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Background

Background to commissioning of audit
There is a well established recognition of need to improve asthma
care.
In response to a growing recognition in England of respiratory disease as a challenge to public
services – including the 2001, British Thoracic Society report Burden of Lung Disease1 and the
British Lung Foundation’s campaign to make COPD a national priority,2 a consultation document
on a national strategy for COPD and asthma was published in February 2010.
Following the consultation process, and taking into account the new Government’s proposals for
reforming health and social care services, the Outcomes Strategy for COPD and Asthma was
published in July 20113. This Outcomes Strategy set the overall high‐level direction for the NHS,
public health and social care services for improving COPD and asthma outcomes.

Background continued
Published in September 2012, the
Respiratory Atlas 4 highlights considerable
variation in respiratory services across
England. Fig. 1 taken from the Atlas shows
that there is a 19‐fold variation between
Primary Care Trusts (PCTs) in the emergency
admission rates for children with asthma. It
proposes that this may be due to suboptimal
symptom management in the community
and in emergency departments, and
variation in admission criteria between
centres or clinicians. Other evidence in the
Atlas indicates that deprivation may be
linked to admissions rates for children with
asthma. Guidance is given to commissioners
for how to address a high admission rate.
Hospital Episode Statistics show that overall
asthma was responsible for 60,000 hospital
admissions and 200,000 bed days a year in
2008‐125

Fig. 1

Background continued
The prevalence of asthma in England is among the highest in the world. Approximately 5.9% of
the English population have asthma6 and across the UK 5.4 million people are receiving treatment
for asthma7. In 2014 there were 1216 deaths from asthma7, yet it is estimated that 90% of deaths
are associated with preventable factors. Almost 40% of these deaths are in the under 75‐age
group.
In 2014 the National Review of Asthma Deaths (NRAD)8 identified preventable factors
contributing to deaths from asthma and made recommendations to improve care, which included
a national ongoing audit.
In March 2015 the National Clinical Audit and Patient Outcomes Programme (NCAPOP) prioritised
asthma as a topic for a national audit.
In September and October 2015 the Asthma Scope Development task and finish group convened
by HQIP, met to discuss the specification of a national asthma audit.
In 2016 the Clinical Effectiveness and Evaluation Unit, RCP was commissioned by HQIP to manage
a feasibility study of a national asthma audit.

This is a report of Phase 1 of that feasibility study, presented at the
Specification Development Meeting of HQIP on 12 April 2017.

Feasibility Study Terms of Reference
The terms of reference for the Feasibility study were as follows:
•

Provide up to 4 recommendations for a
National Asthma Audit.

•

The recommendations should include the
proposed audit methodology.

•

One preferred option should be selected
from among the recommendations.

•

The audit should include adults and
children.

•

Transition from paediatric to adult
services should be included.

•

The audit should capture data from a
variety of care settings if possible, and the
following should be considered:
•
•
•
•
•

Community pharmacies
Emergency departments
Ambulance services
Inpatient setting
Outpatient setting (possibly)

•

The feasibility study should consider
whether Patient Reported Outcome
Measures (PROMs) can be included in the
audit

•

The audit is not to include primary care
data from England.

Steering Committee members

The Steering Committee for Phase 1 of the feasibility study included broad
representation of stakeholders:

Clinical Lead, National Asthma Audit Feasibility Study
British Thoracic Society
The Royal College of General Practitioners
The Royal College of General Practitioners
Asthma UK
Paediatrician, Kings College Hospital
Royal College of Paediatrics and Child Health
College of Emergency Medicine
Welsh Government
Royal Pharmaceutical Society of Great Britain
Association of Respiratory Nurse Specialists
Patient
Primary Care Respiratory Society (GP)
Primary Care Respiratory Society (nurse)
College for Paramedics
Chartered Society of Physiotherapy
Pharmacy, NHS England
Imperial College London, Respiratory Epidemiologist
National COPD Audit Programme
National COPD Audit Programme
Difficult Asthma Registry
E. Midlands Ambulance service

Dr Shuaib Nasser
Dr James Calvert
Dr Kevin Gruffydd‐Jones
Dr Ralph Sullivan
Ms Daisy Ellis
Dr Richard Iles
Dr Erol Gaillard
Dr Jeff Keep
Dr Daniel Menzies
Mr Toby Capstick
Ms Natalie Harper
Ms Petronella Hutchinson
Dr Luke Daines
Ms Carol Stonham MBE
Ms Liz Harris
Ms Lizzie Grillo
Ms Carol Roberts
Dr Jenni Quint
Ms Viktoria McMillan
Prof. Mike Roberts
Dr Andrew Menzies‐Gow
Mr Rob Spaight

Feasibility Methods

Feasibility methods
1. Desk research – literature review
• National Guidelines and audit reports
A review of national guidelines and audit reports was undertaken to identify audit criteria and
standards for potential inclusion in the National Asthma Audit. The following were reviewed:
o BTS Asthma discharge care bundle report9
o BTS adult asthma audit 201310
o National review of asthma deaths (NRAD) 20145
o NICE asthma quality standards11
o BTS paediatric asthma audit 2016‐ highlights12
o Good practice commissioning guide for asthma13
o Quality Outcomes Framework (QOF) for asthma14
o Royal College of Emergency Medicine (RCEM) ‐ Moderate & Acute Severe Asthma ‐
adult and paediatric Clinical Audit 2016‐1715
o Transition from child to adult services: NICE guidelines and quality standards16
o BTS/SIGN Guideline on the Management of Asthma17
o BTS National Adult Asthma Audit 2016 Protocol and Instructions18
• Primary research papers
A targeted review of primary research papers was also undertaken to identify areas of
poor/variable asthma care in the UK. See Appendix 1. Literature review results

Feasibility methods
2. Thematic analysis of all literature reviewed
•
•
•

The topics identified in the literature review were grouped into themes with the aim of
identifying broad aspects of asthma care for audit.
11 themes were identified. These are shown in Fig. 2.
Details of the standards included in each theme, and the source of each standard are
shown on pages 13‐18.

Fig 2.Thematic analysis results
Key areas of poor/variable care for audit

2. Asthma diagnosis

1. Structure of asthma services

•

Staffing and HCP training*
o

•
•

Electronic prescribing surveillance used in primary
care*
Standardised assessment tools used§
o

•

E.g. One clinical lead per asthma service

•

Time to diagnosis¥

•

Diagnosis made and recorded as per BTS
guidelines±

•

Diagnosis given and recorded prior to
treatment¥

E.g. checklist used on admission to secondary
care

Access to appropriate diagnostic and support
services¥
o

E.g. Spirometry, psychologist

•

Asthma patient register developed and regularly
updated¤

•

Transitional care arrangements±

Source
*NRAD
±NICE guidelines/quality standards
§BTS
¥Good practice commissioning guide
¤QOF
»RCEM

4. Personalised asthma action
plans (PAAP)

3. Prescribing

•

Use of LABA inhalers without ICS*

•

All patients provided with PAAP*

•

Appropriate action taken if frequent SABA use*

•

PAAP updated regularly*

o
•

Appropriate action taken if poor compliance with
ICS use*
o

•

E.g. review

Appropriate action taken if >2 courses oral
corticosteroids in 12 months*
o

•

E.g. Urgent review, step up treatment

o
•

E.g. on annual basis for high risk
patients

PAAP contains relevant key information*
o

i.e. trigger factors, current therapy,
advice on treatment escalation and
how to call for help

E.g. review, referral

Documented discussion of treatment change with
patient¥

Source
*NRAD
±NICE guidelines/quality standards
§BTS
¥Good practice commissioning guide
¤QOF
»RCEM

5. Allergens/triggers

6. Asthma reviews

•

Allergens/triggers documented in medical
records for all asthma patients*

•

Allergens/triggers documented in all PAAPs*

o

•

Adults with newly diagnosed asthma assessed
for occupational causes±

Assessment of asthma control using
standardised measure*

o

Inhaler technique*

o

Review of medication and of PAAP*

•

Allergens/triggers considered before discharge
from secondary care§

•

History of smoking documented in medical
records*

•

Current smokers offered referral to cessation
service*

•

Paediatric patients assessed for exposure to
tobacco smoke§

•

Structured annual review for all asthma patients
in primary care, to include:*

•

High‐risk patients offered more frequent reviews*

•

Review provided by HCP with asthma training*

•

Action taken if loss of control identified*

Source
*NRAD
±NICE guidelines/quality standards
§BTS
¥Good practice commissioning guide
¤QOF
»RCEM

7. Information and training
•

Training and technique assessment provided for
each new inhaler±

8. Emergency care
•

Hospital admission and re‐admission rates§

•

Appropriate initial procedures§»:

•

Inhaler technique discussed and documented at
every annual review*

o

•

Inhaler technique checked by pharmacist when
new inhaler dispensed*

o

•

Reasons for non‐adherence
discussed/documented§

Evidence of shared decision making in notes¥

•

Information provided to patients is in
understandable format¥
Patients referred to reputable online

sources¥

o

E.g. PEF, Oxygen sats

Treatment


•

•



Adherence monitored continually*
o

Assessment

E.g. Systemic steroids within 1 hour
of presentation, SABA within 10
min of presentation

Measurement of severity, history and
asthma control»±
Source

*NRAD
±NICE guidelines/quality standards
§BTS
¥Good practice commissioning guide
¤QOF
»RCEM

9. Discharge process from secondary
care
•

•

Prior to discharge:
o

Inhaler technique assessed*

o

Adherence measured and discussed with
patient§

o

PAAP provided*

o

Triggers considered*

Appropriate secondary care follow up
arranged and conducted*
o

•

Peak flow and variability

o

Review by member of specialist team±¥

o

Appropriate treatment provided§
E.g. New diagnosis patients
discharged with inhaled steroid

•

E.g. Post‐discharge clinic review within
4 weeks

Appropriate primary care follow up arranged
and conducted*
o

measured§

o



10. Follow up after discharge from
secondary care

E.g. Written advice to see GP within 2
working days

PAAP communicated to GP on discharge¥

Source
*NRAD
±NICE guidelines/quality standards
§BTS
¥Good practice commissioning guide
¤QOF
»RCEM

11. Transitional care

•

•

Young people moving to adult services will have±:
o

Annual meeting to review transition
planning

o

Named worker to coordinate care and
support before, during and after transfer

o

Meeting with a practitioner from each
adults' service they will move to before they
transfer

Those who do not attend their first meeting or
appointment are contacted by adult services and
given further opportunities to engage±
Source
*NRAD
±NICE guidelines/quality standards
§BTS
¥Good practice commissioning guide
¤QOF
»RCEM

Feasibility methods
3. Steering Committee rankings of key themes from desk research
The Steering Committee (SC) members were asked to rank each of the 11 themes according to their
opinion of the importance of its inclusion in this National Asthma Audit, to support improvements in
asthma care.
An online survey (see Appendix 2) using a secure commercial survey platform (Smart Survey™) was used
by most SC members to provide their rankings, while one member requested a paper copy of the survey
and provided their responses by telephone to a member of the Working Group.
Rank 1 was the most important and rank 11 the least important aspect of care to audit. Respondents were
asked to use each ranking only once i.e. not to rank any topics as having equal importance. Comments on
the reasons for each choice of ranking were invited but not required.
Rankings were totalled to give an overall score.
o
A Low score indicated a high priority topic for audit.
o
A High score indicated a low priority for audit.
Results of the ranking of themes are shown in Table 1.
Very few comments on the reasons for the choice of rankings were received and so these were not
formally analysed.

