
Table 1

Adverse behavioural and psychosocial features associated with severe asthma 
in patients at risk of developing fatal or near-fatal asthma4

•Non-adherence with treatment or monitoring
•Failure to attend GP appointments
•Fewer GP contacts
•Frequent home visits
•Self-discharged from hospital
•Psychosis, depression, other psychiatric illness or self-harm
•Current or recent major tranquilliser use
•Denial
•Alcohol or drug use
•Obesity
•Learning difficulties
•Employment problems
• Income problems
•Social isolation
•Childhood abuse
•Severe domestic, marital or legal stress
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of poor adherence.3 Identifying this,
however, is not easy. 

Direct questioning may be revealing
but more often it is necessary to acquire
objective evidence. GPs could assess
prescription uptake, looking for low use
of preventers and excess use of short-
acting bronchodilators. In some parts
of the country it is possible to look at
filled pharmacy prescriptions.

Newer means of assessing adherence
have been developed. Inhaler devices
that can monitor completion and timing
of actuations have been produced, but
are not in general use. 

Meters that measure fractional
exhaled nitric oxide (FeNO) are available
now, although currently used in few
practices. High FeNO levels are
suggestive of undertreatment, including
poor adherence.  For those on regular
oral corticosteroids, prednisolone levels
can be measured although at present
the number of laboratories offering this
is limited. 

Once identified, strategies to improve
adherence will need to be based on the
individual circumstances of the patient,
working around the particular reasons
for their non-adherence. 

AT-RISK PATIENTS
People with severe asthma and one or
more adverse psychological factors, see
table 1, above, are at increased risk of
death. 

The National Review of Asthma
Deaths showed that behavioural and
adverse psychological factors were
recorded in the majority of patients who
died from asthma,4 that they tended to
miss appointments and to have less GP
contact or fewer home visits as well as
poor treatment adherence. These
behavioural patterns and the associated
psychological factors can be identified in
primary care.  

Despite the close association between
asthma exacerbations and psychological
factors, there is a lack of evidence that
interventions specifically targeting
psychological morbidity are of benefit 
in asthma. 

A meta-analysis of psychoeducational
interventions in adults and children with
difficult asthma concluded that although
there was some evidence for reduced
rates of hospital admission in adults and
improved symptom control in children,
many of the studies were of poor quality
and provide insufficient evidence to
support major changes in clinical
practice.5

A more pragmatic approach is to
develop a risk register for each practice,
as described in a recent UK study.6
In those deemed to be at risk (not only
those with difficult asthma, but
encompassing them) electronic
prompts were used to alert practice staff
with the aim of improving access and
encouraging opportunistic asthma
intervention. Hospitalisation and A&E

attendance were reduced. This is a
single study and further assessment of
risk registers would be useful, but this
seems to us to be an eminently sensible
system with the potential to improve
asthma care significantly.

ALTERNATIVE DIAGNOSES
A recent UK study found that 12 out of
100 patients referred for difficult 
asthma did not have reversible airflow
obstruction or a history suggestive 
of asthma.7

Diagnoses included COPD, cystic
fibrosis, cardiomyopathy, respiratory
muscle dysfunction and severe anxiety
with vocal cord dysfunction.

Observational studies have also
identified a high number of patients with
difficult asthma who were diagnosed
with dysfunctional breathing as an
alternative or concomitant diagnosis 
to asthma.7,8

These alternative diagnoses can be
difficult to establish within the confines
of a primary care appointment, but
specialist referral for review of patients
with asthma who do not respond to
treatment should generate a review of
the diagnosis. 

HIGH BMI
A significant number of patients with
difficult asthma have a high BMI. 
This will increase breathlessness for
obvious mechanical reasons, but there is
also some evidence that obesity may
have a direct adverse effect on the
inflammatory processes of asthma. 

In a recent study, bariatric surgery not
only improved lung function and quality
of life measures, but also reduced
systemic inflammatory markers.9 Clearly
surgery is not appropriate in all cases,
but weight loss should be actively
promoted in patients with a high BMI
and difficult asthma.

‘Look for low use 
of preventers 
and excess use 
of short-acting
bronchodilators’

‘Behavioural and
psychological
factors were
recorded in most
patients who 
died from asthma’

‘Obesity may have a
direct adverse effect
on the inflammatory
processes of asthma’ 


