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BACKGROUND: Studies continue to show poor physician compliance with asthma management
guidelines in clinical practice. However, standardized protocols specifically designed to be practical
and user-friendly improve patient outcomes. OBJECTIVE: To determine the degree of physicians’
compliance with the documentation of an asthma management protocol in a university hospital.
METHODS: A simple asthma management protocol was designed and applied in our pulmonary
clinic and primary care clinic for asthma. The protocol was based on the 1998 Manual for the
Management of Asthma, from the Oman Ministry of Health, which follows internationally recog-
nized guidelines. The protocol consisted of 4 sections: clinical history, peak expiratory flow (PEF)
data, medication section, and simplified asthma management guidelines. RESULTS: All 30 physi-
cians scheduled to conduct asthma clinics in the pulmonary clinic (14 physicians) and the primary
care clinic (16 physicians) agreed to use the protocol. A total of 282 protocol forms were collected:
130 forms from 6 senior physicians and 152 from 24 junior physicians. Documentation of the entire
clinical history was 65%, with the senior physicians scoring significantly higher documentation-
completion rates (82%) for all components of the history than the junior physicians (50%). Doc-
umentation of all PEF data was poor (26%), despite high documentation of the PEF value itself
(95%). There were significant differences in documentation of percent-of-predicted PEF between
junior physicians in primary care clinic (70%) and other physicians (19%). Documentation of the
entire medication section was only 34%. Although documentation of prescribed medicines was high
(92%), compliance (48%) and inhaler technique (49%) documentation was low, with similar pat-
terns demonstrated by all physicians. Documentation of the entire protocol by all physicians was
low (9%), with junior physicians in the primary care clinic completing 28 % of their forms. CON-
CLUSIONS: Our protocol enabled us to identify opportunities for improvement in documentation
of asthma management in both the pulmonary and primary care clinics. The findings highlight the
need for regular asthma education programs for all physicians, with a focus on documentation of
performance skills such as monitoring of PEF and inhaler technique. Key words: asthma, manage-
ment, guidelines, protocol, peak expiratory flow, compliance, inhaler technique. [Respir Care 20006;
51(12):1432-1440. © 2006 Daedalus Enterprises]

Sawsan Baddar RN CRT, Omar A Al-Rawas PhD FRCP, and Bazdawi
M Al-Riyami PhD FRCP are affiliated with the Department of Medicine;
Elizabeth A Worthing MRPharmS MSc ClinPharm is affiliated with the
Department of Pharmacy; and Youssef Osman MBChB MSc is affiliated
with the Department of Family and Community Health, College of Med-
icine and Health Sciences, Sultan Qaboos University, Al-Khoud, Sultan-
ate of Oman.

Sawsan Baddar RN CRT presented a version of this paper at the 49th

1432

International Respiratory Congress, held December 8-11, 2003, in Las
Vegas, Nevada.

The authors report no conflicts of interest related to the content of this
paper.

Correspondence: Sawsan Baddar RN CRT, Department of Medicine,
College of Medicine and Health Sciences, Sultan Qaboos University, PO
Box 35, Al-Khoud, Postal Code 123, Sultanate of Oman. E-mail:
saba@squ.edu.om

RESPIRATORY CARE ® DECEMBER 2006 VoL 51 No 12



COMPLIANCE OF PHYSICIANS WITH DOCUMENTATION OF AN ASTHMA MANAGEMENT PROTOCOL

Introduction

With the increasing prevalence of asthma worldwide
and evidence of wide variability in standards of asthma
management, concerned bodies have issued consensus
guidelines at national and international levels.!:? Studies
continue to indicate poor compliance with these guide-
lines, by both health-care providers and patients.3>=> As a
result, numerous studies have focused on issues surround-
ing the gap between evidence-based guidelines and clini-
cal practice.®~10 Difficulty of access to guidelines,® lengthy
format,®-19 alternative information sources,” insufficient
training of physicians,? lack of educational materials,® and
time limitations®-!° have all been identified as contributing
to poor compliance by health-care providers with pub-
lished practice guidelines. On the other hand, significant
improvements in management have resulted from the use
of standardized protocols, specifically designed to be prac-
tical and user-friendly.!!-15

