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surgery they should be made aware 
that an asthma attack is a medical
emergency and requires urgent
assessment by a GP or asthma nurse. 

An interesting UK study,5 not yet
replicated, showed benefit from setting
up a formal risk register of patients
considered to be most likely to
experience severe problems from their
asthma. These patients trigger an alert
whenever they contact the practice,

which among other things can be used
to ensure that appointments are
expedited. 

This approach is worth exploring
more widely, although there is an
obvious danger that other patients
could get less attention. 

Features which indicate a high risk of
severe attacks include:5-7

•Previous admission to intensive care,
particularly if requiring mechanical
ventilation
•Previous admission with asthma
especially in the past year or repeated
emergency department admissions
•History of worsening asthma in
January or February
•Use of three or more classes of asthma
medication
•Heavy use of beta-2 agonists
•Anxiety traits
•Marital stress

PERSONAL ASTHMA ACTION
PLANS
More than 80% of patients in one case
control study reported worsening
symptoms in the previous 48 hours and

had felt unwell at least seven days prior
to hospital admission.6 This suggests
that there is a window of opportunity to
assess and treat patients adequately
before a near fatal or fatal attack
develops. 

The first step is appropriate action by
the patient, and there is good evidence8

that this is more likely if the patient
possesses a personalised written action
plan. This should include advice on self-
administration of appropriate treatment
and a clear escalation plan detailing
when and how to access a healthcare
professional for help. The NRAD report
showed that only 23% of patients who
died had an asthma action plan, see
figure 1, opposite.

ASSESSMENT AND SEVERITY
Initial assessment by a healthcare
professional should include a focused
history and examination together with
commencement of treatment. 

The classic symptoms are
breathlessness (how much can the
patient say without stopping for
breath?) and wheeze with attention to
the timing and duration, especially
noting whether symptoms disturb sleep.
Key observations are those which have
been shown to allow a grading of
severity, specifically heart rate and
respiratory rate (still regularly omitted,
although less often than it used to be). 

Other signs, such as excessive use 
of accessory muscles of respiration 
or cyanosis indicate that an attack 
is severe or life-threatening, see 
table 1, left 

Peak expiratory flow (PEF) is an
extremely useful measurement and
improves the recognition of severity
when compared with examination
alone.9 PEF is expressed in terms of
percentage of a patient’s best peak flow
measurement and is more accurate if
this is known within the past two years. 

It is also helpful to measure oxygen
saturation to guide oxygen therapy and
targets of treatment (although lack of
pulse oximetry should not prevent
oxygen being delivered).

Table 1 

Classification of severity of asthma attack, adapted from the 2016 SIGN/BTS
guideline4

Severity
Moderate 
acute asthma

Severe 
acute asthma

Life-threatening 
asthma 

Near fatal 
asthma

SpO
2
= oxygen saturation; PaO

2
= partial pressure of oxygen; PaCO

2
= partial pressure of carbon

dioxide

Features
Increasing symptoms

PEF > 50-75% best or predicted
No acute features of severe asthma

Any one of:

•PEF 33-50% best or predicted
•Respiratory rate ≥25/min
•Heart rate ≥ 110 bpm
• Inability to complete sentences in one breath

Any one of the following in a patient with severe asthma:

Clinical signs Measurements
Altered conscious level PEF < 33%
Exhaustion SpO

2
< 92%

Arrhythmia PaO
2
< 8 kPa

Hypotension ‘ Normal PaCO
2
(4.6-6.0 kPa)

Cyanosis
Silent chest
Poor respiratory effort

Raised PaCO
2
and/or requiring mechanical ventilation 

with raised inflation pressures

‘Receptionists
should be 
made aware that 
an asthma attack 
is a medical
emergency and
requires urgent
assessment by a GP
or asthma nurse’

‘Peak expiratory
flow improves 
the recognition 
of severity when
compared with
examination alone’


