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The report of the UK National Review of Asthma Deaths (NRAD),1

the largest prospective study of its kind, was published recently on
World Asthma Day 2014.
This was a confidential enquiry conducted by the Royal College

of Physicians on behalf of the Health Quality Improvement
Partnership in the UK. Of the 3,544 UK deaths with a mention of
asthma on the death certificate between February 2012 and
January 2013, 900 cases were included for reviewing. After
excluding 39% of cases based on the clinical record and the
opinion of the attending clinicians, 276/900 (31%) with sufficient
available data were considered in detail by 174 primary and
secondary care clinicians at 37 enquiry panel meetings.
Major potentially preventable factors were identified in 67% of

the 195 cases, where the panel concluded that the patient had
died from asthma. Clearly, recommendations from previous
asthma death studies have not been applied; many of these
preventable factors have been identified previously, both in the
UK2–6 and elsewhere in the world.7,8 Outcomes could have been
different had asthma guidelines9,10 been implemented. While
some people have such severe asthma that death may not be
preventable despite implementation of asthma guidelines, the
outcome in many of the NRAD cases may have been different had
the clinicians involved taken an alternative approach—certainly,
the NRAD identified a number of cases where opportunities were
missed during consultations for other medical problems. Examples
of these included failure to recognise and take appropriate
action in cases where people with asthma were collecting excess
numbers of reliever inhalers or insufficient preventer (controller
inhalers), and failure to follow up 13 of the 19 (68%) cases who
had been discharged from hospital following admission for acute
asthma, or the 40/195 (21%) cases known to have attended the
Emergency Department for acute asthma in the year before death.
The recent evidence-based, practical update of the Global

Initiative for Asthma (GINA) guideline9 may help respiratory
leaders in providing front-line clinicians (in primary and secondary
care) with the guidance and tools needed to provide good asthma
care. Particularly relevant to the findings of the UK NRAD is the
section in GINA emphasising that despite having good current
asthma control, patients may still be at risk of having future life-
threatening asthma attacks.
The panellists identified accuracy of diagnosis (of asthma and of

the cause of death) as a problem. Eighty-one (29%) of the deaths in
the 276 cases considered by the enquiry panel were not considered
to be due to asthma. Furthermore, in 27 cases (10%) there was not
sufficient evidence in the records to confirm that the patient actually
had asthma. These findings, which suggest that UK national statistics
based on death certification probably overestimate asthma death
rates,6 may partly explain why reported UK asthma death rates
(1.47/100,000) are higher when compared with the rest of Europe,
for example in the Netherlands (0.31/100,000)11. Higher UK figures
may also be explained by country variation in completion of death
certificates, the application of the WHO ICD algorithm in ascribing
the underlying cause of death,12 as well as differences in diagnostic
practice and health-care delivery across the primary/secondary care
interface. Any underestimate of asthma death rates in the UK may
also be offset as a result of incorrectly ascribing asthma deaths to

other diseases such as chronic obstructive pulmonary disease
(COPD); a number of cases assessed by the NRAD panel had chronic
asthma with fixed airflow obstruction, and therefore cases meeting
these criteria and allocated an ICD code for COPD will have been
excluded from the NRAD.
According to the ERS White book,11 UK hospital admission rates

for adult asthma rank as the third highest in Europe (Slovakia and
Spain being first and second) and therefore the NRAD finding of
failure to ensure adequate hospital discharge planning and follow-
up may also influence the relatively high asthma death rates.
To those of us in primary care who have been working for the

last four decades to improve asthma care,13 the findings of the UK
NRAD are deeply disturbing and profoundly disappointing. The
results of this report demand urgent action to reflect upon and
improve care for people with asthma, with the aim of reducing
preventable asthma attacks and potentially avoidable deaths.
Readers of this journal are likely to be at the forefront of asthma
research, as well as being dedicated to the implementation of
evidence-based medicine. We have nearly 50 years of evidence
regarding potentially preventable features associated with asthma
deaths, and no one wants to see another report in 20 years’ time
detailing potentially preventable factors in the management of
people who die from asthma.
The NRAD report made 19 clear recommendations for change.1

Successful implementation of these will depend upon co-operation
and collaboration between patients, their carers and clinicians, as
well as first responders, pharmacists, commissioners and policy
makers. While the NRAD reported on cases managed in the UK,
there are lessons to be learned for those caring for people with
asthma worldwide. Doctors and nurses need to work together with
their patients to develop agreed personal asthma action plans so
that all have a clear understanding of the medication, are able to
recognise danger signs and know when to call for help. Clinicians
could start by reflecting on the management of their own patients
who have suffered asthma attacks or died from asthma, evaluating
the quality of care against standards set in national and international
guidelines. A formal process of significant event analysis, with a
discussion of findings among peers and subsequent appropriate
action could provide a suitable methodology for assessing these
cases.14 Commissioners of care and policy makers could start by
addressing and implementing those recommendations of the NRAD
that are relevant for them. This would include ensuring appropriate
training, delegation and provision of resources to ensure a
comprehensive care pathway for people with asthma across the
primary–secondary care interface.
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