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Emergency Asthma Care

Intre

Despite greater understanding of the biology of asthma, new asthma
treatments and better systems of care, asthma outcomes remain suboptimal
in the UK, with high admission and death rates compared to other westernised
countries. Mortality and admission rates have seen little, if any, reduction
since the millennium. Acute severe asthma is a medical emergency and

a stressful and frightening time for both patients and professionals.

This updated resource provides front-line clinicians with a concise summary
of current high-quality emergency asthma care, extending the partnership
between Asthma UK and professionals with the aim of improving our
management of acute asthma attacks. | would urge all professionals
providing care to people with asthma to use it to update their practice

and to ensure a copy is available to the whole healthcare team.

Professor Mike Thomas MB, BS, MRCP, FRCP, PhD
Chief Medical Adviser, Asthma UK
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Emergency Asthma Care

AFE @ IFRE

An asthma exacerbation is a worsening of someone’s asthma symptoms.
Most asthma exacerbations build up over a period of days or weeks but they
can also come on suddenly. Ideally, people with asthma can be taught to
recognise their worsening symptoms and self-manage their condition with
the help of a personal asthma action plan thereby preventing the need

to access emergency care. However, when someone’s asthma goes out of
control and they do access emergency care, it’s important to assess

and treat their acute exacerbation quickly and effectively to avoid their
condition worsening and becoming life threatening.

It's important to realise that even a person with seemingly mild asthma can
have a severe or even life threatening exacerbation. With the right care and
treatment they will be able to get their asthma back under control. A small
proportion of people — around 5% or a quarter of a million® — have severe

or difficult asthma. These people, despite high levels of asthma medicines,
live with asthma symptoms on a daily basis and acute exacerbations requiring
emergency care can be frequent and are more likely to be life threatening.

All asthma exacerbations are serious and potentially life threatening.

About 1,200 people a year die from asthma. There is a real risk that

if a person having an asthma exacerbation doesn’t receive the correct
care promptly and seamlessly the outcome could prove fatal.
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Emergency Asthma Care

People experiencing an exacerbation of their asthma can access
emergency care through any of the following NHS services:

GP surgery

Walk-in-centre/urgent care centre/minor injury unit
Out-of-hours service

Telephone triage services such as NHS direct/NHS 111
Hospital emergency department

Ambulance service

Medical or paediatric assessment unit

Via healthcare professionals other than doctors doing home visits

This resource is for all healthcare professionals, working in any setting,
who come into contact with people with asthma at the time of an asthma
exacerbation. It highlights good practice based on current guidelines,
from when a person with asthma first presents with an exacerbation,
through to their discharge and follow up.
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Emergency Asthma Care

Reading this resource may be your first step to improving emergency
care services for people with asthma. You will then be able to use it
to apply your learning and knowledge to your own personal practice.

You may be ready to make improvements, which start with a complete
review of the emergency asthma care that your team provides. In this case,
meeting with all stakeholders (people involved in asthma care) to gather
ideas and put forward suggestions for improvement would be a good
starting place. Ideally, you would form an asthma working party to positively
influence change and raise standards of care. Your process would include
audit and evaluation of the service before and after change and the
involvement of patients who use your service.
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Emergency Asthma Care

The BTS/SIGN British Guideline on the Management of Asthma 2008
(revised 2012) gives suggested pathways for treating asthma in
adults and children both in emergency departments and GP surgeries;
these are included on page 20 for your reference.

These pathways can be adapted for other settings in which asthma
emergency care is delivered. It’s recommended that you develop
your own pathways according to the skills and resources available
in your particular practice area.

How to develop your own treatment pathway

e Identify within your own locality an ‘Asthma Champion’
— to raise the profile of asthma care.

® Process mapping your current provision of emergency asthma care will
help you to develop your care pathway. A map of a patient journey
is a visual representation — a picture or a model — of the relevant procedures
and administrative processes. The map shows how things are and what
happens rather than what should happen. This helps everyone involved
to see other people’s views and roles. It also helps you to identify
problems and areas for improvement. For more information visit:

www.institute.nhs.uk/quality_and_service_improvement_tools/
quality_and_service_improvement_tools/process_mapping_-_an_overview

e Discuss with the whole team, including receptionists, what needs to be
included in your treatment pathway. Involve all relevant stakeholders and
most importantly, your patients, carers and their families.

e C(larify the role and the responsibility of each individual team
member in the management of asthma exacerbations and ensure
there is a good communication structure between everyone
involved both internally and externally.

@ Consider both clinical and non clinical staffs knowledge, understanding
and confidence in asthma care and offer training if any needs are
identified. Here are some useful links:

www.pcrs-uk.org  www.educationforhealth.org ~ www.respiratoryeduk.com
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Emergency Asthma Care

e |If you have an appointments system, review how emergency asthma patients
fit in to your system for their unscheduled appointments and/or triage slots.

® Review the availability of your emergency equipment and medication
and who is responsible for the ordering, maintenance and restocking.

@ Use the evidence-based BTS/SIGN British Guideline on the Management
of Asthma 2008 (revised 2012) as a basis for your pathway. The acute
management pathways from the guideline are included on page 20.

e Develop patient group directions (PGDs) to enable prompt treatment of
asthma exacerbations (see page 27).

e |dentify at least one team member to be responsible for good
communication between all services, ensuring that relevant
follow-up appointments are made and there is clear communication between
services and the person with asthma. Consider the use of standardised
discharge letters, computerised links, telephone, fax, post and email.

e Ensure the coding systems in place enable the correct information to be
entered onto the computer systems for accurate patient information and
data audit purposes. Liaise with your Information Technology department
if areas for improvement are identified.

e Identify local specialists and relevant follow-up services and referral
procedures for them. There is a local contacts list proforma in the appendix.

e Pilot your pathway, and evaluate it to ensure it meets your service needs,
adapting it as necessary.
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Emergency Asthma Care

Clinical audit is a process that has been defined as “a quality improvement
process that seeks to improve patient care and outcomes through systematic
review of care against explicit criteria and the implementation of change”3.
The clinical audit process seeks to identify areas for service improvement,
develop and carry out action plans to rectify or improve service provision and
then re-audit to ensure that these changes have had an effect.

The BTS/SIGN British Guideline on the Management of Asthma 2008 (revised
2012) Section 8.3 gives a summary of recommended audits of different aspects
of asthma management including both clinical and organisational.

The British Thoracic Society has a programme of national audits and the audit
tools they use are available for local use at the following link:

www.brit-thoracic.org.uk/Audit.aspx

There is an emergency asthma care audit form within the appendix for
you to adapt and use for audit purposes. Examples of aspects you may wish
to use the form to audit could include;

@ Which areas of the initial assessment of someone having
an exacerbation are commonly missed.

e The risk factors in people frequently attending with an asthma exacerbation.

® Areas of asthma care requiring staff training.

There is a sample form available here
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Emergency Asthma Care

Audit Form for Emergency Asthma Care (sample)

Patient name: A ne Sputh

DOB: 72-3-194¢ ) ) ~ Dateftime:  25..2012  23.00

YES

1 PEF on admission and after treatment

2 Arterial Blood Gases if saturation (Sa 02) <92%

3 Inhaler technique checked and recorded

4 Medication (current) recorded, including dose, frequency and concordance
5 Triggers identified

6 Relevant past medical history recorded (asthma and atopy in particular)

7 Psycho-social or other risk factors (or their absence) recorded

8 Peak expiratory flow variability of <75% on discharge

9 Stable on discharge medication for 24 hours and stable or diurnal variation
<25% unless discharge agreed with respiratory physician

10 Provided and documented written action plan

11 Steroid tablets given (appropriate dose)

R R O N W LG Q= G R

12 Arrange follow-up with GP for 48 hours after
discharge and send discharge letter

OO0 oooodofbfbQodoan

Ood OoododbodKaDQfs

Where you have ticked N/A (not applicable) please explain here. Eg No Peak flow as under 6
2. Sa O2 of 95% therefore no blood gases Zaken.
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Emergency Asthma Care

The following list will help your practice area identify people with asthma who
are more at risk of asthma exacerbations. You can highlight risk factors as part
of your initial assessment for emergency asthma care by documenting them

on your emergency asthma care assessment form (sample on page 15). The
same risk factors also need consideration when deciding whether to admit
someone to hospital and also when planning their discharge.

Risk factors for fatal or near fatal asthma attacks

A combination of severe asthma recognised by one or more of the following:

Previous supported ventilation, respiratory acidosis
or other indicator of a near fatal episode.

Requiring three or more classes of asthma medicines.

Heavy use of Beta-2 agonist.

Previous admission to hospital for asthma, especially in the last year.
Repeated attendances for emergency asthma care, especially in the last year.

“Brittle” asthma.

and...

Adverse behavioural or psychosocial features recognised
by one or more of the following:

Non-compliance with treatment or monitoring.

Failure to attend appointments.

Fewer GP contacts.

Frequent home visits.

Self discharge from hospital.

Psychosis, depression, other psychiatric illness or deliberate self-harm.
Current or recent major tranquilliser use.

Denial.

@ wih yov every
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Emergency Asthma Care

Alcohol or drug abuse.
Obesity.

Learning difficulties.
Employment problems.
Income problems.
Social isolation.
Childhood abuse.

Severe domestic, marital or legal stress.

Reproduced from BTS Guideline on the Management of Asthma 2008
(revised 2012) Section 6.1.3 Table 9

Asthma at risk registers

Recent research has shown that using an ‘asthma at risk register’ in primary
care reduces hospitalisations®. If you work in a primary care setting you may
wish to consider developing a register for those people with asthma, identified
using the BTS/SIGN criteria above, most at risk of exacerbations. Those on the
register would be flagged to receive a more targeted approach

to asthma care interventions such as:

whole practice awareness of who is on the register including
non clinical staff so everyone can encourage the person with
asthma to engage with services

longer or more frequent appointments

pro-active chasing up of those who do not attend their asthma reviews
sending text reminders about appointments

opportunistic asthma reviews

asthma reviews over the telephone or other novel approaches

offering reviews with a named doctor or asthma nurse to ensure consistency

pro-actively reviewing those who frequently request repeat
prescriptions of reliever inhalers

@ wih yov every
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Emergency Asthma Care

e pro-actively reviewing those who do not request repeat prescriptions
of their preventer medication

e ensureing someone who has recently had a course of oral
steroids is followed up

e following up all those who have attended out of hours services,
walk in clinics, accident and emergency departments or have
recently been admitted to hospital with their asthma.

Asthma UK’s Triple A test

Asthma UK has developed the Triple A: Avoid Asthma Attacks test.

It's an online test, to help people with asthma find out their risk of

having an asthma attack and advise them what they can do to reduce it.

It asks simple questions about factors which have all been independently
linked to an increased or highly increased risk of an asthma attack that
could lead to a hospital admission, for example how often respondents use
their blue (reliever) inhaler. The test makes clear that everyone’s asthma

is different and symptoms can come and go; this does not mean there is
no risk of an attack when symptoms are absent.

You can signpost your patients to this test at the following link:

The Triple A: Avoid Asthma Attacks campaign

wth Yo auery
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Emergency Asthma Care

AR

Receptionists or telephone call takers in your care setting need to ensure
your patients with symptoms of an asthma exacerbation gain quick
access to a doctor or trained asthma nurse. Delay in treating an asthma
exacerbation can adversely affect outcomes.

Assessing the severity of the asthma exacerbation needs to be done

quickly and accurately. You can use the severity assessment tables

provided (see page 16). This will enable you to choose the correct

treatment pathway and provide you with a baseline on which to assess

the effectiveness of the treatment and inform your ongoing care.

Measure and record:

® Peak flow

@ Pulse rate

® Respiration rate

e Pulse oximetry (Sp02)

e Arterial blood gases (ABG) or capillary blood gases (where available)
in cases where Sp0O2 <92% or there are features of life threatening asthma

Consider the following:

e Levels of increasing symptoms. This can include one or any of the following;
cough  breathlessness  chest tightness  wheeze*
* not everyone with asthma will wheeze. Absence of wheeze on auscultation

does not indicate that the exacerbation is insignificant

e Amount of reliever use prior to presentation

e Ability to speak in full sentences

® Use of accessory muscles

e Even patients with severe or life-threatening asthma may not be

distressed and may not have all of the features mentioned.

