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Emergency asthma services

SIR,-We read with interest the paper by
Drs G K Crompton and I W B Grant (20
December, p 680) and can also report favour-
able results from a similar emergency service
for the treatment of acute asthma at this
hospital. Direct admission to a special care
unit has been available for patients with acute
asthma since January 1974 and by the end of
December 1975 this unit had handled 437 such
admissions; 379 patients were admitted once
and a further 19 had 58 admissions among them.
Among the 437 admissions in the two-year

period there were two deaths attributable to
asthma. The first was that of a man aged 51
who was being treated for a pneumothorax and
had spent 80°,, of the previous year in hos-
pital. The second death occurred in a 50-year-
old man who also suffered from chronic bron-
chitis, with 30 admissions in the previous
eight years. Controlled ventilation was con-
sidered unjustified in both patients and neither
death was unexpected. Onlv two patients
required controlled ventilation and one of
these, aged 68, subsequently died of a cerebro-
vascular accident. Apart from these deaths,
one man aged 50 was successfully resuscitated
after a respiratory arrest and three other
patients were transferred following an arrest
on a general ward where they were treated for
subacute asthma, having been admitted for
revision of their outpatient treatment. They
subsequently made uneventful recoveries.
Unexpected death from acute asthma was

therefore not seen in patients normally diag-
nosed as being in status asthmaticus.
We are continuing to study the natural

history of both acute and subacute asthma in
patients admitted to hospital but find our
initial analysis both of interest and in accord
with the results published by Drs Crompton
and Grant. The practice of admitting patients
in "status asthmaticus" to general wards will
need to be reconsidered if these initial reports
are substantiated.

T J H CLARK
M BRANTHWAITE
M R HETZEL

Brompton Hospital,
London

Long-term digoxin treatment in
general practice

SIR,-Dr P Curtis's peer review on long-term
digoxin prescribing (27 December, p 747) is
fascinating but is not a valid medical audit. He
covertly points out that digoxin, once pre-
scribed, is likely to be continued indefinitely
but misses the vital point that what needs
monitoring is not the quality of the doctors'
records but whether the patient needs to be
on digoxin at all.

Digoxin toxicity is common (up to 290,,')
in patients taking digoxin when admitted to
hospital and carries a high mortality (up to
41° O'). The indications for initiation and con-
tinuation of digoxin therapy must be carefully

considered in every patient because of the
serious risks from digoxin cumulation in renal
failure, hypokalaemia, and myocardial irrit-
ability. The "feeling of well-being" regarded
by Dr Curtis as "a good outcome of long-term
digoxin therapy" is not an adequate criterion
of safe digoxin prescribing, as life-threatening
arrhythmias may be the first and only evidence
of digoxin toxicity. Of the patients studied by
Dr Curtis, only five with atrial fibrillation had
an unequivocal indication for continued
digoxin therapy. In the other 37 (nine with left
ventricular failure, 14 with ischaemic heart
disease, two with rheumatic heart disease,
eight with "no record," and three with cardiac
failure) benefit from digoxin cannot be
assumed. Digoxin does not significantly in-
crease left ventricular contractility in patients
with left ventricular disease,2 and Dr Curtis
cites a study3 in which digoxin was safely
withdrawn from 700,, of ambulant geriatric
patients. Dr Curtis's point that inadequate
records are not necessarily indicative of poor
standards of care is valid, but proper medical
audit is not possible without good records (this
being the major reason for the widespread
adoption of problem-orientated notes4). We
should all evaluate our own indications for
starting and maintaining patients in sinus
rhythm on long-term digoxin therapy.

JOIIN R SEWELL
St Charles Hospital,
London W10
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1971, 284, 98a.

2 Davidson, C, and Gibson, D, British Heart Journal,
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