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Foreword 

We have witnessed a significant rise in the morbidity and mortality rates from asthma during past 
the decade in Australia. It is now our most commonly found chronic health problem and is the 
common reason for admission to paediatric hospitals. Asthma affects all age groups but 
particularly the young. Many, medical practitioners feel that asthma cases are now more severe 
and more difficult to manage.  

Asthma has a significant effect on the lives and well-being of asthmatics, their families and the 
people who care for them. Much has been done in the past five years to address these problems. 
Research continues into the basic causes, mechanisms and therapy. Organisations such as asthma 
foundations, professional bodies, government agencies and the pharmaceutical industry continue 
to develop programs to enhance the knowledge of both health professionals and the community.  

The National Asthma Campaign was formed in 1990 and since then has promoted best practice in 
asthma management. The concept of co-management by the doctor and patient and the use of a 
standardised asthma management plan has been one of the focuses of the campaign. These 
activities have created for the first time an Australian-wide network of individuals and 
organisations working in the asthma field which tackles, cooperatively, the various aspects of this 
major public health problem.  

The Editorial Panel of the National Asthma Campaign feels that the "Report On The Cost Of 
Asthma in Australia " makes an important contribution to our body of knowledge about asthma 
and its impact on the Australian community  

For the first time we have a report which gives an overview of the costs of asthma on a national 
basis. It not only examines the direct and indirect costs of asthma to the community but also 
identifies the costs according to the severity of the disorder.  

The National Asthma Campaign hopes that this report will not only lend to further informed 
discussion about the cost of asthma but also to the public health interventions and research into 
changes to benefit the community and create the most cost effective means of treating this 
widespread disorder.  

 

Ral Antic Chairman  
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Glossary 

ADULT POPULATION 
Persons greater than 12 years of age. Definition based on body mass measures for prescribing 
purposes.  

ALL AGES MORTALITY RATE 
Death rate due to a disease in a given population at a stated point in time or over a stated period.  

ALLIED TREATMENT 
Treatment by non-medical health professionals; for example physiotherapy, homoeopathy, 
naturopathy, acupuncture, etc.  

ASTHMA 
A form of airway inflammation that causes the airways to narrow too easily in response to a wide 
range of triggering factors. It is characterised by increased secretions, swelling of the airways with 
infiltration by inflammatory cells and enlargement of glands and muscle.  

ASTHMA SYMPTOMS 
Commonly reported symptoms of asthma including wheezing, chest tightness, shortness of breath 
and chronic/recurrent dry cough.  

COMPLIANCE 
Patients taking prescribed dosage and frequency of medication according to medical advice.  

DEFLATOR 
Statistical factor or device designed to adjust the difference between real or constant value and 
value affected by inflation.  

DEVICES 
Delivery instruments used to facilitate the treatment of asthma eg. actuators, spacers, dry powder 
devices, etc.  

DIAGNOSIS RELATED GROUPS (DRGs) 
A patient classification system designed to group hospital patients into classes which are clinically 
homogenous with regard to the consumption of hospital resources.  

DISEASE SEVERITY 
The inherent severity of the disease independent of its management, including drug and other 
interventions.  

EPIDEMIOLOGISTS 
People/experts involved in the research discipline concerned with identifying and describing the 
distribution and determinants of health and disease in populations.  

FORCED EXPIRATORY VOLUME (FEV1) 
The maximum amount of air that can be forcibly expelled in one second.  

 



Report on the Cost of Asthma in Australia 1992  4 

GROSS DOMESTIC PRODUCT (GDP) 
The total market value of goods and services produced in Australia within a given period after 
deducting the costs of goods and services used up in the process of production but before 
deducting allowances for the consumption of fixed capital.  

INDIRECT COSTS OF ASTHMA 
The costs of lost productivity to society due to asthma. Includes the costs of invalidity absenteeism, 
reduced effectiveness at work and work time lost from attending consultations.  

LOSS OF PRODUCTIVITY 
The productive output lost or foregone to society if people cannot participate in the workforce due 
to illness.  

MARGINAL COST 
The increase or decrease in the total operating cost of a business as the result of one more or one 
less unit of output.  

MEDICAL COST OF ASTHMA 
The cost of medical expenditure associated with asthma. Includes the costs of pharmaceuticals, 
hospitalisations medical and allied treatment consultations, transport and community support 
services.  

MORBIDITY 
Within a given population the number of sick persons or cases of disease recorded at a stated point 
in time or over a stated period.  

NOCTURNAL ASTHMA 
Asthma symptoms of cough and wheeze at night that may impair sleep quality and result in 
wakening.  

OPORTUNITY COST 
The highest price or rate of return an alternative course of action would provide, represented as an 
implied cost of the course of action taken.  

PEAK EXPIRATORY FLOW (PEF) 
The maximum flow rate achieved in the first fraction of a second of forced expiration.  

POORLY CONTROLLED ASTHMA 
Occurs in asthmatics on sub-optimal treatment regimen for a given level of disease severity. May 
result in increased symptoms, greater need for medical care and a lower quality of life. Poor 
control may occur in asthmatics receiving inadequate treatment, inappropriate medication or 
people non-compliant with medication.  

PREVALENCE 
The total number of cases of the disease existing in the population at a specific time.  

PRODUCTIVITY 
A measure of efficiency in production. Comparison of input in terms of numbers employed, wages 
paid, capital invested etc. with resultant output.  
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QUALITY OF LIFE 
The level of well-being and satisfaction associated with events or conditions in a person's life as 
influenced by disease, accidents or treatments.  

WELL CONTROLLED ASTHMA 
Asthmatics receiving optimal treatment for a given level of disease severity. Results in fewer 
symptoms and disease exacerbations as well as a better quality of life.  

 

List of abbreviations   

ABS 
Australian Bureau of Statistics  

AHMAC 
Australian Health Ministry Advisory Council  

AIH 
Australian Institute of Health  

AMI 
Australian Medical Index  

AWE 
Average Weekly Earnings  

DHHCS 
Department of Health, Housing and Community Services  

DRGs 
Diagnosis Related Groups  

DSS 
Department of Social Security  

GDP 
Gross Domestic Product  

IMS 
International Medical Statistics  

NHS 
National Health Survey  
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Executive Summary 

This paper attempts to develop a comprehensive understanding of the total cost of asthma in 
Australia. Although asthma has in recent years been recognised as a common health problem, 
affecting between 8% and 9% of Australians or around 1.4 million people, there have been few 
attempts to gain a detailed knowledge of the economic impact of the disease. The quantifiable 
costs of asthma, namely the medical related and indirect costs of lost productivity, have been 
evaluated here in an effort to fill this void.  

The study relies on expert opinion and reliable sources of data to understand the total quantifiable 
cost of the disease and the prevalence of asthma in all age groups as well as the impact of asthma 
severity and control on cost for adult sufferers. The bearers of these quantifiable costs were also 
identified. No attempt, however, was made to place a financial value on the intangible yet 
significant "quality of life" costs.  
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Total cost  

The total 1991 cost burden of asthma to the Australian community is estimated to be in the range 
of $585 to $720 million. A range of values has been developed to account for the various estimates 
of the loss of productivity due to asthma. The total cost consists of around $320 million in medical 
related costs and around $260 to $400 million in indirect costs from lost productivity. This 1:1 
relationship between direct and indirect costs compares well against overseas asthma cost studies. 
Thus, at its current cost level, asthma imposes a substantial burden on society. The disease's cost, 
though, is comparable with those of higher profile diseases in Australia such as coronary heart 
disease, which annually costs the community $623 million (includes medical and indirect costs of 
diet-related coronary heart disease only; Crowley et at, 1992).  