Table 1. Results of ranking of themes
Overall rank

Theme

Total score

1

Prescribing

20

2

Asthma diagnosis

31

3

Emergency care

37

4

Asthma reviews

47

5=

Personalised asthma action plans (PAAP)

49

5=

Discharge process from secondary care

49

5=

Follow up after discharge from secondary care

49

5=

Structure of asthma services

49

9

Allergens and triggers

52

10

Information and training

54

11

Transition of care

65

Feasibility methods
4. SC rankings ‐ selection of top four themes
To fulfil the feasibility study terms of reference to provide up to four recommendations for audit, four
themes were selected from the rankings indicated by the respondents to the steering committee survey.
The lowest‐ranked themes were eliminated from consideration first, leaving the following themes for
consideration:
• Prescribing
• Asthma diagnosis
• Emergency care
• Asthma reviews
• PAAP
• Discharge process from secondary care
• Follow up after discharge from secondary care
• Structure of asthma services
Prescribing, Emergency care, PAAP and Discharge from secondary care (including follow up after discharge)
were all thought to be potentially feasible to audit within the specified terms of reference and proposed to
the SC for further discussion on feasible methods for audit.
Asthma diagnosis and asthma reviews were excluded from further consideration as both occur almost
exclusively in primary care and so audit of these aspects of care would need primary care data, which was
specifically excluded from the remit of the audit in England. Although it may be possible to audit these
aspects of care via primary care data from Wales, the remit to propose an audit covering both England and
Wales was considered to take precedence.
Structure of asthma services was considered separately from other aspects of care, for inclusion as an
organisational audit rather than audit based on patient‐level data.

Feasibility methods
5. SC meeting facilitated discussion: How to audit
A SC meeting was held at which SC members were presented with the results of the literature review, SC
ranking survey and content of the National COPD, BTS and RCEM asthma audits . They were then asked to
discuss in groups several broad issues to inform the recommendations arising from the feasibility study, in
relation to the four proposed priority themes:
•

•

•

Priority topics within each theme
The discussion groups were asked to identify key areas for improvement within each theme that would
benefit from clinical audit, taking into consideration the avoidance of duplication with other audits
already conducted or in progress.
Methodological considerations
The groups were asked to weigh alternatives for the methodological approach of an audit of each
theme. In particular they were asked to consider any additional burden on services from audit data
collection, limitations of particular methods or content of existing data sources and availability of
access to data from existing data sources. Continuous vs snapshot audits and prospective vs
retrospective methods were discussed.
Relevance and impact
The groups were asked to consider to what extent the audit of each topic could have relevance to
primary care (while not relying on data from primary care in England), its relevance to children with
asthma, and how the audit might actively contribute to improvements in asthma care

SC facilitated discussion
1.

Prescribing

The group assumed from the Terms of Reference that only secondary care prescribing could
be audited, and suggested that the medications prescribed on discharge from hospital could
be audited using the discharge summary as the data source. However, this was considered to
be of limited value for improving asthma care overall since the majority of prescribing, and
challenges with prescribing standards occur in primary care.
If discharge medications were audited, it was agreed that for meaningful conclusions to be
drawn about prescribing standards, they would need to be compared with medications being
taken on admission. While admission medications would provide some insight into primary
care prescribing, a reliable data source for this was difficult to identify, since patients were
considered likely to be unreliable reporters at hospital admission of what medication had
been prescribed and furthermore this may not reflect what the patient had actually taken.
Due to these unsatisfactory aspects this topic was not explored further by the discussion
group.

SC facilitated discussion
2. Emergency Care
The group agreed that linking emergency care audit to admission and discharge care bundles would be
important as these have been shown to improve standards of care; ‘Do you have an admission
/discharge bundle ‘ and whether it contains appropriate aspects of care could be easily covered in an
organisational survey.
Whether appropriate aspects of care are implemented according to the care bundle would require
patient level data . In particular, it was agreed that the following would be important to include in the
audit:
• whether and how severity assessment was conducted,
• It would be important to include ambulance data for this assessment if possible
• whether timely treatment was given, within one hour of presentation,
• whether this was given before or after severity assessment,
• impact of compliance with the care bundle on overall admission and readmission rates
• These outcome measures could be obtain from Hospital Episode Statistics (HES) data
The group agreed that this audit would be most relevant to secondary care but if it became possible to
obtain primary care data, emergency presentation to general practice could be included.
This audit would be relevant to both adults and children.
Linking the audit to use of care bundles would be a way to promote best practice and eliminate
variability in care.

SC facilitated discussion
3. Personalised asthma action plans (PAAP)
The group agreed that if the audit was to be limited to secondary care, the most appropriate time to
review the PAAP was at discharge, and that this could be done primarily as a prospective audit with
direct questioning of patients and reference to the PAAP itself if produced by the patient. It was felt
that a snapshot audit would be sufficient initially but continuous audit would be needed to track
improvements over time. There was some concern as to whether patients would be reliable reporters of
their PAAP but that this would be an indicator of their familiarity with it, and important audit measure.
The important questions to include would be:
• Does the patient have a PAAP?
• Can the patient show that they know/have ready access to their PAAP?
• Was the PAAP co‐created with the patient and HCP?
• In what setting was the PAAP created?
• When was the PAAP last reviewed?
• What is the readmission rate for patients with and without an up to date co‐created PAAP?
• From Hospital Episode Statistics data
• What does the PAAP cover? Does it include triggers, medications, treatment escalation advice and
how to call for help?
A PAAP audit would be highly relevant to primary care as most PAAPs are generated in primary care. It
would also be relevant to both adults and children.
Incorporation of PAAP review into an asthma discharge care bundle and bundle implementation would
be a way to effect improvements in care.

SC facilitated discussion
4. Discharge from secondary care and discharge follow up
The groups agreed that discharge processes including follow up arrangements would be covered by an
asthma discharge care bundle. Whether such a bundle was implemented as hospital policy and its
content appropriate would be important to establish as a minimum and this could be achieved by an
organisational audit. Whether the bundle was implemented for every patient would require reference
to patient records or prospective audit at the time of discharge of each patient. Prospective audit could
have the advantage of reinforcing good practice by prompting the clinical staff to undertake the
required procedures.
Key questions to cover were agreed as:
• Are patients trained in how to use their inhaler by hospital pharmacy before discharge?
• Have you arranged a follow up visit for the patient in primary care?
• What is the date of the follow up visit?
Auditing discharge processes and follow up is relevant to primary care as follow up after ED visits is by
the GP. This audit would be relevant to both adults and children.
For improving care, it is anticipated that the audit will demonstrate that these follow up visits are rarely
booked at discharge but are left to the patient to arrange, and it is felt that patients may not realise
that this is required of them. This may lead to a change in the discharge process to ensure follow up
visits are undertaken as a matter of routine. Rapid primary care follow up is thought to reduce
readmission.

Key messages from SC discussion
In the plenary discussion of the SC there was general agreement on two key issues:
•

The audit must be a means by which asthma care is improved and as such should be linked to a
quality improvement initiative rather than just being a process for data collection.

•

Primary care is of central importance in the management of asthma patients and the primary care
perspective should be included in the audit somehow. However it was recognised that the use of
primary care data from England was outside the current scope of the audit defined by HQIP.

Feasibility methods
6. Further consultations
To explore potential data sources and audit methodologies, individual consultations were held with a
range of stakeholders and advisors with detailed knowledge of other audits, data sources and the
priorities specified in the feasibility study Terms of reference. These included:
o
National COPD Audit Programme
o
NHS Digital
o
NHS PROMS programme
o
BTS
o
RCEM
o
Asthma UK
o
Ambulance service
o
Severe asthma registry
o
National Clinical Director Children, Young People and Transition to Adulthood, NHS England
These consultations and the conclusions from them are summarised on pages 29‐33.

Further consultations
1.

PREMs and PROMs

Following discussions with NHS Digital
•

Bespoke national PROM audit – direct to patients
•
Patient perspective is important to capture
•
Cannot include all asthma patients and difficult to recruit representative sample
•
Needs to be complemented by objective clinical outcomes to assess validity of responses
•
Likely to be expensive

•

Asthma UK – willing to modify annual survey and share raw data if participants informed ahead.
•
This survey currently receives responses from approx. 4600 patients annually
•
All are members of Asthma UK – not representative of UK asthma patient population

•

NHS England – In discussion to include asthma in National PROMS programme.
•
Likely to be a longer term prospect, separate to NAA

•

For further exploration in Phase 2.

Further consultations
2. Children and Transitional care
•
•

Include question in Facilities audit on Transitional care arrangements.
Children included in Discharge audit with appropriate bespoke questions.

Consultation with Jacqui Cornish ‐ National Clinical Director Children, Young People and Transition to
Adulthood, NHS England:
Questions to cover:
o Is there evidence that the young person (YP) has a full record of their condition? (PAAP)
o Is there evidence that the GP had the same record? (PAAP)
o Is there evidence that the YP has a transition plan that he/she has worked on with Paediatric and
adult clinicians? (letter from the paediatrician to the adult service and the letter back from the adult
physician)
o Is there evidence that YP has a named case worker to assist in signposting for them and their family?
(transition paediatrician/asthma nurse)

Further consultations
3. Ambulance data
•

Performance data are collected separately for each ambulance service.

•

A limited national audit on asthma is undertaken already – the ambulance service representative on
the steering committee can provide a link to input to this.

•

Current audit covers the following four key performance indicators
• Respiratory rate recorded
• Peak Expiratory Flow Rate (PEFR) recorded (before treatment)
• SpO2 recorded (before treatment)
• Beta2 agonist given

Further consultations
4. Community pharmacy data
•

Community Pharmacy dispensing records have no diagnosis information.

•

Medicines Use Review and Pharmacy Quality Payments data not standardised dataset and provide
insufficient detail.

Further consultations
5. Wales Primary Care Data
•

A primary care focus of the audit is viewed as vital by the steering committee as most asthma care is
undertaken by GPs, and in particular asthma diagnosis and asthma reviews are important aspects of
care to audit and are predominantly performed in primary care.

