Suggested template for 7-Step Plan to reduce asthma attacks and prevent deaths due to asthma
© Dr Mark L Levy January 2024

Notes on using this form:

This is an example of a template used to analyse patients records after they had an asthma attack to try and identify any factors that could have led to the attack that can be modified. I have suggested some mandatory bits of information and these are marked with  **. Please my talk on Youtube to help with the process of improving asthma care, reducing attacks, and reducing practice workload. 

Further resources and information include Table 2-2 at www.ginasthma.org/reports , https://www.nature.com/articles/s41533-018-0087-5 , and https://www.nature.com/articles/npjpcrm201429 



Please do contact me for more information at bigcatdoc@gmail.com 


Review of attacks in last 2 weeks/ 1month: (Suggest the ones with ** are mandatory fields for discussion)

	Patient initials:         Confidential Identifier:          Male:|_|  Female: |_|
Age        years            months               Weight (Kg):             BMI:        

	[bookmark: Check35][bookmark: Check36]Has asthma been diagnosed? (**)  |_|  Was the record coded with ‘Acute asthma attack code’ (**)? |_|
Attack Date:       /       /       Discharge date (if admitted):       /       /      
[bookmark: Text33]How many attacks in previous 12 months?:       (≥ 2 **) Last asthma review: :       /       /        
Where treated: Practice |_| (by Nurse |_| and/or Doctor |_|)A&E  |_| UCC  |_|Admitted to hospital |_|


	Asthma treatment at the time of (ie just before) attack (From your records): 
Preventer drug                   dose           frequency       device        Not Known |_|
Reliever drug                     dose           frequency       device        Not Known |_|
[bookmark: Check32][bookmark: Check33]Type of inhaler: pMDI |_| DPI |_|
If on pMDI  has Spacer been prescribed : Yes |_|  No  |_| Not Known      

In the 12 months before attack:
How many reliever inhalers prescribed (salbutamol/terbutaline)?                   (≥ 3 **)
How many preventer inhalers prescribed (named above)?                       (< 75% prescribed  **)

Personal Asthma Action Plan: Date Issued :       /       /        ; Never Issued: |_| **
                                              Date last revised:       /       /        Not Known      

Date of last routine asthma review (before the admission):       /       /      
Was current asthma control assessed? Yes|_| ( If Yes ACT Score:      )  Not done |_|  ** 
If yes was his/her asthma : well controlled |_|  Poorly controlled |_|
Any Risk Factors identified**: Previous admission |_|  Previous A&E |_| Previous ITU |_| Obesity |_| Food Allergy |_| Poor Inhaler Tech |_| Low FEV1 |_| > 3 drug types |_| Poor Control |_| Other         
When was his/her inhaler technique last checked ? Yes |_| No** |_| Not Known |_| **
Was it poor |_| ** or good |_|?
Is there a record of previous best peak flow? Yes |_| No |_| Not Known |_| if yes        .l/Min

During the attack:
Was Peak Flow measured? Yes |_| No** |_| Not Known |_| 
if yes        .l/Min Before treatment ;        ..l/Min After treatment
Was oxygen saturation measured? Yes |_| No** |_| Not Known |_| 
if yes        .% Before treatment ;        .% After treatment or not done after treatment |_|
Salbutamol   Yes |_| No |_| Not Known |_| 
           If yes : Nebulised  |_| or via Spacer  |_| 
           With oxygen : Yes |_| No |_| Not Known |_|
Ipatropium bromide: Yes |_| No |_| Not Known |_| 
           If yes : Nebulised  |_| or via Spacer  |_| 
Oral corticosteroids prescribed: Yes |_| No ** |_| Not Known |_|
If yes:  Prednisolone dose           frequency      
             Duration: 3 Days  |_|  5 Days  |_|  7 Days  |_|  or until resolved   |_|  

Date reviewed after attack:       /       /        /  Not reviewed ** : |_|
How long did this attack take to resolve? (Ie PEF back to > 80% of best or predicted, PEF Variability < 20%, no need for SABA, No night waking)

       Number of Days this attack lasted (from treatment date)    or Not Known |_|
…………………………………………………………………………………………………………..
For discussion with colleague(s) at practice meeting :
Why do you think this person had the attack? Ie what brought this about? Refer to the items marked ** - these are ‘Red Flags’ to guide discussion

Has asthma been diagnosed? If not either recall for this or refer to specialist if in doubt.
Was asthma diagnosed on computer?
Was the attack coded on computer as ‘acute asthma attack’?
Were there two or more attacks in the previous 12 months?
Were more than 2 SABA inhalers prescribed in the last 12 months? 
Were ≥ 75% of preventer inhaler prescriptions collected in the last 12 months? 
Or were less than 4 preventer inhalers collected in the 12 months?
Has a Personal asthma action plan been issued?
Were objective measurements made either during or after attack (ACT, PEF, Pulse, Resp rate, Oximetry)?
Was prednisolone (oral corticosteroid ) prescribed? If so was it for a fixed period or until the attack resolved?
Was poor inhaler technique dealt with?


Key question for practice: Was there a faiilure to recognise risk: by health professional   |_| or by patient or Parent/ Carer  |_|
     If yes please detail:        
      Other : |_|
What could have been done to prevent the attack?         and What further training is needed for the whole practice/individuals?      

What action is going to be taken for this patient?  Change in treatment  (Drugs / Inhaler / )        
[bookmark: Check37]? Referral to specialist |_|




