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Joining instructions/Teams live etiquette
Attendees are automatically muted for teams live
Please include your questions or comments in the moderated chat box.
The chair will pose questions to the speaker.

This conference is being recorded. Sharing options for the slides and
conference will be circulated.
There is an AM and PM session so please ensure you join the PM with
the dedicated link
Menti will be used later on in the session. Please have your phone
nearby, ready to scan a QR code
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Please complete the survey monkey evaluation to help us improve our
content for you

What is #AskAboutAsthma
•

5th year of London’s awareness raising campaign and 1st year run nationally

•

Coincides with start of the new school year and the highest hospital admission rates for asthma
(week 38)

•

It highlights small steps to help improve the quality of life for children and young people living with
asthma

•

The #AskAboutAsthma campaign encourages
➢ Each child or young person with asthma to have an asthma management plan
➢ Each child or young person with asthma to be able to use their inhalers effectively
➢ Each child or young person with asthma to have a review every year and after every attack

•

It also includes the impact of air quality on lung health

The Case For Change
In 2019/20 89,322 CYP
attended the ED and given a
diagnosis of asthma, reflecting
1.5% of all attendances.
Already in 2021 CYP asthma
presentations represent 1.5%
of all ED attendances.

28, 636 CYP were
admitted to hospital with
asthma in 2019/20
2019/20
CYP Diagnosis Grouping
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Non-elective admissions for CYP respiratory illness in
2019/20

The Solution: National Programme

Prioritisation
NHSE & I have prioritised
CYP asthma in the Long
Term Plan

Governance

There is now a dedicated
National CYP
Transformation Team

Funding

Each Region has a CYP
Lead & CYP
Transformation Team with
a reporting function to the
National Team

Funding has been
disseminated to all regions
to prioritise improvements
in CYP asthma care

NHS England and Improvement have been working with key stakeholders, including young people and
their families, to develop a National Bundle of Care for Children and Young People with Asthma to
support local systems with the management of asthma care. Evidence based standards of care have
been developed for each element of the patient pathway and associated with these are deliverables for
systems, enablers and levers and measures of success
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These themes will run as threads throughout the components:
Asthma competencies, training and education needs (Jen Townshend & Oliver Anglin)
• Data and digital elements (Mark Levy)

The Solution:
Local Activity
ELHT Paediatric
Asthma MDT
including a
Specialist
Paediatric
Outreach
Respiratory
Team

GM Asthma
Programme

Used the results of an
audit of the integrated
pathway to inform
asthma improvements.
They developed a
patient information
leaflet for CYP and their
families on effective
inhaler use.

Through the work of the networks and Beat
Asthma, North East & North Cumbria have seen:
•
29% reduction in unplanned hospital
admissions
•
48% increase in the use of PAAP
•
40% increase of discharge bundle
•
£67139.55 cost saving over 3 years

Nurse Lead
Clinics in York
and Scarborough

South
Yorkshire &
Bassetlaw
CYP Alliance

Oldham
CCNT
Asthma
Service

•
•

Consultant
Nurse Clinics
Ward
champions
CYP
Network
•
•
•

Refreshed Paediatric Asthma
Network
Development and implementation
of asthma registry
Focus on AAA campaign

Birmingham &
Solihull - Children
and Young
People’s Asthma
Network

East of
England CYP
Clinical
Network and
Transformation
Team

In Leicester they have established clear
asthma priorities:
• Improve asthma diagnosis in the
community
• Improve access to specialist expertise
• Expand severe asthma service
• Strengthen paediatric asthma
research
•

Tackling Asthma in
Staffordshire &
Stoke-on-Trent

30 Croydon
Asthma
Champions
Trained

Developing a MSE
Integrated Care Model for
Asthma
A local #AskAboutAsthma
campaign

In Surrey they have:
• Held a Surrey wide Learning event in
2020
• Conducted an Asthma review clinic
pilot
• Developed a Surrey Asthma Toolkit
• Held a Primary Care Asthma webinar
• Promoting Asthma Friendly schools
• Running Acute Paediatric Clinic
Forums for LTCs
• Linking with PHE and Primary Care
regarding air quality and smoking
cessation

#AskAboutAsthma 2021
Thursday 23 September 9am - 4pm
Time

Topic

Speaker

9.15

Oliver Anglin, GP, Clinical Lead for CYP North Central London, Clinical Lead for CYP
asthma NHS England (London)
Welcome & background to #AskAboutAsthma
Jen Townshend, general and respiratory paediatrician, Great North Children’s
Hospital, Newcastle upon Tyne, Chief Executive of BeatAsthma
Rosamund Kissi-Debrah, health campaigner, founder of the Ella Roberta Foundation,
Setting the scene: Why are we here?
teacher and World Health Organization advocate for health and air quality

9.30

Patient Voice: Our healthcare journey

Aishah Farooq and Haania Hussain, Patient and Public Voice Partners at NHS
England

9.40

National update

Matthew Clarke, National Speciality Advisor Children and Young People, NHSE/I

10.05

Ensuring effective transition: working with
adult respiratory services

Louise Fleming, Consultant Respiratory Paediatrician , Royal Brompton Hospital Trust

10.30

How can CYP asthma healthcare
professionals learn from HSIB?

Helen Jones, National Safety Investigator, Healthcare Safety Investigation Branch

11.00

Break

NOTE: Slides will be shown illustrating the great work going on across the country

9.00

11.15
11.45
12:15

Learning from the National Asthma and
COPD Audit Programme and implementing
change
Key note speech - Meeting the needs of
Children and Young People with Asthma
Q&A

Ian Sinha, Consultant Respiratory Paediatrician Alder Hey Children's Hospital
Sarah Woolnaugh, Chief Executive Officer of Asthma UK and the British Lung
foundation
Matthew Clarke, Aishah Farooq, Haania Hussain, Ian Sinha, Jen Townshend and
Sarah Woolnough

#AskAboutAsthma 2021
Thursday 23 September 9am - 4pm
Time

Topic

Speaker

12.45

Lunch

NOTE: please use the second link sent to re-join the conference

13.15

Clinical update

Ian Sinha, Consultant Respiratory Paediatrician Alder Hey Children's Hospital

14.00

BeatAsthma – working together in the North Jen Townshend, general and respiratory paediatrician, Great North Children’s Hospital,
East and beyond
Newcastle upon Tyne, Chief Executive of BeatAsthma

14.30

Salbutamol: relief or rescue - time to put out
Louise Fleming, Consultant Respiratory Paediatrician , Royal Brompton Hospital Trust
the fire?
• Chin Nwokoro (Chair), Consultant Respiratory Paediatrician and Honorary Clinical
Senior Lecturer, Barts Health NHS Trust and Queen Mary University of London
• Richard Chavasse, Consultant Respiratory Paediatrician, St George’s University
Hospitals NHS Foundation Trust, South West London ICS and STPN Lead for LTV

15.00

What to include in a post-attack review;
where and when should it be held?

• Carol Stonham, Respiratory Nurse NHS Gloucestershire CCG, Executive chair
PCRS
• Rob Block, Consultant in Children's & Adolescent Services at Tameside & Glossop
Integrated Care NHS Foundation Trust
• Oliver Anglin, GP, Clinical Lead for CYP North Central London, Clinical Lead for
CYP asthma NHSE (London)

15.40

Next steps, Mentimeter and close

16:00

Close

Oliver Anglin

Agenda for the week

#AAAsharethemessage
• The theme for this year
• The idea is for people to choose one thing they will do to share the
message about the aims of the #AskAboutAsthma campaign
• Please tweet us at @HealthyLDN to let us know, using
#AAAsharethemessage and #AskAboutAsthma
• Also we welcome short videos (recorded on a phone) about how you
will share the message

Setting the scene: why are
we here?
Rosamund Kissi-Debrah, health campaigner, founder of the Ella
Roberta Foundation, teacher and World Health Organization
advocate for health and air quality

#AskAboutAsthma

Patient Voice: Our
Healthcare Journey
Aishah Farooq & Haania Hussain, patient and public voice partners
at NHS England

#AskAboutAsthma

National Update September 2021
Matthew Clark, National Specialty Advisor for Children and Young
People at NHS England

#AskAboutAsthma

Background and Context
Asthma is the most common long-term medical
condition in children in the UK, with around 1 in
11 children and young people in the UK having
asthma1.

The UK has one of the highest prevalence,
emergency admission and death rates for
childhood asthma in Europe2. 13 children (0-14
years) died from asthma in 20161.
In 2017, NICE published a set of guidelines for
the Diagnosis and Monitoring of Asthma and
also for the Management of Stable Asthma in
Adults and Children4.