•

Primary care aspects of care could be audited using primary care data from Wales which is more readily
available for audit than equivalent data for England.

•

We propose to use Wales data in order to ensure that the audit undertaken provides some coverage of
this area, although we acknowledge this does not provide reliably representative results across both
England and Wales.

•

It would be possible to aim to capitalise on the National COPD Audit Programme experience of using
primary care data from Wales, in order to provide some insights into a subset of primary care practices.

Proposed options for audit

Proposed options for audit
Preliminary to all options: Organisational audit
To frame the context of any further audit in secondary care, an organisational audit should be conducted by
means of a survey of Trusts/Health Boards. Separate surveys should be provided to ask about adult and
children’s asthma services. The adult audit will have many common elements with the equivalent COPD
organisational audit and so the possibility of merging these audits should be explored.
Questions in the survey should include:
•
Hospital and service characteristics (beds, catchment, annual cases
etc.)
•
Asthma pathway characteristics for acute patient admitted for
asthma
• E.g. is there a separate respiratory on‐call service?§
• Is there a named clinical lead for asthma?*¥
•
Responsible for ensuring asthma care conforms to British
guidelines and recording this¥
• Is there a dedicated specialist asthma service?
Does it include:
§BTS
•
Respiratory doctor
*NRAD
¥Good practice commissioning
§
•
Asthma nurse?
guide

Proposed options for audit
Preliminary to all options: Organisational audit
Questions to cover continued:
•
•
•

•

Is a standardised asthma tool used at admission and/or
discharge? §
Is there transitional care between child and adult services? ±
Does the service have support from psychologists, dieticians
and physiotherapists as well as specialist doctors and nurses in
respiratory disease and allergy? ¥
Are psychological assessment and support included as part of
the service? ¥

*NRAD
§BTS
±NICE guidelines/quality
standards
¥Good practice commissioning
guide

Option 1: Acute admission audit
This audit would follow on from the recent RCEM and BTS audits. In order to minimise the burden of data
collection on clinical staff it should be a snapshot audit of only the most relevant questions about the
initial care of patients presenting as acute or emergency admissions to hospital. It should include both ED
and admitted patients if possible, as patients who are seen only in the ED and discharged home may be at
greatest risk of further deterioration and readmission.
Linking a prospective audit to implementation of an admission bundle/local procedure would provide an
opportunity for the audit directly to leverage improvements in care while auditing referral letters could
add a source of insight into primary care practice.
Questions to cover should be guided by the priorities identified in the recently completed RCEM audit,
once its results are reported. However these can be expected broadly to include:
o

Timely and appropriate assessment.

o

Timely and appropriate treatment.

o

Readmissions– was follow‐up completed after the last admission/ED visit?

Acute admission audit:
Advantages and disadvantages
Advantages
•

An admission audit potentially could have high impact on quality of care ; it could lead to
development of a new standard of care (an admission bundle).

•

Such an audit could be expected to generate a high level of clinical engagement as this would be
a recognised priority among clinicians.

Disadvantages
•

The point of admission is a particularly pressurised stage in the care pathway when the patient
presentation is unplanned so this audit could be expected to suffer from lack of staff capacity to
devote to the audit, since most admissions for asthma are emergency/unplanned admissions.

•

In view of the need to minimise the burden on clinical staff it would only be possible to ask a few
questions, limiting the scope and hence the potential for impact from the audit.

•

Similarly, for reasons of minimising clinical staff burden only a snapshot/sampled audit would be
feasible in the ED/AMU.

Option 2: Prescribing audit
This audit would require further work in Phase 2 of the feasibility study to understand which sources of data
would be feasible to obtain but could be based on one or more of the following:
o

NHS England Pharmacy data

o

Referral letters from GPs to hospital specialists

o

Wales primary care data

Questions to cover should include:
o

If the patient has received more than 12 short acting beta agonist (reliever, SABA) inhalers in 12
months, have they been invited for urgent review?

o

Are long‐acting beta agonist (LABA)/ and inhaled corticosteroids (ICS) prescribed as combination
inhaler?

o

Is treatment stepped up (or compliance review undertaken) if the SABA inhaler is used more
than three times per week?

o

If ICS dose is more than 1,000mcg beclometasone (or equivalent), is treatment reviewed and
stepped down or the patient referred to a specialist?

o

Are patients on old BTS guideline steps 4 or 5 referred to specialist?

Prescribing audit:
Advantages and disadvantages
Advantages
•

A prescribing audit could provide insight into primary care practice.

•

Wales primary care data could provide a direct primary care audit.

Disadvantages
•

No feasible data source has so far been identified allowing a national assessment of what patients
should have been prescribed, not just describing what they were prescribed.

•

Community Pharmacy records have no diagnosis information and as the inhalers prescribed for adult
patients with asthma and COPD may be very similar, it would be difficult to select appropriate patients
for an asthma audit from these records alone.

•

Medicines Use Review and Pharmacy Quality Payments data do not have a standardised dataset &
include insufficient detail to assess prescribing against standards.

•

Referral letters from GPs to hospital specialists would lack complete primary care context.

•

Wales primary care data may not be generalisable to England and would not fulfil the requirement that
this should be an asthma audit covering England and Wales.

Option 3: Personalised Asthma Action Plan
(PAAP) audit
Although most PAAPs are generated in primary care this audit would be conducted in secondary
care.
It should be conducted as a continuous audit at every patient contact in secondary care,
including:
o
o
o
o

Admitted patients;
OPD clinics;
Follow up appointments;
ED visits.

Questions to cover should include:
o
o
o

Is there a PAAP in place?
What is the structure and content of the PAAP?
Is the PAAP used and accessible?

PAAP audit: Advantages and disadvantages
Advantages
•

A broader patient group would be included than in the discharge audit, which would also cover the
PAAP but only in those admitted as inpatients or to ED.

•

This audit would provide insight into primary care practice as most PAAPs are generated in primary
care.

Disadvantages
•

This audit would rely on direct questioning of patients, whose understanding of what is meant by a
PAAP and recognition of whether they have one when asked may be limited, even if they have a
good understanding of all the elements of the PAAP.

•

Engagement of multiple clinical teams across each hospital would be needed for this audit:
o

In‐patients may be cared for Acute Medicine, Respiratory, General medicine, Care of the
Elderly or Paediatric teams

o

Out‐patients may be cared for by Respiratory or Paediatrics teams

o

ED patients are cared for by the ED team.

•

This audit has limited scope and hence its impact on care quality is likely to be limited.

•

This audit would provide no opportunity to engage with patients who do not have a PAAP, beyond
establishing that they do not have one.

Option 4: Discharge audit
A discharge audit would be conducted as a prospective secondary care audit.
It would be undertaken at discharge from inpatient admission and if possible ED visit, or at OPD follow
up after inpatient admission and would include both adults and children. In addition to the procedures
undertaken before discharge, it would also include the required follow‐up after discharge.
Questions to cover should include:
o
o
o
o
o

Compliance with the BTS discharge care bundle.
Is there a PAAP in place?

Content of PAAP
Treatment changes vs admission meds.
Has inhaler technique been checked?
Has follow up been arranged?

Date of follow up?

Was follow up completed?

Discharge audit:
Advantages and disadvantages
Advantages
•

The discharge phase of the care pathway is not so clinically pressurised as ED/admission and so there

may be more clinical staff capacity to undertake data collection for this audit prospectively at the point
of care.

•

It should be possible to include more questions than in an audit conducted at admission and also to
incorporate a retrospective look at compliance with an admission care bundle.

•

This audit could also provide some insight into primary care practice by reference to the referral letter
if any was provided.

•

A prospective audit could incorporate reinforced use of discharge care bundle for direct quality
improvement of care during the audit.

Disadvantages
•

Limited information on actual follow up would be available except where the audit was conducted at or
extended to a follow up visit in the OPD clinic. This would not apply however where follow up in
primary care is mandated (after an ED visit).

•

Except where a referral letter is provided, data from this audit would lack any primary care context
behind the admission.

Preferred Option
Discharge audit with snapshot organisational audit
This audit would include as broad a scope of questions as possible, to maximise the potential for the results
to influence improvements in care.
Continuous prospective audit may be feasible, which would also help to prompt best practice and hence
support quality improvement in asthma care among patients receiving care in hospital.
There will be a mechanism for benchmarking local results against regional and national averages, as per
other RCP audits such as COPD, Stroke, Falls and Hip Fracture.
Quality improvement could be further supported from reinforcement of a discharge care bundle and
development of admission care bundle or referral letter quality standard.
Insight into primary care could be provided by reference for audit data to PAAPs and any referral letters.
In contrast the other options considered are less attractive:
Admission audit would be too burdensome (or too limited).
PAAP audit at all points of care would be too limited in scope and coverage.
Prescribing audit, no feasible data source has been identified.

Summary

Summary 1
•

Extensive consultations were undertaken according to HQIP terms of reference.
o Desk research
o SC ranking of themes for audit
o Additional consultations with stakeholders

•

Priority themes identified were:
o Prescribing
o PAAP
o Emergency care
o Discharge from secondary care and discharge follow up

•

It was recognised that primary care audit in England was excluded by HQIP terms of reference but this
should remain under consideration.

•

Quality Improvement initiatives should be a component of audit programme to effect change.

Summary 2
•

Options for the audit identified were:
o Acute admission audit – ED and inpatient admission
o Prescribing audit – various potential data sources
o PAAP audit – all points of contact in secondary care
o Discharge audit – continuous prospective audit in secondary care

•

All options preceded by Organisational audit ‐ survey of Trusts/Health Boards

•

Preferred option – Discharge audit
o Broad scope of questions possible.
o Continuous audit feasible
o QI from reinforcement of Discharge Bundle and development of Admission Bundle.
o Insight into primary care ‐ PAAPs /referral letters
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Appendix 1 – Literature Review Results

Appendix 1: Literature review results
1. Structure of asthma services
Measure/standard

Source of
measure/standard
Recommendation
from National Review
of Asthma Deaths
(NRAD)

Rationale

Electronic surveillance of
prescribing in primary care
practice

Recommendation
from National Review
of Asthma Deaths
(NRAD)

Levy M et al. Why asthma still kills: the
National Review of Asthma Deaths (NRAD).
Confidential Enquiry report. 2014. London,
GB, Royal College of Physicians.

Standardised asthma
admission tool used for
admission?
Access to quality assured
spirometry in any setting
where diagnosis of asthma
takes place?
Spirometry performed by
trained staff?

BTS adult asthma
audit

Electronic surveillance of prescribing in primary
care should be introduced as a matter of urgency
to alert clinicians to patients being prescribed
excessive quantities of short-acting reliever
inhalers, or too few preventer inhalers
May act as a reminder to help improve compliance
with standards

Good practice
commissioning guide
for asthma

Delayed or mis-diagnosis of respiratory conditions
may be common in primary care due to underuse
of spirometry or poor spirometric technique

Starren ES et al. A centralised respiratory
diagnostic service for primary care: a fouryear audit: Prim Care Resp J. 2012;21 .

