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ABSTRACT
Introduction: Asthma is now one of the most
common long-term conditions in the UK. It is therefore
important to develop a comprehensive appreciation of
the healthcare and societal costs in order to inform
decisions on care provision and planning. We plan to
build on our earlier estimates of national prevalence
and costs from asthma by filling the data gaps
previously identified in relation to healthcare and
broadening the field of enquiry to include societal
costs. This work will provide the first UK-wide
estimates of the costs of asthma. In the context of
asthma for the UK and its member countries (ie,
England, Northern Ireland, Scotland and Wales), we
seek to: (1) produce a detailed overview of estimates of
incidence, prevalence and healthcare utilisation; (2)
estimate health and societal costs; (3) identify any
remaining information gaps and explore the feasibility
of filling these and (4) provide insights into future
research that has the potential to inform changes in
policy leading to the provision of more cost-effective
care.
Methods and analysis: Secondary analyses of data
from national health surveys, primary care,
prescribing, emergency care, hospital, mortality and
administrative data sources will be undertaken to
estimate prevalence, healthcare utilisation and
outcomes from asthma. Data linkages and economic
modelling will be undertaken in an attempt to populate
data gaps and estimate costs. Separate prevalence and
cost estimates will be calculated for each of the UKmember countries and these will then be aggregated to
generate UK-wide estimates.
Ethics and dissemination: Approvals have been
obtained from the NHS Scotland Information Services
Division’s Privacy Advisory Committee, the Secure

Strengths and limitations of this study
▪ This is so far the first study to estimate the
UK-wide and country-specific burden and cost of
asthma using available stand-alone and linked
routine data.
▪ This study will form the basis for creating the
UK Asthma Observatory for timely monitoring of
the burden of asthma.
▪ On the basis of our scoping search for data
sources, several of the data sets may be available
only at the aggregate, but not individual level,
example, Quality and Outcomes Framework data.
▪ Our scoping data search also indicates that not
all outcome measures have data available across
the different nations in the UK.
▪ Finally, all potential data gaps will be identified
and we will recommend ways of overcoming
these for future research work.
Anonymised Information Linkage Collaboration Review
System, the NHS South-East Scotland Research Ethics
Service and The University of Edinburgh’s Centre for
Population Health Sciences Research Ethics
Committee. We will produce a report for Asthma-UK,
submit papers to peer-reviewed journals and construct
an interactive map.

INTRODUCTION
Asthma is a common long-term condition
that is associated with considerable morbidity, avoidable mortality and substantial costs
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METHODS
Ethical considerations and permissions
Since some patient-level data are to be used in Scotland
and Wales, approval was obtained from the Information
Services Division–NHS Scotland’s Privacy Advisory
Committee and the Secure Anonymised Information
Linkage (SAIL) Collaboration Review System, respectively (see online supplementary appendices 1a, 1b.). For
the anonymised, aggregated data in Scotland, the NHS
2

South-East Scotland Research Ethics Service conﬁrmed
that ethical review was not required (see online supplementary appendix 1c). For the entire work, on behalf of
all the participating Universities, we have processed this
application through The University of Edinburgh’s
Centre for Population Health Sciences Research Ethics
Committee; this self-assessment revealed that no further
ethical permissions were required.
Study period
We will describe the incidence and prevalence of asthma
and healthcare utilisation during the period 2001 and
2012, which will be presented by ﬁnancial years (ie,
April to March of the next year). Cost estimates of
asthma will be presented only for 2011–2012, since the
aim here is to estimate the latest costs of asthma for the
latest ﬁnancial year.
Study populations
The study population for each of the study outcomes
will be derived from the population of the respective
data set. Asthma will be deﬁned according to the diagnostic deﬁnition available in the respective data set. The
denominator in each data set will be based on the total
sample of people in the data set or the total population
in cases where the data set covers the entire population.
Assessment and definition of asthma
With respect to each data set, patients with asthma will
be deﬁned as follow:
1. being diagnosed with asthma in primary care based on
relevant Read codes (see online supplementary appendices 2 and 3) or the International Classiﬁcation of
Disease (ICD) revision-9 code 493;6
2. respondents in health surveys who marked ‘yes’ for
doctor-diagnosed asthma or have reported having
symptoms suggestive of asthma;
3. dispensed asthma prescriptions prescribed by their
GP for asthma, where prescriptions are coded using
British National Formulary (BNF) codes (see online
supplementary appendix 4);7
4. used the NHS outpatient clinic or out-of-hours
service or ambulance service or A&E for asthma;
5. had a primary diagnosis of asthma with Read codes
(see online supplementary appendix 3) or the
ICD-10 code of J45 for asthma or J46 for status asthmaticus,8 at discharge from hospital, at admission to
the ICU and on registration of death;
6. claimed DLA for asthma.9
Outcome measures
Incidence
Our primary aim is to measure healthcare utilisation;
therefore, our primary focus is to estimate asthma incident spells that have generated a contact with primary
care (see description for England below); second, where
possible, we will also estimate the incidence of ﬁrst
occurrence of asthma (incident cases; see description
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to the National Health Service (NHS) and society.1 2
Our previous work on the epidemiology and burden of
allergy in the UK, driven mainly by asthma, has provided
important insights into asthma epidemiology and
resource utilisation and also demonstrated that the UK
ranks among the countries with the highest prevalence
in the world with a spend in excess of £1 billion in
direct healthcare expenditure in England and Wales and
an excess of £130 million in Scotland for asthma/
allergy.1–4 A recent systematic review investigating the
economic burden of asthma found that the costs associated with asthma are increasing globally.5
There were, however, some important shortcomings in
our previous work.1–4 These include the fact that the
analyses undertaken related to England and Wales or
Scotland only, rather than the whole of the UK.
Furthermore, some healthcare data were not studied in
the previous works, for example, outpatient and accident
and emergency department (A&E) utilisation and their
associated costs. Moreover, estimates of the previous
works are now several years out of date.2 3 There is
therefore a need for a more comprehensive, contemporaneous picture of asthma epidemiology, healthcare utilisation, outcomes and costs for the whole of the UK.
In this study, we seek to describe the epidemiology,
healthcare utilisation and costs of asthma for the UK as
a whole and its member countries by analysing secondary data available from national surveys and routine
administrative data sources across England, Northern
Ireland, Scotland and Wales. More speciﬁcally, we will
estimate for the UK as a whole and its member countries
for asthma the:
1. Incidence and prevalence.
2. Healthcare utilisation, including general practitioner
(GP) and nurse consultations, prescriptions,
out-of-hours calls, attendances at A&E services, ambulance services, outpatient consultation, day case and
inpatient care and intensive care unit (ICU) provided
by the NHS and care provided at the patient’s home.
3. Healthcare costs due to (2) above.
4. Societal costs of asthma, including (3) above, and the
wider costs to society due to school absenteeism,
work absenteeism, disability living allowance (DLA),
care-at-home and mortality.
5. Where available, we will describe how each of these
estimates varies by age, gender, socioeconomic status
(SES) and ethnicity and over time.
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Prevalence
We will estimate the annual and lifetime prevalence of
asthma,13 based on (a) national health surveys for the:
(i) patient’s report of symptoms indicative of asthma
(usually wheezing); (ii) patient’s report of doctordiagnosed asthma and (iii) patient’s report of doctordiagnosed asthma and doctor-treated asthma; and (b)
primary care for GP-diagnosed asthma and GP-treated
asthma.
We also aim to estimate the prevalence of asthma that
is likely to be allergic in origin, on the basis of the
patient having anaphylaxis, conjunctivitis, eczema, food
allergy, allergic rhinitis and urticaria (see online

