
most of the time.

Yes,
some of the time.

Mo,
none of the time.

4, Do you wake up duri

ng the night because of your asthma?

Yes,

Yes,

all of the time.

maost of the time.

Yes,
some of the time.

Mo,

none of the time.

Please complate these questions on your own,

5. During the last 4 weeks, how many days did your child have any daytime asthma symptoms?

0

0

0

0

0

0

Mot at all

1-3days

4-10 days

11-18 days

19-24 days

Everyday

6. During the last 4 weeks, how many days did your child wheeze during the day because of asthma?

0

0

0

0

0

0

Mot at all

1-3days

410 days

11-18 days

19-24 days

Everyday

7. During the last 4 weeks, how many days did your child wake up during the night because

of asthma?
0 0 0 0 0 0
Mot atall 1-3days | 4-10days | 11-18days | 19-24days | Everyday




What can impact on Asthma Control?







Pharmacotherapy

Steroids Montelukast
Monoclonal anti-IgE
(omalizumab, Xolair)
FceR
B Cell
Plasma cell
Allergen Mast cell  Histamine
Basophil ~ Leukotrienes Allergic
Prostaglandins—» aathirs
Q Cytokines

Basic proteins & enzymes

Th2 Eosinophil

Antigen-presenting
cell



Patients should start treatment at the step most appropriate to the

diagnosis if response to treatment is unexpectedly poor.

initial severity of their asthma. Check concordance and reconsider

Add inhaled steroid 200-400
mcg/day* (other preventer
drug if inhaled steroid cannot
be used) 200 mcg is an
appropriate starting dose for
many patients

Inhaled short-acting B,
agonist as required

Start at dose of inhaled
steroid appropriate to
severity of disease.

G —

Mild intermittent asthma

SYMPTOMS

1. Add inhaled long-acting 3,
agonist (LABA)
2. Assess control of asthma:

= good response to LABA
- continue LABA

= benefit from LABA but
control still inadequate
- continue LABA and
increase inhaled steroid
dose to 400 mcglday* (if
not already on this dose)

= no response to LABA
- stop LABA and increase
inhaled steroid to 400
mcg/ day.*If control
still inadequate, institute
trial of other therapies,
leukotriene receptor
antagonist or SR
theophylline

Initial add-on therapy

Increase inhaled steroid up to
800 mcg/day*

Use daily steroid tablet
in lowest dose providing
adequate control

Maintain high dose inhaled
steroid at 800 mcg/day*

Refer to respiratory
paediatrician

Continuous or frequent
use of oral steroids

British Thoracic Society

* BDP or equivalent

sieaf Z |-¢ pasSe ualpjiyo ul juswaseuew asimda)s Jo Arewung



Patients should start treatment at the step most appropriate to the
initial severity of their asthma. Check concordance and reconsider
diagnosis if response to treatment is unexpectedly poor.

Refer to respiratory
paediatrician.

In those children taking
inhaled steroids 200-400
mcg/day consider addition
of leukotriene receptor
antagonist.

XaL

Add inhaled steroid 200-400
mcg/day**

or leukotriene receptor
antagonist if inhaled steroid
cannot be used.

Inhaled short-acting j,
agonist as required In those children taking

a leukotriene receptor
antagonist alone reconsider
Start at dose of inhaled addition of an inhaled steroid

steroid appropriate to 200-400 mcg/day.
severity of disease.

In children under 2 years
consider proceeding to step
4.

| STEP4
ST EP 3 Persistent poor control
_ siepy
ST EP 1 Regular preventer therapy

Mild intermittent asthma * BDP or equivalent

siead ¢ uey) ssaf uslpjiyd ui Juswsdeuew asimds)s jo A1ewnung

British Thoracic Society

+ Higher nominal doses may be required if drug delivery is difficult

SYMPTOMS TREATMENT




BTS Guideline: Major Changes

 More ipratropium bromide in first 2 hours in
acute severe or life-threatening asthma

e 15t choice add on to inhaled steroids:
— if <5yo: montelukast
— If >5yo0: long-acting beta-agonist
* Serial PEFR, spirometry or eNO offers little

benefit in monitoring over clinical symptom-
based assessment in children



Which Inhaler & What Strength?