Phase 1 of the International Study of Asthma and Al-
lergies in Children'¢ revealed that asthma is common and
associated with severe symptoms in Oman.!”!8 In addi-
tion, the only published study on asthma management in
Oman showed that the majority of physicians providing
asthma management failed to demonstrate appropriate me-
tered-dose inhaler (MDI) technique.'® This highlights the
need for prompt recognition of asthma and optimal treat-
ment by health-care providers and patients.!8

National guidelines for the management of asthma were
developed and launched in all regions of Oman in 1998.20
However, there has been no information on the compli-
ance of health-care providers with these guidelines. We
therefore designed a short, simple asthma management
protocol and introduced it in the pulmonary clinic and the
primary care clinic at Sultan Qaboos University Hospital,
with the aim of determining the degree of physician com-
pliance with the documentation of asthma management,
thus identifying opportunities for improvement.

Methods

A prospective study was conducted from May to No-
vember 2002, with asthmatic patients = 13 years old, who
presented to the pulmonary clinic or the primary care clinic
at Sultan Qaboos University Hospital. The pulmonary clinic
is served by pulmonologists, senior residents, rotating jun-
ior residents, and a senior respiratory therapist (RT). The
primary care asthma clinic is led by one senior family and
community health physician assisted by rotating junior
residents and the senior RT. The asthma management pro-
tocol was designed by the senior RT and reviewed by 2
pulmonologists and a clinical pharmacist, and was consis-
tent with Oman’s national Manual for the Management of
Asthma in Adults,?° which follows internationally accepted
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principles of asthma management. The protocol (Appen-
dix 1) consisted of 4 sections:

1. Clinical history data, comprising family history, du-
ration of symptoms, history of the past 3 months of asthma
medication, nebulization and admission history, symptoms,
and trigger factors

2. Peak expiratory flow (PEF) data, including the pre-
dicted and actual values, the percent-of-predicted value,
and the PEF predictions reference chart?!-2>

3. Treatment, including prescribed medications, patient
compliance, and inhaler technique

4. Simplified asthma management guidelines reference.

The medication section included a reference list of all
asthma inhaler devices available in the hospital pharmacy.
Patient compliance was measured by the patient’s recall of
the prior 3 months of medication use, compared with the
medication supply record. Good inhaler technique was de-
fined as accurate completion of all essential steps, and
poor inhaler technique as inaccurate completion of one or
more essential steps.

Prior to physicians’ scheduled duties, the senior RT
introduced the protocol individually to every physician in
the pulmonary and primary care clinic, with a request to
follow the protocol with all their asthma patients over the
age of 13 years. If this was accepted, a number was as-
signed to the physician; the form was filled in with the
patient’s name, medical record number, sex, age, height,
and physician’s assigned number; and the form was placed
in the patient’s file before attendance by the physician.
Physicians were not aware of the use of the protocol in the
study. Both clinics were provided with a peak flow meter
(Mini-Wright, Clement Clarke International, Harlow, Es-
sex, United Kingdom), disposable mouthpieces (SafeT-
way, Vitalograph, Buckingham, United Kingdom) and a
colored wall poster (designed by the senior RT) of all the
inhaler devices.

After each clinic the forms were collected from the
patients’ files by the RT. Complete documentation was
measured as a check mark in the components of the clin-
ical history section, as specific PEF values in each com-
ponent of the PEF section, as drug dose and frequency in
the medication section, and as the letters “G” (for “good”),
“P” (for “poor”), or “N” (for “new patient”) in the inhaler
technique and compliance sections.

Statistical analysis was performed with statistics soft-
ware (SPSS 10, SPSS, Chicago, Illinois). Comparisons
between groups were performed with Fisher’s exact test.
Differences were considered statistically significant when
p < 0.05.

Outcome measures are expressed as percentage compli-
ance for the following variables: definition of the areas of
the protocol documented by all physicians; definition of
critical areas of the protocol documented by all physicians;
definition of senior and junior physicians’ documentation;
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Table 1. Number of Asthma Management Protocol Forms by Different Physician Categories
Number of Physicians Number (%) of Average Number of
Category _ Protocol Forms ..
(n = 30) - Protocol Forms Per Physician
(n = 282)
Pulmonary Clinic Total 14 224 (79) 16
Pulmonologist 3 52 (18) 17
Senior residents 2 60 (21) 30
Rotating junior residents 9 112 (40) 12
Primary Care Clinic Total 16 58 (21) 4
Consultant 1 18 (6) 18
Rotating junior residents 15 40 (14)
Total 30 282 (100) 9
Table 2.  Clinical History Section Documentation on the Asthma Management Protocol Forms

