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recommendations

Key findings and
recommendations

Audit participation
>
>

Hospitals in England, Scotland and Wales admitting adult patients with asthma
attacks were invited to participate.
The data presented here includes patients admitted to adult services with a
primary diagnosis of asthma attack and discharged between 1 April 2019 and
31 March 2020.

19,360 hospital admissions
From 173 hospitals in England,
Scotland and Wales
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General information

Inpatient mortality

Day and time of arrival

0.2% of patients admitted to
hospital for asthma attacks died
during their hospital stay.

More patients were admitted on
weekdays, from late morning to early
afternoon (10am-2pm).
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Acute observations
Baseline observations

Acute observations
Peak flow measurement taken

Acute observations
Peak flow QI priority 1

Assess

90%
of patients for asthma severity
which includes measurement
of PEF within 1 hour of arrival.

Acute treatment
Respiratory review during admission

‘Respiratory specialist’ is defined as any member of
the respiratory multidisciplinary team (MDT) with
training and skills in care of asthma patients.

Patients who received a respiratory
specialist review were 25 times more
likely to receive a care bundle.

Acute treatment
Respiratory review QI priority 2

Provide

90%
of patients with a respiratory
specialist review during
hospital admission.
This is also the patient priority for the
adult asthma clinical audit.

Acute treatment
Oxygen prescription and administration

*

*This is not a national improvement priority but use of oxygen without a prescription should be tackled as
part of a wider QI project focusing on safe use of oxygen therapy.

Acute treatment
Systemic steroids

*The audit dataset did not collect data on the proportion of patients who received their first dose of systemic
steroids prior to arrival at hospital in this round of reporting, however this data is now being collected for
the next round of reporting.

Acute treatment
Systemic steroids – QI priority 3

Administer systemic
steroids to

95%
of patients within 1 hour of
arrival at hospital, unless these
have been administered as part
of pre-hospital care.

Acute treatment
Beta-2 (β2) agonists

*The audit dataset did not collect data on the proportion of patients who received their first dose of
β2 agonists prior to arrival at hospital in this round of reporting, however this data is now being
collected for the next round of reporting.

Review and discharge
Provision of asthma care bundles
>
>

57.7% of all patients received an asthma care bundle.
37.5% of all patients received all six elements of good practice care.*

Most frequently provided elements
> 78.7% of patients had their maintenance medication reviewed.
> 67.7% of patients had their tobacco dependency addressed.
> 64.8% of patients had an inhaler technique check.

Least frequently provided elements
> 40.5% of patients had a community follow up requested within 2 working days.
> 47.4% of patients were issued a personalised asthma action plan (PAAP)/had an
existing PAAP reviewed.
* See next slide

Review and discharge
Six elements of good practice care
1

2
Inhaler
technique
checked

3
Review of regular
maintenance
medication

4

Review that medication is
being taken as prescribed
(medication adherence)
5

Review of an existing personalised
asthma action plan (PAAP) or
provision of a new plan

Tobacco dependency addressed

6

Follow-up appointments requested (community follow up within
2 working days and/or specialist review requested within 4 weeks)

Steroids and referral for hospital review
Inhaled steroids

Referral for hospital assessment

89.6%

55.1 % of patients were referred
for hospital assessment/follow up.

of patients were prescribed inhaled
steroids at discharge. This means
that 10.4% of patients were
discharged without inhaled steroids.

15.4% of patients were already
being seen in a secondary care clinic.

Oral steroids
91.1% of patients were
prescribed at least 5 days of oral
steroids for treatment of their
asthma attack.

Oral steroids history and referral
29.9% of patients had been prescribed
more than two courses of oral steroids in the
past 12 months.
10.6% of patients prescribed more than
2 courses of oral steroids in the past 12
months were not referred for hospital
assessment/follow up.

Smoking
Smoking status

44.5%
of patients admitted for asthma attacks had never
smoked.

22.7%
of patients admitted for asthma attacks were recorded
as current smokers.

> 23.6% of patients were
ex-smokers.
> 0.7% of patients were
ex-smokers and current vapers.
> 0.1% of patients had never
smoked but were current
vapers.
> 8.4% of patients did not have
a recorded smoking status.

Tobacco dependency addressed

68.0%
of current smokers had their tobacco dependency addressed prior to discharge.

Proposed best practice tariff (BPT)
Proposed mandatory BPT elements
>

>

provision of respiratory review within 24 hours of
arrival and
provision of the following elements of good practice
asthma care before discharge:
– inhaler technique checked
– maintenance medication reviewed
– personal asthma action plan (PAAP)
issued/reviewed
– tobacco dependency addressed.

Proposed best practice tariff (BPT)
Proposed mandatory BPT elements

First hour of care
Within the first hour of arrival at hospital patients should:

First hour of care
Audit results – the first hour of care

*The audit dataset did not collect data on the proportion of patients who received their oxygen prescription
within 1 hour, however this data is now being collected for the next round of reporting.