supplementary appendix 5). Since up to 15% of patients
with chronic obstructive pulmonary disease (COPD)
may also have asthma, we will also estimate the prevalence of COPD in those with asthma aged 40 years and
above (see online supplementary appendix 6).14 Since
smoking is the key risk factor for COPD, past and
current smoking status will be queried (see online supplementary appendix 7).
The health surveys to be used are the: Health Survey
for England (HSE) of 2001, 2004 and 2010; Northern
Ireland Health and Social Wellbeing Survey and the
Northern Ireland Health Survey of 2001, 2005/2006,
2010/2011 and 2011/2012; Scottish Health Survey
(SHeS) of 2003, 2008 and 2010; and the Welsh Health
Survey (WHS) of 2003, 2007, 2008, 2010 and 2011.
These surveys are of randomly selected samples of
people broadly representative of the respective general
population. They involve the collection of information
on health and utilisation of health services. Survey data
will be obtained from the UK Data Service.15
The prevalence estimates from the GP databases will
come from WRS in England, PTI in Scotland, SAIL in
Wales and the Quality and Outcomes Framework (QOF)
database across the four countries. QOF data are available from 2004. QOF is a fundamental part of the UK
General Medical Services contract, whereby general
practices are rewarded by incentives for providing
quality care to their patients.15 16 QOF data are,
however, aggregated numbers; hence, breakdown by age
and gender is impossible.
Healthcare utilisation in primary care
GP and nurse consultations
For estimating GP and nurse consultations for asthma,
WRS and HSE will be used for England, PTI and SHeS
for Scotland and SAIL-GP for Wales. We have not been
able to identify any suitable data source for Northern
Ireland.
Prescriptions
Some treatments commonly used for asthma (see online
supplementary appendix 4) may be used for the management of other disorders. Therefore, in order to
establish the usage of these medications for asthma, in
Scotland, patient records from Prescribing Information
System (PIS; available from 2009–2010) will be linked to
SHeS respondents who had mentioned having doctordiagnosed asthma.
For Wales, diagnosis and prescribing data will be
queried using the SAIL-GP database. PIS information is
on prescriptions dispensed, whereas SAIL-GP data are
for prescriptions written by GPs, but which may not
always have been dispensed. Dispensing is reported on a
monthly basis for Wales by drug and GP practices. These
totals can be reconciled against the prescribing by practice in the SAIL data to establish the proportions prescribed and not dispensed and to help with the costing
estimates.
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for Scotland and Wales below). However, considering
that an asthma episode may present in secondary care
and that most UK primary and secondary care data are
not linked, it will be challenging to identify with certainty if an asthma episode presenting in secondary care
represents the ﬁrst occurrence of the asthma case.
In England, the weekly incidence of asthma will be
estimated by averaging new weekly episodes recorded by
the Weekly Returns Service (WRS) of the Royal College of
General Practitioners.10 WRS receives notiﬁcations of
weekly episodes and numbers of consultations for
asthma using ICD-9 code 493 from about 90 GP practices covering over 800 000 people in England. WRS is
available by age groups and gender for each quarter and
year.
We could not identify any GP database in Northern
Ireland that could be used to estimate annual onset of
asthma by new GP consultation within the available
budget for this work.
In Scotland, Practice Team Information (PTI), a GP database comprising a sample of 60 general practices representing about 6% of Scottish general practices and
around 6% of the Scottish patient population, will be
used to measure the onset of asthma resulting in new
GP consultation.11 PTI data include GP and nurse consultations and diagnoses using Read codes, along with
demographics (see online supplementary appendix 2).
PTI was established in 2003–2004. We will use the year
2003–2004 as the starting point of follow-up for 5 years
and deﬁne onset of asthma by new GP consultation in
patients who were consistently in PTI since 2003–2004
and did not consult their GP for asthma for those
5 years, but consulted their GP for asthma after 2008–
2009. This assumes that patients who consulted their GP
for asthma before 2003 would come to see their GP at
least once in those 5 years.
In Wales, onset of asthma resulting in new GP consultation will be estimated from the SAIL databank, which
currently collects data from 42% of the GP practices in
Wales.12 There are data on demographics and diagnoses
based on Read codes. Only patients who had not deregistered from the participating GP practices and did not
consult a GP for asthma between 1996–1997 and 2000–
2001 will be taken into account.
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Out-of-hours
Data on out-of-hours GP attendance will be obtained from
relevant NHS entities, where available. In England,
although an out-of-hours surveillance team exists, a breakdown by asthma is not available. We have not been able to
identify any comparable service in Northern Ireland.
Information on calls to out-of-hours using NHS-24, the
national telephone triage and advice service for Scotland,
is available from 2008 onwards.18 All out-of-hours calls
triaged by a nurse using asthma-speciﬁc algorithm to
support decision-making will be selected. The out-of-hours
data in Wales are inconsistently collected across areas and
hence will not be used.
Healthcare utilisation in secondary care
Outpatient clinics
Routine data on attendances in NHS outpatient clinics
are available across the four nations; these data are,
however, captured under the broader heading of
‘respiratory’ consultations, and it is therefore not possible to estimate the proportions of these consultations
that are for asthma. This will be noted as a major data
gap. In an attempt to ﬁll this gap, we will use HSE 2001
for England and SHeS for Scotland from the respective
questions: “How many times were you treated by (type of
medical professional) for your asthma/wheezing/whistling in the last 12 months?” and “How many times were
you treated by a consultant/specialist or other doctor at
hospital outpatients for your (asthma/wheezing or whistling) in the last 12 months?”.19–22 For Wales, estimates
will be obtained from the SAIL-Outpatient Database
from which asthma patients’ GP referral and attendances to outpatient clinics for asthma will be extracted.
Ambulance service
Usage of the ambulance service due to asthma cannot
reliably be estimated from the aggregated routinely collected data available in England, Northern Ireland and
Wales; this will therefore be identiﬁed as a data gap. For
England, a question from HSE 2010 will be used: “Have
(Has) you (name) had an asthma attack at school which
has involved any of these situations?”…“An ambulance
had to be called”.23 For Scotland, asthma data from the
Scottish Ambulance Service, which uses the record
“Emergency call-asthma selected”, will be used from
2008–2009 onwards.24
4