All Physicians ~ Senior Physicians Junior Physicians

Junior Pulmonary Junior Primary Care

(n = 282) (n = 130) (n = 152) p f;‘y:s“‘]“;‘gi Physicians (1 = 40)  p

(n* and %) (n* and %) (n* and %) (n* and %) (n* and %)
Symptoms and trigger factors 282 (100) 130 (100) 152 (100) 1 112 (100) 40 (100) 1
Duration of asthma 209 (74) 111 (85) 98 (65) < 0.001 74 (66) 24 (60) 0.565
Admission history 262 (93) 126 (97) 136 (90) 0.019 98 (88) 38 (95) 0.240
Family history 213 (76) 115 (89) 98 (65) < 0.001 70 (63) 28 (70) 0.446
Medication history 270 (96) 129 (99) 141 (93) 0.007 102 (91) 39 (98) 0.290
Nebulization history 263 (93) 128 (99) 135 (89) 0.001 97 (87) 38 (95) 0.241
Entire section filled 182 (65) 106 (82) 76 (50) < 0.001 53 (47) 23 (58) 0.357
*n = number of asthma management protocol forms

and definition of junior physicians’ documentation in the
pulmonary and primary care clinic.

Results

All physicians scheduled to conduct asthma clinics in
the pulmonary or primary care clinic agreed to use the
protocol for all their asthma patients = 13 years old.
There were a total of 282 patient encounters (224 in the
pulmonary clinic and 58 in the primary care clinic) by
the 30 physicians (14 physicians in the pulmonary clinic
and 16 in the primary care clinic, Table 1). Three new
patients were seen in the pulmonary clinic and 9 new
patients in the primary care clinic. On average, each
physician had 9 patient encounters, but senior physi-
cians had a much higher number per physician, com-
pared to the rotating residents. The average number of
patient encounters per resident in the primary care clinic
was particularly low (less than 3).

Table 2 shows the extent of documentation of the
clinical history components. There was 65% documen-
tation for the entire section, with senior physicians scor-
ing significantly higher documentation rates for all com-
ponents than junior physicians (82% vs 50%, p < 0.001).
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The low documentation rate by junior physicians was
primarily associated with the family history and dura-
tion-of-symptoms items. However, documentation of
symptoms and trigger factors was 100% among all phy-
sicians.

Table 3 shows the documentation of PEF data. Although
documentation of the PEF value itself was high among all
physicians (95%), this was in contrast to documentation of
the percent-of-predicted value (27%), which required a
simple calculation based on the actual and predicted val-
ues. In addition, there were significant differences in com-
pletion of percent-of-predicted values between junior phy-
sicians working in the primary care clinic and both junior
physicians working in the pulmonary clinic and all senior
physicians (70% vs 19%, p < 0.001). The overall low
documentation rate of the entire PEF section (26%) was
thus driven by the low documentation of the percent-of-
predicted value.

Table 4 shows the documentation of prescribed med-
ications, compliance, and inhaler technique. All physi-
cians, irrespective of level of experience or location of
practice, had similar documentation rates for the com-
ponents of this section. Although the documentation of
prescribed medications was high (92%), the documen-
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Table 3.

Peak Expiratory Flow Section Documentation on the Asthma Management Protocol Forms

All Physicians ~ Senior Physicians

Junior Physicians

Junior Pulmonar . .
Y Junior Primary Care

(n = 282) (n = 130) (n = 152) P f:y:“l‘i‘g; Physicians (n = 40)  p
(n* and %) (n* and %) (n* and %) (n* and %) (n* and %)
Actual PEF value 269 (95) 125 (96) 144 (95) 0.777 104 (93) 40 (100) 0.111
Predicted PEF value 203 (72) 84 (65) 119 (78) 0.012 84 (75) 35 (88) 0.120
Actual and predicted PEF values 202 (72) 83 (64) 119 (78) 0.008 84 (75) 35 (88) 0.120
Percent-of-predicted value 75 (27) 26 (20) 49 (32) 0.022 21 (19) 28 (70) < 0.001
Entire section filled 72 (26) 23 (18) 49 (32) 0.006 21 (19) 28 (70) < 0.001

*n = number of forms
PEF = peak expiratory flow

Table 4.

