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and young people

What does the future hold for the delivery of asthma care for children
and young people as we wait for the final version of BTS/SIGN/NICE
guidance, and what challenges does the guideline pose for general

practice nurses?

VIV MARSH

RN, QN

Independent Prescriber

Clinical Lead for Children's Asthma
Transformation, Black Country ICB

onsultation on the long-awaited
' joint asthma guideline from the

British Thoracic Society, Scottish
Intercollegiate Guidelines Network and
National Institute for Health and Care
Excellence (BTS/SIGN/NICE)" has now closed
and final publication is expected later this
year. Undoubtedly the new guideline will
support some of the transformations to
asthma care that are already taking place
and, from listening to the lively discussion in

Outcomes for CYP with asthmain the UK are
among the poorest in the world and mortality rates
for 10—24-year-olds are the highest in Europe

In association with
ODROTHERHAM
Respiratory

16 PRACTICE NURSE - SEPTEMBER/OCTOBER 2024

the respiratory world, it appears that the
document is being seen in a positive light
and will be welcomed. However, what does
it mean for children and young people (CYP)
with asthma - or who may have asthma -
and are there any drawbacks for this age
group?

This article seeks to explore what the
future could hold for the delivery of asthma
care for children and young people, and
most importantly, what the implications
could be for children, young people and

their families with implementation of the
guideline.

CURRENT GAPS IN ASTHMA
CARE FOR CYP

Outcomes for CYP with asthma in the UK are
among the poorest in the world and
mortality rates for 10-24-year-olds are the
highest in Europe.? You may feel that this is
truly shocking given that the UK is a leading
first world country with a reputable health
service; do hold that thought as you
continue to read this article.

Many issues impacting asthma
outcomes for CYP have been known and
well documented for years. These include
poor perceptions of asthma among
professionals, as well as children, young
people and their families, low levels of
confidence for managing asthma in
younger age groups in primary care, and
poor self-management skills.> More recently
the role of health inequalities has become
more widely recognised, with children living
in the poorest areas being at the greatest
risk of hospital admission due to an asthma
attack.*

Narrowing down these issues, there are
three clinical areas where huge gaps
currently exist for children in the UK. While
considering each in turn, the extent to
which the new guideline might provide a
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foundation for improvement will be
discussed.

1. NO CLEAR DIAGNOSTIC
PROCESS

Current drivers for improving health
outcomes across the NHS include early and
accurate diagnosis of medical conditions.
This is seen clearly in the national bundle of
care for children and young people with
asthma which points out that unrecognised
and untreated asthma leads to dangerous
asthma attacks and impairs quality of life for
children and their families.> Asthmais a
condition that is both under, and over
diagnosed,® and in a bid to improve
diagnostic accuracy the draft joint guideline
recommends that diagnosis of asthma
should not be confirmed without a clinical
history suggestive of asthma and a
supporting objective test.

The draft document clarifies that
treatment should not be delayed in
patients who are acutely unwell and that
professionals should be aware that the
results of spirometry and Fractional exhaled
Nitric Oxide (FeNO) tests may be affected in
people being treated with inhaled
corticosteroids (ICS).

Because of the variable nature of asthma,

FeNO s the recommendedobjective test
for CYP, but is not universally available

diagnosis in patients of any age is difficult as
results may be normal at the time of testing,
but this does not rule out a diagnosis of
asthma. (Tests tend to rule in asthma rather
than rule it out, and they may need to be
repeated over time.) It is important to

FIGURE 1. TESTING RECOMMENDATIONS

FOR CHILDREN AGED 5-16

SPT or
blood test

~
@ Diagnose asthma if FeNO >35pbb
J
N\
@ Diagnose asthma if improvement in FEV1 of >12%
from baseline or >10% predicted normal
J
® Exclude asthmais no evidence of sensitisation to
HDM or IgE not raised
@ Diagnose asthma if evidence of sensitisation to
HDM or raised IgE or eosinophil level > 0.5x10°/litre
S
BDR, bronchodilator reversibility; FeNO, Fractional exhaled Nitric Oxide;
IgE, Immunoglobulin E; pbb, parts per billion; SPT, skin prick testing
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recognise that these difficulties are
amplified in children who may not be able
to perform the preferred objective tests to
the required standard; while this is
acknowledged by the guideline committee,
it would not appear to be fully appreciated
and there is no pragmatic guidance to
support children, their families or
professionals other than to send children for
blood tests or refer them for specialist care!
As professionals we find the diagnosis of
asthma in children both challenging and
frustrating for the reasons outlined above.
But we must also remember that this is a
difficult time for children and their families,
and a recent study found that parents felt
unsupported and misunderstood during the
diagnostic process.”

