
Editorial
Rethinking Access to Care
Peter J. Gergen, MD, MPH Bethesda, Md
In this issue of JACI-in-Practice, Butz et al1 report on
predictors of regaining asthma control 6 months after an
exacerbation among children living in the inner city. As part of
a clinical trial (NCT01981564), to evaluate the impact of an
emergency department (ED)-based intervention that included
follow-up care, asthma education, and a targeted environmental
intervention, the authors enrolled 222 children 3 to 12 years of
age during an asthma ED visit who had a history of persistent,
uncontrolled asthma and during the previous 12 months either
2 or more ED visits or 1 or more hospitalizations for asthma.
The participants were predominately African American (93%)
and low income (94% Medicaid). At the time of the ED visit,
asthma control was judged as not well controlled (NWC) for
47% and very poorly controlled (VPC) for 53%. Six months
later, only 12.7% of the participants were well controlled,
whereas 41.1% were NWC and 46.2% were VPC. Four factors
associated with VPC were allergic rhinitis, increased number of
routine visits to primary care physician, caretaker worried about
medication side effects, and evaluation during fall or spring
season.

The failure to achieve acceptable control is surprising given
that even the control group in most clinical trials of asthma
achieve a measure of clinical improvement. A number of
different reasons could explain this inability to regain asthma
control. Did the authors inadvertently recruit relatively treatment
nonresponsive children despite the finding that the majority of
the children were atopic, a usual indicator of responsiveness to
corticosteroids? The Asthma Phenotypes in the Inner City
(APIC) from the Inner City Asthma Consortium (ICAC)
enrolled more than 700 children living in the urban poverty areas
who were 6 to 17 years old with no restriction on asthma
severity. The children were aggressively treated and closely fol-
lowed over a 1-year period. Five clusters were identified in the
analyses, 2 of which continued to have a high level of morbidity
despite the aggressive treatment. One of the groups had a high
level of atopy, whereas the other was relatively nonatopic.
Because of the oversampling strategy used in the design of APIC,
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it is impossible to determine what proportion of asthma in the
population fall into these 2 subgroups.2

Other studies that have provided comprehensive guidelines for
appropriate care with access to the medications have found that
the vast majority of inner city children and adolescents receiving
treatment achieve acceptable levels of control.3,4 Thus, the
treatment-resistant phenotypes found in APIC probably reflect a
small portion of the inner city asthma population.

To try to understand the failure to achieve control, we next
need to look at what factors were associated with this outcome.
Two of 4 factors found to be associated with bad asthma control
allergic rhinitis and evaluation during the fall or spring season
have been reported in other studies.2,5-7

One factor identified in this study, �2 primary care provider
(PCP) visits, seems counterintuitive. By design of the study, the
participants had multiple contacts including a visit in the ED,
another 7 days out, and several during the study. An important
goal in the ongoing effort to reduce asthma morbidity is
increasing access to both primary and, if needed, specialty care. A
number of reports lend support to this concept. A study looking
at the characteristics (continuity, access, contextual knowledge,
communications comprehensiveness, coordination of care) of a
medical home in preventing readmissions among children with
asthma exacerbations found an increase in access to be the only
characteristic associated with a reduction in asthma read-
missions.8 A study of the Tennessee Medicaid population be-
tween 2004 and 2010 found a decrease in asthma
hospitalizations that was accompanied by an increase in outpa-
tient visits and a stable rate of ED visits.9 One interpretation is
that the better disease management in the outpatient visit was
impacting the disease by reducing exacerbations but was not
changing the habits of seeking acute care in the ED.

Yet despite this early and frequent contact through PCP
visits, only 49.5% filled the oral corticosteroid prescription
from the ED and 24.5% of the VPC at 6 months had not used
any inhaled corticosteroids in the last 2 weeks. This finding
probably is a result of another factor identified, the parents
concern about the medication’s side effects. Also, at 6 months
62% of the VPC and 79% of the NWC children were described
as well controlled in the last 4 weeks by their mother despite
their high level of asthma morbidity. Thus, it appears that the
contact with the PCP had little influence on behavior or beliefs.
The reason may be the family’s lack of receptiveness to the need
for care.

We need to conceptualize our approach to families with
asthma away for the classic medical model of improved access
to care with better treatment to one that includes the patient’s
receptiveness to the care we are offering. We need to better
understand what the family and patient beliefs and desire for
change are. One possible way is to conceptualize this in regard
to asthma in terms of the stages of change model
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(precontemplation, contemplation, preparation, action, main-
tenance) that have been so successful in smoking cessation.10

Asthma clinical interventions need to be presented differently
depending on when in the continuum the family and patient
are. As we better refine our approach to the patient and
family, the community and environment in which they live
must not be forgotten. Classically, the asthma relevant envi-
ronment has been defined as allergens, pollution, and envi-
ronmental tobacco smoke. Our view needs to be expanded to
include a more comprehensive understanding of the environ-
ment in which our patients live, as instability of housing,
access to transportation, or family functioning affects the lives
of inner city families that prevent focusing on asthma.11,12 A
previous ICAC study showed that an asthma counselor
intervention that in addition to asthma education taught
communication skill to enhance the doctor patient discussion
and provided referrals to appropriate community resources for
psychological and social issues resulted in improved asthma
control.13

