
Introduction

Asthma is a common childhood illness, imposing a
major burden on society in terms of morbidity, quality
of life and healthcare costs.1 The prevalence of
asthma is increasing; currently an estimated 1.4
million children are treated for asthma in the UK,
accounting for 1 in 8 of the paediatric population.2
Although regular use of inhaled corticosteroids may
prevent the majority of asthma hospitalisations and
reduce the impact of the disease3,4 the number of
preschool children hospitalised for asthma is rising.2

Paediatric asthma patients are treated, diagnosed and
advised on disease management in a variety of
settings within primary and secondary care.  However,
the majority of children with asthma are managed in

primary care asthma clinics.
Although there is currently
no formal accredited asthma
training for general
practitioners (GPs) in
primary care in the UK,
most staff in such clinics
have some level of asthma
management training.  In
recent years the number of
nurse-led asthma clinics in
general practice has
increased, providing a useful
approach to the management
of childhood asthma.5,6 It is
likely that the near future
will see the establishment of
GPs with a specialist clinical
interest (GPwSI) in
respiratory disease,
participating in the
management of children
with asthma.7

The quality of asthma care is
dependent on establishing
the correct diagnosis for
asthma, selecting appropriate
treatment, instructing
disease management
techniques and developing a
partnership between care
provider and patient to
promote adherence to
treatment plans.

The British Thoracic Society

(BTS) and the Scottish Intercollegiate Guidelines
Network (SIGN) guidelines on asthma management
cover the diagnosis and the long-term and acute
management of asthma in adults and children.8
National asthma guidelines have been influential in
improving the diagnosis and management of asthma
in children, but many children still suffer frequent
symptoms.  

The recent Asthma Insights and Reality in Europe
(AIRE) survey showed that paediatric asthma
management and control were suboptimal in all of the
seven Western European countries surveyed.9 A
community-based study of children with asthma has
demonstrated that many children experience
inadequate control of asthma symptoms, reflecting the
suboptimal provision of paediatric asthma care in the
UK.10  Further efforts to fully implement asthma
guidelines are therefore required to improve asthma
control in children.9,11

The need to improve paediatric asthma care has
motivated a coalition of experts in respiratory
medicine to collaborate in developing minimum
criteria for a paediatric asthma clinic.  These criteria
are intended to support best practice and should be
used in conjunction with current guidelines for asthma
management.8 It is intended that these criteria should
be implemented in primary and secondary care
asthma clinics where children are seen, rather than in
those services that provide care for acute asthma
episodes.  Ultimately, the criteria aim to drive
improvements in standards of care provided to
children and support the integration of primary and
secondary care management options, thus providing
consistency of care.

Consensus-based approach towards criteria for a
specialised paediatric asthma clinic

The essential asthma clinic criteria were developed
using a consensus-based approach, involving expert
opinion from those actively involved in developing
clinical practice (Figure 1).  The clinic criteria
presented in this article were submitted to many
healthcare professionals, from a variety of disciplines,
for their endorsement and support.  This was an active
process and their suggestions are reflected in the final
version of these clinic criteria.

Overview of the clinic criteria

The clinic criteria have been specifically designed to
support integrated care pathways and to promote
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Summary

Childhood asthma is insufficiently controlled in a large number of
patients, highlighting the need for improved provision of paediatric 

asthma care.  This paper presents consensus criteria for a paediatric 
asthma clinic.  These are intended to provide a basis for the delivery
of asthma care to children in primary and secondary care clinics.

