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How good are we
at managing
asthma in the UK?




Age-standardised death rate for asthma in OECD countries

2012, rate per100,000 population
Provier: OECD
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T 4 Royal College
2y of Physicians

46% of deaths were
avoidable

Why asthma still kills
The National Review
of Asthma Deaths (NRAD)

19 recommendations
made
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SABINA: An Overview of Short-Acting B,-
Agonist Use in Asthma in European

Countries

Original Research | Open Access | Published: 24 January 2020 | 37,1124-1135(2020)

SCAN ME
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? Children and young people (5-16)

(with a history of suggestive asthma)

Recommended objective tests for diagnosing asthma in children and young people (5-16)

Bronchodilator
reversibility (BDR)
with spirometry

Skin prick test or
total IgE and
blood eosinophils

FeNO FPeak expiratory

(if available) flow variability

G

BDOR delayed or
not available
Children (under 5)
L
i (with a history of suggestive asthma)

Objective tests are not usually possible in children under 5, so diagnosis should be based on clinical
suspicion, test of treatment (using a low dose inhaled corticosteroid (ICS)) and regular review.



Managing Recurrent Wheeze/Asthma in *m Management and treatment of children under 5

Children aged < 5 years (primary care)

Healthier Together years old

Gl (e

in children aged <5 years

numtﬁa::::m ::;eem episodes Tows o more of wheeze, cough, ;‘i on-going treatment if symptoms reoccur
e su ive of asthma® breathlessness & chest tightness
Check no Red Flags for alternative diagnosis® Recorded observation of wheaze
““::“::"’ & Recurrent episodes Children under 5 with suspected asthma and symptoms indicating need for maintenance therapy or
severe acute episodes of difficulty breathing and wheeze
Assess symptoms & week trial of very low dose IC5 %, Consider Symptom variability
Check inhaler LTRA if difficulty administering inhalers *
i Absence of i ) : 5 ;
tiEu':jT:;E Stop trial & re-assess symptoms 8 weeks later T&mims suggesting Consider 8 - 12 week trial of twice daily paediatric low-dose ICS
environmental 4
factors = e “":':: femily history of If symptoms do not If symptoms resolve
Update personal STEP 2 il resolve during trial during trial
i . .
asthma acton plan impcoved on il & symptoms recured
Cystic fibrosis/Bronchiectasis Check inhaler technique and Copsnder stopping ICS and SABA treatment after 8 - 12 weeks and
te-start adherence. whether there is an review symptoms after a further 3 months
No improvement Primary ciliary dyskinesia ) X
" environmental source of their &
o T i ] . .
Consider alternative diagnoses Chronic lung disease of prematurity symptoms and review if an

If diagnostic uncertainty and no improvement, A A
consider referral to general paediatrics T altemative diagnosis is likely If symptoms recur after review or acute episode requires systemic

Stepping Up or E corticosteroids or hospitalisation
Dowen: Meuromuscular disorders &

G;::;:‘:‘:;" Add LTRA (if not started initially) or increase Protracted hacterial hronchitis |
&
e tallead ICS to low dose pecumment 2spiration of Relm Refer the child to a specialist in Restart regular ICS. Begin at paediatric low dose and

astiyna care if none of thess titrate up to a paediatric moderate dose if needed
explain treatment failure &

G0 to previous step Immune/Host defence disorders

if symptoms well

Pertussis

controlled if no improvement, refer to general paediatrics Consider a further trial without treatment after reviewing the child
Tracheal/ laryngeal disorders within 12 months
# Recommended doses of ICS
* Low dose: Beclomethasone 200mcg bd  Fluticasone 100mcg bd Tuberculosis ¢ If asthma is uncontrolied
* Very low dose: Baclomethasone 100mcg bd  Fluticasone 50mcg bd T
See nghtbreathe com for spacer/inhaler options Consider an LTRA in addition to the ICS for a trial of

8 - 12 weeks, then stop if ineffective or side effects

receptor antagonist; URTI = Upper respiratory & If asthma is uncontrolied
tract infection
Restart lar ICS. in at paediatric low d d
Based on guidance from Wessex Pomemie sopieioe. 1 oo s oo
Paediatric Respiratory Metwork, Sebastian P P
Gray, Graham Roberts, V4 14 11 2020



https://www.what0-18.nhs.uk/application/files/4116/2400/3346/Primary_care_Recurrent_wheeze_under_5s_24_5_21_FINAL.pdf

Treatment for people newly diagnosed with
asthma

Asthma treatment/inhaler should be based on individual patient criteria and part of a .
shared decision-making process with the patient. See PCRS's Tailored Inhaler
Devices for more information.

