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GUIDELINE DESCRIPTION: (actual guideline attached)

This guideline provides facts about Asthma and guidelines for physicians and other health care providers on the
screening and management of patients with asthma.

FACTS ABOUT ASTHMA:

Asthma is an airway disease characterized by airflow obstruction and inflammation. It is intermittent and variable
in nature with a number of contributing factors including genetic, environmental, and infectious. Control includes
aggressive attention not only to airway obstruction, but aggressive attention to airway inflammation.
In the United States, asthma affects more than 23 million people.
Asthma costs more than $30 billion every year in the United States.
Asthma is one of the most common long-term diseases of childhood, affecting 7 million children.
Every patient with asthma should have an Asthma Action Plan (AAP).
Key components for long term control of asthma:

o Assessment and monitoring

o Following a medical management plan

o Pharmacologic therapy

o Control of factors contributing to asthma severity (i.e. “triggers”)
Asthma requires education for a partnership between patient, parent/guardian, and healthcare provider.
Hospitalizations due to asthma are preventable or avoidable when patients receive appropriate primary care.

o Collectively, people with asthma account for more than 444,000 hospitalizations annually.
Each patient should have an asthma severity classification documented.
Patients with asthma should be seen every six months or more often depending on the severity of their condition.
Asthma changes over time, requiring active management:

o Even when patients have their asthma under control, monitoring and treatment are needed to maintain

control.

REFERENCES:

1. National Asthma Education and Prevention Program (NAEPP) — Practical Guide for the Diagnosis and
Management of Asthma 2007 with updates through Aug 2008, coordinated by National Heart, Lung and
Blood Institute (NHLBI). http://www.nhlbi.nih.gov/guidelines/asthma/asthgdin.htm or
http://www.nhlbi.nih.gov/quidelines/asthma/asthgdin.pdf

2. CDC — National Center for Environmental Health http://www.cdc.gov

3. Guide to Improving Asthma Care in Oregon —updated 2008.
http://www.oregon.gov/DHS/ph/asthma/guideor.shtml

"These recommendations are designed to be guidelines but do not guarantee coverage by
each plan. For coverage/benefit information please contact our customer care department.”
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ASTHMA GUIDELINES

ASSESS

Infants and Children under the age of 5:
= Airflow obstruction is at least partially reversible
= Actrial of asthma medications may aid in an eventual diagnosis
= Diagnosis is not needed to begin to treat wheezing associated with a URI (viral), which is the
most common precipitant of wheezing in this age group.
Adults and Children over the age of 5:
= History or presence of episodic symptoms of airflow obstruction
= Airflow obstruction is at least partially reversible via spirometry
= Alternative diagnoses are excluded
Assessment of Asthma Severity:
»  Classification of Asthma Severity before treatment (see attached NAEPP guidelines for
severity classification.)

EDUCATE

Goal: Help patients take the actions needed to control their asthma
= Asthma education topics:
1. Basic facts
o Asthma is an inflammatory disease
o The inflammation must be treated to achieve control
o Asthma can be managed enabling the patient to live a normal life
o Asthma can be controlled when the patient works with the medical staff
o Asthma is a chronic lung disease characterized by inflammation of the airways
o Asthma triggers should be recognized and avoided
o Asthma requires long-term care and monitoring
2. Roles of medications and instruction for proper use of metered-dose inhaler
O
O
O

Daily anti-inflammatory & long term bronchodilator vs. rescue medication
Using inhalers with spacer/holding chamber
Cleaning inhaler
o Replacing inhaler (based on total puffs in container and prescribed dose).
3. Environmental control measures
4. When and how to take rescue action

< Patient education should begin at the time of diagnosis and continue at every visit

TREAT

= Develop a written Asthma Action Plan
o Include recommended doses and frequencies of medications
o Discuss how to adjust medications at home in response to signs and symptoms
o List symptoms indicating the need for acute care
o Keep physician and hospital emergency contact information easily accessible
= Pharmacology per NAEPP Guidelines (see Stepwise Approach attached)
*  Flushot
o Recommended annually for all patients 6 months and older.

