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Asthma mortality: comparison between
New Zealand and England

SIR,-Dr Ian W Grant (3 January, p 53) raises
several issues about mortality from asthma in New
Zealand. Many are discussed in other papers
arising from the New Zealand National Asthma
Mortality Study.'"3
A post hoc comparison of our findings (22 Novem-

ber, p 1342) with those of the only similar study in
another country4 was logical, provided we allowed for
ethnic and age differences in mortality (by excluding
non-caucasians and confining the comparison to
15-64 year olds as studied in England). The interval
between the two studies is unlikely to have altered the
comparison materially, as the increase in mortality in
New Zealand had occurred before 1979, when the
study was conducted in England, and continued
through 1981-3, when the New Zealand study was
conducted. The "single radical difference" in thera-
peutic policy between the two studies-the use of
bronchodilator nebulisers at home-contributed only
slightly to New Zealand mortality. Delay due to
overreliance on a home nebuliser was a factor in, at
most, 8% of fatal cases. Underuse of corticosteroids
and failure of patients and doctors to appreciate the
severity of the fatal attack were seen in patients with
nebulisers as commonly as in those without. The
study that Dr Grant suggests, comparing death rates
in all patients given nebulisers with that in a group of
controls, is indeed formidable and may be impossible,
particularly with respect to obtaining -matched
controls.
The accuracy of death certification in 15-64 year

olds is of concern when comparing official mortality
statistics, although we found that the net false positive
rate in New Zealand caucasians in this' age group was
lower than that in England.4 In our paper, however,
we used mortality rates determined in each country for
persons of the same race and the same age group,
and for whom a panel of experienced respiratory
physicians in each country concluded, after reviewing
all the evidence, that the subjects had died of asthma.
The difference in this "verified" asthma mortality of
4-20 per 100 000 in New Zealand and 1-84 per 100 000
in England therefore is not explained even in part by
diagnostic error.
Some of Dr Grant's assumptions are not entirely

accurate. The proportion of non-caucasian deaths
from asthma in 5-34 year olds has not remained at
48%, as in the two year study period. Their death rate
has fallen more dramatically than the rate in non-
caucasians and in 1985 accounted for only 16% of
deaths from asthma in this age group. The mortality in
5-34 year old caucasians (1-7 per 100000 in 1985)
remains twice that in England and four to five times
that in the United States, Canada, and most European
countries in this age group.
The second conclusion is likewise not substantiated.

In the 1981-3 study only 36% ofthe"excess" mortality
in New Zealand was explained by higher mortality
rates in non-caucasians, who constitute only 8-8% of
the total New Zealand population and 10-9% of the
5-34 year old population, not 15% as used by Dr Grant
in his calculations.
The third conclusion, that the introduction of new

forms of drug treatment affected mortality, cannot be
proved or disproved on available evidence. We believe
that inappropriate treatment, combined with delays
in seeking and providing medical help, were the
most common contributory factors to fatal asthma.
Nevertheless, in the face of greater use of all forms
of antiasthma treatments in New Zealand than in
Australia or England5 and the higher rate of "un-
avoidable" deaths in New Zealand, the possibility that
asthma in New Zealand has increased in severity
cannot be discounted. The current downward trend in
New Zealand mortality may reflect an even more
aggressive approach to pharmacological management
of severe asthma.

It is too soon to be confident that the second
epidemic has subsided. Furthermore, even if

asthma mortality among New Zealand caucasians
has fallen to the same level found in England and
Wales that still is unacceptable, as the British
Thoracic Association determined- that 86% of
all deaths it investigated were avoidable.4 New
Zealand caucasians aged 5-34 years continue to die
from asthma at twice the rate of their counterparts
in England and Wales. To assume that the second
New Zealand "epidemic" was a rerun of the 1960s
epidemic, and to ignore the possibility that asthma
may be increasing in severity, would be unwise.
Lessons can be learnt from past and present
studies, and perhaps by prospective studies in view
of current trends towards rising mortality in the
United States, Canada, England, and some other
countries.
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Chronic renal failure associated with topical
application of paraphenylenediamine

SIR,-Dr J H Brown and colleagues (17 January, p
155) reported on two cases of renal failure in
patients using the hair dye paraphenylenediamine.
The general reader should not be misled, however,
into thinking that the patients had irreversible
disease by the term "chronic renal failure." Both
patients presented with cutaneous vasculitis and
crescentic, rapidly progressive glomerulo-
nephritis, and one also had features suggestive of
Wegener's granulomatosis.