Good practice
commissioning guide
for asthma
Good practice
commissioning guide
for asthma

Delayed or mis-diagnosis of respiratory conditions
may be common in primary care due to underuse
of spirometry or poor spirometric technique
Community-based or community-accessed
diagnostic services may enable more efficient
diagnosis

Good practice
commissioning guide
for asthma

Healthcare professionals who have received
asthma training are better equipped to manage
asthma. A survey in 2009 found that less than half

Starren ES et al. A centralised respiratory
diagnostic service for primary care: a fouryear audit: Prim Care Resp J. 2012;21 .
Gillett K et al Managing complex respiratory
patients in the community: an evaluation of
a pilot integrated respiratory care service
BMJ Open Respiratory Research 2016;3.
Pinnock H et al. Knowledge of asthma
guidelines: results of a UK General Practice
airways group (GPIAG) web-based Test your

Designated, named clinical
lead for asthma service in
every primary and
secondary care site

Access to a comprehensive
diagnostic service with all
appropriate tests
available?
Primary care clinician
received specific education
in asthma in the previous

The majority of people who died from asthma
(112, 57%) were not recorded as being under
specialist supervision during the 12 months prior to
death. Only 83 (43%) were managed in secondary
or tertiary care during this period

Primary reference to support
measure/standard
Levy M et al. Why asthma still kills: the
National Review of Asthma Deaths (NRAD).
Confidential Enquiry report. 2014. London,
GB, Royal College of Physicians.

BTS National Adult Asthma Audit Summary
Report 2012.

two years?

One respiratory physician
has special responsibility
for asthma?

Good practice
commissioning guide
for asthma

Service has support from
psychologists, dieticians
and physiotherapists as
well as specialist doctors
and nurses in respiratory
disease and allergy?

Good practice
commissioning guide
for asthma

Psychological assessment
and support included as
part of service?

Good practice
commissioning guide
for asthma

Is there an individual
responsible for ensuring
asthma care conforms to
British guidelines and
records this?

Good practice
commissioning guide
for asthma

of primary care healthcare professionals
answered questions on British asthma guidelines
correctly, with scores lower among GPs than
practice nurses
Commissioners may wish to encourage all large
departments of respiratory medicine to consider
appointing one respiratory physician to have
special responsibility for asthma in the same way
that there are usually leads for lung cancer, TB and
COPD
Such services need to have specialist diagnostic
and monitoring methods available so that
treatment is finely tailored to the needs of
patients. They should also offer treatment and
support from psychologists, dieticians and
physiotherapists as well as specialist doctors and
nurses in respiratory disease and allergy
Psychological conditions such as anxiety and
depression may be up to six times more common
in people with asthma

Knowledge quiz: Primary Care Respiratory
Journal. 2010; 19.

Every acute unit should have an individual who is
responsible for ensuring that their asthma care
across all departments conforms to British asthma
guidelines and keeps records and audits processes
and outcomes. There is a six-fold variation
between PCTs in the number of acute admissions
for asthma in adults around the country. The range
is from 30.1 to 193.0 admissions per 100,000 adult
population. Some variation may be due to local
population characteristics, but much is
unwarranted and due to differences in the quality
of asthma care and the support people receive to
manage their condition

Dept Health – the NHS Atlas of Variation in
healthcare November 2011.

Primary Care Commissioning (PCC) Designing
and commissioning services for adults with
asthma: A good practice guide (2012).

Primary Care Commissioning (PCC) Designing
and commissioning services for adults with
asthma: A good practice guide (2012).

Thomas M et al. Asthma and psychological
dysfunction. Prim Care Respir J
2011; 20.

Register of patients with
asthma established and
maintained, excluding
patients with asthma who
have been prescribed no
asthma-related drugs in
the preceding 12 months
The percentage of patients
aged 8 or over with
asthma (diagnosed on or
after 1 April 2006) on the
register, with measures of
variability or reversibility
recorded between 3
months before or anytime
after diagnosis
The percentage of patients
with asthma, on the
register, who have had an
asthma review in the
preceding 12 months that
includes an assessment of
asthma control using the 3
RCP questions
The percentage of patients
with asthma aged 14 or
over and who have not
attained the age of 20, on
the register, in whom
there is a record of
smoking status in the
preceding 12 months
A&E attendance rates

QOF for asthma

QOF standard

Not applicable

QOF for asthma

QOF standard. Target:45-80%

Not applicable

QOF for asthma

QOF standard. Target:45-70%

Not applicable

QOF for asthma

QOF standard. Target:45-80%

Not applicable

BLF statistics

Variability across country

BLF statistics sources: English hospital
episodes statistics data from the Health and

Death rate

BLF statistics

Variability across country

Social Care Information Centre (HSCIC), NHS
Wales Informatics Services, the Information
Services Division (ISD) Scotland and the
Department of Health, Social Services and
Public Safety (DHSSPS) Northern Ireland.
https://statistics.blf.org.uk/asthma
BLF statistics sources: English hospital
episodes statistics data from the Health and
Social Care Information Centre (HSCIC), NHS
Wales Informatics Services, the Information
Services Division (ISD) Scotland and the
Department of Health, Social Services and
Public Safety (DHSSPS) Northern Ireland.
https://statistics.blf.org.uk/asthma

2. Asthma diagnosis
Measure/standard
Time taken to diagnose
asthma

Source of
measure/standard
Good practice
commissioning
guide for asthma

Asthma diagnosis
documented before
treatment starts?

Good practice
commissioning
guide for asthma

Patient notes describe
diagnosis as per BTS
guidelines?

NICE asthma
quality standards

Rationale
Diagnosis needs to happen efficiently – if patients
are started on treatment before full diagnostic
investigation, then they may not appear to have
asthma because their treatment is already
controlling it, or they may be being treated for a
condition they do not have
Examination of existing asthma registers in primary
care suggests there are patients taking asthma
medication who do not have a formal diagnosis of
asthma in their notes
It is important the process followed is documented
to ensure continuity in the diagnostic process. It is
also important that the basis on which the
diagnosis of asthma is made is clearly recorded

Primary reference to support
measure/standard
Reference not provided

Primary Care Commissioning (PCC) Designing
and commissioning services for adults with
asthma: A good practice guide (2012).
National Institute for Health Care and care
Excellence. Quality Standard for Asthma
[QS25]

because this process may have implications for the
future management of the condition. Following the
process should result in an accurate diagnosis and
ensure the person receives appropriate treatment

3. Prescribing
Measure/standard
If prescribed more than 12
short-acting reliever inhalers
in the previous 12 months,
invited for urgent review of
asthma control?

LABA should be prescribed
with an inhaled corticosteroid
in a single combination
inhaler

Source of
measure/standard
Recommendation
from National
Review of Asthma
Deaths (NRAD)

Recommendation
from National
Review of Asthma
Deaths (NRAD)

Rationale
There was evidence of excessive prescribing of
reliever medication. Among 189 patients who were
on short-acting relievers at the time of death, the
number of prescriptions was known for 165, and
65 of these (39%) had been prescribed more than
12 short-acting reliever inhalers in the year before
they died, while six (4%) had been prescribed more
than 50 reliever inhalers. Those prescribed more
than 12 reliever inhalers were likely to have had
poorly controlled asthma
There have been major concerns over the
prescription of LABA inhalers without ICS (ie LABA
monotherapy), a treatment that has been
associated in controlled trials with increased
mortality and is without a licence or guideline
endorsement

Primary reference to support
measure/standard
Levy M et al. Why asthma still kills: the
National Review of Asthma Deaths (NRAD).
Confidential Enquiry report. 2014. London,
GB, Royal College of Physicians.

Cates CJ and Cates MJ. Regular treatment
with salmeterol for chronic asthma: serious
adverse events. Cochrane database
of systematic reviews (online). 2012;4.
Cates CJ et al. The Cochrane Library and
safety of regular long-acting beta2-agonists
in children with asthma: an overview of
reviews. Evid Based Child Health. 2012;7.
Primary Care Commissioning (PCC) Designing
and commissioning services for adults with
asthma: A good practice guide (2012).

Number of prescriptions for
short-acting
bronchodilators- treatment
stepped up if three times a
week or more?
LABA prescribed with an
inhaled corticosteroid in a
single combination inhaler?

Good practice
commissioning
guide for asthma

Use of a short-acting bronchodilator three times a
week or more is an indication that treatment
should be stepped up

Good practice
commissioning
guide for asthma

Inhaled steroids tried on their

Good practice

Prescribing records can be examined to ensure that Advice from MHRA: no reference provided
no long acting bronchodilators are being
prescribed without inhaled corticosteroids,
following a review in 2007 by and safety advice
from the MHRA
In a study looking into the patterns of
Sweeney J et al. Inappropriate prescribing of

own and control assessed
prior to moving to
combination?

commissioning
guide for asthma

Patients on doses of inhaled
corticosteroids greater than
1,000mcg beclometasone (or
equivalent) whether as
monotherapy or as part of
combination therapy have
been reviewed and stepped
down or referred for specialist
assessment?

Good practice
commissioning
guide for asthma

Documented discussion of
stepping down treatment?

Good practice
commissioning
guide for asthma
BTS paediatric
asthma audit
(2016)

Paediatrics: Frequency of use
of chest x-rays (CXR)

Paediatrics: Frequency of use
of antibiotics

BTS paediatric
asthma audit(2016)

prescribing leading up to initiation of a
combination (steroid/long acting bronchodilator)
treatment, only 52% of patients had been
prescribed an inhaled corticosteroid on its own in
the 12 months before receiving a combination
treatment for the first time
Patients on doses of inhaled corticosteroids
greater than 1,000mcg beclometasone (or
equivalent) whether as monotherapy or as part of
combination therapy should be reviewed and
stepped down or referred for specialist
assessment. There is a real opportunity to reduce
the cost of prescribing. Auditing use of high dose
inhaled steroids may enable the dose to be
reduced, which may reduce side effects and
produce savings
Patient notes could be audited to see whether
there has been any documented discussion of
stepping down treatment
Having a CXR is strongly associated with the
prescription of an antibiotic, presumably because
of the over-interpretation of findings on CXR as
indicating infection. Therefore, reducing the
number of children who are X-rayed is likely to
reduce the number of children who receive
antibiotics
To reduce antibiotic resistance

combination inhalers in Northern Ireland:
retrospective cross-sectional cohort study of
prescribing practice in primary care. Prim
Care Respir J. 2014;23.

Primary Care Commissioning (PCC) Designing
and commissioning services for adults with
asthma: A good practice guide (2012).

Primary Care Commissioning (PCC) Designing
and commissioning services for adults with
asthma: A good practice guide (2012).
Gershel JC et al. The usefulness of chest
radiographs in first asthma attacks. N Engl J
Med. 1983;309.