REFER

= All hospitalized patients or patients treated in the ED or UC with a diagnosis of asthma
o See PCP or asthma specialist within one month of DC/visit date
= Refer to asthma specialist IF patient has confirmed diagnosis of asthma, IS currently under
appropriate management, AND has experienced one or more of the following:
o Hospitalization with a diagnosis of asthma, plus evidence of ongoing asthma control
issues
o Two hospitalizations with a diagnosis of asthma within one year
o Emergency department visit with a diagnosis of asthma plus evidence of ongoing
asthma control concerns
o Two emergency department visits with a diagnosis of asthma within one year
o Three or more visits to a PCP for urgent or emergent asthma treatment requiring acute
office treatment with an inhaled short-acting beta,-agonist within one year
o Condition causes substantial interference with quality of life (school/work loss,
inability to participate in sports, nocturnal asthma, significant side effects from
medications, etc.) unresolved with current approach
Three or more asthma medications on a daily basis without control of symptoms
Chronic cough lasting more than two months that is refractory to standard therapy
Use of daily oral steroids for more than two weeks or frequent bursts of oral steroids
Excess labiality in pulmonary function with the use of anti-inflammatory medication

O O O O
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Referral to an Asthma Specialist for Consultation or Comanagement

The Expert Panel recommends referral for consultation or care to a specialist in asthma
care (usually, a fellowship-trained allergist or pulmonologist; occasionally, other
physicians who have expertise in asthma management, developed through additional
training and experience) when (Evidence D):

m Patient has had a life-threatening asthma exacerbation.

m Patient is not meeting the goals of asthma therapy after 3—6 months of treatment. An earlier
referral or consultation is appropriate if the physician concludes that the patient is
unresponsive to therapy.

m Signs and symptoms are atypical, or there are problems in differential diagnosis.

m Other conditions complicate asthma or its diagnosis (e.g., sinusitis, nasal polyps,
aspergillosis, severe rhinitis, VCD, GERD, COPD).

m Additional diagnostic testing is indicated (e.g., allergy skin testing, rhinoscopy, complete
pulmonary function studies, provocative challenge, bronchoscopy).

m Patient requires additional education and guidance on complications of therapy, problems
with adherence, or allergen avoidance.

m Patient is being considered for immunotherapy.

m Patient requires step 4 care or higher (step 3 for children 0—4 years of age). Consider
referral if patient requires step 3 care (step 2 for children 0—4 years of age).

m Patient has required more than two bursts of oral corticosteroids in 1 year or has an
exacerbation requiring hospitalization.

m Patient requires confirmation of a history that suggests that an occupational or
environmental inhalant or ingested substance is provoking or contributing to asthma.
Depending on the complexities of diagnosis, treatment, or the intervention required in the
work environment, it may be appropriate in some cases for the specialist to manage the
patient over a period of time or to comanage with the PCP.

In addition, patients who have significant psychiatric, psychosocial, or family problems that
interfere with their asthma therapy may need referral to an appropriate mental health
professional for counseling or treatment. These problems have been shown to interfere with a
patient’s ability to adhere to treatment (Strunk et al. 1985, 1987).
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FIGURE 4-2a. CLASSIFYING ASTHMA SEVERITY AND INITIATING
TREATMENT IN CHILDREN 0-4 YEARS OF AGE

Assessing severity and initiating therapy in children who are not currently taking long-term control
medication

Classification of Asthma Severity

Components of (0-4 years of age)
Severity Persistent
Intermittent Mild Moderate Severe
>2 days/week . Throughout
Symptoms <2 days/week but not daily Daily the day
N'gh“'me 0 1-2x/month 3-4x/month >1x/week
awakenings
1 mpairment Short-acting
beta,-agonist use .
for symptom <2 days/week >2 days/wgek Daily several times
but not daily per day
control (not
prevention of EIB)
TEETEETES Tl None Minor limitation Some limitation ~ Extremely limited

normal activity

>2 exacerbations in 6 months requiring oral systemic
0-1/year corticosteroids, or >4 wheezing episodes/1 year lasting

Exacerbations >1 day AND risk factors for persistent asthma

Risk requiring oral

systemic Consider severity and interval since last exacerbation.
corticosteroids -— Frequency and severity may fluctuate over time.

