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I. Statement of the Problem: 
Asthma is a common and costly chronic inflammatory disorder of the airways affecting 
approximately 34 million Americans (11.5%) at some time in their lives. Between 1980 
and 1995, 12-month asthma prevalence increased from 6.8 million to 14.8 million 
(Moorman et al., 2007). Since 2001, current prevalence has increased from 20.3 million 
(7.3%) to 23.3 million (7.7%) [http://www.cdc.gov/asthma/nhis/default.htm#08].  In 
2007, more than 12 million people reported an asthma attack in the previous 12 months 
[Moorman, personal communication]. Children under the age of 18 have higher 
prevalence (13.1% lifetime and 9.1% current) than adults (10.9% lifetime and 7.3% 
current).  Children with current asthma are no longer significantly more likely to report 
an attack in the previous 12 months (54.8%) than are adults with current asthma (50.4%) 
[Moorman, personal communication].  Depending on the definition used and the study 
design, between 15 and 53% of adult cases of current asthma may be work-related 
(Balmes et al. 2003, Lutzker et al. 2010, Vollmer WM et al. 2005; Sama SR et al. 2006).   
 
While the prevalence of current asthma, increased between 2001 and 2007 (7.3% and 
7.7%, respectively), the rates of asthma emergency department visits (60 and 55 per 
10,000, 2001 and 2006, respectively), asthma hospitalizations (16 and 15 per 10,000, 
2001 and 2006, respectively) and asthma deaths (15 and 12 per million, 2001 and 2006, 
respectively) have remained stable or declined slightly, indicating improved outcomes in 
spite of an increase in the number of people with asthma [Moorman et al., 2007; 
Moorman, personal communication]. 
 
The cost to society is staggering. For 2010, the estimated direct cost due to asthma is 
$20.7 billion; the 1996 estimated cost for work-related asthma was $1.6 billion [NHLBI 
2009, Leigh et al 2002)] Aside from the medical costs, asthma severely impacts quality of 
life by limiting school and work attendance, occupation choices, physical activity and 
organized sports participation. In 2008, asthma resulted in 2.3 million children missing 
14.4 million days of school and 2.4 million adults missing 36.2 million days of work. 
[Moorman, personal communication] 
 
Research supported by NIH (National Institutes of Health) and others continues to 
contribute to our understanding of asthma and environmental exposures that contribute to 
asthma exacerbations. Clinical guidelines for the diagnosis, treatment and management of 
asthma have been developed by a national expert panel (NAEPP, 2007) and distributed 
by professional and volunteer organizations. Volunteer organizations such as the 
American Lung Association have implemented asthma education and awareness 
programs. Both Healthy People 2010 (HP2010) and Healthy People 2020 (HP2020) have 
goals specific to state-level surveillance of asthma (http://www.healthypeople.gov/).  By 
the HP2010 midpoint review, the goal for increasing the number of states with an asthma 
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surveillance system to 25 had been achieved (DHHS, 2006).  The HP2020 goal is to 
expand asthma surveillance to include all states1.  Despite these efforts, CSTE recognizes 
that a better coordinated public health effort will be necessary for implementing effective 
asthma prevention and control programs to achieve the HP2020 goals for asthma. Health 
departments, in conjunction with key stakeholders, must play a central role in both the 
implementation of strategies to reduce the occurrence and impact of asthma and also in 
asthma surveillance, which is needed to ascertain the impact of programs and measure 
progress toward asthma-related goals.   
 
The Centers for Disease Control and Prevention (CDC) has made considerable efforts 
contributing to a coordinated public health program addressing asthma. The Asthma 
Control Program of the CDC’s National Center for Environmental Health (NCEH) funds 
36 state health departments for asthma control and surveillance activities.  These 
programs have established state-wide asthma partnerships and produced state asthma 
strategic plans based on asthma surveillance data.  In addition, NCEH has funded the 
Controlling Asthma in American Cities project from 2001 to 2008.  CDC’s Division of 
Adolescent and School Health (DASH) implements school-based asthma management 
programs.  Explorations of effective and acceptable interventions among communities at 
high risk have been evaluated through the Community Guide 
[http://www.thecommunityguide.org/asthma/index.html].  CDC worked with CSTE to 
develop an asthma case classification algorithm [CSTE, 1998].  CDC’s National Institute 
for Occupational Safety and Health (NIOSH) funds states to conduct sentinel surveillance 
for the prevention and control of work-related asthma.  A surveillance case definition for 
work-related asthma was developed and published in 1999 (Jajosky, 1999)  
 
The 1998 case definition (CSTE, 1998) improved the comparability of asthma 
surveillance data across states and over time. At the time it was developed, a review of 
the literature on asthma failed to identify scientific consensus on a clinical definition of 
asthma; although standards of care had been published. The 1998 asthma position 
statement included a specific surveillance case definition for asthma prevalence, 
morbidity and mortality.  The case definition approach included several different aspects 
of the burden of asthma.  It was specific to data collected from death certificates, hospital 
discharge databases, survey (self-report), and clinical and laboratory data. It provided 
states with a uniform set of criteria for identifying individuals with probable or possible 
asthma, based on clinical, laboratory or other information. That definition has promoted 
uniform classification of cases and events at the local, state and national level.  Use of the 
standard asthma surveillance case definition was critical to appropriately interpret and 
compare asthma surveillance data among reporting jurisdictions and over time and to 
evaluate the impact of state asthma interventions.  
 