! Adults and young people (12 years+)

1. The new NICE/BTS/SIGN asthma guideline now recommends SABA free pathways
to reduce the risks associated with SABA overuse. These are anti-inflammatory
reliever (AIR) and maintenance and reliever therapy (MART) which use a
combination of ICS/formoterol.

2.0nly certain ICS/formoterol inhalers are licensed for reliever therapy.

Key points

Newly diagnosed asthma in people If highly symptomatic or there are severe exacerbations, offer
aged 12 and over low-dose MART

f asthma is contralled, consider stepping down

5 f asth

AlR therapy ed, offe urcor

Offer low-dose ICS / Refer people
formotercl combination Check FeMNO level, if toa

inhaler to be taken as Low-dose Moderate- available, and blood specialist in
needed (PRN) MART dose MART eosinophil count asthma care

If neither is raised

Consider a trial of either leukotriene receptor antagonists (LTRA) or long-acting muscarinic antagonists
(LAMA) used in addition to moderate-dose MART for 8-12 weeks unless there are side effacts
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Adh

In November 2024, no asthma inhalers were licensed for MART in children under 12, so use would
be off-label

Children and young people (5 -11)

Newly diagnosed asthma in

children aged 5-11 years Ofter twice-daily paediatric low-dose ICS

If asthma is
uncontrollea

Assess ability to manage MART regimen Unabile to

Able to manage MART regimen ”-‘"llli-]:
Consider adding an LTRA to twice daily Al bl
Consider paediatric low-dose MART paediatric low-dose ICS for a trial period of o p s regimen

I 8-12 weeks. Stop if ineffective or side effects.

Consider increasing to pasdiatric uncontrolied
moderate-dose MART

If asthma is
uncontrollea

Offer twice daily paediatnic low-dose ICS /
long-acting beta-2 agonists (LABA) o p e 8
combination {with or without an LTRA) il IF asthma b

f asthma is
uncontrolied
Refer the child to a specialist in

asthma care
—— Offer twice daily paediatric moderate-dose ICS Vith
R bl | | ABA combination (with or without an LTRA) ABA

uncontroliea




Fifteen-minute consultation:
Maintenance and reliever therapy
for the management of asthma in
children and young people

Angela Tang
Katharine Pike

FIGURE 1. EXAMPLE STEPWISE AIR/MART TREATMENT PLAN FOR CHILDREN AGED 12 YEARS +

MAINTENANCE

RELIEVER

34

,! Sebastian Jason Gray © ,* Gary Connett ©,

5

Medium dose
Low dose ICS/LABA ICS/LABA MART
MART Referral to specialist
(e.g. Symbicort 200/6, asthma chinic
(e.g. Symbicort 100/6 or Duoresp 160/4.5) '
100/3)

1-2 actuations twice
daily (or 2 actuations
once daily)

1 -2 actuations twice
daily (or 2 actuations
daily)

None

| |

ICS/LABA 1 actuation as required up to maximum total daily dose for device

STEP UP when symptoms are uncontrolled
-
—

STEP DOWN when symptoms have been well controlled

Table 2 Example inhaler devices licensed for AIR/MART in the UK and recommended dosing, other devies are gaining licenses for