A&E services
In England and Northern Ireland, there are no accurate
published data on A&E attendances for asthma. For
England, a question in HSE 2001 “How many times were
you treated by (type of medical professional) for your
asthma/wheezing/whistling in the last 12 months?” will
be used.19 In Scotland, the A&E data mart will be used
for sites which report patient-level information from
their A&E departments since 2010–2011.25 If the
‘disease code’ includes the ICD-10 codes above or
‘R062’ (family history of asthma) or if the ‘presenting
complaint text’ or ‘diagnosis text’ referred to any of the
terms asthma, wheezing, low saturation, chest tightness
or shortness of breath, then those cases will be selected.
In Wales, the SAIL Emergency Department Data-set,
which contains data since 2009, will be used.26
Inpatient and day cases in hospitals
We will query the Hospital Episode Statistics for
England,27 the Department of Health, Social Service
and Public Safety in Northern Ireland,27 the General/
Acute Inpatient and Day Case data set for Scotland and
the SAIL Patient Episode Database for Wales,28 29 for a
primary diagnosis of asthma with ICD-10 codes to identify all asthma episodes. Hospital-based prescribing is
not, however, included in these data sets.
Intensive care units
Paediatric ICUs (PICU): The Paediatric Intensive Care
Audit Network is a national audit which collects data on
all critically ill children admitted to PICUs across the
UK.30 It has data from PICUs from England and Wales
from 2002, from Northern Ireland from 2008 and from
Scotland from 2007, recorded in Read V.3 (see online
supplementary appendix 3).18
Adult ICUs: For England, Northern Ireland and Wales,
we will use Intensive Care National Audit & Research
Centre data, which have been collected since 1996.31
For Scotland, the Scottish Intensive Care Society Audit
Group data will be queried, which uses ICD-10 codes.32
Wider societal costs
Since there may be people with asthma who might not
be using health services, but may be sustaining social
and economic costs, we will investigate absenteeism,
care-at-home, contacts made with the Department of
Work and Pensions (DWP), the government agency providing national beneﬁts and lost productivity due to
early death.
School absenteeism
For England, HSE 2010 with the question “Over the last
12 months, how many days has your (name) asthma/
wheezing/whistling in (your/his/her) chest caused
(you/him/her) to be absent from school?” will be used
among asthma respondents. We could not identify any
suitable data source to investigate school absenteeism in
Northern Ireland, Scotland or Wales.
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Although patient-level prescribing data are available in
Northern Ireland, diagnosis information is not available;
we will therefore not be in a position to conclusively
ascertain if treatments have been used for asthma or for
other indications.
In addition to the above data sources, data on community prescriptions in each of the four countries will be
presented detailing numbers of items and costs by BNF
category available from Prescription Cost Analysis.17
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Care-at-home
We have been unable to identify any suitable data to estimate costs of care-at-home for asthma from England,
Scotland and Northern Ireland. The only data we have
identiﬁed come from a recent project undertaken by
the Swansea Centre for Health Economics in collaboration with the Swansea Social Services available in SAIL,
detailing home-care service packages and costs to
people aged 50 years and above and living within the
city and county of the Swansea council area.35
Disability living allowance
There are aggregated data available from DWP on a
number of people receiving DLA, total DLA amount
and expenditure on people receiving DLA due to
asthma for England, Scotland and Wales for 2011–2012.9
For Northern Ireland, there are data available from the
Department for Social Development on the number of
people with asthma receiving DLA and total amount by
age group, gender and SES from 2008.36
Premature retirement
So far, no data source has been identiﬁed.
Mortality
Mortality data with a primary or secondary cause of
asthma from death certiﬁcates, coded using ICD-10, are
available from the Ofﬁce of National Statistics for England
and Wales,37 the Northern Ireland Statistics and the
Research Agency and General Register Ofﬁce for
Scotland.38 39
Covariates
We aim to present the estimates of incidence, prevalence
and healthcare utilisation by age, gender, SES and
ethnicity, where data for these covariates are available,
provided risks of individuals’ identity being disclosed is
not compromised. For cost estimates, the covariates will
be limited to the primary covariates of age and gender.
For age, estimates will be given for children (aged under
15 years) and adults (15 years and above). In addition, to
facilitate comparisons of prevalence estimates with results

from the International Study of Asthma and Allergies in
Childhood, we will also present estimates of prevalence by
age groups 6–7 and 13–14 years.1
Gender will be classiﬁed as male and female.
SES will be categorised into quintiles based on the:
English Index of Multiple Deprivation in England40;
Northern Ireland Multiple Deprivation Measure in
Northern Ireland41; Scottish Index of Multiple Deprivation
in Scotland42; and Welsh Index of Multiple Deprivation in
Wales,43 as are available in the data sets.
Where available, ethnicity will be classiﬁed as per the
2011 censuses in the respective countries (see online
supplementary appendix 8).44–47
Analysis
Incidence, prevalence, time trends and healthcare utilisation
The incidence of asthma for a speciﬁc year from the
respective national GP data sets will be calculated as the
number of new patients diagnosed with asthma in that
year divided by the total number of patients registered
with the participating GP practices at the beginning of that
year. Lifetime prevalence of asthma for a speciﬁc year
from respective national health surveys will be calculated
as the number of respondents who reported ever having
had asthma divided by the total number of respondents in
that year. The annual prevalence of asthma from respective national data sets will be calculated as the number of
patients who reported/were diagnosed to have asthma
divided by the total number of participants in the respective data set for that speciﬁc year. The incidence, prevalence and healthcare utilisation estimates will be
multiplied by 1000 to give estimates per 1000 of the population. These will be presented by ﬁnancial years and,
where possible, by age groups, gender, SES and ethnicity.
The European standard population V.2013 will be used as
the reference population to age standardise the rates for
comparison across countries.48 Crude rates will be provided where age breakdowns are not available. All estimates will be accompanied by their respective 95% CI,
where appropriate based on the Poisson approximation.49
Trends over time will be presented based on years of data
availability.
Health and societal care costs of asthma
Healthcare costs will be estimated from an NHS perspective based on the healthcare utilisation detailed above.
Where a given data set does not inherently include a
cost estimate, standard UK weights will be applied. The
majority of primary care price weights will be taken from
the Personal and Social Services Research Unit annual
unit costs.50 Inpatient care costs will be based on
Healthcare Resource Grouping codes version-4 in the
Department of Health reference costs or the Scottish
National Tariff for Scotland.51 52 Costs of prescribing will
be based on net ingredient costs from the prescribing
databases of the respective countries. Societal costs will
be estimated from a wider societal perspective including
NHS costs as above, DLA and lost work productivity
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Work absenteeism
For England, the HSE 2010 question “Over the last
12 months, how many days has your wheezing/whistling
in your chest, shortness of breath or difﬁculty in breathing caused you to be absent from work?” will be used
among asthma respondents. Sickness-leave data from the
Northern Ireland civil service from the Department of
Finance and Personnel will be used on workdays lost
due to asthma.33 We were unable to ﬁnd any suitable
data sources for Scotland and Wales. Workdays lost due
to occupational asthma will be obtained from 2005
onwards from The Health and Occupation Research
Network, which collates data from a research network of
over 2000 specialist physicians and specially trained GPs
throughout the UK.34

Open Access
excessive heterogeneity, then it will not be appropriate
to pool national estimates.

Addressing data gaps
Data gaps can take three forms: (1) within the country
—where no single data set in a given country holds sufﬁcient variables to provide an estimate, but linkages
between data sets may overcome this; (2) between countries—where data on the variable of interest (after allowing for linkages) are available in one member country,
but not in another or (3) across the country—where no
data (after allowing for linkages) from any member
country are found for the variable of interest.
Appropriate linkages will be explored for Type 1 data
gaps. Type 2 will be addressed by mapping estimates of a
given variable from one country where data are available
to another, based on the age group and gender. Where
this is not possible or where a gap is of Type 3, estimate
from the wider literature may be used. As the time
frame for the study does not permit a full systematic
review to identify such parameters, this may be based on
a simple literature search or parameters found in the
Health Economic Evaluation Database,54 with the most
appropriate parameter estimate selected based on
expert judgement from the team.

Implications
The current project will, for the ﬁrst time, generate reliable estimates of the incidence, prevalence, trends,
healthcare utilisation and health and social care costs of
asthma for the UK as a whole and for its individual
member nations. The conclusion of this project will
mark an important milestone in comprehensively appreciating the overall burden posed by asthma in the
country. The project ﬁndings will serve as an important
resource for policymakers in informing policy deliberations on effective service planning and provision for
people with asthma.
This project should provide a summary of the key available data sources for asthma epidemiology, health and
social services use and costs in the UK and its member
countries. In this vein, identiﬁcation of data gaps will assist
deliberations on how to plug these gaps in order to
develop a comprehensive picture of people living with
long-term conditions. Furthermore, we will recommend
possible ways of ﬁlling these gaps. Moreover, we are in the
longer term in the process of creating a UK Asthma
Observatory, which will represent a signiﬁcant milestone
in the ﬁeld of asthma research in the UK through which
real-time trends of asthma can be monitored, and this
work should serve as an important foundation in this
respect. Ultimately, this should serve as a motivation for
setting up such observatories in other European countries.

