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Joining instructions and Teams etiquette
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You’ll automatically be muted with
camera off during the webinar

Use the group chat feature to ask
guestions and please like any questions
that you would like answered.

This session is being recorded. A link will
be available on the HLP website with any
slides




#AskAboutAsthma 2022 — primary care

webinar

7t October, 12:30 — 13:30
Children & young people's asthma update for primary care

NHS

England

London

Chair: Dr. Oliver Anglin
* Clinical Director for CYP Transformation - NHSE (London)
* Clinical Lead for Children and Young People - North Central London CCG
* Clinical Lead for Children and Young People - Camden Directorate

» GP (Hampstead Group Practice)

Primary care update - how to do a good annual
review, inhaler check

Who should be referred to severe asthma
services?

Difference in diagnosing viral wheeze and
asthma?

Dr. Will Carroll

Consultant Paediatrician

Honorary Reader in Child Health

RCPCH Officer for Research

Deputy Clinical Tutor

Editor-in-Chief Paediatrics and Child Health
NIHR - Clinical Research Scholar Staffordshire
Children's Hospital at Royal Stoke

. Louise Fleming

Clinical Reader, Imperial College London
Paediatric respiratory consultant, Royal Brompton
Hospital

. lan Sinha

Consultant respiratory paediatrician, Alder Hey
Children’s Hospital



How to do a great asthma
review

f
o

o
S T
-~
-—

Dr Will Carroll
Consultant Respiratory Paediatrician & Reader in Child Health




PLEASE get it right

PLAN
Please
LUNG FUNCTION % 2
REVRIE  thanK
ADHERENCE YOU
are AL
SYMPTOMS/SABA magic wordal

{Neo matter how old you arel}

ENVIRONMENT



Conflicts of Interest

Dr Carroll has received funding for research studies from
AstraZeneca and Trudell Medical International

Dr Carroll is Chief Investigator on a Novartis inhaler study

Dr Carroll is working with Chiesi on data concerning recycling
of inhalers

Dr Carroll has received speaker fees and/or honoraria for
participation in advisory board work from GSK, Orion and
Novartis



Conflicts of Interest




Children’s voices

What do children and young
people say?

We need more help at school to feel safe and supported with our asthma care. We
need to have GPs and local hospitals who know how to look after us when we go for
appointments or for emergency care. Specialist hospitals look after us really well, but
sometimes the information they say doesn't get to or isn't understood by our lacal

services.
r” R

care plan that looks at helping with medication doses, that everyone can see
whether in A&E or in clinic, and to have a GP or a specialist nurse who knows a lot
about asthma.

A o . Children and young people in clinic told us that what they wanted from GPs was a
- Hfﬂff“}' dhllp HM Jn] aDu ! | i icati

When we go into hospital for an emergency we want to get medicines on arrival, to
see a specialist, and to know what is going on and who is helping me. Having more
help and training for our schools and our friends and family is also really important

to help us to be able to do fun stuff and stay safe.

More from children and young people —

https://stateofchildhealth.rcpch.ac.uk/evidence/long-term-
conditions/asthma/



You have been doing a great job!

Rate of emergency admissions to hospital for asthma for
children and young people

350
300
_—"
@ 0
250 \ /
o ® o L /o
S ./ \. / \o /o-\\. /o
= 200 — . ®
O o [ ]
- otg/o&:;//.x._;.
. : 33
@ 150 TN
3
(©
@ 100
50
0
x o © a 3 ) o Q Q@ & W o © A Q
S 0"‘\0 & @ o F QQ"\Q S 0\0\ & CSQS\ 6\43\ a é\b‘\\ 0\{0\\ o\i\ O{\i\ \q’&
S 0 S o S S 2 v v v v v g% v y qg)\‘b

@ England @ Scotland @ Wales



Asthma kills children

Looking back....what is the biggest regret you have?