In 2015, The Royal College of Physicians,
looked at deaths from asthma between 1
February 2012 and 31 January 2013 in the UK
and published a report (NRAD4)3 identifying a
number of avoidable factors in relation to both
the care people received and the recognition of
risk and avoidable factors relating to patients
and their families and environments.
This report found that two in three deaths
from asthma could be prevented.

NHS England and NHS Improvement’s ambition is to prevent deaths, reduce the
number of admissions and improve the quality of life of CYP with asthma. This will
be achieved by improving the accuracy of diagnosis and taking a whole system
approach to managing asthma.

Sources: 1https://www.asthma.org.uk/about/media/facts-and-statistics/, 2https://www.england.nhs.uk/2019/09/nhs-warning-to-parents-as-asthmaseason-hits/, 3Royal College of Physicians. Why Asthma Still Kills 2014, 4https://www.nice.org.uk/guidance/ng80

National Programme Timeline – we will map the opportunities
in the patient pathway and develop a national bundle to prevent asthma deaths

Aug 2020

Work with expert
clinicians and key
stakeholders to
agree discreet
pieces of COVID19 support

Sept 2020

Jan 2021

Establish paediatric asthma
improvement infrastructure in
all seven regions

Develop proposals for a
national asthma bundle

Spring
2021
Publish Phase
1 of the Draft
National
Bundle

Engage with wider
stakeholders on
proposals

Summer
2021

Dec 2021

Consider levers and
incentives (i.e. financial
incentives)

April 2022

Publish
National
Bundle
(including
incentives)

Patient Engagement

Association for
Young People’s
Health

Asthma
Oversight
Board

• We commissioned AYPH to publish a scoping
review of all CYP asthma engagement to date
• AYPH have worked with the Race Equality
Foundation and Friends of Families and Travellers
to conduct engagement sessions with CYP around
the management of their chronic asthma
• They also working with RCPCH & US to engage
directly with patients after asthma clinics
• Both documents have now been published and
available here.

• We have appointed youth representatives with lived
experience of asthma to sit on our asthma oversight
board
• Both representatives have also been involved in the
working groups and with the support of our voice
team, we are sharing their feedback with all chairs
across the programme

The National Bundle of Care will focus on improving
these components of the asthma pathway
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Considerations for components
•

Parental
smoking

• Primary care

•

Housing

• Secondary
Care

•

Air Pollution

• Tertiary Care

• Self
management
• Primary Care &
111

• Secondary
Care
Jonathan Grigg

•

Ian Sinha

Will Carrol

• Self
management
• Apps/peakflow
• Primary Care &
111
• Secondary
Care
• PICU
Satish Rao

•
•
•

Service
Specification
New
Therapies
Research &
Development

Louise Fleming

These themes will run as threads throughout the components:
Asthma competencies, training and education needs (Jen Townshend & Oliver Anglin)
• Data and digital elements (Mark Levy)

Progress Update
The CYP Transformation Programme formed 7 working groups as illustrated on slide 4, to develop a
National Bundle of Care for Asthma, Phase One is now published and the final iteration will be
published in April 2022.
•
•
•

The working groups, lead by the chairs have conducted at least two meetings and identified the
key standards for Phase One of the National Bundle of Care.
The training and education working group have produced a set of training competencies and are
now testing these with the professional colleges and other key arms length bodies to establish
future ownership and governance.
The data and digital working group have developed a straw man of what the CYP asthma
dashboard could look like and are currently reviewing comments and feedback on this.

Funding has been disseminated to all regions and we have asked that they make CYP asthma a
priority. Regional Leads will be required to report monthly on how their funding has engaged and
impacted asthma services.
We have signposted regions to existing resources such as beat asthma and the Healthy London
Partnership.

beat
asthma

A comprehensive suite of resources
for families and children, young
people with asthma, schools, primary
care health professionals and
secondary care health professionals

Healthy
London
Partnership

This organisation have
developed ambitions and
standards of care for people
in London, living with
asthma

The National Bundle of Care for CYP with Asthma Phase One
1

The Bundle outlines the rationale for developing
each element of the bundle

2

Between 3- 9 standards for each element of the bundle
have been developed

3

Each standard has an ICS deliverable attached to it,
these are supported by a number of enablers and
defined by a measure of success
3

National Bundle of Care for CYP with Asthma
Summary of Actions
Component of
Patient Pathway

National Actions/Enablers

System Action

Organisation of
Care

The CYP Transformation Programme has
disseminated funding to local systems to
make improvements in asthma care.

Integrated Care Systems should have a named lead
with asthma expertise who is responsible and
accountable for the dissemination and
implementation of asthma standards and good
asthma practice which includes CYP.

Environmental
Impacts

The Asthma Competencies, Training, and
Education Needs national working group have
developed capabilities that include enabling
conversations with patients around mitigating
the risks of air pollution, indoor air quality and
smoking. NHSE/I have signposted ICS leads
to existing tools that will enable staff to do
this.

All healthcare professionals working with CYP with
expected or diagnosed asthma should understand
the dangers of air pollution, indoor air quality and
parental smoking and ensure they discuss these
risks and potential mitigation strategies with them.
Integrated care systems should ensure staff are
equipped with the tools that will enable them to do
this.

Early and
Accurate
Diagnosis

NHSE/I have been working with NICE, and
other arms lengths bodies. Existing guidance
is available, and we are working with
organisations on their forthcoming updates.

The diagnosis of asthma in CYP should be based on
clinical features of a comprehensive history and
when a diagnosis of asthma is made in CYP, this
should be recorded in the notes and coded
accordingly. Diagnostic hubs should be used to
support diagnoses.

Effective
Preventative
Medicine

An example of a PAAP and asthma review
template can be found in the resource pack
associated with this document.

All CYP with asthma should have a Personalised
Asthma Action Plan. Prescription of inhaler
medication should include the appropriate device
and education. Inhaler technique should be reviewed
and graded, and regular asthma reviews should be
conducted.

National Bundle of Care for CYP with Asthma
Summary of Actions
Component of
Patient Pathway

National Actions/Enablers

System Action

Managing
Exacerbations

Providers of care should follow current
guidance on minimum standards, the
Managing Exacerbations working group will
develop National Standards prior to final
publication of the Bundle.

All providers of emergency and urgent care should
adhere to minimum standards of assessment,
treatment, referral, discharge planning and follow-up

Severe Asthma

The Severe Asthma national working group
has developed standards for CYP severe
asthma services, these can be found in the
resource pack, section 5.

Each ICS should ensure that CYP with severe or
difficult to treat asthma should have access to a
severe or difficult to treat asthma service.

Data and Digital

The national data and digital working group
have proposed a minimum asthma dataset
that will feed into a National CYP asthma
dashboard. See appendix 2 for more detail on
the dashboard and dataset.

ICS leads for CYP asthma should use the reports
from the CYP Asthma dashboard to benchmark their
services against national averages and use this
information to make targeted improvements in
asthma services.

Asthma
Competencies
and Training and
Education Needs

A 5-level tiered framework for anyone
involved in the care of CYP with asthma has
been developed. See the resource pack,
section 7 for full framework. We are working
with professional bodies and royal colleges to
align the capabilities with other established
frameworks and to determine their future
ownership as well as the required
accreditation for training partners.

All people involved in the management of CYP with
asthma should be trained to the appropriate level
depending on their role. Tier 2 training for example is
currently supported by Health Education England
through their e-learning for health platform. ICS’ will
be held to account to ensure their CYP asthma
workforce have met the required levels of training.

Partnership Working
NICE/MHRA/BNFC

Respiratory Networks

Inhaler Image Campaign

The National team are
with these organisations to
determine what additional
information can be added
to the BNF and BNFc that
clarifies the importance of
ensuring appropriate
prescribing

We are working with the
adult Respiratory
Programme to build a
network of CYP asthma
specialists across the
country

In December 2020 a group
of interested parties came
together to discuss the
potential of kick starting a
campaign to try and get
change.

We attend the monthly
meetings to ensure the
networks are informed of
the CYP programme and
priorities

The idea being to build a
campaign to improve the
use of inhaler images in
the media

We are establishing with
the MHRA what additional
information can be added
to patient information upon
prescribed inhaler devices

Ensuring effective
transition: Working with
adult respiratory services
Louise Fleming, Consultant in Paediatric Respiratory Medicine,
Royal Brompton and Harefield Hospital Trust & Clinical Senior
Lecturer at Imperial College London

#AskAboutAsthma

Ensuring effective transition
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Adolescence
• Adolescence is a time of tremendous growth and physiological and

psychological changes
• 10-20 year olds make up ~15% of the UK population
• 16–24 year olds account for 36% of ED attendances and 20% of those

that receive in-patient care
• Average weight gain 14kg (girls) and 15kg (boys) during adolescence
• 23% teenagers are overweight, 6% obese
• Major improvements in health outcomes in younger children have not
been matched in young people

Impact of Asthma on the Adolescent
Short term cross sectional studies of children with asthma:

• Increased time of school
• Poorer educational attainment
• Reduced activity
• Reduced exercise
• Obesity
• Poorer general health and well being
• Very few studies of long term outcomes

Harris K. Ad Health 2008
Fletcher J. Health Economics 2010

• Data on children attending Scottish schools 2009 – 2013
• 45 900 (6%) treated for asthma
• Increased risk of hospitalisation (incidence rate ratio 1.98, 95% CI 1.93–
2.04); increased mortality (HR 1.77, 95% CI 1.30–2.40)
• More likely to have special educational need for mental health reasons
(OR 1.76, 95% CI 1.49–2.08)
• Performed worse in exams and left school earlier
M Fleming, Eur Respir J 2019; 54.

