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Maj MCM Bricknell 
BM,MRCGP,DRCOG,RAMC* 
General Duties Medical Officer 

Garrison Medical Centre, Episkopi, BFPO 53 

Sgt NM Connolly 
RAMC 
Practice Manager 

Families Medical Centre, Berengeria Village, BFPO 53 

SUMMARY: Asthma is a common condition. General Practitioners in the NHS now receive specific remuneration 
for running asthma disease management programmes. This paper presents the results of illl audit of asthma 
management in an Army General Practice. The records of all patients were reviewed. In addition a questionnaire 
survey of patient knowledge and satisfaction was undertaken. The study identified several areas for improvement. 

Introduction of breath, wheeziness, chest tightness and cough). If it is 
Asthma is a common illness in the United Kingdom, proven that the patient is an asthmatic after trial of 

affecting 6% of the population (1). It is estimated that therapy they are then added to the chronic disease 
between 5-15% of children have asthma and that the register. This register is a card-index record maintained by 
prevalence, severity and mortality have increased in one of the practice nurses. All patients are then reviewed 
recent years in both adults and children(2). It has been at least annually, with those that require regular inhaled 
shown that up to 50% of general practice asthmatic preventive treatment reviewed at least 3 monthly. When a 
patients have less than optimal control (3). Improving review is necessary a letter is sent to the patient by the 
patient understanding and compliance with therapy by practice nurse who is responsible for the overall 
providing specific asthma clinics in general practice may administration of the disease register. The patient then 
be one way of improving morbidity (4). Indeed the New makes an appointment for a review during our regular 
Health Promotion Package introduced into NHS practice clinic appointments. It has been considered impractical to 
in 1993 specifically funds an asthma disease management set up a dedicated nurse-run asthma clinic because of the 
programme in general practice (5). The document defines difficulty ensuring continuity of nurse attendance. 
several standards that have to be met for the practice to Consequently continuity of care is maintained by ensuring 
receive payment. Nurse run asthma clinics have been asthmatic patients are reviewed by their own doctor. 
shown to decrease the number of doctor consultations, The practice uses a dedicated asthma record card which 
courses of oral steroids, number of acute nebulizations is kept in the patient's clinical notes. This is designed as 
and days lost from work or school. They also result in an overprint for FP7 and FP8 clinical record forms. On 
better recording of data relevant to patients with asthma one side are spaces for the regular reviews. This records 
(4, 6). information on the patient's current peak expiratory flow 

The Families Medical Centre, Berengeria is a satellite rate (PEFR), asthmatic symptoms, the patient's inhalation 
of a larger medical centre and caters specifically for the skills, overall asthma control, maintenance treatment and 
wives and children of servicemen. The general the management plan for a minor or major asthma attack. 
practitioners visit from the larger practice on a rotational On the reverse of the card is a space for an annual review. 
basis and usually do not attend on consecutive days. The This acts as a prompt for the doctor to review the patient's 
doctors' clinic is run for four hours Monday to Friday. overall management and control. He will also record best 
The practice nurses provide 24 hour cover and they work and worse PEFR, numbers of acute nebulizations, extra 
a 12 hour shift system. Currently this prevents an doctor consultations, courses of oral steroids and days 
individual nurse taking responsibility for an asthma clinic missed from school or work. 
because the shift pattern would not allow her to run a When the patient attends for a monthly review, the 
regular clinic in working hours. practice nurse will measure the patient's height, weight 

Asthmatic patients make up 5.6% of the practice and PEFR prior to the patient seeing the doctor. The 
population and are 85% of the total of patients on our doctor will then review the patient using the asthma card 
dedicated chronic disease register. The diagnosis of as a prompt. The clinical management of the patient 
asthma is based on standard diagnostic criteria (shortness follows practice guidelines which would have been 

* now HIS Royal Army Medical College, Millbank, London SW1P 4RJ 

P
rotected by copyright.

 on M
ay 22, 2023 by guest.

http://m
ilitaryhealth.bm

j.com
/

J R
 A

rm
y M

ed C
orps: first published as 10.1136/jram

c-141-02-06 on 1 June 1995. D
ow

nloaded from
 

http://militaryhealth.bmj.com/


88 

discussed and agreed upon by all three practice doctors. 
These guidelines were derived from the British Thoracic 
Society Guidelines (7). 

The aim of this study was to measure current patient 
care by auditing the asthma chronic disease register, 
patient's clinical notes and also conducting a patient 
questionnaire. 

Method 
Sampling 

At the time of the study there were 50 patients on the 
chronic disease register and all patients were used. This 
represents 5.6% of the practice population. 