Below is an example assessment form for emergency asthma care.
Here is a link to a template of the form which you can adapt to suit your needs.
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Emergency Asthma Care

Assessment form for emergency asthma care (sample)

Patient name: #Asne Sputh

DOB: 02/03/19¢¢ Date/time: 25,/1/2012
1. Date(s) of last asthma attack requiring emergency treatment 20/ 09/ 20
2. Previous admission for asthma requiring critical care? Yes/No and when? Yes, 20,/09/ 201
Ventilated? Yes/No and when? /o
3. PEF before initial reliever treatment 200
PEF 15 mins after treatment 350
4. Best PEF (OF PrediCct o)™ (0
5. Pulse oximetry. SpO2 (in room air or specify dose of 02 if given) 957
6. Arterial Blood Gas readings if SpO2 <92% or any other feature of life threatening asthma
7. Pulse rate 95
8. Respiratory rate 23
9. Ability to speak in full sentences in one breath Yes/NO Y e
10. Use of accessory muscles Yes/No Ao
11. Inhaler technique observed (good, moderate, poor) Poor, dis/ifes wsing large volume Spacer
12. Inhaler device(s) Large volume sSpacer and 2MDI
13. Current medication including dose Sa/éutamol 2 pudFs PAN Flixotide s0mcq 2 putts BD
14. Triggers Cat's, srioke, howse—dust rute, dust and coalking wp fulls
15. In the last week or month:
asthma symptoms at night A.oakes Zwice nahtly cowghing
asthma symptoms during the day Cowgling in 2he morning, breatfiless on exercise in the [ast coeek
asthma symptoms interfering with usual activity? 7afes /onger 2o climd the stars — has to stop fewice
14. Smoker (current, ex, passive) Nos—ssiofer
SMOKING (PACKIYEATS) |
15. Asthma (selffin family) Yes, diagnosed. September. 2006 o farily. fistory
Eczema (selffin family) Yes, Aer. potter. fiad 17
Hay fever (selffin family) /o
16. Allergies P/asters
17. Past medical history (PMH) C/Ai/d/ood bronc/idis, dicanosed cith depression in 2005
18. Psychological factors Fee/s depressed and [onely
19. Social factors Lives a/one, st/ Aoor Adt, wuneriployed T7 consul/tant
20. Other significant factors eg pregnant, a carer, away from home Ocons 2 cats
21. Communication difficulties None #nocon

*Predicted peak flow chart
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Emergency Asthma Care

Levels of severity of asthma exacerbations in adults

If a patient has signs and symptoms across categories
always treat according to their most severe feature.

Moderate exacerbation Acute severe exacerbation Life-threatening exacerbation

e Peak flow »50-75% Any one of the following: Any one of the following
best or predicted in a person with acute

e Peak flow 33-50% best severe asthma:
® Sp02 292% or predicted )
. o e Peak flow (33%
e Pulse <110/min ® Sp02 =92% best or predicted
® Respiratory rate e Pulse =110/min o Sp02 92%
«25breaths/min @ Respiratory rate =25/min
@ Increasing symptoms P ’ ) © Pa02 «kPa
§ symp o Inability to complete
. e Normal PaCO2
@ Speech normal sentences in one breath
o Altered level

@ No features of a

. of consciousness
severe exacerbation

Exhaustion
Arrhythmia
Hypotension
Cyanosis

Silent chest

Poor respiratory effort

Adapted from BTS/SIGN British Guideline on the Management of Asthma May 2008 (revised 2012)
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Emergency Asthma Care

Levels of severity of asthma exacerbations in children aged 5-12 years

If a patient has signs and symptoms across categories
always treat according to their most severe feature.

Moderate exacerbation Acute severe exacerbation Life-threatening exacerbation
e Peak flow =50% e Peak flow 33-50% ® Peak flow <33%
best or predicted best or predicted best or predicted
® 5p02 =292% ® 5p02 <92% ® 5p02 <92%
e Pulse <=125/min e Pulse »125/min e Silent chest
e Respiratory rate ® Respiratory rate e Cyanosis
<30 breaths/min »30 breaths/min

Poor respiratory effort

@ Able to talk in sentences @ Unable to complete
sentences in one breath
or too breathless to talk

Hypotension
e No features of

Exhaustion
severe asthma

o Use of accessory muscles

Confusion/agitation

o Altered level
of consciousness

Adapted from BTS/SIGN British Guideline on the Management of Asthma May 2008 (revised 2012)

Levels of severity of asthma exacerbations in children aged 2-5 years

If a patient has signs and symptoms across categories
always treat according to their most severe feature.

Moderate exacerbation Acute severe exacerbation Life-threatening exacerbation
e Sp02 292% ® Sp02 <92% ® Sp02 <92%
® Pulse =140/min @ Pulse »140/min @ Silent chest
@ Respiratory rate ® Respiratory rate: e Cyanosis
<40 breaths/min »40 breaths/min .
® Poor respiratory effort
e Able to talk in sentences e® Unable to complete sentences .
. e Hypotension
in one breath or too breathless
e No features of .
to talk or feed e Exhaustion
severe asthma
® Use of accessory muscles e Confusion/agitation
e Altered level

of consciousness

Adapted from BTS/SIGN British Guideline on the Management of Asthma May 2008 (revised 2012)
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Emergency Asthma Care

Levels of severity of asthma exacerbations in children aged under 2 years

If a patient has signs and symptoms across categories
always treat according to their most severe feature.

Moderate exacerbation

Acute severe exacerbation

Life-threatening exacerbation

® Sp02 =292 %
e Audible wheezing
e Using accessory muscles

e Still feeding

® Sp02 <92%
e Cyanosis
o Marked respiratory distress

® Too breathless to feed

® Apnoea
@ Bradycardia

@ Poor respiratory effort

Adapted from BTS/SIGN British Guideline on the Management of Asthma May 2008 (revised 2012)
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Emergency Asthma Care

Once you have established the level of severity of a person’s asthma exacerbation
you can plan treatment in accordance with BTS/SIGN guidelines. It is important

to note that if a person with an asthma exacerbation has symptoms across the
severity levels, you should always treat them according to their most

severe features.

The BTS/SIGN guideline provides treatment pathways for both adults
and children in the following care settings; you may need to adapt them
to suit your own area of care:

® General practice @ Emergency department e In hospital

Admission criteria
The BTS/SIGN guideline recommends the following:

Refer to hospital:

e Patients with features of severe or life threatening asthma

Admit to hospital:

e Patients with any feature of life-threatening or near fatal asthma

e Patients with any feature of a severe asthma exacerbation
persisting after initial treatment

Additionally, patients with the following may also need admission:

e Significant symptoms are still present.

e There are concerns about adherence.

e They live alone/are socially isolated.

They have psychological problems.

They have a physical disability or learning difficulties.

They have previously had a near-fatal asthma exacerbation.

e Their exacerbation worsened despite an adequate
dose of steroid tablets pre-presentation.

e They present at night.
e They are pregnant.

The BTS/SIGN treatment pathways are included
on the following pages for your reference
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Emergency Asthma Care

Management of acute severe asthma in adults in general practice

Many deaths from asthma are preventable. Delay can be Assess and record:
fatal. Factors leading to poor outcome include: m Peak expiratory flow (PEF)
m Clinical staff. Failing to assess severity by objective m Symptoms and response to self treatment
measurement

. X . . . m  Heart and respiratory rates
m  Patients or relatives failing to appreciate severity . .
) - m  Oxygen saturation (by pulse oximetry)
m  Under-use of corticosteroids . . . . .
Caution: Patients with severe or life threatening attacks may

not be distressed and may not have all the abnormalities
listed below. The presence of any should alert the doctor.

Regard each emergency asthma consultation as for acute
severe asthma until shown otherwise.

Moderate asthma Acute severe asthma Life threatening asthma

INITIAL ASSESSMENT

PEF>50-75% best or predicted PEF 33-50% best or predicted PEF < 33% best or predicted

FURTHER ASSESSMENT

SpO, =92%
Speech normal

SpO, =92%
Can’t complete sentences

SpO, <92%

Silent chest, cyanosis or poor
respiratory effort

Respiration >25 breaths/min

Pulse >110 beats/min

Respiration <25 breaths/min
Pulse <110 beats/min

Arrhythmia or hypotension
m Exhaustion, altered consciousness

British Guideline on the Management of Asthma

MANAGEMENT

Treat at home or in surgery and

ASSESS RESPONSE TO TREATMENT Consider admission Arrange immediate ADMISSION

TREATMENT

m (3, bronchodilator: - m Oxygen to maintain SpO, 94-98% if = Oxygen to maintain SpO, 94-98%
- Via spacer (give 4 puffs initially available m B, bronchodilator and

and give a further 2 puffs every m {3, bronchodilator: ipratropium:

2 minutes according to response - nebuliser (preferably oxygen - nebuliser (preferably oxygen

up to maximum of 10 puffs) driven) (salbutamol 5 mg or driven) (salbutamol 5 mg
If PEF >50-75% predicted/best: terbutaline 10 mg) or terbutaline 10 mg) and
m nebuliser (preferably oxygen driven) - Or via spacer (give 4 puffs initially (ipratropium 0.5mg)

and give a further 2 puffs every 2
minutes according to response up
to maximum of 10 puffs)

(salbutamol 5 mg or terbutaline 10
mg)
m Give prednisolone 40-50 mg

- Or via spacer (give 4 puffs initially
and give a further 2 puffs every 2
minutes according to response up

m Prednisolone 40-50 mg or IV to maximum of 10 puffs)

m Continue or step up usual treatment hydrocortisone 100 mg

m Prednisolone 40-50 mg or IV

If good response to first treatment m If no response in acute severe hydrocortisone 100 mg immediately
(symptoms improved, respiration and asthma: ADMIT

pulse settling and PEF >50%) continue
or step up usual treatment and continue
prednisolone

Admit to hospital if any: If admitting the patient to hospital: Follow up after treatment or discharge

m life threatening features m Stay with patient until ambulance from hospital:

m features of acute severe asthma arrives m GP review within 48 hours

present after initial treatment m Send written asssessment and referral
details to hospital

Monitor symptoms and PEF

m previous near-fatal asthma Check inhaler technique
m B, bronchodilator via oxygen-
driven nebuliser in

ambulance

Lower threshold for admission if
afternoon or evening attack, recent
nocturnal symptoms or hospital
admission, previous severe attacks,
patient unable to assess own condition,
or concern over social circumstances.

