Chapter 20

Asthma, Public Health, and Policy

Noreen M. Clark

Introduction

Asthma is one of America’s most perplexing public
health problems. It is a ubiquitous and costly disease
of society, as well as individuals. This chapter examines
asthma in the larger context of public health by
discussing different but related aspects of disease
management and control. We will consider the way
the characteristics of the society affect the extent and
severity of the disease, and how asthma affects
important public health indicators of well-being. We
will review examples of interventions, some that
have focused on clinical settings and some that have
ventured into the community to relieve the burden of
asthma more broadly. We will suggest how these efforts
can be directed to generate a wider change. We will
discuss ways to modify the impact of the condition
through policy. Finally, we will consider the problems
in our current approaches to asthma control and suggest
alternative directions.

The Public Health Burden of Asthma

Asthma exacts a toll not only for the person with the
disease, but those closest to him or her. In addition,
extant evidence suggests that the public health impact
of asthma is substantial and that characteristics of the
society themselves conspire to create a disease that is
more prevalent and more serious than an alternative set
of conditions .
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Asthma costs the society greatly. Over 15 million
people suffer from asthma, and it affects children and
adolescents more than any other illness (Sondik 2008).
Each year in the U.S., there are 5,000 deaths, 500,000
hospitalizations, and 2 million ED visits for asthma.
In 1998, health care costs were approximately
$12.7 billion. Just over 58% of asthma-related health
care costs were direct medical care costs of which 45%
comprised hospitalizations, outpatient hospital visits, and
ED visits. Over 40% were the costs indirectly associated
with the illness (Sondik 2008). Adults with asthma
have more days of poor health, as well as more days
with limited activity than adults who do not have
asthma. Adults who have children with asthma accrue
more work absence days and restricted days than parents
of children where asthma is not present (Goldfarb et al.
2004). Asthma annually accounts for 14 million school
absence days and 14.5 million work absence days.

Societal Influences on Asthma

Perhaps, the most well-documented society-wide
features associated with more severe asthma are the
economic, social, and demographic factors reflected in
a community and seen specifically in income, education,
age, race/ethnicity, sex, physical environment, stress,
and obesity.

Income

Income disparities among populations have long been
shown to produce a negative picture of health status in
public health data in general (Kaplan et al. 1996) and
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in asthma specifically (Weiss et al. 1992). The extent
to which income is a proxy for other related character-
istics of a population such as education and race/
ethnicity has been discussed. One or two studies have
indicated that the contribution of race, specifically the
African American, to asthma prevalence, morbidity
and mortality is independent of income (Grant et al.
2000). Others contend that the two are so interrelated
as to confound efforts to consider them separately
(Weiss et al. 1992). Regardless, being poor is hazardous
to one’s health and results in severity and premature
mortality for people with asthma which is more than
twice as common than in those of higher income
(Volmer 2001).

The way in which low income leads to more
burdensome asthma frequently has been discussed.
Access to a requisite level of quality of clinical care
has been identified (National Asthma Education and
Prevention Program, 2007). For example, children in a
community where the average family income is less
than $20,000 per annum have been shown to be on
clinical regimens for asthma that fall far below the
National Asthma Education and Prevention Program
(NAEPP) standard of care (Cabana et al. 2004; Clark
et al. 2002). Emergency department data (Radeos et al.
2001) illustrate that income is closely associated with
the lack of follow-up care subsequent to an urgent
asthma ED visit.

Interestingly, studies have suggested that the majority
of poor asthma patients, especially children, have some
form of insurance coverage that would give them access
to a health care provider (Clark et al. 2004). However, two
glaring problems greatly reduce one’s optimism about
this apparent fact. First is the previously mentioned
questionable quality of care that may be provided. Second
is the well-documented fact that 20 million Americans
(conservatively speaking, 10% of whom have a respira-
tory condition) have no health insurance and, frequently,
avoid seeking health care even in urgent situations
(Ayanian et al. 2000; Becker 2001; Sudano and Baker
2003). African American and Latino/Hispanic people
are more likely not to have health insurance [American
Diabetes Association (ADA) 2008]. Effective clinical
care is the frontline of defense for managing asthma.
The presence of large numbers of citizens who have no
care or receive inadequate care guarantees the failure
of public health disease control efforts.