A significant proportion of the total asthma cost, between 45% and 55%, is due to the costs of 
asthma related lost productivity. Historically, these opportunity costs of foregone output have not 
been valued and, as a result, the total cost of asthma based only on medical costs has been grossly 
underestimated.  

Direct costs  

The medical related costs of asthma amount to around $320 million. Over 35% of the medical cost, 
or $120 million, is due to pharmaceutical prescriptions and devices. Another third of the cost, 
close to $100 million, arises from some 3 million medical consultations, predominantly GP 
services, provided annually to asthmatics outside the hospital system. The other significant 
medical cost is the cost of hospitalising asthmatics. This is estimated at approximately $60 million 
and includes the costs of caring for asthmatics as hospital inpatients and in the emergency and 
outpatient departments. The total cost figure is based on average hospital costs of $358 per day and 
total asthma bed days of 155,000 per year.  

The remaining medical related costs are all much lower in value. Indirect medical costs of just 
over $30 million are due to the fact that asthma can exacerbate other medical conditions and hence 
increase the cost and demands placed on the health system. The cost of allied therapies sought by 
asthmatics represents another $8 million whereas the cost of ambulance transport for asthmatics 
amounts to only $5 million of the total cost.  

Indirect costs  

The indirect costs of asthma, estimated in the range of $260 to $400 million, are those costs 
incurred by an individual, an individual's family or the community because of the adverse 
consequences asthma may have on an individual's work and social activities. These opportunity 
costs of foregone output have been valued on a time basis at the GDP hourly rate.  

Asthma related absenteeism accounts for over 60% of these indirect costs of asthma. Around $110 
million, the equivalent of 0.5 days per year for each working asthmatic, is absenteeism directly due 
to asthmatic illness. Another $90 to $120 million, depending on the assumption of work days lost, 
is incurred as a result of employed caregivers having to stay with a sick asthmatic child.  

Apart from resulting in absenteeism, asthma can also limit the effectiveness of employees while 
they are at work. This cost has been estimated between $40 and $100 million, based on 
assumptions of lost productivity in the range of 10% to 25% and a total of around 1.8 million work 
affected days. It excludes the costs of lost productivity from asthmatics taking time off work to 
attend consultations. The value of this foregone output represents an additional $20 to $60 million.  
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Cost of asthma by severity end degree of control  

The cost burden of asthma is not spread evenly across all asthmatic sufferers. The more severe the 
underlying asthma, the greater is a person's need for medical and other services. This study 
estimates that close to 40%, or $122 million of the total medical costs of adult asthma are for a 
small number of severe and very severe asthmatics, whereas the large number of very mild 
asthmatics only consume 15%. Similarly the medical costs incurred by an adult with poorly 
controlled asthma, defined as an asthmatic receiving inadequate or inappropriate treatment or 
exhibiting non-compliance, are higher than those for a well controlled asthmatic with the same 
inherent severity of disease. The possible cost saving if optimal control were achievable for all 
asthmatics with severe disease is around 45% of the total current $52 million medical cost. This 
represents a significant potential cost saving to society even without taking into account the 
improvement in an individual's quality of life or productive output.  

Total costs by bearer  

Like the variable cost impact of asthma on individual sufferers, different segments of the economy 
incur different proportions of the total cost burden. Around 30% of the total cost falls on the 
private sector (including insurance companies), with the Federal Government assuming 
responsibility for another 35% and State Governments incurring closer to 20% of the burden. The 
remaining 15% of the cost burden can be attributed to individual asthmatics and their families.  

The economic analysis in this study represents a starting point in improving the understanding of 
the cost burden of asthma to the community. The total cost, although substantial, is not 
comprehensive as the potentially significant impact asthma has on an individual's quality of life 
has been excluded. Over time this total cost estimate will more than likely be refined with the 
availability of more accurate data and more recognition of the need to fully understand the 
economic impact of common diseases.  
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Introduction 

Asthma affects many adults and children and represents a major health problem in the Australian 
community (Bauman et al, 1992). Of more concern are the findings of prevalence studies over the 
last decade which suggest an increase in the diagnosis and clinical impact of this chronic illness 
(Bauman et al, 1990). Concurrently, the severity of asthma may also be rising as indicated by 
increases in asthma hospitalisation and mortality rates (Bauman et al, 1990).  

The inherent severity of asthma varies significantly across individuals, whilst in an individual the 
actual symptoms experienced may vary over time. For any inherent disease severity appropriate 
treatment can influence the level of symptoms suffered at a particular point in time. Although 
asthma is a chronic condition subject to exacerbations and remissions, with appropriate therapy it 
can he controlled. Unfortunately, however, many people with symptoms of asthma remain 
undiagnosed or undertreated (Bauman et al, 1992). Thus, when analysing the cost and other 
lifestyle impacts of asthma, both the underlying disease severity and degree of control provided by 
medical treatment need to be assessed.  

This report is an initial attempt to describe the prevalence of asthma, its impact on Australian 
society and the cost burden it represents to individuals and the community. Both the medical 
related expenses and the indirect costs of reduced productivity have been estimated to give a 
national total cost of asthma between $585 and $720 million.  

 

Background 

Although asthma is recognised as a common condition in Australia, the exact number of persons 
suffering from asthma is unknown (Abramson, 1989). This is partly a function of different 
prevalence estimates produced by slightly different study methods, but more importantly the result 
of difficulties in diagnosing the disease. It is widely acknowledged, however, that between 8% and 
9% of Australians - around 1.4 million people - are clinically diagnosed asthmatics (ABS 1989/90 
National Health Survey). The high prevalence of asthma and its potential impact on the 
community highlights the need for a good understanding of the economics of the disease. Until 
recently, however, the total cost of asthma to the Australian community has been poorly 
researched and understood.  

There are significant medical and indirect costs associated with asthma. Medical costs arise from 
the considerable demand asthmatics place on health services in the form of: general practitioner 
(GP) time, medication, specialist time, emergency attendances, and hospital outpatient and 
inpatient services. Indirect costs arise from reduced productivity caused by asthma. These include 
the cost to employers of working days lost, reduced effectiveness whilst at work, and travelling 
time to appointments. Figure One summarises all the potential cost elements of asthma and their 
definitions.  

The list includes costs that can accurately be quantified and those measures, such as quality of life, 
that are difficult to value in monetary terms. Any total monetary cost of asthma must be viewed 
with these considerations in mind as the unquantifiable costs of reduced quality of life for sufferers 
and their families and the asthmatic's resultant diminished capability to contribute to society are 
likely to be significant.  
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The impact of asthma is not uniform across all asthmatics but varies with disease severity and 
effectiveness of control provided by treatment. The majority of asthmatics suffer from very mild or 
mild disease with only intermittent or exercise induced symptoms. Moderate asthmatics generally 
experience daily symptoms and have lifestyles which are significantly affected by their illness. 
Severe asthma is a disabling illness which results in significant daily symptoms, sleep disturbance 
and the need for hospitalisation in the case of serious exacerbation. The costs of asthma, both in 
quality of life and financial terms, therefore increase as the severity of the disease increases.  

