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Introduction
Chairwoman Eshoo, Ranking Member Burgess, and Members of the Subcommittee:
I am Kenneth Mendez, President and CEO of the Asthma and Allergy Foundation of America, or
AAFA. AAFA is the leading patient organization for people with asthma and allergies, and the
oldest asthma and allergy patient group in the world. Thank you for inviting me to offer
testimony in support of H.R. 2468, the School-Based Allergies and Asthma Management
Program Act.
This bipartisan bill is an important step in promoting health and learning for the 5.5 million
American children living with asthma and the nearly 6 million American children with food
allergies. Put differently, 1 in 13 children have asthma, and 1 in 13 have food allergies – meaning
that every school in the U.S. is likely to have children with these conditions. The bill would create
a preference within the Centers for Disease Control and Prevention’s (CDC) existing asthma
grant program for states that require schools to take a series of actions to address asthma and food
allergy. AAFA strongly supports this legislation.

Background: Asthma and Allergy in Schools
Both asthma and food allergies present serious threats to children’s health and learning.
Asthma is the most common chronic disease among children and a major cause of childhood
disability. 1 In 2018, an estimated 8.5 million children under the age of 18 had ever been
diagnosed with asthma, and 5.5 million were currently living with asthma, translating to about 1
in 13 children in the U.S. living with the condition. 2
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Among children, the highest rates of asthma are seen in those who are school-aged. Eight percent
of children aged 5 to 11 years old were living with asthma in 2018, as were 9.9 percent of
children aged 12-17. 3
Asthma disproportionately affects children from low-income families. Poor children are more
likely to have asthma, less likely to be able to manage symptoms, more likely to visit the
emergency department, and more likely to be admitted to the hospital due to an uncontrolled
episode. 4 In 2018, the asthma prevalence for children in poverty was 10 percent; the rate among
children not in poverty was 6 percent. 5
The U.S. also continues to see persistent racial disparities in asthma prevalence. Asthma remains
far more common among black and Hispanic children (14 percent and 8 percent, respectively)
than among white children (5.6 percent). 6
Children with asthma miss far more school than those without the disease. One analysis found
that school-aged children with asthma miss an additional seven million school days annually. 7
Research shows these asthma-linked absences have many adverse effects on children, including
mental and social challenges as well as diminished academic performance. 8 In addition to
limiting in-school time, childhood asthma results in a 16 percent increase in missed work days for
adult family members. 9
Asthma among children has been shown to result in significant health resource utilization and
both direct and indirect economic costs. 10 Asthma is the third-leading cause of hospitalization
among children under the age of 15. 11 Overall, a recent analysis estimated the economic burden
of childhood asthma in the U.S. to be $5.92 billion in direct healthcare costs. 12 Approximately
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3,600 Americans die from asthma every year, and while asthma deaths among children are
relatively rare, they are largely preventable. 13

Food Allergy and Schools
Food allergies are an immune system response to food that can cause hives, asthma, difficulty
breathing, vomiting, diarrhea, anaphylactic shock, and, in rare cases, death. 14
Today, more than 5.6 million children in the U.S. are estimated to have a food allergy, and
approximately 40 percent of children with a food allergy are allergic to more than one food. 15
Roughly 90 percent of childhood food allergies in the US are caused by eight foods: eggs, milk,
peanuts, tree nuts, soy, fish, shellfish, and wheat; sesame allergy now ranks a close ninth. 16,17 The
CDC reports that since 1997, food allergy prevalence among children has increased by 50
percent, 18 with peanut allergies more than tripling in prevalence. 19 More recent data indicate that
prevalence has continued to rise over the past decade. 20
Childhood food allergies have serious impacts on health and wellbeing. A severe allergic
reaction, or anaphylaxis, can be fatal if epinephrine treatment is not administered within minutes.
Between 2005 and 2014, there was a nearly 200 percent increase in food allergy-related
emergency department visits among children 5-17 years old. 21
In addition to the health and economic costs, food allergies create social burdens on children and
families. Parents often report that food allergies limit their children’s participation in summer
camp or social gatherings and hinder their ability to eat out or travel. 22,23 Children with food
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allergies are more likely to experience bullying, including bullying involving food-related
threats. 24
Like asthma, food allergies pose a major economic burden on families, the healthcare system, and
society. The annual estimated cost of food allergies in the U.S. is $24.8 billion, including $4.3
billion in direct medical costs and $20.5 billion in costs experienced by the family, including out
of pocket costs, lost labor productivity, and opportunity costs related to leaving or changing
jobs. 25
Children with food allergies have two to four times the risk of asthma or other allergic conditions,
and children with both asthma and food allergies may be more likely to experience anaphylaxis
and death when exposed to an allergen. 26