Written asthma action plan

Modify treatment according to
guidelines for chronic persistent
asthma

m Address potentially preventable
contributors to admission

wh yov eue
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Emergency Asthma Care

PEF >50-75% best or predicted

PEF 33-50% best or predicted

Management of severe acute asthma in adults in Emergency Department
Time Measure Peak Expiratory Flow and Arterial Saturations

PEF <33% best or predicted

Moderate asthma

Acute severe asthma

Life thr ing asthma

SpO, =92%
PEF >50-75% best or predicted

no features of acute severe asthma

features of severe asthma

= PEF<50% best or predicted
Respiration > 25/min

= SpO, =/92%

= Pulse =110 breaths/min

= Cannot complete sentence in

British Guideline on the Management of Asthma

one breath

Give salbutamol (give 4 puffs initially
and give a further 2 puffs, every 2
minutes according to response up to
maximum of 10 puffs) preferably via

Give salbutamol 5 mg by oxygen

driven nebuliser

5 mins Shecen ' ' '

I Clinically Clinically No life . .
15-20 stable stable threatening i ft:;& art:Snmg
mins AND PEF AND PEF features AND o

>75% <75% PEF 50.75%  OR PEF <50%
Repeat salbutamol
5 mg nebuliser
Give prednisolone
40-50 mg orally
Mo i Signs of severe

60 Patient recovering severe asthma 8 asthma

H o)
mins AND PEF >75% PEFAsT).D75°/ OR PEF <50%

OBSERVE AND MONITOR
* SpO2
= heart rate
= respiratory rate
120
mins Patient stable S(gn:s:);:;vere
AND PEF > 50% OR PEF <50%

POTENTIAL DISCHARGE

= In all patients who received nebulised B, agonists
prior to presentation, consider an extended
observation period prior to discharge

= If PEF<50% on presentation, give prednisolone
40-50 mg/day for 5 days

= In all patients ensure treatment supply of inhaled
steroid and B, agonist and check inhaler technique

= Arrange GP follow up 2 days post-discharge
= Fax or email discharge letter to GP
= Refer to asthma liaison nurse/chest clinic

= Sp0,<92%
= Silent chest, cyanosis, poor
respiratory effort

= Arrhythmia, hypotension

= Exhaustion, altered
consciousness

Obtain senior/ICU help now if
any life threatening features are
present

IMMEDIATE MANAGEMENT
= Oxygen to maintain SpO2
94-98%
= Salbutamol 5 mg plus
ipratropium 0.5 mg via
oxygen-driven nebuliser

= Prednisolone 40-50 mg
orally or IV hydrocortisone
100 mg

Measure arterial blood gases
Markers of severity:

‘Normal’ or raised PaCO;
(Pa CO2>4.6 kPa; 35 mmHg)
Severe hypoxia

(PaO2 <8 kPa; 60 mmHg)
Low pH (or high H*)

= Give/repeat salbutamol 5 mg
with ipratropium 0.5 mg by
oxygen-driven nebuliser
after 15 minutes

Consider continuous salbutamol
nebuliser 5-10 mg/hr

Consider IV magnesium sulphate
1.2-2 g over 20 minutes

Correct fluid/electrolytes,
especially K* disturbances

Chest X-ray
Repeat ABG

ADMIT
Patient accompanied by a nurse or
doctor at all times

Peak Expiratory Flow Rate - Normal Values

680

660 —

640 —

620 ///

7

600 y /

580 /4 ’ //

560 v
© 540 I/
g /A AVIAN
ﬁ 520 /17 N
"?‘500 / AN \\
E 480
s SRS Height
&

Men

190 cm (75 in)

183 cm (72 in)

I

175 cm (69 in)

167 cm (66 in)

160 cm (63 in)

Height

Women

183 cm (72in)
175cm (69 in)

167 cm (66 in)

160 cm (63 in)

15 20 25 30 35 40 45 50 55 60 65 70 75 80 85152cm (60in)
Age (years)

Adapted by Clement Clarke for use with EN13826 / EU scale peak flow meters
fram Nunn Al Greaa | Rr Med .1 1989-298:10AR-70
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Emergency Asthma Care

British Guideline on the Management of Asthma

Management of acute severe asthma in adults in hospital

Features of acute severe asthma

= Peak expiratory flow (PEF) 33-50% of
best (use % predicted if recent best
unknown)

= Can’t complete sentences in one breath

= Respirations =25 breaths/min

= Pulse =110 beats/min

Life threatening features

= PEF <33% of best or predicted

= SpO2 <92%

= Silent chest, cyanosis, or feeble
respiratory effort

= Arrhythmia or hypotension

= Exhaustion, altered consciousness

If a patient has any life threatening feature,
measure arterial blood gases. No other
investigations are needed for immediate
management.

Blood gas markers of a life threatening

attack:

= ‘Normal’ (4.6-6 kPa, 35-45 mmHg)
PaCO2

= Severe hypoxia: PaO2 <8 kPa
(60mmHg) irrespective of treatment with
oxygen

= A low pH (or high H*)

Caution: Patients with severe or life
threatening attacks may not be distressed
and may not have all these abnormalities.
The presence of any should alert the doctor.

Near fatal asthma

= Raised PaCO2

= Requiring mechanical ventilation with
raised inflation pressures

Peak Expiratory Flow Rate - Normal Values

g
INANENSN

480 Height

PEF (Umin) EU Scale

190 em (75in)
183 cm (72 in)
175 cm (69 in)
167 cm (66 in)
160 cm (63 in)

JHITI

Height

340 Women
183 om (72in)
320 "\ 175 om (69 in)

167 om (66 in)
300 160 om (63 in)
15 20 25 30 35 40 45 50 55 60 65 70 75 80 85152cm (60in)

Age (years)

Adapted by Clement Clarke for use with EN13826 / EU scale peak flow meters
from Nunn AJ Gregg |, Br Med J 1989:298;1068-70

IMMEDIATE TREATMENT

= Oxygen to maintain SpO, 94-98%

= Salbutamol 5 mg or terbutaline 10 mg via an oxygen-driven nebuliser

= [pratropium bromide 0.5 mg via an oxygen-driven nebuliser

= Prednisolone tablets 40-50 mg or IV hydrocortisone 100 mg

= No sedatives of any kind

= Chest X ray if pneumothorax or consolidation are suspected or patient
requires mechanical ventilation

IF LIFE THREATENING FEATURES ARE PRESENT:

= Discuss with senior clinician and ICU team

= Consider IV magnesium sulphate 1.2-2 g infusion over 20 minutes (unless already
given)

= Give nebulised B, agonist more frequently e.g. salbutamol 5 mg up to every 15-30
minutes or 10 mg per hour via continuous nebulisation (requires special nebuliser)

—~——

SUBSEQUENT MANAGEMENT

IF PATIENT IS IMPROVING continue:

= Oxygen to maintain SpO, 94-98%

= Prednisolone 40-50mg daily or IV hydrocortisone 100 mg 6 hourly
= Nebulised B, agonist and ipratropium 4-6 hourly

IF PATIENT NOT IMPROVING AFTER 15-30 MINUTES:

= Continue oxygen and steroids

= Use continuous nebulisation of salbutamol at 5-10 mg/hour if an appropriate
nebuliser is available. Otherwise give nebulised salbutamol 5 mg every 15-30
minutes

= Continue ipratropium 0.5 mg 4-6 hourly until patient is improving

IF PATIENT IS STILL NOT IMPROVING:

= Discuss patient with senior clinician and ICU team

= Consider IV magnesium sulphate 1.2-2 g over 20 minutes (unless already given)

= Senior clinician may consider use of IV B, agonist or IV aminophylline or
progression to mechanical ventilation

T—
MONITORING

= Repeat measurement of PEF 15-30 minutes after starting treatment
= Oximetry: maintain SpO2 >94-98%
= Repeat blood gas measurements within 1 hour of starting treatment if:
- initial PaO2 <8 kPa (60 mmHg) unless subsequent SpO2 >92%
- PaCO2 normal or raised
- patient deteriorates
= Chart PEF before and after giving B, agonists and at least 4 times daily throughout
hospital stay

Transfer to ICU accompanied by a doctor prepared to intubate if:

= Deteriorating PEF, worsening or persisting hypoxia, or hypercapnea
= Exhaustion, altered consciousness

= Poor respiratory effort or respiratory arrest

o
DISCHARGE

When discharged from hospital, patients should have:

= Been on discharge medication for 12-24 hours and have had inhaler technique
checked and recorded

= PEF >75% of best or predicted and PEF diurnal variability <25% unless discharge is
agreed with respiratory physician

= Treatment with oral and inhaled steroids in addition to bronchodilators

=  Own PEF meter and written asthma action plan

= GP follow up arranged within 2 working days

= Follow up appointment in respiratory clinic within 4 weeks

Patients with severe asthma (indicated by need for admission) and adverse behavioural
or psychosocial features are at risk of further severe or fatal attacks

= Determine reason(s) for exacerbation and admission

= Send details of admission, discharge and potential best PEF to GP

,

wih you eves
bredth §f tha way



$91N)B3)J JIIAIS JsoW 119y}

0] Suiplodoe Jeas) skeme
‘s911033)ed ssoade swoldwAs
pue susis sey juaned e j| :gN

swoy je adood 0} >u__5m 10 S9dUBISWNDIID [BID0S I9A0 UIdU0) m

Oe}E 919A9S SNOIARId 10 UOISSIWPE [eHdSOY Juddy m

1y31u Je 1o UOOUIBYE Je| Ul 3oeNY m

1 NOISSIWAV 404 ATOHSIYHL ¥4IMO1

$94NJL3J IIAIS JSOW 1A}

0] Suipiodoe Jeas) skeme
‘s9141083)ed ssoade swoydwAs
pue susis sey juanjed e jj :gN

swoy je adoo 0} \ﬁ:_Qm 10 S9DOUBISWNDIID |BID0S I9A0 UWIKdU0) m

SOBJE 919A9S SNOIARId 10 UOISSIWPE [eHASOY Judoy m

1ySiu Je 10 UoOUIBYE e Ul YOBNY m

A1 NOISSIWAYV 404 ATOHSIYHL 4IMO1

SIA D1Uld dn-moj|o) a3urLlY m JSIA D1UlD dn-moj |0 a3ueLlY m

sAep ¢ 0} dn 10j auojosiupaid enunuo) m sAep ¢ 0} dn 10y suojosiupaid anunuo) m
Qoue|nquie ul

1951|NQRU UDALIP-USBAXO BIA 1s1uoSe °d 1eaday m

9dUB|NgWE Ul

|eydsoy 0} J3j24 pue jsiuoge °g yeadas 1
19S1|NgRU USALIP-USBAXO BIA JsiuoSe °f jeadoay m

P3]|043u0D Jou dJe swoldwAs | m

|eydsoy 0} J3j2. pue jsiuoSe °g yeadas
P3||043u0D jou dJe swoldwAs J| =

Emergency Asthma Care

S|IBJop [e119)ol PUB JUDISSISSE UDJILIM PUSS m
SOALLIE 9duB|NqWe [un Judijed Yim AelS m

AINoy-t SuIpaadXa Jou Inq papaau se
“19s1|ngau 10 1adeds BIA Jsiuoge °g enunuo) m

S|IEJOP [BAIDJO4 PUB JUSLUSSOSSE US)LIM PUSS m
SoAlLIE @duB[NqWe [Hun jusned yium Aeis m

AJInoy-t SuIpaadXa Jou INq papaau se
“19s1|ngau 10 sadeds eIA Jsiuoge °g enupuo) m

ISNOJSIY ¥O00d ISNOJSId d00D ISNOJSIY ¥OO0d ISNOJSI¥ d00D
NOISSIWaV 1VL1IdSOH NOISSIWaV 1VLIdSOH
1LVIAGIWWI DNIDNVIIY NOISSIWayv 1LVIAGIWWI DNIDNVIIY NOISSIWayv
LSTIHM ¥3SITNEIN IDNVHIV ANV ISINODV ‘g Zm_uwﬁmu W__Wﬂw_u“_y_z LSTIHM ¥3SITNEIN IDNVIIV ANV ISINODV ‘g Zm_Om__qummu mwww_yw__z\
NIARA-NIDAXO VIA 1Vid3d ISNOdSId 4OO0d dI NIARA-NIDAXO VIA 1Vid3d ISNOdSIA YOOd dI

ISINODV ‘g 1v3d3y

Sw Q| 9U0SI0D0IPAY Al
10 3w OF-0€

Jsiuoge ‘g aaye suiw G

jJusawijeau) 0} Asuodsaa SsISSY

8W 0F-0€

syynd o1
0} dn asuodsaa 0} Suipiodde
sanuiw Z A19A9 synd g Aq
asop stuoge ‘g aseasou|

