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. THE '.1iBITE HOUSE 

-.Office afthe Press Soererary 

For immediate Rel= 	 April2l,1997 

EXECUITVE ORDER 

PROTECTION OF CHILDREN FROM DiVIRONM:El\lAL 
HEALIT! RISKS A;"D SAFETY RISKS 

" 

By the al.!thority ve:::.~ed in me as President by the 

Constitution and the laws afthe United States ofAmeric>, 
it is bereby ordered as relloVo'S: 

Section 1, PaHcy. 

1-101. A growing body of scientific knowledge demonstr.ltes 
that children aJay suffer disproportionately from environmental 
health risks and safety risks. These risks arise because: 
children's neurologic:ll, immunological, digestive, and other 
bodily systems are still developing; children cat more rood, 
drink more fluids, and breathe mere air in proportion to. their 
body weight than arluIts; children's size and weight may dimi;tish 
their protection from standard safety features; and children's 
behavior patterns may make them more susceptibte to atcidents 
becau.se they are less able to protect themselves. Therefore, to 
the extent pemutted by law and appropriate, and consistent Ylith 
the agencys mission" each Federa! agency: 

(a) 	shall make it a bigb priority to identify and assess 

environmental health risks and safety risks that may 

disproportionately affect children; and 


(b) 	shall eIlsure?tMt its policies, programs. activities, 

and ...andards address disproportionate risks to 

children that result from environmental health risks 

or safety risks. 


~ 
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1·102. fu:h iudepe~dent regulatcry :agency is encoumged to 

participate in the implementation of this order:m~ comply with 

its .PI'O";sions. 

Sec. 2. Definitions. The following definitions shall 
apply to this order. 

2-201. "Federal agency" me:lllS :my authority of the 
United States that is an :agency under 44 U.S.c. 3502(1) other 
than those considered to be independent :egulatOry agencies 
under 44 U.s.c. 3502(5). For pW}:oses of this order, "military 
departments," as defined in 5 U.S.C. 102, are covered under the 
auspices of the Departmect of Defense. 

2·202. "Covered regulatory action" means any substantive 
action in a rule:niling, initiated after the date of this order 
Of for which a Netice of Proposed Rule:nJking is published I year 
after the date of this order, that is likely to result in a rule 
that may: 

(a) be "econorrucaHy significant" under Executive 
Order 12866 Ca rulemJking that has an annual effect 
on the economy of $1 00 million or more or would 
adversely affect in a material way the economy, a 
sector of the economy, productivity, competiti.o~ 
jobs, the environment, public health or safety. Or 
State, local, or tribal governments or communities); 
and 

(b) concern an environmental health risk or safety 
risk that an agency has te:lSOn to believe may 
disprop<)rtionately affect children. 

2·203. "Environmental health risks and safety risks" mean 
risks to health or to safety that are attributable to products 
or substances that the child is ii.'I(ely to corne in contact with 
or ingest (such as the air we brea~ the food we eat, the water 
we drink_ or use for recreatio~ the soil we live on, and the 
products we use or are exposed to). 

Sec. 3. Task Force on Environmental Health Risks and 
Safety Risks to Children. 

3·301. There is hereby established the Task Force on 
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Environmental Health Risks and Safety Risks to Children 
("Task Fo",.-). ' 

3-302. The Task Fa",. will rq:ort to the President in 
eallSUlmtion 'With the Domestic'Policy COUllcil, the National 
Science and Technology COUllcil, the Council on Environmental 
Quality, and the Office ofil-larulgement and Budget (OMS). 

3-303. Memb=hip, The Task Force.ball be composed 
of the: . 

(a) 	Secretary of Health and Human Services, who shall 
serve as a Co.chair of the Council; 

(b) 	Administrator of the Environmental Pn:tection Agency, 
who shall serve as a Co-Chair of the Council; 

(c) S<cretary ofEducation; 

, ' 
(d) Secretary of Labor, 

(e) Attorney General; 

(f) Secretary of Energy; 

(g) Secretary afHousing and Urban Development; 

(b) Secretary of Agriculture; 

(i) 	Secretary ofT=sportatian; 

(j) 	Director of the Office afManagement and Budget; 

(k) Chair of the Council on Enviromnenta! Quality; 

'0) Chair of the Consumer Product Safety Commission; 

(m) Assisunt to the President for Economic Policy; 

(0) Assistant to the President for Domestic Policy; 

(0) Assistant to the President and Director of the 

\ Office ~)f Science and Technology Policy; 
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(P) Chair of the Council of Economic Adviser.;; and 

(q) Such other officials ofexecutive departments and 
agencies as the President may, from time to rime, 
designate. 

Members of the Task Force may delegate their 
tesponsibilities under this order to subordinates. 

3-304. Functions. The Task Farce shall recommend to the 
President Federal st:rategies for children's en"iroomenta.! he3..lth 
and safety, within the!iroits oftte Ad.:nieistraUOD'S budget, to 
include the following elements: 

(a) statements ofprinciples, go,,=! pelley, and targeted 
annual priorities to guide the Fede::tl approach to 
achieving the goals of this order; 

(h) a coordinated rcse:m:b aget!da for the federal 
Government, including steps to implement the review 
ofresearch databases described in section 4 of this 
orde:-; 

(c) recommendations for appropriate partnerships among 
Federal, State, local. and tribal governments and the 
private, academic, and nonprofit sectors; 

(d) proposals to enhance public outreach and communication 
to assist families in evaluating risks to children and 
in making informed consumer choices; 

(e) 	an identification ofhigh-priority initiatives that 

the Federal Government has undertaken or will 

undertake in advancing protection of children's 
environmental health and safety; and 

(I) • statement rega:-ding the desi.'"2bility of new 

legislation to fulfill Of protr.ote the purposes of 

this order. 

