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These two qualitative papers contribute to the development of
new and innovative models of providing aspects of COPD care and
shared decision-making. Their findings suggest that there is a need for
ongoing debate regarding workforce issues and the development of
appropriate competencies even in the highly centralised UK National
Health Service. However, there are also other models – for example,
the use of a hospital-based dedicated healthcare professional to
promote discussion of ACP with patients directly (‘Respecting Patient
Choices’12) currently in use in Australia and the USA. The role of other
models should also be investigated. 

Nevertheless, given the growing burden of disease from COPD
resulting from changing demographics,13 it is clear from both papers1,2

that patient choices will be necessary, and that changes to traditional
health service delivery (including the roles of health service providers)
will be required, in order to accommodate the projected increase in
demand.   
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‘KISS’ – ‘Keep It Simple, Stupid’ – is sound advice in virtually
every clinical situation. In medical school, we focus on getting the
basics right and doing the simple things well before rushing
headlong into the expensive and elaborate. Asthma in children is
common, is the subject of evidence-based guidelines,1 and in
most cases just requires the KISS approach: get the diagnosis
right; give an appropriate level of treatment; make sure the child

and family know what it is all about, especially how to use the
medication delivery device; and as far as possible eliminate trigger
factors from the environment.          

And yet, in this issue of the PCRJ, Jonsson et al. demonstrate not
merely that the easy is not being done, but indeed, given the
opportunity to seize the wrong end of the stick, primary care is doing
this with assiduous attention!2 So not merely do they report a litany of
sins of omission, but all practices had a nebuliser to treat asthma
attacks – even though all the evidence is that metered-dose inhalers
used with a spacer are at least as safe and effective as the nebulised
route in all but the most severe attacks3 – and then only if the practice
had oxygen available… However, two things must be stated
immediately. Firstly, the authors are to be congratulated on
performing this study and having the chutzpah to publish the results.
Secondly, how many asthma clinics (primary, secondary or even
tertiary) inside or outside Sweden would be confident in their
performance if submitted to the same scrutiny? Certainly, our
experience with really severe asthma is that in at least half of cases
there is a need to get the basics right rather than infusing the latest
toxic biological.4,5

This having been said, the results are depressing. The authors
studied a large number of children and showed that only a minority
had received competent care.2 Most would acknowledge that
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environmental factors are important, but documentation of
environmental tobacco smoke (14%), pet exposure (30%), and the
indoor environment (5%), was at best pitiful. The hallmark of asthma
is airflow obstruction which varies spontaneously over time and with
treatment, yet the vast majority had never performed even the
simplest physiological test. Documentation of even the most basic
aspect of patient education, namely checking the child could actually
use the prescribed medication device, was also lamentable. Finally,
even an asthma attack severe enough to merit the prescription of
inhaled corticosteroids (ICS) only triggered ‘education’ but no inhaler
checks and no measurement of pulmonary function. One expects
asthma nurses to be more meticulous than doctors, (and certainly
much more than professors!), but the results reported here reflect little
credit on the nurses either. True, access to an asthma nurse meant that
the child was more likely to have spirometry performed, but this was
the only one of 16 comparisons which showed any difference –
scarcely a powerful endorsement of the role of the asthma nurse. 

One problem with interpreting these data is that children as young
as six months were lumped together with school age children, and
possibly that these interventions had been done but not documented
– the latter a charitable view to which we do not subscribe. In future
papers it might be better to avoid this, given the evidence that many
young children will have pure episodic viral wheeze, which has
completely different pathophysiology and management, in particular
pharmacological.6-9 Having said this, it cannot be said to be good
practice to give a parent of a child of any age an inhaler without
showing them how to use it. 

So what can be done about this? We could perhaps learn from
the US Cystic Fibrosis (CF) Foundation’s Quality Improvement program,
which has been used to drive up standards in underperforming
centres.10 They published individual clinic data on spirometry and body
mass index (BMI) to identify those clinics who thought they were
doing well but were not, and then encouraged a process of self-
examination and change to raise standards. They had the advantage
of knowing that both spirometry and BMI are (a) easy to measure, and

(b) directly related to prognosis. This was no mere paper exercise, but
led to genuine year-on-year improvements. Should primary care (and
for that matter, secondary and tertiary care) be doing the same for
asthma?

If we are going to attempt quality improvement, what should we
measure? Even more fundamental, what do you have to provide
before you can call yourself an asthma clinic? As far as we are aware,
this pretty fundamental question has never been answered or even
been acknowledged as a question worth answering. One obvious
difference between CF and paediatric asthma is the difficulty of
finding things to measure which can be done easily and which relate
to prognosis in asthma. Possibly the number of children collecting
more than one canister of short-acting β2-agonist per month might be
one, but probably there are very few of these.11 So unfortunately and
distastefully, the answer will likely have to concentrate on process not
outcome. But unlike our political masters, we should at least try to
ensure that the processes we look at bear some relationship to a good
outcome. 