ISINODV ‘g 1v3d3y

Sw G 9UOSII0D0IPAY Al
10

jsiuoge ‘g saye suiw G
JudWyea1) 0} ISUOdsd SSASSY

synd o1
0} dn asuodsaa 0} Suipiodde
sajnuiw g A1an9 synd g Aq
asop Jsiuoge ‘g aseasdu|

auojosiupald a|qn|os m 8w Qg auojosiupaid s|gnjos m
auojosiupaid a|gnjos m W (|-G aulEINGIa) 0 S 8w g suojosiupaid 9|qnjos m 3w ¢ aulRINGIa) 10 8w
8w gz'0 wnidoneid; - G-G'Z |owelng|es pasi|ngau 8w gz'0 wnidoneid; - G'Z |owe)ng|es pasijngau Jo
nd 0 wnwixew o !
Sw | sulfeInqia) L.M Lonmwtomcwn—_m_ﬁ 0} ma_chouum e ow.wom UG CAITRXC 8w g suleINque) g.m. ﬁ“wtmwcwmmﬁ ﬂ:mﬂ__.mw”%um A S0
8w g [owenqjes - seInuiw g A19A9 ‘synd g aAI1S] gn{os topistod = 8w ¢'z jowe)nqes - sojnuiw g Asaae ‘synd g o1qn|os topistos =
:3SIINGRN isiuoge °g jo synd g1z m 1aoeds :asingeN m 9AIS] JsiuoSe ‘g o synd 017 = J|sewade) F Iadeds
3Sew 90.) BIA UISAXQO m JSew 0.} BIA USSAXO = BiA synd 0Lz 3swode’d m 3Sew 90.) BIA USSAXO m 3Sew 90.) BIA USSAXO m BIA synd 0L IswoBe’d m
SISOUBAD) m sapsnw
SSOUSNOIDSUOD Paldlly m 309U AI0SS900P JO 95N W SIsoueAD) m sapsn
uoneydy m ulw/0g< oes Alojelidsoy m ulw/o€s 9kl Alojelidsoy m SSOUSNOIDSUOD PaIdl|y m 09U A10sS900. JO 95 =
1oy Asojelidsas 1004 m UlW/G7 L < 9)el LJeoH m ulW/Gz LS okl LeoH m uoneldy m ulw/0t< o1el Alojelidsoy m ulw/oS 93es Alojelidsoy m
1S9UD JUSIS m 3B} 0) SS9|Y1eaiq 00| m |1 0} 3|qy m 10oye Asojelidsas 1004 m ulW/Of | < o)l LesH m ulw/O 1S 9jel LesH m
paIpaid 10 159q %EE> 434 W pa1dIpaid 10 159q %0SG-€€ 434 m  papIpald 101597 %05 43d = 1S9YD JUIS m 3|Bl 0] SS9|Y1eaiq 00| m J|e1 01 9|qy m
}Jo Aue snid 9, z6>z0ds %76>70dS m %C6<t0ds m }Jo Aue snid 9,76 >z0dS %C6>70ds m %76<20ds m

ewy)se Suiudjeasy) 3y

euwiyjse a.13A9§

ALIRIIAIS VWHILSY SSISSV

siedA G < A8y

euwlyjse ajesapow

eWY)ISY JO JuawaSeuely ay} uo aunaping ysnug

ewy)se Suiudjeasy) aji]

euwyjse ai1ana§

ALIIIAIS VWHILSY SS3SSV

siedA G-z I8y

donoe.d [esuad ul UAIPJIYD ul ewiy)se nde Jo Judweueyy

euwyjse ajesapow

wth Yo auery
breath 9f the Wdy

,



Emergency Asthma Care

dn moj[o) 4D aSurllY =
anbiuyds) Jojeyul Xo8YD) =
Jusw)eal) Jejngal MAINDY

ue|d UoNO. BLUYISE USHLIM B 9PIAOL] =

JusW)eal) dA0qe

UO P3]|043U0D JOU JI dD) 1OBJUOD O} SIAPY =

Juawyeal) [eniul Jaye Jsisiad

UO1Je(IADXD DIIARS JO SINJED) JI SSED |[© JWPY

Juawieal) 0} asuodsal

100d JI NAH/NDId 0} 19§sue1} deIpawl dFUeLIY

soINUIW O€-07 A1oAD
S101e[1pOYDUO0IQ 1eadey =

uenujeipaed 1o wed) NDId
‘UeIdIUID 101UDS Y}IM SSnIsI(
Suniwon Ji 8y/8wy
QUOSII0J0IPAH Al 10 8wt
-0¢ auojosiupaid [_IO) =
pasingau Sw 6z°0
apiwolq wnidosesdi
snjd Sw (| suljeINQe)
10 8w ¢ |oweinq|es
as1uoge °g pasingeN =

osuodsas

0} 8uIp10dd. SAINUIW 0E-0T
A19A9 0} dn wnidoueidi
pue jsiuo8e zg jeaday

Sw Gz'0 opiwoiq wnidoseid:
pasi|ngau asuodsas 1ood j|

Suniwoa i

3%/8w  suosnI0d01pAY A 10
3w t-0¢ auojosiupaid [e1O
Sw (|-G auljeIngue) 4o

Bw ¢-G'z jowelng|es
pasiingau Jo Jadeds

eiA synd o isiuoSe °g

%86-16 tOdS aAd1yde 0} s3uoid |eseupjsew ae) IA UaSAXQ

SISOURAD) =

SSOUSNOIDSUOD PRIdYY =
uoye Alojelidsel 1004 =
15940 JUD|IS =

popIpaid 101599 9 €€ > 49d =
4o Aue snid 9%,z6> zQds
ewyjse Suiuajeaiy) ajiy

soosnw
29U A105S9008 JO 3

ulw/0€ < oes Alojesidsey
ulw/Gz L < 9jel JeaH
papipaid 103589 9,06-€€ 43d
%T6> 20ds

BWYjse 3.19A9§

SIBIA G < A8y

ALIIIAIS VWHLSY SSISSV

shep ¢ o1 dn

10} Ajtep Sw Qp-0¢ duojosiupaid JopISuo)  u
Alessadau se AlInoy ¢ 1siuose ‘g enupuo)

NV1d 3D3VHOSIA

INOY | UIY}IM SSIsseay

3W 0F-0€
auojosiupaid [eI) =
asuodsal
0) 3uipsodoe synd | 01 dn
sojnuiw g A1one spnd 7 Aq
9s0p 1s1uoge ‘g aseasdu|  u
J190eds
elA synd o1~z isuoge g«

$3IN)edy
913A9S Js0w 19y} 0) Suiplodde Jeas)
shkem|e ‘s311082)ed ss0.10® swojdwiAs

pue sudis sey juaned e j| :gN

mrcr_umm 919A3S
JO sainjes) [eDIUl|D ON =
paIpaid 10 159q %0S<Z 43d =
%C6=< 20dS =
NE_._E«.. 3@.010—2

Juswyeal) [e
UOIJBQIDILXD I9ASS JO SDINJER) JI SISED [[B JIWPY

dn mojjo) D aSurllY =
anbiuyds) Jojeyul Xo8YD) =
JusWiea) Jejngal MIINGY =

ue|d uoNOe BWYISE USHLIM B 9PIAOI] =

JusWIeal) dA0qE

UO P3|0AU0D JOU JI dD) IOBJUOD O} SIAPY =

1 1oy Jsisiad

Juawyeal) 0} asuodsal
100d JI N@H/NDId O} Jajsuel} djeIpawwi dguelry

saInuIW OE-07 A19AD
5101e|IpoyduOoIq Jeaday =

uepLelpaed 10 wed) N)|d
‘UBIDIUIID J0I1UDS 1M SSNISI(]

Sunwon Ji 8y

/W4 SUOSILOD0IPAH Al 10

SwQg suojosiupaid eI) =
pastngau Sw Gz'0
aplwolq wnidoseid:
snjd Sw ¢ suleINQIe)
10 8w ¢'Z |joweing|es
3s1uoge °g pasingeN

apiwioiq
wnidodyeadi pasingau Sw
G7'0 ppe dsuodsau 1ood j|
asuodsai 0} Suipiodde
sINuIW O€-07 AIDA

0} dn )siuoe “d yeadoy
ByBw ¢

QUOSIL0D0IPAY Al 10

3w (g suojosiupaid s|gnjos
3w G suleINque) 10 8w 67
|owe)nq(es pasingau

10 yjsewade) F sooeds

eiA synd o 3siuoge g

%86-76 tOdS aAd1yde 0) s3uoid |eseupjsew 9de) BIA UaSAXQ

SISOURAD) =
SSOUSNOIDSUOD PaIBllY =
uone)dy =

uoye Alojelidsel 100d
159D JUD|IS =

;o Aue snid 9, z6 >zOds
ewiyjse Suiuajeaay) i

soosnw
29U A105S9008 JO 3

ulw/ot < oes Alojesidsey
ulw/oy | < 93l JeaH

189 10 Yj|B] 0} SS9|YIedIq 00|
%C6> ZOds

shep ¢ 0}

dn oy Ajrep 8w (g suojosiupaid 1opisuo)

uid Apnoy ¢ 3siuoSe “g enunuo)  «

eWwyjse 319§

SIBIA G-7 98y

juswieda@ Aduagiawig ul UIP[IYD ul BLIY)Se NI JO JudwdSeuey

RWUY)SY JO JusawaSeueyy ay) uo aunaping ysnug

NV1d 3DdVHOSIA

INOY | UIY}IM SSISsedy

Sw g suojosiupaid
[BJO 9|qN|OS JOPISUOD) =
asuodsau
01 Suipiodoe synd o | o) dn
sojnuiw g A1ane spnd g Aq
9s0p Jsiuoge ‘g aseasou|  u

[Ajoresedas

pajeyu! pue Suiyieaiq [eph

‘synd 9[3uls swi) e Je 9uo

UDAIS] ysewade) F iodeds
eiA synd |-z 1siuoge g

$91NJB9) IIAIS JSoW 1Y}

0) Suipi0dde Jeal) skem|e

‘s311083) sso.ude swojdwAs

pue sugis sey juanjed e j :gN
BUWYISE 919ADS

JO Sainjes) [eDIUID ON =

%C6< ¢OdS

BUIY)SE 3JRIIPOW

wth Yo auery
breath 9f the Wdy

,



Emergency Asthma Care

Ad1j0d [eD0] 0) Suipi0dde dn MO||0) BSuRLY =

selnuiw g J9A0 (8 7 xew) /8w o
ajeydins wnisauSew Jo uoisnjul A snjog =

1noy/8y/8w | uoisnjul

snonuiuod Aq pamojjoy

Sou

S$)oene aininy Su 1jeal}

10} ue|d UOIOE BLIYISE USJILIM B 9PIAOI] =

JAydoayy

[B10 SUIAI®D31 BSOU) Ul 1IWO) SaINUIW O
190 asop 3uipeo| 8y/8w ¢ auljjAydourwe A] = JusWIeal) JB|NS31 10) PIBU B} MBIADY =

(uonnjos jw/Bow Q0g) ulw/33/8ouW -1

uoisnjul joweingjes Aj snonujuo) =

VEVNF

Apealje jou j1 8y/30w G| jowe)nqjes A| snjog =

onbiuyos) Jojeyul MOINDY =
SPI0JS)S Pa[eyUl JO SN dY) pue

juswiiealy

ps[eyul AlInoy ¢ Uo 9|ge)s ainsuy =

agteyosip Jy
sAep ¢ 0} dn Joy

:JO S)1J2UAQ pue SYSLI JAPISUOD) = 8w Qf-0g duojosiupaid [e10 aNUNUOD

sased poojq pue Ael-x }say) U9pISUOD) =

1suely NDId/NAH Suese

jusuwiesly

Alnoy ¢ uo s|geis usym adieyosiq =

pUR SI3SING3U JANUIW (g-07 NUNUOD) uid SINoY | SI0Je[IPOYDUOIG SNUNUOD)
ONIANOdSId LON

ONIANOJSTY

SN0y - A19A3 A34/43d pue uoneinjes us3Axo ‘ajes Jieay ‘ajel Alojeaidsal pi0day

seInuIw Og-07 AldAs
Si0Je|Ipoydu0Iq Jeaday =

ueidijeipaed Jo wea) NDId
‘ueIdIUID 101UdS YIM SsnsIQ
Suniwon Ji 83/8wy
SUOSIL0D0IPAY A] 10 SwQt
-0¢ auojosiupaid [RIO =
posi|ngau 8w Sz°0
spiwolq wnidoseid:
snjd Sw Q| auljeIngla)
10 8w ¢ jowelnq|es
asiuo8e °g pesingeN =

asuodsal
0] 8u1p10d2® SeINUIW 0E-07
A19A3 03 dn winidosyesdr
pue jsiuo8e zg 1eaday =
Sw ¢z opiwoiq wnidoneid:
pasi|ngau asuodsai 1ood §| =

Suniwoa ji
3y/8w  au0sI0D01pAY A 1O
Sw ot-0¢ suojosiupaid [eIO =
Sw (1-G auljeIngua) 10
8w 6-G'z Joweing|es
pasi|ngau Jo Jadeds
eiasynd | Isiuose °g «

