Asthma (Read Code H33)
Clinical features that increase the probability of asthma

Diagnosis (adults) – base initial diagnosis on a careful assessment of symptoms and spirometry (or PFR if unavailable, see below). Move straight to a trial of treatment if a high probability of asthma.
Note: PFR based diagnosis may be used in a Primary care setting.

>20% diurnal variation in recorded EU PFR (am and pm prior to any beta agonists) on 3 or more days each week for 2 weeks.

Variation % = (maximum PFR-minimum PFR)/ maximum PFR x100.
Diagnosis (children) – assess clinically with symptoms (see below). Move straight to a trial of treatment if high probability of asthma. If less clear, consider lung function tests, if age >5 (spirometry pre and post bronchodilator, PFR).
Do not add children to the asthma register unless you are confident of the diagnosis!
Clinical features that increase the probability of asthma

· More than one of the following symptoms: wheeze, breathlessness,
chest tightness and cough, particularly if:
1. Symptoms worse at night and in the early morning

2. Symptoms in response to exercise, allergen exposure and cold air

3. Symptoms after taking aspirin or beta blockers
· History of atopic disorder

· Family history of asthma and/or atopic disorder

· Widespread wheeze heard on auscultation of the chest
· Otherwise unexplained low FEV1 or PEF (historical or serial readings)
· Otherwise unexplained peripheral blood eosinophilia
Spirometry based diagnosis (may be falsely negative in a patient who is well at time of assessment)

Fev1/FVC < 70% = an obstructive picture (Asthma or COPD) but in asthma there is reversibility in the lung function.

>15% or > 200mls improvement in FEV1 after 400mcg (4 puffs via an MDI) of salbutamol via a volumatic.

>15% or > 200mls deterioration in FEV1 after 15mins of exercise.

· Having made the diagnosis please place them on the asthma register and put the H33 Asthma Read code in their Problem page.

· Arrange a New Patient Asthma clinic appointment with the Practice Nurse.

Don’t forget basic health promotion!

1. Smoking status and cessation advice – Read code.

2. Flu vaccination if on inhaled steroids
3. Life style and exercise.

4. Asthma self management plan.

5. Patient information leaflets.

6. Pre-payment certificates for script costs.
Treatment delivery options 
(Patient choice is the most important factor in stable asthma)

1. Metered Dose Inhaler and spacer – 60% of patients have the correct technique – but this can be improved to 75% with technique assessment and education. 

2. Inhaler (MDI) alone – 30 to 40% of patients have the correct technique.

3. Dry Powder Inhaler DPI) – as effective as MDI and spacer but costs more, not as useful during acute attacks but socially a lot more convenient. Remember the patient must have the respiratory function to be able to activate the DPI.

4. Use the Easi-Breathe delivery system for the elderly or infirm.

An MDI & spacer is the preferred option in adults and should be used in all < 12s.
Advantages of a spacer: greater delivery to the bronchioles, less oral deposition, so reduced frequency of oral thrush and it is as good as a nebuliser during acute exacerbations.

But the spacer:

Should be demonstrated and technique checked.

Should be washed monthly with detergent and allowed to air dry (NOT wiped dry).

Should be changed every twelve months.

Inspiration should take place as soon as possible after MDI actuation.

Tidal breathing (x5) is as effective as deep breathing.

http://www.pennine-gp-training.co.uk/How-to-use-a-spacer.doc

 Adult asthma guidelines BTS 2011
Step 1 

Inhaled short acting B2 agonist as required

Step 2 
Add inhaled steroid 200-800mcg BDP equivalent/day bearing in mind that 400mcg is the starting dose for many patients

Step 3 

Add inhaled Long Acting B2 agonist (LABA) . 

· Continue LABA if there is a good response

· Discontinue LABA if no response and increase inhaled steroid to 800mcg a day
· If some benefit from LABA but control inadequate increase inhaled steroids to 800mcg/day and then consider adding in other therapies e.g. leukotriene receptor antagonists (1 month trial) or SR theophylline.
Step 4
Consider trials of:

· Increased inhaled steroid up to 2000mcg a day.

· 4th drug. Eg. Leukotriene receptor antagonist, B2 agonist tablets or theophylline.

Step 5              Consider:

· Oral steroid at lowest dose to maintain control
· Maintain high dose inhaled steroid 2000 mcg/day

· Other treatments to minimize oral steroid use.

                         Refer.

Note: start at the step most appropriate to initial severity. Step up (remember check concordance and diagnosis) or step down depending on control.

Indications to progress to a higher step.

Usage of > one B2 agonist MDI per month = poor control.

Usage of a B2 agonist 3x/week or more = poor control.

Nocturnal symptoms, daytime symptoms, limitation of normal activity = poor control

Please note the preferred CFC free beclomethasone inhaler is Clenil Modulite (should be prescribed as brand) and is dose for dose equivalent to Becotide. Avoid QVAR which is expensive and not bio equivalent to Becotide.