The UK is lagging behind (and not catching up)

Asthma mortality rate for young people age 10-14, per 100,000 age-specific population

Portugal
Italy
Greece
Japan
Finland
Austria
Netherlands
Germany
France
Spain
Denmark
Belgium
Sweden

. . Ireland
International comparisons Canada

of health and wellbeing US
in adolescence and Australia
early adulthood fheldruc UK

I ssaision it \New Zealand

Research report February 2019

—

Rakhee Shah, Ann Hagell and Ronny Cheung ayph <k
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http://www.youngpeopleshealth.org.uk/wp-content/uploads/2019/02/NT-AYPH-adolescent-health-
report_WEB-200219.pdf



Before | begin...

Please consider carefully
(and quietly):

What are the six biggest
risk factors for death from
asthma in childhood?




Unseen... and unheard?

.

Unrecognised risk

Please consider carefully
(and quietly):

Severity

What are the six biggest risk
factors for death from | -

g . ? [ L \
asthma in childhood: Excess SABA

Non-adherence




Unrecognised Risk

| Royal College
-y of Physicians

In CYP, poor recognition of
risk of adverse outcome
was found to be an

important avoidable factor Why asthma still kills
in 7/10 (70%) children and
15/18 (83%) young people
in primary care, and in 2/7
(29%) children and 3/9
(33%) young people in
secondary care.
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Things you need to do: PLEASE

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

the 5.2 million people in the UK with asthma. By taking control of their Control .
asthma, most people's day-to-day lives should be free from disruption

such as troubled sleep or not being able to exercise. Test™ =

Why take the Asthma Control Test™?

The Asthma Control Test™ will provide you with a snapshot of how well your asthma has been controlled over the fast four
weeks, giving you a simple score out of 25. Asthma symptoms can vary from month to month, so it is worth keeping the test
nhanay to see if your score changes. You can also Share your results with your doctor or asthma nurse to help explain just how
your astnma affects you.

Are you in control of your asthma? Or is your asthma in control of you? Here's how to find out
Step 1: Read each question below carefully. Circle your score and write it in the box.

Step 2: Add up each of your five scores to get your total Asthma Control Test™ score.

Step 3: Use the score guide to leam how well you are controlling your astnma.

During the past & weeks, how often did your asthma pre ou from getting as much done at Score:
Q1 work, or hnmﬁi =
( 1] 2] 3)(x 4 ) [(Nom wmaims

5
During the past & weeks, how often have you had shortness of breath? Score:
\Qz (= 1) (o 2 (ovmmawea 3] [izvmeames 4] [ 5/

During the past & weeks, how often did your asthma symptoms (wheezing, coughing, che: Score:
s, shortness of breath ight or earlier than usisal ing?

37[0.“».;—«.: 4 | (Wotatan 51
d =~

awesk. )
( During the past & weeks, how often have you used your reliever inhaler (usually blug)? Score:
\Ql‘ Gammwme 1) (amezen 2] (oo 3] (Ooawoskorion 4 ) (e 5

ADHERENCE )

P
| Total Score |
What does your score mean? G|

Score: 25 - WELL DONE Score: 20 to 24 — ON TARGET Score: less than 20— OFF TARGET

= Your asthma appears to have been = Your asthma appears to have been = Your asthma may MOT HAVE BEEN
UNDER CONTROL over the last REASONABLY WELL CONTROLLED CONTROLLED during the past 4 weeks.
4 weeks. during the past A weeks.

= Your doctor or nurse can recommend
= However, if you are experiencing = However, if you are experiencing an asthma action plan to help

any problems with your asthma, symptoms your doctor or nurse may improve your asthrsa contrel

you should seeyour doctor or nurse. be able to help you.

SYMPTOMS/SABA

What can you do now?

Like many other people in tha UK, it is possible that your asthma could have less impact on your everyday life. You can get
a free pack full of information about how to take control of your asthma, including an action plan to fill in with your doctor or
asthma nurse, from Asthma UK.

oy QualiyMaic Incorporatod. Asthma Costeoi Test 5 3 tradsmiaek of QualtyMatric ncomported

“Us English vsrsion modiied for us In UK". Tha production of supportad

mithEse Wegistorad chadty numer 807264
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“How is your asthma?’

fine




What questions should | ask?

