
The Health of the Nation: responses

Strategy for asthma
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The government's consultative document The Health
of the Nation marks a clear change in focus for the
Department of Health' away from the day to day
issues of health service management towards a more
active role in broader public health issues. Among its
objectives it lists the reduction in deaths and ill health
attributable to asthma, firstly, by the effective provision
of health services and, in the long term, by establishing
the aetiology of the disease.

Why asthma should be a key area
Asthma poses a major challenge to public health.

Not only is it one of the commonest causes ofchronic ill
health but it is also an increasing problem. In child-
hood, asthma is the commonest cause of losing time
from school2 and has become one of the commonest
causes of admission to hospital.' Information on
exactly how much asthma restricts adults' activity is
less easy to determine. The Department of Health
estimates that among the working population seven
million working days were lost because of asthma in
1987-8.I

Rates of admission to hospital,4 prescribing,5 and
consultation in general practice6 are all rising, and the
evidence suggests that the prevalence of asthma is also
increasing, at least among children.78 These increases,
which are probably due to an increasing incidence, are
not confined to the United Kingdom but have been
widely reported around the world. Mortality from
asthma also rose in the late 1970s and early 1980s and
has not declined since.9 Whether this increase in
mortality represents an increase in case fatality or
simply reflects the change in prevalence-is difficult to
judge from the information available. However, it is
likely that at least some of the increase is attributable to
the growing prevalence.'0
On the current evidence asthma is a preventable

disease. The rapid increase and wide variation in
prevalence and the changes in prevalence noted among
migrants suggest an environmental component in the
aetiology of asthma, which should be reversible. If the
adverse changes that have been noted are largely the
result-of a changing incidence, logic dictates that the
thrust of any health strategy should be towards
primary prevention of the disease.

It is also likely that asthma could be better managed.
There are now effective drugs for managing asthma,
including both anti-inflammatory drugs and broncho-
dilators. There are also agreed guidelines for the
management ofasthma in children" and in adults, both
for long term treatment'2 and for acute exacerbations.'3
These guidelines are not yet widely followed, and
shortcomings in the management of asthma have
been reported to be associated with deaths from
asthma,'4 patients admitted to hospital with asthma,'5
and children missing school because of asthma.'6

Case against
It is easy to argue that a reduction in morbidity from

asthma should be a principal objective of government
policy, but the case for setting targets is more difficult
to argue and depends on how the targets are to be used.

The Health of the Nation is not clear on this point.' If
targets are set simply to give direction to a programme
of work and to allow progress to be monitored they do
not pose great problems. If, on the other hand, they are
to be used more specifically to set incentives, as with
the recent changes to the general practitioners'
contract, they would raise much greater difficulties.

Firstly, there is a problem with the case definition of
asthma. Where specific surveillance systems can be set
up this may not be an issue as standardisation and
consistency are more important than adherence to
some as yet undefined gold standard. Prevalence has
thus been monitored over the past 18 years in English
primary schools by the national study of health and
growth,8 and as the condition is common it would be
possible to include similar questions in other national
surveillance programmes. But surveillance based on
diagnosed asthma, particularly in general practice
where labelling might be variable, is unlikely to be
useful. Targets such as the proportion of asthmatic
patients with peak flow meters or with agreed manage-
ment plans would be strongly influenced by the level of
diagnosis.
A second problem arises when setting targets relat-

