
ASTHMA STRATEGY NEEDED

I
n responding to the problem of asthma, the NSW
Department of Health should think and act strategically
and not follow the non-strategic path that has so far led
to there being no goals, no targets, and no systematic,

time-framed, costed programs to:

•reduce asthma mortality;
• reduce asthma morbidity;
• prevent asthma death;
• prevent asthma;
• educate asthmatics; or
• educate doctors about asthma in NSW.

Ann Woolcock is the only person in Australia who has tackled
this issue strategically and her efforts are embodied in the
goals and targets pertaining to asthma contained in Health
for All Australians1. The relevant section (pp 55-56) of that
document is reproduced below. The NHMRC Working Party
on Asthma-associated deaths did not develop a strategic plan
to deal with asthma. The other professional associations
mentioned have not either, although an eight point plan
for individual patient management has been developed
(see below).

Deaths from asthma in Australia have doubled since 1978
after falling steadily during the previous decade. For the period
1977-1986 there were 5,668 deaths. The terms of reference
of the Working Party on Asthma Associated Deaths, recently
established by the NHMRC Health Care Committee, include a
brief to "recommend action that should be taken now to reduce
mortality from asthma"
Deaths are the tip of the iceberg in any wider assessment
of the problem. The Asthma Foundation of New South Wales
estimates that one in ten adults and one in five 5-9 year olds are
asthmatic although no national prevalence surveys have been
undertaken in this country

The cost of asthma to the community is not known. In 1984-5
therapeutic preparations for controlling bronchial spasms
totalled 6.6 percent of total prescriptions under the
Pharmaceutical Benefits Scheme, costing Australian taxpayers
$52.5 million (6.9 percent of the total government outlay for
drugs). In addition there are very considerable costs associated
with hospitalisation and patient care in the community. The
social costs to patient and family are inestimable.
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Goals and targets
The Committee found no evidence of goal or
target setting for asthma in Australia and,
in view of the prevalence of the disease, the
distress it causes and the recent rise in asthma
deaths it considers their development to be one
of the most neglected in the entire field of
community health.
It is therefore recommended that the proposed
National Health for All Committee in
association with the NHMRC, the Asthma
Foundation, the Thoracic Society of Australia
and other interest groups, be given the task
of developing specific goals and targets in this
field as a matter of urgency.
The chair of the NHMRC Working Party on
Asthma Associated Deaths has nominated the
following areas as important in the formulation
of a national asthma control program:
• identification and prevention

of avoidable deaths from asthma;
• prevention of the development

of abnormal lung function;
• prevention of the disease in infants

who are at high risk;
• maintenance of normal airway function

in all patients with asthma, thus
preventing acute episodes;

• reduction of the level of bronchial hyper-
responsiveness; and

• reduction of the prevalence of severe
allergy in young children...

GOAL: TO REDUCE ILLNESS AND DEATH

To be critical of the absence of strategic
thinking and planning is not to gainsay the
well-motivated efforts of individual doctors,
parents, asthmatics and the Asthma
Foundation of NSW. Rather, such comment is
intended to draw attention to the necessity for
an alternative approach to the non-strategic
approaches which have been used, often in a
muddled way, usually based more on goodwill
and ideology than on empirical evidence of
effectiveness.

Research can be planned within the context
of an overall strategy for asthma control.
There are four obvious gaps in our knowledge
and control of asthma in NSW which (in
view of the likely prevalence, morbidity and
treatability of asthma) deserve to be bridged
by a systematic approach to research.
These are dealt with as follows:

• THE BURDEN OF ILLNESS

While we know anecdotally that asthma is a
common health problem in NSW and we know
the number of reported deaths from asthma
each year, we do not have statewide figures
for the burden this illness inflicts on the
community. Guy Marks at Royal Prince Alfred
Hospital is working on the development of a
scale of quality of life associated with asthma.
This could form a good beginning for us to get
a better idea of the amount of suffering,
absenteeism and social disruption asthma
causes at present. It would need to be used
in surveys that could also estimate the
prevalence of the condition.

Peter Curzon2 has undertaken surveys of the
geographical distribution of asthma mortality
and has standardised hospital separation rates
(insofar as this is possible) and then mapped
these to indicate areas in NSW that have high
and low densities, proportionately, of deaths
and hospital admissions. Such estimates may
be used further to describe the burden of
illness from asthma.

• RISK FACTORS FOR DEATH FROM ASTHMA

As Ann Woolcock said in her keynote address
in Boston in May to the American Lung
Association, we are, with death from asthma,
where we were 40 years ago (pre-Framingham)
with regard to quantitating the risk factors for
death from asthma.

To take one example, many clinicians will say
that poor treatment is a severe risk factor for
death from asthma, because people who die
from asthma are commonly poorly managed.
But isn't management of asthma poor in the
entire community of asthmatics? The answer
is yes. The next question, then, is how much
more common is poor management among
asthmatics who die compared to its frequency
among asthmatics who do not die? We do not
have the quantitative data needed to assist in
lifting poor treatment out of conjecture onto a
solid footing.

While Australia has higher-than-average rates
of reported death from asthma, and has shown
an increase in recent years in the number of
asthma deaths in older citizens3, aetiological
research as been limited to industrial asthma
- Charles Mitchell and Bryan Gandevia's
work on enzymes and red cedar, Michael
Hensley's work on aluminium smelter
exposure4 and so forth. While Ann Woolcock
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and colleagues have looked at the role of
differing allergen burdens in children in
Wagga, Belmont and other places nothing
spectacular has been done to formulate
aetiological hypotheses or test these in the
community. Michael Hensley and Richard
Henry are looking at socio-economic status
and related factors in an attempt to explain
different asthma prevalence in Munmorah
and Port Stephens children6.