Bronchodilator

Salbutamol
100mcg

Salbutamol
200mcg

Bricanyl
500mcg

Inhaled corticosteroid (ICS)

Beclometasone Beclometasone Fluticasone
50mcg 100mcg 50, 125 & 250mcg
la‘ (.3
L2
Fluticasone

50, 100 & 500mcg

Pulmicort
100, 200 & 400mcg

ICS/LABA

Seretide
50, 125 & 250
Plus 25mcg Salmeterol

Seretide
100, 250 & 500
Plus 50mcg Salmeterol

Symbicort
100/6, 200/6 &
400/12mcg

Salmeterol
25mcg

P

Salmeterol
50mcg

Formoterol
6 & 12mcg




Device Approx Age Tidal Tips
Breathing
Infant ‘Aerochamber -ﬂ 0-6months Mask very rigid, not
plus’ ' ‘ o / always tolerated,
i switch to yell if mask
will fit
Child 'Aerochamber & | 6 months + Soft mask helps kids
plus’ E / tolerate it better
Adult ‘Aerochamber [ | 10 years + Useful for older
Plus’ with mask ~ Avoid if v’ | chidren it leaming
possib|e disabilities who
cannot use the mouth
piece
‘Aerochamber 4 years plus Ensure no musical
Plus’ with mouthpiece (approx) X sounds & nasal

flaring if breathing in
through nose




Self mana

Asthma Plan

Inhaler Technique

Adherence

Education

Flu Vaccine

Avoid triggers

* (Air pollution, Smoking, Aeroallergens)

Healthy diet

gement — Getting the Basics right

ASTHMA ACTION PLAN age 2-5 years
nospiraL No [N oo= I ~o-~ cv DN o~ :

1 I need to take my normal medicatior

ASTHMA ACTION PLAN aged 5 years and above

| wawe I ospraL o [N vos I i =v N o= I

SYMPTOMS

* 1 have o coughy wheezs
+ 11am doing normal activites

PEAK FLOW ACTION
1 ned o take my normal
Preventer:

ke putts
ey morming snd evesing

Qther Therapy:

| meditation o
Reliever:

ke puits
s rmeded and batcee

1 am uwel
* 12 getting a eold

* 11am soughing/ wheszing day and/or right
« My blse inhaler s working via spacer
with/without mask

—_—
e ta take my normsl medication of:
Preventer: .

WEANING PLAN

+ My coughing/wheezing i getting worse
especially at night
+ My biue inhaler is ot lasting four hours
and not working within 15 minutes.

* My blue inhaler s nat helping at al
* 112 wsing my tumemy or neck
muscles to breathe

svery d hours.

1 2ls0 need to increase my reliever medication to:
+ 10 pufis of SALBUTAMOL Give inhaler via the
spacer.

+ Repest 10 pufts of SALBUTAMOL inhaler

+ Keep giving 10 putfs

* (Studies in adults and children have shown that a high intake of fresh fruit and vegetables is associated with fewer

asthma symptoms and better lung function)

Exercise

. Warm up and warm down. Use bronchodilator pre-exercise
. Good evidence that exercise helps asthma\

mm&rm&&mﬂ,@:ﬂm

SYMPTOMS

s 939 Or come to ED urgently

1 need to take my medication 25 in step 2 and also:

+ 10 pusis of SALBUTAMOL inhaler via the
spacer.

via the spacer every 10 mins whilst sesking
medical assistance.

of SALBUTAMOL inhsler

oo R
 —




NICE quality standard for asthma (2012/13)

People with newly diagnosed asthma have a diagnosis made in line with
BTS/SIGN guidance.

Adults who have recently developed asthma are assessed for causes linked to
their place of work.

People with asthma receive a written plan with details of how their asthma
will be managed.

People with asthma are given training in using their inhaler before they start
any new inhaler treatment.

People with asthma have a review of their asthma and its management at
least once a year.

People with asthma who have symptoms have an assessment of how well
their asthma is controlled.



10.

11.

NICE quality standard for asthma (2012/13)

People with asthma who go to see a healthcare professional because their
symptoms have worsened have their symptoms measured at the time of the
appointment.

People aged 5 years or older who see a healthcare professional with severe
or life-threatening asthma are given oral or intravenous steroids within 1
hour.