Recommendations for
hospital teams
>

Quality improvement objective 1: Assess 90% of
patients for asthma severity which includes
measurement of PEF within 1 hour of arrival.

>

Quality improvement objective 2: Provide 90% of
patients with a respiratory specialist review
during hospital admission. This is also the patient
priority for the adult asthma clinical audit.

>

Quality improvement objective 3: Administer
systemic steroids to 95% of patients within 1
hour of arrival at hospital, unless these have
been administered as part of pre-hospital care.

Recommendations for
hospital teams
>

Recommendation 1: Provide continuing support
to enable local secondary care providers to
participate in the NACAP adult asthma audit.

>

Recommendation 2: Review local secondary care
provider capacity to enable sufficient numbers of
trained staff in the specialist respiratory team to
review all patients admitted with an asthma
attack.

>

Recommendation 3: Provide patients who are
current smokers with access to high-quality
smoking cessation services.

Recommendations for
hospital teams
>

Recommendation 1: Ensure that all asthma
patients have a personalised asthma action plan.

>

Recommendation 2: Identify asthma patients in
receipt of more than two courses of systemic
steroids in the past 12 months, or who are poorly
controlled at BTS step 4 or 5, for review. Refer to
secondary care if options for optimising care are
unclear, or where there is diagnostic uncertainty.

>

Recommendation 3: Ensure that staff are
adequately trained and updated in asthma care.

How to use the results for
quality improvement (QI)

Getting started
> Use the QI improvement objectives from the previous
slides (see slide 22) and look at your hospital-level data
(eg via site reports and available run charts), to help you
identify areas where you can realistically make
improvements.
> Run charts and site reports can be viewed by logging
onto the web tool and going to the ‘Reports’ tab.
> Look to see if there are any issues that stand out (eg
declining or erratic performance).
> Put together a quality improvement team.
> Meet with your team regularly to review your
performance and have clear responsibilities in
managing the outcomes.

Developing a SMART aim
> Decide on an aim. This should be SMART.
> A specific aim is one that describes exactly
what you want to do, eg increase the number
of patients having a respiratory review.
> A measurable aim is one that allows you to
track progress, eg increase the number of
respiratory reviews from 10% to 20% of all
patients.
> An achievable and realistic aim is one where
success would be likely, eg don’t aim to
increase respiratory review by 100%.
> A time bound aim is one that has a defined
end point when success can be measured,
eg within 6 months.
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Time bound

Using driver diagrams
Once you have established your aim, you can start to think about change priorities.
To decide on your change priority, you may find it helpful to understand the drivers
behind your aim. A driver diagram can help you to do this. The Institute for
Healthcare Improvement has a helpful guide on how to use them.
http://www.ihi.org/resources/Pages/Tools/Driver-Diagram.aspx
Aim

Primary drivers

Secondary drivers

The model for improvement (PDSA)
To plan your change, it is important to regularly measure and study your
activity using:
Model for improvement
Aim

Measure
Change

What are we trying to accomplish?
How will I know that a change is an improvement?
What changes can we make that will result in improvement?

Act

Plan

Study

Do

Rapid cycle improvement

PDSA cycles
> What changes are to
be made?
> Next cycle?

> Complete the analysis
of the data
> Compare data to
predictions
> Summarise what was
learned

Act

Plan

Study

Do

> Objective
> Questions and
predictions (why)
> Plan to carry out the
cycle (who, what,
where, when)

> Carry out the plan
> Document problems
and unexpected
observations
> Begin analysis of the
data

An example PDSA cycle
Identify what still needs to
change to improve further
and plan what you will do
next. Use your audit run
charts provided on the
web tool to help identify
these (next PDSA cycle).
Analyse the data to see if
the rate has improved.
Compare results to your
audit run charts on the
web tool and your results
in the latest audit
report(s). Plot change over
time and summarise what
you have learnt.

Act

Study

Plan

Do

Use the peak flow run chart
available on the web tool to
determine the proportion of
asthma patients that did
not have a peak flow
measurement taken within
1 hour of arrival at hospital.
Survey staff to understand
the barriers to measuring
PEF in the emergency
department. Develop a
small change test that can
be tested easily following
the survey to improve
uptake of PEF measurement
within 1 hour.

Other NACAP QI resources
Good practice repository
View our secondary care repository sharing stories from teams across the
country about their challenges and achievements in collecting data for
the national adult asthma audit available at:
https://www.rcplondon.ac.uk/projects/outputs/national-asthma-andcopd-audit-programme-nacap-adult-asthma-secondary-care-good
Quality Improvement workshops
In 2019, the NACAP team ran a series of QI workshops.
A selection of QI resources from the events have been
published online.
https://www.rcplondon.ac.uk/projects/national-asthmaand-copd-audit-programme-nacap-quality-improvement
Hospital teams are encouraged to attend a second series of NACAP QI workshops which will be held in 2021.
Further details regarding these workshops will be circulated to participating hospital teams in due course.
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