Effective treatment and control of asthma affect not only an asthmatic's lifestyle but the disease's 
economic and social cost. Australian asthma specialists' opinion and a recent survey undertaken by 
the National Asthma Campaign provide evidence that a significant proportion of diagnosed 
asthmatics are currently receiving treatment which does not provide the best possible control of the 
disease. This poor control generates additional costs to both the individual and society. Costs arise 
from the individual with poorly controlled asthma having a greater need for medical care and 
rescue medication as well as potentially avoidable hospital emergency presentations and 
admissions.  
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Scope of Study 

The primary objective of the study was to develop a comprehensive understanding of the total cost 
of adult and childhood asthma to the Australian community. It was intended that this 
understanding would then form the basis for predicting the impact of changes in therapeutic 
intervention and disease control on the economic impact of the disease.  

The cost elements included for numerical analysis represent a subset of those listed in Figure One. 
The specific medical costs explored were the costs of asthma drugs and devices, the costs of 
asthma related medical and allied health consultations, the costs of inpatient and outpatient asthma 
hospital attendances (including emergency asthma care), the costs of ambulance transport for 
asthma and the additional medical costs of asthma related exacerbations of other illnesses.  
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In arriving at the indirect cost of asthma, the standard economic approach has been used. All days 
of incapacity due to asthma have been valued using the GDP hourly rate and an alternative more 
conservative method for evaluating indirect costs based on average weekly earnings. The indirect 
costs examined include social security payments and the cost to employers of people who have 
reduced effectiveness at work or are absent due to asthma or lose work time to seek medical advice 
and treatment.  

Several costs were beyond the scope of the study. The intangible "quality of life" costs were 
excluded because of the difficulty in measuring quality of life in a way which is commensurate 
with financial data. Separate studies are being conducted to evaluate these intangible costs more 
fully. The economic costs of unpaid family support, domiciliary nursing, nursing home costs, 
transport costs (other than ambulances) and premature mortality were excluded either because of 
their lesser magnitude or the difficulty of obtaining accurate cost estimates.  

It should be recognised that the range of total costs calculated for asthma represents the best 
available estimates given the accuracy and reliability of current data. With new data collection for 
some costs, such as asthma hospitalisation and the costs of lost productivity, the reliability of the 
overall cost estimate will improve. It should also be recognised that the impact of asthma on our 
society falls beyond the determination of disease severity and medical management. Non-medical 
influences such as an individual's ability to cope, his or her emotional reserves and socioeconomic 
status can also determine the impact of the disease on an individual.  

 

 

Approach 

The study relied on an extensive series of interviews with clinicians, epidemiologists and other 
experts as well as reliable published and unpublished data sources to develop a comprehensive 
understanding of the overall cost structure of asthma in Australia. Three main streams of analysis 
were undertaken.  

The main focus of the study was the analysis of the current economic impact of asthma in 
Australia. The major quantifiable medical related and indirect costs arising from lost productivity 
due to asthma were identified. For each cost element a variety of published and official 
Government and market statistics were obtained to provide the unit cost of the item and the volume 
of units "used" each year by asthmatics. For example, the total cost of medical visits for asthma 
was calculated by collecting data on the number of medical consultations and multiplying this by 
the average cost of a medical visit. In aggregate this process generated the overall cost of asthma 
for the total Australian population. The appendices outline in detail the assumptions, data sources 
and cost calculations.  

A review of asthma prevalence across all age groups in Australia was undertaken, together with an 
examination of disease severity in adult asthmatics. Academic prevalence studies and community 
surveys were used to generate an estimate of the number of diagnosed asthmatics. The total adult1 
asthmatic population was then further categorised into five segments based on disease severity. 
The segmentation profile was developed through a series of clinical interviews and confirmed by a 
postal/telephone survey of 297 GPs. Results were cross checked against academic papers and data 
on the consumption of anti-asthma medication.  
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Lastly the relationships between cost of disease and asthma severity as well as cost and level of 
control were explored for the adult population. Financial costs due to asthma and the bearer of 
those costs were also identified. For each adult asthma severity category the typical number of 
items "used" (the utilisation) in a year by an asthmatic of that level of severity was estimated with 
the assistance of clinicians, epidemiologists and other professionals, and cross-checked with other 
data sources. A range of cost values for each adult severity level was then calculated by combining 
this new utilisation data with the unit costs.  

 

 

Findings: Significance of Asthma to the Community 

This section reviews the study results on asthma prevalence, each of the medical and indirect cost 
elements, the financial costs of the disease, costs by bearer, and finally the impact on cost of 
disease severity and control. The discussion centres on an explanation of the magnitude and 
sources of the cost burden of asthma.  

5.1 prevalence of asthma  

Numerous studies of the prevalence of asthma in Australia have been undertaken, yet it remains 
difficult to state with confidence exactly how many people suffer from the disease. Figure Two 
shows that considerable variations in the rate of asthma prevalence are reported in the literature.  

Some variation in reported prevalence rates is attributable to differing approaches to measuring the 
prevalence rates, differences in the age groups studied, and discrepancies in settings in which the 
studies have been conducted. Another important explanation for the apparent inconsistencies lies 
in the problem of defining asthma, particularly in agreeing on how much variability in air flow 
obstruction constitutes asthma, as well as differentiating asthma from other conditions involving 
some degree of reversible airways obstruction (Woolcock et al, 1983).  

The ABS 1989/90 National Health Survey suggested that around 9% of all Australians have 
reported asthma as either a recent or long-term condition in the last 12 months. This equates to 
over 1.4 million people across all age groups being diagnosed asthmatics. The 9% prevalence 
figure has been used as a basis for arriving at the total cost for those items where data is available 
on a "per asthmatic" basis.  

The diagnosis of asthma in adults is slightly lower at a prevalence of 7% or around one million 
Australians aged 12 and over. Clinical opinion and asthma medication sales data are consistent 
with this figure. Childhood asthma, however, has a much higher prevalence with diagnosed asthma 
being variously reported between 10% and 20% of all children. This means that between 300,000 
and 600,000 Australian children are affected by this chronic disease. 
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5.2 TOTAL COST OF ASTHMA IN AUSTRALIA  

The total cost of asthma in Australia is in the $585 to $720 million range each year. Depending on 
the cost estimate, between 45% and 55% of the total is due to lost productivity and the remainder 
is due to medical related costs. Weiss et al (1992) found a similar ratio between medical related 
and productivity costs for asthma in America.  