Audit 
The Asthma chronic disease register was audited using 

the card-index record and the asthma review card from 
the patient notes. The information collected is shown in 
Table I. Furthermore the patient's clinical notes were 
reviewed to identify all consultations for asthma that 
occurred outside planned asthma reviews. 

Table 1 

Criteria Assessed on Notes Review 
The following criteria were recorded: 

Number Percent 
Folder marked with 
diagnosis of asthma 45 90% 

Review card present 40 80% 

PEFR recorded 50 100% 

Clear treatment plan 37 74% 

Self management plan 32 64% 

Questionnaire 
The questionnaire was designed to test how well the 

primary health care team had educated registered asthma 
patients or their guardians about all aspects of their 
condition. This questionnaire is reproduced in Table 2. 
The questionnaire included three questions (questions 4, 5 
and 6) which were used to assess a patient's morbidity. 
These have been validated in a previous study (3). If a 
patient answered no to all questions they were given a 
LOW morbidity, yes to one question they were classed as 
MEDIUM. Two or three yes's gave the patient a HIGH 
morbidity. 

Results 

Audit of Chronic Disease Register 
The age distribution of the asthma patients on our 

register was: 0 - 5 30%, 6 - 10 26%, II -166% and >16 
40%. Two patients on the register had not been seen in 

Audit of Asthma Care 

the year 1993 in spite of being sent recall letters. Table 1 ,~ 
shows the results of the audit. There were 7 (14%) 
patients who were current smokers. There were 61 
emergency consultations for asthma outside planned 
review in 1993 involving 26 (52%) of patients. Figure I 
shows the percentage of patient emergency consultations 
outside the monthly review clinics. Figure 2 shows the 
breakdown of patients' monthly regular reviews. The 
annual review side of the asthma card had been fully 
completed for 14 (28%) of records, 11 (22%) partially 
completed and 15 (30%) not completed. 

Questionnaire 
Of the 50 questionnaires that were sent out 2 patients 

left before completing them and 20 patients did not reply. 
Therefore all figures and percentages are for the 28 
remaining patient questionnaires (a response rate of 
58.3%). From these 28 replies, 27 (96.4%) showed a good 
understanding of asthma based on the answer including 
either shortness of breath, narrowing of the air passages 
or definitions similar to these. There were 25 patients 
(89.2%) who correctly identified their medication as 
either a 'preventer' or a 'reliever'. Only 11 (39.3%) 
patients had a peak flow meter at home. Twenty-four 
(85.7%) patients accurately reported what to do if their 
asthma got worse when compared with the plan of 
treatment on their asthma review card. However only 17 
(60.7%) patients gave an indication that they could 
monitor the effectiveness of any treatment they had 
started. Twenty-five (89.3%) patients were happy with the 
current system of being reviewed every 3 - 12 months and 
25 (89.3%) patients said they would be happy to see a 
nurse instead of a doctor at their next review if they were 
asymptomatic. For the three morbidity questions, 7 (25%) 
patients had a LOW morbidity, 8 (28.6%) had a 
MEDIUM and 13 (46.4%) had a HIGH morbidity. 

N 

m 
b 

o >4 
Number of consultations 

Fig 1. Distribution of Emergency Consultations. 
By Patient 

Discussion 
The asthma chronic disease register audit was 

conducted in order to measure current performance and to 
define standards to be adopted for the future. This audit 
has demonstrated the need to revise our existing practice 
guidelines for the management of asthma and also the 
need to improve the administration of our system. 
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Table 2 

Asthma Questionnaire 

1. In your own words give a brief definition of asthma. 

2. What drugs are you currently taking to control your asthma and how often do you take 

them? (eg. Becotide 100, Ventolin inhaler) 

3. In your own words describe what each drug does. (If you don't know please put "don't 

know") 

(Please answer questions 4-8 by circling Y-yes or N-no) 

4. Are you in a wheezy or asthmatic condition at least 

once a week? Y N 

5. Have you had time off work or school in the past year due to 

your asthma? Y N 

6. Do you suffer from attacks of wheezing 

during the night? Y N 

7. Do you smoke? Y N 

8. Do you have a peak flow meter at home? Y N 

89 

9. How often have you needed to see your doctor in the past year (1993) when your asthma 

has become worse? 

10. What do you do it you think your asthma is worse than normal? 

11. How do you monitor the effectiveness of the treatment of your asthma? 

12. Do you think the current system of review clinics every 3-9 months is worthwhile? 

13. If you answer to question 12 was 'no' please give a reason why. 

14. If your asthma was under control at the time of your next review would you be happy to 

see the nurse instead of the doctor? 