Paediatric Respiratory Reviews

Ll Volume 14, Issue 4, December 2013, Pages 229-231

ELSEVIER

Clinical Usefulness

Limitations of asthma control questionnaires
in the management and follow up of
childhood asthma

Will Carroll =

Show more v

+ Addto Mendeley o& Share 99 Cite

https://doi.org/10.1016/j.prrv.2013.06.007 Get rights and content




What questions should | ask?

Paediatric Respiratory Reviews
Volume 14, Issue 4, December 2013, Pages 229-231

ELSEVIER

Clinical Usefulness

Limitations of asthma control questionnaires
in the management and follow up of’
childhood asthma

Will Carroll =

In the last month

1 Have you had difficulty sleeping because of Yes/No
asthma symptoms (including cough)?
2 Have you had your usual asthma symptoms Yes/No

during the day (cough, wheeze, chest
tightness or breathlessness)?

3 Has your asthma interfered with your usual Yes/No
activities (e.g. housework, work, school, etc)?

The ‘yes/no’ responses are scored with 1 for each positive answer
giving a total score between 0 and 3.

Pinnock H, et al. Prim Care Respir J. 2012 Sep;21(3):288-94. doi: 10.410. PMID: 22751737



What questions should | ask?

Paediatric Respiratory Reviews
Volume 14, Issue 4, December 2013, Pages 229-231
Clinical Usefulness

Limitations of asthma control questionnaires

in the management and follow up of
childhood asthma

ELSEVIER

1. No Daytime symptoms

2. No limitation of activities

3. No nocturnal symptoms or wakening

4. SABA use twice or less per week
5. No exacerbations



What questions should | ask?

Paediatric Respiratory Reviews
Volume 14, Issue 4, December 2013, Pages 229-231

i

ELSEVIER

For Patients 12 Years and 0|der: 1. Answer each question and write the answer number in the box to the right

of each question.
2. Add your answers and write your total score in the TOTAL box shown below.
3. Discuss your results with your doctor.

1. In the past 4 weeks, how much of the time did your asthma keep you from getting as much done at work, school or at home? SCORE
All of Most of Some Alittle of None of
M O M OERTOIEEOEEY
2.During the past 4 weeks, how often have you had shortness of breath?

SRS e =<0 .. o

3. During the past 4 weeks, how often did your asthma symptoms (wheezing, coughing, shortness of breath, chest tightness
or pain) wake you up at night or earlier than usual in the moming?

4 or more 2 or 3 nights Once
nights a week aweek Once o twice o Notat all

4. During the past 4 weeks, how often have you used your rescue inhaler or nebulizer medication (such as albuterol)?
3 or more 10r 2 times 20r 3t Once a week

5. How would you rate your asthma control during the past 4 weeks?

Not controlled Poorly S Well Completely
atall controlled contro controlled controlled

If your score is 19 or less, your asthma may not be under control. Be sure to talk with your
doctor about your results. The answers below should not be added to your total score.
These answers should be discussed with your doctor.

- e B e




Who should | ask?
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Lung function/FeNO

* Poor correlation between
asthma symptoms and
lung function

* Frequently identifies CYP
with poor perception of
symptoms

* Can help to provide
objective evidence of
improvement/need for
change 4




Examination

Part of the art of medicine
Red flags?

Wheezy or wet?
Nose

Skin

Eyes




Adherence

Takes it often Takes it often
Takes it well Takes it badly

Takes it rarely Takes it rarely
Takes it well Takes it badly




What do you teach your patients?

How to use their inhalers

When to use their inhalers

NACAP Audit

How to dispose of them?

How to tell when they are empty?




How Do Patients Determine That Their
Metered-Dose Inhaler Is Empty?*

Bruce K. Rubin, MD, MEngr, FCCP: and Lolly Durotoye

Study objective: To evaluate how patients determined that pressurized metered-dose inhaler
(pMDI) canisters were empty and to measure pMDI depletion under different circumstances in
the laboratory.

Setting: Most of the study was performed in a university research laboratory.

