EDITORIAL

ASTHMA TREATMENT: IMPROVING EFFICACY. REDUCING COSTS

The physician’s only professional competence and responsibility is to take the steps
necessary to improve the health care of the patient and, above all, to improve the
evolution of the disease and effect a cure. When dealing with chronic, sometimes
incurable, diseases, improving the patient’s quality of life is a priority. If these aims are
compatible with reducing health care costs, a good cost-effectiveness ratio will have
been obtained. For physicians, economic considerations should never prevail over the
provision of the best health care possible. Physicians will only choose cheaper
therapeutic options when they are sure that these will not jeopardize treatment efficacy.

Health authorities and insurance companies are naturally concerned about the increase
in costs produced by the rise in the number of allergic patients, especially asthmatics, due
to the greater incidence of this disease in the last few years as well as the higher price
of currently used medication.

Numerous recent studies report the figures for this expenditure, which vary from
country to country. There are several reasons for this but the main one is the difficulty of
quantifying real expenditure on this disease. To do this, direct costs arising from study
methods, medication, administration and control systems (cameras, PEFM), hospital and
emergency department care, health care personnel (physicians and auxiliary staff) and
health education should be included. In addition, indirect costs, such as lost days at work,
absenteeism from school, child carers’ days off work, early retirements, social costs
(home-help services), etc. should also be calculated. Difficult to quantify are intangible
costs, social problems arising from children’s educational shortcomings, home care of
patients, and other psychological and affective problems (dissatisfaction, fears, sadness,
etc.) (1, 2).

In general, these publications report the overall figures for these factors, at most
separating direct from indirect costs. As far as the physician is concerned, that is,
medication costs, these are usually taken overall, sometimes without specification, but
above all, without making any reference to cost-effectiveness, which is what interests us
(3-5), although other studies place greater emphasis on the medication used (6, 7).

Cost reduction is related to better health care and to the use of the most effective
therapeutic measures that diminish the frequency and intensity of symptoms with the
least medication possible.

One of the reasons for the increase in costs is the practice of transferring asthmatic
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patients to primary health care centers. Several studies have shown that specialist care of
asthmatics lowers costs by reducing on 50 % the attendance at emergency departments,
decreasing admission to hospital (67 %) where recovery time is shorter (38 %), as well as
by decreasing the need for unforeseen consultations (8-11). As shown by Nieto in a study
carried out in different regions of Spain, lower consumption of antiasthmatic medication
is directly related to a greater number of specialists, which entails increased specialist
care (12). According to this author, the main reasons are the better training of specialists
in the detection of the causes of the disease and its prevention, their reduced
susceptibility to biased marketing campaigns, reduced costs in unjustified diagnostic
tests and, lastly, specialists’ ability not to identify the chronic nature of asthma with its
incurability.

To this latter factor must be added a greater willingness to apply treatment combining
etiologic and pathogenic elements. Since asthma is an inflammatory disease that in many
cases tends to be chronic, a three-pronged approach is required for its prevention: early
diagnosis and immediate treatment (during infancy in most cases), etiologic treatment
resulting from appropriate allergological study, and pathogenic treatment to prevent or reduce
inflammation.

Undoubtedly, antiinflammatory medication (corticosteroids and anti-leukotrienes) is
essential in asthma treatment while bronchodilators help to maintain the permeability of
the bronchial tree. However, because they do no affect the etiology of the disease, these
agents do not prevent sensitization to allergens in the case of atopic asthma and
consequently their use cannot easily be discontinued (or that of new medication that
might appear with the same aim). Allergists are well aware of this and know how to use
the only currently available therapy able to modify the course of the disease,
immunotherapy, in agreement with the well-known posture of the World Health
Organization. The efficacy of immunotherapy has been sufficiently well demonstrated; it
not only reduces specific sensitization to the allergens employed in each case but also
prevents the development of new sensitizations in a great many patients (13, 14), as long
as it is based on appropriate investigations and observance of the indications and
contraindications. Experience with this therapeutic modality reveals that in most patients,
antiinflammatory medication can be reduced or even discontinued. As demonstrated by

various studies (12, 13, 15, 16), this obviously reduces the cost of treating the disease.

F. Munoz-Lopez
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