Crescentic nephritis should be regarded as a
potentially reversible medical emergency, not
as a slowly evolving "chronic" condition. Even
patients who need dialysis at presentation can
regain useful renal function when treated ade-
quately with immunosuppressive drugs. ' Delay in
diagnosis or insufficiently vigorous treatment,
however, usually results in permanent loss of renal
function or death.
The need for rapid and accurate diagnosis in

such patients is well illustrated by case 2. With the
aid of hindsight and evidence obtained at necropsy
the reader can discern that Dr Brown and co-
authors were dealing not with chronic renal
failure but with florid vasculitis with many features
typical of Wegener's granulomatosis. The correct
diagnosis could have been made at an early stage
by renal biopsy. The failure to respond to a
fairly small dose of prednisolone would thus have
suggested the need for a rather larger dose of
prednisolone (as in case 1) in addition to a course of
cyclophosphamide and perhaps plasma exchange.

Finally, the histological features of Wegener's
granulomatosis in the patient in case 2 raise doubts
about the aetiologicatl role of paraphenylene-
diamxine in both cases. As the authors state, hair
dyes that contain paraphenylenediamine are
widely available and often used despite the
development of crescentic nephritis. In Dr

Brown et al's cases there was nothing to suggest
that the association was not purely one of chance.
Nevertheless, the report has raised an interesting
question, which requires an answer.
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AUTHORS' REPLY,-In an ideal world things are
simplified, particularly with the use of the "retro-
spectoscope." We are well aware ofthe work ofDrs
J S Savill and A J Rees on immunosuppression,
including the use ofcyclophosphamide and plasma
exchange, for crescentic glomerulonephritis.
We, however, have had no success with plasma
exchange, even in proved antiglomerular basement
membrane disease, when used in anuric or nearly
anuric patients.
The first patient in our report did have renal,

skin, and lymph node biopsy specimens taken
and received immunosuppression, to which she
responded, and indeed she survived for four years.
She disappeared from follow up, however, and
four years later was readmitted in terminal chronic
renal failure. The second patient was extremely ill
on admission with life threatening hyperkalaemia,
a blood urea concentration of 61 mmol/l, a low
urinary output of about 100 ml/24 h, and basal
pneumonia. She required immediate dialysis and
was judged to be too ill to undergo renal biopsy,
which was obviously desirable. Her infection
precluded the use ofa higher dose of prednisolone.
Drs Savill and Rees object to the inclusion of the

second case because of the diagnosis of Wegener's
granulomatosis, but this is one end of the same
range of immune complex diseases that includes
vasculitis. Your correspondents also ignore the
well known skin sensitivity to "para" and renal
disease in the other references quoted.
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Waiting time for urgent appointments

SIR,-The case history described by Dr Jean
Golding (7 February, p 370) is yet another example
of the patient for whom a request is mislaid once
and who proceeds to be delayed at every sub-
sequent stage. She queries whether the pathologist
should have insisted that action should be taken. It
is, I fear, very difficult for workers in laboratory
medicine to insist that action be taken, and at
times subterfuge is required when one is seriously
worried about a patient.
While surgical registrar in another part of the

country I was consulted one afternoon by a district
laboratory technician, who had diagnosed malaria
in a blood film of a patient sent to the laboratory by
his general practitioner. He had, of course,
immediately telephoned the general practitioner,
who, on Friday afternoon, said "Well, I will send
for him on Monday" and refused to realise the
urgency of the case. Hence the laboratory tech-
nician's discussion with the surgical registrar, who
was the only available person who had had much
experience with malaria. In the end I telephoned
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