The cost of asthma drugs is another route for
producing ill effects for the poor. For example, Ungar

et al. (2005) showed that at a cost of $300-$3,000 a
year, paying for asthma medicine reduces the ability of
families to pay for other essentials, e.g. food and
housing, as well as “nonessentials” such as recreation.
These costs were also shown to detract from vital
long-term family investments; for example, the child’s
future education, home mortgages, etc. Stealing from
the future helps perpetuate poverty and ill health for
asthma sufferers.

Race/Ethnicity

Despite the discussion of race/ethnicity as a confounder
with income, one’s racial and ethnic identification has
frequently been associated with asthma (Gupta et al.
2006) and the asthma disparities observed between
minority and nonminority groups. For example,
mortality data indicate that young, African American
men are particularly susceptible to death from asthma
(McFadden and Warren 1997; Weitzman et al. 1998).
Krishnan et al. (2006) subsequent to a study of patients
hospitalized for asthma concluded that the overall higher
risk of death from asthma in black patients compared
with white patients is not explained by race differences in
hospital deaths and is attributable to factors preceding
hospitalization. Research has also found that young
children of African American and Latino/Hispanic
families admitted to the hospital for asthma were less
likely to have received optimum preventive therapy
and experienced lower quality discharge planning
compared to white patients (Finkelstein et al. 1995).
Epidemiologic data suggest that asthma prevalence in
predominantly Latino/Hispanic areas such as Puerto
Rico are far above national averages (Lara et al. 2006;
Sondik 2008). Data also indicate that asthma in preg-
nancy worsens most significantly for African American
women (Carroll et al. 2005).

An interesting study by Cunningham et al (1996)
suggests another way that race may play out in asthma.
They found that minority patients were more likely
than others to receive a diagnosis of asthma. On the
other hand, race did not influence the higher presence
of asthma symptoms. No definitive explanation is
available for this contradiction, although one speculation
is that clinicians may be responding to the epidemio-
logical data suggesting that minorities are more
susceptible to the disease.
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The glaring reality in such studies is that whether
there is some unexplained causative factor in race/
ethnicity or whether these variables actually represent
lower income in the populations studied, minority
people with asthma have been shown to be more
vulnerable as far as prevalence, incidence, and burden
of the diseaseare concerned.

Education, Age, and Sex

Education too has predicted asthma outcomes.
Educational background has been shown to enable
(when at a higher level) or detract (when lower) from
an asthma patient’s ability to access specialized asthma
care (Finnvold 2006). Education, defined as a low level
of health literacy, has been shown to predict poor
longitudinal asthma outcomes (Mancuso and Rincon
20006). It has also been shown to be independent of
income in predicting negative consequences of asthma
for African Americans (Grant et al. 2000).

Age and sex are influential in asthma. Most Americans
are aware that the general population is aging. By 2030,
it is estimated that about 20% of the U.S. population
will be 65 years of age or older (Centers for Disease
Control 2003). Currently, older individuals comprise 10%
of the population of asthma sufferers, and this growing
population of individuals over time is likely to require
more hospitalizations and longer stays for asthma (Cortes
et al. 2004). As noted earlier, adolescent age puts
some individuals with asthma at greater mortality risk.
Further, young children have consistently accounted for
the highest number of emergency department visits for
asthma in the U.S. (Centers for Disease Control 2002).

Sex, too, plays a role. Asthma clearly predominates
in boys in childhood and in women in adulthood
(Mannino et al. 2002; Schatz et al. 2006). Somewhere
around puberty, asthma makes the epidemiological
transition from favoring males to favoring females.
Quite likely, hormonal factors play an important role
in this shift, but the particular mechanisms are not well
understood. Nonetheless, in childhood, more boys
than girls have a diagnosis and symptoms and are taken
for health care services although the proportionate
differences are not always great (Schatz et al. 2006).
In adulthood, however, significantly more women
are burdened with asthma. They have 30% higher
prevalence, 50% higher outpatient care use, a 35%

higher hospitalization rate, a 6% higher ED use rate,
and a 40% higher death rate than men (Sondik 2008)

Stress, Depression, and Violence

There are a range of other complex societal features
that have been explored as influences on the prevalence
of asthma and public health efforts to control the
disease. These include the levels of stress, depression,
and violence in a community.