Each of the contributing cost elements will be discussed in the relevant medical related or indirect 
cost sections.  
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5.2.1 MEDICAL RELATED COSTS  

5.2.1.1 Pharmaceutical  

The total value of asthma medication and appliances used for treatment of the disease in 1991 is 
calculated at over $120 million. This pharmaceutical figure is derived from the annual total at 
price to chemist (June 1991) published by IMS Australia Pty Ltd and excludes hospital prescribed 
medications2 and nebuliser costs. Pharmaceutical costs refer primarily to the prescription of 
asthma products, but where these products are available without a prescription from the pharmacy 
(eg. Ventolin and Respolin) their sales have been included. Medications used to treat other 
respiratory conditions such as chronic obstructive pulmonary disease, bronchitis and acute 
respiratory conditions in adults have been excluded on the basis of Australian Medical Index data. 
(See Appendix One for a more detailed analysis of therapeutic group costs).  

5.2.1.2 Medical Consultations  

Asthmatics sought close to 3.8 million GP and specialist consultations in 1991 at an average 
weighted cost of around $26 per consultation. The majority of these asthma related consultations 
were provided by GPs. The total cost to the community for these medical consultations is 
estimated at $98 million. (See Appendix One for calculation details). The total excludes hospital 
outpatient and emergency room consultations for asthma as these are routinely identified in 
hospital utilisation and costing statistics.  

5.2.1.3 Hospital  

The annual cost of hospitalising asthmatics has been conservatively estimated at $58 million in 
1991. This figure is based on the Australian Institute of Health's hospitalisation statistics of 
155,000 asthma related bed days. The average hospital bed day cost of $379 was obtained by 
weighting the average public and private hospital bed day3 costs, $388 and $303 respectively, by 
the 8:1 ratio of public to private hospital usage for asthma. (See Appendix One for details). This 
average hospital cost includes outpatient, emergency and pharmaceutical costs (public hospital 
only) as well as all general hospital operating costs. The average hospital bed day cost used in this 
analysis appears to be in line with other estimates. For example, the current NSW Department of 
Health average in-patient cost for all hospitals is $350.  

5.2.1.4 Indirect Medical  

In general, asthmatics have a lower level of overall health than non asthmatics. Asthma has the 
potential to exacerbate other illnesses4 and therefore tends to increase the demands that are placed 
on the medical profession and health services. For example, the complication of asthma in addition 
to any one of a number of common ailments, particularly respiratory tract infections, typically 
requires earlier and prolonged antibiotic treatment and may lead to periods of hospitalisation not 
required by a non-asthmatic. More expensive medication may also be required initially to control 
certain conditions such as hypertension because of the presence of asthma. Also severe asthmatics 
require a longer period in hospital to stabilise their asthma before surgery and may experience 
more post operative chest complications.  

These indirect medical costs are estimated at around $34 million annually. The indirect cost figure 
is based on the assumption that increased demands on the health service amount to an extra 12% 
on top of the direct asthma related health costs that each asthmatic patient incurs. The 12% figure 
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is an average estimate arising from an extensive survey of specialists and GPs in the United 
Kingdom and there is no reason to believe that it is not also applicable to the Australian population.  

5.2.1.5 Allied Health Treatment Costs  

Asthmatic patients have the choice of allied therapies such as acupuncture, homoeopathy, 
physiotherapy or chiropractic services as a substitute for, or in addition to, orthodox medical 
treatment. The total calculated cost of these services to asthma sufferers for 1991 is estimated 
conservatively at around $8 million.  

The ABS 1989/90 National Health Survey showed that asthmatics had sought 7,500 consultations 
with non-medical health professionals (excluding pharmacists) in the two week survey period. 
Multiplying this visitation rate by the annual number of fortnight periods amounts to an annual 
consultation rate of 195,000 visits. The average fee per allied health consultation visit is estimated 
from a 1990 survey of the allied therapists' professional associations at $40 (inflation adjusted). 
The resulting total cost of allied health treatments for asthma is calculated at $8 million. (See 
Appendix One for calculations).  

5.2.1.6 Ambulance  

The total ambulance costs for asthmatics is estimated at $5 million per annum. This Australia-wide 
figure has been generated (on a population basis) from asthma response statistics from the NSW 
Ambulance Service and average cost per response data (inflation adjusted) from the NSW Public 
Accounts Committee. (See Appendix One).  

5.2.2 INDIRECT COSTS  

The indirect costs of asthma refer to the costs incurred by an individual, an individual's family or 
the community because of the adverse consequences asthma may have on an individual's work and 
social activities. Only the costs arising from asthma related lost productivity have been quantified. 
These opportunity costs arising from foregone output can be valued on a time basis at the GDP 
hourly rate. They include the cost of absenteeism, reduced effectiveness whilst at work and the 
cost of time taken attending medical appointments. No attempt has been made to place a financial 
value on the "quality of life" implications of asthma.  

Although the economic cost of lost productivity due to asthmatic illness can be valued in total 
terms, it cannot be assigned a monetary value at the individual level. An employed person may not 
suffer a direct reduction in income as a result of absenteeism or reduced productivity. The 
asthmatic's reduced effectiveness may be masked by others or compensated for by the asthmatic at 
another time. However, the individual's reduced productive output represents a net cost to society 
that cannot be considered as neutral in economic terms. The total opportunity costs are therefore 
included in this cost analysis.  

5.2.2.1 Absenteeism  

The opportunity cost to the Australian economy of asthma related absenteeism from work is 
between $200 to $230 million per year. This total comprises the cost of absenteeism directly 
caused by asthma and the cost of employed caregivers having to sacrifice work to stay with a sick 
asthmatic child.  
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Absenteeism directly caused by asthma is defined as absenteeism in people of working age (15 to 
65 years) who are unfit to attend work because of their asthma. This accounts for around $110 
million per year. Absenteeism data from the ABS 1989/90 National Health Survey showed that 
20,100 days were lost from work as a result of asthma in the two week survey period. Over a 
twelve month period this is equivalent to 523,000 lost days. If these absent days are valued at the 
1991 Australian daily GDP rate of $2135 the total opportunity cost to the Australian economy for 
direct asthma related absenteeism can be estimated at $110 million per year. (See Appendix Two 
for calculation details). The estimate appears conservative as the deduced annual asthmatic 
absenteeism rate is only 0.5 days per year in the ABS survey compared with other estimates of 5 
working days per asthmatic per year (Ross, 1989; Mellis et al, 1991).  

The total cost of caregiver absenteeism is even higher at around $120 million. The ABS 1989/90 
National Health Survey found that 50,800 school days were lost due to asthma in the two week 
survey. If one assumes that the total school year is only 38 weeks per annum, this equates to a total 
of 965,000 lost school days from asthma. Given the facts that women are still the main caregivers6 

and are therefore most likely to stay away from work to care for a sick child, and that 60.1%7 of 
mothers work, the total work days lost is around 580,000. On the basis of the GDP value for a 
day's lost output of $213, the total cost of caregiver absenteeism is $120 million.  

The cost of caregiver absenteeism can be assessed more conservatively at $90 million if one makes 
provision for the fact that many female caregivers only work part-time. As a result, when a school-
aged asthmatic is forced to miss a day of schooling due to illness, this may or may not result in a 
day of lost employment for the asthmatic's parent or caregiver.  

1990 ABS Labour Force statistics show that 52.2% of employed females with dependants work 
part-time. Further, part-time hours are usually only 40.2% the duration of full-time employment 
hours. By applying these assumptions to the potential total of caregiver workdays affected by 
asthma, a lower number of 414,300 days is obtained. With this estimate of workdays lost the total 
cost to the community is $90 million. (See Appendix Two for calculation details and discussion of 
assumption).  