BTS Paediatric Asthma Audit 2016: Summary
report

4. Personalised asthma action plan (PAAP)
Measure/standard
Every patient provided with
written guidance in the form
of a personal asthma action
plan (PAAP)?
Monitoring with updated
PAAP at least annually for
people at high risk of severe
asthma attacks?
Written PAAP?

Source of
measure/standard
Recommendation
from National
Review of Asthma
Deaths (NRAD)
Recommendation
from National
Review of Asthma
Deaths (NRAD)
NICE asthma
quality standards

Rationale
Personal asthma action plans (PAAPs),
acknowledged to improve asthma care, were
known to be provided to only 44 (23%) of the 195
people who died from asthma
There was no evidence that an asthma review had
taken place in general practice in the last year
before death for 84 (43%) of the 195 people who
died
Written personalised action plans, given as part of
structured education, can improve outcomes
such as self-efficacy, knowledge and confidence for
people with asthma, particularly for people
with moderate to severe asthma whose condition
is managed in secondary care. For people with
asthma who have had a recent acute exacerbation
resulting in admission to hospital, written
personalised action plans may reduce readmission
rates

Primary reference to support
measure/standard
Levy M et al. Why asthma still kills: the
National Review of Asthma Deaths (NRAD).
Confidential Enquiry report. 2014. London,
GB, Royal College of Physicians.
Levy M et al. Why asthma still kills: the
National Review of Asthma Deaths (NRAD).
Confidential Enquiry report. 2014. London,
GB, Royal College of Physicians.
National Institute for Health Care and care
Excellence. Quality Standard for Asthma
[QS25]

5. Allergens/triggers
Measure/standard
Factors that trigger or
exacerbate asthma
documented in PAAPs of all
people with asthma
Factors that trigger or
exacerbate asthma
documented in the medical
records of all people with
asthma
Adult with new onset asthma
assessed for occupational
causes?

Source of
measure/standard
Recommendation
from National
Review of Asthma
Deaths (NRAD)
Recommendation
from National
Review of Asthma
Deaths (NRAD)

Rationale

NICE asthma
quality standards

Occupational asthma is the only form of asthma
that can potentially be cured by removing the
person from exposure to the trigger. Healthcare
professionals need to be able to recognise
symptoms that suggest occupational asthma so
that they can ensure appropriate referral and
treatment
Exposure to environmental tobacco smoke (ETS)
was reported in nearly a third (32%) of children.
The audit authors believe this level is worrying as
tobacco smoke is known to be a key trigger for
asthma attacks that require hospital admission. A
significant proportion of hospitals did not provide
data on this question, suggesting that clinical
teams may need to pay greater attention to asking
about exposure to tobacco smoke
Exposure to cigarette smoke are both known to
increase the risk of people having asthma attacks

Paediatrics: Patient asked
about exposure to tobacco
smoke in home environment?

BTS paediatric
asthma audit
(2016)

A history of smoking and/or
exposure to second-hand
smoke documented in the
medical records?

Recommendation
from National
Review of Asthma
Deaths (NRAD)

Exacerbating factors, or triggers, were documented
in the records of almost half (=95/195) of patients;
they included drugs, viral infections and allergy. A
trigger was not documented in the other half
Exacerbating factors, or triggers, were documented
in the records of almost half (95) of patients; they
included drugs, viral infections and allergy. A
trigger was not documented in the other half.

Primary reference to support
measure/standard
Levy M et al. Why asthma still kills: the
National Review of Asthma Deaths (NRAD).
Confidential Enquiry report. 2014. London,
GB, Royal College of Physicians.
Levy M et al. Why asthma still kills: the
National Review of Asthma Deaths (NRAD).
Confidential Enquiry report. 2014. London,
GB, Royal College of Physicians.
National Institute for Health Care and care
Excellence. Quality Standard for Asthma
[QS25]

BTS National Paediatric Asthma Audit
Summary Report 2015.

Fitzpatrick S et al. Obesity is associated with
increased asthma severity and
exacerbations, and increased serum
immunoglobulin E in inner-city adults. Clin
Exp Allergy. 2012;42.

Osborne ML et al. Assessing future need for
acute care in adult asthmatics: the profile of
asthma risk study: a prospective health
maintenance organization-based study.
Chest. 2007;132.
Current smokers offered
referral to a smokingcessation service?

Recommendation
from National
Review of Asthma
Deaths (NRAD)

Exposure to cigarette smoke is known to increase
the risk of people having asthma attacks

Osborne ML et al. Assessing future need for
acute care in adult asthmatics: the profile of
asthma risk study: a prospective health
maintenance organization-based study.
Chest. 2007;132.

6. Asthma reviews
Measure/standard
Every patient given structured
review by a healthcare
professional with specialist
training in asthma on annual
basis?

Source of
measure/standard
Recommendation
from National
Review of Asthma
Deaths (NRAD)

Assessment of recent asthma
control undertaken at every
asthma review

Recommendation
from National
Review of Asthma
Deaths (NRAD)

If loss of control is identified
at an asthma review,
immediate action taken?
(including escalation of
responsibility, treatment
change and arrangements for
follow-up.)
Inhaler technique assessed
and documented at every
annual review, and also
checked by the pharmacist
when a new device is
dispensed?

Recommendation
from National
Review of Asthma
Deaths (NRAD)

Recommendation
from National
Review of Asthma
Deaths (NRAD)

Rationale
This should be a structured review at least
annually, but more frequently in people with poor
asthma control or at high risk of severe attacks.

Of the 155 patients for whom severity could be
estimated, 61 (39%) had asthma that was classified
as severe. Fourteen (9%) were treated as mild
cases (BTS step 1) and 76 (49%) as moderate cases
(BTS steps 2 and 3). It is likely that many cases that
were treated as mild or moderate (BTS steps 1–3)
had poorly controlled, undertreated asthma rather
than truly mild or moderate disease
It is likely that many cases that were treated as
mild or moderate (BTS steps 1–3) had
poorly controlled, undertreated asthma rather
than truly mild or moderate disease

An assessment of inhaler technique to ensure
effectiveness should be routinely
undertaken and formally documented at annual
review, and also checked by the pharmacist when a
new device is dispensed

Primary reference to support
measure/standard
British Thoracic Society (BTS)/Scottish
Intercollegiate Guidelines Network (SIGN).
British Guideline on the Management of
Asthma [updated online 2013]. Thorax.
2008;63 (suppl 4).
Global Initiative for Asthma (GINA). The
Global Strategy for Asthma Management
and Prevention. [updated 2012]
Levy M et al. Why asthma still kills: the
National Review of Asthma Deaths (NRAD).
Confidential Enquiry report. 2014. London,
GB, Royal College of Physicians.

Levy M et al. Why asthma still kills: the
National Review of Asthma Deaths (NRAD).
Confidential Enquiry report. 2014. London,
GB, Royal College of Physicians.

National Institute for Health and Clinical
Excellence. Asthma. NICE Quality Standard
25. 2013. [updated 3 June 2013].
Scotland NQI. Clinical Standards. Asthma
Services for Children and Young People.
2007.

Frequency of structured
asthma review?

NICE asthma
quality standards

Patients identified as high risk
and offered more frequent
reviews?

Good practice
commissioning
guide for asthma

Patients with brittle asthma
or who have had near-fatal
asthma under specialist
supervision indefinitely?
Assessed by multidisciplinary
difficult asthma service for
those with difficult asthma?

Good practice
commissioning
guide for asthma

Referral to a specialist asthma
service if have required more

Recommendation
from National

NICE asthma
quality standards

A structured review can improve clinical outcomes
for people with asthma. Benefits associated with
structured review may include reduced absence
from school or work, reduced exacerbation rate,
improved symptom control and reduced
attendance in accident and emergency
departments
The NHS has developed a range of tools to help to
profile people with long-term conditions according
to their risk status. These enable a greater focus on
those most at risk, so that resources and
interventions can be targeted to them accordingly
Estimates of the burden of patients with difficult
asthma range from 5% of patients being
responsible for 50% of asthma costs to 20% of
patients accounting for 80% of expenditure
For people who present with respiratory symptoms
between annual reviews, it is important to assess
asthma control using a recognised tool to identify
those who need treatment. In some cases this may
prevent admission to hospital for deteriorating
symptoms
The majority of people who died from asthma
(112, 57%) were not recorded as being under

Scottish Intercollegiate Guidelines Network
(SIGN)/British Thoracic Society (BTS). British
Guideline on the Management of Asthma.
Asthma priorities: influencing the agenda.
2013. Scotland. HI.
Welsh Government. Together for health – a
respiratory delivery plan. 2013.
Department of Health. Service Framework
for Respiratory Health and Wellbeing.
London: DH, 2009.
National Institute for Health Care and care
Excellence. Quality Standard for Asthma
[QS25]

Department of Health – Long term
conditions compendium of information
(2012).

British asthma guidelines 2008
Chung et al. Severe therapy resistant
asthma. Eur Res Mon. 2003;23.
National Institute for Health Care and care
Excellence. Quality Standard for Asthma
[QS25]

Levy M et al. Why asthma still kills: the
National Review of Asthma Deaths (NRAD).

than two courses of systemic
corticosteroids (oral or
injected) in the previous 12
months or require
management using British
Thoracic Society (BTS)
stepwise treatment 4 or 5 to
achieve control

Review of Asthma
Deaths (NRAD)

specialist supervision during the 12 months prior to
death. Only 83 (43%) were managed in secondary
or tertiary care during this period

Confidential Enquiry report. 2014. London,
GB, Royal College of Physicians.

7. Information and training
Measure/standard
Non-adherence to preventer
inhaled corticosteroids
continually monitored?

Parents and children, and
those who care for or teach
them are educated about
managing asthma? (emphasis
on ‘how’, ‘why’ and ‘when’
they should use their asthma
medications, recognising
when asthma is not
controlled, and knowing when
and how to seek emergency
advice)
Evidence of shared decision
making found in patient
notes?

Information provided to
patient at diagnosis which is
relevant, easy to understand
and in accessible format?

Source of
measure/standard
Recommendation
from National
Review of Asthma
Deaths (NRAD)

Rationale
Many people take less ICS than recommended by
their clinician (‘non-adherence’), and this has been
associated with poor outcomes, including death

Recommendation
from National
Review of Asthma
Deaths (NRAD)

Education will have a positive impact on adherence
and knowledge of triggers

Good practice
commissioning
guide for asthma

Giving information in isolation is not sufficient in
asthma. It needs to be accompanied by structured
self-management
support and shared decision making about
treatment

Good practice
commissioning
guide for asthma

Clinicians should be providing information to
patients in a format appropriate and
understandable to them, taking account of issues
such as language and levels of health literacy

Primary reference to support
measure/standard
Suissa S et al. Low-dose inhaled
corticosteroids and the prevention of death
from asthma. N Engl J Med. 2000;343
Suissa S et al. Regular use of inhaled
corticosteroids and the long-term
prevention of hospitalisation for
asthma. Thorax. 2002;57
Levy M et al. Why asthma still kills: the
National Review of Asthma Deaths (NRAD).
Confidential Enquiry report. 2014. London,
GB, Royal College of Physicians.

