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Asthma

Major Recommendations
® Goals of asthma:

1) reduction of impairment
= freedom from symptoms, such as cough, shortness of breath,
wheezing, and disturbed sleep
= minimal need (< 2 times per week) of short acting inhaled beta
agonists
= optimization of lung function, especially FEV1, FVC, or PFR
= maintenance of normal daily activities of life, including school and
work activities
2) reduction in risk
= prevention of recurrent exacerbations and the need for urgent care,
ED, and hospital visits
= prevention of reduced lung growth in children
= preservation of lung function in adults
= avoiding drug-related complications from treatment

e Asthmatics old enough to cooperate with spirometry (generally, age 5, or older),
should have baseline testing done.

Peak Expiratory Flow Rate, PEFR, is available in many physician offices
and can be available in the home setting when the patient is equipped with
an inexpensive peak flow meter. (Note: a reduction in PEFR is not
diagnostic of airway obstruction; spirometry must be used to exclude
restrictive lung disease)

Normal PEFR values depend on the gender, height, and age of the patient.
Practices that regularly see asthmatics should use spirometry, when
possible.

Measurement of exhaled nitric oxide (NO) is a promising but, as yet,
investigational (Hayes Class C, as of April 2010) means of measuring
airway inflammation that leads spasm.

e Patients must become an active partners in managing their asthma.

The patient’s baseline PEFR can be used to construct a Personal Action
Plan (PAP) for management of an emerging exacerbation. The PAP
should tell patients (a) how to recognize early flares in asthma, (b) what to
do to self-treat various levels of emerging symptoms and signs, and (c)
when and how to get urgent or emergent care, when required

They must know what triggers their disease.

They must understand how and when to use their inhaler(s)

They should know and understand the side effects of their medications and
comply with physician directions for taking them.

They should involve and educate family members about their condition
and medications

They should learn what triggers or exacerbates their asthma

¢ Common environment allergens and triggers include, but are not limited to, the
following

Pet and animal dander
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— Dust and mold
— Tobacco smoke
— Inhaled aerosolized chemicals, like cleaning agents, perfumes, efc.
—  Wood-burning stoves and fire places
— Pollens, trees, and grasses
— Emotional stress
— Some foods, such a peanuts, shell fish, foods containing dietary sulfites
(wine, beer, dried fruit) etc.
- Cold air
- Exercise
— Some medications, like aspirin, beta-blockers, efc.
— Esophageal reflux, or GERD
— Airway infection by virus, bacteria, efc.
— Untreated occult sinusitis
Pharmacological Treatment
e Uses step therapy to use different drugs, depending on the severity of the
condition and the age of the patient

e Asthma severity usually is determined by
— Symptoms experienced over the prior 4 weeks
— Current lung function levels (FEV1 and FEV1/FVC)
— Number of attacks needed glucocorticosteroids

® One common approach to step therapy for asthma is shown below.
— Intermittent

= Daytime asthma symptoms occurring two or fewer days per week

= Two or fewer nocturnal awakenings per month

= Use of short-acting beta agonists to relieve symptoms fewer than
two times a week

= No interference with normal activities between exacerbations

= FEVI measurements between exacerbations that are consistently
within the normal range (i.e, >80 percent of predicted normal)

= FEV1/FVC ratio between exacerbations that is normal (based on

age-adjusted values)

= One or no exacerbations requiring oral glucocorticosteroids per
year

Step One Treatment:

= Intermittent use of inhaled fast acting beta-2-selective adrenergic
agonists for acute attacks, prn.

= Inhaler can be used about 10 minutes before exposure to a known
trigger agent, if needed

- Mild Persistent
= Symptoms more than twice weekly (although less than daily)
= Three to four nocturnal awakenings per month due to asthma
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= Use of short-acting beta agonists to relieve symptoms more than
two times a week (but not daily)

= Minor interference with normal activities

= FEVI measurements within normal range (>80 percent of
predicted normal)

= FEVI1/FVC ratio is normal (based on age-adjusted values)

= Two or more exacerbations requiring oral glucocorticosteroids per
year

Step Two Treatment:

= Start long-term controller medications. Ordinarily, the controller
drug of choice is an inhaled glucocorticosteroid, and

= Intermittent use of inhaled fast acting beta-2-selective adrenergic
agonists for acute attacks, prn.