use in CYpHi-2
Indicative
Estimated carbon carbon
footprint/actuation  footprint/
Recommended AIRMART (g CO2e) midpoint  inhaler (g
Inhaler dosing Maximum dose Licence value CO2e)
Symbicort 10046 MART: 2 actuations daily in  Use up o 8 acluations  MART usage 483 5796
Turbohaler DF 1-2 divided doses. per day. Licensed i children
[Budesonide Plus 1 acbuation as required A maximum of 12 aged 12 years and
1 0b¢formetencl B) far relief of sympioms, artuations per day aver.
increased if necessary up to  can be used for a
.- b actuations as required. limited time but
B medical assessment &
recommended.
LT
Symbicoet 20006 MART: 2 aciuations daily in  Use up to 8 actuations  Licensed for children 667 BOOLA
Turbohaker DF 1-2 divided doses. peer day. aged 12 years and
(Budesonide Plus 1 acbuation as required A maximum of 12 aver
200 formeaterol &) far relief of sympioms, arbuations per day
Increased if necessary up to  can be wsed for a
. b actuations a5 requined. limited time but
- As-needed AIR: 1 actuation medical assessment ks
as required for relief of recammended.
G symgtoms, inreased if
necessary ugp o & achuations
as required.
Symbicort 1003 phDI MART: 4 inhalations in 1-2  Use up o 16 actuations Licensed for children 28667 304004
(Budesonide divided doses, increased If per day. aged 12 years and  (This aption s less
100 ormeatescl 3) needed up to 4 inhalatiors  Can be increased o over preferred compared
twi times per day. 24 inhalations per day with dry posaler
Plus 2 inhalations as fior a limited time but devices due fo
required for symploms, medical assesement & significant carban
increased up to 12 recommended. foodprint.)
Inhalations as required.
DuaResp Spinomax 16004.5 MART: 2 acuations daily in  Use up to B actustions  Licensed in children 6.8 &30
inhalation powder 1-2 divided doses, increased  per day. aged 12 years and
[Budesonide if necessany to 2 inhalations A maximum of 12 averL
1 &formetenad 4.5) two times per day. actuations daily can be
Plus 1 acbuation as required  wsed for a limited time
= up ta & inhalations as. brt medical assessment
| = required, max & inhalations  is recommeendied.
&
(Equitvalent to Symbicort
204G}
WickAIR 160/4.5 MART: 1-2 actuations Use up io § actuations  Licensed in children Mo data Ho data
inhalation powder two times per day o 2 e day. aged 12 years and
desice** actuations once daily. Mazimum of up to aVerL
(Budesonide Plus 1 acbuation as needed 12 actuations per day
1 60formeatennl 4.5) up to 6 actuations in a for a limited time but
simgle ooasion, medical assessment &
recomamended.
(Equivalent to Symbicort
200¢G)

*Owned and distributed by Philip Morris International {PMI) and not endarsed by British Thoracic Sodety (8T5) and Asthma + Lung UK.

AR, anti-inflammatorny reliever theragy; DPI, dry powder inhaler; MART, maintenance and reliever theragy: pMDI, pressurised metered-dose inhaler.
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Healthy Schools and wellbeing of children and young people

Wiltshire Healthy Schools News Core themes Audit Resources Partnership projects Sustainability Contactus

SCAN ME

Core themes Asthma Friendly Schools
The whole school

Bath and North East Somerset,
Swindon and Wiltshire Together

British Values and
Prevent

Domestic Abuse

Early Years The Asthma Friendly Schools programme, open to all Wiltshire Asthma Friendly Schools (September 2024)
Health brotection Schogls in Wiltshire, will not only support your pupils’ . |

P physical health but also their educational attainment * Nursteed Community Primary School
S . . through improved attendance and curriculum e Salisbury Cathedral School

upporting pupll engagement.
participation ‘ Asthma Friendly School Criteria Checklist
Working with parents Aims From May 2024 Wiltshire schools can accredit as
* To reduce avoidable harm to children and improve Asthma Friendly Schools, using the following criteria:

School nurses quality of life

A1. Qur school has an Asthma Policy
* To reduce asthma related school absences

e To promote good asthma management for

PSHE A2. Qur school has a register of all students with



Learn Live broadcast to schools

For 2024, the programme team commissioned LearnLive to develop a “live” broadcast focused on children and
young people’s asthma called #AskAboutAsthma 2024: How we can all support young people with asthma to
live their best lives. This was broadcast Friday 13™ September at 10am. It included a presentation from Seb Gray
focussing on asthma for older primary school children and a Q&A session with asthma paediatrician Chin Nwokoro,
young person with lived experience Issy Utley and asthma CNS Emily Guilmant-Farry.

6,682 87%

people watched the broadcast of views were from London
live (approx. 74 schools)

“What steps should | take if a 8 39 1
J

student has an asthma attack

during class?” people watched the broadcast
on demand




Best practice

Salistory

W01 Pmmdeson Taat

RETURN YOUR USED
INHALERS HERE

TO HELP REDUCE
YOUR CARBON
FOOTPRINT

Returned inhalers will be incinerated
to destroy the greenhouse gases

Fifteen-minute consultation:
considering greener asthma
treatments for children and
young people

Olivia Falconer © ," Katie Knight © ,? Sebastian Jason Gray'

Clinical bottom line

LEENELASTAMA TREATMENT:
_GOLOEN OPPORTUNITY O 16D HAG7

’N»,' i
. ot

» Getting basic asthma care right is key

» Encourage patients to dispose of inhalers in designated
bins

» Consider switching to a DPI or more sustainable inhaler
device only if appropriate for your patient and their
current situation

» The greenest treatment plan will optimally manage
symptoms with minimum medication, keeping the
patient well and out of hospital




What 60s about St er
exacerbations?