Participants: Fifty consecutive patients attending the Brenner Children’s Hospital Asthma Center
were initially questioned regarding pMDI use, and they demonstrated their use of the inhaler.
Measurements and results: Of the 50 children and parents questioned, 74% did not know how
many actuations were in their canisters, and all used their pMDI until they could not longer
“hear” the medication when actuating. Only half shook the canister before actuating. In the
laboratory, chlorofluorocarbon (CFC) canisters tvpically had 86% more actuations than the
nominal dose, and hydrofluoroalkane (HFA) canisters had 52% more. Canister flotation was
ineffective in 1dent1fnng when a pMDI was depleted, and water obstructed the valve opening
27% of the time. For CFC inhalers, shaking the pMDI before firing increased the number of
actuations per canister (p = 0.009 [vs not shaking]), but this was not true for HFA inhalers.
Conclusions: If patients are not taught to recognize when a pMDI is empty, they may continue to
use the medication for up to twice the intended duration. Until accurate dose counters are added
to pMDIs, counting the number of doses administered is the only accurate method with which to
tell when the canister should be discarded. (CHEST 2004; 126:1134-1137)

Kev words: adherence; aerosol themp'. asthma medication: dose counters: hxdmﬂuomalkane pmpellants pressunzer_l
metered-dose aerosol

Abbreviations: CFC = chlorofluorocarbon: HFA = hydrofluoroalkane; pMDI = pressurized metered-dose inhaler




Environment

It matters to your
patients

It matters to their
families

It matters

o il

THE LANCET
Respiratory Medicine
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Which Children Should be Referred to a
Severe Asthma Service?

Dr Louise Fleming
Reader, Imperial College London
Consultant Respiratory Paediatrician, Royal Brompton Hospital

Imperial College
London

Royal Brompton and
Harefield hospitals
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Overview

Why refer?
Indicators of poor control
Key questions

What can a severe asthma service offer?



Why Refer?

Optimise
management of
children with poor
asthma control

Access to a
specialist multi-
disciplinary team

Access to
Minimise risk additional tests /
assessments




Risk

Asthma attacks

Asthma related
death

Loss of lung
function

Medication side
effects




Indicators of Poor Control

Indicators of poor asthma control

* Asthma attack

* Hospital admission / ED attendance
 >6 SABA inhalers per year

* ACT / cACT score <20




Why is Control Poor? Three key questions

* |sitasthma?
* Are all the symptoms due to asthma?
 Why is control so poor?



Is it Asthma? Diaghostic Evaluation

Primary Care Secondary Care Specialist Severe

Asthma Service

e Access to e Spirometry e Spirometry
diagnostic hub *FeNO e FeNO
(spirometry and e Tests of airway hyper-
FeNO) responsiveness

* Peak flow e Induced sputum
variability

e Cardio-pulmonary
exercise tests

¢ CT chest
* Bronchoscopy

\_ Y, \_ Y, \_ _J




Are All Symptoms Due to Asthma?
Assessment of Co-Morbidities and Asthma Mimics

e Hay fever / rhinitis e Hay fever / rhinitis e Hay fever / rhinitis
(nasal examination and (nasal examination and (nasal examination and
treatment) treatment) treatment)

e Obesity — lifestyle o Allergy testing (SPTs / e Allergy testing (SPTs /
advice splgEs) splgEs)

e Dysfunctional breathing * Obesity — lifestyle e Obesity — lifestyle
(history) advice, dietician advice, dietician

e Dysfunctional breathing e Dysfunctional breathing
(breathing pattern (specialist
assessment) physiotherapist)

e Cardio-pulmonary
exercise test, CLE

e Polysomnography



Why |Is Control Poor?
Assessment of Modifiable Factors / Severity

Specialist Severe Asthma

Adherence

Allergens

Smoking

Psychosocial

Primary Care

Inhaler technique

Prescription check

History (pets, mould, hay fever)

Assessment and treatment of rhinitis

History (secondary exposure, active
smoking inc e-cigarettes)