Lahdensuo A. Guided self-management of
asthma – how to do it. BMJ. 1999; 319.
Gibson PG. Limited (information only):
patient education programs for adults with
asthma. Cochrane Database Syst Rev.
002;(2).
Paasche-Orlow M et al. Tailored Education
may reduce health literacy disparities in
asthma self management. American Journal
of Respiratory and

Referral to reputable online
source on diagnosis?

Good practice
commissioning
guide for asthma

Training and assessment in
inhaler technique provided?

NICE asthma
quality standards

Critical Care Medicine. 2005; 172.
Patients should be given information at point of
Primary Care Commissioning (PCC) Designing
diagnosis which is relevant, easy to understand and and commissioning services for adults with
in an accessible format. They should be referred to asthma: A good practice guide (2012).
reputable online information sources such as NHS
Choices and Asthma UK
People with asthma need to be able to use their
National Institute for Health Care and care
inhaler correctly to ensure they receive the correct Excellence. Quality Standard for Asthma
dose of treatment. There are several types of
[QS25]
inhaler and it is important that training and
assessment are specific to each inhaler

8. Emergency care
Measure/standard
Medications assessed in
emergency care?

Hospital admission rate

Source of
measure/standard
BTS Asthma care
bundle

Hospital re-admission rates (1
month)

BTS adult asthma
audit
BTS adult asthma
audit

Hospital re-admission rates (3
months)

BTS adult asthma
audit

Peak Expiratory Flow (PEF) at
initial assessment

BTS adult asthma
audit

PEF measured postbronchodilator

BTS adult asthma
audit

Oxygen saturation on
admission
Arterial blood gas if oxygen

BTS adult asthma
audit
BTS adult asthma

Rationale
Review of medication is vital following a hospital
attendance or admission as intentional and
unintentional non-adherence to preventer
therapies (principally inhaled corticosteroids)
frequently causes deterioration in asthma
control
Readmission rates remain high and relatively
unchanged in audits over recent years
7.5% of patients were admitted within a month of
prior discharge. An additional 8.2% of admissions
had been discharged between 1 and 3 months
previously
7.5% of patients were admitted within a month of
prior discharge. An additional 8.2% of admissions
had been discharged between 1 and 3 months
previously.
Peak Expiratory Flow (PEF) was measured at initial
assessment in 81% of cases. This test is a core
variable in assessing the initial response of a
patient with acute asthma to bronchodilator
treatment, is very easy to perform and the result
informs the decision to admit
38% of patients had a post-bronchodilator reading.
This test is a core variable in assessing the initial
response of a patient with acute asthma to
bronchodilator treatment, is very easy to perform
and the result informs the decision to admit
Oxygen saturation measurements were obtained in
96.1% of patients at admission
Of those assessed, 16.3% of patients had oxygen

Primary reference to support
measure/standard
BTS and Asthma UK. Improving Outcomes in
Asthma: Asthma Care Bundle. 22nd April
2016.

BTS National Adult Asthma Audit Summary
Report 2012
BTS National Adult Asthma Audit Summary
Report 2012

BTS National Adult Asthma Audit Summary
Report 2012

BTS National Adult Asthma Audit Summary
Report 2012

BTS National Adult Asthma Audit Summary
Report 2012

BTS National Adult Asthma Audit Summary
Report 2012
BTS National Adult Asthma Audit Summary

saturation below 92%

audit

Systemic steroids within 1
hour of presentation (or
previously by GP)?
Nebuliser or spacer device
used for delivering SABAs for
emergency care?

BTS adult asthma
audit

Asthma control assessed in
those presenting with
symptoms?

NICE asthma
quality standards

saturations lower than 92% and of these, 71.21%
went on to have arterial blood gas (ABG) analysis.
The BTS/SIGN Guidelines recommend that all
patients with acute asthma and oxygen saturations
of less than 92% should have ABG analysis due to
the increased risk of hypercapnoea in these
patients, which is a feature of life-threatening
asthma
8.2% of patients did not have a smoking history
documented, this is an important aspect of the
respiratory history and an opportunity to provide
smoking cessation advice
Systemic steroids take several hours to exert their
anti-inflammatory effect, and therefore prompt
administration after presentation is important
Many emergency departments are still using
nebulisers to deliver short-acting bronchodilators
for emergency care, but a standard inhaler with a
spacer device has been shown to be as effective,
for all except those with severe asthma or life
threatening asthma
Named quality standard: list of accepted measures
provided

Severity measured in those
presenting with symptoms?

NICE asthma
quality standards

Named quality standard: list of accepted measures
provided

Oral or IV steroids received
within 1 hour of presentation
with severe or life threatening
asthma?

NICE asthma
quality standards

Named quality standard

Smoking history documented? BTS adult asthma
audit

Good practice
commissioning
guide for asthma

Report 2012

BTS National Adult Asthma Audit Summary
Report 2012

BTS National Adult Asthma Audit Summary
Report 2012
Original reference not provided

BTS/SIGN (2016) British guideline on the
management of asthma. SIGN clinical
guideline 153, good practice points in
paragraphs 4.1.2 and 4.2
Consensus based on annex 3–7 and guidance
in paragraph 8.2.3 in BTS/SIGN (2016) British
guideline on the management of asthma.
SIGN clinical guideline 153
BTS/SIGN (2016) British guideline on the
management of asthma. SIGN clinical
guideline 153, recommendations in
paragraphs 9.3.3, 9.8.4 and 12.2 and
guidance in annex 3–7

9. Discharge process from secondary care
Measure/standard
Patient (or family
members/carers
administering medicines)
inhaler technique assessed
prior to discharge?

Source of
measure/standard
BTS Asthma care
bundle

The importance of medication
adherence to good asthma
control reinforced to patients
(and/or any family members
or carers administering
medicines) prior to discharge
from emergency care?

BTS Asthma care
bundle

A written asthma action
plan (PAAP) provided to
patients and families/carers
prior to discharge?

BTS Asthma care
bundle

Triggering and exacerbating
factors in the patient’s overall
environment considered

BTS Asthma care
bundle

Rationale
Correct use of inhalers is associated with
improved outcomes for patients including a
reduction in risk of exacerbations and hospital
admission. Repeated instruction is required to
ensure that inhaler technique is optimised.
Every opportunity must be taken to promote
good inhaler technique in order to ensure
adequate delivery of therapy
Review of medication is vital following a hospital
attendance or admission as intentional and
unintentional nonadherence to preventer
therapies (principally inhaled corticosteroids)
frequently causes deterioration in asthma
control

Self-management/action plans for asthma provide
information for patients and their families on how
to carry out disease specific elements of selfcare. There is strong evidence that providing
written self -management/action plans, in
addition to verbal information, is associated with
improved patient/carer understanding of asthma
and thereby reduces risk of further attacks and
hospitalisation
Attacks may have an identifiable trigger which
should be recognised in order to minimise
exposure and reduce risk of further asthma

Primary reference to support
measure/standard
BTS and Asthma UK. Improving Outcomes in
Asthma: Asthma Care Bundle. 22nd April
2016.

BTS and Asthma UK. Improving Outcomes in
Asthma: Asthma Care Bundle. 22nd April
2016.

BTS and Asthma UK. Improving Outcomes in
Asthma: Asthma Care Bundle. 22nd April
2016.
Adams RJ et al. Factors associated with
hospital admissions and repeat emergency
department visits for adults with asthma.
Thorax.2000; 55
BTS and Asthma UK. Improving Outcomes in
Asthma: Asthma Care Bundle. 22nd April
2016.

before discharge?

Pre-discharge peak flow
measured?
Pre-discharge peak flow
variability measured?

BTS adult asthma
audit
BTS adult asthma
audit

New diagnosis patients
discharged with inhaled
steroid?

BTS adult asthma
audit

Known asthmatics admitted
on inhaled SABA only,
prescribed inhaled steroid
pre-discharge?

BTS adult asthma
audit

Adherence to treatment
measured (patient-reported
or other, better measure?)

BTS adult asthma
audit

Reasons for non-adherence
discussed and addressed?

BTS adult asthma
audit

Inhaler technique assessed on
discharge

BTS adult asthma
audit

attacks. Trigger factors include NSAIDs
smoking/smoke exposure in the home,
psychosocial instability and other issues such as
pets. Explicit attention should be paid to potential
occupational factors.
Recognition of these and other potential causes
was identified as an important factor in the NRAD
report
May predict re-admission
Variability less than 25% is thought to indicate
good control, and again has
been shown to reduce the likelihood of
readmission
Large numbers of patients who have presented
with acute asthma are not being discharged on the
appropriate anti-inflammatory treatment and this
may be an area worth targeting to try and reduce
readmissions
Large numbers of patients who have presented
with acute asthma are not being discharged on the
appropriate anti-inflammatory treatment and this
may be an area worth targeting to try and reduce
readmissions
Regular use of inhaled corticosteroids has been
shown to reduce asthma-related hospital
admissions and readmissions in patients across all
grades of severity
Regular use of inhaled corticosteroids has been
shown to reduce asthma-related hospital
admissions and readmissions in patients across all
grades of severity
Only 48.6% of patients had their inhaler technique
reviewed

Levy M et al. Why asthma still kills: the
National Review of Asthma Deaths (NRAD).
Confidential Enquiry report. 2014. London,
GB, Royal College of Physicians.

BTS National Adult Asthma Audit Summary
Report 2012
BTS National Adult Asthma Audit Summary
Report 2012

BTS National Adult Asthma Audit Summary
Report 2012

BTS National Adult Asthma Audit Summary
Report 2012

BTS National Adult Asthma Audit Summary
Report 2012

BTS National Adult Asthma Audit Summary
Report 2012

BTS National Adult Asthma Audit Summary
Report 2012

Has a detailed assessment by
a respiratory specialist been
carried out before discharge?

Good practice
commissioning
guide for asthma

Review from member of
specialist respiratory team
before discharge?

NICE asthma
quality standards

Paediatrics: Given a personal
asthma care plan on
discharge?

BTS paediatric
asthma audit
(2016)

Paediatrics: Inhaler technique
checked on discharge?