Continued surveillance is needed at all geographic levels to describe the burden of 
asthma in the population and to target and evaluate interventions. CSTE commends CDC 
for past support of state-based asthma surveillance efforts.  However, funding for the 
CDC asthma programs has remained static for many years and is not sufficient to fund all 

                                            
1 The term “state” includes the 50 states, the District of Columbia, American Samoa, the Mariana Islands, 
Guam, Puerto Rico and the Virgin Islands. 
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needed surveillance. Since 1998, the capacity for asthma surveillance has increased in 
both the content of the available data and the geographic specificity of asthma data. 
Surveillance of asthma in many states now includes assessment of exposures that can 
exacerbate asthma, details on medication use, measures to assess the level of asthma 
control, expanded use of hospitalization data and Emergency Department data, and use of 
Medicaid and other administrative data systems; all of which have contributed to a better 
understanding of asthma among demographic subpopulations.  Consequently, the existing 
CSTE recommendations for the surveillance of asthma need to be updated and expanded 
to better reflect current surveillance practices and concepts and to provide comparable 
data for asthma prevention and control across different jurisdictions. 
 
Asthma surveillance activities have grown in complexity and scope since the first 
surveillance case definition was developed in 1998.  This complexity would be difficult 
to capture in single case definition.  Another model for providing guidance to standardize 
surveillance activities is the development of a set of disease-specific indicators.  The 
indicator approach has been successfully applied to surveillance of environmental issues 
through the State Environmental Health Indicators Collaborative (SEHIC, 2006) and 
Environmental Public Health Tracking (EPHT), occupational health (CSTE, 2010), and 
surveillance of chronic diseases (http://apps.nccd.cdc.gov/cdi/). For example, the Chronic 
Disease Indicators include 90 measures for multiple chronic conditions and include only 
mortality and hospitalization measures specific to asthma.  The hospitalization indicator 
is not yet available due to non-standard state systems and incomplete data.  The 
Environmental Public Health Tracking Indicators also include asthma indicators but these 
are focused on environmental public health; consequently, they vary slightly in definition 
from more commonly used asthma surveillance measures.  While the SEHIC, EPHT, and 
asthma indicator efforts are complementary to each other, each serves its own purpose.  
Because of the limitations of existing indicators, additional asthma surveillance indicators 
are needed with standardized calculation directions for their production.  These additional 
asthma indicators are intended to support state health programs by addressing indicators 
specific to asthma prevention and control.  
 
 
The purpose of this statement is to initiate the development of a set of asthma 
surveillance indicators to support state and local surveillance of asthma prevention and 
control efforts.   
 
II. Statement of the desired action(s) to be taken: 
CSTE recommends that asthma prevention and control continue as a major public health 
priority at the national, state, territory, tribal, and local levels.  A coordinated public 
health response to asthma requires a nationwide, comprehensive surveillance system 
which includes asthma incidence, prevalence, control, exposures that cause or exacerbate 
asthma, morbidity, and mortality. The purpose of this recommended comprehensive 
surveillance system is to have an understanding of scope, severity, treatment, and cost of 
the disease to support the development, targeting, implementation and evaluation of 
intervention strategies at state and local levels.  To this end, CSTE recommends that: 
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1) CDC (NCEH, NCCDPHP, and NIOSH), in collaboration with CSTE, and other 

national partners, promote the development and use of a comprehensive set of 
standardized, priority indicators for asthma surveillance.  Indicators should 
address prevalence, clinical management, self management, health care 
utilization, triggers, quality of life, mortality, and cost.   
 

a. Federal agencies and national partners participate to develop an 
understanding of the need for asthma surveillance indicators in relation to 
their goals and measuring benchmarks.  In addition to CDC, these 
constituents could include the National Heart Lung and Blood Institute 
(NHLBI), the United States Environmental Protection Agency (EPA), 
Housing and Urban Development (HUD), the National Institute of 
Environmental Health Science (NIEHS), the US Department of Education 
(USDE), the National Institute of Allergy and Infectious Diseases 
(NIAID), Centers for Medicaid and Medicare Services (CMS), Health 
Resources and Services Administration (HRSA), Occupational Safety and 
Health Administration (OSHA), the Office of Minority Health (OMH), 
Indian Health Service (IHS), and Agency for Health Care Quality and 
Research (AHRQ), as well as other appropriate voluntary and professional 
organization partners.  

 
b. CSTE and state/local asthma staff develop and prioritize a set of 

surveillance indicators, with CDC and appropriate national partners.  The 
indicators should identify specifics as needed for each different level of 
certainty (i.e., confirmed/probable/possible), and should address adult, 
child and work-related asthma. 

 
2) CDC work with CSTE and state partners to develop data collection, analysis, and 

dissemination capacity for asthma indicators at state, local, and tribal levels, 
through funding, educational materials, and trainings. 

 
 
III. Public Health Impact: 
Asthma surveillance programs provide data that can be used to assess the burden of 
asthma, by detecting sentinel events, monitoring trends over time, and evaluating the 
effectiveness of asthma public health programs.  The development of a standardized set 
of asthma surveillance indicators will improve the comparability of these data between 
states, increase epidemiologic capacity in states that are not already conducting asthma 
surveillance and will guide asthma intervention activities. 
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