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	 The aim of this protocol is to provide a framework for qualified nurses to care for adult patients who have been diagnosed with asthma within general practice. This advice is based on BTS/SIGN(1) GINA(2) and UK Primary Care Guidelines for asthma review(3) as well as the Somerset respiratory networks guidance and must be used in conjunction with this protocol as patients present or via formal asthma clinics.

Please also bear in mind this document is aimed at processes and that it does not reflect the individual care and expertise you need to provide for your patient group.




                       Total practice population             Asthma population


National Average and Somerset Average is 5.9% - if your practice is different – are you aware why this might be the case?
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Aims of asthma care 

· To recognise asthma 

· To use little or no reliever

· To avoid troublesome symptoms night and day 

· To maintain best possible long term airway function 

· To reduce the risk of severe attacks 

· The patient to have a productive, physically active life 

· To encourage the use of agreed self-management plans 

Patient Goals 

· Take medications as prescribed
· Monitor their status using symptoms and, if relevant, PEF
· Understand the difference between “preventer” and “reliever”
· Recognise signs that asthma is worsening and take action
· Seek medical advice as appropriate
The asthma register 

The asthma register is maintained on the practice computer. The entry of a diagnosis needs to be robust as there are common areas where asthma can be misdiagnosed, such as in early childhood and never reviewed or as a post-acute episode which may be another disease. When a new diagnosis of asthma is made, it is entered on the patient's computer record. A search is also required to detect those patients who receive asthma medication, but in whom the asthma disease code is missing to arrange review and coding. 

Authorisation of medication

The responsibility of prescribing all medication generally is that of the GP with discussions with the practice nurse if needed. If the nurse is an independent prescriber then the responsibility falls to that individual, if they are competent in that particular disease area. If there are concerns or lack of clarity as to what to prescribe next then responsibility falls to the GP.
Call and recall 

All patients should be offered the opportunity on at least an annual basis to have a review of their asthma and their treatment. Although the practice may give some priority to those with poor control (see table 1).Priority is given to patients whose asthma is poorly controlled. This is determined by using the practice/pharmacy database to filter patients who are over-using their reliever inhalers, attendance in out of hours, excess use SABA or no use of ICS with higher use SABA. They will receive a total of 3 invitations before a decision is made to contact personally by clinician (GP / nurse) or to discontinue their medication until reviewed.   

Patients with inactive asthma are not called. (Active asthma is present when a patient has had ANY prescription for asthma in the last year and is treated (they can have a prescription for an asthma treatment as a trial of medication (diagnosis recommendations – BTS SIGN 1) or for COPD or following an acute wheezy episode- inactive asthma is a previous diagnosis of asthma but assumed to be symptom free as using no medication for more than 1 year) 
	Table 1: LEVELS OF ASTHMA CONTROL(2)

	Assessment of current clinical control (preferably over 4 weeks)

	Characteristic
	Completely Controlled
	Partly Controlled
	Uncontrolled

	Daytime symptoms
	None (twice or less/week)
	>Twice/week
	Three or more features of partly controlled asthma

	Limitation on activities
	None
	Any
	

	Nocturnal symptoms/awakening
	None
	Any
	

	Need for reliever/rescue treatment
	None (twice or less/week)
	>Twice/week
	

	Lung function (PEF or FEV1)
	Normal
	<80% predicted or personal best (if known)
	


Table 1 Assessing asthma control(2)
Education and initial assessment of newly-diagnosed patients 

Newly diagnosed patients have often been seen two to three times to make the diagnosis not just once. Patients will have been judged as having a high probability of asthma and undertaken possibly spirometry ± reversibility, serial peak flow measurements essentially looking for evidence of improvement with treatment. Therefore the history, examination, clinical finding etc. should have been covered by the GP

· Height/weight > optimum PEF. 

· Reversibility. 

· Asthmatic history and record possible trigger factors. 

· Record any food allergy as there is a potential link to fatal asthma and may need close follow up.

