
The Challenge of Improving the Health Care Literacy
of the Asthma Community

Only recently has the inflammatory basis of asthma been
appreciated and communicated to the medical community
at large. This has occurred largely as the result of pub-
lished asthma-management guidelines.1 Asthma can be con-
sidered a disease that results from lack of patient and
caregiver education. The patient and family need to be a
part of a larger strategic partnership, the foundation of
which is education on every aspect of asthma manage-
ment: understanding inflammation, triggers, and comor-
bidity factors; effective use of inhalers and medications;
and exacerbation management. Hopefully, this education
translates into less emergency care and better quality of life,
both for patient and family. Asthma education2 and manage-
ment3 were recently addressed in RESPIRATORY CARE.

SEE THE ORIGINAL STUDY ON PAGE 1691

The paper by Saville et al4 in this issue of RESPIRATORY

CARE raises a pertinent question: what is asthma education,
and how does it pertain to the “asthma community”? Asthma
education is designed to be patient-specific, portable and
useful in almost any situation, and presented at a level of
sophistication beyond initial assessment, diagnosis, and
treatment. Ideally, the primary-care physician, in consul-
tation with an “asthmatologist,” develops an individualized
asthma plan, calls in other multidisciplinary experts, and rec-
ommends strategies to monitor patient adherence to the plan.

Working as a team, physicians, allied health practitio-
ners (including respiratory therapists), and asthma educa-
tors (who are also often respiratory therapists) build a
program to improve the health care literacy of patients and
families regarding the severity of the patient’s asthma. The
team listens as the patient and family speak. Specific long-
term and short-term medications are recommended and
discussed, and explicit directions are given as to when and
how the patient should use them. The team also provides
tips on household allergens, housekeeping and indoor and
outdoor air quality, and how to avoid provocative agents
that might worsen or trigger the disease. The person with
asthma should continuously monitor it with a peak flow
meter5 and asthma diary, and take their medications as
prescribed, with the goal of good asthma control.

The framework for individualized asthma education has
been consistent since the National Asthma Education and

Prevention Program (NAEPP) guidelines were first pub-
lished in 1991, and revised in 2007.6 They have 4 com-
ponents: initial assessment and diagnosis plus periodic as-
sessment and monitoring; control factors that contribute to
asthma severity; pharmacologic therapy; and education for
a partnership in asthma care.

If implemented correctly, asthma education improves
the patient’s health care literacy by involving the patient
and family as active participants in asthma management.
The patient, family, primary-care physician, asthma spe-
cialists, and physician extenders work together to follow
the recommendations, to monitor the patient’s progress, to
act on the advice of team members, actively to listen to all
parties, and to make measurable positive choices in the
consumption and provision of limited health care resources.

Though the definition of asthma education could be
argued, it seems that most asthma education programs
provide training across the social and demographic bound-
aries of time, talent, and the patient’s ability to pay. Is
there an optimal point in the patient’s life at which asthma
instruction should start or stop? Is there time in the cur-
riculum for a school-based asthma education program?
Are the outcomes of asthma education nebulous? Is asthma
education too costly for third-party reimbursement? Who
should be included in the multidisciplinary education team
process? Are there other family members of the team who
might have been forgotten or overlooked?

In this issue of RESPIRATORY CARE, Saville et al4 report a
study in which they conducted an asthma-education ses-
sion for childcare workers from preschools. They mea-
sured the childcare workers’ asthma knowledge, abilities,
and intentions before and after the education session. Mea-
suring knowledge outside of the patient/family unit ex-
tends asthma education into the community and measures
learning and knowledge outside of the traditional asthma-
education boundaries.

In its region, the asthma education clinic at East Ten-
nessee State University deployed the concept of improving
the health care literacy of an “asthma community.” The
person with asthma is surrounded by an “asthma commu-
nity”—a group of people who can assist the patient with
asthma management, including, but not limited to, parents
and immediate family, babysitters, teachers, coaches,
clergy, co-workers, and other individuals. These people
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could be better educated and prepared to assist the person
with asthma and his or her family with prevention and
avoidance strategies, such as avoiding provocative foods
or pets, pollution and indoor air quality issues, and ciga-
rette smoke. No asthma plan is complete without asthma
training for those individuals. The success of the program
depends on the rigor they apply in keeping the patient
within the asthma plan.

Research on asthma-education strategies, such as the
study by Saville et al,4 must continue if we are to decrease
asthma morbidity and mortality. Likewise, we must recon-
sider who should be the primary targets and beneficiaries
of asthma education.
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