Some of the most interesting works regarding these
aspects of asthma have been done by Wright and
colleagues. For example, their group has provided
persuasive evidence that psychological stress is associ-
ated with atopy in predisposed children (Wright et al.
2005; Wright et al. 2004a) and that higher parental
levels of stress predict wheezing in infants (Wright et al.
2002). As one might expect, stress has been identified
at particularly high levels in low income communities
(Ampon et al. 2005). Depression (some say the major
chronic condition of the 21st century) has been shown
to be associated with lower levels of asthma-related
quality of life (Kullowatz et al. 2006), and one study
has indicated that its effects may be additive in producing
an adverse quality of life (Opolski and Wilson 2005).
Likely of little surprise to any reader are the data that
illustrate low income mothers of children with asthma
report more symptoms of depression and the presence
of more life stressors than those of higher income
(Shalowitz et al. 2006) and that mental health is a
significant factor in predicting asthma morbidity
(Weil et al. 1999).

Wright et al. (2004b) and Wright and Steinbach
(2001) have also shown the complex picture that
exposure to violence draws for children with asthma.
Their study illustrated that the higher the level of expo-
sure to violence, the greater the number of days with
asthma symptom for the child and the more nights the
child’s caretaker lost sleep. When stress levels were
controlled in the analyses, the gradient of increase in
the outcomes was somewhat attenuated. In short,
however, one can say that neither stress nor exposure
to violence is good for any child, and this fact is
especially clear for a child with asthma.

On the other hand, those with circumstance, reason,
or predisposition to be optimistic appear to have a
different disease trajectory. Kubzansky et al. (2002) in
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alongitudinal study of older men with asthma illustrated
that their level of optimism about their life and health
was significantly associated with better FEV | (forced
expiratory volume) and forced vital capacity.

Obesity and Asthma

As public health data and public attention have
increasingly concerned the rising levels of obesity and
overweight in the U.S., their associations with asthma
have been discussed (Chinn et al. 2006; Flaherman and
Rutherford 2006; Hendler et al. 2006). Cogent argu-
ments for the role of leptin in obesity and asthma have
been made (Mancuso et al. 2004; Shore et al. 2005).
One review (Ford 2005) suggested that in adults obesity
was higher in those with asthma. Among children
and adolescents, study results were less consistent.
Prospective studies have found a link between higher
BMI (body mass index) at baseline and an increased
risk for asthma in adults; however, again, data were
inconclusive regarding children. Reports show particu-
larly high levels of overweight and obesity among
female patients with asthma (Clark et al. 2003) and
illustrate increased symptoms in these women compared
to those of normal weight (Clark et al. 2003). Two or
three studies suggest that weight loss reduces asthma
symptoms (see in: (Ford 2005)). However, the chicken
or egg question about asthma and overweight has not
been answered. Are overweight people more suscep-
tible to asthma or does being overweight exacerbate a
problem that was already there? Regardless of the
answer, it would appear that being overweight or obese
gives rise to problems with managing asthma. These
problems are on the rise, and, in part, are viewed as a
social-cultural phenomenon. Our current understanding
of day to day management of asthma does not stretch
to the special problems of the overweight.

Physical Environment

Yet another set of public health concerns is the physical
environment of a community. At least two aspects of
the environment, indoor and outdoor conditions, have
been discussed as essential to asthma control. Further,
the interaction of the physical and social environments
as a predictor of more asthma symptoms has been

considered (Levy et al. 2006). In two reports, the Institute
of Medicine (IOM) (Institute of Medicine 2000, 2004)
has described factors in the indoor physical environment
associated with asthma. In “Clearing the Air,” the IOM
provides evidence to support the presence of cat dander,
cockroach antigen, house dust mites, and environmental
tobacco smoke (ETS) as causally related to the develop-
ment of asthma. In “Damp Indoor Spaces,” dampness,
usually a function of inadequate building construction, is
viewed as precipitating respiratory symptoms in sensi-
tized persons and people with asthma. All these factors
(except ETS) have been associated with low income.

A number of studies have connected air pollution,
i.e. particulate matter in the air, to asthma symptoms.
For example, levels of air pollutants above the National
Ambient Air Quality standards have been shown to
adversely affect lung function of susceptible children
with asthma (Lewis et al. 2005). However, the data are
not definitive regarding the aspects of air of matter that
are most troublesome in asthma, nor the underlying
mechanisms that produce ill effects. As a result, policy
action is made more difficult. Further, the standards
that may apply to adults may be different for children, and
the policy actions to control pediatric asthma deserve
more concerted attention (Goldman et al. 2004).