ing to aspects of care about which some of the evidence
is now controversial. The current debate over the use
of inhaled P agonists is the most obvious example,'7 but
this is not the only contentious issue. Inhaled steroids
are now suspected of producing more systemic side
effects than was previously believed,'8 '9 and many of
the procedures that are thought to be self evidently
good remain unproved in practice. For instance, much
of the evidence in England on the effects of health
education20 or self management2' 22 is unclear. Studies
of self management have either been uncontrolled2' or
have shown no significant difference between active
and control treatments.22 In a condition such as
asthma, which has a very variable course, this must
lead to some reservations concerning the efficacy of
these methods of controlling it, at least as tested.
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Government's possible targets for asthma
* There are several difficulties in setting targets-
firstly, the identification of the targets themselves,
and, secondly, their quantification. Simple targets
related to reductions in mortality will be difficult to set
because the factors which lead to death are not
sufficiently well understood. Targets should therefore
concentrate initially on reducing the amount of avoid-
able ill health
* It may be best to develop targets for defined
populations based on adherence to published clinical
management guidelines, the establishment of agreed
protocols between general practitioners and hospital
clinicians, the development of district wide strategies,
etc. Monitoring the uptake of peak flow meters on
prescription and the development of self management
plans may also offer some scope for developing targets
* Work will be necessary to establish the link
between such measures and health outcome. Consulta-
tion between the government, the NHS, and other
interested parties will be necessary to develop suitable
targets
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Reducing deaths and ill health
attributable to asthma is a key
government objective

These reservations should not be overinterpreted.
There is at least evidence that respiratory physicians do
better than general physicians in managing asthma.23 24
This implies that current specialist practice has
important advantages and supports the view that
abandoning current methods of management is likely
to have worse consequences than continuing their
use.25 Secondly, evidence on health education from the
United States is more ambivalent, and some studies
suggest that intensive programmes may be effective in
reducing the numbers of emergency room visits26 or
hospital readmissions.27 Whether this is due to a
different mess-age in the American health education,
differences in the patients, or a difference in the
medical environment is not clear. However, though
some encouragement can be gained from these findings,
they are not yet adequate to sustain specific claims for
large amounts of resources or strong incentives for
individual aspects of management.

The targets
As the principal problem with asthma is its increas-

ing prevalence it is rational to set this as the main target
to be monitored. Prevalence is currently monitored in
primary school children,8 and monitoring could be
extended to other national surveys without much
difficulty. Monitoring the loss of quality of life due to
asthma could also provide evidence on the overall
effectiveness of the health services. As asthma is
common it is reasonable to believe that monitoring
would be informative within the likely sample size of
any national programme. It might also be possible to
monitor absence from school due to asthma, though
case definition would be a problem and surveillance
would add another administrative burden to a hard
pressed education service.

Potential targets that are already measured routinely
are difficult to identify. Mortality should be a target
but death from asthma is rare and short term changes
in death rates are unreliable. Rates of admission to
hospital are hard to interpret: high rates may indicate
both inadequate control ofthe disease in the community

and an appropriate response to uncontrolled disease.
Incentives to reduce hospital admissions could have
perverse effects if this were not taken into account and
if appropriate referrals to hospital were discouraged.
Intermediate targets could be set by assessingadherence
to the current guidelines on the management of
asthma. Use of these guidelines is currently limited by
uncertainty over management and by difficulty, at least
in general practice, over case definition.

Achieving the objective
Three things are essential if the current trends are

to be reversed. Firstly, we need to understand why
the prevalence of asthma is increasing. There are
now several clues suggesting possible reasons, but a
coordinated research programme is required to test
these rigorously and develop a preventive strategy for
asthma. All the evidence strongly suggests that asthma
is predominantly an environmental disease and that the
current trends could be reversed. If current trends
in mortality, admission to hospital, consultations, and
prescribing are largely determined by changes in
prevalence then primary prevention is the only
credible long term strategy for dealing with the under-
lying problem.

Secondly, a further programme of research is
required into the. effectiveness and safety of different
methods of managing asthma. It would be naive to
assume that a treatment regimen free of side effects is
available, but recent controversies have shown up
several weaknesses in the scientific basis for the current
management of asthma. We need to know more about
both the long term effects of treatment and the other
factors that influence the adequate control of asthma.
Even if all the current anxieties are shown to be without
foundation the current uncertainty alone could reduce
the number of people getting adequate treatment.
Moreover, it will remain difficult to insist on a
particular form of management without clear evidence
that it is both effective and efficient.

In the meantime it is important that current guide-
lines"-'3 should be widely known and adhered to. They
remain the best opinion that we have on the optimal
management of asthmit and such circumstantial
evidence as we have suggests that patients treated
according to these guidelines are likely to do better
than those who are treated otherwise. Adherence to
guidelines is probably best achieved through the
organisation of local audit of asthma care.