—  Moderate Persistent

= Daily symptoms of asthma

= Nocturnal awakenings more than once per week

= Daily need for short-acting beta agonists for symptom relief
= Some limitation in normal activity

= FEVI1 between 60 and 80 percent of predicted

= FEVI1/FVC reduced below normal (based on age-adjusted values)
= Two or more exacerbations requiring oral glucocorticosteroids per
year

Step Three Treatment:

= Low doses of inhaled glucocorticosteroids plus long acting inhaled
beta agonist (preferred), or

= Moderate does of inhaled glucocorticosteroids, or

= Low doses of inhaled glucocorticosteroids plus a leukotriene
modifier or

= Low doses of inhaled glucocorticosteroids plus theophylline, and
= Intermittent use of inhaled fast acting beta-2-selective adrenergic
agonists for acute attacks, prn.

— Severe Persistent
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=  Symptoms of asthma throughout the day

= Nocturnal awakenings nightly

= Need for short-acting beta agonists for symptom relief several
times per day

= Extreme limitation in normal activity

= FEVI < 60 percent of predicted

= FEVI1/FVC reduced below normal (based on age-adjusted values)

= Two or more exacerbations requiring oral glucocorticosteroids per
year
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Step Four Treatment:

= Medium to high doses of inhaled glucocorticosteroids, in
combination with long acting, inhaled beta agonist.

= Possible addition of other agents, such as leukotriene modifiers,
theophylline, oral glucocorticosteriods.

= Intermittent use of inhaled fast acting beta-2-selective adrenergic
agonists for acute attacks, prn

= Anti-allergen treatments in applicable patients.

Additional Management Issues

e Referral to pulmonologist should be considered when

— Life-threatening flare in asthma

— Hospitalization

— Requirement for more than 2 bursts of oral glucocorticosteroids treatment

— Patient over 5 years of age needs step four (4) level treatment

— Patient under 5 years of age need step two (2) level treatment

— Asthma not controlled after 3 months of effort

— The diagnosis of asthma is uncertain
e Refractory asthmatics with dyspepsia should be evaluated for gastroesophageal
reflux (GERD)
e Refractory asthmatics with allergic symptoms should be evaluated by an allergist
® Be alert for psychosocial and environmental triggers for asthma attacks
® An asthma diary kept by the member is helpful is management
e Peak flow meters are inexpensive (about $20 to $30) and may help control
difficult patients who are also compliant and cooperative
® Improper use of metered dose inhalers is common and may contribute to poor
asthma control
¢ Long acting beta agonists should not be used in most patients if they are not also
using inhaled glucocorticosteroids because of an increased risk of cardiac
arryrhythmias and sudden death
e Chronic asthma may contribute to various psychosocial issues, such as poor
school performance, sibling resentment, isolation from friends and peers, sleep
deprivation because of drug side-effects and asthma flares, and disruption of family
routines
e Children, when less than 5 years old, can have airway spasm with URI symptoms.
They may not go on to develop asthma. If the child has several such bouts, the risk
for asthma increases.

Patient Education
e  What is asthma?
Sign, symptoms, dangers of asthma.
Symptom diaries
Correct use of inhalers
Home peak flow monitoring
Trigger factors and environmental factors
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® Medications
e Fear and misconceptions
® Treatment plan and guidelines
[ ]

When to pre-medicate to prevent acute attacks

General principals for asthma management:
http://www.guideline.gov/summary/summary.aspx?doc_id=13014&nbr=006708&string=
asthma

Children, 0-4 years, guideline:
http://www.guideline.gov/summary/summary.aspx?doc_id=13015&nbr=006709&string=
asthma

Children, 4 to 11 years, guideline:
http://www.guideline.gov/summary/summary.aspx?doc_id=13016&nbr=006710&string=
asthma

Youths, 12 years or older, and adults, guideline:
http://www.guideline.gov/summary/summary.aspx?doc_id=13017&nbr=006711&string=
asthma
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