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assessment of causes and possible
remedies. 

The NRAD is the first UK-wide review
of asthma deaths, prospectively
collecting details on deaths in hospital
and in the community. Other new
features are the inclusion of reports
from out of hours services, paramedics,
coroners and ambulance services, as
well as weather and air quality data. 

The NRAD was run by a consortium
of asthma professional and patient
bodies, led by the Royal College of
Physicians, London. It examined the
circumstances surrounding deaths from
asthma over a one-year period, starting
in February 2012. Deaths were reviewed
systematically and were subject to an
in-depth multidisciplinary confidential
enquiry. 

Between February 2012 and January
2013, all asthma deaths in the UK were
identified through the Office for
National Statistics (ONS) for England
and Wales, the Northern Ireland
Statistics and Research Agency
(NISRA) and the National Records of
Scotland (NRS).

Details about 900 selected deaths
were collected from various sources
including primary, secondary and
tertiary care, as well as ambulance,
paramedic and out-of-hours care
providers.

A total of 374 local co-ordinators
were appointed in 297 hospitals to
collect information, and 174 clinical
assessors were recruited to expert
panels that reviewed data. 

Each assessor took part in one or
more expert panels during which all
information gathered on each death
was reviewed by two assessors in detail.
This was followed by discussion and a
consensus agreement of avoidable
factors and recommendations by the
whole panel.

Cases reviewed at the confidential
enquiry panels were those where the
notifying clinicians were confident

either on notification or subsequent
discussion with the NRAD project team
that asthma was the cause of death, or
those cases considered difficult to
define by notifying clinicians.

Panellists included: consultants in
respiratory medicine, paediatrics,
emergency medicine or paediatric
emergency medicine, intensive care 
or paediatric intensive care; GPs;
respiratory nurse specialists in primary,
acute and secondary care; and
pharmacists.

KEY FINDINGS 
A total of 276 cases were considered
and 195 confirmed as asthma deaths.
The median age at death was 58 years,
range 4-97. The median age at diagnosis
was 37 years (range 10 months-90 years),
with a median duration of asthma of 
11 years (range 0-62 years). 

Major avoidable factors were judged
to be present in 60% of cases. 

Some of the most striking findings
from the report were that:
• Almost half the patients (45%) died
without seeking medical help or before
help could be provided
• One in ten patients (10%) died within
28 days of discharge from hospital
• One in five (21%) had attended A&E
with asthma in the previous year
• Fewer than one in four (23%) had a
personal asthma action plan (PAAP)
• Over-prescription of short-acting
bronchodilators and under-prescription
of preventer inhalers was common.

Full lists of key findings from the
report are summarised in boxes 1 to 4,
p29.

The following case study illustrates
some of the typical features of asthma
deaths the panels encountered. This is a
composite, drawn from a number of
cases, to generate anonymity and to
illustrate a theme.

CASE STUDY
Stephen was a 47-year-old man whose
asthma had been diagnosed at the age
of 12. His GP classified his asthma as
mild – his repeat prescription list
consisted of salbutamol and a low-dose
beclometasone metered dose inhaler.
He died at his home in the early hours

of a Sunday morning, before the
ambulance arrived. 
When the expert panel assessed his

records they found that his last asthma
review had occurred two years before
his death. His records from his last
review suggested he had asthma
symptoms on most days. He used his
salbutamol inhaler at least two or three
times on most days. 
His latest peak expiratory flow rate

was 120 L/min, with a previous 
best of 260 L/min and a predicted value
of 426 L/min. 
At his last review his GP had added a

beclometasone inhaler to his treatment.
He did not attend a follow-up
appointment, but was seen twice for
unrelated symptoms over the next two
months. 
He had visited A&E with an asthma

attack eight months before his death.
He had seen his GP four months before
death with breathlessness and
wheeziness, when he had been
prescribed an antibiotic only. He had
been seen three times subsequently for
arthritis symptoms. 
His prescribing record showed that

he had been issued prescriptions for 
18 salbutamol inhalers and one
beclometasone 100 mcg (200 doses)
inhaler in the previous year. 

Avoidable factors in this case include:
failure to attend for asthma reviews –
notably following an A&E attendance;
poor asthma control reflected in a
prescribing pattern of an excess of
salbutamol inhalers and only one
preventer inhaler, and a low peak
expiratory flow rate.

Putting in place systems that ensure
people are reviewed within days of an
A&E attendance, and flag up failure to
attend a review, excess salbutamol
prescribing and poor control could
have prevented this man’s death.
Exactly what these systems are and
how they work may require a
combination of centrally developed
systems e.g. by computer suppliers,
and changes in the way general
practices organise care. However, they
largely consist not of major innovations,
but of improvements in the
organisation of routine care, already
emphasised in national guidelines.5

Table 1

Findings from previous confidential enquiries into deaths from asthma6-12

Potentially preventable or avoidable factors contributing to death from asthma

• Failure to recognise risk status - 1963-1974
• Failure to recognise severity - 1979
• Underuse of corticosteroids - 1963, 1975, 1979
• Lack of patient education - 1963
• Underuse of objective measures - 1963
• Inadequate routine management and follow-up - 1979
• Potentially preventable deaths -  1979