Children 5-12 years asthma guidelines BTS 2011
Step 1 

Inhaled short acting B2 agonist as required

Step 2 
Add inhaled steroid 200-400mcg BDP equivalent/day bearing in mind that 200mcg is the starting dose for many patients (but dose appropriate to severity of disease)
Step 3 

Add inhaled Long Acting B2 agonist (LABA) . 

· Continue LABA if there is a good response

· Discontinue LABA if no response and increase inhaled steroid to 400mcg a day

· If some benefit from LABA but control inadequate increase inhaled steroids to 400mcg/day.

· Consider adding in other therapies e.g. leukotriene receptor antgonists or SR theophylline.

Step 4
Increase inhaled steroid up to 800mcg a day.

Step 5 
Consider:
· Use daily steroid tablet in lowest dose possible to maintain control.

· Continue high dose inhaled steroid 800mcg a day

                        Refer.
Children under 5 years BTS asthma guidelines 2011
Step 1 

Inhaled short acting B2 agonist as required

Step 2 
Add inhaled steroid 200-400mcg BDP equivalent/day bearing in mind that 200mcg is the starting dose for many patients (but dose appopropriate to severity of disease) or leukotriene receptor antagonist if inhaled steroid can’t be used.

Step 3             Children < 2 years consider going to step 4.

                       Children > 2 years:           

· In those taking inhaled steroids 200-400mcg/day consider adding leukotriene receptor antagonists. 

· In those taking leukotriene receptor antagonists alone reconsider the addition of inhaled steroid 200-400mcg/day.

Step 4
Refer
Note: monitor growth in children.
Factors to assess on asthma/medication review – 10 points!

1. Patient understanding of ‘preventers’ and ‘relievers’ and their appropriate usage, also ask about any side effects.

2. Check inhaler & spacer technique.

3. Compliance as per computer and patient history – number of salbutamol MDIs used in last 12 months
4. Have they had a new spacer within the last 12 months?

5. Smoking status and cessation advice.

6. Any exacerbations, hospital admissions or oral steroid use since last review?

7. The RCP 3 Questions
1. Has your asthma interfered with your usual activities (e.g. housework, work, school, hobbies etc)?

2. Have you had difficulties sleeping because of your asthma symptoms (including cough)?

3. Have you had your usual asthma symptoms during the day (cough, wheeze, chest tightness or breathlessness?) 
8. Having to use a reliever more than 3 x per week?

9. The need to step up or step down treatment - ? change self management plan.*
10. Are they aware of the month of their next annual review (schedule of care)?

*Review should incorporate a written action plan (BTS 2011). Download the ‘Be in Control’ asthma action plan ( or ‘My Asthma for age 6-11) from www.asthma.org.uk/control .

Osteoporosis risk

Treatment strategy for preventing steroid induced osteoporosis
Consider every patient for active osteoporosis prevention who has had:

· Oral or iv steroid treatment for greater than 3 months.

· A cumulative lifetime dose of 1g oral prednisolone (e.g. > 4 x seven day courses in a lifetime). 

· Inhaled steroid > 1000mcg day beclomethasone.  

If unable to have a DEXA then treat, 1st line = a bisphosphonate.

If steroid course likely to > 3 months then treat, 1st line = a bisphosphonate.

If able to have a DEXA and the T score above -1.5 treat with lifestyle measures +/- calcium supplementation.

NB DEXA needs repeating every 3 years

If the T score is = -1.5 or lower then treat, 1st line = a bisphosphonate.

NB DEXA needs repeating every 3 years

Indication for consultant referral

1. Diagnosis unclear.

2. Failure to control symptoms beyond Step 4.

3. Consideration for home nebs or home oxygen.

4. Acute severe exacerbations.

5. Troublesome drug side effects or complications of Rx/asthma.

6. Suspected occupational asthma

Structure of the asthma service
All patients with proven asthma will be tagged with the H33 Read code, as this is required for Read code QOF based recall which identifies patients who have not had a formal asthma review in the last 15 months.

At repeat medication re-authorisation doctors must look at:

i) Beta 2 agonist over usage – arrange GP review?

ii) Spacer on repeat script? Check when last issued.

iii) Oral steroid/high dose inhaled steroid usage and need for osteoporosis prophylaxis.

iv) Correct Read H33 Read coding & is it in the Problem page?
v) Annual review in date?

vi) If seeing the patient for their annual review ask and document the ten point review ( use S1 template along with prompts from the auto-consultation).

QOF 2011/12
Asthma 3 – Annual recording of smoking status in asthmatic patients ages 14-19.

                   Target 80%.

Asthma 6 – Annual asthma review to be recorded.

                   Target 70%.

Asthma 8 – Post 1/4/06 need to record ‘measures of variability or reversibility’ at 

                   diagnosis of patients aged 8 and over.

                    Target 80%.
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References: British Guideline on the Management of Asthma – BTS.  

                    May 2011.              
                    www.asthma.org.uk
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