Eightning Learning: Steroids in Asthma # E M 3

Jy em3.org.uk  [»

STOP!
The UK has some of the highest

rates of asthma in the world affecting
about 1-in-10 children.

In 2018 there were 25,128 cases of
under-16s going to hospital with
asthma. (NHS England)

=» Steroids are used to reduce acute
exacerbation, severity
and duration.

Treatment options include a
short course of oral
corticosteroid (typically 3 days
of oral prednisolone).

Data suggests that the use of
oral dexamethasone is
non-inferior compared to oral
prednisolone.™

Consider a single dose of oral
dexamethasone for acute
asthma exacerbation in children.

E" 4 f @ ‘ @EMSFOAMed East Midlands Emergency Medicine Educational Media
LOOK

There is increased evidence of
vomiting with l-

With the use of |«
we can reduce...

Oral = 0.6 mg/kg ®

(maximum of 16 mg/dose)

The incidence of children el

vomiting at home and ED . Comparative efficacy of oral

dexamethasone versus oral

prednisone in acute pediatric

TTO dispensing asthma (F. Qureshi et al.)
http://bit.ly/2kuWKB9

. Dexamethasone for acute
asthma exacerbations in
children: a meta-analysis
(G.E. Keeney et al.)
http:/bit.ly/2ks1jfn

. Management of Wheeze
and Asthma in Children
(Local Paediatric ED guideline)
http:/bit.ly/2I1ZRWES

Non-compliance at home

Author: Shien Chen Lee  Date: 23.09.2019  Version: 1.0



Clinical bottom line

» A single dose of 0.3 mg/kg dexamethasone orally for children
presenting acutely with asthma or wheeze is non-inferior to
3-5 days of oral prednisolone (1 mg/kg/day) (grade A).

SCAN ME » Higher doses of dexamethasone (0.6 mg'kg) for children

under 5 years result in a higher corticosteroid dose than

recommended in current national British Thoradic Society
guidance (grade A).




Dose | Formulation | Cost Total | Total | Comments
per cost cost
dose | equiv. | equiv,
3/7 5/7

\, N Prednisolone @ 30mg | Smg tablets | 10 30p S0p

| 2mg/kg pence

2mg/Sml £1,50 [ £1.50 £3.00 Strength of liquid
Dexamethasone Img is impractical (e.g.
@ 600microgram/kg 9mg dose =
22.5ml)  Max
dose cap is 16mg
(=a whopping
40mi!)

2mgsoluble | £1.20 | £1.20 | £2.40 | Increases our

tablets costs by approx.
300-400%, so
‘ clearly not an edsy
sell from that
perspective.
e
HE % Oh Dreaaivacthia e Prodsisse
Altamim, Canala, 2006 020 {001 -1.09) 57 il
Cireenbery, USA, 2008 it 0.53 {0.18-1.55) 5151 /3R
Giordon, USA, 2007 * 0,06 (0,00-0.94) &S LRt
Cureshi, USA, 2001 —_— 0,00 (0.01-0.72) 1309 111319
Overall (1° = 18,7%) * .29 (0,12-40,60) wE6 2SI
. 1
LLTE] 1 293
Womiting in the ED {Relative Bisk)




Oral systemic corticosteroids in children with acute
asthma exacerbations: a systematic review and
network meta-analysis

Shunsuke Amagasa @ ,' Shu Utsumi @, Kie Okajima,' Satoko Uematsu’

ABSTRACT

Objective To evaluate the efficacy differentials among
corticasteroid regimens by type, dosage and duration,
we conducted a systematic review and network meta-
analysis of randomised controlled trials (RCTs).
Methods We searched four databases from their
inception to March 2024 and included RCTs that
evaluated oral corticosteroids for asthma exacerbations
in young people aged <21 years. We compared six
regimens (dexamethasone (DEXA) 0.3 mo/kg/day
administered for 1day, DEXA 0.6 mg/kaiday for 1day,
DEXA 0.6 mgfkg/day for 2days, prednisolone (PSL)
1.0mgfkg/day for 3 days, PSL 1.0-1.5mg/kg/day for
Sdays and PSL 2.0mug/kg/day for 5 days). Primary

e outcome was relapse within 14 days, defined as
unplanned visit to an emergency department or primary
SC AN M E care physician.