%86-76 tOdS 2As1yde 0] s3uoid [eseupisew ade) BIA UIBAXQ

SISOURAD)  w
$S9USNOIDSUOD PaJslly =
10ye Alojelidsal 100d =

159UD JUB[IS =

pawipaid 10359q o €€ > J3d =
:Jo Aue snid 9,76 > zOdS
ewyjse Suiusjealy) ajiq

ss|osnw
303U AI0SSeI0R JO 95 =

ulw/g < a1l Alojenidsey  w
UlW/G7 | < el UedaH =
pepipaid 10153q 9, 0G-€€ 43 =
%C6> ZOdS =

BUIYJSE 2I9A9S

siedA G < 98y

INIWLVIYL OL ISNOJSIY SSISSV

ANoYy | ulyPMm ssasseay

Sw 0p-0€
auojosiupaid [RIO =
asuodsal
0 Suipiodoe synd | 01 dn
salnuiw g Asane synd g Aq
9s0p 1s1uode ‘d oseanu|
190eds
eiA synd 01-z 1s1uoge °g  «

$94NJB3) JIIAIS Jsow 1Y}

0} Suipiodde Jeal) skemje

‘s911089)ed ssoade swoldwAs

pue susis sey juaned e J :gN
BUWYISE 9I9AS

JO S9INJed) [BDIUID ON =

papipaid 10159q 906G < 434 =

%C6=< OdS =

BWIY)SE JJRIIPOW

ALIYIAIS VWHILSY SSISSV

Ad1j0d |e20] 0] Suipiodde dn moj|o) a8uelly

anoy/3y/8w |

uolIsnjul Snonuuod Aq pamojjoy

(souljjAydoay |e1o SuiAledal 8soy)
Ul J1WO) S8INUIW O J9A0 850p
Suipeo| 8y/8w G auljjAydoulwe A] «

(JwySow 00t

0} |aIn|Ip) ulw/3%/3oW G- uoisnjul

s3oene aIniny Su 1jeal}

104 EN_Q uolde ewyise Us)JUIM B 9pPIAOId =

anbiuyda) I9jeyul MBIASY =

Sp10Ja)S Pajeyul o Isn |y}

pue Juswea) 1enSal 10§ PABU AU} MBIADY =

SNONUKUOD AQ PaMOY|0} SAINUIW (|
190 snjoq By/8ou G| jowenges Al = skep ¢ 0} dn Joj auojosiupaid [I0 BNUAUOD) =
sases poo|q pue Aei-X 1S9YyD =

Jgjsuel) NDId/NAH 28uelly

JuaWeas) pajeyul AINOY ¢ UO d|qe)s aUNSUJ =

931eyosip 1y

juswiealy

1I9pISU0D) AlInoy  uo ajqels usym a81eydsiq =

DNIANOJS3Yd 1ION

uid sInoy ¢-| SI0Je[IPOYDUOIQ SNUAUOD) =

ONIANOJSTY

SIN0Y p-| A19A3 uoijeinjes uaSAXo pue ajes Lieay ‘ajel Alojedidsaa p10day

sonuIW Og-0g A1oAd
s10Je|1poydUO0.Lq Jeaday

ueidLeipaed 10 wed) NDId
‘UeIDIUI|D JOIUIS Y)M SSnIsI(

SunIWoA J1 3

/8w, BUOSIIOD0IPAY A 1O
SwQg auojosiupaid eI
pasiingau 8w GzZ°0
opiwolq wnidoseid:

snjd Sw g suleINQIa)

1o 8w G'g |joweing|es
;s1uoSe g pasiingeN

INIWLVIYL O1 ISNOJSIY SSISSV

apiwoiq
wnidouyesdr pasijngau Sw

GZ'0 ppe asuodsai 1ood | =
asuodsal 0} Suipiodoe
selnuIW OE-07 A1ons

01 dn is1uoge “g 1eaday =
SyBw ¢
BUOSIL020IPAY A] 1O

8w (g auojosiupaid 8|qn|oS =
Sw ¢ suleIngue) J0 Sw G°g
|owe)ng|es pasi|ngau
10 ysewsde} F Jodeds

eiA synd 0 Is1uoSe °g =

%866 OQdS aAs1yde 0) sSuoid [eseupyjsew a0k} IA UISAXO

sisoueA)
SSQUSNOIDSUOD PaId)|Y
uoneysy
10ye Alojesidsal 1004

159U JUd|IS

o Aue snid 9,76 > zQds
ewyjse Suluajeauy) i

[endsoy ur uaJpjIyd ui ewyjse ande Jo JuswISeueyy

eWY)ISY JO JuawaSeuely ay} uo aunaping ysnug

ss[osnw
309U AI0SSeIOR JO 95 =

ulw/of < o1es Alojesidsey =
ulw/Qf | < °el UesH =

189 10 Y{|e] 01 SS3|Y1eaiq 00| =
%C6> TOdS =

euiyjse alanas§

S1edA G-g I8y

ANOY | UIY}Im SSasseay

8w (g suojosiupaid
|BIO B|gN|OS JBPISUOD) =

asuodsal

0] Suipiodoe synd | 0) dn

salnuiw g Aseae synd g Aq
asop 1s1uoge ‘g aseadu] =

[Ajo1esedas

pajeyur pue Suiyieaiq [epi

‘synd a|3uls swi e Je suo

UaAIS] ysewade) F Jsdeds
ein synd g1~z 1s1uoSe °g  w

$34N)B3)J IIAIS Jsow 119y}

0] Suip1odde Jeas) skeme

‘s9110393)ed ssoade swoydwAs

pue suis sey juaned e j| :gN
BLIYISE 219A3S

JO SaInjea) [eDIUID ON =

%C6=< TOdS =

BLWIY)SE JJRIIPOW

with yov every
breath 9f the Wdy

,



Emergency Asthma Care

Management of acute asthma in infants aged <2 years in hospital

ASSESS ASTHMA SEVERITY
NB: If a patient has signs and symptoms across categories, always treat according to their most severe features
Moderate Severe
= Sp02 =92% = Sp02 <92%
= Audible wheezing = Cyanosis
= Using accessory muscles = Marked respiratory distress
= Still feeding = Too breathless to feed

Most infants are audibly wheezy with intercostal recession but not distressed
Life threatening features include apnoea, bradycardia and poor respiratory effort

Immediate management
Oxygen via close fitting face mask or nasal prongs to achieve normal saturations

Give trial of B, agonist: salbutamol up to 10 puffs via spacer
and face mask or nebulised salbutamol 2.5 mg or nebulised
terbutaline 5 mg

Continuous close monitoring

heart rate

pulse rate

pulse oximetry

supportive nursing care with adequate hydration
consider the need for a chest X-ray

Repeat B, agonist every 1-4 hours if responding

British Guideline on the Management of Asthma

If poor response:

) nelalled (fpuziisioivi ot 0.23 i If not responding or any life threatening features

Consider: soluble prednisolone 10 mg daily for up to 3 days A ) e e s o IO e
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Emergency Asthma Care
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Prescription-only medicines are normally supplied and administered in response
to a prescription written by a doctor or other clinical prescribers such as

nurses or physiotherapists. However, it is possible for medicines to be supplied
or administered in accordance with a ‘patient group direction’ (PGD).

PGDs are written instructions for the supply and administration of a licensed named
medicine, to specific groups of patients. The individual patients are not identified
before presenting for treatment but the group of patients covered by the PGD

will all have sufficiently consistent presenting characteristics and requirements.
PGDs should only be used by healthcare professionals who have been assessed

as competent and whose names are identified within each document.

Examples of PGDs that could be useful to have in place in your practice area
to improve the care of people with an asthma exacerbation include:

® The supply and administration of salbutamol to adults and children.

® The supply and administration of an initial dose of oral
prednisolone to adults and children.

e® The supply and administration of high flow oxygen to adults and children.

Sample PGDs of two of the above examples are in the
appendix courtesy of PCRS-UK.

PGDs need to comply with legislative requirements. When you have reached
an agreement with your team on the need for a PGD to improve the way your
patients with asthma are managed you will need to:

e Contact the designated team of people in your health authority/ board/ trust
that has responsibility for PGD development in your area. The designated
team usually comprises a doctor, a pharmacist and a senior nurse.

@ Develop your PGD under the guidance of the designated team,
using the framework they will have drawn up for local use.

e Identify the staff to be named on the PGD and ensure they are competent
to use the PGD appropriately and to the benefit of their patients.

@ Ensure the documents are signed, copied and stored as per local guidance,
are readily available for reference and are reviewed on the designated review
date (usually every two years).

Further information and guidance on the development of PGDs can
be found on the Patient Group Directions (PGD) website, a community
of the National electronic Library for Medicines at the following link:

www.nelm.nhs.uk/en/Communities/NeLM/PGDs/
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Emergency Asthma Care
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The following doses of prednisolone are recommended
by the BTS/SIGN asthma guidelines.

Children aged under 2 years.

10mg soluble prednisolone (dissolved in a spoonful of water or juice)
daily for up to three days.

Steroid tablet therapy is the preferred steroid preparation for use in this
age group for those who are thought to have asthma causing acute wheeze.
(BTS/SIGN sections 6.10 and 6.11.2)

Children aged 2 to 5 years.

20mg soluble prednisolone (dissolved in a spoonful of water or juice daily)
for up to three days or until full recovery.

Those already receiving maintenance steroid tablets should receive 2mg/kg
(body weight) prednisolone up to a maximum of 60mg.

Repeat the dose in children who vomit. Consider intravenous steroids
if unable to retain oral steroids.

Weaning the dose down is unnecessary unless the course
of steroids exceeds 14 days. (BTS/SIGN section 6.8.4)

Children aged 5 to 12 years.
30-40mg prednisolone daily for up to three days or until full recovery.

Those already receiving maintenance steroid tablets should receive 2mg/kg
(body weight) prednisolone up to a maximum of 60mg.

Repeat the dose in children who vomit. Consider intravenous steroids
if unable to retain oral steroids.

Weaning the dose down is unnecessary unless the course of steroids
exceeds 14 days. (BTS/SIGN section 6.8.4)

Adults and children aged 12 years and over.

40-50mg prednisolone daily for at least five days or until full recovery.

Can be given as parenteral hydrocortisone 400mg daily (100mg 6-hourly)
or intramuscular methyl prednisolone 160mg if oral treatment is a problem.

Weaning the dose down is unnecessary unless the course of steroids exceeds
three weeks. (BTS/SIGN section 6.3.3)
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Emergency Asthma Care

Systemic steroids take 4-6 hours to take effect, whether administered orally
or parenterally, so the earlier they are commenced the better the outcome.

It is important to know that under treating airway inflammation with
a dose of steroids which is too low or too short in duration is likely to fail
to fully treat the inflammation and lead to a relapse.

What is meant by full recovery?

e Having few or no symptoms of cough, wheeze, tightness
in the chest and shortness of breath.

® No need for reliever inhaler.

e® Peak flow reading should also be back to personal best
(for children over the age of five and adults).

Parents and people with asthma must be told to seek medical help
on the same day they finish their steroid tablets if they have not achieved
full recovery because they will need a further prescription.

Although steroid tablets can be started at any time of day, the next
dose should be taken first thing in the morning with or after breakfast
and the full daily dose of tablets should be taken all at once.

Regular inhaled steroid treatment does not need to be stopped
during an oral course of steroids.

If inhaled steroids are being started as part of the chronic disease management,
they should be commenced as soon as possible alongside the oral steroid
treatment. Do not wait until the oral course has finished.

When a course of oral steroids is prescribed a ‘steroid treatment card’ should
be provided. See section 6.3.2 of the British National Formulary for details of
where to obtain steroid cards or contact your pharmacist.
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Emergency Asthma Care
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The best inhaler device is the one a person can and will use. Correct
inhaler technique is central to achieving the greatest benefit from asthma
medicines. Inhalers should only be prescribed after the person has
received training in the use of the device and they have demonstrated
satisfactory technique (BTS/SIGN section 5.1). People with asthma should
have their ability to use an inhaler device assessed by a competent
healthcare professional. (BTS/SIGN section 5.5)

The following inhaler technique resource has been developed
for use with people with asthma when assisting them in achieving

optimum inhaler technique.

Inhaler techniques videos can be found here
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Emergency Asthma Care

Most asthma medicines are inhaled directly into your lungs through inhalers.
Using your inhaler correctly is the most important way to get your asthma
under control. Your doctor, asthma nurse or pharmacist should show you the
correct way to use your inhaler and check that you can use it properly.