Economic modelling
An economic model of the cost of asthma in the UK
and its member countries will be built in Microsoft
Excel 2010. This will be used to:
1. Apply the mapping techniques and synthesis of data
with wider literature and price weights,
2. Sum up the cost estimates into the required groupings (eg, NHS costs, wider societal costs each by the
age and gender groupings described above), and estimate 95% CI around the joint distributions of each
total cost estimate with each cost element and total
presented as cost per 1000 population as well as an
absolute ﬁgure. In order to estimate CI around the
cost totals, the model will apply probability distributions based on the observed means and appropriate
measures of uncertainty (such as SEs or SDs) for
parameters of interest. The CI will be estimated by
taking bootstrapped samples from the distributions
applied to each parameter simultaneously and
running the model based on this set of sampled parameter estimates, thus capturing their joint distribution within the bootstrapped sample. The required
95% CI will then be estimated using the percentile
method based on these samples.55
UK-wide estimates can be provided for the outcomes
by pooled data analysis only if there is homogeneity.
However, if among the individual countries there is
6

Project timeline and current status
This project started in October 2013 and will end in
December 2014. Currently, the teams are in the process
of acquiring and analysing data.
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estimated using a Human Capital approach.53 The latter
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Appendix 2: Read codes for asthma, version 2
Code
H33..
H330.
H3300
H3301
H330z
H331.
H3310
H3311
H331z
H332.
H333.
H334.
H335.
H33z.
H33z0
H33z1
H33z2
H33zz
1780.
1781.
1782.
1783.
1784.
1785.
1786.
1787.
1788.
1789.
178A.
178B.
1O2..
66YK.
663..
663N.
663N0
663N1
663N2
663O.
663O0
663P.
663P0
663P1
663P2
663Q.
663U.
663V.

Term
Asthma
Extrinsic (atopic) asthma
Extrinsic asthma without status asthmaticus
Extrinsic asthma with status asthmaticus
Extrinsic asthma NOS
Intrinsic asthma
Intrinsic asthma without status asthmaticus
Intrinsic asthma with status asthmaticus
Intrinsic asthma NOS
Mixed asthma
Acute exacerbation of asthma
Brittle asthma
Chronic asthma with fixed airflow obstruction
Asthma unspecified
Status asthmaticus NOS
Asthma attack
Late-onset asthma
Asthma NOS
Aspirin induced asthma
Asthma trigger - pollen
Asthma trigger - tobacco smoke
Asthma trigger - warm air
Asthma trigger - emotion
Asthma trigger - damp
Asthma trigger - animals
Asthma trigger - seasonal
Asthma trigger - cold air
Asthma trigger - respiratory infection
Asthma trigger - airborne dust
Asthma trigger - exercise
Asthma confirmed
Asthma follow-up
Asthma monitoring
Asthma disturbing sleep
Asthma causing night waking
Asthma disturbs sleep weekly
Asthma disturbs sleep frequently
Asthma not disturbing sleep
Asthma never disturbs sleep
Asthma limiting activities
Asthma limits activities 1 to 2 times per month
Asthma limits activities 1 to 2 times per week
Asthma limits activities most days
Asthma not limiting activities
Asthma management plan given
Asthma severity

Code
663V0
663V1
663V2
663V3
663W.
663d.
663e.
663f.
663h.
663j.
663m.
663n.
663p.
663q.
663r.
663s.
663t.
663u.
663v.
663w.
663x.
663y.
66YJ.
66YE.
66Y5.
66Y9.
66YA.
66Yq.
66Yr.
66Yp.
8CMA0
8B3j.
8793.
8794.
8795.
8796.
8797.
8798.
9OJ1.
9OJA.
173d.
663e0
663e1
66YC.
66YK.
66YP.
66YQ.
66YR.

Term
Occasional asthma
Mild asthma
Moderate asthma
Severe asthma
Asthma prophylactic medication used
Emergency asthma admission since last appointment
Asthma restricts exercise
Asthma never restricts exercise
Asthma - currently dormant
Asthma - currently active
Asthma accident and emergency attendance since last visit
Asthma treatment compliance satisfactory
Asthma treatment compliance unsatisfactory
Asthma daytime symptoms
Asthma causes night symptoms 1 to 2 times per month
Asthma never causes daytime symptoms
Asthma causes daytime symptoms 1 to 2 times per month
Asthma causes daytime symptoms 1 to 2 times per week
Asthma causes daytime symptoms most days
Asthma limits walking up hills or stairs
Asthma limits walking on the flat
Number of asthma exacerbations in past year
Asthma annual review
Asthma monitoring due
Change in asthma management plan
Step up change in asthma management plan
Step down change in asthma management plan
Asthma causes night time symptoms 1 to 2 times per week
Asthma causes symptoms most nights
Asthma review using Roy Colleg of Physicians three questions
Patient has a written asthma personal action plan
Asthma medication review
Asthma control step 0
Asthma control step 1
Asthma control step 2
Asthma control step 3
Asthma control step 4
Asthma control step 5
Attends asthma monitoring
Asthma monitoring check done
Work aggravated asthma
Asthma sometimes restricts exercise
Asthma severely restricts exercise
Absent from work or school due to asthma
Asthma follow-up
Asthma night-time symptoms
Asthma monitoring by nurse
Asthma monitoring by doctor

Code
66Ys.
66Yu.
8791.
8CR0.

Term
Asthma never causes night symptoms
Number days absent from school due to asthma in past 6 month
Further asthma - drug prevent.
Asthma clinical management plan

Appendix 3: Read codes for asthma, version 3
Includes version 2 codes above and the following
Code
XE0YX
Xa9zf
XE0YW
X1020
X1026
X102Y
Ua1AX
XaIOV
XaINi
XaINj
XaIww
XaLIm
XaLIn
XaLIr
XaLJS
XaLJT
XaLJU
XaObi
XaObj
XaObk
XaObl
XaObm
XaYja
XaYpF
X101x
XE2Nb
XaLPE
X101t
XaIer
XaInC
XaIuG
X1027
XM1Xb
X101u
XM0s2
X1025
X102D
XE0YV
XE0YT
X1025
X102D
X101z
X1023
XaQHq

Term
Asthma NOS
Acute asthma
Asthma attack
Pollen asthma
Baker's asthma
Cardiac asthma
Brittle asthma
Asthma finding
Number of times bronchodilator used in one week
Number of times bronchodilator used in 24 hours
Asthma trigger
Asthma trigger - respiratory infection
Asthma trigger - seasonal
Asthma trigger - animals
Asthma trigger - cold air
Asthma trigger - damp
Asthma trigger - emotion
Asthma trigger - airborne dust
Asthma trigger - exercise
Asthma trigger - pollen
Asthma trigger - tobacco smoke
Asthma trigger - warm air
Asthma trigger - wind
Asthma trigger - perfume
Allergic asthma
Asthma monitored
Nocturnal asthma
Childhood asthma
Asthma follow-up
Suspected asthma
Asthma confirmed
Colophony asthma
Asthma monitoring
Late onset asthma
Asthma attack NOS
Industrial asthma
Status asthmaticus
Status asthmaticus NOS
Non-allergic asthma
Occupational asthma
Acute severe asthma
Allergic asthma NEC
Drug-induced asthma
Asthma control test

Code
Xa0lZ
Xa8Hn
XaIeq
XaLJT
XaYja
XaIRN
X1020
X1028
XE0YQ
XaJFG
Xa1hD
XE0YV
XaBU2
XaKdk
X1029
XaIIZ
XaObk
XaLJU
XaYpF
XaBU3
XE2Na
XaBAQ
XaIfK
XaDvK
XaJtu
X1021
XaIoE
XaIu5
XaDvL
XaIu6
XaQig
XaJ2A
XE2Nb
XaR8K
XM1U3
XaY2q
Xa1hD
XaIQ4
X102G
XaINg
XaXZp
XaY2V
XaXZx
XaYb8
XaYZB
XaQig
XaJ2A
X1022