BTS paediatric
asthma audit
(2016)

Commissioners should ensure that each person
admitted with asthma receives a detailed
assessment by a respiratory specialist before
discharge
Named quality standard

Most aspects of discharge from hospital are less
than optimal with fewer than six in ten (56%)
children and families/carers being given a personal
asthma action plan. Furthermore, only four in ten
(42%) of children were reported to have had their
asthma inhaler technique assessed. The provision
of, and adherence to, action plans has been shown
to improve an individual’s control of their asthma
and reduce the number of ‘attacks’ needing
admission to hospital. Experts believe inadequate
discharge procedures could be contributing to the
current hospital re-admission rate of 15%
Experts believe inadequate discharge procedures
could be contributing to the current hospital readmission rate of 15%

Original reference not provided

Consensus based on guidance from
paragraph 5.3.2 in BTS/SIGN (2016) British
guideline on the management of asthma.
SIGN clinical guideline 153
BTS National Paediatric Asthma Audit
Summary Report 2015.

BTS National Paediatric Asthma Audit
Summary Report 2015.

10. Follow up after discharge from secondary care
Measure/standard

Source of
measure/standard
Recommendation
from National
Review of Asthma
Deaths (NRAD)
Recommendation
from National
Review of Asthma
Deaths (NRAD)

Rationale

Post-discharge clinic review
within 4 weeks?
Written advice to see GP
within 1 week?
Written action plan?

BTS adult asthma
audit
BTS adult asthma
audit
BTS adult asthma
audit

Component of BTS guidelines

Written asthma action plan
after hospital discharge?

Good practice
commissioning
guide for asthma
Good practice
commissioning
guide for asthma

Secondary care follow-up
arranged after hospital
admission for asthma
Secondary care follow-up
arranged for patients who
have attended the emergency
department two or more
times with an asthma attack
in the previous 12 months

Asthma action plan
communicated to GP practice
on discharge?

Nineteen (10%) of the 195 died within 28 days of
discharge from hospital after treatment for asthma

Nineteen (10%) of the 195 died within 28 days of
discharge from hospital after treatment for
asthma. At least 40 (21%) of the 195 people who
died had attended a hospital emergency
department with asthma at least once in the
previous year and, of these, 23 had attended twice
or more

Component of BTS guidelines
By ensuring that a written action plan is issued or
reviewed prior to discharge, the patient is better
equipped to respond appropriately to a further
exacerbation
Evidence of written asthma action plans should be
available in patients’ notes and commissioners
should actively check for this
Commissioners should ensure that no patient with
asthma leaves hospital without a written selfmanagement plan, developed jointly by the
clinician and patient, and a discussion about how
to avoid future exacerbations. This should be
communicated to the patient’s practice and
pharmacist, so they can reinforce the content of

Primary reference to support
measure/standard
Levy M et al. Why asthma still kills: the
National Review of Asthma Deaths (NRAD).
Confidential Enquiry report. 2014. London,
GB, Royal College of Physicians.
Levy M et al. Why asthma still kills: the
National Review of Asthma Deaths (NRAD).
Confidential Enquiry report. 2014. London,
GB, Royal College of Physicians.

BTS National Adult Asthma Audit Summary
Report 2012
BTS National Adult Asthma Audit Summary
Report 2012
BTS National Adult Asthma Audit Summary
Report 2012

BTS National Adult Asthma Audit Summary
Report 2012
BTS National Adult Asthma Audit Summary
Report 2012

Follow-up arrangements
made after every attendance
at an emergency department
or out-of-hours service for an
asthma attack

Recommendation
from National
Review of Asthma
Deaths (NRAD)

Follow-up in the community
arranged within 2 working
days plus specialist care
within 2 weeks?

BTS Asthma care
bundle

the plan, and give consistent advice
Nineteen (10%) of the 195 died within 28 days of
discharge from hospital after treatment for
asthma. At least 40 (21%) of the 195 people who
died had attended a hospital emergency
department with asthma at least once in the
previous year and, of these, 23 had attended twice
or more
National guidance clearly recommends early
primary care follow up to improve outcomes. Local
discussions may need to be held in order to fit this
into local systems and care pathways

Followed up by own GP
practice within 2 days of
discharge after asthma
attack?

NICE asthma
quality standards

Named quality standard

Paediatrics: Advised to visit
GP within 2 working days
after discharge?

BTS paediatric
asthma audit
(2016)

Contrary to national guidance, only 24% of
families/carers and their children were advised to
visit their GP within two working days after
discharge from hospital

Levy M et al. Why asthma still kills: the
National Review of Asthma Deaths (NRAD).
Confidential Enquiry report. 2014. London,
GB, Royal College of Physicians.

BTS and Asthma UK. Improving Outcomes in
Asthma: Asthma Care Bundle. 22nd April
2016.
NHS Improvement - Lung National
Improvement Projects - improving adult
asthma care: Emerging learning from the
national improvement projects 2010
https://adultservicesconsortium.files.wordpr
ess.com/2012/05/ asthmaimprovement.pdf
Consensus based on annex 3 and guidance
from paragraphs 9.6.3 and 9.9.7 in BTS/SIGN
(2016)
British guideline on the management of
asthma. SIGN clinical guideline 153.
BTS National Paediatric Asthma Audit
Summary Report 2015.

11. Transitional care
Measure/standard
Young people who will move
from children's to adults'
services have an annual
meeting to review transition
planning

Source of
measure/standard
NICE Quality
standard:
Transition from
children’s to adult
services (2016)

Young people who are moving
from children's to adults'
services have a named worker
to coordinate care and
support before, during and
after transfer

NICE Quality
standard:
Transition from
children’s to adult
services (2016)

Young people who will move
from children's to adults'
services meet a practitioner
from each adults' service they
will move to before they
transfer

NICE Quality
standard:
Transition from
children’s to adult
services (2016)

Rationale
Transition is a lengthy process that starts early , by
school year 9 (aged 13 to 14 years), and
continues past the point of transfer. Regular
review of transition planning ensures that a young
person's changing needs are taken into account.
Transition planning should be reviewed at least
annually , but for some young people the meetings
may need to be more frequent, depending on
their individual needs
Transition can be a difficult time for young people
and their families, because it is a lengthy process
and involves various professionals and services. A
single point of contact – preferably a person that
the young person knows and trusts – can
coordinate care and signpost to appropriate
support. This can increase attendance in adult
services and lead to a better experience of care
and better outcomes
Young people may feel unsure about moving to
adults' services, especially if they have been with
children's services for a while. Meeting a
practitioner who will take a lead role in their future
care, at least once, from each of the adults'
services they will move to can help build a young
person's confidence, reduce their concerns and
increase their willingness to have new practitioners
involved in their care. This can lead to a smoother
transition for the young person and more regular
attendance at appointments in adults' services,
with better outcomes

Primary reference to support
measure/standard
Transition from children's to adults' services
for young people using health or social care
services (2016) NICE guideline NG43,
recommendation 1.2.4

Transition from children's to adults' services
for young people using health or social care
services (2016) NICE guideline NG43,
recommendations 1.2.5 and 1.2.9

Transition from children's to adults' services
for young people using health or social care
services (2016) NICE guideline NG43,
recommendation 1.3.1

Young people who have
moved from children's to
adults' services but do not
attend their first meeting or
appointment are contacted by
adults' services and given
further opportunities to
engage

NICE Quality
standard:
Transition from
children’s to adult
services (2016)

Young people need to engage with adults' services
so that they continue to receive the care and
support they need. When young people disengage
from services during transition it can affect their
future health, mental health and social care needs

Transition from children's to adults' services
for young people using health or social care
services (2016) NICE guideline NG43,
recommendations 1.4.1 and 1.4.2

Summary of additional papers
Reference
Mohan G, Harrison BD, Badminton RM. A
confidential enquiry into deaths caused by
asthma in an English health region: implications
for general practice. Br J Gen Pract. 1996
Sep;46(410):529-32.

L P Ormerod and D E Stableforth. Asthma
mortality in Birmingham 1975-7: 53 deaths. Br
Med J. 1980 Mar 8; 280(6215): 687–690.

Plaza V, Serrano J, Picado C et al. Frequency and

Areas of poor/variable care
Poor following of BTS guidelines
Peak flow recording at appointments
Patients should have their own management plan
Patients should have their own peak flow meter
HCP should contact patients who don’t attend appointments
Relatives involved in asthma education and care
Regular checks on inhaler compliance and technique
Avoid prescribing beta blockers in asthma patients
In worsening patients, agree a plan of care and early follow up appointments
Recent discharge from hospital increases chance of death outside hospital
Non-availability of aerosol bronchodilators increases chance of death outside hospital
Underuse of corticosteroids increases chance of death outside hospital
Lack of objective measurements of airflow obstruction increases chance of death outside hospital
Inadequate initial assessment including baseline spirometry and blood gases increases chance of
death inside hospital
Significant under usage of corticosteroid increases chance of death inside hospital
Significant under usage of intravenous and nebulised bronchodilators increases chance of death
inside hospital
Failure to monitor treatment objectively increases chance of death inside hospital
Asthma attacks triggered by suspected respiratory infection

clinical characteristics of rapid-onset fatal and
near-fatal asthma. Eur Respir J. 2002
May;19(5):846-52.
Rea HH, Scragg R, Jackson R, et al. A case-control
study of deaths from asthma. Thorax. 1986 Nov;
41(11): 833–839.

Rodrigo GJ, Plaza V, Forns SB, et al. Factors
associated with mortality in patients hospitalized
in Spain and Latin America for acute severe
asthma in 1994, 1999, and 2004. J Bras Pneumol.
2008 Aug;34(8):546-51.
Rosenman KD, Hanna EA, Lyon-Callo SK et al.
Investigating Asthma Deaths Among Children and
Young Adults: Michigan Asthma Mortality
Review. Public Health Rep. 2007 May-Jun;
122(3): 373–381.
And 2006 report:
https://www.michigan.gov/documents/mdch/SC
DY_Asthma_Review_305067_7.pdf

Schmitz T, von Kries R, Wjst M et al. A nationwide
survey in Germany on fatal asthma and nearfatal asthma in children: different entities? Eur
Respir J. 2000 Nov;16(5):845-9.