They should check your inhaler technique at every asthma review by asking
you to demonstrate how you use it.

Inhalers come in many different devices. There are three main groups
of inhalers, each requiring a different technique for effective use.

The three main groups are:

Metered dose inhalers
Breath actuated metered dose inhalers

Dry powder inhalers
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Emergency Asthma Care

1. Metered dose inhalers (MDIs)

The metered dose inhaler contains the medicine in aerosol form. When you press the canister down

a dose of the medicine is released as an aerosol at high speed. To use an MDI you have to press down

on the canister just after you have started breathing in, and so it needs some co-ordination. You should
breathe the aerosol in at a slow and gentle rate. This slows down the aerosol so it doesn’t coat the back
of your throat and allows more of the medicine to get into your lungs. But, if you breathe in too slowly
the medicine will stay in your mouth or come out down your nose and won’t get into your lungs where it’s
needed. It’s tricky to get it right, so the best way to use a metered dose inhaler is with a spacer.

How to use an MDI 1. Remove mouthpiece cover and shake inhaler.
2. Breathe out gently as far as is comfortable.

3. Put the mouthpiece into your mouth between
your teeth and close your lips around it.

4. As you begin to breathe in, press the canister
down and continue to inhale slowly and deeply
(eg ‘deep inward sigh’).

5. Remove the MDI from your mouth and hold
your breath for 10 seconds, or as long as
is comfortable.

6. For a second dose, wait for approximately 30
seconds before repeating steps 1-5. Replace the
mouthpiece cover after use.

[y

. Remove caps from the inhaler and spacer. Shake
the inhaler and insert into the back of the spacer.

2. Breathe out gently as far as is comfortable.
Put the mouthpiece of the spacer into your mouth
and seal your lips around it.

3. Press the canister once to release a dose
of medicine. Breathe in slowly and steadily
(if you hear a whistling sound you are breathing
in too quickly).

4. Remove spacer from your mouth and hold your
breath for 10 seconds, or as long as is possible,
then breathe out slowly.

5. If taking another dose, wait 30 seconds
and repeat steps 1-4. Replace the mouthpiece
covers after use.

How to use an MDI with a small volume spacer

o5 A o



Emergency Asthma Care

How to use an MDI with a small
volume spacer and mask

How to use an MDI with a large volume
spacer ‘single breath technique’

How to use an MDI with a large volume
spacer — ‘multiple breath technique’

. Remove the cap from the inhaler. Shake the

inhaler and insert into the back of the spacer.

. Place the mask of the spacer over the

mouth and nose of the child and ensure
there is a good seal.

. Keeping the spacer level press the

inhaler canister.

. Encourage the child to breathe in and

out slowly and gently for 5 breaths,
(if you hear a whistling sound they
are breathing in too quickly).

. Remove the mask from the child’s face.
6. If taking another dose, wait 30 seconds

and repeat steps 1-4. Replace mouthpiece
cover after use.

. Remove the cap from the inhaler,

shake the inhaler and insert into the
back of the spacer.

. Breathe out gently as far as is comfortable.

Place the spacer mouthpiece in your mouth
and seal your lips around it.

. Press the canister once to release one dose

of medicine. Breathe in slowly and steadily.

. Remove the spacer from your mouth and hold

your breath for 10 seconds, or as long as
possible, then breathe out slowly.

. If taking another dose, wait 30 seconds

and repeat steps 1-4. Replace the mouthpiece
cover after use.

. Remove the cap.
2. Shake the inhaler and insert into back of spacer.
. Breathe out gently as far as possible and

place the spacer mouthpiece into your mouth,
sealing your lips around it.

. Breathe in and out slowly and gently and press

the canister to release one dose of medicine.
Continue breathing for 5 breaths (tidal breathing)
then remove the spacer from your mouth.

. The device should make a ‘clicking’ sound

as the valve opens and closes.

. For a further dose wait 30 seconds and

repeat steps 2—4. Remove inhaler from
spacer and replace cap.
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How to use an MDI with a large volume
spacer and mask with a child

How to use an MDI with a large volume
spacer and mask with an infant/small child

FWNR

. Remove cap from inhaler, shake inhaler and

insert into back of spacer.

. Place mask of spacer over mouth and nose

of child and ensure there is a good seal.

. Encourage the child to breathe in and out slowly

and gently. The valve will click with each breath.

. Once a breathing pattern is established press

the canister once to release a dose of medicine,
and count 5 breaths in and out.

. Remove mask from the child’s face.
. If taking another dose, wait 30 seconds

and repeat steps 1-5. Replace mouthpiece
cover after use.

Remove the cap from the inhaler.
Attach the facemask to the spacer mouthpiece.
Shake the inhaler and insert into back of spacer.

Tip the spacer to an angle of 45°or more
to enable the valve to remain open.

Place the mask over the mouth and nose
of the child and ensure there is a good seal.

Press the inhaler canister and keep the mask
on the child’s face for 5 breaths.

Remove the mask from child’s face.
For a further dose repeat steps 3-7.
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Emergency Asthma Care

2. Breath actuated metered dose inhalers

These inhalers are activated by your breath (known as actuation). When you seal your lips around

the mouthpiece and breathe in, the inhaler automatically sprays the medicine in response to your

in breath. This cuts down on the need to co-ordinate the timing of your breath in with activating the
inhaler. You need to continue to breathe in slowly and gently after the dose has been released to

get the medicine into your lungs. Too slow and the medicine will coat your mouth or come down your
nose. Too fast and the medicine will impact on the back of your throat.

How to use an Easi-breathe 1. Shake the Easi-breathe.
Open the mouthpiece cover.

2. Breathe out normally, as far as is comfortable.

3. Hold the Easi-breathe upright, put the
mouthpiece in your mouth and close your lips
around it. Do not block the air holes on top.

4. Breathe in slowly and steadily through your
mouth. Do not stop breathing when the
Easi-breathe ‘puffs’ but continue taking
a deep breath.

5. Remove the Easi-breathe from you mouth and
hold your breath for 10 seconds, or as long
as is comfortable, then breathe out slowly.

6. For a second dose close the cap, wait about

one minute then repeat steps 1-5. Replace the
mouthpiece cover after use.

How to use an Autohaler 1. Remove the mouthpiece cover and
shake the Autohaler.

2. Hold the Autohaler upright and push the grey
lever on top of the device right up.

3. Breathe out gently as far as is comfortable.

4. Keeping the Autohaler upright, put the
mouthpiece into your mouth and close your
lips around it. Make sure your hand does
not block the air holes at the bottom.

5. Breathe in slowly and steadily through
your mouth. Do not stop breathing when
the Autohaler clicks (releasing the dose)
— continue taking a deep breath.

6. Remove the Autohaler from your mouth and
hold your breath for 10 seconds or as long
as is comfortable, then breathe out slowly.
Lower the grey lever.

7. To take another dose, wait for approximately
30 seconds before repeating steps 1-6.
Replace the mouthpiece cover after use.
Only use the Autohaler for the total number
of doses on the label.
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3. Dry powder inhalers

The medicine in dry powder inhalers is stored in a reservoir or as individual doses. When you breathe

in through the mouthpiece the force of your breath releases the medicine, so your breath has to be

fast and deep. The turbulence created in the inhaler by your breath will break the medicine down into
small particles so it can get down into your airways where it’s needed. Different dry powder inhalers
need different amounts of effort so they need to be carefully selected by the doctor or nurse to suit you.

How to use a Turbohaler 1. Unscrew and lift off the white mouthpiece cover.

2. Hold the Turbohaler upright and twist the grip
(at the base) forwards and backwards as far as
it will go. You should hear a click.

3. Breathe out gently as far as is possible. Put the
mouthpiece between your teeth and close your
lips around it. Do not block the air holes on top.

4. Breathe in quickly and deeply. Even when
a full dose is taken there may not be any taste.

5. Remove from mouth and breathe out slowly.

6. For a second dose repeat steps 1-5. Replace
the mouthpiece cover after use. When a red line
appears at the top of the window on the
Turbohaler, there are approximately 20 doses left.

How to use an Easyhaler 1. Shake the Easyhaler, keep in an upright
position and remove the cap.

2. Press the top of the device once. You will
hear a click.

3. Breathe out away from the Easyhaler, place
the Easyhaler between your teeth and close
your lips around the mouth.

4. Take a quick and deep breath through the
Easyhaler. Hold your breath for 5-10 seconds
then breathe out away from the Easyhaler.

5. Repeat steps 2—-4 if you need
to take a second dose.

6. Replace the mouthpiece cap.
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How to use an Accuhaler 1. Hold the outer casing of the Accuhaler in
one hand while sliding the thumb grip away
with the thumb of the other hand until

a click is heard. This will open a small hole
in the mouthpiece.

2. Hold the Accuhaler with the mouthpiece towards
you, and push the lever down until it clicks.
This makes the dose available for inhalation
and moves the dose counter on.

3. Hold the Accuhaler away from your mouth,
and breathe out as far as is comfortable.

4. Put the mouthpiece to your lips; suck in
quickly and deeply.

5. Remove the Accuhaler from your mouth and
hold your breath for 10 seconds or as long
as is comfortable, then breathe out slowly.

6. To close, slide thumb grip back towards
you until it clicks.
7. For a second dose repeat steps 1-6.

The counter on top of the Accuhaler
will tell you how many doses are left.
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1. Check that the pointer is at zero.
2. Stand or sit in a comfortable, upright position.

3. Hold the peak flow meter level (horizontally) and keep your
fingers away from the pointer.

4. Take a deep breath and hold it in.
5. Close your lips firmly around the mouthpiece.

6. Blow as hard and fast as you can — as if you were blowing out
candles on a birthday cake — remember it is the speed of your
blow that is being measured.

7. Look at the pointer and check your reading.
8. Reset the pointer back to zero.

9. Do this three times and record the highest reading.
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Emergency Asthma Care

Preparation for discharge and follow up

Discharge planning should ideally begin at the point of presentation/admission
to a clinical setting. This is to ensure:

1. the correct information and education has been provided to the patient

2. the appropriate referrals and appointments have been made for follow up

Timing of discharge

There are no defined parameters for when a person can be safely discharged
following an exacerbation. Research suggests that those with peak flow
readings <75% best or predicted and with diurnal variability »25% are at greater
risk of relapse and readmission. (BTS/SIGN section 6.6.1)

The BTS/SIGN treatment pathways give reference to discharge criteria and
BTS/SIGN section 6.6.1 states that the patient:

e should have clinical signs compatible with home management

e be on reducing amounts of Beta-2 agonist (preferably <4 hourly)

e be on therapy they can safely continue on at home

Information and education

People with asthma and parents of children with asthma may be at their
most receptive to information following an asthma exacerbation. By covering
the following checklist of educational aspects you can help prevent patients
re-attending with another exacerbation:

wth Yo auery
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Checklist of topics to be covered following
emergency asthma treatment

Check that the person with asthma or their carer:

|

O

ooooonOo O O OoboboooonoQonoand

is aware they have asthma, understands what asthma is and knows
that with the right help and treatment it can be controlled

understands their asthma medicines — how they work, when to take them,
how much to take and for how long

understands the importance of taking their preventer inhaler regularly even when they are well
knows it is important to carry their reliever inhaler with them at all times

knows how to use their reliever inhaler in an asthma attack

is able to demonstrate correct inhaler technique using a spacer if appropriate

knows when to start a new inhaler

has discussed their fears or concerns about taking their medicines

understands the potential side effects of their asthma medicines and how to minimise them
has enough medicine to last until their follow-up appointment

has explored their personal story leading up to their exacerbation and
recognises possible actions they could take to prevent future exacerbations

has discussed and recognised their personal triggers and how
they can avoid or minimise exposure to their triggers

knows how to recognise if their asthma is worsening,
what to do and how, when and who to call for help

has a written personal asthma action plan

has discussed lifestyle issues including smoking cessation if appropriate

understands the importance of regular asthma reviews even when well

has been given written information about asthma including an After your asthma attack leaflet

has been signposted to Asthma UK for further information and support
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Emergency Asthma Care

Appointments

Make an appointment for the patient to be reviewed by their GP or asthma
nurse within 48 hours of discharge and give them the written details.