It should also be recognised that lost time from school due to asthma may have long term costs for 
an individual in terms of future education and employment opportunities. While these costs are 
difficult to quantify, they should not be ignored.  

5.2.2.2 Lost Productivity At Work  

Given the paucity of good data available to accurately determine the reduced effectiveness at work 
of an asthmatic due to his or her illness, a range of cost values for the cost of lost productivity has 
been calculated. The cost estimate for lost productivity lies between $40 and $100 million and is 
based on the assumption of a 10% to 25% reduction in work activity from asthmatic illness. This 
assumption does not seem unrealistic if consideration is given to the impact of disease severity on 
lifestyle and general health.  

If the 1991 GDP value of a day's activity is valued at $213, this equates to costs of lost output of 
between $21 and $53 per day. In the ABS 1989/90 National Health Survey asthma sufferers 
estimated a total of 195,100 days in which they had experienced reduced activity due to their 
asthma in the two-week survey period. This is equivalent to over 1.8 million days per annum after 
adjusting for the number of employed asthmatics8 and 230 working days in a year. The total cost of 
this reduced effectiveness whilst at work, assuming incapacity in the range of 10% and 25%, is 
around $40 to $100 million. (See Appendix Two for calculation details).  
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5.2.2.3 Travel Time For Treatment  

The total annual cost of lost output due to employed asthmatics attending consultations with health 
professionals is calculated to be in the range of $20 to $60 million in 1991. This range results from 
uncertainty regarding the proportion of consultations that take place in working hours.  

Australian asthmatics of working age attend some 2.2 million GP, specialist and allied health 
consultations over the course of a year. The higher cost estimate ($60 million) assumes that all 
consultations occur in work time, and that the average work time lost per asthma related 
consultation is one hour. This estimated one hour to travel to and from work as well as attend the 
consultation appears conservative when compared to the Worthington di Marzio market research 
survey which showed an average time of 1.5 hours for migraine sufferers pursuing medical 
consultations (Parry, 1992).  

The lower estimate ($20 million) is derived by altering the assumption regarding the proportion of 
consultations occurring in working hours.As regular specialist practice hours fall between 9am and 
5pm and appointments with specialists do not typically coincide with bouts of illness, it can be 
assumed that all specialist asthma related consultations, about 15% of the total, occur in working 
hours. If it is further assumed that 25% of all GP and allied health consultations occur in work time, 
a total of 815,000 consultations will interfere with the work of asthmatics. (See Appendix Two for 
calculation details). This latter assumption is reasonable given that some GPs do not provide out of 
hours services and that some GP consultations during work hours will coincide with a day of 
absenteeism.  

5.2.2.4 An Alternative Method For Evaluating Indirect Costs  

An alternative to valuing the economic opportunity cost of lost productivity on the basis of GDP is 
to identify only the recognisable financial costs of reduced work effectiveness. Financial costs here 
are defined as the costs of lost productivity valued on the basis of the average wage and social 
security payments. These costs include the lost earnings of asthmatics certified incapable of 
working and the lost earnings of direct asthma related absenteeism as well as the cost to employers 
of reduced employee effectiveness, time lost by caregivers of asthmatic children and time lost for 
employees attending medical consultations.  

The cost of interrupted employment as a result of permanent incapacity is assessed in terms of the 
Department of Social Security payments for asthma. For 1991 a total of $102 million was paid to 
asthmatics for permanent disability. This figure includes $84 million for invalid pension benefits 
and another $18 million for short term sickness benefits. It has been argued that social security 
payments are only transfer payments and, as such, do not constitute a net cost to society. Social 
security payments are, however, a true cost to the Government and are thus included under this 
alternative method of evaluation. (See Appendix Three for details of calculations).  

Lost earnings from asthma related absenteeism represent close to $85 million. This is due to 
around $50 million from direct asthma related absenteeism calculated by multiplying the number 
of days of asthma absenteeism by the 1991 average daily earnings of $100.269. A further $33 
million is lost through absenteeism of caregivers with asthmatic children. The monetary value of 
the work time lost by these caregivers has been assessed at the lower female average daily wage of 
$78.6410 given that women are still the main caregivers.  

Reduced effectiveness at work costs the community another $18 million. This sum is based on an 
assumption that around 10% of a person's productive time, the equivalent of $10.03 per day, is lost 
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on an asthma affected work day. Foregone output from work time spent attending consultations is 
an additional $11 million annually based on the conservative estimate of one hour lost time, valued 
at $13.37, and a total of 0.8 million consultations in working hours. (See Section 5.2.2.3 for 
discussion of assumptions).  

5.3 TOTAL COST BY BEARER  

No single section of the economy has sole responsibility for the total cost burden of asthma. Figure 
Three provides a breakdown of all the costs of asthma by bearer with indirect costs valued at 
average weekly earnings. State Governments incur around 20% of the total burden, predominantly 
for funding the hospitalisation costs of asthmatics and, to a lesser extent, for the reduced 
productivity of their employees. Federal Government has a greater cost responsibility (over 35% 
of the total) as it funds the larger costs of asthma related medical consultations and 
pharmaceuticals. Via the Department of Social Security, the Federal Government also has to meet 
the cost of invalid and sickness benefits. The other 'silent' losers in financial terms, with close to 
25% and 15% each of the cost burden, are the private sector and individual asthmatics and their 
families. The significant cost impact of asthma on these groups has historically been less well 
documented and understood.  

5.4 COST OF ASTHMA BY SEVERITY AND DEGREE OF CONTROL  

Australia's 1.4 million diagnosed asthmatics vary in disease severity and symptom control. Any 
discussion of the cost burden of asthma therefore requires an understanding of the potential impact 
that disease severity and symptom control have on cost. This impact was assessed for the 
Australian adult asthmatic population,11 some 994,000 sufferers, in the course of this study.  

As various studies have indicated, the more severe the underlying asthma the greater is a patient's 
need for medical and other services. Very mild asthmatics, though, can also experience an acute 
exacerbation of their symptoms requiring emergency outpatient treatment or hospitalisation. As a 
result of differences in the use of support services across the asthma severity spectrum, a severe 
asthmatic represents a higher cost to the community than a mild asthma sufferer.  
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The total cost burden of very severe and severe asthma on the community is also higher than mild 
disease as illustrated in Figure Four. Respiratory specialists and GPs estimate12 that a minority of 
adult asthmatics, around 6% of total sufferers, have severe or very severe disease and the majority, 
close to 80%, have mild or very mild illness. This means that a high proportion of the cost of 
asthma relates to a minority of adult sufferers. (See Appendix Four for severity classification and 
cost calculations).  

Poor control of asthma, like severe asthma, can lead to a lower quality of life, greater need for 
medical care and hence increased cost to the community. Poor control is defined here as those 
adult asthmatics on suboptimal treatment regimens for a given level of disease severity. These 
people are thought by clinicians to represent around 45% of the diagnosed adult population13 and 
may be receiving inadequate treatment, inappropriate medication or may not be taking their 
prescribed medication according to the recommended dosage.  