· Other medical history and drugs - possible interaction. i.e. Aspirin, Beta-blockers + NSAID's (e.g. Ibuprofen). 

· Brief explanation of asthma (at this stage careful not to overwhelm patient with info). Discuss medication before instructing in inhaler technique. 
· Instruct in inhaler technique, using inhaler device which patient feels most comfortable with. 

· Instruct in PEF and give home monitoring sheet and PEF meter and treatment card if you feel it appropriate. 

· Record smoking status including parents or in the home.
· Record the Royal College of Physicians (RCP) '3 Questions' 

· In the last month/week have you had difficulty sleeping due to your asthma (including cough symptoms)?

· Have you had your usual asthma symptoms (eg cough, wheeze, chest tightness, shortness of breath) during the day?

· Has your asthma interfered with your usual daily activities (eg school, work, housework)?

· Make appointment for return in 6 weeks.

· Consider desired areas of shared understanding asking about patients concerns regarding the disease and its natural history.
· The nature of the disease 

· Treatment 

· How to take treatment 

· Measurement and monitoring 

· When to seek help 

Continuing education 

First follow-up visit and subsequent visits.
Education should be a ‘drip affect’ which is little and often concentrating on the gaps in knowledge rather than repeating information. Recording what has been discussed so the next clinician can discuss another topic or ascertain understanding of previous topic dependant on its importance.
· Check home peak flow monitoring chart and control (table1, optional). 

· Need to ascertain ‘best peak flow’ for the patient to monitor long term and to help with treatment decisions such as self-management or recognising unstable asthma

· Address ideas concerns expectations of patient about diagnosis / treatment

· Check inhaler technique (essential). 

· Record ACT (optional)
· Introduce self-management plan (essential).
· What to do in an acute attack (essential).
· Record smoking status (essential).
· Record RCP 3 Questions (essential).
· Make next appointment. (essential).
· Consider desired areas of understanding (essential).
· The nature of the disease 

· Treatment 

· How to take treatment 

· Measurement and monitoring 

· When to seek help 

Six-monthly/yearly visit (frequency depends on severity) 

Consider telephone consultations for routine reviews (though despite the evidence references at the end 
 ADDIN EN.CITE 
(2, 3)
 this is not accepted by QOF it is good practice if the patient is reluctant to attend. Note if RCP 3 questions are positive the patient should be encouraged to be reviewed face to face.
· Height if relevant 

· Weight if relevant 

· Record ACT (optional)
· PEF and review peak flow diary (optional)
· Review antibiotic and oral steroid use (essential).

· Record RCP 3 Questions (essential).
· Past asthmatic history and home monitoring (table 1)
· Check present treatment/compliance/inhaler (essential).
· Clinical tip: it is vital to review the medical record to check that the compliance matches inhaler use.

· Check Immunisation status i.e. Flu vaccine (essential).
· If difficulties with type of inhaler - change (essential).
· Educate (essential).
· Trigger factors - avoidance/or alter treatment before contact with trigger factors. 

· Importance of preventers 

· Emergency action in an acute attack
· Re- visit self-management plan

· Lifestyle advice i.e. smoking/weight
· consider desired areas of understanding 

· The nature of the disease 

· Treatment 

· How to take treatment 

· Measurement and monitoring 

· When to seek help 

Self -management plan 

See separate Somerset Respiratory Network Asthma Self-management plan (appendix 2).

Patients who use self-management plan must: 

· have written instructions: you may want to use the respiratory networks asthma self-management plan 

· Actions if symptomatic or

· have action levels for PEFR recorded in their notes 

· have a PEF meter 

· have regular review 

· ideally have structured education to enhance their understanding
 ADDIN EN.CITE 
(1, 6)

Clinical procedures 

For more detail of the stepped management plan see the summary of the latest BTS/SIGN (101) guidelines http://www.sign.ac.uk/guidelines/fulltext/101/
There will be a new navigator app. for asthma launched by the Somerset respiratory network group which will guide you through the clinical decision making process for treating asthma including ‘stepping down’.