Exacerbations of any severity may occur in patients in any severity category.

Recommended Step for Step 1 Step 2 Step 3 and consider short course of
Initiating Therapy oral systemic corticosteroids
_ In 2-6 weeks, depending on severity, evaluate level of asthma control that is
(See figure 4-1a for achieved. If no clear benefit is observed in 4-6 weeks, consider adjusting
treatment steps.) therapy or alternative diagnoses.

Key: EIB, exercise-induced bronchospasm
Notes

m The stepwise approach is meant to assist, not replace, the clinical decisionmaking required to meet individual
patient needs.

m Level of severity is determined by both impairment and risk. Assess impairment domain by patient's/caregiver’s
recall of previous 2—4 weeks. Symptom assessment for longer periods should reflect a global assessment such as
inquiring whether the patient’'s asthma is better or worse since the last visit. Assign severity to the most severe
category in which any feature occurs.

m At present, there are inadequate data to correspond frequencies of exacerbations with different levels of asthma
severity. For treatment purposes, patients who had >2 exacerbations requiring oral systemic corticosteroids in the
past 6 months, or >4 wheezing episodes in the past year, and who have risk factors for persistent asthma may be
considered the same as patients who have persistent asthma, even in the absence of impairment levels consistent
with persistent asthma.
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FIGURE 4-3a. ASSESSING ASTHMA CONTROL AND ADJUSTING
THERAPY IN CHILDREN 0-4 YEARS OF AGE

Classification of Asthma Control (0-4 years of age)

Components of Control well Not Well Very Poorly C led
er oor ontrolle
Controlled Controlled y y
Symptoms <2 days/week >2 days/week Throughout the day
Nighttime awakenings <1x/month >1x/month >1x/week
Interference with L A
Impairment normal activity None Some limitation Extremely limited
Short-acting
D ERITE 5 <2 days/week >2 days/week Several times per day

for symptom control
(not prevention of EIB)

Exacerbations requiring

oral systemic 0-1/year 2-3/year >3/year
corticosteroids

Risk
Medication side effects can vary in intensity from none to very troublesome and
Treatment-related ) . ’ s
- worrisome. The level of intensity does not correlate to specific levels of control
but should be considered in the overall assessment of risk.
* Maintain current e Step up (1 step) and e« Consider short course of
treatment. - Reevaluate in oral systemic
« Regular followup 2-6 weeks. corticosteroids,
Recommended Action every 1-6 « If no clear benefitin ~ * Step up (1-2 steps), and
for Treatment months. 4-6 weeks, consider  « Reevaluate in 2 weeks.
= Consider step alternative diagnoses < |f no clear benefit in 4-6
. down if well or adjusting therapy. weeks. consider alternative
(iee ilguret 4;13' for controlled forat . For side effects, diagnoses or adjusting
reatment steps.) least 3 months. consider alternative therapy.
treatment options. « For side effects, consider
alternative treatment
options.

Key: EIB, exercise-induced bronchospasm
Notes:

m The stepwise approach is meant to assist, not replace, the clinical decisionmaking required to meet individual
patient needs.

m The level of control is based on the most severe impairment or risk category. Assess impairment domain by
caregiver’s recall of previous 2—4 weeks. Symptom assessment for longer periods should reflect a global
assessment such as inquiring whether the patient’'s asthma is better or worse since the last visit.

m At present, there are inadequate data to correspond frequencies of exacerbations with different levels of asthma
control. In general, more frequent and intense exacerbations (e.g., requiring urgent, unscheduled care,
hospitalization, or ICU admission) indicate poorer disease control. For treatment purposes, patients who had
>2 exacerbations requiring oral systemic corticosteroids in the past year may be considered the same as patients
who have not-well-controlled asthma, even in the absence of impairment levels consistent with not-well-controlled
asthma.

m Before step up in therapy:
— Review adherence to medications, inhaler technique, and environmental control.

— If alternative treatment option was used in a step, discontinue it and use preferred treatment for that step.
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FIGURE 4-1a.