15. Please give any views you may have of improving the current system. 
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Times per year 
Three monthly six monthly Annually 

Fig 2. Frequency of Visits 

No regular 
review 

The card index recall system currently in use is the 
most suitable for the general administration of the clinic. 
Patients complied very well with the recall system which 
justifies its continued use. However the practice would 
benefit from a computer with an asthma database. This 
would have to be simple to use due to the high turnover 
of practice staff that a military enviroment incurs. A 
computer would assist in storing information from the 
review cards and would make it easier to produce 
information for any future audits. It could also simplify 
the administration of patient recall by using mailmerge 
facilities between database and wordprocessor software. 

The audit indentified two areas of administration that 
need to be corrected. The first was that 10 (20%) sets of 
notes did not contain an asthma review card. The doctors 
are at fault because in all ten cases a review had been 
performed and an entry made in the clinical notes. The 
second problem was the annual review. The validity of 
this review must be questioned, as so few cards were 
filled in correctly in spite of being an agreed part of the 
practice guidelines. It is felt that these reviews do have a 

Maintenance treatment 

Acute treatmeDt 

Audit of Asthma Care 

part to play in our clinic but would only benefit those 
patients that have poor asthma control in whom a detailed 
review might provide ideas to improve the management 
of their asthma. It is felt that there was no requirement for 
a specific review card for this. 

We were reassured to find that all patients had their 
PEFR recorded on the asthma card. However the cards 
were made before the practice protocols were written and 
so do not have space for the 75% and 50% levels, which 
are important as they are part of the baseline levels for 
asthma treatment. The number of patients without a clear 
treatment plan and/or self management plan is cause for 
concern. This may be due to the absence of a dedicated 
slot on the asthma review card. A new card has been 
designed to a accommodate all these points and is 
reproduced at Fig 3. 

The morbidity index (3) needs to be included as part of 
the asthma assessment program in future as it was 
difficult to work out patient morbidity from' the patient 
notes. The three questions should be included in each 
review and the grading system introduced into the record. 
The percentage of patients with a high morbidity score 
was 46.4% which suggest poor overall management of 
the asthmatic population. However this is comparable to 
other reports (3). The figure does provide a useful 
baseline for future comparisons and could be used as an 
indicator of performance. Eight patients who had a high 
morbidity and 5 patients with a medium morbidity did not 
have a peak flow meter at home. But from this total of 13, 
only 5 patients said they had no way of monitoring the 
effectiveness of their treatment. In future a determined 
effort must be made to ensure that all patients with a high 
or medium morbidity have a peak flow meter at home 
and know how to use it. 

REVIEWS 

Self monitoring 

IDhalatioD skills 

Control 

Initials 

Fig 3. Asthma Review Card 
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Of the 7 smokers identified from the notes only 2 
returned questionnaires; this could be due to smokers not 
wishing to report thir poor compliance with anti-smoking 
advice. Their smoking habits had not been altered. The 
morbidity questions for smokers could not be interpreted 
in this study as there were not enough returns; of the 2 
that did reply 1 had a low morbidity, the other a medium. 
Three of the smokers had no regular review. Smoking 
could have had an effect on the emergency consultations 
as the 7 smokers had five consultations, a rate of 0.71 per 
patient compared to 0.48 per patient for non-smokers but 
the numbers are too small make a valid comparison. 

It was felt that the nurses could play a greater role in 
the management of asthma patients. Practice nurses 
potentially have more time to explain all aspects of 
asthma care and patients are also more likely to question 
anything they do not understand. The major problems 
mitigating against this are the quick turnover of staff and 
the difficulties fitting the nurses' shifts with continuity of 
care. However the questionnaire demonstrated that a 
nurse-run asthma clinic would be acceptable to most 
asthma patients. It is possible to revise the shift system to 
ensure nurses are available for specific duties and 
therefore ensure nursing continuity at asthma clinics. At 
present none of our nurses have any specialist asthma 
training and there is no provision for locally employed 
civilian nurses to go on courses unless they fund 
themselves. Any training for the nurses would have to be 
provided from practice resources. This could include 
lectures by the doctors, then the nurses sitting in on a few 
doctor consultations and followed by the doctors sitting in 
on nurse-run consultations. 

In the questionnaire a space was left for patients to 
express any views they might have to improve the 
system. A number of patients expressed that they would 
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like an asthma self help group set up within the village to 
be chaired by a doctor or nurse. This idea has potential 
for asthma sufferers to discuss their disease, any new 
advances and any self help issued they have with other 
sufferers. The nurses involved in setting up the nurse run 
asthma clinics would also investigate the possibility of 
setting up a patient self-help group for asthmatics. 

In conclusion this study demonstrated the feasibility of 
introducing and auditing a clinic for asthma care. It has 
provided a baseline form which standards can be written 
and incorporated into the practice guidelines. It also 
provides a reproducable measure of performance that 
could be one aspect of performance assessment under the 
New Management Strategy. 
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