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The prevalence of asthma is increasing in many countries
following trends of urbanization and westernized lifestyle
(1). In various regions, these characteristics of modern
societies follow an improvement in socioeconomic status.
As a chronic illness, asthma has a major impact on the life
of the individual as well as the family, and the economic
burden of asthma is high (2), in particular among
uncontrolled asthmatics (3-5). Most studies on the cost
of asthma focused on direct and indirect costs to the
health system (6). However, direct expenditures incurred
by the families of subjects with asthma are often
overwhelming.

Asthma prevalence and severity increase everywhere in
the world, and particularly in underprivileged popula-
tions (3). There are underserved individuals living in large
urban centres of high-income countries with limited
access to health care (7). In various mega cities of low-
and middle-income countries, asthma prevalence is very
high and most of the population cannot afford paying for
the proper treatment of persistent asthma (8, 9). These
unfavourable scenarios generate a situation in which
dozens of millions of human beings suffering from asthma
cannot afford to breathe well (10).

Social inequities may not be addressed fully by
regular welfare and employment policies. Major
noncommunicable diseases (NCD) such as cardiovascular

disease, diabetes, chronic respiratory disease and cancer
pose a major barrier to development in low- and middle-
income countries, as well as among excluded populations
in affluent societies (11). It requires broad health
promotion — disease prevention strategies and a coherent
health system response, combining a strong primary
health care with proper support of secondary and tertiary
levels. The successful efforts to reduce NCD in high-
income countries reflect adequate use of these principles.
Recent trends to revive primary health care in countries
such as Brazil, India, China, Thailand, Spain and New
Zealand, are mostly driven by inadequate health system
response to NCD and the need to improve assess to
health care (12). Nevertheless, many countries continue to
focus only on a narrow range of conditions, with a
priority to communicable diseases. Despite significant
progress in health outcomes over the last 30 years,
inequities continue to increase and there are gross
disparities between countries at all levels of health
expenditure (13). The Commission of Social Determi-
nants of Health of the World Health Organization has
recently stated: ‘Social justice is a matter of life and death.
It affects the way people live, their consequent chance of
illness and their risk of premature death. We watch in
wonder as life expectancy and good health continue to
increase in parts of the world and in alarm as they fail to
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improve in others’, and ‘to reduce health inequalities is an
ethical must’ (13).

The paper published by Franco et al. in this issue of
Allergy (14) quantifies the high cost of severe asthma to
underprivileged families and measures the impact of a
successful public health intervention for control of
asthma (ProAR) on their budget. The manuscript pro-
vides evidence that severe asthma leads to catastrophic
expenditures to poor families, which were still not enough
to give assess to proper treatment control the disease.
Moreover, it demonstrates the major benefits achievable
by treatment based on current guidelines, even in low-
resource settings, in a strategy previously shown to be
cost-effective and resulting in incremental savings as
compared with managing exacerbations in emergency
rooms and hospitals (15).

Low-income populations, minorities and children
living in inner cities experience disproportionately higher
morbidity and mortality because of asthma (16). In poor
housecholds, relatively small costs on health can be
disastrous and have been considered as catastrophic
expenditures. Previous publications estimate that families
spending 50% or more of their nonfood expenditure fit in
this category (17, 18). Recent surveys have shown that the
proportion of individuals with persistent asthma report-
ing use of inhaled corticosteroids (ICS), the cornerstone
of treatment, is very low in various continents (19-21).
The cost of regular treatment is unaffordable to families
in low-resource settings (9), resulting in considerable
higher proportion of uncontrolled asthma, which is
associated with greater economic burden to families and
health systems, loss of productivity and deterioration in
quality of life (22). In many countries, asthma is managed
as an acute disease (23). Because of economic obstacles, a
majority of the population of low- and middle-income
countries lack access to basic asthma treatment such as
ICS (9). The challenge we must face was to provide global
access to core asthma medications, particularly ICS, at
affordable prices, to improve implementation of treat-
ment guidelines and to encourage better health care
provider and patient education (20).
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Caring for a child with a chronic disease remains a
time-consuming activity for mothers. In low-income
settings such as in inner city environment in the US,
asthma in children is inducing depression in the mothers
(24). Children of low socioeconomic status are more
likely to require higher resources because of their asthma
(25). In developing countries, childhood asthma affects
the child’s daily activities, schooling, family life and
finances (26). In inner city asthma in the US, education
with or without case management services enhances the
health of children with asthma thereby reducing associ-
ated costs (27). A targeted home-based environmental
intervention improved health and reduced service use in
inner-city children with moderate-to-severe asthma. The
intervention is cost-effective when the aim was to reduce
days with asthma symptoms, and reduces costs (28). In
Ankara, Turkey, adequate control of asthma in children
was found to play a key role in decreasing the total direct
costs of paediatric asthma, although it increases the
medication and outpatient costs (26).

Clear messages to policy makers should arise from the
experience of ProAR, in line with the vision of the Global
Alliance against Chronic Respiratory Diseases of ‘a world
where all people breathe freely’ (29): (i) recommendations
for the treatment of severe and/or uncontrolled asthma
from best evidence-based current asthma guidelines are
applicable and effective in low-resource settings; (ii) free
management of the most severe cases of asthma accord-
ing to the guidelines, in reference centres, not only
restores the patient’s capability to breathe but also
alleviates the economic suffocation of poor families
further impoverished by the cost of the ailment; (iii) the
strategy of ProAR, in Salvador da Bahia, Brazil, reduced
health resource utilization, decreased the costs with
asthma to the public health system and could be adapted
to similar settings elsewhere. This provides a remarkable
opportunity to use current knowledge and available
technology to attenuate social inequalities. In dealing
with financial stenosis to the underserved, inaction is not
an option. Considering the recurrent near asphyxia of
those with severe asthma, inaction is unacceptable.
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