3-305. The Task Force shall prepare a biennial repert 
on research, data. or other information that would enhance our 
ability to understacd, analyze, acd respond to environmental 
health risks and safety risks to children. For purposes ofthis 



report. cabinet agencies and other agencies identified by the 
Task Force shall identilY and speeificclly de=ibe for the 
Task Force key dau needs related to environn:ent:!l health risks 
and safety risks to children that have ari~ in the course of 
the .geoey?s programs and activities. The Task Force shall 
incorporate agency submissions into its report ar:d ensure that 
this repon is publicly available and widely disseminated. The 
Ollie. of Science and TechnOlogy Potiey and the National Science 
and Technology Council shall ensure that this repon is fully 
considered in est:!blishing research priorities. 

3-306. The Task Force shall exist for a period of 

4 years frOll! the fir.;t meeting. At least 6 months prior to 

the "<pintion of that period, the member agencies shall assess 

the need for continuation of the Task Force or its functions, 

and make appropriate recom.n::endatioos to the President. 


Sec. 4, Research Coordination and [ntegration, 

4-401. Within 6 months of the date of this order, the 

Task Force shall develop '" direct to be developed a review 

ofexisting and planned data resources and a proposed plan fur 

ensuring that researchers and Feded rese31Ch agencies have 

'access to' information on all research conducted or funded by 

the Federal Government that is related to adverse health risks 

in children resulting from exposure to environmental health 

risks Or safi:t)' risks. The ~ational Science and Technology 

"Council shall re',iew the plan. 

4-402. The plan shall promote the sharing of infonaation 
on academic and private research. It shall include 

recom~mendlltiOtl.S to encoUt3.ge that such data, to the extent 

pennitted by law, is available to tb.e public, the scientific 

and academic communities, and ail Federal agencies. 


Sec. 5. Agency Environmental Health Risk or Safety Risk 

Regulations. 


5~501. For each covered regula.:ory action submitted to 
Ol>IB's Office of Information and Regulatory Moira (OIRA) for 
review pursuant to Executive Order 12866. the isscing agency· 
shall provide to OIRA dle following infonnatioo developed as 

part ofthe agenc;ls decisionmaking process, unless prohibited 

by law: 
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(3) 	an eval1l:l!ion of the OIlvironmentai health or safety 

effects of the planned regulation on cbildren; an~ 


(b) 	an exphlllation of why the planned regulation is 

preferable to other potent:::'!!)' effective and 

reasonably feasible alt=attves considered by the 

agency, 


5..502. In emergency siruatioos, or when an agency is 
obligated by law to 3C! reore quickly than normal review 
procedures allo w, the agency shall comply v.;th the provisions 
of this section to the extent practicable. for those covered 
regulatory actions that are governed by a court..imposed or 
statutory deadline) the ageuty shall. to the extent practicable, 
schedule any mlemalCng proceedings '0 as to pe""'t sufficient. 
titne for completing the analysis required by:his se:.::tion. 

5~SG3. The ilila.1ysis required by this section may be 
included as part of any other required analysis, and shall 
be made part of the admjnistrative record for the covered 
regulatory action or oihem;se made aVa!lable to the pcblic, 
to the er~:lt permitted by law. 

Sec. 6. lnterngency Forum on Cbild and Family Statistics. 

6·601. The Director of the OMB (,Director") shall convene 
an lnteragency Forum on Cbild and Family Statistics ("Forum"), 
which "",'ill indude representatives from the appropriate Federal 
statistics and resear::h agencies. The Foru.'!l shall produce an 
annual compendium ("Report") of the most important indicators 
of the well·being of the Nation's children. . 

6·602. The Forum shall de:eroalne the indicators to be 
included in each Report and ideotify the sources ofdata to be 
used for each indicator, Tae Forum shall provide an ongoing 
review ofFedernl collection and dissemination ofdata on 
children and families. ar:d shall make recommendations ro improve 
the coverage and coordination ofdata coUection and to reduce 
duplication and overlap. 

6·603. The Report shall be published by the Forum in 
collaboration with the Natioeallnsritute of Child Health and 
Human Development The Forum shall present the first anneal 
Report to the P:<,ident, through the Director, by July 31,1997. 
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Tho Report shall be submitted 3IlIlually thereafter, using the 
most recently available daIa. 

Sec. 7, Geoernl Provisions. 

7-70 L This older is intended only for intemal !llanag=ent 
ofthe =utive branch. This older is IlOt inlmded, and should 
not be co!lSttUl:d to cte:lt<l, any right, benefit, or truSt 
m!pOnscibility, substantive or procedurnl, enfor=d>le at law or 
equity by a party against the United States, its agencies, its 
officers. or its employees, This order shall not be co!lSttUl:d 
to = any right to judicia! review involving the compliance 
or noncompliance with this order by the United States, its 
agencies, its officers, or any other person. 

7-702, Executive Order 12606 of September 2, 1987 is 
revoked, 

W1LLIA},,[ J, CLINTON 

THE WHITE HOUSE, 
April 21, 1997, 
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I 
I ABOUT THE PRESIDENT'S TASK FORCE ON 

ENVIRONMENTAL HEALTH RISKS AND SAFETY RISKS TOI CHILDREN 

I In recognition 1)fthe growing body of scientific tnfonnation demonstrating that America's 
children suffer disproportionately from environmental bealth risks and safety risks, President 
Clinton issued Executive Order 13045 on April 21, 1997, directing each Federal Agency to 

I make it a high priority to identity, assess, and address those risks, In issuing this order, the 

I 
President also (;reated the Task Force on Environmental Health Risks and Safety Risks to 
Children, cOwchaired by Donna Shalala, Secretary of'the Department of Health and Human 
Services. and Carol M. Brov.'11.er, Administrator of the Environmental Protection Agency. The 

I 
Task Force was charged with recommending strategies for protecting 
children's environmental health and safety. Two subcommittees were 

I 
established in the Executive Order to carry out this directive: a 
subcommittee directed to review and foster public access to federal 
government sponsored research on environmental health and safety 
risks to children, and a subcommittee directed to identify priority public 
outreach activities related to protecting children's environmental health 

I and safety. 