Smoking cessation advice

Family circumstances
Safeguarding
Referral top CAHMS

Secondary Care

Inhaler technique

Prescription check

History (pets, mould, hay fever)
Assessment and treatment of rhinitis
Allergy testing

History (secondary exposure, active
smoking inc e-cigarettes)

Smoking cessation advice

Urinary cotinine . CO monitoring

Family circumstances
Safeguarding
Referral to CAHMS

Service

Inhaler technique
Prescription check
Electronic adherence monitoring

History (pets, mould, hay fever)
Assessment and treatment of rhinitis
Allergy testing
Immunotherapy

History (secondary exposure, active
smoking inc e-cigarettes)

Smoking cessation advice

Urinary cotinine . CO monitoring

Family circumstances
Safeguarding
Home visit
Psychology assessment / support



SPECIALIST SEVERE ASTHMA SERVICE



Assessment pathway for children with problematic severe asthma

Assessment pathway to for a child aged 5 — 16 years with problematic severe asthma

Diagnostic confirmation
one of: obstructed spirometry (FEVy/FVC <80% or < LLN); bronchodilator reversibility; elevated FENO; PEF variability
Additional tests if diagnostic uncertainty e.g.: airway hyper-responsiveness, CPET, CLE, induced sputum, bronchoscopy)

Prescribed high dose treatment
GINA step 4-5

Evidence of poor control?

symptoms (most days for 23 months), PICU admission, persistent airflow limitation

l

MDT assessment and intervention

l

Management Optimisation
Technigue checked, adherence check, reduction in allergen exposure, treatment of

comorbidities
|

[

| Ongoing poor control ‘

DIFFICULT ASTHMA

Maintain on lowest possible dose to maintain

control

YES
: No objecti id f
Modifiable factors addressed }— O ohjective evidence 0
_< | asthma
'
SEVERE ASTHMA REFRACTORY DIFFICULT ASTHMA NOT ASTHMA
Assessment of eligibility for a biclogic

May be eligible for a biologic if unable to

optimise management

Consider other
diagnoses

Adapted from
Pjinenburg, Fleming
Lancet Resp Med,
2020



“Solving” Difficult Asthma




Adherence check

* Prescription check — GP & hospital records
* |ICS adherence and number of SABA inhalers

< £ £ > o o =
Q =} T o —
5 N = o ! =
' 5 o e & & o &
Total daily Number of days 1
Medication Strength dose inhaler should last
ICS (ICS/LABA) seretide 125 1 puffs BD 60 DAYS 1 1
Prednisolone
Epien 0.3mg 4 4
Salbutamol 100mcg 2 2 2 2 2 2 2
Montelukast 4mg 28 28

O
®
@
AN
<)

—

T
[any
~N

28 28 56 28

« Smartinhaler monitoring

Prescription check: 20 salbutamol
inhalers, 3 Seretide in past year

£1-994

LT-1eN

LT-1dy

Adherence

Total % uptake

3 50%

20
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Adherence Monitoring: An Essential
Tool for Identifying Severe Asthma

patients with poor asthma control

Electronic monitoring of

|

I Good adherence |

!

Improved
control

l

Persistent
poor control

|

Poor adherence

|

Improved
control

!

Persistent
poor control

Adherence

l

l

l

l

Adherence support

Consider stepping down

treatment

Review inhaler
technique / other
modifiable factors

Further assessments

Tailored adherence
intervention
Consider stepping
down treatment

Tailored adherence
Intervention
Further
assessments

Jochmann, Fleming Eur Respir J 2017; 50; 1700910



http://www.smartinhaler.com/products/devices/smartturbo2-symbicort/
http://www.smartinhaler.com/products/devices/smartdisk/
http://www.smartinhaler.com/products/devices/smarttouch-ventolin/

Allergen Exposure

Exposure to allergen exacerbates asthma in sensitised

individuals

Exacerbation most likely in those with a viral iliness
and exposed to a sensitised allergen

Table 3 Odds ratios (95% Cl) for risks lactors for hospital admission using constructed
variable® [mutually exclusive catergories), univariate and multivariate [adjusted for use of
ICS and duration of asthma)