Results Eleven studies involving 2353 patients were
analysed in our quantitative synthesis. There were no
significant differences in the relapse rates among 15
comparisons of six regimens. As part of the results,

the network estimate showed that DEXA (0.3 mgikg/
day=1day) compared with PSL (1.0 mgfkg/day for
3days) had a risk ratio (RR) of 0.99 (95% C10.56 to
1.74), and DEXA (0.6 mg/kg/day for 2 days) compared
with PSL (1.0-1.5mgkg/day=5 days) had an RR of 1.29
{95% €I 0.84 1o 1.98). The certainty of the evidence for
the included comparisons was low to very low.
Conclusion In this network meta-analysis, there were
no significant differences in the efficacy of commonly
wsed corticosteroid regimens for acute exacerbations

in childhaod asthma. Short-term oral DEXA may be an
acceptable alternative to a longer course of PSL.
PROSPERO registration number CRD
42023449189




Systemic steroids
> BB.0% of CYP received systemic corticosteroids during their admission, but these were not given early:

only 38.7% of CYP aged & years or older who had not received systemic corticosteroids before arrival at
hospital, received them within 1 hour of arrival.

> The median time to administration of systemic corticosteroids was 1 hour (IOR 1-3 hours).







Impact of oral corticosteroids on respiratory
outcomes in acute preschool wheeze: a randomised
clinical trial

Alexandra Wallace @ ,"? Owen Sinclair>* Michael Shepherd,** Jocelyn Neutze,*’
Adrian Trenholme,® Eunicia Tan,®’ Christine Brabyn,® Megan Bonisch,* Naomi Grey,
David W Johnson,” David McNamara,>'® John M D Thompson,? Innes Asher, '
Stuart R Dalziel**’

WASP (Wheeze and Steroids in Preschoolers)

What this study adds?

STUDY

What is already known on this topic?

» Wheeze associated with respiratory illness is » Prednisolone does not alter respiratory
common in preschool children and is a frequent outcomes at 24 hours or beyond.
cause for hospital presentation or admission. » Prednisolone may reduce admission rate and

» Unlike asthma in older children, the escalation of therapy in preschool children with
pathophysiology of wheeze in preschool wheeze.
children is multifactorial. » Further studies are required to determine

» Despite conflicting evidence, the British Thoracic whether a single dose of oral prednisolone
Society recommends administration of a 3- improves short-term respiratory outcomes for
day course of oral prednisolone to preschool preschool children presenting to hospital with

children with moderate or severe wheeze. wheeze.






Children and the Risk of Fractures Caused by Oral Corticosteroids

TP VAN STAA.'~ C COOPER.' HGM LEUFKENS.? and N BISHOP*

No. of No. of Crude OR Adjusted OR
cases controls (95% C1) (95% CI)*
Use of oral corticosteroids
Mon-use 20,716 20,876 Reference Reference
Number of prior prescriptions
=4 172 116 1.52 (1.19-1.93) 1.32 (1.03-1.69)
Daily dose (mg prednisolone or equivalent)
=30 224 167 1.37 (1.11-1.68) 1.24 (1.00-1.52)

Chverall
[Adjusted OR
No. of cases (05% CIJ
Humerus
2205 1.74 (1.20-2.53)

No. of prior prescriptions

I [Adjusted OR
(95% CI)]

1.44 (0.85-2.44)

2/3 [Adjusted
OR (95% CI)]

1.99 (0.99-4.02)

=4 [Adjusted
OR (95% CI)]

217 (1.01-4.67)

JOURNAL OF BONE AND MINERAL RESEARCH
Volume 18, Number 5, 2003




What if they
had been

brought in via
ambulance? L~




Southend boy's asthma death a
tragedy foretold, says inquest doctor

(© 3 November 2023

SCAN ME

The PFD report also raises concerns that experienced hospital paediatric doctors
at Mid and South Essex NHS Foundation Trust were unaware that giving
intramuscular adrenaline was part of the JRCALC guidelines for life-threatening
N i : asthma. This meant that William's presentation at hospital was falsely reassuring.
LEIGH DAY SN : —

| William Gray was described by his mother as a "cheeky” and "clever boy"
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UHS National
IV Magnesium