Poor disease control can increase an asthmatic's need for healthcare resources. Breathing problems, 
sleep disturbance and the frequency and severity of exacerbations of asthma rise with poor control. 
For example, respiratory specialists believe that a poorly controlled very severe asthmatic will 
require twice as many hospitalisations and for a longer period of time than a well controlled 
asthmatic with the same inherent disease severity. Demand for GP and specialist follow-up as well 
as emergency attendances are also believed to be greater in this poorly controlled group. 
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This suggests that higher healthcare costs for asthma management are therefore the inevitable 
result of poor asthma control for a given level of inherent disease severity. Patients with inherently 
severe asthma who are not prescribed or do not follow recommended treatment protocols will as a 
result have more persistent symptoms, a lower quality of life and incur additional cost. Figure Five 
illustrates the potential cost differences of a person well controlled and a person poorly controlled 
for very severe asthma. Costs were allocated by a computer model across the very severe asthma 
population on the basis of specialists' estimates for the usage of healthcare resources leg. 
pharmaceuticals, medical consultations and hospitalisations). This allocation was reconciled with 
actual data to develop a separate medical cost for the well and poorly controlled very severe 
asthma sufferers. Over time this cost allocation will change as more research on resource 
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consumption for a given level of asthma control and alternative management strategies become 
available.(See Appendix Four for further details).  

From the community perspective, the more asthmatics who have their disease well controlled, the 
lower the overall cost. This net benefit to society may, however, only be achieved through an 
increase in some individual medical costs such as pharmaceuticals.  

 

 

2 Inpatient and outpatient medications from all public and most private hospitals.  

3 Average hospital costs have been used rather than marginal costs in this analysis. Average hospital costs are likely 
to have a similar value to marginal hospital costs in Australia given that the majority (~90%) of asthma admissions 
are to the constrained public hospital system where a vacant bed is unlikely to go unused.  

4 Anti-asthmatic medications may also give rise to complications eg. osteoporosis, diabetes and peptic ulcers from 
long-term steroid use.  

5 Based on the June 1991 Market Price GDP/employed person/year of $48,990 and 230working days.  
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6 1990 ABS Australian Labour Force statistics show that 52.9% of married females with dependantsare not in the 
labour force compared with only 5.5% of married males with dependants.  

7 1990 ABS labour participation rate for all females with dependants.  

8 ABS 1989/90 NHS estimate that 56.8% of asthmatics are employed.  

9 Based on the 1991 ABS estimate of the average weekly earnings for all persons of $501.30 and a five day working 
week.  

10 Based on the 1991 ABS estimate of the average weekly earnings for females of $393.20 and a five day working week.  

11 Adults were defined as those persons greater than I2 years of age. The age cut-off was adopted because of the 
standard medical convention of defining persons greater than 12 years as adult, on the basis of body mass measures, 
for prescribing purposes.  

12 Classification of disease severity was based on clinical estimates of the underlying level of disease, patient 
symptoms, lung function investigations and the extent to which a person's lifestyle is impaired as a result of asthma.  

13 From an extensive survey of respiratory physicians and GPs.  
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Conclusions 

In 1991 the total cost burden of asthma to the Australian community is estimated to be in the range 
of $585 to $720 million. This consists of around $320 million in medical related costs and around 
$260 to $400 million in indirect costs from lost productivity. The total cost of asthma to society is 
significant. It is comparable with the cost of other major health problems such as coronary heart 
disease, which is estimated at $623 million (includes medical and indirect costs of diet related 
coronary heart disease only; Crowley et al, 1992).  

As illustrated in Figure Six, three medical costs - pharmaceuticals, hospitalisations and medical 
consultations - represent close to 85% of the asthma medical cost burden. The majority of these 
costs, however, are incurred by a minority of adult asthmatics who suffer severe and very severe 
disease. 

 

A similar distribution of medical costs between adult asthmatics who are well controlled and those 
receiving sub-optimal treatment is also evident. Respiratory specialists estimate that some 45% of 
Australia's adult asthmatic population, especially the more severe sufferers, are poorly controlled. 
Research into the under treatment of asthma in children also suggests that poor control is a 
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problem for all age groups (Barnett and Oberklaid, 1991; Bauman et al, 1992). Thus, the additional 
demands on health services and the resultant cost to society of this widespread poor control is 
likely to be substantial.  

Apart from the cost savings available from improving the proportion of asthmatics who are well 
controlled, there are quality of life benefits to consider. A reduction in activity restrictions and 
better self-confidence may result from improved symptom control. While these benefits are almost 
impossible to measure financially, they should not be discounted.  

The indirect costs, or the economic costs of foregone output, as estimated in this study are 
predominantly the costs of absenteeism. Direct and caregiver asthma related absenteeism together 
account for over 60% of the total indirect cost estimates. The cost of lost productivity due to 
reduced work effectiveness and time spent attending consultations is much lower.  

Even though available data is not complete and some assumptions are required to calculate the 
indirect costs of asthma, the magnitude of the costs requires that they be included. The more 
conservative estimate of asthma related lost productivity of around $220 million, derived from the 
alternative financial evaluation method, gives validity to the magnitude of the economic estimates. 
To exclude completely the cost of foregone output due to asthma related illness from the analysis 
would result in greater inaccuracy and a gross underestimate of the true cost of the disease.  

Although the total cost estimate was developed from the best available data sources, it is not 
entirely comprehensive. Some medical and indirect costs have been omitted from the analysis 
because of a lack of reliable data. This analysis has valued an asthmatic's time with respect to what 
an individual can produce. Obviously, improved health status allows for additional benefits to an 
individual other than an individual's greater capacity for production. No attempt, however, has 
been made to place a financial value on the large impact asthma has on an individual's quality of 
life. While such intangible costs are difficult to quantify, they should not be ignored. Nor can an 
assessment be made on whether or not the current resource allocation for asthma is efficient. This 
falls beyond the scope of this cost of illness study.  

As the pressure on healthcare resources continues to rise, there will be an increasing interest in 
understanding the economics of disease. A natural consequence of this trend will be improved data 
collection and the opportunity to refine existing disease cost estimates. For example, there is 
currently considerable debate over the method for valuing indirect costs in cost of illness studies. 
New methods of estimating the cost of lost productivity are now being investigated 
(Koopmanschap and van Ineveld, 1992). The estimates of the total cost of asthma developed in 
this study must be interpreted with these provisos in mind. This examination therefore represents a 
springboard for discussing the substantial impact of this common chronic disease on both the 
individual and the community. Raising awareness of the cost of asthma is only a step towards both 
improving the control of the disease and enabling better use of resources in the future.  
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Appendix 1 

CALCULATION OF MEDICAL RELATED ASTHMA COSTS 

1.1 Pharmaceuticals  

The Australian annual wholesale sales figure (June 1991) for each of the major asthma therapeutic 
drug groupings and devices was obtained from IMS Australia Pry Ltd. This figure was adjusted for 
chemist markup (10%) and government dispensing fees to give a price to consumer value. It is 
realised that different parts of Australia have different regulations concerning the supply of some 
beta2 agonist preparations and as a result dispensing fees may vary. However, the overall impact of 
these 'fee' differences is marginal and a standard fee of $3.43 per prescription has been used. 
Hospital prescribed medications and devices are excluded from the figures as these were captured 
in hospital costs14. The cost of nebulisers have also been excluded because of a lack of available 
reliable data.  