In April 1998, the Task Force identified four priority areas for immediate attention: childhood

I asthma. unintentional injuries. deVelopmental disorders. and childhood cancer. The Task Force 

I 
created and charged the Asthma Priority Area Workgroup, co-chaired by EPA and DHHS, with 
reviewing curnmt Federal efforts to address the many facets of the issue and, most importantly. 
to make appropriate recommendations for action by the Federal government. This strategy is the 
result of that effort 

I 
I 
I 
I 
I 
I 
I 
I 
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I 
I EXECUTIVE SUMMARY 

I An epidemic of asthma is occurring in the United States. While the epidemic affects people of 


I 

all ages, children are particularly affected. Nearly 1 in 13 school-aged children has asthma, and 

the percentage of children with asthma (i.e., prevalence rate) is rising more rapidly in preschool

aged children than in any other age group. 


I 
 There is no national system to collect data from states specifically on 

An epidemicasthma, although several states are developing systems to collect such 
of asthma isdata. Although national data do not provide the resolution necessary to 
occurring in

I 
 identify particular geographic areas hardest hit by the asthma epidemic, 

the United

surveys undertaken in a number of large cities in the United States 
States. 

I 
indicate that the prevalence and severity of asthma are greatest in the 

large, urban inner cities. 


Asthma is one of the leading causes of school absenteeism, accounting for over 10 million 

I missed school days per year. Asthma also accounts for many nights of interrupted sleep, 
limitation of ac.tivity, and disruptions of family and care-giver routines. Asthma symptoms that 
are not severe enough to require a visit to an emergency room or to a physician can still be 

I severe enough to prevent a child with asthma from living a fully active life. 

I In 1998, the cost of asthma to the U.S. economy was estimated to be $11.3 billion, with the 
majority of the expense attributed to direct medical expenses. These estimates, which are not 

I 
limited to the costs of childhood asthma, indicate that the direct medical costs of asthma account 
for approximately 1 % of all health care expenditures in the United States. 

I 
Asthma is a particularly important disease to consider in the context of environmental hazards: 
to which children are exposed. Children breathe more air, eat more food, and drink more liquid 
in proportion to their body weight than do adults, and their developing respiratory, 
immunological, and digestive systems may be more susceptible to environmental exposures than 

I those of adults. In a typical day, children may be exposed to a wide array of environmental 
agents at horne, in day care centers, schools and while playing outdoors. There is substantial 
evidence that environmental exposures, including viruses and allergens, playa major role in

I triggering asthma symptoms. Indoor airborne allergens include those from house dust mites, 

I 
cockroaches, mold and animal dander. In addition, exposure to environmental tobacco smoke 
(ETS), also known as secondhand smoke, has been shown to be a major determinant of asthma 
symptoms. E1t:vated levels of outdoor air pollutants, particularly ozone and exposure to outdoor 

I 
allergens (e.g. pollens, molds), are associated with increased symptoms and an increased risk of 
emergency department visits for asthma, as well. 

I 
In addition, environmental factors such as airborne allergens and environmental tobacco smoke 
may playa significant role in the onset of asthma. Other pollutants may also playa role, 
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I 
I although the scientific data are inadequate to offer finn conclusions. Genetic predisposition is 

I 
the strongest known risk factor for developing asthma, but the rapidly rising number of cases of 
childh.ood asthma cannot be solely genetic because the genetic composition of the population 

I 
changes slowly. Rather, some interaction between genetic predisposition and environmental 
exposures, and possibly other factors such as diet, increased body weight, Or lack ofexercise are 
likely to be responsib1e for the increase. Further work is essential to clarity how genetic 
susceptibility and environmental exposures interact to cause asthma. 

Reducing exposures of children with asthma to airborne allergens and pollutants will reduce the I health burden of asthma and significantly improve their quality of life, It is nol yet certain, but it 
is possible that reducing the exposure of infants and young children at risk of developing asthma 

I may prevent its onset. Environmental control methods and asthma treatments are available now 
that can help childrt.'fl and their families control asthma and lead healthy, active lives. Yet not all 
children have access to these measures:. Too many children miss

I school. limit thdr physical activity, and are seriously ill because of 
asthma. A child ill with asthma also ha", nn impact on the entire family, 

I 
I This strategy. prepared by the Task Force. is aimed at developing a further 

understanding of the role of environmenta1 factors associated with the: 
_. onset of m;thma; and 
.- triggers of asthma attacks 

The efforts of the Task Force resulted in four recommendations for Federal action for addressing I childhood asthma. which are presented in this: strategy. The strategy also sets forth guiding 
principles that \\lere used to develop the four recommendations. 

I 
GUIDING PRINCIPLES 

I Federal agency actions can provide leadership and direction 1n reducing environmental risks to 

I 
protect children who have asthma or are at risk of developing it. Recommendations for action put 
forward in this initiative are predicated on the principles ihat federal action must have: 

I 
• A focus on efforts to eliminate: (he d,:\propm<tionate impact of asthma in minority 

populations and those living in poverty. 

• An emphasis on pannersh;ps and commllnify based programs. 

I • A commitment to setting measurable and consistent goals for childhood asthma under the 
Healthy People 2010 program, 

I • An investment in evaluation to idelltify those strategies that are most effective in reducing 
the bl,lrden of asthma so that they may be replicated.

