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Box 1

Use of NHS services

• During their last asthma attack 87 (45%) of the 195 patients
died without seeking medical assistance or before
emergency medical care could be provided

• Of patients who died 112 (57%) were not recorded as being
under specialist supervision during the 12 months before 
their death

• There was a history of prior admission for asthma in 90 of
190 cases (47%) 

• Nineteen (10%) of the 195 died within 28 days of discharge
from hospital following treatment for asthma

• At least 40 (21%) of the 195 people who died had attended
an emergency department with asthma at least once in the
previous year, and of these 23 had attended twice or more

Box 2

Medical and professional care

• Only 44 (23%) of the 195 patients who died from asthma
had personal asthma action plans

• There was no evidence that an asthma review had been
carried out in general practice in the 12 months before death
for 84 (43%) of the 195 people who died

• Exacerbating factors, or triggers, were noted in the records
of half the patients who died. They included drugs, viral
infections and allergy; but a trigger was not documented in
the other half

• In 155 cases where severity could be estimated, 61 (39%)
appeared to have severe asthma. Fourteen (9%) were being
treated for mild asthma and 76 (49%) for moderate asthma

• The expert panels identified factors that could have
avoided death in relation to implementation of asthma
guidelines in 89 (46%) of the 195 deaths, including lack of
specific asthma expertise in 34 (17%) and lack of knowledge
of the national guidelines in 48 (25%)

Box 3

Prescribing and medicines use

There was evidence of inappropriate prescribing in the following areas:

•  Excessive prescribing of reliever medication: 39% had been prescribed more
than 12 short-acting reliever inhalers in the year before they died, while 6 (4%) had
been prescribed more than 50 reliever inhalers

•  Under-prescribing of preventer medication

•  Inappropriate prescribing of long-acting beta-agonist bronchodilator inhalers.
Twenty seven (14%) of those who died were prescribed a single device long-acting
beta-agonist bronchodilator at the time of death

Box 4

Patient factors and perception of risk of poor control 

• Potentially avoidable factors related to patients, their families and the
environment were identified in 126 (65%) of those who died. These included
current smoking in 37 (19%), exposure to second-hand smoke in the home, 
non-adherence to medical advice and non-attendance at review appointments

• Poor recognition of risk of adverse outcome was an important avoidable factor
in 7/10 (70%) children and 15/18 (83%) young people in primary care, and in 2/7
(29%) children and 3/9 (33%) young people in secondary care

• Median age at the initial diagnosis of asthma was 37 years. 
Most people who died, and in whom this information was available, were
diagnosed as adults, with 70/102 diagnosed after the age of 15

• Psychosocial factors contributing to risk of asthma death and its perception
were identified in 51 (26%) of those who died, and included depression and mental
health problems in 32 (16%) and substance misuse in 12 (6%)
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IMPLICATIONS FOR 
PRIMARY CARE
The report’s goal is not to apportion
blame but to highlight learning
opportunities to change practice and
thereby reduce deaths. 

It makes extensive recommendations
for improving services in both primary
and secondary care.

The first response for primary care
teams should be to nominate a clinician
trained in asthma care as having overall
responsibility for asthma. This lead
clinician should ensure the team meets
to take a fresh view of asthma care in
the practice. 

Asthma review and optimising control
It is important to ensure that any patient
admitted to hospital or attending A&E
with asthma is reviewed, and control is
optimised, within a week of discharge. 

Screening discharge letters and
developing a system that not only
triggers invitations but also monitors
attendance is needed. 

Consider introducing simple
questionnaires that score asthma
control such as the asthma control test.

Both doctors and nurses should be
up to date with asthma training. Ensure
nurses are empowered to refer people
with poor control for immediate or
urgent reviews with doctors.

Rescue medication and action plans
Patients who have had severe asthma
attacks should have rescue courses 
of prednisolone at home with clear
instructions on self-initiation. 
Self-management plans improve
asthma control and prevent attacks. 
All patients should have a written plan.

Patients need to know how and
when to seek care. Practices, including
receptionist teams, need to ensure any
patient calling with poor asthma
control can be seen on the same day. 

Adequate treatment and follow-up
Asthma attacks are frequently
undertreated, either with antibiotics or
advice to increase inhaler use. Oral
prednisolone is one of the most effective
treatments for acute severe asthma and
should be used more frequently. 

Any patient attending the practice
with an attack should be followed up
within a week. Asthma attacks are an
ideal opportunity to educate patients,
identify triggers and plan for future
avoidance and actions.

Systems to identify and address
inappropriate prescribing should be
developed. Any patient needing one
short-acting beta-agonist inhaler or
more per month needs a review of 
their control, adherence and use of
preventer medication.