In summary, asthma is a significant public health
problem. In reciprocal fashion, the nature of the society
regarding its economic, social, and psychosocial
features exerts influence on asthma prevalence and
burden, and asthma detracts significantly from the public’s
health. One can argue that to realize a dramatic downturn
in negative asthma outcomes, for example, reduction
in asthma disparities evident across populations in the
U.S., fundamental economic changes are needed to
eliminate the pockets of poverty associated with these
disparities. This position has been well formed by a
number of observers (Kaplan et al. 1996). Another part
of the problem may be the ways in which we conceive
of helping those with asthma control the effects of the
disease. Control, that is, full functioning with no (or rare)
symptoms, is the benchmark of success as long as we
are unable to cure or prevent asthma.

Interventions for Asthma Control

Public health efforts to achieve control over asthma have
tended to be directed toward therapies (see, for example,
(Paltiel et al. 2001)) and more effective organization
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and delivery of health services (Weiss et al. 1992).
There is little doubt in the mind of an informed observer
that these are needed fixes. However, in our vision of
intervention, we have usually ignored or avoided a
locus of power for real change in asthma outcomes:
effective management by the person himself or herself
who has the disease. Further, we have failed to recognize
that the major task of everyone else in the circles of
influence of such an individual is assisting the person
to manage optimally. Excellent therapies are a needed
element of control. Members of the health system must
be the guides and advisors of patients and families.
But, the power is in the hands of the individual and the
resources available to that person, as well as the efforts
of those surrounding him or her, who enable or deter
effective management.

Figure 20.1 presents the concentric circles of
influence in asthma control. It shows that at the center

of all efforts is the patient whose capacity for day to
day management must be at an optimum level to enable
full functioning and quality of life. Families must
positively support the one managing the disease.
The responsible clinician must guide and recommend
appropriate actions for the person and family, and do so
within a health system that is effectively and efficiently
organized to enable the clinician to help the patient.
The neighborhood or community must be aware of the
problem and nurture and sustain the person and family
in their efforts. The physical environment must be
one that fosters health. Policies must be conducive to
effective asthma management and control.

If our collective efforts focus on this vision of capac-
ity, they are likely to be more successful in reaching the
goals of fewer symptoms, more appropriate health care
use, full functioning of patients, and families that reach
their optimum level of asthma-related quality of life.

Patient

Self-

Managemen t

Family
Involvement

Clinical Expertise

Work/School Support

Conducive Policies

Fig.20.1 Concentric circles of influence in asthma control
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Management by People with Asthma and
their Families

Indeed, we have examples of a number of types of
interventions that appear to have built capacity for
effective asthma management. A fair number of clinical
trials have been directed at the center of the circles of
influence: management by individual patients. Many
have shown positive results. For example, Gibson et al.
(2000) in a systematic Cochrane review showed that
self-management interventions for adult patients
resulted in changes in symptoms, health care use, and
quality of life. Wolf and colleagues in another Cochrane
review (Wolf et al. 2003) showed similar results for
interventions directed at children with asthma. This form
of capacity building is widely accepted as important
(National Asthma Education and Prevention Program,
2007) to asthma control. Yet, the quality and quantity
of programs that are actually available and accessible
for individual patients have been called into question.
Proven models have not been replicated, modes of
wide spread distribution have not been found, and
financial support for interventions to enhance patient
self-management is not widely available.

There are far fewer studies that show us how to
build capacity in the other circles of influence, that is,
beyond the individual’s management abilities. Some,
however, hold promise, for example, capacity building
programs for families (Hindi-Alexander and Cropp
1984; Melnyk et al. 2004; Wilson et al. 1996). Family
involvement is crucial when the patient is a child, and
these caretakers have been the target of effective inter-
ventions to enhance their capacity to support and, as
needed, undertake management on behalf of the child
(Wilson et al. 1996). For example, studies illustrate that
parents can be directly helped through an educational
intervention to manage a child’s asthma better (Clark
et al. 2004) and a program for children that indirectly
involves parents also can enhance their management
(Evans et al. 1987).