People admitted to hospital with a sudden worsening of asthma have a
review by a member of a specialist team before discharge.

People who received treatment in hospital or through out-of-hours services
for a sudden worsening of their asthma see a healthcare professional in their
own GP practice within 2 working days of treatment.

People with asthma that is difficult to control are offered an assessment by a
team that specialises in managing ‘difficult asthma’.



Assessing & managing the acutely unwell Child

Acute Asthma Attack Management Pathway for

Acute Asthma Attack M. t Path f
Known Asthmatic Children (5 - 18 Years) cute ma Attac anagement tatiway for

Known Asthmatic Children (5 — 18 Years)

North Central London

orth Central London

“Broductive cough

*Breathlessness with light headedness and
peripheral tingling (iyperveatlation)
~Aispmemetry on auscltation

«Excestive vomiting

*Inspratory strdor

1. Assessment by appropriate
healtheare professionals (I/Nurse)

* Saharation
+ Use of accsssary msscle
 Breathlessness

* Auscultaton of chest
* Peak flow
* Record wital signs

!

4

ngm,ﬂ“ “Samramans <52 in air Enfisld North Middlesex: Hospiral 12y 60-100 bpm

TR ] < HE 125 bym, RR > 30 breathes / mn “Silent chestf poor resgiratory effart Tek Dr.Arvind Shab )

+Breathiess oo extrtion acly “Marked use of accessory muscles ~Exhausted Tax: 0208 375 1903 Switchboard: 120 887 2000 Systalic Blood Pressure:

ild wheeze #Too breathless to talk e 2-5we  80-100 mahg
“Marked wheeze - University College Hospital 3-12pre 90-110 rambg

<Peal flow 2 S0% bestipredicteds

3. Severe

<Peak fow 33-50% best predicted*

+

+

“Hypoteasion
+PEF <33% best or predicted®

0.

7. Discharge Plan (BT!

*Befare discharge review

+Check understanding of condition and
signpost o futher resousces =+

+411 chibdven nzed a wheezz/astama plan, for|
seguler medication and w7

o> 3 episodes requiring
*Camplex socialissues afcting cantrol

“Subtle or 0o use of accewary miscles
«Can comglets scatences

sMinimal wheege
sSahurations >4%

asthma emergency]
guidelines

13. Community Children's Nursing
Teams
Barnet
o
Fauc 0208 216 5244
Camden

Tel,
Fax: 0207 830 2146

Haringey

e
Fac 0208 837 2973

14. Secondary Care Referrals

Barnet Hospital
Dr. Smeon Reth
Switchboard: 020 8216 4600

Royal Free Hospital
Dr Rahul Chodhari
Switchboard: 020 7794 0500

Dr.
Switchboard: 020 3456 7890

15, Normal Paediatric Values

Respiratory Rate at Rest:
2-Syes 25-30 breathsimin
5125 20-25broaths/min
>12yrs 15-20 breaths/min

Heart Rate:

2-5ys 95-140 bpm
5-12prs 80-120 bpm

12y 100-120 monbhg

ory distress

Whittingtan Hospital
Tsling
s 5. 1 oy Dr. John Moreiras
«Give 10 puffs of salbutamol via spacer e 10 puffs of salbutamol via epacer (tdl “lrediate e el azsesment by 3 doctor S Switchboard: 020 7272 3070
(Tidal breathing, 1 puff to every 5 breaths) breathing, | puffto every 5 breaths) *Give high Bow axygen if avallsble e e
“Reassess 30 misutes post interveation “OR 5mg salbatammol via nebliser if “Gitve salbutamol Sme &
“Give 3 day course of saluble prednizolone suvailsble igeatropium bromide 250meg via oxygen
(1mglkg) «Give high flow axygen if avalable driven nehuliser . -
3 16. Inhalers Vs. nebulis 17. Drug D: d
“Reassess 20 mimes post intervention *Disl 899/ 2222 ( ere b nehulisers & Hoses 18. Preduisoloae
vecen 20 e i epeat sebalnets, ovary 2 i Fer moderate asthua, use an inhaler and 210 5 years 20mg
A P “Give or prescrhe foluble pred spacer, If S-years-old or older use the| Salbutamol e>Syears 30 - 40 mg
6. Gaad response? «Give 3 day cousse of sohble prednisalone 40mg aouth piece, sather than mask: 25y 25mg “Those already receiving maintepance
+Suibtle or no wse of sccessory musscles 4leng {providing their technique is good) 512y 25-5mg steroid give 2 mgf kg (max 60 mg)
+Can complete senences Ne 12-18yrs Smg “Repeat the dose in children who vomit
“Maimal wheeze “Reassess | hour post startng treatment Indications for nebulisers and consider TV steroi.
*Saturations >94% * Low saturations <92% Ipratropium “Three days s usually sufficient, but can
* Unable to use ishaler and spacer (not 25y 125meg e increasedisaslored 1o the sumber
Lves 4 are ASE compliant) 5120 250 e, &
ot el E 2 days necessary ta bring about recovery
+ Sewees and life threatening 12-18ys  S00mog Weaning is unnecessary unless the

