
Rising to the GINA Asthma Challenge: thinking beyond

just asthma
To the Editors:

We welcome the Global Initiative for Asthma (GINA) Asthma
Challenge outlined in the recent editorial by FITZGERALD et al.
[1], which discussed the goal of achieving a 50% reduction in
hospital admissions due to asthma over the next 5 yrs.
However, successfully addressing this challenge requires an
understanding of the complex nature of asthma. Our evolving
understanding of asthma shows it to be a heterogeneous state
with numerous phenotypes influenced by many aggravating
factors. All these factors will need addressing to meet the
GINA Asthma Challenge effectively.

We recently assessed asthma admission at Southampton
General Hospital (Southampton, UK), focusing on the annual
burden of repeated asthma admissions and their relation to
aggravating comorbidities. Our findings may prove informa-
tive to meeting the GINA Asthma Challenge.

We systematically searched the hospital database for patients
who had been acutely admitted on two or more occasions in 2010
for asthma at Southampton General Hospital. Data were collected
retrospectively and covered patient demographics, admission
details, asthma severity, and physical and psychiatric comorbid-
ity. A diagnosis of psychiatric disease was made if the patient was
on antidepressant medication, had a diagnosis documented in
their general practitioner’s records or had evidence of care under
a psychiatrist. A clinical diagnosis of vocal cord dysfunction was
made based on clinical history and examination findings. A
clinical diagnosis of dysfunctional breathing was based on a
combination of clinical history, examination findings and Nijme-
gen score. Where available, data were collected to characterise
disease severity including baseline spirometry, eosinophil counts
and immunoglobulin E. Coding data for each admission were
analysed to determine admission costs. Data were analysed using
SPSS (version 19.0; IBM, Armonk, NY, USA).

Our findings showed there were 396 admissions for acute
asthma in 2010, involving 305 patients. Of these, 36 (11.8%)
patients were admitted on two or more occasions, accounting
for 32.1% of admissions. Several of these patients were known
to our Difficult Airways Clinic (Southampton General Hos-
pital) and under specialist surveillance for their asthma.
Repeated-admission patients consumed 895 bed-days and
were predominantly female (72.2%; p50.012). They com-
monly had aggravating comorbidities, the most predominant
being diagnosed psychiatric disease (69.4%; p50.03). Those
patients with psychiatric comorbidity showed significantly
higher body mass index (BMI) (p50.012), and greater
prevalence of obesity (p50.05) and dysfunctional breathing
(p50.012) than patients without psychiatric comorbidity.
They also showed trends for higher prevalence of other
aggravating comorbidity such as gastro-oesophageal reflux
disease (p50.07) and for greater median bed-days/length of
stay. The annual cost for repeated asthma admission was

£226,536 of which patients with psychiatric comorbidity
consumed £164,660 (72.7% of costs).

These findings support a growing awareness of the impact
of psychological comorbidity on asthma. The relationship
between asthma and psychological comorbidity is not
clearly understood. Psychological comorbidity may lead to
asthma or may be the result of living with a chronic
disease. LIETZEN et al. [2] found that greater exposure to stressful
life events predicted the onset of asthma in a population-based
cohort study whereas BOSLEY et al. [3] studied compliance and
psychiatric disease and found higher rates of depression in
patients who were not compliant with their inhaled asthma
therapies. Research is needed into the efficacy of addressing
psychological comorbidity in asthma populations.

The patients with repeated admissions in our study were
predominantly female and had a higher prevalence of obesity.
This group may be synonymous with a specific group
identified in recent cluster analysis studies. MOORE et al. [4]
identified a group of older female patients (Cluster 3) with
raised BMI, late-onset asthma, high healthcare utilisation and
daily symptoms out of proportion to the degree of airflow
obstruction demonstrated. HALDAR et al. [5] also describe a
phenotype (Cluster 2) that was predominantly female, obese
and nonatopic. Our data suggest that this relatively small
asthma phenotype may be responsible for a high number of
asthma admissions. Addressing the needs of this group may
help reduce their asthma admission rates.

In conclusion, we suggest that to meet the GINA Asthma
Challenge, respiratory specialists need to understand and recog-
nise factors that influence asthma hospital admission. Proactively
addressing factors such as psychological comorbidity along with
inter-related problems such as dysfunctional breathing and obesity
may offer useful strategies to achieve that in the frequently
admitted population. Further research in this area is indicated.
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From the authors:

We would like to thank Z. Pond and co-workers for their
interest in our recent editorial with regard to the Global
Initiative for Asthma (GINA) Asthma Challenge [1]. We are
also delighted by their enthusiasm, in terms of embracing this
concept, and framing the issue in the context of their local
population. We recognise that the GINA recommendations
provide a framework for the management of asthma in the
general population of patients [2], but it is also recognised,
within the body of the document, that management needs to be
individualised. As Z. Pond and co-workers have outlined
patient management must go beyond the appropriate pre-
scription of medications, but also take account of the socio-
cultural factors [3, 4] as well as the importance of psychological
issues as outlined in their audit [5]. We also feel that the
assessment of the phenotype of asthma patients should take
account of these factors as they are likely to contribute to an
increased risk of hospitalisation. We strongly recommend that
others embrace this approach of adapting locally our global
challenge to reduce asthma hospitalisations. We suggest that
by using the GINA asthma strategy as a framework for
achieving asthma control that we can move closer to achieving
our ultimate aim of reducing morbidity and mortality
associated with this global public health challenge. It should
be noted that our challenge of a 50% reduction in hospita-
lisations is targeted at a general population level and we
appreciate that this may not be feasible in a more specialised
setting, such as Z. Pond and co-workers working at a tertiary
or quaternary level.
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