I 
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I 

I RECOMMENDATIONS 

I RESEARCH 

I 
Strengthen and accelerate focused research into the environmental factors that cause or 
worsen childhood asthma. 

I 
CStrengthen and accelerate research into the environmental factors that 
may contribute to the onset of asthma in children. 

I 
OExpand and accelerate research to develop and evaluate environmental 
strategies that will improve the quality of life of people with asthma. 

PUBLIC HEALTH PROGRAMS 

I Implement public health programs that foster improved use of current scientific knowledge 

This initiative is 

about 


protecting 

children from 

environmental 


risks that either 

cause or 

worsen 

asthma... 


to reduce environmental exposures to prevent and reduce the severity of symptoms for those with asthma. 

I oPromote clinician and patient implementation of national guidelines for reducing 
environrnental risks that worsen aschma. 

I CExpand support for state and local public health action. 

I 
DReduce children's exposure to environmental tobacco smoke and ocher indoor triggers in cheir 
homes. 

I 
eEstablish school based asthrna programs that help reduce or eliminate allergens and 
irritants and that promote student's self management of asthma and full participation in 

I 
school activities, 


OContinue to reduce outdoor air pollution. 


SURVEILLANCE 

I Establish a coordinated, integrated, and systematic nationwide aschma surveillance system for collecting. 
analyzing. and disseminating health outcome and risk factor data at che state, regional and local levels. 

I 
DISPROPORTIONATE IMPACT ON THE POOR AND MINORITIES 

I Identify the reasons for and eliminate the disproportionate burden of aschma among 
different racial and ethnic groups and chose living in poverty. 

I Cl>lmprove aschma management for children wichin che medicaid program. 

I 
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I 
I INTRODUCTION 

I The Growing Problem of Asthma in Children 

I 
 Astbma is a chronic inflammatory lung disease characterized by recurrent episodes of 

breathlessness, wheezing, coughing. and chest tightness; these episodes are also kno\.\'fI as 
exacerbations or attacks. The severity of exacerbations can range from mild to life threatening. 

I Both the frequency and severity of asthma symptoms can be reduced by the use of medications 
and by reducing exposure to the environmental triggers of asthma attacks, 

I For the past 15 years., an epidemic of asthma has occurred in the United 
States. By all indications, this epidemic IS continuing. Although asthma 
has become a major public health problem affecting Americans of all ages, 

I races and ethnic groups, children have been particularly severely affected. 

I National survey data indicate that the number of children with asthma in the 
United States has more than douhled in the past 15 years. In 1980,2.3 mil1ion American 
chlldren had asthma.1 By 1995. the number of affected children had risen to 5.5 rni1l1on.;{ Based 
on these trends, it is estimated that in 1998 more than 6 million children in the United States 

I 
I have asthma. Prevalence rates of asthma are highest in boys and are increasing in both boys and 

girls, and in all race and ethnic groups. The prevalence of a~1:hma in children under age 18 is ' 
7J%l. The most rapid increase has OCCUlTed in children under 5 years old. with rates increasing 
over 1600!Q over the past 15 years. \ 

I The number of deaths attributed to asthma in children has also increased. In 1977, 84 deaths in 
children 18 and younger were recorded; the number of deaths has risen to 280 in 1995, a more 
than 3~fQld increase.) Although the death rate due to asthma has increased in all racial and 

I ethnic groups. minority populations experience a disproportionately higher death rate from 
asthma. In 1995, the death rate from asthma in African~Arnerican children. 11.5 per miHion. 
W'dS over four times the rate in white American children. 2.6 per million.> The higher death rates 

I among African~American children are especially troubling, 

I The number of hospitalizations and emergency room visits for asthma have increased in all 

I 
population groups. Asthma accounts fot one~third of an pediatric emergency room visits and is 
the fourth most common cause for physician office visits. The variation in the impact of asthma 
across racial and ethnic groups is significant. African~American children have an annual rate of 
hospitalization of 74 per 10,000, over 3 times that for white children, 21 per 10,000,4 In 
addition. African~American children arc approximately 4 times more likely th3l1 while children 

I to seek care at an emergency room.5 In short, African~American children have It slightly higher 
risk of getting asthma. but have a much higher risk of hospitalization or death due to the disease. 

I 
I 
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I 
I At the present time. surveillance for asthma in children is limited to analyses of ongoing surveys 

I 
and data systems on health events such as mortality, hospitalization, and outpatient visits. Other 
than for African Americans, such information is extremely limited for most ethnic groups. 
There is no national system to col1ect data from slates specifically on asthma. although several 
states 'Ife developing systems to collect such data. Although national data do not provide the 

I ------ 
There is no 


I national system 


I 

to collect data 


from states 

specifically on 

asthma. although 
several states 

I are developing 
systems to 
collect such 

data.I -- 

resolution necessary to identify particular geographic areas hardest hit by the asthma 
epidemic. surveys undertaken in a number of large cities in the United States lndicate 
that the prevalence and severity of asthma are gre~Itest in the large, urban inner 
cities/' 7 

Th0se measures. particularly for death. hospitalization. and e.mergency room visits. 
give an incomplete picture of the true burden of asthma in the United States, For 
example. one follow~up study of children with asthma in inner city areas found a 
nearly lO times higher likelihood of it child suffering symptoms of asthma on a given 
day thnn visiting an emergency room.N Asthma is one of the leading causes of school 
absenteeism. accounting for over 10 million missed school days per year,/) Asthma 
also accounts for many nights of interrupted sleep. limitation of activity. and 
dlsruprions of family and care-giver routines, Asthma symptoms that are not severe 
enough to require a visit to an eme.rgency room or to a physician can still be severe 

I 
 enough to prevent a child With asthma from living a fully active life. 