Management by Clinicians
and the Health System

A small but important body of work has concerned the
capacity of clinicians and of the health care system to

organize and deliver effective support to the person
managing asthma. For example, brief interventions to
build the capacity of physicians to provide guideline-
recommended therapies, communicate with, and
educate their patients have been shown to significantly
improve physician performance, patients’ health care
use, and family ratings of the care they received
(Cabana et al. 2006; Clark et al. 1998, 2000). Nurses
deployed to provide follow-up care to asthma patients
have been shown to be effective and comprise the
equivalent of physician follow up care (Nathan et al.
2006). Community health workers have been success-
fully utilized to extend asthma clinical care to high risk
individuals (Perez et al. 2006). Emphasizing, as part of
emergency department services, the need for continuity
of asthma care has been shown to increase subsequent
visits by patients to a primary care physician (Sockrider
et al. 2006; Zorc et al. 2003), and ED information
systems have been used to track action plan use and
use of controller medicine (Boychuck et al. 2006).
System-wide interventions to improve disease manage-
ment for asthma within a facility have been shown to
increase physician adherence to asthma guidelines for
diagnosis and treatment and to reduce health care use
(Cloutier et al. 2005). Physician information systems,
case management, and quality improvement activities
have been associated with positive outcomes (Sullivan
et al. 2005). Nonetheless, these interventions have
rarely been replicated, tested for generalizability, or
disseminated beyond the initial research site.

Communities and Coalitions

The same might be said for community-based efforts:
reaching those with asthma through schools, work
sites, and in other community settings. However, a
number of excellent prototypes do exist (Clark et al. in
press). For example, a number of investigators have
examined models for school-based programs to build
the capacity of children, their parents, and those in the
school system to manage asthma. These efforts have
been undertaken in elementary schools (Clark et al.
2004; Levy et al. 2006; Splett et al. 2006) and in high
schools (Shah et al. 2001) with positive results related
to the child’s asthma symptoms, activity levels, and
academic performance. At least one study has shown
that hospitals are willing and effective partners in
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school based programs (Byrne et al. 2006) and that
school-based programs can be disseminated to
additional school sites (Johnstone et al. 2006).

Community coalitions for asthma control (there are
more than 200 asthma coalitions in the U.S. alone)
have proven effective in mobilizing important organi-
zations and constituencies to work collaboratively.
The means by which they organize and carry out their
work has been closely examined (Clark et al. 2006).
The contribution of asthma coalitions to community
organization, development of leadership, and creation
of new collaborations has been documented (Butterfoss
et al. 2006; Clark et al. 2006; Krieger et al. 2006;
Nicholas et al. 2006; Wandersman 2003; Wandersman
et al. 1996). The promise of the community coalitions
is great, currently there is limited information about
their ultimate impact on the health status of individual
asthma patients or benefits for their families. Although
the available data are promising suggesting that both
policy change and improved asthma status for children
can result from the work of coalitions (Clark et al.
2009). Work sites, churches, recreational facilities, and
other community venues have not been examined
regarding their effectiveness and efficacy for support-
ing management by asthma patients, but they may well
hold potential.

Interventions designed to enable people with asthma
to control indoor environments have been shown to
reduce the presence of dust mites, dander, and cock-
roach antigen; however, subsequent changes in asthma
symptoms or exacerbations have not been well docu-
mented (Institute of Medicine 2000), and/or studies
have not separated environmental changes from other
social and behavioral efforts (Kercsmar et al. 20006).
Careful examination of changes in health associated
with remediation of building dampness has not been
undertaken, although there is consensus that construct-
ing buildings to resist dampness should be the standard
of practice (Institute of Medicine 2004).

Changing standards for clean air (U.S. Clean Air
Act Amendments 1990) have been examined for their
impact on the health of children. Prospective analyses
suggest that the benefits of such change would greatly
outweigh the costs (Wong et al. 2004), although data
regarding specific asthma outcomes are scarce.

The utility and impact of interventions across the
circles of influence on asthma management, such as
the ones described here, ultimately depend on the
extent to which they (and other successful innovations

for asthma control) become regular practice as usual
in families, health systems, and communities in the
country. No doubt, sustaining and disseminating
effective asthma programs and services are do-able;
however, this result is likely possible only with organi-
zational, institutional, community, and public policies
that specifically support capacity building and effective
practice.

National Public Health Effort

The control of asthma requires a national response,
and the efforts of a number of agencies have been
important to local through nation-wide public health.
The Centers for Disease Control and Prevention (CDC)
has instituted surveillance in most US states and main-
tains a database of prevalence and incidence statistics
and associated demographic factors. The Behavioral
Risk Factors Survey of the CDC includes a number of
asthma-related items, and data are compiled periodically
to describe behaviors associated with prevention and
management of the disease.