Medication Section Documentation on the Asthma Management Protocol Forms

All Physicians ~ Senior Physicians

Junior Physicians

Junior Pulmonary Junior Primary Care

(n = 282) (n = 130) (n = 152) p f:YjIijng Physicians (n = 40)  p
(n* and %) (n* and %) (n* and %) (n* and %) (n* and %)
Prescribed medications 260 (92) 123 (95) 137 (90) 0.186 104 (93) 33 (83) 0.070
Inhaler technique 138 (49) 65 (50) 73 (48) 0.811 53 (47) 20 (50) 0.854
Compliance 135 (48) 74 (57) 61 (40) 0.006 43 (38) 18 (45) 0.573
Compliance and inhaler technique 103 (37) 50 (39) 53 (35) 0.538 36 (32) 17 (43) 0.252
Entire section filled 96 (34) 49 (38) 47 (31) 0.083 33 (30) 14 (35) 0.553

*n = number of forms

Table 5.

Critical Areas Section Documentation on the Asthma Management Protocol Forms

All Physicians Senior Physicians

Junior Physicians

Junior Pulmonary Junior Primary Care

(n = 282) (n = 130) (n = 152) P l():l‘yjcll;’g; Physicians (n = 40)  p
* ES * *
(n* and %) (n* and %) (n* and %) (n* and %) (n* and %)
Symptoms and trigger factors 282 (100) 130 (100) 152 (100) 1 112 (100) 40 (100) 1
Actual and predicted values 202 (72) 83 (64) 119 (78) 0.008 84 (75) 35 (88) 0.120
Medication Section
Prescribed medication 260 (92) 123 (95) 137 (90) 0.186 104 (93) 33 (83) 0.070
Compliance and inhaler technique 103 (37) 50 (39) 53 (35) 0.538 36 (32) 17 (43) 0.252
All of the above 70 (25) 30 (23) 40 (26) 0.581 27 (24) 13 (33) 0.304
*n = number of forms
tation of compliance and inhaler technique was low Discussion

(37%), resulting in a low rate for the entire section
(34%).

Table 5 shows the documentation in 3 critical areas of
the protocol (symptoms and trigger factors; actual and
predicted PEF; and prescribed medication and compliance
and inhaler technique), which was low for all physicians
(25%). Complete documentation of the entire protocol by
all physicians was also low (9%), although junior physi-
cians in the primary care clinic completed 28% of their
protocol forms (Table 6).
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Although there is international consensus on the key
elements of asthma management,'-? asthma guidelines
themselves are bulky documents unsuitable for day-to-day
use in the practice setting. To address this limitation, a
variety of preprinted forms, flow sheets, guideline remind-
ers, and pro formas have been designed to provide physi-
cians with a concise format for practical guidance and
documentation of patient management and to audit clinical
practice.!'=15> Our simple protocol included 2 practice points
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Table 6.  Overall Completion of Documentation on the Asthma Management Protocol Forms
All Physicians Senior Physicians Junior Physicians Juml;)}i l:;lcl;;lr(:?ary Junior Primary Care
(n = 282) (n = 130) (n = 152) p o y; 112‘) Physicians (n = 40) p
* * E - *
(n* and %) (n* and %) (n* and %) (n* and %) (n* and %)
All sections 26 (9) 11(9) 15 (10) 0.837 4(4) 11 (28) < 0.0001
*n = number of forms

that were lacking in many formats.!!'-!5> Guidance on cal-
culating the predicted PEF value was given by the 2 no-
mograms in the protocol, which assist in the determination
of asthma severity. The protocol also provides a formulary
list that links available drugs and specific inhaler devices.
The protocol must provide timely and up-to-date informa-
tion for rotating physicians unfamiliar with brands in the
local institution.

Our objective was to measure physicians’ documenta-
tion of asthma management steps, and our findings were
consistent with previous reports that found incomplete phy-
sician documentation compliance,?%-23-2> particularly in the
sections relating to PEF!!:!2.14 and inhaler technique.'>!4
In our study, the high documentation rate of the PEF val-
ues (95%) may have been facilitated by providing peak
flow meters and disposable mouthpieces to the clinics, and
this indicates that nearly all physicians measured the PEF
for each patient. These results compare favorably with the
94% rate in an accident and emergency department!! and
the 71% rate reported in a pediatric study in a general
district hospital.!* However, even when both actual and
predicated values were documented, few physicians (27%)
documented percent-of-predicted values, which compares
with a 62% documentation rate in an accident and emer-
gency department.!! Our low documentation rate in the
pulmonary clinic and by senior physicians (19%), may be
due to reliance on clinical experience and comparisons of
serial PEF values, as most of the patients were on fol-
low-up and had previously recorded values. Time limita-
tion and absence of a convenient calculator are other pos-
sible factors. Conversely, the high documentation rate
(70%) among junior residents in the primary care clinic
who had had less experience with asthmatic patients may
have been because they used the PEF protocol as a “road
map.”

