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Asthma Fatality Investigation Summary:  
A Child Dies from Asthma 
Childhood deaths due to asthma are preventable. The National Institute of Health (NIH)’s 
Asthma Management Guidelines provide health care providers with an evidence-based 
standard of care for diagnosing and managing asthma. However, asthma deaths among 
children in California continue, with an average of 12 deaths per year (CDPH, California 
Comprehensive Master Death File, 2014-2023). This is the story of one of those children 
investigated by California Breathing, the state asthma program. This child’s death 
underscores the importance of evidence-based medical management and consistent 
health care support that is focused on quality care and patient education needed to save 
children’s lives. 

The Death in a Rural California County in 2022 
In Spring 2022, County Fire Department and Emergency Medical Services (EMS) responded 
to a call reporting an unresponsive 11-year-old child at home. Within 20 minutes, EMS 
arrived at the child’s home located 45 minutes away from the nearest hospital and 
emergency room (ER). When EMS arrived, a California Highway Patrol officer and family 
member were performing CPR. The child was in cardiac arrest. 

Family members told EMS that the child had asthma. The child had trouble breathing earlier 
in the day that did not improve with their albuterol inhaler. The child’s mother had left the 
home to get more asthma medication at a local pharmacy. Shortly after the mother left, 
another family member found the child unresponsive with the albuterol nebulizer next to 
the child. The family member called 9-1-1. 

EMS performed advanced cardiovascular life support (ACLS) including placement of a 
laryngeal mask airway, but resuscitation was unsuccessful, and the child was pronounced 
dead approximately 30 minutes later. The cause of death was reported as status 
asthmaticus. 

A Medical History of Red Flags 
The child had no documented medical treatment until age two when they were admitted to 
the intensive care unit (ICU) for a severe asthma exacerbation and superinfected eczema. 
From that time on, the child continued to experience ongoing, severe health issues, 
primarily asthma and eczema, accompanied by significant lapses in both preventive and 

https://www.nhlbi.nih.gov/resources/2020-focused-updates-asthma-management-guidelines
https://data.chhs.ca.gov/dataset/death-profiles-by-county
https://www.cdph.ca.gov/Programs/CCDPHP/DEODC/EHIB/CPE/Pages/CaliforniaBreathing.aspx
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follow-up care. The child suffered from “atopic march” - the triad of asthma, eczema, and 
allergies that indicated that they were at high risk for severe asthma (Hill and Spergel, 2018).  

From ages three to eight years, the child had 50 medical encounters at four facilities, 
including two additional life-threatening asthma exacerbations requiring hospitalization and 
intubation at ages three and eight.  

Two years prior to their death, medical care was established at a clinic in rural county. Their 
medical records reveal multiple signs of inadequate medical care including the failure to 
refill or use prescribed medications, missed medical visits, and uncompleted specialist 
referrals to dermatology, allergy, and immunology specialists. Child Protective Services was 
alerted on one occasion, but there is no documentation of coordinated care or follow-up.  

At the child’s final clinic visit, two months before the death, the child had decreased breath 
sounds and wheezing. Even though the child was diagnosed with moderate persistent 
asthma and acute exacerbation, their medications were not changed. 

Medications – An Inadequate Treatment Plan 
Despite constant day and night asthma symptoms, the child had been prescribed the same 
asthma medications at the same dose for 10 months. Medications included: 

• Short-acting beta-agonists (SABA) used as needed for acute symptoms: Albuterol 
(90 mcg) and an albuterol nebulizer 

• Controller medications: Montelukast (Singular) 5 mg daily - a leukotriene receptor 
antagonist (LTRA) and fluticasone (Flovent) 110 mcg BID (2x/day) - medium-dose 
inhaled corticosteroid (ICS). 

During the 10 months before the death, the child was using their albuterol inhaler daily and 
often asked for additional medication at school.   

How Do We Fill the Gaps that Led to the Child’s Death 
The Asthma Management Guidelines provide the standard of care that health care 
providers should follow when managing patients with asthma. This child’s death brings to 
light the social and health care obstacles to proper application of the guidelines. We 
recommend that health care providers pay particular attention to the following:   

• Make accurate severity and level of control classification: Follow the Asthma 
Management Guidelines, including spirometry use when available to find the most 
accurate severity and level of control classification. Appropriate treatment depends on it. 

https://pubmed.ncbi.nlm.nih.gov/29413336/
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This child was labeled with mild or moderate persistent asthma despite having day and 
night symptoms. The child should have been classified with severe persistent asthma and 
not well controlled or poorly controlled asthma. With a correct diagnosis, the treatment 
would have been stepped up. 

• Use the “Stepwise Approach for Management of Asthma” for medication choice when 
symptoms are not controlled.  When the child began to need their SABA for symptom 
relief more than two days a week or had uncontrolled exacerbations, the child met the 
guidelines’ criteria for use of oral corticosteroids, preferred medications or a “step up” in 
their medications.  Without the guidelines being followed, the child stayed at an 
inadequate treatment step for two months until the time of their death. 

• Refer to asthma specialist: When a child has persistent, poorly controlled asthma and 
requires higher treatment steps, the guidelines say to refer them to an asthma specialist. 
Refer them. 

• Provide structured self-management education and an action plan: The child’s family 
struggled with fragmented care and self-management. Education should be provided 
repeatedly and include medication adherence skills, environmental exposure control 
measures, when and how to handle signs and symptoms of worsening asthma, and 
when and where to seek care. If needed, institute nurse case management or a trained 
community health worker to support the family. 

• Look for signs of social barriers to care: The child’s providers noted financial problems, 
missed appointments, lack of transportation and cell phone access and poor 
coordination among clinics. The social barriers to care were documented but not always 
addressed in follow-up. When you find social barriers to care, step in.   

Step Up Your Awareness to Save a Child’s Life 
This child’s death was preventable. The Asthma Management Guidelines state that if a child 
is using albuterol more than two days per week, if symptoms persist at night, if school is 
missed, if ER visits recur, then step up treatment. Refer out. Educate. Write an asthma action 
plan. Asthma is controllable but it can also kill. Look for red flags, follow the guidelines, step 
in, “Step up” and stop it. 
 
For more information, visit California Breathing (cdph.ca.gov/CaliforniaBreathing). 

https://www.cdph.ca.gov/Programs/CCDPHP/DEODC/EHIB/CPE/Pages/CaliforniaBreathing.aspx
https://www.nhlbi.nih.gov/resources/at-glance-2020-focused-updates-asthma-management-guidelines
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