Figure 1. Flow diagram of the processes involved
in producing the paediatric asthma clinic criteria.
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Table 1. Full list of criteria for a specialist asthma clinic where children are seen

Services for Patients
Criteria for primary and secondary care: Patients are able to obtain the services of the team at flexible times and without delay

Structure - essential requirements
Criteria Secondary care Primary care
Doctors with experience and training in New entrants: 1-year paediatric respiratory Evidence of experience in the management of paediatric
paediatric asthma training and completion of approved qualifications asthma

Existing clinicians: substantial experience in the Evidence of ongoing training in the management of asthma
provision of a quality service for asthma patients
All: evidence of ongoing professional development
Note: a lead clinician with specialist training is Note: there is currently no accredited asthma training for GPs in
desirable in this setting in primary care

Nurses with experience and training in For most Trusts, a paediatric nursing qualification Appropriate paediatric experience
paediatric asthma is mandatory

RSCN/RNCB qualification and accredited Accredited-level asthma training*
respiratory diploma as an additional requirement
Ongoing mentoring and monitoring Ongoing mentoring and monitoring
Completion of a post-registration accredited-level 2 Completion of a post-registration accredited level-2 paediatric
paediatric respiratory module and ongoing training respiratory module and ongoing training and competency
and competency *Note: a lead nurse should possess a diploma in asthma care

Facilities and trained personnel to Spirometer with printout and flow volume loops Lung function equipment - peak expiratory flow meter* 
measure and interpret lung function tests Staff trained to use a spirometer Protocol for referral for more sophisticated tests
in children over 5 years of age Equipment to be callibrated according to

manufacturers standards Note: ensure single-use mouthpieces
Access to radiology diagnostic services Access to appropriate investigations, Access to appropriate investigations eg. endoscopy & imaging

eg. endoscopy and imaging Facilities to ensure patients are informed of their results
A child-friendly environment Safe environment that ensures parental participation and allows privacy and dignity for older children

and young people
Age-appropriate toys, games and educational materials

Provision for procedures in structure of Written management guidelines incorporating patient group direction if needed
care, including audit Evidence of periodic audit
Trained personnel and callibrated Height and weight should be measured using regularly maintained and callibrated equipment, and the results recorded
equipment to measure height and weight in current centile charts
Educational, training, demonstration and Appropriate range of devices, peak flow, symptom diaries and personal management plans
monitoring materials and equipment Provision of educational tools with access to multi-lingual translation where appropriate
A register of asthma patients Available across primary and secondary care, especially in Accident and Emergency (A&E) departments 

To include “at risk” patients as defined by the BTS/SIGN 2003 guidelines8

Structure - desirable requirements
Access to allergy and additional respiratory Access to allergy testing and other laboratory tests Appropriate referral
diagnostic services carried out by trained staff
Educational, training, demonstration and Use of spirometer by trained staff
monitoring materials and equipment Equipment callibrated according to manufacturers

standards
Process - essential requirements
Criteria Secondary care Primary care
System of appointments and structured Flexible appointment system Flexible appointment recall system
recall DNA policy DNA policy

Guidelines for emergency appointments and recall
A review policy in line with asthma guidelines
Targeted review of medication

Guidelines and facilities to treat-stabilise Access to oxygen, spacer device/metered-dose Access to oxygen, spacer device/metered-dose inhaler, oral
and follow-up acute episodes of asthma inhaler, oral steroids, nebuliser, paediatric oximter steroids and nebuliser

and resuscitation equipment
Follow BTS/SIGN guidelines or locally agreed guidelines underpinned by the BTS/SIGN Guidelines 

Effective community, primary and Explicitly agreed channels of communication across primary and secondary care
secondary care interface Written guidelines for referral to secondary care

Regular and timely communication after attendance or admission at A&E and outpatient departments
Agreed policy in practice for when a patient should be seen urgently and as part of a structured care plan
Parents and guardians to be included in all correspondence

Regular team discussion regarding This should include a multi-professional/multi-agency approach
difficult-to-manage asthma patients System for identifying at-risk patients, and a register of these patients

Note: factors for identifying at risk patients include: previous asthma, lack of attendance, overuse of ß2-agonists, 
nebuliser use, lack of parental supervision, recent A&E visit and other comorbidity factors