Table 1 is therefore a non-evidence-based attempt to define what
an asthma clinic in any developed world context should provide,
together with benchmarks against which care could be measured;
none requires expensive apparatus or is very time-consuming, and the
use of computerised proformas and databases would hopefully
ensure that what had been done had been documented, thus
allowing a ready audit of performance. Noteworthy is that we have
not specified who should see the children in the clinic. There is no
evidence-based reason why a doctor and a nurse should be involved
– and to judge from the data of Jonsson et al., a folie a deux is more
expensive and equally ineffective as a folie a un… We have also stayed
neutral on doctor versus nurse-led clinics; there is no doubt which is
likely cheaper. Of course, it could be argued that there is no evidence
that any children suffer harm from neglect of these aspects of care,
but these criteria will never be subject to a randomised controlled trial.
We wonder what choice we would make for our own children –
between a clinic which offers all these aspects of care as against one

Element of care Measurement Age group
Diagnosis                              Has the presence or absence of polyphonic wheeze been documented? All

Has variable airflow obstruction been documented with physiological testing? School age children

General Paediatric Care Are height and weight being measured regularly? All
Are the data plotted on a growth chart? All

Asthma Baseline Control Has asthma control been documented using an appropriate questionnaire All
at least every six months?

Has lung function been measured at least every six months? School age children

Has inhaler technique been taught, and checked at least every six months? All

Have tobacco related issues been discussed? All

Has the home environment, including pet exposure, been discussed? All, but especially school age children

How many canisters of β2 agonists are being dispensed per month? All

Does this number of canisters merit inhaled corticosteroid prescription? School age children, pre-school 
children with multiple-trigger wheeze

What is the prescription pick-up rate of prophylactic medications? School age children, pre-school 
children with multiple-trigger wheeze

Are second opinions being sought at a guideline recommended level All
of treatment?

Acute asthma attacks Are number of urgent contacts with medical care documented? All

Are number of prednisolone bursts documented? All

Has basic asthma care been documented as having been reviewed after All
a prednisolone burst (prescription uptake, inhaler technique, environment)

Table 1. Possible requirements for a paediatric asthma clinic 
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that offers none of them.
Over-diagnosis of asthma is a concern worldwide; one recent

systematic study showed that 30% of adults were wrongly
diagnosed.12 Of course there is no diagnostic test for asthma, but if
wheeze has never been heard, and variable airflow obstruction never
demonstrated, then the physician should have heightened alertness
for another diagnosis (in particular, that most difficult diagnosis of ‘the
normal child’). Measuring growth and recording the results is not
merely good practice, but the only way of detecting faltering growth
due to uncontrolled asthma, excessive ICS dosages or a coincidental
diagnosis. The other two sections in our Table relate to on-going
asthma care. The basic components of assessing baseline control of
asthma are well rehearsed in guidelines. The response to acute
deterioration of asthma is largely ignored, and almost uniformly
feeble. Asthma ‘exacerbations’ are not benign, but are associated
with an accelerated rate of lung function decline in children not
treated with ICS13 (though note that only half of those with an
exacerbation bad enough to be given nebulised therapy were then
given ICS; this may have been a correct decision in pre-schoolers with
episodic viral wheeze). Elsewhere it has been argued that a better
term would be ‘asthma lung attacks’,14,15 and that such an attack
should prompt a focussed re-appraisal of all aspects of management.
Unfortunately there is no evidence that this ever happened in the
present study.2

So how have we got into the position of treating a really common
condition like asthma with expensive medications – the cumulative
cost of which runs to billions of euros – without really having any idea
of who is doing a good job and who is not? And what are we going
to do about it? Perhaps the fact that paediatric asthma is common,
and usually appears to be more of a ‘nuisance’, has led us to become
blasé about the condition. So we need a wake-up call; children have
impaired quality of life because of asthma, some still die from
asthma,16 and childhood asthma is a risk factor for later COPD.17

Asthma UK estimate that 75% of asthma admissions are avoidable,
and we would add the corollary, only if you try to avoid them. Children
with asthma deserve proper care, and they and their families deserve
to have information on which to base an informed choice of where to
access care. We have here proposed the sort of care that should be
mandated, and information which ought to be out there for families
to access. Others might have different criteria, but we hope most
would believe that some sort of criteria should be developed. 

So, Jonsson et al.2 have done all of us a signal service in
highlighting how badly we are looking after children with asthma. We
must now put our own house in order before order is imposed from
on high. This paper should stimulate the asthma community (children,
families, and healthcare professionals) to take the following steps,
with sticks and carrots to ensure compliance:
• Set standards of care which are realistic, measurable, and

deliverable
• Audit individual clinics against these standards
• Make the results publicly available

So let’s all KISS!
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