PEF measurement is recommended as an integral part of
asthma management by all the management guidelines and
is used in the definition of asthma severity that guides
treatment.!'-> However, the opinion of physicians on the
role of PEF commonly differs from standards proposed in
recognized guidelines, and the use of a peak flow meter is
not perceived as a routine test in clinic practice.?°—28 This
ambivalence is also reflected in protocol designs that re-
quire documentation of selected PEF values rather than all
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PEF values.'3-1> One study protocol that required data
entry of actual PEF values alone reported that the majority
of primary care clinicians incorrectly classified asthma
severity based on symptoms and PEF variability.!? It may
be that omission in the protocol of any of the PEF data
points contributes to the inappropriate classification of se-
verity. Computer-based clinical decision-support systems
that incorporate forcing functions may improve clinician
performance.

Documentation of prescribed medication by all physi-
cians was high (92%), which may have been facilitated by
the colored wall chart of inhaler devices and the compre-
hensive formulary in the protocol. In other studies there
have been incomplete data''-!3 or no data!>!%!5 on pre-
scribed medications. However, in our study the overall
documentation rate of inhaler technique assessment was
only 48%, and this compares with 44% in an accident and
emergency department.!'! Reasons for our incomplete doc-
umentation may include unavailability of placebo inhaler,
patient’s device left at home, format of this section of the
protocol, perception that follow-up patients have adequate
inhaler ability, or reliance on the RT or clinical pharma-
cist. In a general district hospital, inhaler technique doc-
umentation was frequently missing, as this was perceived
to be an area of nursing care,'# whereas in a primary care
setting, inhaler technique documentation improved 10-fold
on introduction of a physician-owned flow sheet.!? Since
the ability to correctly use an MDI can be lost,?30-33 we
concur with respiratory teams that promote frequent check-
ing of inhaler technique by the physician as a mandatory
investment of physician time.'#3! Checking takes just
1 minute and can guide subsequent management steps to-
ward retraining, change of device, or step up or down of
asthma therapy. In a recent study we identified that only
20% of physicians demonstrated appropriate MDI tech-
nique, with general practitioners and accident and emer-
gency physicians scoring significantly lower than inter-
nists and pediatricians.!® Studies have repeatedly shown
that the majority of physicians who provide asthma man-
agement and counseling do not demonstrate correct in-
haler technique.3?3¢ Although all our medical students
participate in a group demonstration of inhaler technique
and receive a flow-chart that lists the correct steps for all
inhaler devices, that awareness does not survive the pas-
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sage of time into the practice setting. We therefore plan to
incorporate the inhaler flow-chart into the protocol.

The clinical history section was generally well docu-
mented. There was 100% documentation of symptoms and
trigger factors by all physicians, and this compares with
94% symptoms documentation in an accident and emer-
gency department!! and 99% symptom severity documen-
tation by pediatricians in a general district hospital.'* In
our protocol, data entry for family history and duration of
asthma (76% and 74 %, respectively) may have been over-
looked, and central repositioning of the data format may
correct this omission. Medication history was well docu-
mented (96%), and this compares with 95% in an accident
and emergency department!! and 100% in a district gen-
eral hospital.'* Although two thirds of the clinical history
sections were completely documented, critical areas were
documented in only one quarter of the forms, and the
entire protocol in only 9% of the forms. It is not clear
whether clinical confidence, perception of value, lack of
time or resources, protocol format, documentation fatigue,
calculated noncompliance, or a combination of these fac-
tors were reasons for this incomplete documentation ad-
herence.

