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Although the second epidemic of asthma deaths
in New Zealand started in 1976-7, that epidemic
may now have subsided. Asthma mortality among
caucasians in New Zealand may even no longer be
significantly greater than mortality in England and
Wales, assuming that comparisons restricted to the
5-34 age group achieve an acceptable degree of
diagnostic accuracy. If these observations-or
predictions-were to be correct the gloomy 1981-3
contrast between asthma mortality in New Zealand
and England drawn by the authors could safely be
consigned to history, provided that the valuable
lessons which emerged from the two asthma deaths
studies are diligently learned, and never forgotten,
by all doctors and patients.
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SIR,-Dr M R Sears and colleagues (22 Novem-
ber, p 1342) suggest that a GP with 1200 patients
aged 15-64 should expect to see one death from
asthma in this age group among New Zealand
caucasians about every 20 years (mortality 4-2/
100 000 or 005 deaths per 1200 patients per year).
The figures in the British Thoracic Association's
report in 1982 suggest that aGP with 1200 patients
aged 15-64 should expect to see one death from
asthma in this age group among people of un-
specified race in England and Wales every 50 years
(mortality 184/100000 or 0-02 deaths per 1200
patients per year). This latter rate arises from the
1500 deaths caused by asthma in England and
Wales each year, a rate of 1/1000 to 1/3000
asthmatics each year, depending on whose assess-
ment of the prevalence of asthma you accept.2
These figures indicate how difficult it is to

extrapolate any assessment of general practice care
from the numbers involved. None the less, much
criticism of GPs' routine care of patients with
asthma has been derived from the abstract of the
British Thoracic Association's report, although
careful reading of the report itself shows that the
blame for unavoidable deaths was placed mainly on
the delay, for whatever reason, between the onset
of the fatal attack and the provision of appropriate
treatment.
Dr Sears and colleagues have avoided placing

the emphasis on delay in their detailed and en-
lightening discussion, although if we were to take
together cases where delay was a possible cause and
cases where failure to use corticosteroids in the
fatal attack was a possible cause the analysis of
avoidable deaths would show delay in obtaining
appropriate treatment as the major preventable
factor.
The question which these two studies have tried

to address is: Was death the result of inadequate
long term management or ofinadequate treatment
of the acute attack? That the answer is largely the
latter of these two possibilities should not be a
surprise. There is virtually no evidence to support
the theory that the modem drug treatment of
asthma should substantially reduce either the mor-
bidity or mortality ofchronic asthma, although the
drugs are without doubt effective in treating acute
asthma. No studies of the long term effect on
morbidity or mortality among asthmatics in the
general population has been carried out in respect
ofinhaled or oral steroids or inhaled cromoglycate.
All three are significantly better than placebo in
improving lung function in selected populations of

chronic asthmatics, but the effect on morbidity has
been dubious to say the least. Comment about the
appropriateness of treatment before the onset
of the fatal attack, therefore, seems of limited
relevance.

Since adrenaline might have been as effective
in treating acute asthma as we now find c agonists
nebulised with oxygen to be, perhaps these
mortality studies show why it is that mortality from
asthma has not changed in 20 if not 100 years.
Could it be that both severely dyspnoeic asthmatics
and their physicians have been taking the adage
"festina lente" too literally for too long.
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Hazard ofpotassium chloride solutin

SIR,-Deaths from potassium instead of sodium
chloride continue to occur but tend to be recorded
in coroners' courts rather than medical journals.
The latest was the same tragic story': a junior
doctor injected the wrong ampoule into a 3 week
old baby's intravenous drip, whereupon the heart
beat dropped from 140 to 20 beats/min and then
stopped.
My interest in this was aroused during a discus-

sion with the secretary of the Medical Defence
Union when writing a book (Mishap or Mal-
practice?) to celebrate its centenary. A visit to
our pharmacy confirmed that the ampoules are
identical in size, shape, lettering, and colour of
solution; it surprised me that no steps had been
taken by manufacturers or others to solve the
problem by colour coding or changing the shape of
the ampoules.
My pharmaceutical colleagues took the matter

up, and Mr J E H Baker, pharmaceutical officer of
Coventry Health Authority, designed an ampoule
that cannot possibly be mistaken, for it has a fixed
plastic cap over its neck and is manufactured by
Antigen Ltd. It is used throughout the West
Midlands region and has been approved by anaes-
thetists, nursing authorities, and others-and
the old ampoules have been withdrawn by the
pharmacists. The extra cost is trivial. The doctor
should still read the label but it provides an added
safeguard when dealing with an emergency or
when a potassium chloride ampoule has inad-
vertently been put in the box of sodium chloride
ampoules-like a seat belt even though the driver
knows the highway code by heart.
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Continuous ambulatory peritoneal dialysis