course of steroids exceeds 14 days

eitish Chside e ar, the Monsgement of Asthms (revised fan2012)

19. Predicted peak flows
For use with PEF meters EU/EN13826

20. Poor Asthma Control
“Frequeat us of relicwer

= i i . . i “Stopping daily activities
st o becoie el Height | Height | Predicted | Height | Height | Predicted “Poor sleep, cough
“Give 2 ’
e 10 ey e || [ 5052 (m) @ |EVPERR | m | m EU PEER “Frequeat exercice induced syouproras
e *Dial 2222 min) in; *Frequeat admaszions or amendances
Day2 ffz every 6 b <Dial 999 (L/mi
p::; ;::n: .:Er:yw:;m Contaet dury ;Z;:,“:u “ Ifa child has not performed a peak flow .65 P il T30 T 312 “Frequeat courses of prednislons
duvise pares t bank o GPlPrarice pacstistnc regamar 8| B |4k on ::T: ‘:"! MW::':B nmm "'h:‘:::::ﬂl‘ 0.90 E R I 135 5 33 o —
Husse review within 4872 bes, Review a3 at refrming theragy (Bax ) mtwn‘“"m“‘ 0.05 3 104 1.40 g 254 eult Asthma: Difficult asshna is
above, bospital - 1.00 R s 145 o 37 defined as persistent symptoms andior
«Comglete 2 three day course of Cordrate 0wy gen 1.05 35 127 1.50 TN 299 frequent exacerbations despite
sredasalane (o 15) and salbtarmel “ Unefidregouces 1o T T T3 G B beatment at step 4 ot 5
therapy (Bax 3) www st org vk ! > o =
“Sead write RO 115 39" 157 1.60 53 316 } . )
Refirral to secandary eare e ‘"'n\ — P 1.20 EUTH 174 165 T 0 Asthma Control Test:
assesiment i Tmatithaton chu:dPuduiichtupy - (v asthma comresourcesfast
“Disgaosis umeertain . 112 T 192 =7 393 conoltest btml
~Foor aithima control (Box 20) =




When to refer?

Referral to secondary care if: (See box 14)
*Diagnosis unclear or in doubt

*Symptoms present from birth or perinatal lung problem

*Excessive vomiting or posseting
*Persistent wet or productive cough
*Family history of unusual chest disease
*Failure to thrive

*Nasal polyps

— S—

Referral to secondary care if: (See box 14)
*Unexpected clinical findings eg focal signs, abnormal

voice or cry, dysphagia, inspiratory stridor

*Failure to respond to conventional treatment (particularly
inhaled corticosteroids above beclometasone 400 mcg/day
(or equivalent) or frequent use of steroid tablets)

*Parental anxiety or need for reassurance

14. Secondary Care Referrals

Barnet Hospital
Switchboard: 020 8216 4600

Royal Free Hospital

Dr. Rahul Chodhari
R.Chodhari@nhs.net
Switchboard: 020 7794 0500

North Middlesex Hospital
Dr. Arvind Shah
Switchboard: 020 8887 2000

University College Hospital
Dr Eddie Chung
Switchboard: 020 3456 7890

Whittington Hospital

Dr. John Moreiras
John.moreiras@nhs.net
Switchboard: 020 7272 3070




Summary
e Asthma is common

— large disease burden
— morbidity & mortality

* Doing the simple things well

 Regular asthma review

e Structured approach
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