Term
Asthmatic bronchitis
Asthma control steps
Asthma annual review
Asthma trigger - damp
Asthma trigger - wind
Asthma monitoring due
Hay fever with asthma
Grain worker's asthma
Allergic atopic asthma
Aspirin-induced asthma
Exacerbation of asthma
Status asthmaticus NOS
Asthma monitoring call
Work aggravated asthma
Sulphite-induced asthma
Asthma daytime symptoms
Asthma trigger - pollen
Asthma trigger - emotion
Asthma trigger - perfume
Asthma monitoring status
Asthma monitoring admin.
Recent asthma management
Asthma medication review
Asthma - currently active
Referral to asthma clinic
Allergic non-atopic asthma
Asthma night-time symptoms
Asthma monitoring by nurse
Asthma - currently dormant
Asthma monitoring by doctor
Asthma control questionnaire
Did not attend asthma clinic
Asthma monitoring check done
Did not attend asthma review
Asthma clinic administration
Seen in school asthma clinic
Acute exacerbation of asthma
Change in asthma management plan
Asthmatic pulmonary eosinophilia
Asthma limits walking on the flat
Asthma causes symptoms most nights
Asthma never causes night symptoms
Asthma limits activities most days
Asthma self-management plan agreed
Asthma self-management plan review
ACQ - Asthma control questionnaire
DNA - Did not attend asthma clinic
Intrinsic asthma with asthma attack

Code
X101y
XaINa
X1024
XaJuw
XaQij
XaLIm
Xaa7Q
XaIIX
XE0YS
XaIQD
XaINd
XE0YU
XaIR3
XaINf
XaRFj
XaQih
XaIQE
XaIIY
X1024
XE0YR
XaINh
Xaa7B
Xa544
XaNKw
XaJ4W
XaXZu
XaRFk
XaXZs
XaRFi
XaINZ
XaINc
XaINb
XaXZm
XaIIW
Xa546
XaJ50
XaXa0
XaJ4z
XaX3n
XaYZh
XaRFl

Term
Extrinsic asthma with asthma attack
Asthma never causes daytime symptoms
ASA - Aspirin-sensitive asthma triad
Does not have asthma management plan
Under care of asthma specialist nurse
Asthma trigger - respiratory infection
No asthma trigger identified by subject
Asthma treatment compliance satisfactory
Extrinsic asthma with status asthmaticus
Step up change in asthma management plan
Asthma causes daytime symptoms most days
Intrinsic asthma with status asthmaticus
Absent from work or school due to asthma
Asthma limits walking up hills or stairs
Health education - asthma self-management
Mini asthma quality of life questionnaire
Step down change in asthma management plan
Asthma treatment compliance unsatisfactory
Aspirin-sensitive asthma with nasal polyps
Extrinsic asthma without status asthmaticus
Number of asthma exacerbations in past year
Chronic asthma with fixed airflow obstruction
Accidental poisoning by herbal asthma mixture
Royal College of Physicians asthma assessment
Exception reporting: asthma quality indicators
Asthma limits activities 1 to 2 times per week
Health education - structured asthma discussion
Asthma limits activities 1 to 2 times per month
Patient has a written asthma personal action plan
Asthma causes night symptoms 1 to 2 times per month
Asthma causes daytime symptoms 1 to 2 times per week
Asthma causes daytime symptoms 1 to 2 times per month
Asthma causes night time symptoms 1 to 2 times per week
Asthma accident and emergency attendance since last visit
Poisoning by herbal asthma mixture of undetermined intent
Excepted from asthma quality indicators: Informed dissent
Royal College of Physicians asthma assessment three questions score
Excepted from asthma quality indicators: Patient unsuitable
Asthma review using Royal College of Physicians three questions
Number of days absent from school due to asthma in past 6 months
Health education - structured patient focused asthma discussion

Appendix 4: List of asthma medications by BNF codes

BNF generic drug
name

Drug brand name

Salbutamol - Non-proprietary,
AirSalb, Salamol, Salamol SteriNeb, Salapin,
Salbutamol -Albuterol

BNF sub-sub-subsection name
Short acting beta2 agonists

BNF sub-sub-sub
section number
03010101

BNF sub-sub-section
name
Selective beta2 agonists

BNF sub-section
name
Adrenoceptor agonists

Bronchodilators

BNF section name

Source: BNF March to September 2013; list of immuno-suppresants from AUK-PNG working group, the BNF codes of immuno-suppresants and the ‘other
conditions’ they are used for are derived from Monthly Index of Medical Specialities (MIMS). Age criteria checked with BNF children.

Ventmax SR

Form

tablet,
injection
(subcutaneous,
intramuscular,
intravenous),
infusion
(intravenous,
inhalation of
aerosol/powder/ne
bulised solution
(inhalation)

Ventolin

capsule
syrup, injection,
accuhaler (dry
powder for
inhalation),
respirator solution
(for use with
nebuliser or
ventilator)

Airomir

aerosol inhalation

EXCLUDE

Asthma

COPD

✓

✓

Other
conditions
[reversible
airways
obstruction
(RAO)]

RAO,
premature
labour
✓

✓

✓

✓

Age
criteria

all age
all age

all age
✓

✓

all age

BNF generic drug
name
Formoterol (eformoterol) Formoterol/eformoterol
fumarate

Bambuterol
hydrochlori
de

BNF sub-sub-subsection name
Long acting beta2 agonists (LABA)

BNF sub-sub-sub
section number

BNF sub-sub-section
name

BNF sub-section
name

BNF section name

Drug brand name

Form

EXCLUDE

Asmasal Clickhaler

dry powder for inhalation

Easyhaler Salbutamol

dry powder for inhalation

Pulivinal Salbutamol

dry powder for inhalation

Salamol Esi-Breathe

aerosol inhalation

Salbulin Novolizer

dry powder for inhalation

Bambec

tablet

Formoterol -Non-proprietary

dry powder for inhalation

Atimos modulite

aerosol inhalation

Foradil

dry powder for inhalation

Oxis Turbohaler

dry powder inhaler

Salmeterol - Non-proprietary,
Neovent, Xinofoate,

aerosol inhalation

Indaceterol Onbrez
Breezhaler

Asthma

COPD

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

Other
conditions
[reversible
airways
obstruction
(RAO)]

Age
criteria

all age
all age
all age
all age
all age

RAO
RAO in
patients
requiring long
term regular
bronchodilato
r therapy

6 onwards
12
onwards
6 onwards
6 onwards

RAO in
patients
requiring long
term regular
bronchodilato
r therapy

children

BNF generic drug
name
Salmeterol

Serevent - Accuhaler, Diskhaler,
Evohaler

Bricanyl

Terbutaline Sulfate

BNF sub-sub-subsection name

BNF sub-sub-sub
section number

BNF sub-sub-section
name

BNF sub-section
name

BNF section name

Drug brand name

Bricanyl Turbohaler

Bricanyl Respules

Form

dry powder for
inhalation
(Accuhaler,
Diskhaler), aerosol
inhalation
(Evohaler)
tablet, syrup,
injection
(subcutaneous/slow
intravenous,
solution (continous
intravenous
infusion)
powder for
inhalation
(Turbohaler)
nebuliser solution

EXCLUDE

Asthma

COPD

✓

✓

Other
conditions
[reversible
airways
obstruction
(RAO)]