Adolescence and Asthma
• Adolescence a recognised risk for asthma related outcomes
• Asthma prevalence is rising in adolescents (11.6% ISAAC phase one to
13.7% in ISAAC phase three)
• Teenagers and young adults over-represented in mortality reviews

• A male preponderance in childhood
• Early menarche risk factor for adolescent and adult onset asthma
• Majority of school age children with asthma will have resolution of
symptoms in early adulthood (although this may not equate with resolution
of airway inflammation or lung function)
• Relapse rate of 30% by 33 years
• The more severe the symptoms in adolescence the more likely persistence
Pearce, Thorax 2007; 62: 758-766.
into adult life
Van Asperen, Med J Aust 2015; 202: 125-126.
Levy, The National Review of Asthma Deaths
(NRAD). London Royal College of Physicians;
2014.
Strachan, BMJ 1996; 312: 1195-1199.

Melbourne Asthma Study

Phelan D et al. JACI 2002;109:18994

Melbourne Asthma Study

Children with Severe Asthma have a 32 times higher risk of
developing COPD
Tai A et al. Thorax 2014;69(9):805-10

Transition
• noun: the process or a period of changing from one state or condition to
another
• verb: to undergo or cause to undergo a process of transition
• origin: from Latin transire: to go across

“A purposeful, planned process that addresses
the medical, psychosocial and
education/vocational needs of adolescents and young

adults with chronic physical and medical conditions as
they move from child-centred to adult-orientated
health care systems”
Blum R et al. J Adol Health 1993:14;570-6

National Drivers and Quality
Standards
• RCP Position Statement 2014 – commitment to providing high quality care to adolescents and
young adults
• One of 6 key priority areas identified by the National Clinical Director for Children and Young
People
• CQC 2014 – Services must be tailored to meet the needs of YP and include extra training for
health staff

• NICE Guidance 2016: named worker to coordinate transition, integrated health and social care
transition

NICE Pathway 2020

Paediatric and Adult Clinics
•
•
•
•

Family centred care
Safe, nurturing environment
Quite informal
Strong relationships built over
many years
• Familiar

• Greater autonomy
• More emphasis on the young
person
• Access to a greater range of
(licensed) treatments
Adult
services

Paediatrics

• Environment aimed at much
younger children
• Waiting rooms and wards full of
toddlers and babies
• Still treated like a child
• Paternalistic

•
•
•
•

Bigger, busier clinics
Different diseases
End stage disease
May fall through the gaps

When?
• At what age should the process start?

• When does Paediatric care end?
• When does the “transfer” take place?
• When does the process finish?

Transfer

Transition
Paediatric service

Adult service

The Transition Process
• Independent health care behaviour
• Health and lifestyle
• Sexual health

• Psychology support
• Family
• Information transfer

Independent Healthcare Behaviour
• Respecting privacy, confidentiality
• Addressing the young person
• Involvement in decision making / consent (assent)
• Giving the young person the opportunity to have time
alone in the consultation
• Promoting self advocacy (vs parental / doctor
advocacy)
• Understanding of health needs
• Making appointments, repeat prescriptions
• Confidentiality

Support and Advice
• Health and lifestyle (including smoking)

• Sexual health (including contraception)
• Psychology support
• Disease specific information

• Other sources of information (internet)

H
E
A
D
S
S

Home
Education (or employment)
Activities
Drugs
Sexuality
Suicide
Payne D et al. Contemp Pediatr 1988:75-90

Asthma Transition
• Life course of asthma difficult to predict
• Time for re-evaluation
• Transition arrangements and needs can be variable
• Very little asthma specific guidance
Transition models for asthma:
• Discharge to primary care
• Discharge and ask primary care physician to arrange
onward referral
• Dedicated follow up in an adult clinic (clearly defined
pathways)

South East Strategic Clinical Network

EAACI Guideline on the Effective
Transition of Adolescents and young
Adults with Allergy and Asthma

Roberts, Allergy 2020:75; 2734-2752

Factors Influencing Outcomes

Vazquez-Ortiz, Allergy 2020:75;1850-1880

Severe Asthma Transition:
Considerations
• Different commissioning arrangements for Severe
Asthma in adults and children
• All paediatric Severe Asthma Centres should be aligned
with an adult commissioned service

• If established on a biologic need to ensure there is
continuity in administration / home care prescription
• Not all biologics are licensed for adolescents – but can
still be used

Novel Treatments in Adolescents
• Adult colleagues likely to have greater experience in
use of newly licensed treatments
• Joint MDTs to guide decision making
• Shared learning
• Timing of initiation of treatment

Transition ICP
Smooth transition
•
•
•
•
•

Start early
Transfer options
Joint clinics
Contact details
Integrated care pathway
• Ready, Steady, Go
(knowledge, self
advocacy, health and
lifestyle
• Clinical information
• All about me
• Post transfer

Training
• Both the RCPCH and
RCP have stated that
improvements are
needed in medical
training and professional
development
• Adolescent medicine is
recognised as a
speciality within
paediatrics but
adolescent training and
provision remains patchy

RCP Survey of 600 Higher Specialist Trainees

Summary
• Transition is a process that should take place over several years and
take into account individual emotional and developmental maturity
• Transition programmes should plan ahead, engage with adolescents
and their families to identify the patients’ management priorities and
the current challenges they are experiencing
• During healthcare interactions with teenagers, the opportunity can be
taken to explore wider issues relating to health and psychological well
being
• Teenagers should be equipped and empowered to manage their
asthma with appropriate support

• Adolescents with asthma need robust transition processes

How can CYP asthma
healthcare professionals
learn from HSIB?
Helen Jones, National Safety Investigator, Healthcare Safety
Investigation Branch (HSIB)

#AskAboutAsthma

How can CYP asthma healthcare professionals
learn from HSIB?
Helen Jones, National Safety Investigator
#AskAboutAsthma conference : 23 September 2021 at
10:25

Overview of presentation
• I will talk briefly about HSIB and our approach to national
investigations.
• I will provide an overview of our national asthma investigation to
share our findings across the system.
• The focus today will be on the impact of our work on clinicians
and changes to practice arising from our recommendations.

About us

Independent safety
investigations in
NHS-funded care

Do not apportion
blame or liability

Focus on systemlevel (policy and
regulatory) change

Professionalise
the patient safety
investigator role

Our approach

Wide ranging
expertise from
safety-critical
industries

Multidisciplinary
and inclusive
teams; patient and
family involvement

Focus on learning
not blame to
reduce further risk
of harm

Transparent and
collaborative to
support learning

Reference event
• Child was 5 years old at the time of the event.
• He had a complex medical history, which included chronic
lung disease.
• Respiratory symptoms included a ‘wheeze’ and a cough.
• He was on a monitored initiation plan for ‘suspected’
asthma and was prescribed asthma medicines.
• The treatment plan was compromised due to outpatient
appointment delays and adherence to treatment issues.
• He suffered a near fatal episode in July 2019, after
contracting Influenza A.

What the Child’s mother told
us…
• Joined up working, particularly in respect of GP surgeries and school nurses; to include the
sharing of information from school nurses to GP’s and GP’s discussing with parents if any
vaccines are declined by parents.

• School nurse involvement with parents of children with asthma, to ensure the Asthma
Management Plan is shared and parents have the opportunity to meet and discuss their child’s
management with them.
• Need to raise the profile of asthma and the potential seriousness of the condition, so that
parents know that their child could die of this condition.
• Parent education in respect of asthma needs to be improved so that parents are better
informed, they know what the treatment is for and why it is so important to administer as
prescribed (one missed dose has a long- lasting effect).

What the young people told
us…

What Experts by Experience
told us…
• “I think I did not understand at all the seriousness of asthma and
how dangerous it can get for people. No, I didn't have any
understanding of it at all before [the child] got her diagnosis.”
• “So, when I got educated by the asthma nurse I just felt as if a
weight had been lifted…”
• “I felt for a long, long time that that asthma controlled us and that
was in control. We were doing everything we could but then once we
were educated it made me feel like, actually, we can manage this.
We can actually do it.”