I 
Estimating the costs of asthma is an indirect way to measure its health burden. In 1998, the cost 
of asthma to the U.S. economy was estimated to be $11.3 billion,'o with the majority of the 
expense attributed to direct medical expenses. This estimate indicates that the direct medical 
costs of asthma for all ages account for about 1'% of all health care expenditures in the United 

I States. 

What We Know About Childhood Asthma 

I 
Over the past 15 years, there have been major advances in the scientific understanding of 

I asthma. Asthma is now known to be a disease of airway inflammation resulting ftom a complex 
interplay between environmental exposures and genetic and other factors. This has implications 
for the medical treatment and for the environmental management of asthma, 

I In contrast to the limited undershmding oftlle relationship of environmental exposures to the 
onset of asthma. the environmental triggers of asthma attacks for children with asthma have 

I become increasingly well characterized, House dust mites, cockroaches. mold and animal 
dander have been identified as the principal aliergens that trigger asthma symptoms.! I 12 IJ H 

Reducing exposure to these allergens has been shown not only to reduce asthma symptoms and 

I the need for medication, but also to improve lung functl0n.!1 I' Envlronmental tobacco smoke is 
an important irritant that can trigger an asthma episode and possibly worsen the effects of 
allergens. It> Upper respiratory viral infections are also recognized as important triggers for

I asthma episodes. 17 

I 
9 

I 



I 
I Children with asthma have long been recognized as particularly sensitive to outdoor air 

I 
pollution. Many common air pollutants, such as ozone, sulfur dioxide, and 

particulate matter are respiratory irritants and can exacerbate asthma. IS Air 


I 
pollution also might act synergistically with other environmental factors to Children with 

worsen asthma. For example. some evidence suggests that exposure to ozone can asthma have long 
been recognized enhance a pers{)n's responsiveness to inhaled allergens. I" Whether long tenn 

as particularly exposure to these pollutants can actually contribute to the development of asthma 
sensitive tois not known. To date, little research has examined the role of other hazardous 
outdoor airair pollutants (e.g., metals and volatile chemicals) in the development or 
pollution.I exacerbation of asthma, although this is an issue of increasing public concern. 20 , 

I In addition to improved understanding of appropriate environmental management 

I 
of asthma, the medical management of asthma has changed significantly. Inhaled 
anti-inflammatory medications have become the mainstay of medical management to prevent 
asthma episodes and lessen chronic symptoms of asthma. In addition, improvements in 

I 
monitoring techniques now pennit objective measures of lung function that are easy for patients 
and physicians to use in assessing asthma severity and monitoring changes in the disease. In a 
disease like asthma that varies considerably over time and where changes in lung function can 
occur before symptoms develop, these objective measures are essential tools for making 

I 
 management decisions. 


As a result of these advances, the medical and environmental management of asthma is better 
defined and the knowledge exists to manage asthma better than ever before. One especially I important finding is that patient education has been documented to be cost efTective. 21 Teaching 
patients and their families specific management skills improves asthma management, reduces the 

I use of emergency services, and improves quality of life. This is particularly important for 
asthma manag(:ment, since the environmental management of asthma requires knowledge of 
asthma triggers and specific actions that can be undertaken to reduce exposure to these triggers. 

I The treatment goal for almost all individuals with asthma should be for that person to lead a life 
unrestricted because of asthma. 

I Reducing exposure to environmental allergens and pollutants will reduce the frequency and 

I 

severity of attacks for children with asthma, reduce their need for medicine, and improve their 

lung function. Children are exposed to many environmental agents that could trigger asthma 

attacks. For example, 25% of children in America live in areas that regularly exceed EPA limits 
for ozone.22 Approximately 29% of households still penn it exposure of children to secondhand 
smoke in the home on a regular basis and exposure to environmental tobacco smoke is so I widespread that approximately 88% of all children have some level of documented exposure. 23 

A high proportion of children living in the inner city are exposed to high levels of cockroach 

I antigenY 

I 
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I 
I Why Has Asthma Reached Epidemic Proportions in Children? 

I The causes of the increasing rate of asthma over the past 15 years and the particular role that 
environmental exposures play are not known. but there are some clues. Atopy. the genetically 
inherited susct;ptibility to become allergic. is the most important predictor of a child developing 

I asthma, and atopy is on the increase. 25 A substantial research effort is underway to identify the 
genes that are responsible for suSceptibility to asthma. Because the genetic make-up of the 
population changes slowly, genetic susceptibiHty alone cannot be

I responsible for the epidemic of asthma that h~lS occurred in the United 
States over the P~lst 15 years. Further work is essential to clarify how 
genetic susceptibility and environmental exposures interact to cause

I asthma, Factors such as the intensity of environmental exposure and the 
age of the person being exposed are likely to be important. 

I 
I Some studies suggest that exposure to allergens found Indoors is a strong 

risk factor for developing asthma, Children are spending increasing 
amounts of time indoors, thus increasing their exposure to indoor 
allergens,2J :(} 27 28 

The causes of the 
increasing rate of 

asthma over the past 
IS years and the 

particular role that 
environmental 

exposures pl3y are 
not known 

I The environmental exposures most strongly suspected of ca~sing asthma to develop include 
environmental tobacco smoke snd allergens such as house dust mites, cockroaches. mold, and 
animal dander. Exposures that stimulate the tmmune system may also be significant. such as

I the pattern of respiratory infections early in Hfe,29 In addition. diet during the prenatal period 
and early infancy, and even decreasing rates of exercise have been suggested as risk factors for 
the development of asthma. so Jl

I 
Scope of the Strategy 

I This strategy I:; about protecting children from the environmental risk factors that make their 

I 
. asthma worse, Environmental action may also help prevent asthma. To accomplish this goal. 
the environmental aspects of asthma must be considered in the context of other aspects of asthma 
prevention and management, such as access to quality medical care and efforts to understand the 
disproportionate health impact of asthmn among minority populations, Childhood asthma is a 

I multi-factonal disease. and efforts to improve its management and to prevent it will require 
multi-dimensj{Hlal. multi-disciplinary efforts that must occur simultaneously. This Asthma and 
the Environment strategy focuses on tmproving the environment in which chlldren with asthma 

I live. learn, play and work Environmental action, along with medical care, will help children 
with asthma liVe productive, active lives and may spare future generations of children from th~ 
dIsease altogether, The Task Force has prepared the following tour goals to be accomplished in

I the next ten years. guided by the vision that in the 2)'1 century. every child in America will live •. 
learn~ work~ and play in environments that do not cause or worsen asthma. 