CHILDREN 0-4 YEARS OF AGE

STEPWISE APPROACH FOR MANAGING ASTHMA IN

. Persistent Asthma: Daily Medication
Intermittent . L . . .
Consult with asthma specialist if step 3 care or higher is required.
Asthma b ;
Consider consultation at step 2.
Step 6
Step S Preferred:
Preferred:
Step 4 High-dose ICS +
. High-dose ICS + | | €ither
St ep 3 Preferred. either LABA or
) LABA or Montelukast
Preferred: Medlum-dose Montelukast
Step 2 ; ICS + either Oral systemic
] :\él:esdlum-dose LABA IOTk corticosteroids
rererrea: Montelukast
Step 1 Low-dose ICS
Preferred: Alternative:
SABA PRN Cromolyn or
Montelukast

Patient Education and Environmental Control at Each Step

Quick-Relief Medication for All Patients

+ SABA as needed for symptoms. Intensity of treatment depends on severity of symptoms.

« With viral respiratory infection: SABA q 4-6 hours up to 24 hours (longer with physician consult). Consider short course of oral
systemic corticosteroids if exacerbation is severe or patient has history of previous severe exacerbations.

« Caution: Frequent use of SABA may indicate the need to step up treatment. See text for recommendations on initiating daily
long-term-control therapy.

Step up if
needed

(first, check
adherence,
inhaler
technique, and
environmental
control)

Assess
contro/

Step down if
possible

(and asthma is
well controlled
at least
3 months)

Key: Alphabetical order is used when more than one treatment option is listed within either preferred or
alternative therapy. ICS, inhaled corticosteroid; LABA, inhaled long-acting betas-agonist; SABA, inhaled short-

acting betas-agonist

Notes:

m The stepwise approach is meant to assist, not replace, the clinical decisionmaking required to meet individual

patient needs.

m If alternative treatment is used and response is inadequate, discontinue it and use the preferred treatment before

stepping up.

m [f clear benefit is not observed within 4—6 weeks and patient/family medication technique and adherence are

satisfactory, consider adjusting therapy or alternative diagnosis.

m Studies on children 0—4 years of age are limited. Step 2 preferred therapy is based on Evidence A. All other

recommendations are based on expert opinion and extrapolation from studies in older children.
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FIGURE 4-2b. CLASSIFYING ASTHMA SEVERITY AND INITIATING
TREATMENT IN CHILDREN 5-11 YEARS OF AGE

Assessing severity and initiating therapy in children who are not currently taking long-term control
medication

Classification of Asthma Severity

Components of (5-11 years of age)
Severity Persistent
Intermittent Mild Moderate Severe
<2 days/week >2 days/week but Daily Throughout
Symptoms not daily the day
Nighttime >1x/week but

<2x/month 3-4x/month Often 7x/week

awakenings not nightly
Short-acting
beta,-agonist use for = >2 days/week - Several times
symptom control (not <2 days/week but not daily Ealy per day
prevention of EIB)
Impairment :
Interference. V\."th None Minor limitation Some limitation Extremely limited
normal activity
* Normal FEV,
between
exacerbations
Lung function - FEV, >80% - FEV, = >80% - FEV, = 60-80% - FEV, <60%
predicted predicted predicted predicted

* FEV,/FVC >85% » FEV,/FVC >80% = FEV,/FVC = 75-80% » FEV,/FVC <75%

0-1/year (see note) | >2/year (see NOte) m— -

G— CONsider severity and interval since last exacerbation.
systemic Frequency and severity may fluctuate over time for patients in any severity category.

corticosteroids Relative annual risk of exacerbations may be related to FEV,.

Step 3, medium- Step 3, medium-dose
dose ICS option ICS option, or step 4

Exacerbations
requiring oral

Risk

Recommended Step for

Initiating Thera Step 1 Step 2
9 Py P P and consider short course of

(See fi 4-1b f oral systemic corticosteroids
ee figure 4— or

treatment steps.) In 2-6 weeks, evaluate level of asthma control that is achieved, and adjust therapy

accordingly.