Finally, it is necessary to inform the public more
fully about what they should expect. Low expectations
are probably as much a barrier to good management of
asthma as any single defect in the health services.

Expected problems
The Health of the Nation indicates a change of

emphasis towards more strategic issues.' Ironically,
the section on asthma reverses this emphasis and
focuses on managing the health services' response.
Though there is clearly room for improvement in the
way that asthma is managed, this reversal is unfor-
tunate. If the principal problem is an increase in the
prevalence and severity of asthma then this is the issue
that should be addressed.
One problem with accepting a reduction in the

prevalence and severity of asthma as a principal
objective is that achieving it depends on a successful
programme of research. While there is every prospect
of this research being successful in the next few years
such success cannot be taken for granted. Moreover,
successful research is only the first requirement. Just as
important is the application of the results of that
research to an integrated programme for the preven-
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tion of asthma. For this to be successful it is important
that the Department of Health should play an active
part. Over the past decade almost all the initiatives
have come from charities such as the National Asthma
Campaign and professional bodies such as the British
Thoracic Society. The greatest barrier to achieving a
lower prevalence of asthma would be the Department
of Health failing to live up to the promise of The Health
of the Nation and reverting to the view that only those
problems that have simple managerial solutions are of
relevance to its strategy.
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HIV and AIDS

AnneM Johnson

The Health of the Nation described HIV and AIDS as
"the greatest new threat to public health this century."'
Paradoxically, this major area of concern missed the
status of a key area on the basis that insufficient
prevalence data are currently available to set targets.
This is a serious omission for an epidemic which will be
most effectively contained by action ta.ken early in its
course.

In the emerging culture of management by objec-
tives, managers will increasingly focus on achieving
targets set nationally as well as locally through pur-
chaser-provider contracts. The logical outcome is that
areas in which targets have not been set will receive
both insufficient effort and insufficient resources. Can
we therefore afford not to set targets for a pandemic
whose aetiology is well understood and for which a
clear objective of improvement in safe sexual and
injecting drug using behaviours can be set, even if
realistic targets for the incidence of disease cannot?
This immediately raises a well worn criticism of target
setting; that priority is given to only those problems
which are measurable.2 Damage limitation for AIDS
and HIV requires early behavioural intervention, and
target setting therefore cannot depend solely on the
results of unlinked anonymous surveillance of sero-
status, which may require data for several further years
before clear trends emerge.' This leads to a discussion
of what constitutes a target.

In The Health of the Nation the targets are a mixture
of measures of outcome (quantifiable measures of
disease incidence and behavioural risk factors) and
process measurements (concerned only with health
service provision and policy). By contrast, the United
States national health objectives, which were produced
10 years before the British strategy, took a broader
perspective, identifying objectives in five areas:
improving health status; reduced risk factors, increased

Government's view on setting targets

An essential first step is to improve understanding of
the prevalence of HIV. This knowledge will assist
service planning and targeting of public information
campaigns. At present the information is insufficient
to allow targets to be set for limiting the spread ofHIV.
The Medical Research Council, funded by the Depart-
ment of Health, began anonymised surveys of sero-
status in January 1990. As these studies become more
generalised their results should enable more accurate
predictors of the state and geographic distribution of
the epidemic.

public and professional awareness; improved services
and protection; and improved surveillance and
evaluation systems.47 For HIV and AIDS the govern-
ment considers only measures of health status,
concluding that without better estimates of the current
magnitude of the epidemic targets cannot be set (box).
The Faculty of Public Health Medicine's recent
document UK Levels of Health and the American
report Healthy People 2000 are not so reluctant and
identify sexually transmitted diseases and HIV as
priorities and set targets for them.27 My discussion
therefore draws extensively on these documents.

HIV and AIDS as a key area
There is no doubt that HIV and AIDS is a major

cause for concern with great potential for future harm.
The World Health Organisation estimates that world-
wide the total number of people infected with HIV will
increase from 9 million to over 15 5 million over the
next four years. By 1995, a further half million infected
people are expected to be added to the 1 5 million
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