Univariote anclyss Mulivaricte analysis
OR 195% CI) pvalue  OR B5% O p value
Sansiised anly 18{0.4%9.2) 0.47 175031 117]  0.56

Sensitised and exposed and virus
detected OR 22.7 (4.6 — 112. 5)

Lol on of asthimdaT 0.8 (. =0.¥] LEILELES ] 0¥ jLt=1.1]

BC5, mhoded codioomter ids,

*Chverall p volue for the contucted voriobles & p<0.001. The reference cotegony lfor the comtrucied voriobls is
nesi Bhesr sensiimed nor winus nlected [E! upﬂmﬂ]

Thiadion {range] in yeors; OR reders i cherreosed risk with sodh oddiiona] Y,

Murray Thorax 2006;61;376-382; Murray, AJRCCM 2017

Proportion without emergency hospital attendance

0.9

0.8+

0.7

0.6

Allergens

Randomisation

S ~IPlacebo
.~

-~ *Active

p=0.006

T T T T T T T
50 100 150 200 250 300 350

Time in days to emergency hospital attendance

Mattress covers led to a reduction
in exacerbations in those with
asthma and HDM sensitised




History

Home visit
— Evidence of smoking

Urinary cotinine
CO monitor

Smoking

INCREASING PREVALENCE
Increasing Prevalence

FLORIDA BOYS AND GIRLS
JORDANIAN GIRLS I JORDANIAN BOYS

70% —
60% —
50% —
40% —
30% —

ﬂ

EVER USE OF WATER PIPE (%)

O DO | VDO | VDD —
D A | vt v | 2 e vt

GG LG LG

The prevalence of water pipe use among students has
increased dramatically in Jordan and the USA.

Not just cigarettes

Lites

SMOKING. REINVENTED

OFFICIAL ELECTRONIC CIGARETTE PARTNER OF THE 02




Psychosocial

Psychosocial issues

e

Fleming, Bush in press



Safeguarding

Neglect
— Poor adherence
— Inappropriate environment

Exaggerated or fabricated symptoms
— Secondary gain

— Fabricated and induced illness

— Deliberately withholding treatment

Place of safety
Emotional abuse

Psychosocial



http://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwjE87Gfz8PZAhXFBiwKHUS3AbYQjRx6BAgAEAY&url=http://www.coventryrugbyccg.nhs.uk/About-Us/Safeguarding-platform/Safeguarding-Children&psig=AOvVaw3coqfEVKDh91L7QSDy152c&ust=1519735769651971

Structured MDT Assessment

First Clinic Appointment
*Respiratory Consultant

*Clinical nurse specialist (CNS)
*Physiotherapist

*Psychologist

*Specialist pharmacist

Assessments:

*Spirometry and bronchodilator response (BDR)

*FeNO (induced sputum)

*Blood eosinophils

*Symptom score (Asthma Control Test ACT/ Childhood Asthma Control Test C-ACT)
*Quality of life (Paediatric Asthma Quality of Life Questionnaire PAQLQ)
*Psychosocial questionnaire and Paediatric Index of Emotional Distress (PI-ED)
eUrinary or salivary cotinine

*Allergy testing (skin prick tests (SPTs), specific IgEs to aeroallergens (slgEs), total IgE)
*Other bloods (drug levels)

*Short Synacthen test

Adherence monitoring:
*Issued with an Electronic monitoring Device (EMD)

Additional Information

*Local team

*Primary care (including prescription check)
*School

Electronic
Monitoring 12-16
weeks

——>

Follow up Appointment
*Respiratory Consultant

*CNS

*(Physiotherapist)

Assessments:

*Spirometry and BDR

*FENO (induced sputum)
*Asthma control (ACT/C-ACT)
*Quality of life (PAQLQ)
Adherence monitoring:
*EMD data downloaded




Referral pathway to a specialist (tertiary) severe asthma service: child aged 5 — 16 years with problematic asthma

Is there objective evidence of

asthma?

