
INTRODUCTION
The UK National Review of Asthma Deaths 
(NRAD),1 was a Confidential Enquiry on 
certificated asthma deaths during the 
12 months from February 2012; its brief was 
to establish the accuracy of the diagnosis, 
whether asthma was the cause of death, and 
what lessons could be learned. Over two-
thirds of the asthma deaths verified by the 
panellists had major potentially preventable 
factors. Of particular concern was that 45% 
of those who died from asthma ether did not 
seek or get emergency assistance during 
the final fatal attack; not surprising being 
that only 23% had evidence of being issued 
with a personal asthma action plan (PAAP). 

PERSONAL ASTHMA ACTION PLAN
A PAAP is provided with the intention of 
informing a patient about their medication: 
its purpose, how to use it, how to recognise 
danger signals of poor disease control, 
what to do when this occurs, and when 
and how to obtain medical assistance. 
As asthma is a potentially fatal (even in 
so called ‘mild cases’), chronic, relapsing 
disease, an appropriate agreed PAAP 
should be provided for all patients with 
asthma and their carers by someone 
appropriately trained.2,3 Despite evidence of 
beneficial outcome in people provided with 
PAAPs,4 these are not provided by health 
professionals for all people with asthma,1,5 
and evidence is lacking on both the quality 
of PAAPs issued as well as the background 
training and expertise of those providing 
them for patients. Besides anecdotal 
evidence, little is known of the extent to 
which asthma care is delegated to untrained 
individuals, who may not be providing 
evidence-based advice. In the NRAD, 46% 
of nurses performing reviews on those who 
subsequently died had no formal training 
in asthma care and there were a number 
of examples where those doing reviews 
failed to recognise that patients were at risk, 
resulting in potentially preventable deaths.1 
Currently it seems that asthma reviews 
(including provision of PAAPs) in the UK 
are often delegated to untrained healthcare 

assistants, pharmacists, and nurses. In my 
view, relatively few patients are provided with 
PAAPs, and in the UK, probably because of 
the limited requirements (in essence a ‘tick 
box exercise’) imposed by the Quality and 
Outcomes Framework (QOF),6 even fewer 
are provided with basic education on asthma 
and the possible risks associated with it.

Daines et al,7 in their qualitative UK-based 
study published in this issue of the BJGP, 
aimed to explore how patients and carers 
developed and established recommended 
self-management strategies for living with 
asthma, and how clinicians can best support 
the process. Of note, only one-third of this 
study group had previously been provided 
with PAAPs. While this study identified two 
timepoints where educational intervention 
could have an impact, for example, at 
diagnosis and at the time of an attack, the 
findings provide very depressing confirmation 
of the way patients ‘learn intuitively’, and are 
in fact left to their own devices to try and find 
a way to live with their disease. The whole 
idea of guided self-management is based 
on the underlying premise that someone 
trained in asthma care provides informed 
guidance for people with asthma (and their 
families) to understand the disease and 
how best to keep this under control. The 
examples in Daines et al ’s article illustrate 
how patients learn through personal 
experiences and habits how to recognise 
danger signs of impending attacks, and 
how they perpetuate habits learned either 
personally or experienced through medical 
management of their disease.

ASTHMA IS NOT AN ACUTE ILLNESS
Health professional’s management as a 
role model for patients may be beneficial, 

where the quality of this is evidence based. 
However, where aspects of the management 
are inappropriate, patients learn bad habits. 
Examples include, first, where asthma 
is treated as if it’s an ‘acute illness’, and 
patients are sent home after management 
of exacerbations without identifying or 
modifying risk factors, or any change in 
chronic treatment or planned follow-up.1 
Second, where doctors adopt non-evidence-
based practice, such as discharging children 
from hospital after an asthma attack with 
unlicensed, extremely high doses of short-
acting reliever medication.8 Patients adopt 
the same strategies, from their treatment 
experiences in general practices or 
hospitals, for personal self-management 
behaviour without seeking timely medical 
advice, or realising that an asthma attack 
is a signal that their previous treatment has 
failed and that optimisation of treatment 
may be needed.

It is interesting to note how Daines et al ’s7 
subjects learned and coped with their 
disease; however, it would also be of great 
interest to know more about the clinical 
care and education provided by the subjects’ 
clinicians in order to fully understand the 
influences on their habits and the intuitive 
behaviours they developed. This would help 
in making recommendations for improving 
self-management, learning, and behaviour. 
It would also be interesting to know more 
about how the subjects‘ aptitude and ability 
or desire to learn was matched with any 
instructions they were given by healthcare 
professionals, in terms of the types of 
interventions they received and the quality of 
their expertise and previous training. Were 
they taught about the nature of asthma? 
Or that it is an ongoing ‘chronic’ disease 
prone to relapses and poor outcome, such 
as hospitalisation and in some cases death? 
And were they informed of the different 
types of asthma medication and importance 
of taking regular preventer medication?2,3 
One of the interviewees had clearly 
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misunderstood the principles of asthma 
management and stated that ‘I know how 
far I can push it before I need to stop and 
take my inhaler … it’s just instinct now’. 
Sadly, it seems that UK doctors haven’t 
got the message across that over-reliance 
on reliever medication can be potentially 
fatal; only one of the 19 recommendations 
published 6 years ago in the NRAD has 
been implemented nationally.1 In my view 
it’s illogical to expect patients to intuitively 
acquire good self-management knowledge 
and skills of such a complex disease without 
informed guidance on self-management; 
this article by Daines et al,7 where a number 
of subjects had attacks or were using 
excess relievers, demonstrated inadequate 
self-management making it difficult 
to extrapolate any lessons for improving 
practice. If the experience of these study 
subjects reflects that of patients in the UK as 
a whole, it’s not surprising that this country 
ranks so poorly in the world asthma death 
statistics,9,10 and has the very high levels 
of unscheduled asthma care cited in the 
Daines et al article.7,11

MOST ASTHMA ATTACKS AND DEATHS 
ARE PREVENTABLE
As most asthma attacks and deaths 
are potentially preventable, asthma 
management, and in particular good 
quality education on self-management, is 
urgently needed as long as it is provided 
by appropriately trained individuals. People 
with asthma should not be left to manage 
this potentially fatal disease using only 
their instinctual habits, often guided by 
poor practice. The key lessons are that 

those responsible for health care have 
a duty to discover the way patients are 
managing their asthma, to identify bad 
habits and modifiable risk factors, and 
match appropriate education to these 
factors. Furthermore, instead of relying on 
an annual asthma review, clinicians should 
take opportunities when initially diagnosing 
and when following patients up after attacks 
to ensure clear safety-netting advice is 
provided to encourage people to collect and 
take their medication correctly, and know 
how to recognise and act on danger signs. 
Finally, it is clear that people with asthma 
should be managed by appropriately trained, 
knowledgeable healthcare professionals, 
perhaps supported by trained asthma 
educators.
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