Benefits of the protocol include speed of data entry,
legibility, and ease of data retrieval. More than half of
the protocol’s size is taken by guideline reminders, and
on first sight this may convey the impression of a lengthy
document. However, the protocol was well accepted by
junior residents in the primary care clinic, and these
physicians continued to request the form after the con-
clusion of the study. A positive response to the intro-
duction of a protocol has been noted in other stud-
ies,3-14 and we conclude that the form fulfilled a useful
function in providing a “road map” of management steps.
Popularity spread to the medical students, and the pro-
tocol was incorporated as a learning and assessment tool
in the undergraduate and graduate medical programs.
Additionally, areas of practice skills, such as use and
interpretation of the peak flow meter readings, together
with inhaler technique counseling, are now included as
examinable components in all our national and interna-
tional objective structured practical examination assess-
ments. Recently, the protocol served as an audit stan-
dard in certification processes, and there are plans to
use the protocol for accreditation schemes.

The major limitation of this study was that it measured
physicians’ documentation compliance rather than the ac-
tual standards of asthma management. The study did not
identify interventions that may have been made by other
health-care providers, such as patient instruction on envi-
ronmental control practices and training of inhaler tech-
nique, nor did it determine the appropriateness of pre-
scribed therapy. Eight (20%) of the 40 patients seen by
junior physicians in the primary care clinic were new pa-
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tients and would not have had previous use of inhaler
devices. This distorts the importance of the documentation
of inhaler technique and compliance for this group. It would
have been useful to compare documentation rates before
and after introduction of the protocol, and to survey the
physicians’ opinions on the introduction of the protocol.
Although our tertiary-care setting is not representative of
the country, the study did serve to establish a standard for
audit processes, and parts of the protocol can be used as an
indirect measure of the level of service offered (eg, scope
of formulary).

We have updated the clinical history section to include
the use of shisha pipe, tobacco, and passive smoking. Sh-
isha smoking has become popular, as it is thought to be a
healthy form of smoking. Continuity of patient care is
facilitated by provision of multiple data entry columns that
support ease of physician review of patient management
through consecutive clinic attendances. The formulary in
the clinical history and medication sections has been up-
dated, and the inhaler wall chart is now in the protocol. We
have also added a chart of inhaler steps for each device,
with guidance for the physician on essential steps that
must be performed accurately (Appendix 2). Inhaler tech-
nique and patient adherence now appear before the med-
ication section, together with diagnosis of asthma severity.
Although counseling on inhaler use and environmental
control management can require considerable time, these
have been added to a new section for the patient’s man-
agement plan. We are considering a change from the A4
format into a “tourist map” format, with all sections dis-
played at a glance. As the protocol was well received by
junior physicians in the primary care clinic, we plan to
introduce and explain the revised protocol to physicians in
local primary care clinics, with audits of patients’ out-
comes before and after implementation of the protocol.
Finally, since our patients move freely between different
primary care clinics, we are considering patient ownership
of the protocol, to be brought by the patients to whichever
clinic they visit.

Conclusion

Our asthma management protocol enabled us to identify
opportunities for improvement in documenting asthma
management in both pulmonary and primary care clinics.
Although the documentation of clinical history was in-
complete, parts of the protocol that required additional
performance skills, such as monitoring of peak flow and
inhaler technique, showed a great need for improvement.
The findings highlight the need for regular asthma educa-
tion programs for physicians.
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Appendix 1

2, Peak Expiratory Flow Rate Section:

1. Clinical History Section: Age:
Height:
N Family History Yes / N
e vasl e Gender: Male El Female D
MRN: i G - - - — —
Duration of Symptomns.. Test Tt
Please tick () or (X) when appropriate. Tredicied value
A. What asthma medication is the taking?
a Nothing ( ) b. Inhaled short acting B2 agonist( ) . Long actingB2 aponist { ) Adualyaine
d. Inhaled steroids { ) e Oral steroids( ) 1 Theophylline ( ) T
£ Oral salbutamol { ) B. Other{ Jo..o.o.... ot
B, Hts the patient cve uscd  achalized broachodaor? ( ) L= et =
if () , specify frequency (. = =
C. Has the patient ever been admitied for asthma? ( ) B 1 ]
|f(ﬂl) specify number of admissions to (ward cu - | LA 4 s
- !
Date: Please tick () or (X) when
appropriate
1. Does the patient have: o I
a. Cough (when patient does not have common cold ) =z
bl’hlzm‘l‘lpmn - - L e e W e I
c. Breathlessness = et ot =
d. Chest tightness PEF in normal children PEF in normal adult
e, Wheeze
2, Are the symptoms worse: Predicted (PEF) equation’ Predicted (PEF) equation’
5 Hoys between 5 and 18 : PEF- 5.2882422.76 Male PEF= exp[0. 544In{y)0.01 §1y-74 7/z+4.48]
a. At night Giirls between 5 and 18 : PEF= 5.2782-422.34 Female PEF= expl0.376lny)0.0120y-58 Riz+3 3]
b. With exercise Where y is the age in years and = is the height in cm.
. With influenza or common cold Peak Expiratory Flow Rate Reading Guidelines e _
d. Whenexposed to specific trigger factors such as, Asthma Classificntion Predicted §Variability o
(dust, smoke, foam, pollens, incense, etc..) re—— i i
e, on taking specific ications, please specify lermien =
..... Mild Frs TR
f'mp:;"smwm"ﬁc t;]:esofuleymr Moderate 6% - B EH
3. Do the symptoms to asthma theraj Severt < 60% - EF
1 Some medication may cause respiratory sympmms: §Variability is between the might & morming readings
1. Beta Blocker 2 ACE imhihitors (Captepef, Cilazspri, Listwopnily 2. Addisizes in inkalers 4. NSAEDy e
| Godey 5, KambuefT PL, Naim J8. Spinmetry, lung volemes snd sineay rovistance i sommal chikdnm aged 3 i 06 years. Birit | Dis Chest
IUJDA{”I 1524
2. Naamn Al Girsgg [ M for prmibuting pok adults, BMI 1070
3. Medication Section: 4. Asthima Manags Guidelines Section:
Date
Medication Device | Streagh Step Intermittent Inabed shoet acting 02 agonist
Dose & Frequency | 1 Salbutrancl (100-280g) PERY
oL o balation Symptoms < 1 time / week
MDI Ppgich Night symproms < 2/ month |
Turbubaler™ 0 i Mild persistent luhaled short acting 02 agonist;
| Trbutaler® iygink Step Salbusamol {100-200pg) PRN
Turbubder® Al gfink 2 v =1 time / week +
g .&“SH = Night sy : >2/ month Tnkaled steraids (standard dose) o
Turbubsaber” 60w 450 Fluticasune (50-208)eg) tvrice daily s =
Diskus® Hpgleh Trhaled short acting 02 ayonist;
g::: :z:?": . Moderate Snmumnl{]m}:;.‘ﬂﬂusl PRN
e = o 1P | Daily attacks
Dhiskous™ nh o Inhaled sternids w doze)
T e 3| Night symproms: >1/Week | Buclammedbasomne or Budesanide (40-2000 ug) oty s
e i (400-1000 yg) daily in dividded]
M 3
[aot ?memu Ekedul Formaoterol cope (12
— = “;m .hiy'u 2] y o wwt L1
Turbubkaler™
WD Severe ing 02 agorist: 100-200g) PRI
Rots cap®
S1 Tuhaled steraisds (hkgh dose)
Rota cap® :’ Ci " rpie Budesauide (500-2000 jug) doiky i
nh Sohsion divided deses ar Fluticazane (400-1000 ug) daily in
Syrap Frequent night symptoms divirded doses
Jittits mumm}zwin
Tatlets Limited physical activity Salmeterol {Slg) twics daily or Farmoterol caps {12 pgd
Tabiets rwiee daily or Formoterol wirb (9ug) rwice daily
Y
Tablets
. Onal ine smid
SR Tablets SepUp, 1
Inhaler Technique: Gaod G)erﬂ)] Mew Patient (M) If control is not achieved, consider step up, But first review:
DI, Spacer with { MP a Inbuler technique
Turbubaler™ b, Complianes
- <. Trigger factors
W":”' persisting in step 4, should be referred 1o a chest specialist
Disks’
Rotshaler Step Down l
| Comphiance: Good (G), Poor (P). New Patient (N) Review trestment every 3 ta 6 months.
I controd i ined for at beast 3 months, a gradal sepwise reduction in should be idinrad,
New Patiers = Fi i using i
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Appendix 2

Assessment of Inhaler Technique

Observe patient’s technique & for each step put a ¥ or X in appropriate column
Good technique (G) = all essential steps (E) performed accurately

