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Currently the rates of patient adherence to asthmatic medication by children are a dismal 50%. 
This is similar to what is found in adults with any medical condition. This can be improved by 
instituting some simple proven programs to increase compliance: 

• Health Care Providers (HCPs) need to establish a trusting relationship with children and 
their parents. 

• Provide a daily written medication plan 
o Clinical studies have demonstrated that this is essential for the administration of 

the correct dose on time 
o Encourage emails or telephone calls to answer questions or misunderstandings 

about medication 
• Provide an easy to understand written plan for exacerbations and emergencies 

o Exacerbations of asthma are an extremely stressful situation and simple 
instructions are a necessity 

• New devices such as smartphones can help provide reminder apps for medication 
schedules, as well as recognize when adherence is a problem. 

• Older children should use a spacer to improve the inhalation of a meter dose inhaler, 
which will help demonstrate the effectiveness of the medication and increase compliance 
with this medication. 

• Medication should be administered at the lowest possible frequency since the best 
adherence rates are with once a day, which is better than twice a day, which is better than 
three times a day, which is better than four times a day. 

• Prescribe the least amount of medication necessary, in the most convenient form, for the 
caregiver to administer. 

• Palatable liquids or chewable tablets for younger children are necessary for improved 
medication adherence. 

• Glucocorticosteroids are usually required to prevent or reverse an exacerbation of 
bronchial asthma. These medications, however have problems associated with them that 
tend to decrease their proper use. Many parents are confused about the potential side 
effects of this class of medication and are afraid to administer them to their young child. 
Therefore, HCPs have to take the time to explain to anxious parents the limited adverse 
effects of short-term administration of these steroids. Use is also often complicated by the 
fact that many parents do not want their children to ingest up to 5% of alcohol in their 
product, when there is no justification for this.   The use of alcohol in a steroid-containing 
product is further complicated when a viral infection with its associated fever has 



triggered an asthmatic attack. Many children may be taking acetaminophen to treat the 
fever. Knowledgeable parents may be reluctant to administer a liquid prednisolone with 
alcohol concurrently with acetaminophen as they know that this combination may 
increase the chance for hepatic injury. Poor adherence with oral steroids frequently is the 
reason that children have to go to the emergency department or need to be hospitalized. 
The authors of a study that appeared in the New England Journal of Medicine noted that, 
“steroids are notoriously vile tasting” and they further noted that because of this, when 
parents try to give additional doses after the first dose of these medications that it 
becomes a herculean task. 

o Clinical trials have demonstrated that bad tasting (prednisolone vs. better tasting) 
medication will cause about 18% of children to vomit the medication 

o Younger children, less than 5 years old, will refuse to swallow the unpleasant 
medication, often cry and get more agitated, and make their asthmatic symptoms 
worse 

 This is the very group that is at most risk to be hospitalized. 
o Therefore the proper choice of a prednisolone for children with bronchial asthma 

is a product with a pleasant taste and that does not contain alcohol (such as 
Veripred and Milipred). This will make a difference in pediatric asthmatic 
compliance, and may prevent both hospitalizations and visits to the emergency 
department. 

According to Arnold (2016) “Acute asthma exacerbations are among the most frequent reasons 
for emergency department (ED) visits and are the most frequent reason for hospitalization of 
children in the United States. Acute exacerbations result in 640,000 ED visits yearly among 
children, and 24% of these visits result in hospitalization.  Annual U.S. healthcare costs for 
asthma are $56 billion, with as much as 50% of direct costs attributable to hospitalizations”. It is 
therefore important for insurance plans including Medicaid and Tricare to understand the 
pharmacoeconomics of pediatric bronchial asthma. Payers should therefore want to pay for and 
encourage the use of medication that overall saves health plans dollars. According to a study by 
Luga (2014) from the Johns Hopkins Bloomberg School of Public Health: “Strategies to enhance 
adherence should consider the impact on overall health care costs, weighing increased drug 
expenditures against savings from improved outcomes. The majority of the costs attributed to 
medication non-adherence result from avoidable hospitalization. Additional direct costs are 
incurred by progression of controllable disease with: increased service utilization at physician 
offices, emergency rooms, and urgent care and treatment facilities such as nursing homes, 
hospice, or dialysis centers; avoidable pharmacy costs related to therapy intensification as 
comorbid conditions develop; and diagnostic testing that could be avoided by controlling the 
primary illness.” 

A specific example of the pharmacoeconomic savings that result from choosing an optimal 
steroid to stop an exacerbation of pediatric asthma such as a palatable non-alcohol laced 
prednisolone, such as Veripred and Milipred is the following: 

         The state of Texas had approximately 5500 pediatric Medicaid covered asthmatic 
hospitalizations in 2012. 



In 2013, Texas Medicaid expenditures for child asthma claims totaled nearly $91.9 million. 
Among child asthma Medicaid expenditures, 38.8 percent were for physician claims, 37.0 
percent were for outpatient hospital claims, and 24.2 percent were for inpatient hospital claims. 
Overall, the average Medicaid expenditure per asthma claim among children was $144.50. 
However, asthma inpatient hospital claims were the most expensive at an average of $4,429.17 
per claim. The average expenditure for an asthma outpatient hospital claim was $311.86 and for 
a physician visit was $68.29. Asthma Medicaid claims among children were most common 
among children the age 0 to 4 years and 5 to 9 years and made up more 70 percent of all claims, 
regardless of the type of claim. Among inpatient hospital stays, 47.1 percent were for children 
age 0 to 4 years. 

The data in numerous clinical studies have shown that only 50% of patients are adherent with 
their medication. Mennella (2013) reported that over 90% of pediatricians reported that a drug’s 
taste and palatability were the biggest barriers to completing treatment. 17% of children using 
unpleasant tasting medication will vomit it up, while greater 50% of young children will not 
complete a course of bitter tasting medication.   If the use of Veripred and Milipred only 
prevented a mere 10% of the inpatient and outpatient hospital costs for Texas Medicaid in 2013, 
the savings would be well over $5,500,000 and this does not include the additional physician or 
pharmaceutical costs. In essence, this would be a substantial pharmacoeconomic savings over the 
cost of the branded medication compared to the generic versions with unpleasant and difficult to 
administer properties, and many with 5% alcohol. 

This example demonstrates the importance for payers to examine and encourage the use of 
beneficial branded products over generic products that may seem least expensive on the surface 
but may have negative attributes and ultimately cost the health care system far more. 
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