No case-control study has yet been conducted
in Australia either into the aetiology of
asthma per se (comparing prevalence of
carpets and blankets in the homes of children
with asthma with the prevalence of mite
media in the homes of children without
asthma) and none has been done into death
from asthma using free-living asthmatics
in the community as controls. Case-control
studies have been done using near-miss
patients variously as cases or controls, but
the contrasts are not likely to lead far in the
search for causes of death from asthma.

• RESPONSE TO TREATMENT

Long-term consequences of treatment with
beta agonists andlor inhaled corticosteroids
have not yet been documented in a formal
cohort or post-marketing surveillance strategy.
Research in New Zealand7 connects the use of
fenoterol with death from asthma in patients
judged from medication and hospital
admission data to be at increased risk of death.
We have no mechanisms in place in Australia
to detect deleterious effects of these
treatments.

Liz Young and Adrian Bauman have some
data about the adequacy or otherwise of
treatment of asthma in Campbelltown. David
Henry reports in Newcastle that 30 percent of
inhaled beta agonists are sold over-the-counter
without prescription8, a proposition supported
by Jenkins et al study of anti-asthmatic drug
use in Australia9. There are no data on the
prevalence of use of a crisis plan by doctors, no
data on the prevalence of lung function testing
of asthmatic patients by GPs, no data on what
proportion of community asthmatics are
treated and no data on what proportion of
people using bronchodilators have conditions
other than asthma. Surveys of all these
variables and factors could be undertaken

to provide a more complete picture of the
challenges ahead.

Although some education programs for
asthmatics have been evaluated by Adrian
Bauman and others, these have so far been
disappointing. We need to be imaginative
and clear about what we might expect from
asthma education in NSW Liz Young and
Adrian Bauman could perhaps draft a working
paper of goals and targets and realistic
strategies. This should be research based
because of the lack of certainty about what
to do.

Another possibility is a randomised trial of the
Eight Point Plan for asthmatics, developed by
Ann Woolcock and her colleagues in the
Australian and New Zealand Thoracic Society'°.

• PREVENTION

Based on the work from the University of
Sydney, a trial of house dust mite reduction,
as a preventive manoeuvre, might be
contemplated. This would have to involve the
building industry (a good piece of intersectoral
activity for a market-oriented government).
As a prelude, the case-control study mentioned
above of young asthmatics and non-asthmatics
could be carried out.

• RECOMMENDATIONS

El That as part of the NSW participation
in the National Program for Better
Health, we develop a goal-and-target
based strategic plan for the management
of asthma in this State. This should be
done by the formal establishment of a
Project Planning Team which can set
the goals and targets and construct the
strategy. It should include the Asthma
Foundation of NSW, the NSW Branch
of the Australian and New Zealand
Thoracic Society, the Royal Australian
College of General Practitioners, the
NSW Departments of Education and
Health, project home developers (or
anyone else from industry considered
appropriate), basic scientists,
epidemiologists and others. The plan
should be developed within the next
six months.

B That such a plan encompass research
(laboratory, clinical and public health)
among its strategies.
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HEPATITIS A FROM CONTAMINATED
WATER
An American experience has demonstrated
that infection with hepatitis A virus -
which accounts for 40 per cent of all
hepatitis infections - can occur from
a contaminated water supply. The
commonest form of transmission is through
the fecal-oral route. Additional sources
include ingestion of contaminated food.

Bloch, AB, Stramer, SL, Smith, JD, et al, Recovery
of Hepatitis A Virus From a Water Supply
Responsible for a Common Source Outbreak
of Hepatitis A, Am JPub Health 1990, 80,4,428.

SUICIDE RATES CHANGE
Important changes have occurred in
the pattern of suicide among young men
throughout England and Wales. Among
men aged 15 to 24 years in whom the rate
of suicide had been fairly stable up to 1982,
the rate has increased dramatically by 40
per cent during 1982 th 1987, In contrast,
the rate among men aged 25 to 34 and 35
to 44 which increased steeply during the
late 1970s seems to have stabilised and
may even have started to fall. The suicide
rate among women seems to have been
falling throughout this same period.
The cause of these changes is not known.
Similar trends have been observed in
Australia.

Burton, P Lowy, A & Briggs, A, Increasing Suicide
Rates Among Young Men in England and Wales,
BritJMed 1990,300, 1695.
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El That the NSW Department of Health
discuss with its Health for All Committee
specific budgetary allocation for the
implementation of the service elements
of this strategy, and with the Asthma
Foundation of NSW the funding of the
research elements of the strategy.

Stephen Leeder Professor and Wayne Smith, Community Medicine
Registrae, Department of Community Medicine, Westmead HospitaL
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EDITORIAL NoTE

This paper was prepared for a meeting of the
Expert Working Group on Asthma held on
July 24, 1990. Present at this meeting were
prominent clinicians and public health
professionals in the field of asthma.

Meeting participants resolved to develop and
promote a co-ordinated strategy to reduce asthma
morbidity and mortality in NSW. The Expert
Working Group on Asthma will meet again
in late 1990.
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