What are the barriers to treatment in the developed world?
Asthma is the most common chronic disease in children globally and over 14% of the world’s children are likely to have had asthma symptoms in the past year1. Countries in the developed world have among the highest prevalence of reported asthma2. Although death rates are highest in low and middle income countries, death rates remain high in some developed countries and exceed those of many low income countries3. Therefore greater available resources, both financial and in terms of access to effective asthma medications, are not reflected in asthma outcomes. There are three key areas that act as barriers to effective asthma treatment in developed countries:
1. Lack of attention to the basics of asthma management
The diagnosis of asthma in most children is based on symptom reporting rather than objective testing4. This likely accounts for the very high prevalence seen in some countries and leads to complacency as it appears that asthma is a common and trivial disease. Ineffective risk stratification means that the appropriate resources are not directed to those who need them most. In recent years there has been a large increase in the number of generic inhaled corticosteroid (ICS) and ICS/long acting beta agonist (LABA) combination inhaler devices available. Prescribing multiple different devices and switching between devices does nothing to improve inhaler technique.

2. Organisation of health care
There is good evidence that a coordinated national plan for asthma, involving all levels of care including community pharmacies, school, primary, secondary and tertiary care can lead to improved asthma outcomes and cost savings5. However, this has not been widely replicated and in most developed countries there is patchy provision of specialist care, poorly defined care pathways and a lack of effective education for patients and carers (including health care professionals).

3. Blocks in the pipeline for the development of new drugs
Despite legislation aimed at ensuring that all new drugs are tested appropriately in children7 the pipeline for the development of new drugs remains particularly slow for children. The therapeutic target for most novel biologicals is identified from studies of adult asthma and may be less relevant for paediatric disease6. Relatively small numbers of children (usually adolescents) are recruited for phase 2 and 3 trials and the results for children are rarely analysed and published separately. Licensing of novel drugs for children often lags behind adult licensing, restricting access to these drugs for those who may benefit.

It should be noted that access to effective treatments and healthcare in developed countries cannot, for the most part, be compared to low and middle income countries. However, the differential in available resources is not always reflected in outcome and more needs to be done to ensure that these resources are not squandered and that asthma care is delivered effectively. 
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