Although this recent report was based on inner city children,
the problems with asthma control are not limited to the inner
city. Among participants 6 to 17 years of age with asthma who
participated in the 2007-2013 Medical Expenditure Panel Sur-
vey, 58.7% reported an exacerbation in the past 12 months,
whereas only 19.2% reported daily controller use.14 Another
study of children 4 to 18 years old and their families found that
they perceived a higher level of control than that determined by
questions focusing on the specifics of disease burden.15 There-
fore, the approaches suggested above have the potential for a
much wider use as many of the issues seen in this study are true
across the entire population. It is becoming increasingly apparent
that the lessons from inner city studies have important applica-
tions in the wider population.
REFERENCES
1. Butz AM, Bellin M, Tsoukleris M, Mudd SS, Kub J, Ogborn J, et al. Very

poorly controlled asthma in urban minority children: lessons learned. J Allergy
Clin Immunol Pract 2018;6:844-52.
2. Zoratti EM, Krouse RZ, Babineau DC, Pongracic JA, O’Connor GT, Wood RA,
et al. Asthma phenotypes in inner-city children. J Allergy Clin Immunol 2016;
138:1016-29.

3. Szefler SJ, Mitchell H, Sorkness CA, Gergen PJ, O’Connor GT, Morgan WJ,
et al. Management of asthma based on exhaled nitric oxide in addition to
guideline-based treatment for inner-city adolescents and young adults: a ran-
domized controlled trial. Lancet 2008;372:1065-72.

4. Jones CA, Clement LT, Morphew T, Kwong KY, Hanley-Lopez J, Lifson F,
et al. Achieving and maintaining control in an urban pediatric disease man-
agement program: the Breathmobile. J Allergy Clin Immunol 2007;119:
1445-53.

5. de Groot E, Nijkamp A, Duiverman EJ, Brand PLP. Allergic rhinitis is
associated with poor asthma control in children with asthma. Thorax 2012;67:
582-7.

6. Liu AH, Babineau DC, Krouse RZ, Zoratti EM, Pongracic JA, O’Connor GT,
et al. Pathways through which asthma risk factors contribute to asthma severity
in inner-city children. J Allergy Clin Immunol 2016;138:1042-50.

7. Pongracic JA, Krouse RZ, Babineau DC, Zoratti EM, Cohen RT,
Wood RA, et al. Distinguishing characteristics of difficult-to-control asthma
in inner-city children and adolescents. J Allergy Clin Immunol 2016;138:
1030-41.

8. Auger KA, Kahn RS, Davis MM, Beck AF, Simmons JM. Medical home
quality and readmission risk for children hospitalized with asthma exacerba-
tions. Pediatrics 2013;131:64-70.

9. Stone C, Gebretsadik T, Lee RL, Evans AM, Hartert TV, Mitchel E, et al.
Trends in health care utilization for asthma exacerbations among diverse pop-
ulations with asthma in the United States. J Allergy Clin Immunol Pract 2018;6:
295-7.e5.

10. Prochaska JO, Velicer WF. The transtheoretical model of health behavior
change. Am J Health Promot 1997;12:38-48.

11. Gergen PJ, Togias A. Inner city asthma. Immunol Allergy Clin N Am 2015;35:
101-14.

12. Beck AF, Moncrief T, Huang B, Simmons JM, Sauers H, Chen C, et al. In-
equalities in neighborhood child asthma admission rates and underlying com-
munity characteristics in one US county. J Pediatr 2013;163:574-80.

13. Evans R III, Gergen PJ, Mitchell H, Kattan M, Kercsmar C, Crain E, et al.
A randomized clinical trial to reduce asthma morbidity among inner-city chil-
dren: results of the National Cooperative Inner-City Asthma Study. J Pediatr
1999;135:332-8.

14. Sullivan PW, Ghushchyan V, Navaratnam P, Friedman HS, Kavati A, Ortiz B,
et al. National prevalence of poor asthma control and associated outcomes
among school-aged children in the United States. J Allergy Clin Immunol Pract
2018;6:536-44.e1.

15. Fuhlbrigge AL, Guilbert T, Spahn J, Peden D, Davis K. The influence of
variation in type and pattern of symptoms on assessment in pediatric asthma.
Pediatrics 2006;118:619-25.

http://refhub.elsevier.com/S2213-2198(17)30851-6/sref1
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref1
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref1
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref2
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref2
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref2
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref3
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref3
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref3
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref3
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref4
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref4
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref4
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref4
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref5
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref5
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref5
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref6
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref6
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref6
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref7
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref7
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref7
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref7
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref8
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref8
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref8
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref9
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref9
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref9
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref9
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref10
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref10
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref11
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref11
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref12
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref12
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref12
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref13
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref13
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref13
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref13
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref14
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref14
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref14
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref14
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref15
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref15
http://refhub.elsevier.com/S2213-2198(17)30851-6/sref15


Reproduced with permission of copyright owner. Further reproduction
prohibited without permission.


	Rethinking Access to Care
	References