I 
I 

II 

I 
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I 
GOALS OF THE ASTHMA AND THE 

ENVIRONMENT STRATEGY I 
I 	 BY THE YEAR 2005, THE NUMBER OF HOUSEHOLDS IN WHICH 

I 
CHILDREN ARE REGULARLY EXPOSED TO SECONDHAND SMOKE 

WILL BE REDUCED TO 15%,' 

I 	 BY THE YEAR 2010, ASTHMA HOSPITALIZATION RATES IN CHILDREN 

WILL HAVE FALLEN TO NO MORE THAN 10 HOSPITALIZATIONS PERI 10,000 PEOPLE,' (Healthy People 20 I 0 DRAFT) 

I 
BY THE YEAR 2010, EMERGENCY DEPARTMENT VISITS WILL BE 

I REDUCED TO NO MORE THAN 46 PER 10,000 PEOPLE.' 

(Healthy People 2010 DRAFT)I 
I 	 BY THE YEAR 2010, NO MORE THAN 10% OF CHILDREN WITH 

ASTHMA WILL EXPERIENCE ACTIVITY LIMITATIONS,' 

I (Healthy People 20 I 0 DRAFT) 

I 
I I Baseline: '29% in 1994. Sour.c:e: Biennial Radon and ETS Survey of the Conference of Radiation Control Program 

Directors and EPA 

I 2 Baseline: Ho~pitafization rare per 10,000 population in 1993·94: 18 for total population: SO (or children 0-4 yrs 
of age and 18 for children 5-14 yrs. Source: Healthy Peopie 2010 Draft 

I 3 Baseline: EfMrgency room visiu 71 per 10,000 population for total population in 1992~94; III for children 0-4 
yrs of age and 81 for children S· 14 yrs, Source: Healthy People 20 I 0 Draft 

I 
.. Baseline: Activity limitation for persons with asthma: 22 percent for overall population in 1992·94. No children
specifIC data available. Source: Healthy People 2010 Draft 
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I 
I 
I VISION FOR THE 
I 21 sT CENTURY 

I 
Every child in America will I 
live, learn. work, and play I 

. in environments that do
I 

not cause or worsen 

I asthma. 

I 
I 
I 
I 
I 
I 
I 
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I 
I GUIDING PRINCIPLES 

I Federal agency actions can provide leadershtp and direction in reducing environmental risks to 
protect children who have asthma or are at risk of developing it Recommendations put forward 
in this strategy are predicated on the principles that federal action must have: 

I 1. A focus on efforts to better understand and eliminate the disproportionate impact of 
asthma in minority populations and those living in poverty. 

I Poor and minority children are much more likely than white. non-Hispanic children to visit an 
emergency room, to be hospitalized. or to die from asthma, althuugh the rising prevalence of ' 

I asthma has affected all populations. The reasons for this disparity arc not knO\\l1. although 
environmental exposures and limited access to quality medical care may all playa role, 

I The focus on eliminating disparities across racial and ethnic groups has to be considered in all 

I 
efforts to prevent asthma and its health impact however. because ot the importance of this issue 
the Task Force has included a specific recommendation in this strategy to examine. understand, 
and ultimately eliminate disparities. 

I 2. An ~l]1phasis on partnel1lhips and community based programs. 

I A successful effort to reduce childhood asthma will depend in part on the level of success 
achieved in entisting all sectors of society in efforts to implement effective programs to prevent 

I 
and manage the disease. Federal agencies have already forged effective partnerships with many 
health and professional organizations. corporations. and foundations to conduct training. educate 
healtb care providers and the public, and to implement a wide range of prevention activities at 
the national. state, and local levels. . 

I Th. challenge for
Expanded partnerships both within government and between government the 2pI century
and the private sector are needed. With increasing knowledge about the will be to integrate

I primary cause~ of asthma and triggers of asthma attacks, the challenge for new research 
the 21;t century will be to integrate new research tindings into effective findings into 
environmental, medical and educational programs. Partnershlps will he

I 
effective 1 

critical to implementing this broad vision of asthma control. In particular, envlronmentil. 
community-based programs should integrate asthma control activities into medical and 
existing systems such as schools, child care, youth programs. workplaces. educational
I primary health, and job training programs. programs. 


I 

I 

I 

14 

I 



I 
I 3. A commitment to setting measurable and consistent goals for childhood asthma 

under the Healthv People 2010 program. 

I 

I Health objectiVes are now being developed for the ye-'dT 20 to and represent a significant rcvisit?" 


of the goals set for the year 2000. These objectives will set the nation's health agenda for 

increasing years ofhcalthy life and reducing disparities among the entire American population. 


I 

Draft objectives currently encompass an expanded set of asthma-related objectiv~ for improved 

dinical management as wen as a series of environmenfal objectives addressing knovm asthma 

triggers such as indoor allergens. secondhand smoke and outdoor air pollution, The goals 

embodied in the final Healthy People 2010 doeument will serve as the tools to measure progress 
towards contm! of asthma.

I 
4. Investment in evaluation of programs to identify those strategies that are most 
effective in reducing the burden of asthma so that they may be replicated.

