Editorial

Surveillance of the cost of asthma in the 21st century
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In this issue Sullivan et al' present the latest findings from the
Medical Expenditures Survey (MEPS) on the economic burden of
adult asthma in the United States. The MEPS is uniquely designed
to provide such information. A nationally representative sample
of households was monitored periodically over 2 years to track
their medical expenditures, utilization, and productivity (eg,
days missed from work or bed days). These data are supplemented
by information gathered from the medical providers seen by the
MEPS participants. The authors report that adults with asthma in-
cur an additional $1,907 increase per annum in medical costs and
that the national medical expenditure attributed to asthma is $18
billion. Is this too much or too little? The data presented in this
report do not provide us with an answer. The data do provide a
number of important insights into asthma care in the United States
and also give us an opportunity to ask whether we are collecting
the right data.

The pattern of expenditures provides insight into where we
are spending the money. In the mid-1980s, hospitalizations were
a major driving cost of asthma.” In the mid-1990s, the propor-
tion spent on hospitalizations decreased, whereas the cost of
medication became the predominant expenditure.” The current
analysis demonstrates that in the first decade of the 21st century,
the mid-1990s pattern remains. What is different is the increas-
ing presence of home health care expense and the decreasing
proportion attributed to emergency department visits. This find-
ing is good news because during the last several decades, lack of
recognition and treatment were considered major contributors to
the burden of asthma in this country. Much effort has been
expended to increase the awareness and treatment of asthma,
focusing especially on self-management.* The pattern of
expenditures provides evidence that these efforts are bearing
fruit.

Now is the time to move beyond simply tracking the pattern of
expenditures and ask whether this money is being well spent.
Medication expenditures provide one such opportunity. The
Expert Panel Report 3 asthma treatment guideline details a series
of 6 steps beginning with the use of intermittent short-acting
bronchodilators, progressing to low-dose inhaled corticosteroids
(ICSs), and followed by increases in the dose of ICS and then
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addition of long-acting bronchodilators.* The cost of asthma med-
ications varies but generally increases as one progresses along the
various treatment steps. A retrospective review of commercially
insured patients found that only 37.6% of asthmatic patients
started on combination therapy met prespecified criteria for ap-
propriate use of this medication.” Many factors could be contrib-
uting to this, such as the marketing of pharmaceuticals to both
physicians and patients®’ or the nonadherence to guideline rec-
ommendations for the selection of initial medication.® Other
work has found treating mild persistent asthma with combination
products as opposed to guideline-recommended ICSs does not
improve outcomes but does increase cost.” We need to refine
our tracking data on medical expenditures to monitor that the
level of medication prescribed matches the level of severity to
avoid unnecessary costs.

Does increasing expenditures on medication necessarily trans-
late into better care? Unfortunately, this report shows there is still
much morbidity remaining. Adults with asthma were found to
have more activity limitations than nonasthmatic subjects. Ac-
tivity limitations among asthmatic subjects are usually due to lack
of asthma control.'® The findings of this report are consistent with
other work, showing that asthma is still not well controlled in the
United States. For example, a recent provider-based study esti-
mated that 58% of adult asthma is uncontrolled.'! With spending
on medication increasing, why is asthma control not better? To
control asthma, a patient must not only have access to a medica-
tion but also know how and when to use it. In addition, environ-
mental interventions must be implemented to reduce exposure
to asthma triggers, such as cigarette smoke and environmental al-
lergens, to increase our chance of controlling asthma.'? Are we
spending enough on asthma education and environmental remedi-
ation? Present monitoring systems cannot tell us the answer to this
important question.

This report highlights an often overlooked facet of asthma that
is potentially contributing to our difficulty in controlling asthma:
the high prevalence of comorbidities in adults, which is almost
double the rate of those without asthma. Other reports have also
found high levels of comorbidity in adults with asthma and have
demonstrated its negative effect on asthma control."*'* These co-
morbidities include chronic conditions, such as arthritis, hyper-
tension, and mental illness, in addition to other allergies, such
as rhinitis. At present, this is an area that is ignored in most guide-
lines or asthma education. The treatment needs of these other con-
ditions compete with our recommended asthma treatment for the
attention of the patient. Future education efforts, especially in
adults, must devise strategies on how to work with subjects
with multiple morbidities so they can better manage their asthma
and other morbidities simultaneously.

In contrast to other surveys in which asthmatic subjects are
identified by self-report of either symptoms or diagnosis, in the
MEPS a subject must report a medical expenditure related to
asthma, such as a prescription or a visit to their doctor. This
difference is of no importance when we look at the burden of
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direct medical expenditures related to asthma; however, this
difference makes the prevalence estimates of the MEPS of little
value for tracking the prevalence of asthma. The difference does
offer some new insights into asthma. As the authors point out in
the MEPS, the prevalence of asthma is only approximately 57%
of the prevalence reported in the National Health Interview
Survey from which the MEPS sample is drawn (7.3% vs 4.2%).
The 43% of the National Health Interview Survey prevalence
estimate who did not report any medical expenditure raise some
interesting questions. These subjects know they have asthma but
are not receiving treatment: Is their disease truly that mild, or are
they using complementary medical therapies for their asthma?'”
Are they remaining untreated?

A careful reading of these analyses shows us that we need to
make changes in the way we monitor the economic burden of
asthma. Instead of tracking medication expenditures, we need to
better track whether the correct medications are being prescribed,
sufficient effort is being applied to teach people how to use their
medications correctly, and appropriate environmental interven-
tions are being applied. In addition, these analyses give us insight
that we need to expand our asthma education effort to train adult
patients in managing their asthma in light of their coexisting
conditions. With increasing competition for health care dollars,
we need to ensure that the money allocated to asthma is spent in
the best possible manner.
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