For patients who have been admitted, a follow-up appointment with a hospital
asthma nurse specialist or respiratory physician should be made for one month

after discharge. (BTS/SIGN section 6.6.3)

Administration

The GP surgery should be informed about the emergency care and/or
admission within 24 hours of the patient’s discharge. A sample discharge

letter is given below and a template is available in the appendix for your use.

BTS/SIGN guidelines recommend that direct communication is made with
a named individual responsible for asthma care. (BTS/SIGN section 6.6.3)
You may also consider giving/sending a copy of the discharge letter to
each of the following:

the person with asthma or their carer

the patient’s named GP

the patient’s named asthma nurse/practice nurse

school nurse/health visitor/physiotherapist, where appropriate

professional carers eg care home/community nurses, where appropriate.
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Discharge letter following emergency asthma care (sample)

Patient details e Ssuth DOB 02/03/19¢6............

Date 25/1/2012

This patient was treated today for an acute exacerbation of asthma.

Age 4¢ . Height 150027 Predicted peak flow 433
Initial assessment On discharge
PEF 250 375
Sa02 95% (roorr ar) 99% (room ar)
Pulse 95 7o)
Respiratory rate 23 17

We have discussed

M inhaler use technique with (type) Vo/wsiadic Sracer

M medicines including potential side effects Concerned aboct oral Z/rush

M trigger avoidance

[V smoking cessation s/

M how to recognise worsening asthma and what to do in an attack  /as /eafe?

Other important issues

2. Is actively Joé See,é/nﬁ and has two interviews in Che next month
3. Anne has booked an appointment cith you Zo revieto Aer depression

I. Discussed ?fr/&ger avoidance. Anne |5 reluctant o 38{ rid of her pet cats betd woill consider 2HIS.

They have been given written information and details of the Asthma UK Adviceline (0800 121 62 44)
and Asthma UK website (www.asthma.org.uk).

They have a follow up appointment

with 21 Japres

(name)

on 22.0.2012. .at 15.00

at  The Medica/ Practice., London, Déys (FCT

(date and time)
(phone)

They have been discharged with the following medicines

Prednisolone s0 9 c/d//y Ffor s days, Flixotide 125 ”Cqg 2 pUFFS bd PMDI and Volumatic,
Salbetamo! 100mcq 2 putts pra pMDI

Contact details Accidest and Emergency Depardment
The General ¥Hospital, London ABI 23C
08457 010203 Bleep 1234

Yours sincerely

2r A Evans SHO
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Emergency Asthma Care

GP or asthma nurse review 48 hours post emergency asthma care

It's important for somebody who has had an asthma exacerbation to be seen
by their doctor or asthma nurse at their surgery within 48 hours following their
emergency care. The purpose of this appointment is essentially to make sure
that the asthma control is improving.

The review should include:

e a full respiratory assessment including recording of peak flow to compare
to their usual best or predicted peak flow.

@ an assessment of their current asthma symptoms
and frequency of reliever usage.

@ a review of their current medication regime and adjustment of their regime
according to their symptoms. In particular, the oral prednisolone course
will need to be continued until the patient has achieved full recovery
(see steroid treatment for asthma exacerbation). Tell the patient to make
an urgent appointment on the day they take their final dose of prednisolone
if they have not fully recovered so they can receive a further prescription.

® Review the checklist of topics to be covered following emergency treatment
and adjust the personal asthma action plan.

@ Consider if referral is needed for specialist opinion
as per BTS/SIGNsection 6.6.3.

@ Ensure the patient is given an appointment for a further review
in 1-2 week’s time and understands the importance of attending.

GP or asthma nurse review 1-2 weeks post emergency asthma care

The purpose of this appointment is essentially to make sure that the asthma is
back under control.
The review should include:

e a full respiratory clinical assessment including recording of PEF to compare
to patient’s usual best or predicted.

e assessment of control using the RCP 3 questions® or the Asthma Control
Test® (ACT) and asking about frequency of reliever usage.
Review of current medication regime and adjustments according to control

® Review the checklist of topics to be covered following emergency treatment
and adjust the personal asthma action plan.

® Agree a date for further review with the patient.
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Asthma UK would like to thank Novartis, who generously funded this
update to our Emergency Care Resource for Healthcare Professionals.

We are also very grateful to all of the healthcare professionals from around
the UK, who helped us to evaluate the resource and offer suggestions

for improvements, and to Primary Care Respiratory Society UK for allowing
us to use their Patient Group Directions.

Asthma UK Adviceline
Ask an asthma nurse specialist
0800 121 62 44

Asthma UK website
www.asthma.org.uk

Asthma UK publications

Asthma UK has produced emergency care information booklets

for you to use with patients after they have had an asthma attack.
After your Asthma Attack and After your Child’s Asthma Attack are
available via our website or by contacting our Supporter Care Team,
on 0800 121 62 55. Email: info@asthma.org.uk

1. Fighting for breath: the hidden lives of people with severe asthma.
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British Thoracic Society and Scottish Intercollegiate Guidelines Network

3. Principles of Best Practice in Clinical Audit NICE 2002. Accessed 05/02/2013
www.nice.org.uk/niceMedia/pdf/BestPracticeClinicalAudit.pdf

4. Smith et al, The At-Risk Registers in Severe Asthma (ARRISA) Study:
a cluster-randomised controlled trial examining effectiveness and
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Assessment form for emergency asthma care

Patient name:

DOB: 3 3 3 3 3 Date/time:

1.

10.
11.
12.
13.
14.
15.

14.

15.

16.
17.
18.
19.
20.

Date(s) of last asthma attack requiring emergency treatment

Previous admission for asthma requiring critical care? Yes/No and when?

Ventilated? Yes/No and when?

PEF before initial reliever treatment

PEF 15 mins after treatment

Best PEF (or predicted)*

Pulse oximetry. SpO2 (in room air or specify dose of 02 if given)

Arterial Blood Gas readings if SpO2 <92% or any other feature of life threatening asthma

Pulse rate

Respiratory rate

Ability to speak in full sentences in one breath Yes/No

Use of accessory muscles Yes/No

Inhaler technique observed (good, moderate, poor)

Inhaler device(s)

Current medication including dose

Triggers

In the last week or month:

asthma symptoms at night

asthma symptoms during the day

asthma symptoms interfering with usual activity?

Smoker (current, ex, passive)

Smoking (pack/years)

Asthma (selffin family)

Eczema (selffin family)

Hay fever (selffin family)

Allergies

Past medical history (PMH)

Psychological factors

Social factors

. Communication difficulties

*Predicted peak flow chart
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Discharge letter following emergency asthma care

Patient details DOB
Hospital Number ~ Date
Dear

Initial assessment On discharge

PEF

Sa02

Pulse

Respiratory rate

We have discussed

[ ] inhaler use technique with (type)

|:| medicines including potential side effects

|:| trigger avoidance

[ ] smoking cessation

|:| how to recognise worsening asthma and what to do in an attack

Other important issues

They have been given written information and details of the Asthma UK Adviceline (0800 121 62 44)
and Asthma UK website (www.asthma.org.uk).

They have a follow up appointment

with . . ) (name)
on . . 3 (date and time)
at . 3 3 (phone)

They have been discharged with the following medicines

Yours sincerely Contact details

Wi Yov eues,
@ b/edH? o ha gag e



Appendix - Emergency Asthma Care

Audit Form for Emergency Asthma Care

Patient name:

DOB: ~ Date/time:

<
m
(V2]

1 PEF on admission and after treatment

2 Arterial Blood Gases if saturation (Sa 02) <92%

3 Inhaler technique checked and recorded

4 Medication (current) recorded, including dose, frequency and concordance
5 Triggers identified

6 Relevant past medical history recorded (asthma and atopy in particular)

7 Psycho-social or other risk factors (or their absence) recorded

8 Peak expiratory flow variability of <75% on discharge

s e e 0 O

9 Stable on discharge medication for 24 hours and stable or diurnal
variation <25% unless discharge agreed with respiratory physician

10 Provided and documented written action plan

[

11 Steroid tablets given (appropriate dose)

]

12 Arrange follow-up with GP for 48 hours after
discharge and send discharge letter

[

s s s A IO

O O O

s s A I -~

O O O

Where you have ticked N/A (not applicable) please explain here. Eg No Peak flow as under 6

wth Yo auery
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> O £27 F
4/% )

%%%Z%

Check that the person with asthma or their carer:

O
O

oooono O O oboonoooonoad

is aware they have asthma, understands what asthma is and knows
that with the right help and treatment it can be controlled

understands their asthma medicines — how they work, when to take them,
how much to take and for how long

understands the importance of taking their preventer inhaler regularly even when they are well
knows it is important to carry their reliever inhaler with them at all times

knows how to use their reliever inhaler in an asthma attack

is able to demonstrate correct inhaler technique using a spacer if appropriate

knows when to start a new inhaler

has discussed their fears or concerns about taking their medicines

understands the potential side effects of their asthma medicines and how to minimise them
has enough medicine to last until their follow-up appointment

has explored their personal story leading up to their exacerbation and
recognises possible actions they could take to prevent future exacerbations

has discussed and recognised their personal triggers and how
they can avoid or minimise exposure to their triggers

knows how to recognise if their asthma is worsening,
what to do and how, when and who to call for help

has a written personal asthma action plan

has discussed lifestyle issues including smoking cessation if appropriate

understands the importance of regular asthma reviews even when well

has been given written information about asthma including an After your asthma attack leaflet

has been signposted to Asthma UK for further information and support
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Allergy specialist Paediatrician (respiratory)

Asthmanursespec Iahst ............................. P harmau St ........................................................
ConsuuantphySI Clan(resp"atory) ......... P hyswtheraplst ..............................................
ENTSpeCIalISt SChOOInurse ...................................................
G PWI thspeaalmterest masthma . S upport gmup ................................................
HealtthI tor .................................................... R esp"ato ry dl mc (aduus) .........................
Lungfunctlondepartment ......................... R esp"ato ry dl mc (paemat"cs) ...............
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Asthma UK

Summit House, 70 Wilson Street,
London EC2A 2DB

T 020 7786 4900

F 020 7256 6075

Asthma UK Cymru
Eastgate House, 3rd Floor
34-43 Newport Road
Cardiff CF24 OAB

T 02920 435 400
E wales@asthma.org.uk

Asthma UK Northern Ireland
Ground Floor, Unit 2,

College House, City Link Business Park
Durham Street, Belfast BT12 4HQ

T 0800 151 3035

E ni@asthma.org.uk

Asthma UK Scotland

4 Queen Street

Edinburgh EH2 1JE

T 0131 226 2544

E scotland@asthma.org.uk

Asthma UK Adviceline
Ask an asthma nurse

T 0800 121 62 44
www.asthma.org.uk/adviceline

Asthma UK website
Read the latest independent
advice and news on asthma
www.asthma.org.uk

Asthma UK publications

Asthma UK has produced emergency care
information booklets for you to use with patients.

