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Commentary

Socio-economic dynamics of asthma

Asthma is a complex, chronic inflammatory
disease of the lower airways affecting people of all
ages. Approximately 300 million individuals are
currently suffering from asthma worldwide and 10
per cent of it i.e. 30 million in India. The prevalence
of asthma is estimated to range from 3 to 38 per cent
in children and from 2 to 12 per cent in adults!. The
disease causes lost school and work days, limitations in
daily activities, and sleep disturbances. Lung function
impairment also occurs, resulting in decreased quality
of life unless disease control is achieved and a high
annual financial burden is incurred. Achievement
and maintenance of control through assessment of
clinical manifestations and future risk has become
the aim of treatment over the years!. About 15
million disability-adjusted life years are lost annually
due to asthma; asthma, therefore, represents 1 per
cent of the total global disease burden®. The annual
death rate due to asthma is estimated to be 250,000
and the majority of deaths occur in low and middle
income countries®. Patients from low- and middle-
income countries have more severe symptoms than
those in high-income countries, possibly due to
incorrect diagnoses, poor access to health care, the
unaffordability of therapy, exposure to environmental
irritants, and genetic susceptibility to more severe
disease®. The apparent racial and ethnic differences
in the prevalence of asthma reflect underline genetic
variances with a significant overlay of socioeconomic
and environmental factors. Asthma found in higher
prevalence in developed than in developing nations,
in poor compared to affluent population in developed
nations and in affluent compared to poor population
in developing nations-reflect lifestyle differences
such as exposure to the allergens, access to health
care, etc.

446

The socio-economic status (SES) is an important
determinant of health and nutritional status as well as
of mortality and morbidity. SES also influences the
accessibility, affordability, acceptability and actual
utilization of various available health facilities®. There
have been several researches conducted to establish
the relationship between the health related problems
and SES. The article by Davoodi and colleagues is a
presentation of association between SES and family
history of asthma in Mysore, India. Researcher
observed prevalence of having any family history of
asthma 88.2 per cent in high class group, 79.4 per cent
in upper middle class, 60 per cent in lower middle class
and 40 per cent in the low class group by adopting
Agarwal’s classification and concluded that high
SES is risk factor for developing asthma’. This study
conducted in the limited population and used income
per capita based Agarwal’s classification for SES.
Asthma was diagnosed in 2.28, 1.69, 2.05 and 3.47 per
cent respondents respectively at Chandigarh, Delhi,
Kanpur and Bangalore, with overall prevalence of 2.38
per cent by the Asthma Epidemiology Study Group.
Female sex, advancing age, usual residence in urban
area, lower SES, history suggestive of atopy, history
of asthma in a first degree relative, and all forms of
tobacco smoking were associated with significantly
higher odds of having asthma?®.

Socioeconomic status in childhood had no
significant impact on the prevalence of asthma in the
New Zealand born cohort study’. Generalization of
these results to other societies should be done with
caution, but our results suggest that the previously
reported associations may be due to confounding.
SES indirectly affects asthma symptoms at preschool
age. The inverse association between SES and asthma
symptoms emerges at age 3 yr. This is particularly
due to a high level of adverse prenatal circumstances
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in low-SES toddlers. Future research should evaluate
public health programs (during pregnancy) to reduce
socioeconomic inequalities in childhood asthma'®.
Lower educational level was associated with increased
risk of prevalent and incident chronic bronchitis and
asthma with no atopy. Lower socioeconomic groups
tended to have a higher prevalence and incidence
of asthma, particularly higher mean asthma scores.
Adjustment for variables associated with asthma
and bronchitis explained little of the observed health
differences by SES". Lower SES was associated with
worse asthma control, greater emergency health service
use and worse asthma self-efficacy. Lower SES was
not related to worse asthma-related quality of life in
Canada'?.

The diagnosis and treatment of asthma is, of course,
a very sensitive issue. New researches are helping us to
learn different risk factors of asthma. There have been a
limited number of investigations on this issue in India in
the past. Most such reports reveal marked deficiencies
in knowledge and inadequacies in treatment practices
of asthma amongst general practitioners'®. It also
accounts for high disease related morbidity measured
on indices such as the school or work absenteeism,
emergency-room visits and hospitalization. Asthma is
one of the most common diseases confronted not only
by the physicians and pediatricians, but also by primary
care physicians and general medical practitioners'®.

The relation between SES and asthma is
complex. Studies vary with respect to whether low
socioeconomic status is associated with an increased
risk®, reduced risk'®, or not associated’ with asthma.
Because of multiple indicators for SES, there is no
uniform definition of SES across studies. Although
some researchers use individual or family indicators
(i.e. household income, level of educational attainment,
insurance status), others use community indicators
(i.e. percentage of residents living below the federal
poverty level). Most of the available intervention to
improve asthma outcomes target individual patients.
However, innovations in asthma care are most likely
to be adopted by individuals who have the means and
feel empowered to do so'”. Lack of social support is
a salient characteristic of urban, low income patients
with asthma and other chronic diseases. There is strong
evidence of a relationship between social support and
asthma self-management'®. Therefore, the contextual
influences should be considered when formulating
asthma self-management plans with patients from
socioeconomically disadvantaged communities.
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