A sequence of testing, based on
economic analysis is provided for children
from 5 years of age. Tests are seeking
evidence of inflammation (airway or blood
biomarkers), reversible airflow limitation or
allergic sensitisation. The first recommended
test is FeNo, a biomarker of inflammation in
the airways. If asthma cannot be diagnosed
by FeNO (e.g. not available, normal result)
the next test is Bronchodilator Reversibility
(BDR) using spirometry and if asthma cannot
be diagnosed by BDR the next
recommended test is either Skin Prick Testing
(SPT) or blood testing (Figure 1).
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If there are no positive test results but
asthma is still suspected the child should be
referred to a paediatric respiratory specialist
for a second opinion and consideration of a
bronchial challenge test.

It will be glaringly obvious to readers
that access to the objective tests suggested
in the draft guidance, already limited in
primary care for adults, is largely
unavailable for children. In the short to
medium term, an increase in referral for
blood tests and for specialist opinion should
be expected, which in the author’s opinion
is not in the interests of children and their
families or of the NHS.

National drivers are calling for
improvements not just in diagnostic
accuracy but also to diagnose asthma as
early as possible.® The reason for this is so
that children can be commenced on the
treatment (inhaled corticosteroids, ICS) that
will protect them from the impact of
uncontrolled symptoms and potentially life-
threatening asthma attacks, in addition to
supporting healthy lung development and
growth reducing the risk of impaired lung
function later in life.®

The draft joint guideline recommends
that children under 5 can be treated based
on clinical judgement and that once they
reach 5 years of age, objective tests can be
attempted. Children should be observed,
managed using clinical judgement and
retests should be attempted every 6-12
months ‘until satisfactory results are
obtained" During this period trials of
paediatric low dose ICS can be used for
periods of 8-12 weeks followed by observed
periods without ICS. It is vital that this
process is monitored carefully and that
parents are well supported, otherwise the
risk of asthma attacks will increase.

It is disappointing that the joint
guideline does not include a’monitored trial
of treatment’for children over 5 years of
age. It is currently, and likely to remain for
some time, a useful tool to support the
diagnosis of asthma in young children.” The
main limitation of using a‘monitored trial of
treatment’is that all too often it is not
administered correctly, rendering it useless
for diagnostic purposes. There is an
opportunity to directly impact and improve
outcomes for children with asthma by
providing clear guidance around this
process in the final guideline, the question
is, will it be taken?
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Although the guideline
recommendations will be a lever for
improving availability and access to tests for
all who need them over time, the reality is
that for children the benefits are a long way
off. So, while on the one hand the call to
improve the accuracy of diagnosis with the
requirement for objective tests must be
seen positively, there is a risk that the
guidance could widen existing gaps for
children.

2.INCONSISTENT PROVISION
OF ESSENTIAL ASTHMA CARE
Evidence-based care for people with a
diagnosis of asthma includes regular
monitoring, pharmacological and non-
pharmacological management, and support
for self-management.’® Driven by targets,
indicators, capacity issues and poor
understanding of the nature of the
condition, delivery of asthma care has
become routinised in primary care. As a
result, personalised care, which is advocated
in policy and vital for effectively supporting
self-management, can be difficult to
achieve in the real world."

In England, the Quality Outcomes
Framework (at the time of writing) requires
practices to maintain a register of patients
with asthma from 6 years of age. But what
about children under 6 years of age? This
element of the framework is outdated given
that asthma (or suspected asthma) will
increasingly be diagnosed before 6 years of
age - surely these children should be also
be monitored!