Key: EIB, exercise-induced bronchospasm; FEV;, forced expiratory volume in 1 second; FVC, forced vital capacity;
ICS, inhaled corticosteroids

Notes

m The stepwise approach is meant to assist, not replace, the clinical decisionmaking required to meet individual
patient needs.

m Level of severity is determined by both impairment and risk. Assess impairment domain by patient's/caregiver’s
recall of the previous 2—4 weeks and spirometry. Assign severity to the most severe category in which any feature
occurs.

m At present, there are inadequate data to correspond frequencies of exacerbations with different levels of asthma
severity. In general, more frequent and intense exacerbations (e.g., requiring urgent, unscheduled care,
hospitalization, or ICU admission) indicate greater underlying disease severity. For treatment purposes, patients
who had >2 exacerbations requiring oral systemic corticosteroids in the past year may be considered the same as
patients who have persistent asthma, even in the absence of impairment levels consistent with persistent asthma.
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FIGURE 4-3b.

THERAPY IN CHILDREN 5-11 YEARS OF AGE

ASSESSING ASTHMA CONTROL AND ADJUSTING

Components of Control

Symptoms

Nighttime
awakenings

Interference with normal
activity

Short-acting
beta,-agonist use
for symptom control
(not prevention of EIB)

Impairment

Lung function

* FEV, or peak flow

- FEV,/FVC

Exacerbations requiring

oral systemic
corticosteroids

Reduction in

Risk lung growth

Treatment-related
adverse effects

Recommended Action
for Treatment

(See figure 4-1b for
treatment steps.)

Classification of Asthma Control (5-11 years of age)

Well
Controlled

<2 days/week but not

more than once on each

day

<1x/month

None

<2 days/week

>80% predicted/
personal best

>80%

Not Well
Controlled

>2 days/week or
multiple times on
<2 days/week

>2x/month

Some limitation

>2 days/week

60-80% predicted/
personal best

75-80%

Very Poorly Controlled

Throughout the day
>2x/week

Extremely limited

Several times per day

<60% predicted/
personal best

<75%

0-1/year >2/year (see note)

Consider severity and interval since last exacerbation

Evaluation requires long-term followup.

Medication side effects can vary in intensity from none to very troublesome and worrisome.
The level of intensity does not correlate to specific levels of control but should be
considered in the overall assessment of risk.

* Maintain current step.

* Regular followup
every 1-6 months.

* Consider step down if

well controlled for at
least 3 months.

e Step up at least
1 step and

e Reevaluate in
2—6 weeks.

* For side effects:
consider alternative
treatment options.

* Consider short course of oral
systemic corticosteroids,

* Step up 1-2 steps, and

* Reevaluate in 2 weeks.

« For side effects, consider
alternative treatment options.

Key: EIB, exercise-induced bronchospasm; FEV4, forced expiratory volume in 1 second; FVC, forced vital capacity

Notes:

m The stepwise approach is meant to assist, not replace, the clinical decisionmaking required to meet individual

patient needs.

m The level of control is based on the most severe impairment or risk category. Assess impairment domain by
patient’s/caregiver’s recall of previous 2—4 weeks and by spirometry/or peak flow measures. Symptom
assessment for longer periods should reflect a global assessment such as inquiring whether the patient’s asthma

is better or worse since the last visit.

m At present, there are inadequate data to correspond frequencies of exacerbations with different levels of asthma
control. In general, more frequent and intense exacerbations (e.g., requiring urgent, unscheduled care,
hospitalization, or ICU admission) indicate poorer disease control. For treatment purposes, patients who had
>2 exacerbations requiring oral systemic corticosteroids in the past year may be considered the same as patients
who have persistent asthma, even in the absence of impairment levels consistent with persistent asthma.

m Before step up in therapy:

— Review adherence to medications, inhaler technique, environmental control, and comorbid conditions.

— If alternative treatment option was used in a step, discontinue it and use preferred treatment for that step.
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FIGURE 4-1b.

CHILDREN 5-11 YEARS OF AGE

STEPWISE APPROACH FOR MANAGING ASTHMA IN

Intermittent

Persistent Asthma: Daily Medication

Consult with asthma specialist if step 4 care or higher is required.

(see notes).

Each step: Patient education, environmental control, and management of comorbidities.