SOUTHAMPTON

Asthma Cases - UHS vs National - 2009-2016

m2009 m2010 m2011 ®2012 m2015 =2016

Paediatric Emergency Research in ﬂ % < 4

A

the UK and Ireland

EVITA

As you are aware the EVITA study (an RCT of IV salbutamol, aminophylline and
magnesium) has been funded and supported by PERUKI. A further study HOSPA
looking at whether High Flow Humidified Oxygen prevents against escalation to
intravenous agents has also been submitted to the RfPB.

We are doing a joint EOI form for sites who are interested in being part in either
study. Please be aware there are some specific constraints from the HRA as to
sites to ensure there is equality of patients demographics and access to care.

UHS Mational

IV Aminophylline

Children's Hospital

UHS National MNational

IV Salbutamol PICU/‘ HDU

University Hospital Southampton INHS|

NHS Foundation Trust



Mild - Moderate

Salbutamel MDI via
spacer™

Continue Burst Therapy:
1. Give two further doses of
Salbutamol plus Ipratropium
Bromide MDI via spacer*
after 20 and 40 mins
2. Consider oral steroids
(known asthmatic/atopic

* history)*

m@

Start Bronchodilators
(Burst Therapy):

1. salbutamaol plus
Ipratropium Bromide MDI
via spacer — or nebuliser
via oxygen if 5a0, <92%*
2. Prescribe O to maintain

<1 | sa0,>04%

Mowve to RESUS/HDU

*  Senior medical review

*  Prescribe O, to maintain
5a0, > 94%

* Back to back nebulisers -
Salbutamoal 2.5-5mg plus
Ipratropium Bromide 250-
500mcg

& . If not improving or worsening
Reassess in 15 mins Reassess in 15 mins Reassess in 15 mins airways obstruction..
* IV access/blood gas
* |V bronchodilators as per
e Ve no SORT guideline
: . * |V Hydrocortisone
Improving ? — Improving ? — Improving 7 — *  Dutreach/PICU/
NO ICU/Anaesthetic input
YES YES l
Reassess in 1-2 hours® T Reassess in 3-4 hours? Switch to Nebulised * Drug Doses
Salbutamol plus Salbutamal
Obs. normal, no respirotory distress? Ipratropium Eromide* 1-4 yr 5 puffs or 2.5mg Neb,
W 5+ 10 puffs or Smg Meb

VES o0 W o Ipratropium Bromide

Discharge Home Admit to inpatient area Reassess in 15 mins 1-4yr 4 puffs or 250mcg Neb

= Written wheeze plan @ * Salbutamol 100mcg MDI 5+ 8 puffs or 500mcg Neb

http://www.what0- up to 10 puffs 1-4 haurly | yps NOT | prednisolone
18.nhs.uk/ * Consider Prednisolone if «— Improving? L 1-4 yr 10-20mg 3 days
* Check inhaler technigue not already given ' 5+  30-40mg 3 days
* Consider GP review in 2 (or) Dexamethasone

working days +/- asthma "The nursing team should reassess vital signs and work of breathing 0.3mg/kg PO x 1 dose

clinic in <1 month

every hour and alert the medical team if they are concerned,

W15 Aug 2000 D James, M Alderton, J Legg, & Roberts, G Connett




What 0s t he
.« , evidence for
€. burst therapy?



Asthma guidelines
Burst therapy for acute asthma

Eprmror,— The management plan for acute asthma
in children recommended the early use of cortico-
steroids and a single dose of salbutamol by nebu-
liser.' This could be followed by further doses of
f agomist, up to every 30 minutes, if the patent
was not improving. Treaument with inravenous
aminophyliine was suggested if there was severs
acute asthma ar presentation or an inadegquate
response to the above treatment.

Mo mention was made in the Aow diagram or the
extended guidelines i Therax® of burst therapy
with [} agonist, which is commonly used in Canada
and Australia.** In children presentng to hospital
with acute asthma the use of regular nebulised
salburamol every 20 minutes for the first hour, in
doses ranging from 0-05-0-15 mg'kg, is now well
established.*’ This regimen improves forced ex-
piratory volume, with an earlier peak response,
and prevents deterioration between doses. This
may obviate the need for admission and for those
requiring inpatient treatment may limit the need
for more intensive therapy such as intravenous
aminophylline with its potential for toxicity.”