What Schools Can Do
Schools can play an enormous role in supporting children's health. For children with asthma and
allergies, schools can help families manage the condition; prepare to address emergency
situations; promote awareness among teachers, parents, and children; and provide a safe and
healthy school environment that minimizes asthma and allergy triggers.
For many years now, AAFA has developed a “State Honor Roll,” which examines policies and
programs related to asthma and food allergies in schools. Our 2019 Honor Roll report is attached
for the record. To produce this analysis, we comb through changes in state law and regulations to
determine if states are meeting 23 key standards; states that meet at least 18 of the 23 join the
honor roll.
We have seen a great deal of progress over the years in many areas. Overall, there are now 15
states on our honor roll, compared to 8 in 2013.
However, there are still too many gaps. For example, only 27 states require schools to have
emergency protocols for asthma, and only 36 require emergency protocols for anaphylaxis. Only
24 states require schools to maintain allergy and asthma incidence reports, and only 12 require
schools to have indoor air quality management plans. And even though school nurses are often
the backbone of school efforts to help children with asthma and food allergies, only 8 states set a
minimum nurse-to-student ratio for schools.
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H.R. 2468, the School-Based Allergies and Asthma Management Program Act
H.R. 2468 would help address these gaps by creating a preference in CDC’s asthma grant
program for states that require all public elementary and secondary schools to have:
•
•

a nurse or other trained individual who can administer asthma or allergy
medication onsite during all operating hours; and
a comprehensive school-based allergies and asthma management program that
o identifies all students with asthma or allergies;
o establishes individual action plans;
o educates school staff;
o reduces environmental triggers of allergies and asthma; and
o coordinates management of allergies and asthma with families and primary
care providers.

The act has support from a number of major stakeholder organizations including AAFA, the
American Academy of Allergy, Asthma and Immunology; the American College of Allergy,
Asthma, and Immunology; the Allergy and Asthma Network; Food Allergy Research &
Education; and the National Association of School Nurses. 27
H.R. 2468 leverages CDC’s National Asthma Control Program (NACP), an existing initiative that
awards competitive grants to states for efforts aimed at reducing the number of asthma deaths,
hospitalizations, and visits to the emergency room; reducing the number of missed school and
workdays; and helping people with asthma be active without limitation.
While AAFA believes that CDC’s NACP grant program should be expanded to all fifty states,
H.R. 2468 would not directly increase spending for the program. Instead, it creates a preference
within the existing NACP program. The CDC would establish the specific standards that would
allow a state to qualify for the preference. As noted above, our own Honor Roll research has
identified some serious gaps that this legislation would help address. For example, given the low
number of states that set school nurse standards, it is important for states to require that someone
– whether a nurse or other trained individual – be available during all operating hours to
administer asthma or allergy medication. Similarly, the components of the school plan that H.R.
2468 establishes would help fill gaps in state requirements related to emergency protocols, indoor
air quality, and other preparedness factors. AAFA would be pleased to further discuss our Honor
Roll findings and methodology to help CDC develop their criteria. To strengthen their allergy
and asthma programs, schools can draw upon many resources developed by stakeholders,
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including the SAMPRO program developed by the American Academy of Allergy, Asthma &
Immunology (AAAAI) in collaboration with AAFA and other stakeholders. 28

Conclusion
All parents want to send their kids to school knowing that they will be safe, healthy, and ready to
learn. H.R. 2468 will help ensure this is a reality for more children and families managing
asthma and food allergies. AAFA is grateful for the subcommittee’s consideration of this bill, and
stands ready to help in any way.
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