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Sequential rises in three different allergic diseases
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Asthma Yesterday
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Childhood Asthma 1950’s-1960's

Review 18 studies of asthma in children from various countries
o Rates per 1,000 population
o Highest rate Broder (1962) Tecumseh, Ml, 6-19 years: probable = 117/1,000; definite only 39/1,000
> Second highest Milne (1969) Lower Hutt, New Zealand, 11-13 years = 71.4/1,000
o Distribution of rates in 18 studies, 1950 - 1968:

Rate per 1,000 children Number of studies

<10 6
10-30 6
30-100 5
>100 1

Gordis L. Epidemiology of Chronic Lung Disease in Children. Johns Hopkins University Press, Baltimore, 1973, pp 16-19



Asthma Hospital Admissions in English
Speaking Countries: 1952-1982

11001

— Queensland, Australia
1(DOJ == Tasmania Australia
— New Zealand

£ -

8001

o

Rate per 100000 population at ages
g 88 688 ¢ 8

Mitchell EA. Arch Dis Children 1985;60:376-8 Year



MUSC Asthma Discharges, 0-18 vyr,
Annual Rate per 100,000 population 0-18
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Asthma Today




Current Asthma Prevalence Percents by
Age, Sex, Race/Ethnicity, USA, 2013
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10 Current Asthma, 2013, United States

i Age Number with  Percent with
Asthma Asthma

&

0 "ﬁﬂa Child (<18 yr) 6,109,000 8.3
i ] ﬁﬂ‘w m

s L Adult (18+ yr) 16,540,000 7.0
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Age Sex Race/Ethnicity
Source; Matlonal Health Interview Survey, Mational Center for Health Statistics,
Centers for Disease Contrel and Prevention

http://www.cdc.gov/asthma/asthmadata.htm http://www.cdc.gov/asthma/most_recent_data.htm



Current Asthma Prevalence, 2013,
United States

White, non Hispanic 14,383 7.4
Child 2,920 7.5
Adult 11,463 7.3

Black, non Hispanic 3,712 9.9
Child 1,344 13.4
Adult 2,368 8.6

Hispanic 3,157 5.9
Child 1,307 7.4
Adult 1,850 5.2

http://www.cdc.gov/asthma/most_recent_data.htm



Current Asthma Prevalence, 2013,
United States

Federal Poverty Number,
Threshold thousands

< 100% of poverty level 5,321 10.9%
100-250% of poverty level 6,260 7.0%
250-450% of poverty level 5,280 6.2%
>450% of poverty level 5,859 6.6%

http://www.cdc.gov/asthma/most_recent_data.htm



Child Current Asthma, 2013 BRFSS,
Compared to Symptom Surveys

Georgia 1864 10.8% 9.1-12.7 259,917
Michigan 2715 10.9% 9.5-125 238,422
Sample # Current Diagnosed | Current Prevalence %,
Asthma UnDiagnosed, % | Diaghosed and
Prevalence % Undiagnosed
Georgia, rural 2523 13.7% 7.3% 13.7+7.3=21.0
Michigan, Detroit 7297 15.0% 7.8% 15.0+7.8=22.8

Ownby DR, Tingen MS, et al. J Allergy Clin Immunol 2015;136:595-600



Obesity and Asthma in the USA
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Asthma Tomorrow




Important Public Health Questions

*National prevalence estimates suggest that the rapid increase seen from 1970 to 2000 has
stopped

*Poverty is not likely to be eliminated within the next 20 years

> Poor housing (indoor & outdoor air quality); family, social, neighborhood stress; access to medical care;
health literacy

*Obesity continues to increase and will likely continue to increase
o Clinically difficult to separate obesity related shortness of breath (breathing impairment) from asthma

o Causal relationship between obesity and asthma or common root cause

*Common causes of obesity and asthma
o Relationship between diet and asthma: balance of calories versus quality of foods, salt intake

o Less food with viable bacteria: root vegetable, fermented foods (yoghurt, sauerkraut, home cider)



Conclusions

Asthma is a major chronic disease affecting nearly 10% of the US population

Asthma is probably the largest contributor to the cost of health care in the US
that can potentially be reduced in prevalence within one generation

Improving air quality, especially in cities, will reduce exacerbations of asthma

Improving the quality of food consumed by children and reducing the
prevalence of obesity will likely reduce the prevalence of asthma
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