The aim is to maximise quality of life, minimise disability as well as maximise safety and finally minimise cost.
Staff qualifications/development 

It is accepted by most practice nurse’s involved in the management of asthma and other long term conditions that a recognised diploma is a basis that should be achieved prior to independent management of cases (two widely accepted are Education for Health and Respiratory Education UK courses). 

Systems should be in place to ensure there is updating in asthma care, that there is cover for holiday and other absence with sufficient expertise and that involvement is encouraged with a local Practice Nurse Respiratory Network (eg LMC / SGPET Network). 

Clinic Template

Some practice’s run a “clinic system” when a clinic is devoted to asthma care or respiratory problems, others have short parts of a full clinic that are suitable for asthma patients. The availability of appointment should ideally match patient need and be suited to the locality.
Asthma clinics run on 








The allotted time for new patients is 20-30min (the diagnosis may have been made already by GP)- follow up 15-20min and annual review 20-30min. 
The templates need to be reviewed regularly on at least an annual basis to ensure in keeping with the quality outcome framework. Old templates removed to avoid confusion and current read codes embedded. 

Referral policy 

To Lead Respiratory GP and or Secondary Care Specialist Clinician.

Referral should be considered for: 
· Diagnosis unclear

· Unexpected clinical findings (ie crackles, clubbing, cyanosis, cardiac disease)

· Unexplained restrictive spirometry

· Suspected occupational asthma

· Persistent non-variable breathlessness

· Monophonic wheeze or stridor

· Prominent systemic features (myalgia, fever, weight loss)

· Chronic sputum production

· Abnormal chest Xray report
· Marked blood eosinophilia (>1 x 109/l)

· Poor response to asthma treatment

· Severe asthma exacerbation

· New or Novel Biological treatment such as anti-IgE therapy.

In general, it is inappropriate for patients with chronic asthma to be followed up for long periods in hospital outpatient clinics where: 

· patients are seen by members of junior staff who receive no specialist training in the condition or who rotate through the post at frequent intervals. 

Criteria for Emergency Admission 

· Any life-threatening features as per BTS/Sign Guidance.
· Any features of a severe attack which persists after initial treatment
· Patients whose peak flow is greater than 75% best or predicted one hour after initial treatment may be discharged from ED unless they meet any of the following criteria,

· when admission may be appropriate:

· still have significant symptoms

· concerns about compliance

· living alone/socially isolated

· psychological problems

· physical disability or learning difficulties

· previous near-fatal or brittle asthma

· exacerbation despite adequate dose steroid tablets pre-presentation

· presentation at night
· pregnancy. 
Record -keeping 

As a minimum QOF indicators need to be kept electronically and where appropriate coded, along with the agreed elements from the review process. This will be different in each surgery and would need to be agreed at that level, dependant on the experience of the clinician and time limiting factors. The lead needs to make sure they are updated yearly.
Person-centred care (NICE 3)

Treatment and care should take into account people’s individual needs and preferences. Good communication is essential, supported by evidence-based information, to allow people to reach informed decisions about their care. Follow advice on seeking consent from the Department of Health if needed. If the person agrees, families and carers should have the opportunity to be involved in decisions about treatment and care.
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Appendix 1- Asthma Control test (ACT)
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Appendix 2 – NHS Somerset Managing my Asthma
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Enter Name

Enter Address Patient's Name:

Today's Date:

Enter City/State/Zip

FOR PATIENTS:

Take the Asthma Control Test™ (ACT) for people 12 yrs and older.

Know your score. Share your results with your doctor.

Step 1 Write the number of each answer in the score box provided.
Step 2 Add the score boxes for your fofal.

Step 3 Take the test to the doctor to talk about your score.

/

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?
All of Most of Some of A little of None of
the time @ the time @ the time m the time o the time o
2.During the past 4 weeks, how often have you had shortness of breath?

More than 3 to 6 times Once or twice
once a day @ Once a day @ aweek m aweek o Not atall 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 morning?