Steps 2—4: Consider subcutaneous allergen immunotherapy for patients who have allergic asthma

Quick-Relief Medication for All Patients

+ SABA as needed for symptoms. Intensity of treatment depends on severity of symptoms: up to 3 treatments at 20-minute
intervals as needed. Short course of oral systemic corticosteroids may be needed.

«+ Caution: Increasing use of SABA or use >2 days a week for symptom relief (not prevention of EIB) generally indicates
inadequate control and the need to step up treatment.

Asthma Consider consultation at step 3.
Step 6 Step up if
Step 5 needed
Preferred: .
High-dose ICs + | | High-dose ICS ad-herence'
Step 3 | | eerred: L +LABA +oral inhaler
P . systemic technique,
: Medium-dose Alternative: corticosteroid i
Step 2 Preferred. ICS + LABA b environmental
. EITHER: High-dose ICS + | | A/ternative: control, qnd
Preferred. Alternative: either LTRA or , comorbid
Low-dose ICS + Theophylline High-dose ICS + diti
Step 1 | |towdoselCs either LABA, Medium-dose y either LTRA or conditions)
Alternative: L;RA’r? r"_ ICS +either Theophylline + Assess
Preferred: Theophylline LTRA or oral systemic control
Cromolyn, LTRA, | |oRr Theophylline corticosteroid
SABA PRN Nedocromil, or , .
Theophylline :\éesdlum-dose Step down if
possible

(and asthma is
well controlled
at least
3 months)

Key: Alphabetical order is used when more than one treatment option is listed within either preferred or
alternative therapy. ICS, inhaled corticosteroid; LABA, inhaled long-acting betas-agonist, LTRA, leukotriene
receptor antagonist; SABA, inhaled short-acting betas-agonist

Notes:

m The stepwise approach is meant to assist, not replace, the clinical decisionmaking required to meet individual

patient needs.

m [f alternative treatment is used and response is inadequate, discontinue it and use the preferred treatment before
stepping up.
m Theophylline is a less desirable alternative due to the need to monitor serum concentration levels.

m Step 1 and step 2 medications are based on Evidence A. Step 3 ICS + adjunctive therapy and ICS are based on
Evidence B for efficacy of each treatment and extrapolation from comparator trials in older children and adults—
comparator trials are not available for this age group; steps 4-6 are based on expert opinion and extrapolation
from studies in older children and adults.

m Immunotherapy for steps 2—4 is based on Evidence B for house-dust mites, animal danders, and pollens; evidence
is weak or lacking for molds and cockroaches. Evidence is strongest for immunotherapy with single allergens.
The role of allergy in asthma is greater in children than in adults. Clinicians who administer immunotherapy should
be prepared and equipped to identify and treat anaphylaxis that may occur.
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FIGURE 4-6. CLASSIFYING ASTHMA SEVERITY AND INITIATING
TREATMENT IN YOUTHS >12 YEARS OF AGE AND ADULTS

Assessing severity and initiating treatment for patients who are not currently taking long-term control
medications
Classification of Asthma Severity

. >
Components of Severity =E2P/EAIoNads

Persistent
Intermittent Mild Moderate Severe
Symptoms <2 days/week >2 dazgiv(\gzﬁl; but Daily Throughout the day
Nighttime <2x/month 3-4x/month >1x/week but Often 7x/week
awakenings not nightly
Short-acting <2 days/week >2 days/week Daily Several times

Impairment

Normal FEV,/FVC:

beta,-agonist use for
symptom control (not
prevention of EIB)

Interference with

None

but not daily, and
not more than
1x on any day

Minor limitation

Some limitation

per day

Extremely limited

Zg_ég b gng normal activity
= yr (o]
40-59yr 75% * Normal FEV,
etween
60-80yr 70% exacerbations
Lung function * FEV, >80% * FEV, >80% » FEV, >60% but * FEV, <60%
predicted predicted <80% predicted predicted
* FEV,/FVC normal < FEV,/FVC normal . FEV /FVC reduced < FEV,/FVC
reduced >5%
U e e >2/year (see note)
. note)
Exacerbations
Bk requiring oral = Consider severity and interval since last exacerbation.

systemic Frequency and severity may fluctuate over time for patients in any severlty category.

corticosteroids

Relative annual risk of exacerbations may be related to FEV,.