Menti
Please use a mobile phone to open your camera app and scan the below QR
code to access menti or alternatively you can click on the link provided in the
Q&A box.

Outputs from the
Investigation
• Report published on 5 May
2021:
https://www.hsib.org.uk/investi
gations-cases/managementchronic-asthma-children-aged16-years-and-under/
• 7 safety recommendations
were received by national
organisations in a position to
implement.

Focus of safety
recommendations
They broadly focused on:
- Improving the monitoring of symptoms
- Following up on recommendations from NRAD
- Developing training competencies for healthcare professionals caring
for children with asthma
- Developing resources to influence behaviour change

- Improving digital integration and information sharing

Turning findings into reality…
• NHS England and NHS Improvement welcomed our recommendations
as they aligned well with the commitments laid out in the Long-Term
Plan for improving outcomes for Children and Young People (CYP)
with asthma.
• We saw this as an opportunity to dovetail our work, focussing on the
key areas that needed to change from a safety perspective.
• Our findings were not new, as we discovered from a review of the
NRAD recommendations, however our approach to closing the loop
was different.

Implementation – NHSE & NHSI
• NHSE and NHSI have worked with the British Paediatric
Respiratory Society to ensure systems are provided with
standardised templates (preschool wheeze decision aid,
Personalised Asthma Action Plan template, template for asthma
reviews) to support the delivery of high standards of care for
CYP with asthma.

• NHSE and NHSI have worked with the authors of the National
Review of Asthma Deaths to incorporate their recommendations
into the National Bundle of Care for CYP with Asthma.

Implementation – NHS Digital
• NHS Pathways has undertaken a review of the question relating
to breathlessness for children under 16 years old, to determine
whether it was sufficiently sensitive to detect a life-threatening
breathing difficulty.
• Changes were made to the supporting information of the
breathlessness question in those aged 5-11 years old, to include
a prompt for chest recession.

Implementation – NHSE, NHSI &
NHSX
• NHSE and NHSI are collaborating with Royal Colleges and Professional
Bodies to develop training competencies for all healthcare staff who
care for CYP with asthma and are developing an implementation
strategy for the future sustainability of the competencies and
associated training.

• NHSE and NHSI are working with NHSX to facilitate better use of data
systems to build a picture of the CYP asthma landscape and identify
risk factors for CYP with asthma.

Implementation – PHE
• In relation to developing resources for young people and their
parents/carers, PHE are in the process of reviewing the Healthy child
programme intervention schedule to ensure this includes asthma and
interventions to support parents & young people.
• PHE are also engaging with partners to work with parents and young
people to co-produce awareness materials which can be accessed
through public health nurses.

Key messages
1. Diagnosis of wheeze or suspected asthma and the issuing of a
written plan helps to monitor symptoms, adjust treatment.
2. Educational resources for healthcare professionals, patients/families
contributes to the management of asthma.
3. Clinical oversight of care can be enhanced by using the digital child
health record.

4. Changing health-related behaviours in terms of adherence is a key
enabler to safer asthma management.

Questions and discussion

Break

#AskAboutAsthma

Learning from the National
Asthma and COPD Audit
Programme and
implementing change
Ian Sinha, Consultant respiratory paediatrician from Alder Hey
Children’s Hospital
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Learning from the National Asthma and
COPD Audit Programme and implementing
change
Ian Sinha
Consultant Respiratory Paediatrician
NACAP CYP Clinical Lead

National Asthma and Chronic Obstructive
Pulmonary Disease Audit Programme (NACAP)

Children and young people
asthma: combined clinical and
organisational audit 2019/20
Recommendations
and quality improvement priorities

Ian Sinha Declaration of Interest

No financial interests to declare
My department (University of Liverpool Division of Child
Health) has received payments for my consultancy on an
observational research study (Astra Zeneca) but no fees were
directly or indirectly distributed to me

I hold an NIHR Grant for the ASYMPTOMATIC Randomised
Controlled Trial in children with asthma (not relevant to this
presentation)

Audit participation
>

>

Includes CYP (aged 1-18) admitted to hospital with an
asthma attack from 1 June 2019 and discharged by 31
January 2020 and,
Structure and resourcing of CYP asthma services between
December 2019 and February 2020.
8,506 patient records were entered
for the clinical audit
152 (84%) of eligible hospitals
submitted patient records
119 (66%)* of eligible hospitals submitted
a full organisational audit record

*An additional 23 hospitals provided a partially complete organisational audit record. 78% of all eligible hospitals participated in this
audit.

Demographics
Admission and demographics

>
>

The median age at admission was 6 years old.
More male CYP (60.1%) were admitted for
asthma attacks than female.

Socioeconomic status

>

30.8% of admissions were CYP living in the most
deprived areas, whereas 10.8% were from the
least deprived areas.

Arrival time

>

The majority of CYP presented to hospital in the
afternoon and early evening. However, 22%
presented at night and in the early hours of the
morning (between 22:00 to 06:00).

National Quality Improvement
(QI) priorities CYP asthma services
Exposure to second-hand smoke was recorded
in 57.7% of admissions. Where it was
recorded, 30.1% were regularly exposed to
second-hand smoke in the home.

National QI priority C1:
Record smoking status and exposure to second-hand smoke for 95% of children
and young people

National QI priorities
for CYP asthma services
Systemic steroids

88.0% of CYP received systemic corticosteroids during their admission.
Only 38.7% of CYP aged 6 years or older presenting with severe or lifethreatening features of acute asthma, who had not received them before
arrival at hospital received them within 1 hour of arrival.
National QI priority C2:
Administer systemic steroids within 1 hour of arrival at hospital to 95% of children and
young people aged 6 years old or over, who have not received systemic steroids as part
of pre-hospital care.

National QI priorities
for CYP asthma services
•
•

61.9% had an inhaler technique check.
45.5% had a PAAP given or reviewed.

National QI priority C3:
Provide 95% of children and young people with the following as part of their discharge
bundle:
1. Review or issue of a personalised asthma action plan (PAAP).
2. Check of their inhaler technique.
3. A follow-up appointment in a paediatric clinic requested within 4 weeks.

National Quality Improvement
(QI) priorities for CYP asthma services

Of participating hospitals:
 58.8% have a respiratory nurse specialist.

National QI priority O1:
85% of hospitals should have a respiratory nurse specialist trained in the care of children and
young people with asthma.

National Quality Improvement
(QI) priorities for CYP asthma services
Of participating hospitals:

89.9% have access to
spirometry.

41.2% have access to
fractional exhaled nitric
oxide (FeNO), as a
diagnostic tool for CYP
asthma patients.

National QI priority O2:
80% of hospitals should have access to fractional exhaled nitric oxide (FeNO) as a
diagnostic tool for paediatric asthma services.

National recommendations
Recommendation OA1
Nationally there should be a collaborative focus on developing functional regional
paediatric asthma networks to facilitate:
 Best practice.
 Partnership approaches to the provision of care with appropriate input from
different healthcare sectors and non-healthcare agencies.
 The involvement of children and young people, parents and carers to support the
development of regional strategies.
These networks should have representation from professional groups, patients and
relevant services including:






Primary care.
Community asthma services.
District general hospitals.
Tertiary specialist services.
Local area authorities.

Recommendations for children and young
people living with asthma and their families and carers
Recommendation CA3:
if you are admitted to hospital with an asthma attack there are some important things that
you should know – you may want to discuss these with the team looking after you:
 You should have a dose of oral steroids within 1 hour of arriving at hospital (unless you
had them before you came).
 Someone should check that you know how to use your inhaler before you go home.
 You should go home with an up to date personalised asthma action plan (PAAP). This
might be a new plan, or someone checking your old plan to make sure it is right.
> If you are admitted to hospital with an asthma attack, you should be seen in a few
weeks in a hospital asthma clinic. There should be an expert involved in your care in
this clinic, such as a specialist nurse.
In some instances, you may not be able to ask for this yourself, if this is the case, we
recommend your parent or carer does this for you.

Other NACAP QI resources
NACAP quality improvement resources
Good practice repository
We are in the process of producing a CYP audit good practice
repository which will share stories from services across the
country about their challenges and achievements in the provision
of quality CYP services. If you have any examples of good practice
you would like to share, please contact us on
asthma@rcplondon.ac.uk.
Once complete it will be made available here:
www.rcplondon.ac.uk/nacap-cyp-asthma-resources
Quality improvement workshops
In 2019, the NACAP team ran a series of QI workshops. A
selection of QI resources from the events have been published
online: www.rcplondon.ac.uk/projects/national-asthma-andcopd-audit-programme-nacap-quality-improvement.
Hospital teams are encouraged to attend a second series of
NACAP QI workshops which will be held in 2021. Further details
regarding these workshops will be circulated to participating
hospital teams in due course.