The draft joint guideline indicates that
all patients with asthma or suspected
asthma require monitoring and this may
prove to be a lever to ensure children with
asthma or suspected asthma have access to
the care they need. Monitoring asthma
control is highlighted with a
recommendation to check:

@ Time off work or school due to asthma

® Amount of reliever inhaler used

® Number of courses of oral corticosteroids
® Active or passive exposure to smoking

It is unclear why the use of a symptom
questionnaire for children under 12 is not
suggested in the draft joint guideline, as it is
for adults. This may be due to the lack of
consistency and agreement between the
tools validated for use in this age group,"
and indeed as a result of limitations in their

reliability, Carroll has suggested that a
patient-focused consultation has more to
offer children with asthma and their
families.'

Peak Expiratory Flow measurements are
not recommended for monitoring purposes
but consideration of FeNO is suggested.

The draft joint guideline includes a
strong message about checking inhaler
technique stating that patients should be
observed using their inhaler device (and
spacer where relevant) to check that they
can use it properly:
® Atevery asthma review, either routine or

unscheduled
® Atevery consultation
® When there is deterioration in asthma

control
® When the inhaler device is changed
® When the person asks for it to be
checked or changed.

Alternatives should be found for anyone
who cannot use their device correctly and
we must remember here that this includes
spacer devices. Many patients, and almost all
children under 10 years of age, use
pressurised Metered Dose Inhalers (pMDlIs)
with which a spacer device should always
be used to ensure optimal deposition of
drug particles in the airways.

In terms of pharmacological
management, the draft joint guideline is
very clear that short acting beta2 agonists
must not be prescribed without
concomitant prescription of inhaled
corticosteroid for people of any age with
asthma. The evidence linking SABA-only
treatment to increased asthma risk is well
documented, and this guideline will join
other key drivers in the call to eradicating
this practice. However, there is no
guarantee that patients who are prescribed
separate ICS-containing and SABA inhalers
will use their inhalers correctly as
prescribed, and the likelihood of SABA
overuse will continue to be a major issue in
asthma management until the recent
advances outlined below are available to
all.

One of the real positives to be taken
from the draft joint guideline is the strength
of support for greater use of Maintenance
and Reliever Therapy (MART) and Anti-
Inflammatory Reliever (AIR) treatment
approaches. Where patients have a single
inhaler for both maintenance and reliever or
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as needed only reliever treatment, use of
beta agonist without ICS should not occur
thereby eliminating the risk. It is important to
note that patients treated with the MART or
AIR approach must not be prescribed
separate SABA inhalers.

We must remember that MART and AIR
are not the panacea for all because many
patients will not want or be able to manage
their asthma in this way. Furthermore,
current licensing arrangements do not
support the use of MART or AIR in children
under 12 years of age, although this is likely
to change in the near future.

The draft joint guideline pharmacological
management recommendations for children
aged 5-11 years begin with twice daily
paediatric low dose ICS with SABA as needed.
Following this, the options are a MART or
non-MART pathway. MART can be considered
if the child and family are assessed to have
the ability to manage a MART regimen. This
approach will be off label until MART
products licensed for this age group are
available.

On the MART pathway, children not
controlled on paediatric low dose MART can
increase to paediatric moderate dose MART,
but in the non-MART pathway the
recommendation is to try a leukotriene
receptor antagonist (LTRA) initially, if add-on
therapy to the twice daily ICS plus as needed
SABA is indicated. The appropriateness of
this has undoubtably been raised in the
guideline consultation process given the risk
of neuro-psychiatric adverse effects with
LTRA.®
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The option to use an ICS/LABA (Long-
Acting Beta Agonist) plus SABA as needed is
then included, with or without LTRA, and
moving from paediatric low dose to
paediatric moderate dose if necessary.

Children with ongoing poor asthma
control at this point should be referred for
specialist care.

Children under 5 years of age with
asthma can be treated with paediatric low
dose ICS plus as needed SABA titrated to
paediatric moderate dose ICS with further
addition of LTRA if symptom control cannot
be achieved. Beyond this, referral to
specialist care is recommended.
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ASTHMA RISK
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factors include:
® Non-adherence to medication
® Over-use of SABA inhalers
® Repeated episodes of unscheduled care
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of care for children and young people with
asthma?® highlights that children who have
had two asthma attacks in 12 months should
be regarded as high risk, and this provides a
clear steer to primary care to identify and
prioritise these children for review.
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