In conjunction with the early administraton of
corticosteroids, burst therapy represents a safe and
effective method of treating children with acure
asthma. Junior medical staff in Britain are often
hesitanit o give frequent doses of B agonists
because of concerns about safety. This form of
treatment produces no additional side effecrs than
conventional [ agonist treatment and s not associ-
ated with the more serious roxicity of intravenous
aminophylline.* We recommend burst therapy
with B agonists and corticostercids as first line
trearment of children presenting with acute asthma.

JAME E PEAKE
Reyal Children's Hospaal,
Brishane, Qraeersland,
Avaseralis 4029
ANDREW F MELLON
Ravil Vicvars Infismary,
Mewcknle upon Tyne NEI 4LP
| British Thorssic Sociery, Gusdeld for the af

gathima: a summary. ALY 1995, 306: TT6-82. (20 March )

¥ Britsh Thorecic Socety. Guidelnes on the msmagement af
wsthimsa. Thorax 1993;48:51-24,

3 Robertson CF, Smath F, Beck R, Levison H. Response o
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Patients were entered into one of two treatment groups.
Group | consisted of patients brought to the Emergency
Department on even days of the month, and group 2 on
uncven days. Patients in group | were given salbutamol
0.15 mg/kg (0.03 ml/kg of the 5% respiratory solution),
up to a maximum of 5 mg, at 1-hour intervals for a total of
three doses.” Group 2 patients were given salbutmol 0,15
mg,/kg imtially, then 0.05 mg/kg (up to a maximum of 1.7
mg) at 20-minute intervals for a total of six doses (Fig-
ure),




Indoor air quality checklist for CYP with asthma {l.emplat&H

Guestion

Rationale and guidance

Asthma triggers: Are there any specific triggers for your

asthma?

Amything that causes or exacerbates asthma sympioms is
considered a trigger. Every CYP is different, but there are
SOME COMmmon ones.

Housing:
- Does the CYF have their own bed { reom?
- Do they have a lot of foys on or around their bed?

Stuffed toys can attract dust mites and other irritants on them
that can be a trigger for asthma symptoms.

Avwoid keeping these toys on the bed or around the CYF when
asleap, wash or freeze the toys regularty and remember to
wash CYF bedding st high temperstures to remove dust mites.

Are there amy concems around housing related to your
asthma?
- &g damp, mould, ventilafion. old campets,

condensation or black mould around the windows?

Cemp spaces can cause mould to grow. which can cause or
worsen symptoms like coughing and, wheezing. Old |
uncieaned carpets can house dust mites.

Open windows and ventilate your home well (being carsful on
podlution or pollen high alert days). Try to remove damp and
mould if safe and possible to do so0, otherwise sesk
professional help or guidance from landlord [ housing authaority.

Dioes your kitchen | bathroom have an exdractor fan?

- iz your hob { stove electric or gas?

Gas cookers release polluting gases which can inflame your
asirways and lungs. Excess meisture in & bathroom can
increase the chances of damp and mould.

It's important to use an exdractor fan or open windows fo
ventilate a kitchen and bathroom to remove any polht=snts and
sllergens and reduce any moisture which could cause damp
and mould. Ensure central heating, boilers and hobs are
reqgularly serviced.

[To ask the CYP) Does anyone smoke in your home or
within the famiby 2 (inclusive of cigarettes. roll ups, pipes,
shesasha, vaping, e-cigareties)?

- Are there any wood burning stoves within the

home? Space / fan heaters?

Smoke from tobacco products irritate the sinvays and lungs
causing more severe asthma symptoms and long-term
reduction in lung function. Wood buming stoves or fires can
releass particles which can also cause worsening of asthma
symptoms. Fan heaters can cause the air within the home to
be dry, making it more difficult to bresthe normially.

Contact your local smoking cessation service to help you guit
=moking. Do not smoke within the home, or nesr youwr children.
Chemicals from smoke remains on your clothing for 2 -3
hours. Use only ‘Ready to burn’ woods and (DEFRA approved
stoves).

Are there amy pets within the home?

Allergens from any pets can be triggered and can ceuss hay
fewver like or worsening of asthma symptomns.