Poor technique (P) = one or more essential steps (E) performed inaccurately * Common problem step
TURBUHALER® (Salbutamol, Budesonide, & Symbicor(")
MDI + Spacer with facemask (AEROCHAMBER®) 1E Unscrew cover
1E Remove MDI cap 2 Exhale slowly & completely away from mouthpiece
2E Insert upright MDI into aerochamber® 3E* Hold turbuhaler® upright
3E Hold MDI & aerochamber® together, shake vigorously 4E Turn the coloured grip as far as it will go...
4E Place mask over mouth & nose... SE* ...then turn back till click sound is heard
SE ...and press gently to seal 6E Insert mouthpiece between teeth & close lips around it
6E Depress canister once 7E Inhale forcefully & deeply through mouth
7E Inhale.... 8 Remove turbuhaler® keeping lips closed
8* ...through open mouth... 9 Hold breath for 5-10 seconds
9 ...for 5 breaths 10 Breathe normally
10 For a 2™ dose wait 20-30 seconds 11 For a 2™ dose wait 20-30 seconds
I1E ... then repeat steps 3-8 12E ...then repeat steps 2-10
12 Remove MDI from aerochamber® 13 Wipe mouthpiece with clean dry tissue, replace cover
13 Replace cap of MDI
MDI + spacer with mouthpiece
1E Remove MDI cap 1E Connect the two parts of the volumatic
2E* Hold inhaler upright & shake vigorously 2E Remove cap from MDI
3 Exhale slowly & completely 3E* Shake inhaler v1gorously ' _
4E Insert upright MDI between teeth & close lips 4E Hold mhaler upn.ght & insert MDI into volumatic®,
SE* Inhale steadily & deeply through mouth whilst. .. opposite mouthpiece
6E* ...immediately depressing canister for 5 Exhale slowly &@comp]etgly -
e ~_one depression 6E Insert volurqauc mouthpiece between teeth, close lips
8 Remove inhaler keeping lips closed 7E Depress canister once
9 Hold breath for 5-10 seconds 8E Inhale slowly & deeply through mouth
10 Breathe normally 9 Remove volumaticﬁkeeping lips closed
11 For a 2" dose wait 20-30 seconds, 10 Hold breath for 5-10 seconds
12E ...then repeat steps 2-10 11 <) reathei Jnomlally(
13 Wipe mouthpiece of MDI 12 For a 2™ dose wait 20-30 seconds
14 Replace cap of MDI 13E ...then repeat steps 5-11 _
14 Remove MDI from volumatic
15 Replace cap of MDI
AEROLIZER® (Formoterol) [ 16 Disconnect the two parts of the volumatic®
1E Remove the aerolizer® blue cover
2 Hold the base of the aerolizer firmly L DISKUS® (Flutic , Salmeterol, & Seretide )
3E Open aerolizer® by turning the mouthpiece clockwise 1 Hold the outer case in one hand and...
4E Remove one capsule from foil strip 2* ...place your other thumb on the thumbgrip
SE Place the capsule in the inhaler slot in base of aerolizer 3E Push thumbgrip away as far as it will go until it clicks
6E Close aerolizer® by twisting mouthpiece anticlockwise 4 Exhale slowly & completely away from mouthpiece
TE* Hold aerolizer® upright & press blue buttons at base 5 Hold diskus® with mouthpiece facing you
(listen for the clicking sounds of capsule piercing) 6E* ...slide lever away as far as it will go until it clicks
8 ...then release the blue buttons TE* Insert mouthpiece between teeth & close lips around it
9E Insert mouthpiece between teeth & close lips around it 8E* Inhale steadily & deeply through mouth
10E Inhale steadily & deeply through mouth 9 Remove diskus® keeping lips closed
11 Remove aerolizer” keeping lips closed 10 Hold breath for 5-10 seconds
12 Hold breath for 5-10 seconds 11 Breathe normally
13 Breathe normally 12 To close diskus® put your thumb in the thumbgrip
14E Open aerolizer™ & check capsule is empty 13 ...& slide it backwards till you hear a click
15E If necessary repeat steps 9-13 till capsule is empty 14 For a 2™ dose wait 20-30 seconds
16E Remove empty capsule & close aerolizer® 15E ...then repeat steps 1-12 (* load 2™ dose!)
17 Wipe mouthpiece with clean dry tissue 16 Wipe mouthpiece with clean dry tissue
18 Replace blue cover 17 To close diskus® repeat steps 12 & 13

¢ MDI closed mouth technique is preferred to ensure consistent approach & facilitate compliance
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