National Asthma and Chronic Obstructive Pulmonary
Disease Audit Programme (NACAP)

Thank you for your continued support!
Keep in touch
asthma@rcplondon.ac.uk
020 3075 1526
www.rcplondon.ac.uk/nacap
@NACAPaudit

Key note speech - Meeting
the needs of Children and
Young People with Asthma
Sarah Woolnaugh, Chief Executive Officer of Asthma UK and the
British Lung foundation

#AskAboutAsthma
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• Merged at the start of 2020, building on earlier joint
working which had led to real and
significant improvements in outcomes for people
affected by a lung condition.
• By coming together, we have been able to act as a
more powerful voice for people with respiratory
disease including asthma, particularly at a time when
our beneficiaries most need us.
• We campaign for improvements to policy and NHS
services, invest in research and provide vital support
services.
• We will be publishing a strategy for the newly merged
organisation and approach to our brand soon.
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Dr Shirley Radcliffe, HM Assistant Coroner
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• Building on our recent annual asthma
survey and ensuring that basic asthma
care is made available to everyone.
• Addressing the general backlog in asthma
care and ensuring that NHS Long Term
Plan commitments are delivered.
• Re-imagining the way asthma care is
delivered by utilising digital technologies
and improving data sharing so those most
at risk of having an asthma attack are
identified sooner.
• Reducing exposure to air pollution and
tobacco smoking so we can all breathe
clean air with healthy lungs.
• Providing support and health advice to
everyone with asthma, their families,
friends, and healthcare professionals.

• We raise awareness of how asthma can be a serious and life-threatening
condition and use reports to campaign for better and more joined-up asthma
care.

• Basic asthma care levels have dropped for the first time
in the eight years we have run this survey.
• Annual Asthma Survey statistics:
➢ An estimated 564,300 children with asthma in the UK
did not receive basic asthma care.
➢ Only 48.7% of under 17s receive basic care, with 45%
receiving emergency care in the last 12 months.18-29s
receive the worst basic care at 28.6%.
➢ Correct inhaler technique is joint lowest for under 17s and
18-29s at 75%.
➢ Keeping control of asthma is a persistent challenge,
particularly for younger people and for those on lower
incomes.
• A national effort is needed to improve basic asthma care
and ensure it is made available to everyone.

• 246,000 children most at risk of having an
asthma attack haven’t had an annual review
face-to-face and are missing out on lifesaving care.
• A significant number of people with asthma
are avoiding or delaying receiving care –
due to worries about putting pressure on
the NHS and fears around the spread of
Covid.
• Over a third of people with asthma
experienced worse symptoms as a result of
care being delayed or because they
avoided seeking treatment – an estimated
631,800 people.
• Confidence in using the NHS needs to be
rebuilt among people with asthma and the
normal delivery of services must be
restored.

• The NHS England Long Term Plan promised a huge step
forward for people with asthma. Significantly, the plan
made lung health a priority area for the NHS for the first
time.
• If implemented, the plan would deliver real change for
children and young people with asthma by reducing
admissions, improving diagnosis and their quality of life.
• Due to COVID-19, there is now a significant backlog in
care which may impact the delivery of NHS Long Term
Plan commitments.
• The government and NHS must commit to a plan to
restore the normal delivery of care for people with asthma
and other lung conditions, as we have seen for other
condition areas.

• Asthma is a condition with multiple triggers and varying
symptoms, managed by a variety of different NHS
providers.

• Better utilisation of digital technologies and greater
data sharing can help identify those most at risk of
having an asthma attack and save lives.
• Many people with asthma are young, live busy lives and
their asthma is not always a priority.
• The NHS now have a golden opportunity to build on the
innovation we’ve seen during Covid and design
services around the way people live, making it easy for
them to attend appointments and self-manage their
asthma effectively.
• Technology has the potential to develop new ways of
tackling persistent asthma care challenges and
radically transform asthma outcomes.

Dr Samantha Walker, Asthma UK and the British Lung Foundation
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• We’re working to reduce the exposure that people with asthma have to air
pollution and tobacco smoking so we can all breathe clean air with healthy
lungs.

• We want everyone in the UK with asthma to
be able to breathe air that doesn’t damage
their lungs.
• 27% of schools are in areas where PM2.5
exceeds WHO levels.
• Air pollution is stunting the growth of
children’s lungs, causing new lung
conditions and worsening existing ones.
What our supporters say:
• 88% told us it affects their lives and
wellbeing
• Over half of people with asthma said it
triggers their condition
• 1 in 6 saw improvements to their
condition during the first lockdown
• Strong majority want more information
and government action

“Material contribution to
Ella’s death,”
Coroner, Southwark Crown Court

“It’s not too late for other
children,”
Rosamund Kissi-Debrah, Ella’s mother

• Exposure to second hand smoke is one of the
leading causes of poor respiratory health in
children, yet in 2019 62% of pupils reported being
exposed to second hand smoke.
• The pandemic has seen an increase in children
being exposed to second hand smoke, and an
increase in young people starting smoking.
• In 2019/20 just over 10% of pregnant women
smoked, leaving their child more vulnerable to a
range of health problems, including asthma.
• The Government have plans to make England
'Smoke-Free' by 2030 but are currently set to miss
these targets.
• We are working with partners to push for faster,
more effective action on smoking. We campaigned
on smoking in cars with children to be banned and
successfully changed the law across the UK except
for NI.

• We provide support and advice to everyone with asthma, their families,
friends, and healthcare professionals.

• Providing health advice information
for children and young people with
asthma and their families.
• Asthma UK’s back to school
campaign raises awareness of the
spike in asthma attacks across the
UK when children go back to school.
• Helpline team support everyone with
asthma, their families and friends.
• Since COVID-19, our support
services have faced unprecedented
demand.
• At the start of the COVID-19
pandemic, calls to our helplines
went up by 557% in one week.

• We need to raise awareness amongst clinicians, children and
their families that asthma is a serious and life-threatening
condition.
• There is still complacency and a lack of urgency from the
health services around ensuring basic asthma care is available
to everyone.

• There is huge scope to improve basic care and ensure that
child asthma deaths become a ‘never event’. The NHS needs
to design services around the way people live to deliver care
that is more accessible and convenient.
• Children with asthma and their families need to be given the
tools and knowledge to manage their condition effectively.
• We need to see a reduction in exposure to air pollution and
tobacco smoking so children with asthma can breathe clean air
with healthy lungs.

Stay in touch:

swoolnough@auk-blf.org.uk
@lungUK
@asthmaUK

Q&A
•
•
•
•
•
•

Matthew Clarke, National Specialty Advisor for Children and Young People at
NHS England
Aishah Farooq, Patient and Public Voice Partners at NHS England
Haania Hussain, Patient and Public Voice Partners at NHS England
Ian Sinha, Consultant respiratory paediatrician from Alder Hey Children’s
Hospital
Jen Townshend, General and respiratory paediatrician, Great North Children’s
Hospital, Newcastle upon Tyne, Chief Executive of BEATAsthma
Sarah Woolnough, Chief Executive Officer of Asthma UK and the British Lung
foundation

#AskAboutAsthma

Lunch Break
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Clinical update
Ian Sinha, Consultant respiratory paediatrician from Alder Hey
Children’s Hospital
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LEARN

SHARE

EXCEL

Find out more about our education and training opportunities:
 www.alderhey.nhs.uk/academy
theacademy@alderhey.nhs.uk

Beat Asthma – Working
together in the North East
and beyond
Jen Townshend, General and respiratory paediatrician, Great North
Children’s Hospital, Newcastle upon Tyne, Chief Executive of
BEATAsthma
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BeatAsthma
Dr Jen Townshend
jennyj@doctors.org.uk

www.england.nhs.uk
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Aims
• BeatAsthma
www.beatasthma.co.uk

• Improving
• Standardising
• Impact

• Future directions

Source: British lung foundation

2/3rds had inadequate care

21 children died

Source: BBC Look North

• Fragmented care

Coroners
conclusions

• Simple interventions not done
• Asthma can still kill

• Education

Aims

• Empowering patients
• Promote self management
• Co-ordinated care

Outcome
Measures

• Reduced unplanned
hospital admissions
• Improved PAAP usage
• Improved overall
asthma control
• 2-point increase

Experience based co-design
1. Capturing the experience
2. Understand the experience
3. Improve the experience

4. Measure the Experience

Regional
Partnership

Families:

Focus
groups

Isolated
Self management resources

Primary care:
Standardised resources
Easily accessible resources

Young people:
Ability to share information
Schools

Intervention design

BReATHE
Beating Regional Asthma Through Health Education

www.beatasthma.co.uk

www.beatasthma.co.uk

BReATHE

www.beatasthma.co.uk

REGIONAL ASTHMA
EDUCATION DAYS

BReATHE

www.beatasthma.co.uk

REGIONAL ASTHMA
EDUCATION DAYS

NURSE LED 'ONE STOP
SHOP' CLINIC

BReATHE

www.beatasthma.co.uk

REGIONAL ASTHMA
EDUCATION DAYS

LOCAL SPECIALIST
ASTHMA SERVICE

NURSE LED 'ONE STOP
SHOP' CLINIC

BReATHE

www.beatasthma.co.uk

REGIONAL ASTHMA
EDUCATION DAYS

LOCAL SPECIALIST
ASTHMA SERVICE

NURSE LED 'ONE STOP
SHOP' CLINIC

DISCHARGE BUNDLE
AND TELEPHONE
FOLLOW UPS

BReATHE

www.beatasthma.co.uk

REGIONAL ASTHMA
EDUCATION DAYS

NURSE LED 'ONE STOP
SHOP' CLINIC

LOCAL SPECIALIST
ASTHMA SERVICE

DISCHARGE BUNDLE
AND TELEPHONE
FOLLOW UPS

CASCADE TRAINING FOR
SCHOOLS

www.england.nhs.uk
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29%

Reduction in
unplanned hospital
(admissions
10 % increase region-wide)

48% increase
use of PAAP in
primary care

SUSTAINED CHANGE over 3
years

£67139.55
cost saving over 3 years

40% increase use of
discharge bundle in
secondary care

35,000
page views world-wide

100%

positive feedback
from all user groups

6
I needed to say thank you,
this is a fantastic resource
for primary care! It's so
nice to have something to
direct both patients and
staff too.

Point
improvement
in ACT score
(sustained)
‘Thank

you all for
this fantastic
website. So easy to
navigate and every
bit of information is
to the point and
actually makes
sense!’

REACH
Region wide use of shared paperwork

National Interest

LOCAL AND NATIONAL AWARDS

Future
directions...
BeatAsthma School
BeatAsthma Pharmacy

BeatAsthma+

BeatAsthma Tier 3 Education
Module

....join the
team

Fundraisers, Helvellyn, Lake District

Salbutamol: relief or rescue
– time to put out the fire?
Louise Fleming, Consultant in Paediatric Respiratory Medicine,
Royal Brompton and Harefield Hospital Trust & Clinical Senior
Lecturer, National Heart and Lung Institute
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Salbutamol: relief or rescue – time
to put out the fire?
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Asthma Drug Timeline

Anticholinergic
1900

Theophylline
1930s

Nebulized
epinephrine

1940s

Inhaled
Salbutamol corticosteroids
1950s

First inhaler

1960s

1970s

Prednisolone

1980s

Long acting
beta agonists

Omalizumab

1990s

2010s

Ipatropium
bromide

2000s

Dupilumab

2020s

Montelukast
Mepolizumab

Rosenthal, Thorax 2015; 70:112-114

Beta-2 Adrenoceptor Agonists
• β2-adrenoceptor: G-protein coupled receptors (GPCR)

• Coupled via stimulatory G protein (Gs) to adenylate cyclase (AC) resulting
in increased intracellular cyclic AMP and activation of protein kinase A
➢Reduction in intracellular calcium
➢Reduced sensitivity of contractile proteins
➢Relaxation of smooth muscle

Classification of β2-Agonists
• Short-Acting
• Salbutamol
• Levalbuterol
• Terbutaline

• Long-Acting

• Ultra-Long-Acting

• Salmeterol
• Formoterol

• Vilanterol
• Indacaterol
• Olodaterol

β2-Agonist

Onset

Maximum bronchodilation

Duration

Salbutamol

2-3 mins

15 mins

3 – 6 hours

Salmeterol

15-20 mins

30 mins

12 hours

Formoterol

1-3 mins

10-15 mins

12 hours

Vilanterol

5 -10 mins

22 hours

48 – 72 hours

NICE: SABA for newly
diagnosed asthma:
consider as reliever alone

Very low
to low
dose ICS

SABA
only
treatmen
t

Very low
dose ICS

Very low
dose ICS
add LABA
or LRTA

Increase to
low dose
ICS, with or
without
LABA, add
LRTA

Refer
specialist
care

GINA April 2019
Reddel ERJ 2019

About the GINA strategy
• The GINA report is not a guideline, but an integrated evidence-based
strategy focusing on translation into clinical practice
• Rapid review of the evidence
• Recommendations are framed, not as answers to isolated questions, but as
part of an integrated strategy, in relation to:
• The GINA goals of preventing asthma deaths and exacerbations, as well as
improving symptom control
• Current understanding of underlying disease processes
• Human behaviour (of health professionals and patients/carers)
• Implementation in clinical practice
• Global variation in populations, health systems and medication access

© Global Initiative for Asthma, www.ginasthma.org

GINA 2019 – Landmark
Changes in Asthma
Management
• For safety reasons, GINA no longer recommends SABA only treatment at
Step 1 in adults and adolescents

• Based on evidence that SABA-only treatment increases the risk of severe
exacerbations
• Adding any ICS significantly reduces the risk
• All adults and adolescents with asthma should receive ICS containing
controller treatment
• This is a population-level risk reduction strategy
• The aim is to reduce the probability of serious adverse outcomes at
population level

© Global Initiative for Asthma, www.ginasthma.org

Concerns About the
Management of Mild Asthma
• Patients with mild asthma comprise 50 – 75% of asthma population
• These patients with apparently mild asthma are at risk of serious adverse events
• 30–37% of adults with acute asthma
• 16% of patients with near-fatal asthma
• 15–20% of adults dying of asthma

• Inhaled SABA has been first-line treatment for asthma for 60 years
• This dates from an era when asthma was thought to be a disease of bronchoconstriction
• Patient satisfaction with, and reliance on, SABA treatment is reinforced by its rapid relief of
symptoms, its prominence in ED and hospital management of exacerbations and low cost
• Starting treatment with SABA trains the patient to regard it as their primary asthma treatment

• Poor adherence is a modifiable risk factor for asthma attacks

© Global Initiative for Asthma, www.ginasthma.org
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Risks of SABA Only Treatment
and Overuse
• Higher use of SABA is associated with adverse clinical outcomes
• Dispensing of ≥3 canisters per year (average 1.7 puffs/day) is associated with higher risk of
emergency department presentations
• Dispensing of ≥12 canisters per year is associated with higher risk of death
o

Discordance between ICS and SABA?

o

Indicative of poor control?

o

Polymorphisms in β2 adrenoreceptor gene?

NB: 12 inhalers per year = 6 puffs per day, every day

• Regular or frequent use of SABA, even for 1-2 weeks is associated with adverse effects
• b-receptor downregulation, decreased bronchoprotection, rebound hyperresponsiveness,
decreased bronchodilator response
• Increased allergic response, and increased eosinophilic airway inflammation
• Inducement of proinflammatory pathways (RV and IL-6)

© Global Initiative for Asthma, www.ginasthma.org
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Increased use of SABA
associated with increased
risk of death

Suissa AJRCCM, 1994:149;604-610

Increased use of ICS
associated with decreased
risk of death

Suissa NEJM,2000:343;332-326

Short Acting Beta Agonist Overuse
• Linkage of data from
Swedish national
registries, 365 324
asthma patients aged
12 – 45 years
• SABA overuse,
collection of ≥3 SABA
canisters per year (30%
of patients)
• Increasing number of
SABA inhalers,
increased risk of an
asthma attack and
asthma related death

Nwaru, Eur Respir J 2020; 55: 1901872

Box 3-5A

Confirmation of diagnosis if necessary
Symptom control & modifiable
risk factors (including lung function)
Comorbidities
Inhaler technique & adherence
Patient goals

Adults & adolescents 12+ years
Personalized asthma management:
Assess, Adjust, Review response

2019

Symptoms
Exacerbations
Side-effects
Lung function
Patient satisfaction

Treatment of modifiable risk
factors & comorbidities
Non-pharmacological strategies
Education & skills training
Asthma medications
STEP 4

Asthma medication options:
Adjust treatment up and down for
individual patient needs

STEP 3
STEP 2

PREFERRED
CONTROLLER

STEP 1

to prevent exacerbations
and control symptoms

As-needed
or as-needed low dose ICS-formoterol *
low dose
ICS-formoterol *

Other
controller options

Daily low dose inhaled corticosteroid (ICS),

Low dose ICS
taken whenever
SABA is taken †

PREFERRED
RELIEVER

Leukotriene receptor antagonist (LTRA), or
low dose ICS taken whenever SABA taken †

Low dose
ICS-LABA

Medium dose
ICS, or low dose
ICS+LTRA #

High dose
ICS, add-on
tiotropium, or
add-on LTRA #

High dose
ICS-LABA
Refer for
phenotypic
assessment
± add-on
therapy,
e.g.tiotropium,
anti-IgE,
anti-IL5/5R,
anti-IL4R
Add low dose
OCS, but
consider
side-effects