ORI, O
4. During the past 4 weeks, how often have you used your rescue inhaler or nebulizer medication (such as albuterol)?

bl RALONEL L @ | i O
5. How would you rate your asthma control during the past 4 weeks?

Not controlled Poorly @ Somewhat Well o Completely o
atall controlled controlled controlled controlled

Copyright 2002, by QualityMetric Incorporated.
Asthma Control Test is a trademark of QualityMetric Incorporated.

o

SCORE

TOTAL

\

/

If your score is 19 or less, your asthma may not be controlled as well as it could be.

Talk to your doctor.

FOR PHYSICIANS:
The ACT is:

* A simple, 5-question tool that is selfadministered by the patient ~ ® Recognized by the National Institutes of Health

¢ Clinically validated by specialist assessment and spirometry !

Reference: 1. Nathan RA ef al. J Allergy Clin Immunol. 2004;113:5965.
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Managlng Somerset

my asthma

Self-Management Plan

Many people who have asthma find it useful to have a written plan that
contains advice on handling their condition. This self-management
plan has been designed to be completed by your doctor or nurse; it will
allow you to look after your asthma as well as possible and to know
when to contact your doctor or nurse for further advice.






Self-Management Plan - Asthma

Personal details

Name Important
information
about my asthma
Address (useful totell doctors
/nurses during an
emergency)
Important
information about my
allergies, if any
f birth (including drug
Date of birt allergies)
NHS No. e L Good Control
f : Most people with good control of their asthma have
Practice details no symptoms of coughing, wheezing, chest tightness
| or shortness of breath during the day or night. They
GP practice are usually able to be active.
Name My usual control is...
Address .
Worsening asthma
This would usually involve coughing, wheeze,
chest tightness or shortness of breath, which
means that some, but not all usual activities can
be completed. Waking at night may also occur.
My worsening
Telephone asthmaiis...
Name of my If my asthma is
regular doctor gradually worsening
/nurse Twill ...
My asthma medication A very severe asthma attack is indicated by:
® being very short of breath
My regular treatment/s (Preventers) - These e reliever medication not improving symptoms
treatments usually help to prevent flare ups of e not being able to do usual activities

asthma and breathlessness and are taken every day e feeling as though things are worsening

Name Device /tablet Colour Should be taken

My reliever treatment (helps breathing when bad)

Name Device/tablet Colour Should be taken






How to manage an asthma attack Other ways to help my asthma

Additional
information for me

Smoking

Step 1

Use reliever
medication (usually
one or two puffs of a
blue inhaler)

Step 2

Sit down and try to
take slow, steady
breaths

Smokers have more
problems with asthma
and other conditions;
doctors and nurses can
advise on effective ways
to stop smoking. Itis
sensible to stop if you
smoke and not to allow
any smoking in your
home environment

Do you smoke?

please circle one

No / never / ex/ yes

[]
[]

If you smoked,
how many years?

How many
per day?

Step 3

If not feeling any
better, use the reliever
inhaler again (up to
ten puffs using one
puff at a time every 2
minutes)

Influenza immunisation

Influenza immunisation
provides protection
against fluand is
recommended every
year for people with
asthma. Itis usually

What was the date of
your last influenza
immunisation?

Step 4 administered around

If not feeling any October

better seek urgent

medical advice

(depetndlng on Things to discuss with my doctor/nurse
severity, this may be

contacting 999 or

your GP practice) My medications

Step 5 My symptoms

At times your
doctor/nurse will
suggest that you
start steroid tablets
yourself - this would
happen if...

Prednisolone 5mg
tablets take |:|
tablets at one time,
once daily until
symptoms have been
good for 3 days then
stop (if not better in
[] hours contacta
doctor/nurse)

Other things | want to
talk about

My next review with
my doctor/nurse is

Hospital details

Hospital name
(if attending)

Name of my
regular doctor
/nurse






Think before NHS|
you order Somerset

Ask your pharmacist or GP for advice

www.medicinewaste.com