Age
criteria

children

✓

✓
RAO,
premature
labour

✓

all age

✓
all age

✓

✓

all age

BNF generic drug
name

BNF sub-sub-subsection name

BNF sub-sub-sub
section number

BNF sub-sub-section
name

BNF sub-section
name

BNF section name

Drug brand name

Form

EXCLUDE

Asthma

Antimuscarinic
bronchodilators

Bronchodilators

Other
adrenoceptor
agonists
03010102Adrenaline
(epinephrine) Adrenaline 1 in
1000, Epipen,
Epipen Junior,
Jext
Other
adrenoceptor
agonists
03010102Ephedrine
hydrochloride Ephedrine
hydrochloride Non-proprietary
Aclidinium
bromide -Eklira
Genuair

nebuliser solution

✓

emergency
treatment of
acute allergic
and
anaphylactic
rections,
angioedema,
cardiopulmon
ary
resuscitation,
severe croup

Age
criteria

✓

RAO
✓

Glycopyrronium Seebri Breezhaler
Ipratropium bromide - Nonproprietary

COPD

Other
conditions
[reversible
airways
obstruction
(RAO)]

✓
✓

✓

RAO, rhinitis

all age

BNF generic drug
name
Ipratropium
bromide

BNF sub-sub-subsection name

BNF sub-sub-sub
section number

BNF sub-sub-section
name

BNF sub-section
name

Form

Atrovent

aerosol inhalation

Ipratropium Steri-Neb

nebuliser solution

Respontin

nebuliser solution

EXCLUDE

Asthma

COPD

✓

✓

✓

✓

✓

✓

Theophylline
Aminoph
ylline

Theophylline

Neulin SA

tablets

Slo-Phyllin

capsules

Uniphyllin Continus

tablets
injection

Aminophylline - Non-proprietary
Phyllocontin Continus

Compound
bronchodilator
preparations

Ipratropium bromide with
Salbutamol - Non-proprietary,
Salipraneb, Ipramol

tablets

Age
criteria

all age
all age
all age

✓

Tiotropium Spiriva
✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

nebuliser solution

RAO

all age
2 onwards
all age

RAO,
bronchospas
m associated
with chronic
bronchitis

all age

over 12
nebuliser solution

Standard
range peak
flow meter

✓

Peak flow
meters

Peak flow
meters,
inhaler
devices and
nebulisers

BNF section name

Drug brand name

Other
conditions
[reversible
airways
obstruction
(RAO)]

Combivent
AirZone, Medi, MicroPeak, MiniWright, Personal Best, Piko-1,
Pinnacle, Pocketpeak,
Vitalograph

✓
over 12

✓
over 5

Inhaler devices

pressurised metered dose
inhalers, breath-actuated
inhalers and dry powder inhalers

✓

A2A Spacer, Able Spacer,
AeroChamber Plus, Babyhaler,
Haleraid, Optichamber, Vortex
Spacer, Pocket Chamber, Volumatic

✓

Spacer devices

Low range
peak flow
meter

BNF generic drug
name

BNF sub-sub-subsection name

BNF sub-sub-sub
section number

BNF sub-sub-section
name

BNF sub-section
name

BNF section name

Drug brand name
Form
EXCLUDE
Asthma
COPD
Other
conditions
[reversible
airways
obstruction
(RAO)]
Age
criteria

Medi, Mini-Wright, Pocketpeak
✓
over 5

✓

in children,
age not
stated

✓

in children,
age not
stated

Cicle
soni
de

BNF generic drug
name
Nebuliser
diluent

BNF sub-sub-subsection name
Budesonide

Compoun
d
preparatio
ns

Form

Sodium chloride - Nonproprietary, Saline Steripoule,
Saline Steri-Neb

Beclometasone - Nonproprietary, Pulvinal,
Beclometasone dipropionate,
Asmabec Clickhaler
Easyhaler Beclometasone
dipropionate
Becodisks

Compound
preparations

Budesonide

Beclometasone dipropionate

Nebulisers
and
compressors

BNF sub-sub-sub
section number

BNF sub-sub-section
name

BNF sub-section
name

BNF section name
Corticosteroids

Drug brand name

dry powder inhalation
dry powder inhalation
dry powder inhalation

Clenil modulite

aerosol inhalation

Qvar

aerosol inhalation

Fostair
Budesonide - Non-proprietary,
Easyhaler Budesonide

aerosol inhalation

Budelin Novolizer

dry powder inhalation

Pulmicort Turbohaler

dry powder inhalation

dry powder inhalation

Symbicort,
Symbicort 100/6 Turbohaler,
Symbicort 200/6 Turbohaler,
Symbicort 400/12 Turbohaler

dry powder inhalation

Alvesco

aerosol inhalation

EXCLUDE

COPD

Other
conditions
[reversible
airways
obstruction
(RAO)]

✓

✓

RAO, cystic
fibrosis,
severe croup,
pneumocystis
pneumonia

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

Asthma

Age
criteria

in children,
age not
stated
in children,
age not
stated
6 onwards
5 onwards
2 onwards
over 12
over 18
6 onwards
6 onwards
5 onwards

6 onwards
✓

✓

12
onwards

BNF generic drug
name

BNF sub-sub-sub
section number

BNF sub-sub-section
name

BNF sub-sub-subsection name
Compound preparations

Flixotide Accuhaler,
Flixotide Evohaler,
Nebules

Flutiform
Seretide,
Seretide 100 Accuhaler,
Seretide 250 Accuhaler,
Seretide 500 Accuhaler,
Seretide 125 Evohaler,
Seretide 250 Evohaler
Asmanex Twisthaler

Momet
asone
Furoate

Fluticasone propionate

BNF sub-section
name

BNF section name

Form

dry powder for
inhalation
(Accuhaler), aerosol
inhalation
(Evohaler)

aerosol inhalation
dry powder for
inhalation
(Accuhaler), aerosol
inhalation
(Evohaler)

EXCLUDE

Asthma

COPD

✓

✓

✓

✓

✓

✓

12
onwards

5 onwards
✓

12
onwards

dry powder inhalation
aerosol inhalation

Sodium
cromoglicate/
cromoglycate
Nedocr
omil
sodium

Age
criteria

5 onwards

✓
Intal CFC-free Inhaler

Cromoglicate and related
therapy

Cromoglicate and related
therapy, leukotriene receptor
antagonist

Drug brand name

Other
conditions
[reversible
airways
obstruction
(RAO)]

✓

✓

food allergy,
allergic
conjunctivitis,
allergic
rhinitis

5 onwards

Tilade CFC-free Inhaler
✓
aerosol inhalation

✓
5 onwards

BNF generic drug
name

Singulair

Monteluk
ast

BNF sub-sub-subsection name

BNF sub-sub-sub
section number

BNF sub-sub-section
name

Leukotriene receptor
antagonist

BNF sub-section
name

Form

EXCLUDE

Asthma

COPD

Age
criteria

tablets
seasonal
allergic
rhinitis

✓

All age

Accolate
Zafirlukast

BNF section name

Drug brand name

Other
conditions
[reversible
airways
obstruction
(RAO)]

✓
tablets

✓
12-18 yrs

Phosphodiesteras
e type-4 inhibitors
-Roflumilast,
Daxas
Antihistamines
030401,
allergen
immunotherapy
030402 except
Omalizumab,
allergic
emergencies
030403
Omalizumab
ONLY

Xolair
✓
injection

over 6
years

Methotrexate

Prednisolone

BNF generic drug
name

BNF sub-sub-subsection name

BNF sub-sub-sub
section number

BNF sub-sub-section
name

BNF sub-section
name

BNF section name
Immunosuppresants

Drug brand name

Form

EXCLUDE

Asthma

Predsol, Minims Prednisolone,
Pred Forte, Deltacortil, Deltastab,
Prednisolone, Prednisolone
Soluble Tablets, Prednisolone
Gastroresistant Tablets, Predsol
Enema,

drops, tablets,
injections

✓

Maxtrex, Methotrexate, Metoject

tablet, injection

✓

COPD

Other
conditions
[reversible
airways
obstruction
(RAO)]
ear
conditions,
eye
inflammation,
inflammatory
and allergic
disorders,
croup,
ulcerative
colitis,
Crohn's
disease
antineoplastic
s, rheumatoid
arthritis,
other autoimmune
disorders,
psoriasis,
seborrhoea
etc