The percentage of drug sales prescribed specifically for the treatment of asthma, rather than other 
respiratory conditions, was provided by the Australian Medical Index (AMI). The AMI is an 
ongoing morbidity survey conducted by IMS Australia for the pharmaceutical industry. The survey 
is based on the prescribing patterns of a stratified random sample of GPs. Participants are provided 
with a modified prescription pad so that a copy of each patient prescription can be returned to IMS. 
This provides information on patient demographics and diagnoses as well as the type and dose of 
medications used to treat each diagnosis.  

Figure One provides a breakdown of the total pharmaceutical cost.  
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1.2 Medical Consultations  

A calculation schemata of the total medical consultation cost for asthma is shown in Figure Two. 
Total GP and specialist consultation fees for all diseases, $1,801 million and $792 million 
respectively, were obtained from Department of Health, Housing and Community Services 
(DHHCS) 1990/91 attendance statistics.  

A weighted average cost per GP/specialist consultation for all diseases of $25.96 was calculated by 
dividing the relevant total cost figure by the corresponding number of visits to GPs (84.9 million) 
and specialists (14.9 million).  

The proportion of asthma related medical consultations was imputed from the actual number of GP 
asthma consultations of 3.2 million (IMS) and the ratio of GP to total consultations of 0.85 
(DHHCS). This provided the best estimate for the total number of asthma related medical 
consultations of 3.76 million. The total cost to the community for asthma related consultations is 
therefore estimated at around $98 million for 1990/91.  

The finding by the ABS 1989/90 National Health Survey that Australian asthmatics made some 
128,600 visits to medical practitioners in a two-week period (the equivalent of 3.4 million 
consultations annually) was not included because it lacked statistical significance and a more 
accurate source was available.  
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1.3 Hospital  

Calculation details for the total annual cost of asthma related hospitalisations of $59 million are 
included in Figure Three. This calculation is based on average hospital costs.  

The average cost of a public hospital bed day of $388 was obtained from unpublished Australian 
Institute of Health (AIH) 1990 data and inflated by the AIH hospital and clinical deflator. The cost 
of a private hospital bed day of $303 is also an inflation adjusted figure sourced from the 1990 
review of private hospitals by the Australian Health Ministry Advisory Council (AHMAC). The 
private hospital bed day cost of $303 does not include pharmaceutical costs. ABS State Morbidity 
data was used to calculate a ratio of private to public admissions of 8:1 to derive the weighted 
average cost of a hospital bed day of $379.  

Multiple sources were reviewed for estimating asthma related bed days. The Australian Institute of 
Health's 1990 estimate of 155,000 bed days for asthma was adopted because the source is 
reputable, relatively current and is based on actual statistics. The figure is also confirmed by South 
Australian Health Commission population adjusted bed day figures of 150,000 days for asthma in 
the same time period. A higher estimate of 262,000 bed days from the ABS 1989/90 National 
Health Survey was excluded because of high sampling variability. The ABS figure also included 
all people admitted to hospital who listed asthma as one of a number of reasons for admission and 
as such may overestimate asthma related bed days.  

Ideally, specific Diagnostic Related Group (DRG) bed day costs for asthma should be used to 
calculate the costs of hospitalising asthmatics. Unfortunately, at the time of the study these costs 
were not available with sufficiently reliable utilisation data to be included.  
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1.4 Allied Health Treatment Costs  

Allied health treatment costs represent the cost of asthmatics visiting all other health professionals, 
excluding pharmacists, and are estimated at close to $8 million for 1991. The estimate has been 
derived as per the schemata in Figure Four and is based on current asthma related allied health 
treatment usage trends (ABS 1989/90 National Health Survey) and inflation adjusted cost data. 
The average cost for an allied health treatment consultation was derived from a survey of relevant 
professional associations.  

 

1.5 Ambulance  

The total number of ambulance responses to asthmatics was determined by adjusting asthma call-
out data collected by the NSW Ambulance Service by an ABS 1991 Australian/NSW population 
ratio. This national volume of ambulance responses for asthma was multiplied by the average cost 
per NSW ambulance response (a 1987/88 figure inflated by the AIH hospital and clinical deflator) 
to give a total Australian ambulance cost for asthma of $4.9 million. The calculation schemata is 
included in Figure Five.  
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14 Private hospital pharmaceutical usage is mostly absorbed in the pharmaceutical cost section. Unfortunately, at the 
rime of this research. insufficient data was available to capture the total private hospital pharmaceutical usage.  
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Appendix 2 

CALCULATION OF THE INDIRECT COSTS OF ASTHMA 

2.1 Absenteeism 

The total cost of asthma related absenteeism includes the cost of adults missing a day of work due 
to illness and the cost of a caregiver having to miss work to care for a sick asthmatic child. The 
total annual cost to the Australian community of asthma related absenteeism for 1991 is estimated 
to be in the range of $200 to $234 million.  

The total cost estimate of direct asthma related absenteeism of over $110 million is based on 
relatively current usage and cost data. The schemata in Figure One illustrates the calculation.  

The ABS 1989/90 National Health Survey is the only available estimate of adult asthma related 
absenteeism. The survey found that some 20,100 work days were lost due to asthmatic illness in 
the two week survey period and this forms the basis of the annual volume. It assumes that only 
employed asthmatics responded to the question referring to asthma related absenteeism.  

The value of a single day of absenteeism is estimated on the basis of the 1991 Market Price GDP 
after adjusting for a typical 230 working days per annum.  

Similarly the estimates for the total cost of caregiver absenteeism in the range of $90 to $120 
million are compiled from the best available current data. See Figure Two for the detailed 
calculation.  

The volume of schooldays lost annually by asthmatic children was based on the only available 
figure of 50,800 days in a two-week period from the ABS 1989/90 National Health Survey. Given 
that not all caregivers are employed outside the home, the total schooldays lost to asthma was 
adjusted for the percentage of caregivers currently employed. This percentage was based on 1990 
ABS labour participation rates for females with dependants. Females were assumed to be the 
predominant caregivers because of the 1990 ABS finding that 52.9% of married females with 
dependants are not in the labour force compared with only 5.5% of married males with dependants.  
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The economic value of a lost day's work was again based on Market Price GDP.  

The reliability of the total cost figure, however, can be challenged on the validity of the 
assumptions equating lost school days to work absenteeism. Some school children would be of an 
age whereby they could take care of themselves when ill. Similarly some employed caregivers 
could have relatives or friends who could take care of a sick asthmatic child. Alternatively an 
employed caregiver may not work full-time and therefore not necessarily lose a day's work for a 
dependant's asthma.  