Most state health authorities have risen to the
asthma challenge. Many have initiated surveillance in
addition to those they conduct in concert with the CDC.
Further, many state health departments have engaged
in efforts to coordinate and assist asthma awareness
and intervention programs, as well as to enhance service
delivery. In many states, these efforts have been carried
out in collaboration with asthma coalitions.

The National Heart, Lung and Blood Institute has
been at the forefront for national asthma control
activities. It not only sponsors research into respira-
tory disease, but is responsible for the National Asthma
Education and Prevention Program (NAEPP). NAEPP
comprises all the major national organizations with
interest in asthma (see Table 20.1 for a list). These
organizations through the NAEPP undertake informa-
tion and education activities targeted at people with
asthma and their families, as well as clinicians and other
health care providers. The Science Base Committee
of NAEPP has generated the National Guidelines
for Diagnosis and Treatment of Asthma (NAEPP
2007), the gold standard for clinical care. The NAEPP
has also promulgated a Guidelines Implementation
Plan (NAEPP 2008) describing strategies to ensure
adherence to NAEPP clinical recommendations.
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Table 20.1 Elements of the blueprint for policy action
(Lara et al. 2002)

1. Develop and implement primary care performance
measures for childhood asthma care
2. Teach all children with persistent asthma and their families
a specific set of self-management skills
3. Provide care management to high risk children
4. Extend continuous health insurance coverage to all
uninsured children
5. Develop model-benefit packages for essential childhood
asthma services
6. Educate health care purchasers about asthma benefits
7. Establish public health grants to foster asthma friendly
communities and home environments
8. Promote asthma friendly schools and school-based asthma
programs
9.Launch a national asthma public education campaign
10. Develop a national asthma surveillance system
11. Develop and implement national agenda for asthma
prevention research

The NAEPP has also issued other important guidelines:
for example, concerning asthma in pregnancy (NAEPP
2004) and, in concert with the American Academy of
Pediatrics, asthma in childhood (NAEPP 2007).

National voluntary organizations also work toward
asthma control through providing information,
education, and supporting research. The American
Lung Association is perhaps the most well known and
works through approximately 50 local and state affili-
ates and chapters. The Asthma and Allergy Foundation
is another major provider of asthma information and
services.

The Role of Policy in Asthma Control

A number of conferences, workshops, and studies have
delved into the question of needed public health-related
policies. One fairly comprehensive report is an investi-
gation using a nominal group process involving asthma
experts conducted by the Rand corporation (Lara et al.
2002) and resulting in a policy action blueprint.
This report posited that national public health efforts
are essential to turning around the discouraging data
regarding asthma morbidity, mortality, and disparities
across population groups. The study advisors conceived
of “Asthma Friendly Communities” where proven
services and programs were evident and available for
all those needing assistance. A number of blueprint
recommendations attempted to get at the underlying

causes of negative asthma outcomes for the poor or
otherwise disadvantaged. Advisors called for financing
for universally available primary care, self management
education and case management in childhood asthma.
They believed expanded coverage and improved
benefits were vital to reach and help the underserved.
They posited that a strengthened public health infra-
structure is necessary to achieve asthma friendly
communities, that is, a system that provides resources
for schools, public education campaigns, and a fully
national surveillance system. They included a call for
a national agenda for asthma prevention research.

The specific elements of the Blueprint for Policy
Action paper are presented in Table 20.1. Although
these recommendations focus on pediatric asthma, the
proposals are generalizable to asthma in all age groups.
That being said, other areas, e.g. policy related to envi-
ronmental conditions, work settings, research regarding
asthma’s interaction with obesity, sex and gender role,
race and ethnicity, and the implications for management
deserve policy attention.