Age
criteria

all age

BNF generic drug
name

Form

oral solutions,
capsules

EXCLUDE

Asthma

✓

Ciclosporin

Capimune, Capsorin, Deximune,
Neoral, Neoral capsules,
Sandimmun

Azathioprine

BNF sub-sub-subsection name

BNF sub-sub-sub
section number

BNF sub-sub-section
name

BNF sub-section
name

BNF section name

Drug brand name

Azathioprine, Imuran, Imuran
injection

tablet, powder in
vial

✓

COPD

Other
conditions
[reversible
airways
obstruction
(RAO)]
rheumatoid
arthritis,
other autoimmune
disorders,
organ
transplantatio
n, psoriasis,
seborrhoea
etc, renal
disorders,
Inflammatory
bowel disease
rheumatoid
arthritis,
other autoimmune
disorders,
organ
transplantatio
n

Age
criteria

all age

all age

Appendix 5: List of Read codes version 2 for allergies
Anaphylaxis
Code
SN50.
SN500
SN501
D3100
14M5.
SP34.
K0323
SN593
SN594
SP0G.
ZV1B3

Term
Anaphylactic shock
Anaphylactic shock due to adverse food reaction
Anaphylactic shock due to adverse effect of correct drug or medicament properly
administered
Anaphylactoid purpura
H/O: anaphylactic shock
Anaphylactic shock due to serum
Anaphylactoid glomerulonephritis
Anaphylactic shock due to bee sting
Anaphylactic shock due to wasp sting
Anaphylactoid reaction due to haemodialysis
[V]Personal history of food induced anaphylaxis

Conjunctivitis
Code
Term
F4C06
F4C13
F4C14

Acute atopic
Vernal
conjunctivitis
Other
chronic allergic
conjunctivitis
conjunctivitis

Eczema
Code

Term

14F1.

H/O: eczema

M111.

Atopic dermatitis/eczema

M112.

Infantile eczema

M113.

Flexural eczema

M114.

Allergic (intrinsic) eczema

M119.

Discoid eczema

M11A.

Asteatotic eczema

M11z.

Atopic dermatitis NOS

M12z0

Dermatitis NOS

M12z1

Eczema NOS

M12z3

Hand eczema

Food allergy
Code
SN58.
SN580
SN581

Term
Food allergy
Egg allergy
Egg protein allergy

Code
SN582
SN583
SN584
SN585
SN586
SN587
SN588
SN589
SN58A
14M1.

Term
Peanut allergy
Nut allergy
Wheat allergy
Fish allergy
Seafood allergy
Shellfish allergy
Mushroom allergy
Allergy to strawberries
Allergy to soya
H/O: food allergy

Allergic rhinitis
Code
H17..
H170.
H171.
H1710
H1711
H172.
H17z.
Hyu20
Hyu21

Term
Allergic rhinitis
Allergic rhinitis due to pollens
Allergic rhinitis due to other allergens
Allergy to animal
Dog allergy
Allergic rhinitis due to unspecified allergen
Allergic rhinitis NOS
Other seasonal allergic rhinitis
Other allergic rhinitis

Urticaria
Code
M28..
M280.
M281.
M282.
M2820
M2821
M282z
M283.
M284.
M285.
M286.
M287.
M28y.
M28y0
M28y1
M28y2
M28yz
M28z.

Term
Urticaria
Allergic urticaria
Idiopathic urticaria
Urticaria due to cold and heat
Cold urticaria
Thermal urticaria
Urticaria due to cold and heat NOS
Dermatographic urticaria
Vibratory urticaria
Cholinergic urticaria
Contact urticaria
Physical urticaria
Other specified urticaria
Urticaria geographica
Menstrual urticaria
Urticaria persistans
Other specified urticaria NOS
Urticaria NOS

Appendix 6: List of Read version 2 codes for COPD
Code
H3...
H30..
H300.
H301.
H302.
H30z.
H31..
H310.
H3100
H3101
H310z
H311.
H3110
H3111
H311z
H312.
H3121
H3122
H312z
H313.
H31y.
H31y1
H31yz
H31z.
H32..
H320.
H3200
H3201
H3202
H3203
H320z
H321.
H322.
H32y.
H32y0
H32y1
H32y2
H32yz
H32z.
H36..
H37..
H38..
H39..
H3y..
H3y0.

Term
Chronic obstructive pulmonary disease
Bronchitis unspecified
Tracheobronchitis NOS
Laryngotracheobronchitis
Wheezy bronchitis
Bronchitis NOS
Chronic bronchitis
Simple chronic bronchitis
Chronic catarrhal bronchitis
Smokers' cough
Simple chronic bronchitis NOS
Mucopurulent chronic bronchitis
Purulent chronic bronchitis
Fetid chronic bronchitis
Mucopurulent chronic bronchitis NOS
Obstructive chronic bronchitis
Emphysematous bronchitis
Acute exacerbation of chronic obstructive airways disease
Obstructive chronic bronchitis NOS
Mixed simple and mucopurulent chronic bronchitis
Other chronic bronchitis
Chronic tracheobronchitis
Other chronic bronchitis NOS
Chronic bronchitis NOS
Emphysema
Chronic bullous emphysema
Segmental bullous emphysema
Zonal bullous emphysema
Giant bullous emphysema
Bullous emphysema with collapse
Chronic bullous emphysema NOS
Panlobular emphysema
Centrilobular emphysema
Other emphysema
Acute vesicular emphysema
Atrophic (senile) emphysema
MacLeod's unilateral emphysema
Other emphysema NOS
Emphysema NOS
Mild chronic obstructive pulmonary disease
Moderate chronic obstructive pulmonary disease
Severe chronic obstructive pulmonary disease
Very severe chronic obstructive pulmonary disease
Other specified chronic obstructive airways disease
Chronic obstructive pulmonary disease with acute lower respiratory infection

Code
H3y1.
H3z..
8H2R.
66Yf.
66Yi.
66Yd.
66Yg.
66Yh.
1J71.
H38..
H39..
H3y..
H3y0.
H3y1.
H3z..
8H2R.

Term
Chronic obstructive pulmonary disease with acute exacerbation, unspecified
Chronic obstructive airways disease NOS
Admit COPD emergency
Number of chronic obstructive pulmonary disease exacerbations in past year
Multiple chronic obstructive pulmonary disease emergency hospital admissions
Chronic obstructive pulmonary disease accident and emergency attendance since last visit
Chronic obstructive pulmonary disease disturbs sleep
Chronic obstructive pulmonary disease does not disturb sleep
Suspected chronic obstructive pulmonary disease
Severe chronic obstructive pulmonary disease
Very severe chronic obstructive pulmonary disease
Other specified chronic obstructive airways disease
Chronic obstructive pulmonary disease with acute lower respiratory infection
Chronic obstructive pulmonary disease with acute exacerbation, unspecified
Chronic obstructive airways disease NOS
Admit COPD emergency

Appendix 7: List of Read version 2 codes for smoking
Code

Term

137..

Tobacco consumption

1371

Never smoked tobacco

1372

Trivial smoker - < 1 cig/day

1373

Light smoker - 1-9 cigs/day

1374

Moderate smoker - 10-19 cigs/d

1375

Heavy smoker - 20-39 cigs/day

1376

Very heavy smoker - 40+cigs/d

1377

Ex-trivial smoker (<1/day)

1378

Ex-light smoker (1-9/day)

1379

Ex-moderate smoker (10-19/day)

137A.

Ex-heavy smoker (20-39/day)

137B.