Sturdy P, Victor C, Anderson H. Psychological,

Asthma attacks triggered by high rates of fume/irritant inhalation
Asthma attacks triggered by a high intake of NSAIDs
Severe disease is a risk factor for asthma death
Hospital admission in the previous year is a risk factor for asthma death
Visiting a hospital emergency department is a risk factor for asthma death
A previous life threatening asthma attack is a risk factor for asthma death
Poor disease management and compliance are a risk factor for asthma death
Use of three or more types of asthma drug within the past year is a risk factor for asthma death
independent of disease severity
Females are at higher risk of asthma death
Out of hospital cardiopulmonary arrest is associated with risk of asthma death
Arterial pH < 7.3 during hospitalisation is associated with risk of asthma death
Intensive care unit admissions are associated with risk of asthma death
Compliance issues such as elimination of asthma triggers, follow up with regular medical care were
frequent causal factors in asthma deaths
Inadequate use of steroids, and overuse of β-agonists were frequent causal factors in asthma deaths
Inadequate prescription of steroids by health care providers was a frequent causal factor in asthma
deaths
Need for specialist referral and pulmonary function testing for high testing for high risk patients was a
frequent causal factor in asthma deaths
Lack of regular medical care with primary care providers was a frequent causal factor in asthma
deaths
Respiratory tract infections were frequently reported in near-fatal asthma
The proportion of cases with rapid-type onset (duration of symptoms greater than 1 hour) was higher
in fatal asthma than near-fatal asthma
Long-term regular treatment with short actingb2-agonists was common in both near-fatal and fatal
asthma
The use of concomitant inhaled corticosteroids was significantly lower in fatal compared to non-fatal
asthma cases.
A high proportion of poor compliance was observed in both fatal and near-fatal groups
Repeated non-attendance/ poor inhaler technique was related to increased risk of death

social and health behaviour risk factors for
deaths certified as asthma: a national casecontrol study. Thorax. 2002 Dec; 57(12): 1034–
1039.
Sturdy PM, Butland BK, Anderson HR. Deaths
certified as asthma and use of medical services: a
national case-control study. Thorax 2005;60:909915
Bergström SE, Boman G, Eriksson L. Asthma
mortality among Swedish children and young
adults, a 10-year study. Respir Med. 2008
Sep;102(9):1335-41
Nasser S. An imperfect "PAST" Lessons learned
from the National Review of Asthma Deaths
(NRAD) UK. Respir Res. 2016 Jul 19;17(1):87.

Anagnostou K, Harrison B, Iles R. Risk factors for
childhood asthma deaths from the UK Eastern
Region Confidential Enquiry 2001-2006. Prim
Care Respir J. 2012 Mar;21(1):71-7.

Four psychosocial factors were associated with increased risk of death (psychosis, alcohol/drug abuse,
financial/employment problems, learning difficulties) and two with reduced risk (anxiety/prescription
of antidepressant drugs and sexual problems
Fewer general practice contacts in the previous year was associated with asthma death
More home visits in the previous year was associated with asthma death
Fewer peak expiratory flow recordings in the previous 3 months was associated with asthma death
Under-treatment was a common risk factor for asthma death
Poor adherence to prescribed treatment was a common risk factor for asthma death
Adverse psychosocial situation was a common risk factor for asthma death
Food allergy was a common risk factor for asthma death
Exposure to pet dander was a common risk factor for asthma death
Summary of key recommendations from National Audit of Asthma Deaths:
All patients with asthma to be
issued with PAAPs to include
• asthma triggers,
• current therapy,
• advice on treatment escalation and
• how to call for help
Asthma clinical phenotyping to identify likely triggers and underlying mechanism of asthma
Structured annual review of asthma control preferably timed a month before expected seasonal
exacerbation
Follow-up arranged following every attendance in ED and secondary care follow-up after each
hospital admission for asthma
Electronic surveillance of inhaler prescribing in primary care to identify those prescribed >12 shortacting beta-agonist or < 4 corticosteroid inhaler devices in previous year
Recommendations from the UK Eastern Region Confidential Enquiry 2001-2006:
 Allergic factors and seasonal allergy should be identified early
 Non-combination LABAs should be avoided
 Overuse of short-acting β2-agonists(SABAs) may indicate non-adherence with ICS
 Risk factors should be identified early
 Children should be given a written personalised asthma plan




Burr M, Davies B, Hoare A. A confidential inquiry
into asthma deaths in Wales. Thorax. 1999 Nov;
54(11): 985–989.

Bucknall CE, Slack R, Godley CC. Scottish
Confidential Inquiry into Asthma Deaths (SCIAD),
1994–6. Thorax 1999;54:978-984
Wareham NJ, Harrison BD, Jenkins PF. A district
confidential enquiry into deaths due to asthma.
Thorax. 1993 Nov;48(11):1117-20.

Peak flow measurements should be routinely recorded in patient notes
Spirometry should be used where available
Psychosocial or behavioural factors can contribute to risk of death

The following factors possibly contributed to, or were related to, death:
 Failure to keep appointments
 Psychiatric conditions
 Poor drug compliance
 Alcohol/drug abuse
 Denial of illness severity
 Smoking
 Social problems
 Recent bereavement
 Refusal of hospital admission
 Handicap/irresponsible behaviour/death wish
 Disease severity
 Inappropriate prescribing
 Non-admission to hospital
 Failure of diagnosis
 Absence of shared care
Patient factors such as poor compliance, lack of peak expiratory flow (PEF) measurements, and
overuse of reliever medication without inhaled corticosteroids, and psychosocial problems, notably
depression, were confirmed as important contributing factors to risk of death.
The following were identified as areas of poor/variable care in asthma:
 Drug treatment
 Patient advice and education
 Lack of written management plan
 Emergency care during asthma attack
 Psychological and social factors
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National Asthma Audit Development Project
1. Steering Committee prioritisation of aspects of asthma care
for inclusion in the audit

1. Please rank each aspect of care according to your opinion of the importance of its inclusion in this
National Asthma Audit, to support improvements in asthma care, where rank 1 is the most important and
rank 11 is the least important aspect of care to audit. There is more information below the ranking
matrix, about what each aspect would cover  please refer to this if you need to, before you make your
choices. Please use each ranking number only once (i.e. do not give two aspects equal ranking).
1 (most
important)

2

3

4

5

6

7

8

9

10

11 (least
important)

Structure of asthma
services
Asthma diagnosis
Prescribing
Personalised asthma
action plans
Allergens and triggers
Asthma reviews
Information and
training
Emergency care
Discharge process
from secondary care
Follow up after
discharge from
secondary care
Transitional care
(child to adult
services)

The following aspects of asthma care have been identified as potential topics for this audit, from
guidelines, previous audits and published literature highlighting poor or variable care. Measures marked
* are derived from the National Review of Asthma Deaths (NRAD):
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Structure of asthma services:
Staffing and health care professional (HCP) training* e.g. One clinical lead per asthma service
Standardised assessment tools used e.g checklist used on admission to secondary care
Access to appropriate diagnostic and support services e.g. Spirometry, psychologist
Asthma patient register developed and regularly updated
Transitional care arrangements
Asthma Diagnosis:
Time to diagnosis
Diagnosis made and recorded as per British Thoracic Society (BTS) guidelines
Diagnosis given and recorded prior to treatment
Prescribing:
Use of longacting betaagonist( LABA) inhalers without inhaled corticosteroid (ICS)*
Appropriate action taken if frequent shortacting betaagonist (SABA) use* e.g. Urgent review, step up treatment
Appropriate action taken if poor compliance with ICS use* e.g. review
Appropriate action taken if >2 courses oral corticosteroids in 12 months* e.g. review, referral
Appropriate action taken if high dose ICS use* e.g. review, step down, referral
Electronic prescribing surveillance used in primary care*
Documented discussion of treatment change with patient
Personalised asthma action plan (PAAP):
All patients provided with PAAP*
PAAP updated regularly* E.g. on annual basis for high risk patients
PAAP contains relevant key information* E.g trigger factors, current therapy, advice on treatment escalation and
how to call for help
Allergens and triggers:
Allergens/triggers documented in medical records for all asthma patients*
Allergens/triggers documented in all PAAPs*
Adults with newly diagnosed asthma assessed for occupational causes
Allergens/triggers considered before discharge from secondary care
History of smoking documented in medical records*
Current smokers offered referral to cessation service*
Paediatric patients assessed for exposure to tobacco smoke
Asthma reviews:
Structured annual review for all asthma patients in primary care
Content of review:
Assessment of asthma control using standardised measure
Inhaler technique*
Review of medication*
Review PAAP*
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High risk patients offered more frequent reviews*
Review provided by HCP with specialist asthma training*
Action taken if loss of control identified at review*
Information and training:
Training and technique assessment provided for each new inhaler
Inhaler technique discussed and documented at every annual review*
Inhaler technique checked by pharmacist when new inhaler dispensed*
Adherence monitored continually*
Reasons for nonadherence discussed/documented
Evidence of shared decision making in notes
Information provided to patients is in understandable format
Patients referred to reputable online sources

Emergency Care:
Hospital admission and readmission rates
ITU admissions
Appropriate secondary care follow up arranged and conducted e.g Postdischarge clinic review within 4 weeks
Appropriate primary care follow up arranged and conducted e.g Written advice to see GP within 1 week
PAAP communicated to GP on discharge
Appropriate initial procedures:
Assessment e.g Peak flow, Oxygen saturations
Treatment e.g Systemic steroids within 1 hour of presentation
Measurement of severity, history and asthma control

Discharge process from secondary care:
•Prior to discharge:
Inhaler technique assessed*
Adherence measured and discussed with patient
PAAP provided*
Triggers considered*
Peak flow and variability measured
Review by member of specialist team
Appropriate treatment provided e.g New diagnosis patients discharged with inhaled steroid
Follow up after discharge from secondary care:
Appropriate secondary care follow up arranged and conducted* e.g Postdischarge clinic review within 1 month
Appropriate primary care follow up arranged and conducted* e.g Written advice to see GP within 2 working days
Appropriate primary care follow up arranged and conducted after ED visit*
PAAP communicated to GP on discharge
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Transitional care (from child to adult services):
Young people moving to adult services will have:
An annual meeting to review transition planning
A named worker to coordinate care and support before, during and after transfer
A meeting with a practitioner from each adults' service they will move to before they transfer
Those who do not attend their first meeting or appointment are contacted by adult services and given
further opportunities to engage.

2. National Asthma Audit Development Project
2. Would you like to provide any comments on the reasons for your rankings?
Yes
No

3. Reasons for rankings
Please provide any comments you would like to make on the reasons for any of your rankings. You do
not have to provide comments for all your rankings.

3. I chose my ranking for 'Structure of asthma services' because...

4. I chose my ranking for 'Asthma diagnosis' because...

5. I chose my ranking for 'Prescribing' because...
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6. I chose my ranking for 'Personalised asthma action plans' because...

7. I chose my ranking for 'Asthma reviews' because...

8. I chose my ranking for 'Information and training' because...

9. I chose my ranking for 'Emergency care' because...

10. I chose my ranking for 'Discharge process from secondary care' because...
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11. I chose my ranking for 'Follow up after discharge from secondary care' because...

12. I chose my ranking for 'Transitional care' because...

4. Overall comments

13. Please add any other comments you would like to make

5. Thank you
You have completed the Steering Committee survey. Many thanks for taking the time to do this.

14. Please provide your name, so that we know you have taken part in this ranking exercise. If your
individual responses are shared with the rest of the Steering Committee they will not be attributed to
you unless you choose to associate yourself with a comment highlighted during Steering Committee
discussion. The individual responses and comments will not be published outside the Steering
Committee. Name:
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