SIR,-Drs A G Morgan and R P Burden described
their experience with "long term" continuous
ambulatory peritoneal dialysis (CAPD) (11
October, p 935). Their three year actuarial patient
survival was 49%/o and technique survival 41%.
They also observed that patients who were trans-
ferred from CAPD to haemodialysis had a one year
survival of only 64% and commented that "schange
in treatment is likely to introduce new hazards."
This experience led them to recommend CAPD
primarily for young patients awaiting a kidney

transplant and to treat elderly patients by haemo-
dialysis.
The last conclusion does not make sense since when

discussing the treatment of elderly patients they say
"in many cases we can treat [older patients] just as well
with haemodialysis." Indeed, with regard to the
elderly, this is the experience of Canadian centres
(Posen G, Canadian Renal Failure Registry, personal
communication)-that is, patient and technique
survival of those aged over 65 is the same (or slightly
better) with peritoneal dialysis as with haemodialysis.
Since we both agree that the results of haemodialysis
and CAPD are the same in the elderly why do Drs
Morgan, and Burden prefer haemodialysis when
CAPD o'ffers the advantages of treatment outside
hospital and the freedom ofhome dialysis?

Although Drs Morgan and Burden provide no data,
their paper gives the impression that their results with
haemodialysis are better than those with CAPD. Can
they provide data which allow comparison of haemo-
dialysis and CAPD in patients of comparable age,
underlying disease, and pre-existing cardiovascular
disease? Such studies as have been done have shown
that the results of CAPD (corrected for these three
factors) were as good if not better than those obtained
with hospital haemodialysis. '
Of the deaths in their population a large proportion

(eight out of 23) were due to peritonitis and an
additional seven from other infections. Furthermore,
17 of the 33 patients undergoing CAPD who were
moved to haemodialysis were transferred because of
recurrent peritonitis. This high rate of infection
probably explains their findings. Many readers would
like to know how their infection rate compares with
that of other experienced centres, most of which now
have an incidence ofabout one episode every year, and
whether they have dedicated enough nurses to their
CAPD population; the ratio in well established centres
is one nurse per 12-14 patients. As set out in the paper
by Dr A Heaton and others (11 October, p 938), few
studies, if any, find peritonitis and other sepsis to be
the major cause of death among patients undergoing
CAPD whereas recurrent peritonitis may still be the
main cause of CAPD failure in some studies, though
not in others. In a recent analysis of 126 patients who
were in our CAPD programme from January 1983 to
June 1984 we had 19 deaths and 15 failures; of the
latter, nine were converted to haemodialysis and six to
intermittent peritoneal dialysis. The main causes of
death were cardiovascular or cerebrovascular.2 Only
one patient died from peritonitis and two from other
sepsis. Only three of the 15 failures were due to
peritonitis.

I suspect that most of the authors' deaths on
haemodialysis were early deaths related to complica-
tions of CAPD such as peritonitis. In most registries
deaths within four to six weeks of transfer to haemo-
dialysis are still considered to be CAPD deaths. An
analysis of the cause of death and time after transfer
among their patients would be revealing.

I believe that ifCAPD is going to be successful it
should be performed in centres that will pay as
much attention to detail, training, and staffing
levels for CAPD as they do for haemodialysis.
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AUTHORS' REPLY-We are sorry that Dr Oreo-
poulos seems upset that we questioned the wisdom
of offering continuous ambulatory peritoneal
dialysis (CAPD) as first choice of treatment to all
patients with end stage renal failure. A statistical
comparison between CAPD and haemodialysis
was not the purpose of our paper and we do not
have comparable groups of patients to allow this.
Our suggestion for the need for selectivity was
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