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Asthma Interventions and Cost Consequences — 
Synthesis of Research Findings 
 
OVERVIEW  
Currently 15 million Americans have asthma, including 9 million children younger than 18 
(12.5% of all children in this age group).1, 2  Problems associated with asthma are continuing to 
grow; nationally between 1980 and 1995, the prevalence of asthma and asthma related 
emergency room visits increased 74% and 36% respectively.3  Recommendations for treating 
asthma include both drug therapy and removing allergens from the environment, but adherence 
to these guidelines can be challenging. Both families and providers often need additional 
education and support to fully manage childhood asthma.4, 5 , 6 
 
EFFECTIVE INTERVENTIONS 
Proper management of asthma through disease management programs has been shown to 
decrease hospitalizations, emergency room visits, and increase symptom free days.7, 8, 9 School 
based health clinics are another strategy for improving asthma outcomes.  These clinics are often 
the only source of healthcare for many children, and have been shown to decrease asthma-related 
community physician visits and use of asthma rescue medications.10  Interagency programs 
improving the living environments of children by reducing household triggers also positively 
impact asthma outcomes.  These programs can increase symptom free days, decrease days 
missed from school, and decrease use of urgent care clinics.11, 12 
 
ECONOMIC IMPACT 
In addition to experience of poor health, asthma also imposes a significant economic burden on 
families and agencies caring for these children.  A recent estimate found the total direct and 
indirect annual cost of asthma for children aged 5-17 was $1,098 per child, or $2.8 billion 
nationally.  Of these costs, $919 million ($364 per child) were indirect costs from parent’s lost 
productivity at work, and $1.5 billion ($600 per child) were from direct medical expenditures (all 
costs inflation adjusted to 2006).13  When comparing the costs of treating children with and 
without asthma, medical expenditures for children with asthma were 2.4 times higher than those 
without this condition.  The type of service children with asthma use varies depending on 
insurance type.  Children with publicly funded insurance, such as Medicaid, are more likely to 
visit the emergency room than those with private insurance.  Emergency room visits usually 
result from uncontrolled asthma, or an unclear asthma management plan.14, 15   
 
ROLE OF MCH PROGRAMS 
One crucial function state MCH programs play is coordinating financial resources, community 
members, and experts in the field to work together on health issues affecting women and 
children.  By providing the infrastructure and staff for community wide asthma coalitions, MCH 
programs lay the groundwork for collaborative community efforts.  The Asthma Health 
Outcomes Project, a national study evaluating the effectiveness of over 100 asthma programs, 
found that programs closely tied to the community and programs collaborating with other 
agencies were more effective than those without community ties or collaborations.1  These are 
the types of programs and interventions MCH departments around the country are supporting.   
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STATE ACTIVITIES:  
Examples of these activities include: 

• Conducting asthma training seminars at public health clinics (CT) 
• Forming collaborative task forces with other agencies and experts in the field to more 

successfully address the problem (CT, MD) 
• Educating school nurses and providing teachers with training materials on asthma 

management (NJ) 
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