I 
I 

Asthma intervention programs and related activities need to be fully evaluated to determine 
those techniques which are successful and should be replicated. Evaluation should be 
incorporated in the planning of all programs and should include: 

I 
 • identification of desired health outcomes of the program; 

• 	 measurement of effectiveness ofttic intervention activities and processes: used to 

implement them: . 

I 
 • identification of unforseen obstacles; 

• 	 assessment of the cost~effectiveness of the program; 
• 	 a prediction of long term sustainabiJity of the program. 

I 
I 
I 
I 
I 
I 
I 
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I 
I 	 RECOMMENDATIONS 

I 	 I. RESEARCH 

I 	 Strengthen and accelerate focused research into the 
environmental factors that cause or worsen childhood asthma. 

I 
EXPAND RESEARCH INTO THE ENVIRONMENTAL FACTORS THAT CONTRIBUTE 

I TO TH!:'ONSET OF ASTHMA IN CHILDREN. 

Though progress has been made in understanding what causes asthma, there is currentlyI insufficient scientific information to establish specific guidelines and recommendations for 
public health practices to prevent the onset of asthma in children (i.e. 

I primary prevention). 

[n order to establish primary prevention guidelines, the top priority for 

I research is to determine the causes of asthma in children and particularly 
the role ufthe (mvironment. To understand what causes asthma, research 

I must identify the basic cellular and molecular mechanisms that cause 
airway inflammation and sensitization and. in particular. the interaction 

I 
of environmental exposures and genetic susceptibility, J2 In addition, clinics1 and epidemiologic 
studies are needed to examine the relationship between environmental exposures and the onset of 
asthma. 

I Because of promising pre1iminary work on the relationship of indoor allergens and asthma onset, 
as we1l as the much greater proportion of time that children spend indoors, greater emphasis on 
examining the relationship of indoor exposures to the development of asthma is warranted,

I Exposures to high levels of allergens in the indoor environment have been sho\\TI in some 
studies to be associated with the subsequent development of aS1nma.n However. few studies 
have examined the importance. by geography, of particular allergens, In studies evaluating the 

I 
I role of indoor allergens on exacerbations of asthma. different a1lergens. such as those associated 

\vith cockroaches. dust mites, and mold, have been implicated in different chies. This suggests 
that different allergens can exacerbate asthma, and that different allergens may be capable of 
inducing the new onset of asthma. 

I En one study.:u. avoiding exposure to dust mite and food allergens early in life was found to 
reduce the risk of developing asthma in the first year of life. However, this effect was not 
st.'ltistically significant at 2 to 4 years of age. Whether such allergen avoidance strategics are 

I feasible and effective in reducing the development of asthma is not knowll, 

I 
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I 
I 	 The complex interactions between outdoor air pollutants and allergens and the development of 

I 

asthma have not been adequately evaluated. Because aduh~onset asthma is knO\\l1 to be 

associated with occupational and home basedJ4 exposures to volatile organic compounds 

{VOCs}. including fom1aldehyde, ethylene oxide. and isocyanate&, further work to assess the 
possible etiologic role or specific pollutants in childhood asthma is appropriate. VOCs are also 

I 
 known to exacerbate adult asthma.J$ 


I EXPAND AND ACCELERATE RESEARCH TO DEVELOP AND EVALUATE 
ENVIRONMENTAL STRATEGIES THAT WILL IMPROVE THE QUALITY OF LIFE FOR 
CHILDREN WITH ASTHMA 

I 
I 

It is well established that inhaled allergens. irritants and outdoor pollutants provoke asthma 
symptoms. Research is needed to identify if other environmental exposures are significant. 
Further, the relative importance of various exposures is not well understood. Cost effective 
strategies for reducing exposures are not well developed. 

I 
Patient education strategies in certain populations have profound impacts on reducing the 

I frequency and severity of exacerbations and improving the quality of life for children. But many 
of these programs are not responsive to the culrural, ethnic, and economic diversity of the ~ 

I 
American population. Innovative strategies are urgently needed for rcaching a wide runge of 
children and their families; for tailoring recommendations for reducing environmental exposures 
to their needs. and for providing support to follow the recommendations, 

2. PROGRAMS TO IMPROVE PUBLIC HEALTHI 
I 	 Implement public health programs that improve use of scientific 

knowledge to prevent and reduce the severity of asthma 
I 	 symptoms by reducing environmental exposures. 

I PROMOTE CliNICIANAND PATIENT IMPLEMENTATION OF NATIONAL 
GUIDELINES FOR REDUCING ENVIRONMENTAL RISKS THAT WORSEN ASTHMA. 

I Despite uncertainty about the causes of the increase in asthma prevalence rates, much can and 
should be done to prevent severe illness and dearh from asthma and improve the quality ofHfe of

I persons with asthma. Experts cunvened by the National Asthma Education and Prevention 
Program (NAEPP:I coordinated by the ::\fational InstitLltes of Health (NIH) have reviewed the 

I 
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I 
I 	 scienttfic literature and produced guidelines for managing asthma. These indude specific 

fl'CommendntlHns for controlling environmental factors that contribute to asthma severity. 

I While there is 'Consensus that NAEPP guidelines define the best diagnosis and management 
practkes for asthma. dissemination of the guidelines must be expanded and adoption improved. 

I Many clinicians dQ not include advice about environmental control in their patient education. 
Among families who do receive recommendations, adherence is generally low. Asthma is 
highly variable, and families need help establishing priorities for environmental control 

I measures that will be suitable for their individual child's asthma and their family circumstances. 
Et1'ectivc public health programs can provide this education and support. 

I For, children without access to quality health care, appropriate instruction on the environmental 
triggers of asthma is impossible or severely limited. Emergency rooms or urgent care facilities

I 	 may serve m; the only source of primary care for such children. These settings should be 

I 
recruited to provide the kind of education and links to chronic disease management services that 
are essential to reducing the severity and frequency of asthma attacks. 

