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SUMMARY GUIDELINES

Identifying patients with asthma at high risk of
hospital admission

Primary Objectives

Key points in asthma
management

Improve identification of patients who are at
higher risk of hospital admission due to their
asthma.

A structured clinical review

Provide practices with EMIS IT tools to support
the identification of patients with high risk
asthma based on prescribing records.

Symptoms and triggers
Inhaler technique
Update of a personalised self-management plan

Optimise asthma management and prescribing
with regular structured asthma reviews.

Patients with asthma should have a structured clinical
review at least annually. This should include:

.

A regular prescribing review:

The problem

Use of more than one SABA inhaler device a month
suggests poor asthma control, and requires early
review.

A well-controlled asthmatic patient will require their
salbutamol no more than twice weekly (equivalent to
one device per year).

The UK has among the highest rates of asthma,
and asthma deaths in Europe.
Asthma accounts for 60,000 hospital admissions
a year.3
In East London, hospitalisation is 14% above the
average for London.4
In the UK About 1,200 people a year die from
asthma.5
Two in three of these deaths could be prevented
by better management.6

REAL- HEALTH
RESPIRATORY

Adequate use of inhaled corticosteroid treatment
should be assessed.
Long-acting inhaled β2 agonists (LABA) should only be
used in patients on ICS. Use a combined ICS/LABA to
improve safety.
For detailed advice on prescribing see BTS/
SIGN guidlines1 and the local CCG guidelines for
management of asthma in adults.2
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Current risk prediction models

East London Asthma study

A review of published risk prediction models
found that three factors were predictors of future
exacerbations:

A local study7 of asthma linking GP and hospital records
showed that:
13% of adults with asthma were prescribed >12 SABA
inhalers a year.
Three quarters of adults with asthma use ICS. But 76%
were prescribed fewer than 10 ICS canisters a year
(underuse).

a. previous health care utilisation
b. symptoms
c. spirometry values.8
Access to secondary care data and good coding
of exacerbations and AED/hospital admission are
required for these models.
SABA overuse is a simple and reliable proxy
for symptoms and spirometry values.
Our systematic review9 confirms that electronic
alerts reduce excessive prescribing of SABAs,
when delivered as part of a multicomponent
intervention.

Hospital admission rises from 1.3 to 7.5 per 100 asthma
population as the number of SABA inhalers prescribed
rises from 1–3 to 13+ a year.
Rate of hospital admission for adults with
asthma using ICS, stratified by SABA use7

Asthma UK in conjunction with EMIS Web
released a prescribing alert to highlight patients
using excess SABA. This alert will activate if there
are 3 prescriptions for SABA within a 3-month
episode. However, this assumes that only one device
is issued per prescription and may underestimate
SABA overuse.

Two new CEG tools to help identify patients with asthma at risk of
hospital admission.
1. Pop-up SABA alert
The tool counts the SABA medication (salbutamol but
not terbutaline) issued in the previous five months.
It calculates the numbers of inhalers (rather than
the number of prescriptions), therefore provides an
accurate measure of SABA use prescribed by the
practice. This tool overcomes the limitation of the EMISAsthma UK on-screen message triggered when more
than 3 SABA are issued in the last 3 months. (Which
assumes one inhaler per prescription)
The new pop-up alert tool displays at the centre
of the screen. The clinician has to dismiss it before
proceeding. The alert is designed to open when the
medical record is opened and triggers only once on any
day.

The user is invited to take further action from a selection
of options which will depend on whether the patient is
with the clinician at the time.

The second option (see next page) includes
automatically generating a personalised letter to the
patient inviting them to make an appointment for
review.
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Using the Pop up alert in your practice
The alert is designed to be used by GPs, practice
nurses, other clinical staff such as pharmacists and
administrative staff. Only GPs are able to permanently
deactivate the alert.
Each option within the alert is associated with a Read
code. Hence it is possible to audit the alert activations
and the actions taken by different users within the
practice.

2. Asthma prescribing trigger tool
• The asthma prescribing trigger tool is used at practice
level to identify patients who are at higher than average
risk of asthma attacks and hospital admission and
arrange for them to have a clinical review.
• This technique has been used successfully in
Tower Hamlets for identifying at risk patients with
anticoagulation in atrial fibrillation, hypoglycaemia in
type 2 diabetes and a falling eGFR in chronic kidney
disease.
• The process consists of two parts:
1) A practice based EMIS search which exports predefined
patient data from the clinical system.
2) An Excel file which imports this data for analysis.

The Excel file can stratify patients based on their inhaler
use, identifying patients for early review to clinical and
administrative teams.
Every practice will be sent a guide to using the asthma
trigger tool. CEG facilitators will support the practice use
of the tool.
The asthma trigger tool is designed to be run on a
regular basis within the practice – monthly or quarterly.
It can be used to identify those most in need of asthma
management and prescribing review. The space for
clinical reflection allows documentation of the planned
intervention for that patient. The completed sheets can
be used as audits of asthma review and management for
appraisal.

The figure below shows the practice facing Excel sheet, with the patient list ordered by salbutamol dose
in the previous 12 months, with the highest number at the top. The tool also lists the number of ICS
inhalers (but does not take account of different strengths of ICS devices). The filters allow the user to find
the patients in most urgent need of review because they have the highest SABA and lowest ICS use.
**The SABA Alert and Trigger Tool only capture one risk indicator for poor asthma control. Previous
exacerbations requiring oral corticosteroids (prednisolone) and previous healthcare usage for acute
asthma are also markers of poor asthma control. Biomarkers (blood eosinophil counts and FeNO tests)
also have a role in estimating exacerbation risk, though availability in primary care is currently limited.**

Measuring Impact
As part of the three year REAL-HEALTH respiratory programme we aim to evaluate the impact these practice tools have
on rates of SABA overuse and asthma exacerbations requiring hospital admission.
This REAL HEALTH programme is funded by Barts Charity.
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