Obstructed spirometry / bronchodilator reversibility /
elevated FENO, PEF variability (as per NICE guideline)*

YES

NO

A 4

Consider alternative diagnosis and
referral for additional testing

A 4

Is there evidence of poor control?

Any of the following: >2 asthma attacks requiring OCS in past year; ACT / cACT
<20; prescribed =6 SABAs per year; persistent chronic symptoms (most days for
>3 months); persistent airflow limitation (FEV,/FVC <80% or < LLN) despite
prescription of high dose ICS (as per NICE guideline*) plus LABA

|
YES

.

NO

.

Able to reduce to low /
Has management been optimised? NO moderate dose ICS to
. Technique checked, adherence check(prescription <+ . . 2
Optlmlse <+ NO uptake), reduction in allergen exposure, treatment of maintain control?
ma nagement comorbidities (e.g. hay fever), psychosocial issues
addressed YES
v
YES :
Reduce to lowest possible
T dose to maintain control
Refer to specialist severe asthma
Ongoing poor ——p Service for MDT assessment and
YES h id
control intervention Other reasons to consider
| Assessment and remediation of adherence; < referral
comorbidities; exposures and psychosocial issues Complex psycho social issues (including
NO I including additional testing if diagnostic safeguarding), enrolment in a clinical trial,
uncertainty, (e.g.: airway hyper-responsiveness, specialist physiotherapy input for breathing
NO cardio-pulmonary exercise test, continuous pattern assessment
laryngoscopy during exercise, induced sputum,
v I A bronchoscopy) A
Able to reduce to low / 1 1 e with asth -
moderate dose ICS to YES VES Any child with ast mabt at
maintain control? causes conc.ern can pe
| referred even if they do not
YES PICU admission for asthma Prescribed fulfil these criteria
in past 2 years maintenance
Reduce to lowest Prior tqdischarge from PICU all children 0CS fOF >4 weeks
. admitted due to asthma should be
pOSS| ble dose tO assessed by a respiratory team and over paSt 12 * Asthma: diagnosis, monitoring and chronic asthma management NICE guideline
maintain Contr0| referred to thet;pprfpriate specialist months [NG80] Published date: 29 November 2017 Last updated: 12 February 2020
asthma team




Indicators of poor asthma control

J 22 courses OCS per year

. >1 hospital admission / ED
attendance per years

Primary Care

‘Secondary Care asthma clinic

Specialist Severe Asthma Service

. >6 SABA inhalers per year
. ACT / cACT score <20

Patient Groups

Interventions

Children presenting with .
symptoms suggestive of asthma
(wheeze, breathlessness, cough)

Treatment at Step 1 -2 GINA .
Shared care with primary or

secondary care for children on .
higher treatment steps .
48 hour review post asthma | e
attack

Follow up of all children post ED
attendance / admission for acute asthma
attack

Referrals from primary care or school /
community nursing

Treatment at GINA Step 2-4

Diagnostic confirmation

Shared care with tertiary care for children
with problematic severe asthma

Follow up of all children post PICU admission for acute asthma
attack

Referrals from primary care secondary care or school /
community nursing

Treatment at GINA Step 3-5 (including children prescribed
maintenance OCS for 24 weeks over past year)

Diagnostic uncertainty (including dysfunctional breathing)
Enrolment in a clinical trial

Diagnostic evaluation (access to

diagnostic hub for spirometry .
and FeNO; PEFv)

Adherence check (prescription .
records) .
Treatment of comorbidities (e.g.

allergic rhinitis) .