EXPAND SUPPORT FOR STATE AND LOCAL PUBLIC HEALTH ACTION. 

I 
Recent advances in the treatment of asthma and in identifying the environmental triggers of 
asthma attacks make it possible to control and prevent symptoms at

I a level unheard ofjust ten years ago. But these gains have not been 

I 
realized by many of our children, Public health agencies have a 

critical role in helping to reduce environmental factors affecting 


I 
asthma and the human and financial toll of the disease. These 

programs should include the following components: 

(I} Education and training 


(2) Asthma surveillance 

I 
 (3) Coalitions for preventio~ 


REDUCE CHILDREN'S EXPOSURE TO ENVIRONMENTAL TOBACCO SMOKE AND

I OTHER INDOOR TRIGGERS IN THEIR HOMES. 

Secondhand tobacco smoke and indoor allergens are major contributors to the incidence ofI 	 wheezing in young children and playa significant role in the number and 
seventy of nsthma attacks. Reducing smoking in homes with young 
children win improve the hea1th status ofthc estimated 2 minion children I 'with asthma who are exposed to secondhand smoke, In additIon, exposure 
to allergens such as: cockroach, house dust mite. mold, and animal dander 

I causes many ~1Itacks ofasthma that are preventable. 

I 
IS 

I 



I 
I ESTABLISH SCHOOL BASED ASTHMA PROGRAMS IN EVERY COMMUNITY. 

I The educational system is a critical component of effective efforts to reduce illness due to 
asthma in children. Programs \!rill be implemented in schools to assure a healthy physical 
environment at the school and to promote improved self-management of asthma through 

I education. 

I CONTINUE TO REDUCE OUTDOOR AIR POLLUTION 

nle u.s. EPA set national ambient air qual1ty standards (NAAQS) for six aiT pollutants in 1971, 

I in part based Oil evidence of associations between air pollutants such as ozone. particulate 
matter. and sulfur dioxide and asthma. Since that time substantial new epidemiological evidence 
has been published supporting the association between levels of ozone and particulate matter and 

I increased hospitalization for respiratory illnesses. such as childhood asthma. ~n 1997. NAAQS 
tor both ozone and particulate matter \vere strengthened to improve the protection afforded by 
these standards and to help reduce the risk of ambient exposures that aggravate asthma in 

I children. 

I Federal. State, local, and private sector efforts to implement the 
original NAAQS resulted in substantial improvements in air quality .. 
yet notable problems remain. Following the 1990 Clean Air Act 

I Amendments, efforts were expanded to improve nationwide air 
quality and reduce related health effects, In cOl~uncti{)n with the 
strengthening (.fthe ozone and particulate matter NAAQS in 1997, 


I EPA has taken steps to integrate implementation mctlsures for these pollutants l,md to improve 


I 

the efiectiveoess of control programs. EPA has also taken steps to infonn the public about air' 

pollution thai may affect children. 


3. SURVEILLANCE
I 

Establish a coordinated nationwide asthma surveillance system for I collecting, analyzing, and disseminating health outcome and risk factor 
data at the state, regional and local levels. 

I 
Current national surveillance permits tracking of asthma prevalence. asthma physician office 

I v.sits,'asthlTIli emergency room visits. asthma hospitalizations alld asthma mortality at a national 
level and in tbur geographic regions (i.e., Northeast. Midwest. South, and West) through surveys 
conducted by the National Center for Health Statistics. Surveillance iofonnation 00 asthma.

I with the exception of mortality data. are not available at the state or local level. This 

I 
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I 
infonnation is needed to identify high risk populations and environmental risk factors ofI relevance to particular communities and to design and implement interventions that will be most 
suitable for, and therefore most likely to succeed. in that community, State and local health 

I -agencies also need this information to evaluate the impact of local sources of air pollution on', 
childhood asthma in specific communities, A significantly enhanced and expanded surveillance 

. program will be """""ti.1 to study issues related to race and gender differences in asthma

I morbidity and mortality among children, identify gaps in providing comprehensive care, and 
monitor trend, in asthma morbidity and mortality at the community level. 

I 
I 

4. DISPROPORTIONATE IMPACTS ON THE POOR AND 
MINORITIES 

Identify the reasons for and eliminate the disproportionate burden of I 
asthma among different racial and ethnic groups and those living in 
poverty.I 

I 
 Poor and minority children are disproportionately affected by asthma, 

which has rea(1hed epidemic proportions in many American inner cities. 
Prevalence rates vary only by a few percentage points among different 

I race and ethnic groups, yet emergency rOOm use. hospitalization, and 
mortality rare. vary 3- to 4-fold, Understanding the factors that 

I, 
 contribute to the disproportionate impact ofasthma on minority and 

lower income popu!ations is the critical first step to reducing and 
eventually eliminating the disparities between rich and poor, mirulrity 
and non-minority children, Such factors may include differing 

I intensities of enviromnental exposures~ such as exposure to cockroach 
antigen and access to and quality of care, among oth .... , 

Poor and minority 
-children are 

disproportionately 
affected by asthma. 
which has reached 

epidemic , 
proportions In many 

Ameritan inner 
cities. 

I 
I 

IMPROVE ASTHMA MANAGEMENT FOR CHILDREN WITHIN THE MEDICAID 
PROGRAM, 

Disease management combines prevention, intensive attention to treatment and patient

I compliance, and guidance for self-care, Thill concept bes considerable prmnise for reducing the 
frequency and severity ofasthma attacks, Integrating an asthma disease management initiative 
within the fee-for-service component of Medicaid would demonstrate the efficacy ofthis

I approach in improving chtldren's health, 

I 
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