Allergic Status is Associated with Increased Number of Asthma Exacerbations
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Selected Comorbidities and Asthma Exacerbations during Follow-up (continued) Association between Allergy-related Comorbidities and Asthma Exacerbations
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Table 2. Selected Comorbidities and Asthma Exacerbations? Figure 1. Comorbidities in Follow-up
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2, 530.19, 530.81), and allergy-related comorbidities. « Patients had a mean CCl of 2.8 (SD=2.7), while 30.8% had COPD,

and 36.8% had GERD (Table 2).

Rhinitis (45.7%) and sinusitis (43.0%) were most common among
patients, followed by conjunctivitis (11.2%), and nasal polyps (2.9%),
shown in Figure 1.

o An average patient experienced a mean of 1.0 (SD=0.9) of these
symptoms in the follow-up period.

Research was conducted by Partnership for Health Analytic Research, LLC.

(P<0.001), meaning the presence of each additional allergic comorbidity is associated
with about a 24% increase in the number of exacerbations per year (Figure 3).
Model 2: Results showed a similar direction when the presence of each comorbidity
was examined independently (Figure 3): sinusitis (IRR=1.39, P<0.001), rhinitis (1.19,
P<0.001), conjunctivitis (1.09, P=0.039), and, although not statistically significant,
nasal polyps (1.15, P=0.071).
o In the case of sinusitis, the presence of the allergy symptom was associated
with a 39% increase in the number of exacerbations per year compared to
patients without the symptom.

and conjunctivitis are associated with an increase rate of asthma exacerbations
(controlling for relevant confounders).

An allergic phenotype in asthma patients may confer additional exacerbation risk.
Prospective clinical or disease registry studies may help confirm these findings.
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