Diagnostic evaluation(spirometry and
FeNO; PEFv)

Adherence check (prescription records)
Allergy testing and avoidance advice (skin
prick tests, splgEs)

Treatment of comorbidities (e.g. allergic
rhinitis, dysfunctional breathing)

Spirometry and FENO for diagnostic evaluation and monitoring
Other diagnostic tests (AHR,CT chest, bronchoscopy, cardio-
pulmonary exercise test, PSG, pH study, induced sputum) as clinically
indicated

Monitoring side effects of treatment (SST, DEXA)

Biomarker tests (total IgE, FBC (blood eosinophils), SPTs, splgEs)
Adherence check (electronic monitoring)

Investigation and treatment of comorbidities (allergic rhinitis, OSA;
dysfunctional breathing)

Initiation of biologics following MDT discussion

*At every step:

*Inhaler technique
*Smoking cessation advice
*Adherence and treatment optimisation
*Up to date asthma plan issued

Team members and
training level

Asthma nurse

Designated ICS primary care lead

Tier 1-3 training

Referral

Referrals can be made direct to secondary
or tertiary care from school nurses,
community nursing teams, primary care

Named clinical lead for asthma
Children’s asthma nurse
Access to specialist physiotherapist?

Tier 3-4 training

*Poor asthma control despite treatment at GINA Step 2

*Diagnostic uncertainty
*Psychosocial concerns
*Safeguarding

Named clinical lead for asthma

Children’s asthma nurse

Specialist physiotherapist

Psychologist

Specialist pharmacist

Physiologist

Access to dietetics, ENT and Allergy services
Tier 5 training

*Poor asthma control despite treatment at GINA Step 3-4
*PICU admission
*Diagnostic uncertainty
*Psychosocial concerns
*Safeguarding




Asthma Pathway Components

Primary Care

Hospital Care
A=
Tertlary
care

Slide courtesy of Dr Richard Chavasse



Conclusion

Consider referral in all children with indicators of poor control

Address three key questions

1. Is this asthma?
2. Are all the symptoms due to asthma?
3. Why s control so poor?

Important to carry out a systematic assessment and address potentially
modifiable factors

Specialist asthma service provides access to MDT, furtehr assessments and
access to biological treatments

Teamwork and working in partnership with young people and their families

is essential
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The difference between diagnosing
asthma and viral wheeze

lan Sinha
Consultant respiratory paediatrician
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Structure

« Diagnosing asthma in children (and the usual cautionary tales)
* Phenotypes of preschool wheeze

« A simple framework: more like asthma, or more like viral wheeze?



Cough and wheeze # asthma

CT findings in 67 children with ‘asthma’

= s n
Findings (%)
Normal/ 57
non-specific (83%)
Bronchiectasis :

(7%)
Bronchiolitis 2
obliterans (3%)
Structural tracheal 2
problems (3%)

Allergic alveolitis

All alternative diagnoses strongly suspected on history

(Wajid, Sinha 2016, ERS)

iansinha@liv.ac.uk

Bronchoscopy in children with ‘asthma’

Wet cough

Neutrophilia Dyspnoea

iansinha@liv.ac.uk

Cystic fibrosis
Primary ciliary dyskinesia
Bacterial bronchitis






Are the respiratory symptoms a marker of
something non-medical?

Housing
Pollution
Smoking
Nutrition

Stress

Consider antenatal and postnatal factors



Effect on pretest probability
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ack to basics...

ough
heeze
yspnoea
ariability
topy
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. Non-atopic

' Small airways (birth and later)

i No BDR/BHR at 11 years

Wheezing prevalence

11

Age (years)



Non-

atopic
wheezers

Wheezing prevalence

Age (years)



Wheezing prevalence

IgE wheeze/ ‘asthma’

'

Lung function normal till 6yo

Early onset, more severe symptoms |

Age (years)



Does the child have interval symptoms when they do

Yes not have viral infections? No

Yes Are the exacerbations severe and/or frequent? No
Are any of the following markers present?:

Yes Atopy (personal or first-degree relative) No

Eosinophilic inflammation (serum, FeNO, BAL)
Sensitisation (IgE/RAST/Skin Prick Test)

ﬁ

More like preschool Less like asthma, more like
asthma preschool episodic wheeze




Summary

* 50% of preschoolers wheeze - 50% of these grow out of it; 50% of them
grow into children with asthma

e Think about the symptomology and presentation - this may not be viral
wheeze or asthmal

* Three questions:
 What are they like on a good day?
* Are there severe and/or frequent exacerbations?

* |s there any suggestion of Type 2 inflammation?