A sensitivity analysis based on the employment profile of females was performed to take account 
of the potential impact part-time employment has on the cost of caregiver absenteeism. ABS 1990 
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data shows that 52.2% of all employed females are employed on a part-time basis. By applying 
this percentage to the potential volume of schooldays lost, it can be calculated that some 277,000 
days apply to part-time employed caregivers and a further 303,000 days to caregivers working full-
time. ABS 1990 data on female part-time working hours shows that on average part-time 
employment is 40.2% of full-time employment hours. If it is assumed that 40.2% of the designated 
part-time caregiver days actually result in work absenteeism, then this equates to 111,500 days. No 
adjustment has been made to full-time caregiver absenteeism levels. The lower estimate of the 
adjustment for part-time caregiver absenteeism is therefore $90 million.  

2.2 Lost Productivity at Work  

A range of cost estimates for lost productivity at work, ranging from $40 million to $100 million, 
was developed based on varying assumptions of the impact asthma has on the level of an 
individual's work effectiveness. This was the best available approach given a lack of accurate 
objective information on asthma related lost productivity. The cost of lost output due to asthmatics 
leaving work to attend consultations has been calculated in a separate section.  

Figure Three illustrates the calculation. The ABS 1989/90 National Health Survey estimate of total 
days of reduced work activity was annualised by assuming 230 working days per annum (5 day 
working week, 20 days annual leave and 10 days of public holidays). The total number of asthma 
affected work days was reduced by adjusting for the National Health Survey's percentage estimate 
of employed asthmatics. The potential impact asthma has on productivity levels was accounted for 
by altering the GDP cost of reduced activity over a range of possible values.  

The assumptions chosen for the degree of lost productivity due to asthmatic illness were a 10% 
and 25% reduction in work effectiveness. The lower estimate equates to about 45 minutes lost 
output, after excluding meal breaks, in a typical 7.5 hour working day. This does not seem 
unrealistic if one considers the time it takes to recover from an acute asthmatic attack. The upper 
estimate represents lost output of 105 minutes on an asthma affected work day which does not 
seem unreasonable either given the potential handicap severe asthma can impose on a person's 
lifestyle.  

2.3 Travel Time For Treatment  

The total annual cost to the community of asthmatics attending both medical and allied health 
consultations is estimated at between $23 to $64 million for 1991 (see Figure Four for calculation). 
This is the cost of foregone output from the lost work time an employed asthmatic experiences as a 
result of travelling to, attending and returning from consultations.  

The total consultation volumes have been adjusted for the number of employed asthmatics. (See 
Medical Consultation section in Appendix One.) It has been assumed that all consultations occur 
during work hours and that only one hour of productive work time is lost. This latter figure is 
based on Ross' estimate for the time taken to attend an asthma consultation (Ross, 1985). It should 
be reviewed in the context of the higher estimates of work time lost to attend consultations for 
other diseases (eg. the estimate of 1.5 hours by Worthington di Marzio) and in the light of these, 
appears conservative. The lost output has been valued at the hourly GDP rate of $28.40.  
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By challenging the assumption that all consultations occur in working hours, a much lower cost 
estimate is achieved for lost output due to employed asthmatics attending consultations. Specialist 
consultations are most likely to occur in normal working hours and these constitute 15% of all 
consultations. If one assumes that a quarter of all other consultations, (GP and allied health 
consultations) are in working hours, the potential volume of consultations affecting work 
productivity falls to 815,625. This figure is reasonable given the fact that some GPs do not offer 
out-of-hours service and that some medical consultations for acute exacerbations of asthma will 
inevitably coincide with a day of absenteeism.  

A mid-range estimate of $42 million is calculated if one maintains the assumption that all 
specialist consultations and 60% of GP and allied health consultations occur during working hours.  
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Appendix 3 

 

CALCULATION OF THE INDIRECT COSTS OF ASTHMA ACCORDING TO 

AN ALTERNATIVE METHOD 

The indirect costs of asthma can be alternatively assessed on the basis of asthma related disability 
payments and the lost earnings from asthma related absenteeism, reduced effectiveness at work 
and work time required to attend medical consultations. (See Figure One). The assessment of the 
cost of foregone output employs the same volume assumptions as discussed in the 'Indirect Costs' 
section. The only difference lies in the valuation method of that lost productivity. Here a day's 
output is valued at the tangible average weekly earnings figure rather than the all-inclusive GDP 
cost. (See Figure Two for calculations).  

The cost of asthma related disability has been assessed on the basis of the Department of Social 
Security's Sickness Benefit and Invalid Pension payments. These have been calculated according 
to the following schemata shown in Figures Three and Four, and only involve assumptions on the 
actual volume of payments attributed to asthma.  
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Appendix 4 

CALCULATION OF THE COST OF ASTHMA BY SEVERITY AND DEGREE 

OF CONTROL 

The asthmatic population was grouped, on the basis of clinicians' estimates15 into five severity 
categories (very mild, mild, moderate, severe and very severe) according to the extent to which 
underlying symptoms of the disease are exhibited. These symptoms included reduced lung 
function and impairment of lifestyle due to asthma. The majority (over 80%) of diagnosed adult 
asthmatics are either very mild or mild, about 10% are moderate and around 6% are severe or very 
severe asthmatics (See Figure One).  

Leading clinicians were also surveyed to determine the relative proportions of well controlled and 
poorly controlled asthmatics within each of the severity classifications. These estimates were used 
as a basis for allocating cost elements across the severity groups; on the whole, poorly controlled 
asthmatics place a greater cost burden on society than well controlled ones. Clinicians' estimates of 
the demands of each asthma severity group on the health system were reconciled with actual 
utilisation data for each medical cost category to develop the medical cost per asthmatic within 
each of the five classifications.  

  

 

15 297 GPs were contacted (66 GPs replied) via a postal questionnaire with results giving a severity category 
statistical confidence interval of 99%. 27 respiratory specialists throughout Australia were interviewed.  



Report on the Cost of Asthma in Australia 1992  44 

Acknowledgements 

 

The National Asthma Campaign gratefully acknowledges the assistance of the following in the 
preparation of this publication  

DR RAL ANTIC 
Chairman 
National Asthma Campaign 
Director of Thoracic Medicine 
Royal Adelaide Hospital, Adelaide, South Australia  

CR. VAL CONSTABLE 
Director, National Asthma Campaign 
President, Pharmaceutical Society of Australia (Vic) Parkville, Victoria  

DR. RICHARD GUTCH 
Director, National Asthma Campaign 
Victorian Faculty Representative on Council of The Royal Australian College of General 
Practitioners, Toorak, Victoria  

MR. RON BRITTAIN 
Director, National Asthma Campaign Chief Executive Officer 
Asthma Foundation of New South Wales  

ASSOCIATE PROFESSOR CHARLES MITCHELL  
Chairman, Evaluation Committee, National Asthma Campaign Department of Medicine, 
University of Queensland 
Princess Alexandra Hospital, Woollongabba, Queensland  

ASSOCIATE PROFESSOR HELEN OWENS  
National Centre for Health Program Evaluation Monash University, Fairfield Hospital, Fairfield, 
Victoria  

PROFESSOR GLENN BOWES 
Director, Centre for Adolescent Health Royal Children's Hospital, Parkville, Victoria  

DR. CRAIG MELLIS 
Staff Specialist, Department of Thoracic Medicine 
The Children's Hospital, Camperdown, New South Wales  

ALLEN AND HANBURYS  

BOSTON CONSULTING GROUP  