Individual written management plans Plans following National Asthma Campaign template or similar
Height and weight plotted on centile chart Plot height and weight at each review on up-to-date charts
Process - desirable requirements
Criteria Secondary Care Primary Care
Guidelines and facilities to treat/stabilise Access to paediatric oximeter
and follow up acute episodes of asthma
Clinic able to participate in research activities Database. ongoing research programme
Outcome
Criteria Secondary care Primary care
Ongoing audit process by primary care team Programme of audit meeting
as part of clinical governance
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consistency in this
difficult area of
clinical practice.
To enable their
implementation, it
is essential that
patients should be
able to obtain the
services of
primary or
secondary care
teams at flexible
times and without
delay.  The clinic
criteria are
defined under
three different
categories,
encompassing
structure, process
and outcome, and
are shown in full
in Table 1 and
summarised in
Figure 2.  The
criteria are
intended to
support standards
of care delivery
and are divided
into essential and
desirable
requirements for
running a
specialist asthma
clinic where
children are seen.
Primary and
secondary care
clinics are
considered
separately where
appropriate, but,
depending on the
size of the clinic,

intermediate criteria between primary and secondary
care may be applied.  These criteria are designed to
complement current guidelines for the management of
asthma in children.8

Conclusions

The prevalence of childhood asthma dictates the
importance of effective intervention in both primary
and secondary care clinics.  Careful consideration is
needed to ensure that such clinics provide appropriate
interventions in terms of both therapies and provision
of information for patients.

Efforts at national level towards the implementation of
these clinic criteria for a specialist paediatric asthma
clinic will only have an impact on asthma care if the
information contained within them is widely
disseminated and resources identified to ensure their
implementation.  It is imperative that this information

can be accessed by both those commissioning care and
by care providers alike.  Continued involvement at
local and national level is necessary to ensure that the
message reaches those who deal with children with
asthma on a regular basis leading to the evolution of a
consistently high standard of service provision.

In assessing the effective delivery of asthma care it is
important to use appropriate validated outcome
measures that are applicable to both the primary and
secondary care setting.  The national asthma
guidelines provide outcome measures for primary and
secondary hospital clinics to assist in auditing the
quality of asthma care given.8

These clinic criteria provide a framework for an
organised process of care provision in paediatric
primary and secondary asthma clinics, leading to a
standardised level of care for all patients.  Any
processes should include a seamless transition between
care in primary and secondary services.12 
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Figure 2.  Summary of criteria for a specialised paediatric
clinic.
Services for patients - primary care / secondary care
Patients are able to obtain the services of the team at flexible
times and without delay.
Structure - essential requirements
1. Doctors with experience and training in paediatric asthma. 

(implementing this out of hours may be problematic)
2. Nurses with experience and training in paediatric asthma. 

(implementing this out of hours may be problematic)
3. Facilities and trained personnel to measure and interpret 

lung function tests in children over 5 years of age.
4. Access to radiology diagnostic services.
5. A child-friendly environment.
6. Provision for procedures in structure of care, including 

audit.
7. Trained personnel and calibrated equipment to measure 

height and weight.
8. Educational, training, demonstration and monitoring 

materials and equipment.
9. A register of asthma patients.
Structure - desirable requirements
10. Access to allergy and additional respiratory diagnostic 

services.
11. Educational, training, demonstration and monitoring 

materials and equipment.
Process - essential requirements
12. System of appointments and structured recall. Adequate 

information technology infrastructure.
13. Guidelines and facilities to treat/stabilise and follow up 

acute episodes of asthma.
14. Effective community, primary and secondary care 

interface.
15. Regular team discussion regarding difficult-to-manage 

asthma patients.
16. Individual written management plans.
17. Height and weight plotted on a centile chart.
Process - desirable requirements
18. Guidelines and facilities to treat/stabilise and follow up 

acute episodes of asthma.
19 Clinic able to participate in research activities.
Outcome
20. Ongoing audit process by primary care team as part of 

clinical governance.
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