As-needed low dose ICS-formoterol ‡

As-needed low dose ICS-formoterol *

Other
reliever option

Medium dose
ICS-LABA

STEP 5

As-needed short-acting β2 -agonist (SABA)

* Off-label; data only with budesonide-formoterol (bud-form)
† Off-label; separate or combination ICS and SABA inhalers

‡ Low-dose ICS-form is the reliever for patients prescribed

bud-form or BDP-form maintenance and reliever therapy
# Consider adding HDM SLIT for sensitized patients with

© Global Initiative for Asthma, www.ginasthma.org

allergic rhinitis and 1FEV >70% predicted

GINA 2021 Update
• For clarity, the GINA treatment figure now shows two ‘tracks’, based on evidence
about outcomes with the two reliever choices across asthma severity
• Track 1, with low dose ICS-formoterol as the reliever, is the preferred approach
• Using ICS-formoterol as reliever reduces the risk of exacerbations compared with
using
a SABA reliever, with similar symptom control and similar lung function
• Track 2, with SABA as the reliever, is an alternative approach
• Use this if Track 1 is not possible, or is not preferred by a patient with no
exacerbations on their current controller therapy
• Before considering a regimen with SABA reliever, consider whether the patient is
likely to be adherent with daily controller – if not, they will be exposed to the risks
of SABA-only treatment
• Treatment may be stepped up or down within a track using the same reliever at each
step, or switched between tracks, according to the patient’s needs and preferences

© Global Initiative for Asthma, www.ginasthma.org

STEP 5

STEP 4
STEP 3
STEP 1
Low dose ICS
taken whenever
SABA taken

Consider daily
low dose ICS

STEP 2

Daily low dose inhaled corticosteroid (ICS)
(see table of ICS dose ranges for children)

Daily leukotriene receptor antagonist (LTRA), or
low dose ICS taken whenever SABA taken

Low dose ICSLABA, OR medium
dose ICS, OR
very low dose*
ICS-formoterol
maintenance and
reliever (MART)
Low dose
ICS + LTRA

Medium dose
ICS-LABA,
OR low dose†
ICS-formoterol
maintenance
and reliever
therapy (MART).

Refer for
phenotypic
assessment
± higher dose
ICS-LABA or
add-on therapy,
e.g. anti-IgE

Refer for expert
advice
Add tiotropium
or add LTRA

Add-on anti-IL5,
or add-on low
dose OCS,
but consider
side-effects

As-needed short-acting beta2-agonist (or ICS-formoterol reliever for MART as above)

As needed ICS-Formoterol or
ICS+SABA
(Anti-Inflammatory Reliever Therapy)
Adults and adolescents
• SYGMA 1
o 52 week, DB RCT, 3849 participants
o terbutaline as needed / budesonide-formoterol as
needed / budesonide maintenance

• SYGMA 2
o 52 week, DBRCT, 4215 participants
o budesonide-formoterol as needed / budesonide
maintenance

• NOVEL START (adults only)
o 52 week open label, parallel group
o albuterol as needed / budesonide maintenance /
budesonide formoterol as needed

Children
• TREXA
o 44 week DB RCT
o Beclomethasone maintenance and rescue /
beclomethasone maintenance / beclomethasone
reliever / placebo
o All groups also had albuterol reliever

• ASSIST
o Open label, pragmatic equivalence trial
o Beclomethasone maintenance plus albuterol rescue /
beclomethasone taken whenever albuterol needed

• PRACTICAL (adults only)
o 52 week open label, parallel group
o ICS-formoterol as needed / budesonide maintenance

O’Byrne P, N Engl J Med 2018;378:1865-76
Bateman E, N Engl J Med 2018;378:1877-87
Beasley R, N Engl J Med 2019;380:2020-30
Martinez, Lancet 2011:377;650-57
Sumino, J Allergy Clinic Immunol in Pract: 2019

SYGMA 1 and 2: Results

O’Byrne P, N Engl J Med 2018;378:1865-76

Bateman E, N Engl J Med 2018;378:1877-87

ICS Dose

SYGMA 1 and 2 Pooled Adolescent
Results

• Annual rate of severe
exacerbations significantly
lower in BUD/FORM as needed
compared to as needed
terbutaline
• Exacerbation rate with as
needed BUD/FORM was
comparable to maintenance
BUD

O’Byrne P, ATS 2019, Poster Discussion
Reddel JACI in Pract 2021 In press

Novel START: Results

Beasley R, N Engl J Med 2019;380:2020-30

TReating children to prevent
EXacerbations of Asthma (TREXA)
•
•
•
•

Beclomethasone as a rescue treatment for
children with well controlled, mild persistent
asthma
288 children, aged 6 -18 years
44 week double blind placebo controlled RCT
Primary outcome: time to first exacerbation
Group

Maintenance

Rescue

Combined

40mcg BDP bd

80mcg BDP + albuterol

Daily

40mcg BDP bd

Placebo plus albuterol

Rescue

Placebo

80mcg BDP + albuterol

Placebo

Placebo

Placebo plus albuterol

3 separate inhalers

Martinez, Lancet 2011:377;650-57

TREXA: Results
Time to first exacerbation

Treatment Failure

23%
8.5%
5.6%

SABA only

2.8%

TREXA Results
Summary
• SABA only in children with
mild asthma substantially
increases the risk of an
attack

Linear Growth

Rescue ICS

• Daily ICS most effective in
reducing risk of attack
• Exacerbations and
treatment failures were less
in children treated with
rescue ICS compared to
SABA only

• Rescue ICS avoids side effects
including impact on growth seen with
daily ICS

Asthma Symptom-Based Adjustment of
Inhaled Steroid Therapy in AfricanAmerican Children (ASIST)
•

206 African American children aged 6 -17 years managed in primary
care

•

Open label, pragmatic equivalence trial

•

Randomised to:
• Intermittent, symptom based adjustment (SBA): as needed
beclomethasone (80mcg) plus albuterol
• Provider based, guidelines-directed adjustment (PBA):
beclomethasone 160mcg/day plus as needed albuterol with
subsequent guideline based dose adjustments

•

Primary outcome: change in ACT / cACT score

Sumino, J Allergy Clinic Immunol in Pract: 2019

Results

Asthma exacerbations:
ACT

• As needed ICS = 19%
• Regular ICS = 23%

ICS dose

PBA
cACT

SBA

Sumino, J Allergy Clinic Immunol in Pract: 2019

ASIST Summary
•

•
•
•
•
•

In children with good symptom
control, control can be
maintained with intermittent ICS,
with significantly lower ICS
exposure
The study design reflects clinical
practice
Separate ICS and SABA inhalers
No SABA only arm
Selective population
No accurate measure of
adherence

• “we have 40 years of evidence to
conclude that we are unable to bend
patient behaviour to comply with
…guidelines”
• Should we bend the guidelines to fit with
patient preferences?
• More children / carers in the SBA arm felt
that they were managing their asthma
rather than their primary care giver (SBA
74% vs PBA 44%)

As needed ICS-Formoterol: Take
Home messages
• ICS either as needed or taken regularly are superior to as needed SABA

• SABA only treatment and SABA over-use substantially increases the risk of
an attack
• Asthma control better with regular ICS compared to as needed ICS-formoterol
• However, exacerbations similar, despite much lower exposure to ICS in the
as needed groups
• In children, rescue ICS avoids side effects including impact on growth seen
with daily ICS

• Choice of regime will depend on main concerns /risks for the individual patient
and likely adherence

MART adolescents
•

Post hoc analysis of six double blind RCTs (BUD/FORM MART)

Jorup, Eur Respir J 2018:51:1701688

Pooled Results
Time to exacerbation

Severe exacerbations

Asthma symptoms

As needed inhalations

FEV1

Morning PEF

ACQ-5
Night time awakening

Jorup, Eur Respir J 2018:51:1701688

STEP 5

STEP 4
STEP 3
STEP 2
STEP 1
Low dose ICS
taken whenever
SABA taken

Consider daily
low dose ICS

Daily low dose inhaled corticosteroid (ICS)
(see table of ICS dose ranges for children)

Daily leukotriene receptor antagonist (LTRA), or
low dose ICS taken whenever SABA taken

Low dose ICSLABA, OR medium
dose ICS, OR
very low dose*
ICS-formoterol
maintenance and
reliever (MART)
Low dose
ICS + LTRA

Medium dose
ICS-LABA,
OR low dose†
ICS-formoterol
maintenance
and reliever
therapy (MART).