Ex-very heavy smoker (40+/day)

137C.

Keeps trying to stop smoking

137D.

Admitted tobacco cons untrue ?

137E.

Tobacco consumption unknown

137F.

Ex-smoker - amount unknown

137G.

Trying to give up smoking

137H.

Pipe smoker

137I.

Passive smoker

137I0

Exposed to tobacco smoke at home

137J.

Cigar smoker

137K.

Stopped smoking

137K0

Recently stopped smoking

137L.

Current non-smoker

137M.

Rolls own cigarettes

137N.

Ex pipe smoker

137O.

Ex cigar smoker

137P.

Cigarette smoker

137Q.

Smoking started

137R.

Current smoker

137S.

Ex smoker

137T.

Date ceased smoking

137U.

Not a passive smoker

137V.

Smoking reduced

137W.

Chews tobacco

137X.

Cigarette consumption

137Y.

Cigar consumption

137Z.

Tobacco consumption NOS

137a.

Pipe tobacco consumption

137b.

Ready to stop smoking

137c.

Thinking about stopping smoking

137d.

Not interested in stopping smoking

137e.

Smoking restarted

137f.

Reason for restarting smoking

137g.

Cigarette pack-years

137h.

Minutes from waking to first tobacco consumption

137i.

Ex-tobacco chewer

137j.

Ex-cigarette smoker

137k.

Refusal to give smoking status

137l.

Ex roll-up cigarette smoker

137m.

Failed attempt to stop smoking

137n.

Total time smoked

137o.

Waterpipe tobacco consumption

13WF.

Family smoking history

13WF1

Father smokes

13WF2

Mother smokes

13WF3

Both parents smoke

13WF4

Passive smoking risk

13WK.

No smokers in the household

13WR.

Mother does not smoke

H3101

Smokers' cough

SM7y2

Smoke inhalation

177..

Smoke inhalation

13p..

Smoking cessation milestones

13p0.

Negotiated date for cessation of smoking

13p1.

Smoking status at 4 weeks

13p2.

Smoking status between 4 and 52 weeks

13p3.

Smoking status at 52 weeks

13p4.

Smoking free weeks

13p5.

Smoking cessation programme start date

13p50

Practice based smoking cessation programme start date

13p6.

Carbon monoxide reading at 4 weeks

13p7.

Smoking status at 12 weeks

13p8.

Lost to smoking cessation follow-up

6791
67910

Health ed. - smoking
Health education - parental smoking

745H.

Smoking cessation therapy

745H0

Nicotine replacement therapy using nicotine patches

745H1

Nicotine replacement therapy using nicotine gum

745H2

Nicotine replacement therapy using nicotine inhalator

745H3

Nicotine replacement therapy using nicotine lozenges

745H4

Smoking cessation drug therapy

745Hy

Other specified smoking cessation therapy

745Hz

Smoking cessation therapy NOS

ZV4D7

[V]Exposure to tobacco smoke

9OO..

Stop smoking monitoring admin.

9OO1.

Attends stop smoking monitor.

9OO2.

Refuses stop smoking monitor

9OO3.

Stop smoking monitor default

9OO4.

Stop smoking monitor 1st lettr

9OO5.

Stop smoking monitor 2nd lettr

9OO6.

Stop smoking monitor 3rd lettr

9OO7.

Stop smoking monitor verb.inv.

9OO8.

Stop smoking monitor phone inv

9OO9.

Stop smoking monitoring delete

9OOA.

Stop smoking monitor.chck done

9OOB.

Stop smoking invitation short message service text message

9OOB0

Stop smoking invitation first short message service text message

9OOB1

Stop smoking invitation second short message service text message

9OOB2

Stop smoking invitation third short message service text message

9OOZ.

Stop smoking monitor admin.NOS

1782

Asthma trigger - tobacco smoke

8HTK.

Referral to stop-smoking clinic

8CAL.

Smoking cessation advice

8CdB.

Stop smoking service opportunity signposted

8I6H.

Smoking review not indicated

8IAj.

Smoking cessation advice declined

8HBM.

Stop smoking face to face follow-up

8HBP.

Smoking cessation 12 week follow-up

8IEK.

Smoking cessation programme declined

8IEM.

Smoking cessation drug therapy declined

8IEo.

Referral to smoking cessation service declined

8HkQ.

Referral to NHS stop smoking service

8T08.

Referral to smoking cessation service

8H7i.

Referral to smoking cessation advisor

9N2k.

Seen by smoking cessation advisor

67H1.

Lifestyle advice regarding smoking

67H6.

Brief intervention for smoking cessation

9kf1.

Referred for chronic obstructive pulmonary disease structured smoking assessment

9kf2.

Chronic obstructive pulmonary disease structured smoking assessment declined

9N4M.

DNA - Did not attend smoking cessation clinic

9NS02

Referral for smoking cessation service offered

9hG..

Exception reporting: smoking quality indicators

9hG0.

Excepted from smoking quality indicators: Patient unsuitable

9hG1.

Excepted from smoking quality indicators: Informed dissent

9NdW.

Consent given for smoking cessation data sharing

9NdZ.

Declined consent for smoking cessation data sharing

9kc..

Smoking cessation - enhanced services administration

9kc0.

Smoking cessation monitoring template completed - enhanced services administration

9Ndf.

Consent given for follow-up by smoking cessation team

9ko..

Current smoker annual review - enhanced services administration

9Ndg.

Declined consent for follow-up by smoking cessation team

9km..

Ex-smoker annual review - enhanced services administration

9kn..

Non-smoker annual review - enhanced services administration

9NdY.

Declined consent for follow-up evaluation after smoking cessation intervention

9NdV.

Consent given for follow-up evaluation after smoking cessation intervention

13cA.

Smokes drugs

Appendix 8: Ethnic groups as per the 2011 Census in England, Northern Ireland, Scotland and Wales
England
White
English/Welsh/Scottish/Northern Irish/British
Irish
Gypsy / Irish Traveller
Other White
Asian/Asian British
Indian
Pakistani
Bangladeshi
Chinese
Other Asian
Black/African/Caribbean/Black British
African
Caribbean
Other Black/African/Caribbean

Mixed/multiple ethnic groups
White and Black Caribbean
White and Black African
White and Asian
Other Mixed
Other Ethnic Group
Arab
Other Ethnic Group

Northern Ireland
White

Irish Traveller

Indian
Pakistani
Bangladeshi
Chinese
Black African
Black Caribbean
Black Other

Mixed ethnic group

Any other Ethnic Group

Scotland
White
Scottish
Other British
Irish
Gypsy / Traveller
Polish
Other white ethnic group
Asian, Asian Scottish or Asian British
Pakistani, Pakistani Scottish or Pakistani British
Indian, Indian Scottish or Indian British
Bangladeshi, Bangladeshi Scottish or Bangladeshi British
Chinese, Chinese Scottish or Chinese British
Other Asian, Asian Scottish or Asian British
African
African, African Scottish or African British
Other African
Caribbean or Black
Caribbean, Caribbean Scottish or Caribbean British
Black, Black Scottish or Black British
Other Caribbean or Black

Wales
White
English/Welsh/Scottish/Northern
Irish/British
Irish
Gypsy / Irish Traveller

Mixed or multiple ethnic groups
Other mixed or multiple ethnic groups

Mixed/multiple ethnic groups
White and Black Caribbean
White and Black African
White and Asian
Other Mixed
Other Ethnic Group
Arab
Other Ethnic Group

Other ethnic group
Arab, Arab Scottish or Arab British
Other ethnic group
Not answered
Does not know

Other White
Asian/Asian British
Indian
Pakistani
Bangladeshi
Chinese
Other Asian
Black/African/Caribbean/Black British
African
Caribbean
Other Black/African/Caribbean