For free copies of After your asthma attack
and After your child’s asthma attack or any
of the other Asthma UK publications contact:

Supporter Care Team
T 0800 121 62 55
E info@asthma.org.uk

Allergy UK

Planwell House, LEFA Business Park
Edgington Way, Sidcup

Kent DA15 5BH

Allergy helpline: 01322 619898

E info@allergyuk.org

Anaphylaxis Campaign
Helpline: 01252 542029

Asthma Relief Charity

Suite 1A, The Shaftesbury Centre,
Percy Street, Swindon SN2 2AZ

T 01793 524004

F 01793 529005

E info@asthmarelief.org.uk
www.asthmarelief.org.uk

Association of Respiratory

Nurse Specialists
10 Hartley Close
Stoke Pages SL3 6NS
T 020 7269 5793

E info@arns.co.uk
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Asthma Society of Ireland
42-43 Amiens Street

Dublin 1

T 01-817 8886

E office@asthmasociety.ie

Anxiety UK
T 08444 775 774
www.anxietyuk.org.uk

British Lung Foundation
73-75 Goswell Road
London EC1V 7ER

Helpline: 03000 030 555

T 020 7688 5555

E enquiries@blf.org.uk

British National Formulary (BNF)

www.bnf.org

British National Formulary for Children (BNFC)

www.bnfc.org

The British Thoracic Society
17 Doughty Street

London WC1IN 2PL

T 020 7831 8778

E bts@brit-thoracic.og.uk

BTS/SIGN Guideline on Asthma

Management
www.brit-thoracic.org.uk/Portals/o/Guidelines/
AsthmaGuidelines/sign101%20Jan%202012.pdf

Child Bereavement UK

Clare Charity Centre

Wycombe Road, Saunderton
Buckinghamshire HP14 4BF

T 01494 568900

E support@childbereavementuk.org
www.childbereavement.org.uk

Child Death Helpline
Great Ormond Street Hospital
Great Ormond Street
London WC1N 3JH
T 0800 282 986

0808 800 6019

Citizens Advice

PO Box 833, Moulton Park
Northampton NN3 OAN
www.citizensadvice.org.uk
T 020 7833 2181
Adviceline: 08454 040506

Cruse Bereavement Care
www.crusebereavementcare.org.uk

Education for Health

The Athenaeum, 10 Church Street
Warwick CV34 4AB

E info@educationforhealth.org.uk

Electronic Medicines Compendium

— access to most SPCs
www.emc.medicines.org.uk
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Primary Care Respiratory Society (PCRS-UK)
(Formerly known as General Practice Airways Group)
Smithy House, Waterbeck, Lockerbie DG11 3EY

T 01461 600639

www.pcrs-uk.org

Global Allergy & Asthma European Network
www.ga2len.net

Global Initiative For Asthma (GINA)
www.ginasthma.org

Lung & Asthma Information Agency (LAIA)
www.laia.ac.uk

MedicAlert
327-329 Witan Court, Milton Keynes MK9 1EH
T 0800 581420
020 7833 3034
E info@medicalert.org.uk

Medicines and Healthcare

Products Regulatory Agency
Information Centre, 151 Buckingham Palace Road,
Victoria, London SW1W 957
T 020 3080 6000
F 0203 118 9803
E info@mbhra.gsi.gov.uk
www.mhra.gov.uk

MIMS

www.mims.co.uk

NARA - The Breathing Charity

Moulton Park Business Centre, Redhouse Road
Northampton NN3 6AQ

T 01604 494960

F 01604 497550

E info@thebreathingcharity.org.uk
www.naratbc.org.uk

National Review of Asthma Deaths/

Royal College of Physicians
www.rcplondon.ac.uk/projects/
national-review-asthma-deaths

NHS Direct
0845 46 47

NHS Stop Smoking Service

www.smokefree.nhs.uk
0800 0224 332

Patient.co.uk
www.patient.co.uk

Patient Group Directions
www.nelm.nhs.uk/en/Communities/NeLM/PGDs/

Practitioner Development UK
www.pduk.net

Respiratory Education UK
University Hospital Aintree, Lower Lane
Liverpool L9 7AL

T 0151 529 2598
www.respiratoryeduk.com

Samaritans

Freepost RSRB-KKBY-CYJK,
Chris, PO Box 90 90,
Stirling, FK8 2SA

T 08457 90 90 90

E jo@samaritans.org
www.samaritans.org

Underoak UK Training Index
www.underoak.co.uk
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Diagnosis codes

A

Addison’s disease C1541
Allergic rhinitis (hay fever) H172.
Anaemia — B12 deficiency (not pernicious) DO11.
Anaemia — folate deficiency DO12.
Anaemia — haemolytic D1...
Anaemia — iron deficiency (IDA) DOO..
Anaemia — pernicious DoO10.
Anxiety state Eu411
Anxiety with depression Eu412
Asbestosis with pleural plaque disease H410.
Asbestosis H41..
Asperger’s syndrome Eu845
Asthma — acute attack H333.
Asthma — extrinsic H330.
Asthma — intrinsic H331
Asthma H33..
B

B12 deficiency anaemia (not pernicious) DO11.
Birth asphyxia Q21z.
Bronchiectasis H34...
Bronchiolitis — RSV positive H0615
Bronchiolitis HO61.
Bronchitis — acute HO60.
Bronchopneumonia H25..
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C

Chronic obstructive pulmonary disease (COPD) mild H36..
Chronic obstructive pulmonary disease (COPD) moderate H37..
Chronic obstructive pulmonary disease (COPD) severe H38..
Cushing’s syndrome C150.
D

Depression — postnatal (PND) Eu530
Depression — with anxiety Eu412
Depression Eu32.
E

Eczema — infantile M112.
Eczema M111.
Extrinsic allergic alveolitis H35z0
F

Folate deficiency anaemia DO12.
H

Hay fever (allergic rhinitis) H172.
M

Manic depression (bipolar affective disorder) Eu31.
Mesothelioma BBPX.
P

Pertussis (whooping cough) (bordetella) A33..
Pleural plaque disease (see also asbestosis) H410.
Pneumonia — atypical H28..
Pneumonia — basal H261.
Pneumonia — congenital Q310.
Pneumonia — lobar H260.
Pneumonia — viral H20..
Pneumonia H2...
Pneumothorax H52..
Polyp — nasal H11..
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R

Reflux — gastro-oesophageal (GOR) J10y4
Respiratory acidosis 3621
Respiratory alkalosis C3631
Respiratory distress syndrome (RDS) Q30..
S

Sinusitis — acute HO1..
Sinusitis — chronic H13..
Sinusitis — recurrent H135.
U

Upper respiratory tract infection (URTI) — recurrent HO54.
Upper respiratory tract infection (URTI) HO5z.
w

Whooping cough (bordetella pertussis) A33..
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Monitoring codes

General monitoring

Height 229..
Weight 22A..
Body mass index 22K..
Smoking status codes
Cigarette smoker 137P.
Cigar smoker 137).
Pipe smoker 137H.
Passive smoker 1371.
Rolls own 137M
Ex-smoker, cigarettes 137S.
Ex-smoker, cigars 1370.
Ex-smoker, pipe 137N.
Smoking cessation advice 8CAL
Dietary history 1F...
Exercise 138..
Health education 8CA4..
Smoking 6791.
Diet 6799.
Exercise 6798.
Occupation 0....
Asthma
Symptoms
Cough 171..
Night cough present 1717.
Night cough absent 1718.
Wheezing 1737.
Nocturnal cough/wheeze 173B.
Asthma limiting activities 663P.
Asthma not limiting activities 663Q.
Asthma disturbing sleep 663N.
Asthma not disturbing sleep 6630.
Exercise induced asthma 173A.
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Indicators

Peak flow 3395.
Peak flow (PEFR) using EN13826 device 3390.
Predicted peak flow 339H.
Best peak flow 339D.
Spirometry 5882.
Spirometry reversibility negative 33G0.
Spirometry reversibility positive 33G1.
FEV1 3397.
FEV1/FVC 339M.
Treatment

Asthma prophylaxis used 663W.
Inhaled steroid use 663g.
Oral steroids started 663F.
Steroid dose inhaled daily 663Y.
Bronchodilators used a maximum once daily 663M.
Bronchodilators used more than once daily 663L.
Nebuliser therapy 8674.
Oral steroids started 663F.
Spacer device in use 663l.
Monitoring

Asthma monitoring 663..
Initial asthma assessment 6631.
Follow-up asthma assessment 6632.
Asthma monitoring by nurse 66YQ.
Asthma monitoring by doctor 66YR.
Asthma annual review 66Y]).
Asthma - currently dormant 663h.
Asthma — currently active 663].
Asthma resolved 21262
Asthma monitoring refused 90)2.
Respiratory disease treatment started 663C.
Respiratory disease treatment changed 663B.
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Respiratory disease treatment stopped 663D.
Inhaler technique good 663H.
Inhaler technique poor 663l.
Inhaler technique observed 6637.
Inhaler technique shown 6636.
Asthma leaflet given 8CE2.
Asthma management plan given 663U.
Other useful codes
Family history of asthma 12D2.
Referral to chest physician 8H4C.
Referral to paediatrician 8H42.
Seen in chest clinic 9N1b.
Seen in paediatric clinic 9N1V.
Emergency admission, asthma 8H2P.
Acute exacerbation of asthma H333.
Referral to Palliative Care service 8H7a.
Multidisciplinary case conference 3874.
Coronary heart disease primary prevention
Referral to stop smoking clinic 8HTK.
Secondary prevention
Treatment
Adverse reaction to B-blockers TJCé.
Beta blocker contraindicated 8126.
Medication review done 8B3V.
Other useful codes
Referral to stop smoking clinic 8HTK.
Mental health
History and examination
Symptoms 1B1..
Anxiousness 1B13.
Agitated 1B16.
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Depressed 1B17.
Inadequate 1B18.
Suicidal 1B19.
Memory loss — amnesia 1B1A.
Cannot sleep — insomnia 1B1B.
Hallucinations 1B1E.
Rambling 1B1F.
Excess crying 1B1l.
Emotional problems 1B1).
Frightened 1B1H.
Lonely 1B1K.
Stress related problems 1B1L.
Poor self esteem 1B1N.
Harmful thoughts 1BD..
Flight of ideas 1BG..
Delusions 1BH..
Mood swings 1BO..
Blunted affect 1BlI..
Social History
Housing
Housing lack 13D..
Inadequate housing 13E..
Housing dependency scale 13F..
Awaiting housing/re-housing
Employment
Occupation 0....
Early retirement 13J4.
Medically retired 13J6.
Unemployed 13J7.
Unfit for work 13)).
Mental state examination 28...
O/E - disorientated 284..
Neurotic condition — insight 285..
Neurotic condition — no insight 286..
Confabulation 28D..
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Cognitive decline 28E..
Forgetful 28G..
Easily distractible 28B..
Depression screen 6891.
Depression anxiety stress score 38887
Disability assessment — mental 3A..
Memory — own age 3A1..
Memory — present time 3A2..
Memory — present place 3A3..
Memory — present year 3A4..
Memory — date of birth 3A5..
Memory — month 3A6..
Memory — important event 3A7..
Memory — important person 3A8..
Memory — address 3A9..
Memory — countdown 3AA..
Behaviour assessment 3AB..
Management and Monitoring
Psychotherapy
Behavioural psychology 8G10.
Cognitive psychotherapy 8G11.
Psychodynamic psychotherapy 8G12.
Family therapy 8G21.
Group psychotherapy 8G51.
Antiphobic psychotherapy 8G52.
Anxiety management 8G94.
Child guidance 8GD..
Care programme approach levels 8CG..
Mental health personal health plan 8CR7.
Level 1 8CGO.
Level 2 8CG1.
Level 3 8CG2.
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Risk factors

Family history of mental disorder 128..
Senile dementia 1281.
Alcoholism 1282.
Drug dependence 1283.
Schizophrenia 1284.
Mental retardation 1286.
Manic depression 1287.
Anxiety state 1288.
Suicide 1289.

Other useful codes

Admit psychiatric emergency 8H23.

Admit psychogeriatric emergency 8H2L.

Non-urgent psychiatric admission 8H38.

Non-urgent psychogeriatric admission 8H3Q.

Psychiatric referral 8H49.

Psychiatric self-referral 8HJ3.

Referral to psychologist 8H7T.

Referral to CPN 8H7B.

Referral to social worker 8H75.

Referral to psychogeriatrician 8H4D.

Private referral to psychiatrist 8HVO.

Private referral to psychogeriatrician 8HVS.

Seen in psychiatric clinic 9N1T.

Seen in psychogeriatric clinic 9NOB.

Seen in psychology clinic IN1IM.

Seen in child psychology clinic 9NOT.

Seen by CPN 9IN2A.

Psychiatric D.V. requested 8HK9.

Psychiatric D.V. done 8HL9.

Psychogeriatric D.V. requested 8HKC.

Psychogeriatric D.V. done 8HLC.
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Procedure codes

Bronchoscopy 744B.
Lung transplant 7450.
Nasal polypectomy 74060
Exception codes

Nicotine replacement therapy refused 8139
Spirometry testing declined 813b
Influenza vaccine declined 90X5
Allergy or adverse reaction

Aspirin allergy 14LK
Influenza vaccine allergy 14L1)
Pneumococcal vaccine allergy 14LR
Adverse reaction to Beta blockers TJC6
Adverse reaction to Salicylates T)53
Medication contra-indicated

Aspirin prophylaxic contra-indicated 8124
Beta blocker contraindicated 8126
Influenza vaccine contraindicated 8I2F
Pneumococcal vaccination contraindicated 8I2E
Nasal polypectomy 74060
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