These important observations notwithstanding, a
number of problems and issues precede the formula-
tion of sound asthma-related local, state, and national
public health policy. One is the lack of standardization
of approaches to asthma therapy and service delivery
obvious across the country, as well as a lack of conclu-
sive evidence about the effectiveness of many of the
clinical approaches utilized (Buxton et al. 2004; Paltiel
et al. 2001; Silber et al. 2003). One of the most influen-
tial efforts to address this problem is the Guidelines for
the Diagnosis and Treatment of Asthma of the National
Asthma Education and Prevention Programs of the
National Heart, Lung, and Blood Institute. These guide-
lines draw on the best evidence and collective judgment
in the asthma field. The newest guidelines [2007] incor-
porate evidence and expert opinion to recommend clinical
practice to enhance disease control. Nonetheless, studies
have shown that in general and specifically in asthma,
use of guidelines is not as robust as we might wish.
Particularly in low-income communities, care has been
shown to fall below NAEPP standards (Clark et al. 2002;
Halm et al. 2005) In considering the problem of use of
guidelines for respiratory disease, a distinguished group
of experts called for exploration of more effective ways
to communicate key asthma information both to
clinicians and patients and promote appropriate
management of the disease (Boulet et al. 2000).

Another challenge for policy making is the ongoing
debate about the role of nonclinical factors in asthma
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exacerbations e.g. social factors, income (Brown et al.
2004; Kramer et al. 2006; Rogge and Combs-Orme
2003), the rights of asthma sufferers etc. (Jones and
Wheeler 2004; Joseph et al. 2006).

Further, there are looming questions regarding
conventional wisdom in asthma, that is, assumptions
that guide policy and practice that have not been
proven. For example, as noted previously, a number of
environmental studies show it is possible to reduce
environmental triggers to asthma in the home (Martin
et al. 2000), however, rarely have changes in health
status been clearly documented from such modifications
(Kattan et al. 1997; Kercsmar et al. 2006). Although a
number of interventions have attempted to ensure that
high risk children see a primary care physician after an
asthma emergency, subsequent change in the child’s
health status has not been examined and at least one
study says that such follow-up does not change out-
comes for patients (likely because the PCP continues
to do the same thing that did not work in the first place)
(Cabana et al. 2003). A number of studies have shown
that community health workers can be trained and
deployed to extend clinical care to the disadvantaged
asthma patients, but changes in health status for indi-
viduals reached by these workers have not been exten-
sively documented (Krieger et al. 2006). As discussed
earlier, we do not know if more severe asthma is a result
of obesity and requires special therapies, although we
do know that overweight individuals have more
asthma-related management problems than those of
normal weight (Clark et al. 2003). Further, we are still
in the dark regarding the onset of asthma and, therefore,
its prevention or cure. For example, Marks et al. (2006)
tried allergen avoidance and diet modification in
newborns over five years to see if these interventions
eliminated or reduced the effects of asthma, wheeze,
eczema, or atopy. No differences were observed.
The gaps in our conventional wisdom about asthma
are many and wide. Some actually may be deterring
control and are not wise choices at all. Some may be
worthy of continuing. Only data can tell.

Conclusion

Reflecting on the example problems and solutions
described in this chapter leads one to a few conclusions.
If we are serious about controlling asthma as a public
health problem, the effects of asthma on the society

and the effects of the society on asthma, we need to
think differently about our fundamental approach.
Several things come to mind: (1) One is to recognize
that in asthma there are interactions among envi-
ronmental, social, behavioral, neural, endocrine, and
immune processes that produce disease and affect
interventions (Wright et al. 2004a). This suggests that
new models for research are needed that can describe
and explicate these interactions. (2) Another is to
advocate for intervention research that illuminates how
to build capacity across the circles of influence of the
individual managing the condition. We need to keep
that person in the center of our efforts and emphasize
that he or she is the primary manager (not act as if
clinicians or health faculties are). We must see health
professionals and health systems as crucial advisors
and facilitators who direct all their actions to one end:
enabling effective management efforts of the patient.
Similarly, families, communities, and policy makers —all
must be recognized as enablers of good management
and encouraged to do their part. (3) We need to explore
conventional wisdom in asthma to discover if our
assumptions about how to control it are sound ones.
In short, we need to explore not only what we do not
know but also what we think we know but have not
examined closely. (4) The means to widely apply what
we do know about asthma control and effective inter-
ventions must be found. In other words, replication of
promising models and dissemination research are
requisite for positive change. (5) The societal attention
span (reflected in media, policy, practice) is short and
many health problems vie for the spotlight. Although
currently we know more about treating asthma than we
have ever known, we are not seeing dramatic downward
changes in data that indicate the high level of burden of
the disease. A concerted voice and continuous effort
are needed to remind patients, the clinical community,
politicians, and policymakers how serious and costly
asthma is and what they can do to help.
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