Refer for
phenotypic
assessment
± higher dose
ICS-LABA or
add-on therapy,
e.g. anti-IgE

Refer for expert
advice
Add tiotropium
or add LTRA

Add-on anti-IL5,
or add-on low
dose OCS,
but consider
side-effects

As-needed short-acting beta2-agonist (or ICS-formoterol reliever for MART as above)

MART: Children 6 - 11years
•

12 month double blind RCT

•

341 children aged 4 -11 years
randomised to:
1. SMART: Budesonide/formoterol
80/4.5mcg once daily
maintenance plus additional
doses for symptom relief

SMART

2. Fixed combination: 80/4.5mcg
once daily
3. Fixed dose budesonide: 320mcg
BUD once daily

•

Reduction in exacerbations by 70
-79% compared to ICS and ICSformoterol

MART

Bisgaard, Chest 2006

Practical Issues
• Dosing of as needed budesonide-formoterol:
• Usual dose 200/6 1 puff whenever needed for symptom relief
• Maximum daily dose 12 inhalations
• If ≥8 inhalations / day seek medical advice
• Maximum 6 inhalations at one time
• Average use in RCTs: 3-4 doses per week
• Mouth rinsing
• Not needed after as needed doses
• Can be used pre exercise (Lazarinis Thorax 2014)
• Greater reduction in exercise induced bronchoconstriction
• ICS-formoterol formulations
• All evidence is with budesonide-formoterol
• Other formulations approved for MART
• ICS-formoterol should not be used as the reliever with other ICSLABA formulations used for maintenance

Conclusion
•

•
•
•
•

There is good evidence in adolescents that ICS-formoterol is an effective
reliever (either used as needed or in combination with maintenance ICSformoterol)
There is some evidence in younger children that an anti-inflammatory
reliever strategy is effective and safe
Need to be judicious in our use of salbutamol
SABA only treatment least effective
Over the past 20 years LABA only treatment has (almost) been removed
from asthma management – will SABA only treatment be next…?
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Ask About Asthma
The Case for the 48 hr review
Dr Chinedu Nwokoro

A Case History – 1 Background
• CJ - 11y obese ♂︎
• Past Medical History
•
•
•
•

No formal history of wheeze and no personal inhaler at home
Some nocturnal cough, occasional use of sister’s salbutamol
2m hx vomiting, abdominal pain, frequent micturition – no diagnosis
‘GP’ has stated that he does not have asthma

• Social
• Parents separated
• Maternal mental health problems
• Lives with dad “too busy” to take him to the GP, despite requests

A Case History – 2 –
Admission
• Prodrome
• No clear viral symptoms, possible runny nose from dusty room
• Wheezy on school trip, given teacher’s salbutamol, used it all in a day

• Admission
• Next day → admitted DGH wheeze (PEFR 80L/min)
• Dx viral-induced wheeze → salbutamol, oxygen, prednisolone
• 2 days inpatient stay

• Discharge
• RR 31, SpO2 94% in air, PEFR not measured (at decision to
discharge)
• No ICS prescribed, No OPD arranged, No safety netting
• Advised: see GP at 7 days or if sx continue “after he has recovered”
from this episode

A Case History – 3 – Death
• 3.5 days later → BIBA to tertiary centre after OOH arrest
• In ED – asystole, pH 6.5, pCO2
• Unsuccessful resuscitation
• PM → in keeping with asthma (also hyperkalaemia, rhinovirus
NPA)
• Key factor in death:
• Unrecognised asthma severity
• Lack of specialist follow up
• Lack of preventer
❖LACK OF GP 48 HR REVIEW❖

The 48 Hour Review - Why
• (Inter)National Guidelines – BTS, GINA, NICE, HLP-LAS
• Confirm that attack has terminated
• Escalate acute treatment (extend OCS/readmit)
• Escalate chronic treatment (increase ICS/confirm OPD f/u)
• Parental education
•
•
•
•

Triggers
Risk factors
Medication roles (ICS vs beta agonists)
Confirm/arrange follow-up

• Would 48hr review have saved CJ???

The 48 Hour Review – Who
• Which Patients?
•
•
•
•

ED attenders
Ward attenders
LAS patients (not conveyed to hospital)
Teleconsults (esp during pandemic)???

• Which Professionals?
•
•
•
•

GPs?
Hospital asthma nurses?
Community asthma nurses?
Pharmacists?????

The 48 Hour Review – How
• How to capture the target patients

• Legwork? PTWR? Patient Lists? What about those discharged from ED?
• Hospital electronic record data
•
•
•
•

Coding problems
Data lag
Weekends?
Communicating with GP/community nurses (need to automate the ask), timely and
informative discharge summaries

• Rely on patients to request?

• How to deliver
•
•
•
•

Face 2 face
Telephone/video triage
Is examination needed?
What about PEFR measurement

48 hour review following an
asthma attack
Richard Chavasse, Consultant Respiratory
Paediatrician, St George’s Hospital, London

@SGHAsthma @SGHResp

48 hour review following an asthma attack
Richard Chavasse, Consultant Respiratory Paediatrician, St George’s Hospital, London

What (should) happen(s) at the review?
At the review your GP will (should):
• Check your child’s attack is resolving and
assess for how long your child will need to
continue to take oral steroids. This may have
been started during your hospital visit and is
normally for 3-5 days but may be longer in some
instances.
• Review your child’s reliever inhaler acute
management plan and ensure you have enough
medication.
• Check your child’s inhaler technique.
• Review any controller treatment and record any
changes in your child’s medical record.
• Identify and discuss any trigger for the attack.
• Assess how the attack was managed at home and to
work with you as a family so that your child might not
need to go to hospital for treatment in the future.
• Discuss with you if anything else may be having
an impact on your child’s asthma or wheeze or
be happening because of it.
• Any help with giving up smoking if needed.
• Update your child’s personalised asthma action
plan or create one for you.

Who should have a review?
- Everyone

When should they have a review?
- After 48 hours (+/-)
- Usual end of steroids
- Things should be better – if not why not?

Who should do review?
- Someone trained in CYP asthma
- Preferably their ‘own’ GP / PN
- Practice then altered to risk

Why not the secondary care asthma team?
- Better access to family information
- Better access to prescribing information
(adherence)
- Ensure CYP is coded and on at risk
register for reviews / Flu etc.

That’s not to say secondary care team cannot also
check up and ensure attack resolution.

@SGHAsthma @SGHResp

Post attack review –
who, when, where, what,
why.
Carol Stonham MBE
Respiratory Nurse NHS Glos CCG
Executive Chair PCRS

Co-clinical Lead NHSE SW Respiratory Network

All people with asthma
following an acute episode
(teachable moment)

Who?

By an appropriately trained,
competent, confident
practitioner – practice nurse,
GP, nurse practitioner,
specialist nurse, consultant,
clinical pharmacist, PA……

When?
• Subsequent care: follow-up in the community to be
arranged within 2 working days plus specialist care
according to criteria* within 2 weeks. National guidance
clearly recommends early primary care follow up to improve
outcomes. Local discussions may need to be held in order to fit
this into local systems and care pathways 1
• Prior to discharge, follow up should be arranged with the
patient’s general practitioner or asthma nurse within two
working days and with a hospital specialist asthma nurse or
respiratory physician at about one month after admission2.
• more than 15% reattend within two weeks – window of
opportunity2
1.Improving Outcomes in Asthma. Asthma Care Bundle, BTS, 2017
https://www.brit-thoracic.org.uk/media/70102/bts-asthma-care-bundle-april-2016-v3.pdf [last accessed 17th August 2021]
2. BTS/SIGN 158 British Guideline on the Management of Asthma 2019 https://www.brit-thoracic.org.uk/quality-improvement/guidelines/asthma/ [last accessed 28th October 2020]

Where?
• Determined by severity,
social circumstance,
availability of
appropriately trained
practitioners
BUT…
• Needs to be agreed local
pathway so that
somebody does it.

Which?
• It depends!!
• Consider:
• The patient (severity, choice, location, familiarity)
• The services (trained competent confident
practitioner, appointment availability
• Agreed decision

Understanding of asthma and medications
Inhaler technique
Triggers

What?

What just happened

Personalised asthma action plan
Relationship building
Peak flow/best peak flow
Tobacco dependency

Why?

Teachable
moment

Develop
personalised
action plan

Build
confidence
based on
knowledge

Understand
how to avoid
recurrence

Improve self
management
skills

Build
relationships

Next Steps and close
Oliver Anglin, Clinical Director for CYP Transformation - NHSE
(London) & Clinical Lead for Children and Young People - North
Central London CCG

#AskAboutAsthma

Menti
Please go back onto menti for our final question to you.

Close
Credits for Asthma Rap: Music by Jasper Wilde Published by Key
Changes.
Key changes is a charity that supports positive Mental Health through music. It provides music engagement and recovery
services in hospitals and the community for young people and adults affected by mental health conditions. It is the world’s 1st
label dedicated to releasing music from artists with mental health experience.
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