Did you know that commaon products used in the home can
sometimes be & trigger for asthma? E.g.

- Cleaning products

- Candles ! incense sticks

- Sprays and air fresheners

Spray type products can hawve volstile organic compounds
(WOCs) within them, which can be a trigger for asthma
symptoms. Strong smells within candles and incense sticks are
likely to irritate or cause asthma symptoms.

Spray cleaning products close to the surface to prevent wider
spread. Try and keep & window open to ventilate the room !
space, especially after having lit & candle or wsing air
fresheners / decdorants stc.

School journey: How does your child get to school™ (wmlk,
oycle, driven)

Is your home on a main road?
- Does your child have to use main roads to get fo
schocol?

Pollution from cars or other vehicles or high pollen days can be
8 trigger for asthma symptoms when travelling (eg. to / from
school), even if driven to school. This risk is higher if you live or
travel on & busy main road.

If possible, try and find alternstive routes to school. Encourage
the use of outdoor green spaces and walking / cycling / public:
transport (if appropriata).

Advice: Give advice about how to reduce the effects of potentisl indoor air pollutants

Emphasize importance of adherence to asthma action plan and using preventer inhaler regularly
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Jane’s (age 6 years) 3 month asthma diagnosis with NuvoAir
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Mum takes Jane GP suspects asthma so NuvoAir ships spirometer _ 2 weeks later, an

to see GP with refers to NuvoAir for home within 48 hrs and coaches interpreted report is
recurrent spirometry assessment Jane to achieve high quality shared with the GP
cough and spirometry
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GP reviews Jane with GP commences ,
spirometric evidence of ~ preventative asthma GP follows Jane's Jane and Mum learn about
obstruction and treatment plan and spirometry data for a and understand asthma and
FEV1/PEF variability to educates with an further 4 weeks to are supported and managed
support confirmation of action plan check asthma control

" with new inhalers effectively in primary care
asthma.



The Dangers
of Vaping:
No smoke

without fire

SCAN ME



» Arch Dis Child Educ Pract Ed. 2025 May 10:edpract-2024-328231.
doi: 10.1136/archdischild-2024-328231. Online ahead of print.

Fifteen-minute consultation: Supporting children
and young people with vaping cessation

Marisa McMillan 1, Louise Pitman 2, Aishah Farooq 2, Sebastian Jason Gray *
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Table 3 Estimating an appropriate NRT starting dose for vaping cessation (extrapolated) from BNFC dosing for cigarette NRT)

ENFC, Britlsh Mational Formulzry for Children; MRT, nkcotine replacement therapy.

Starting dose for smoking Sultable for no. 'clgarettes’ Sultable for vaping cessatlon (off-label Indication) where
MRT form Strength cessation per day average dally nicotine delivery to the user Is:
Chewing gum 1mg 1 piece with unges (max 15 per day} <20 <210 mg
Chewing gum dmg 1 piece with unges (max 15 per day] =20 =210mg
Sublingual tablets img 1 tzblet per howr <20 <210 mg
Sublingual tablets lmg 2 tzhlets par hour =20 =210 mg
Lozenges 1mg mzx 15 per day <20 <210 mg
Lozenges 2mg max 15 per day <20 <210 mg
Lozenges 4mg max 15 per day =20 =210 mg
Transdermal patch 15mgflE hours 1 patch =10 =110mg
Transdermal patch 25mgf6 hours 1 patch =10 =10mg
Transdermal patch 14mg24 hours 1 patch <10 <110mg
Transdermal patch 21 mg'24 hours 1 patch =10 =10mg
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The Role of Gut Microbiome in Asthma Development

Key Insights on Immune Function and Inflammation

~this great Book
could change Kids

diety forover. "
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Dysbiosis and Asthma Risk Gut-Lung Axis Implications

An imbalance in gut bacteria, known as dysbiosis,
is associated with a higher risk of developing
asthma (Barcik et al., 2020).

The gut-lung axis suggests that alterations in gut r
microbiota can significantly affect respiratory E
health (Budden et al., 2016). .

Probiotics and Prebiotics . .
Dietary Interventions

Understanding the gut microbiome's role can

inform targeted dietary strategies to manage

asthma symptoms effectively.

may provide protective benefits against asthma,
though findings are still emerging (van de Pol et
al.,, 2011).

Research indicates that probiotics and prebiotics B
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