Step 3 Step 4o0r5

and consider short course of
oral systemic corticosteroids

Recommended Step

for Initiating Treatment Step 1

Step 2

In 2-6 weeks, evaluate level of asthma control that is achieved and adjust therapy

(See figure 4-5 for treatment steps.) accordingly.

Key: FEVq, forced expiratory volume in 1 second; FVC, forced vital capacity; ICU, intensive care unit

Notes:

m The stepwise approach is meant to assist, not replace, the clinical decisionmaking required to meet individual patient
needs.

m Level of severity is determined by assessment of both impairment and risk. Assess impairment domain by
patient’'s/caregiver’s recall of previous 2—4 weeks and spirometry. Assign severity to the most severe category in
which any feature occurs.

m At present, there are inadequate data to correspond frequencies of exacerbations with different levels of asthma
severity. In general, more frequent and intense exacerbations (e.g., requiring urgent, unscheduled care,
hospitalization, or ICU admission) indicate greater underlying disease severity. For treatment purposes, patients
who had 22 exacerbations requiring oral systemic corticosteroids in the past year may be considered the same as
patients who have persistent asthma, even in the absence of impairment levels consistent with persistent asthma.
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FIGURE 4-7. ASSESSING ASTHMA CONTROL AND ADJUSTING
THERAPY IN YOUTHS >12 YEARS OF AGE AND ADULTS

Classification of Asthma Control

>12 years of age
Components of Control ( b4 ge)

Not Very Poorly

Well Controlled Well Controlled Controlled
Symptoms <2 days/week >2 days/week Throughout the day
Nighttime awakenings <2x/month 1-3x/week >4x/week
Interference with normal activity None Some limitation Extremely limited
Short-acting beta,-agonist use for <2 days/week >2 days/week Several times per day

) symptom control (not prevention of EIB)
Impairment

FEV, or peak flow >80% predicted/ 60-80% predicted/ <60% predicted/

personal best personal best personal best
Validated questionnaires

0 1-2 34

<0.75* >1.5 N/A

>20 16-19 <15

Exacerbations requiring oral systemic 0-1/year 22/year (see note)
corticosteroids Consider severity and interval since last exacerbation

Risk Progressive loss of lung function Evaluation requires long-term followup care

Treatment-related adverse effects Medication side effects can vary in intensity from none to very troublesome
and worrisome. The level of intensity does not correlate to specific levels of
control but should be considered in the overall assessment of risk.

= Maintain current step. e Step up 1 step and = Consider short course of
. » Regular followups * Reevaluate in oral systemic
Recommended Action evgry 1-6 montrr)m to 2—6 weeks. corticgsteroids,
for Treatment maintain control. « For side effects,  Step up 1-2 steps, and
= Consider step down if consider alternative  « Reevaluate in 2 weeks.
well controlled for at treatment options. » For side effects,
least 3 months. consider alternative
treatment options.

(see figure 4-5 for treatment steps)

*ACQ values of 0.76—1.4 are indeterminate regarding well-controlled asthma.
Key: EIB, exercise-induced bronchospasm; ICU, intensive care unit

Notes:

The stepwise approach is meant to assist, not replace, the clinical decisionmaking required to meet individual patient
needs.
The level of control is based on the most severe impairment or risk category. Assess impairment domain by patient’s recall
of previous 2—4 weeks and by spirometry/or peak flow measures. Symptom assessment for longer periods should reflect a
global assessment, such as inquiring whether the patient’s asthma is better or worse since the last visit.
At present, there are inadequate data to correspond frequencies of exacerbations with different levels of asthma control. In
general, more frequent and intense exacerbations (e.g., requiring urgent, unscheduled care, hospitalization, or ICU
admission) indicate poorer disease control. For treatment purposes, patients who had =2 exacerbations requiring oral
systemic corticosteroids in the past year may be considered the same as patients who have not-well-controlled asthma,
even in the absence of impairment levels consistent with not-well-controlled asthma.
Validated Questionnaires for the impairment domain (the questionnaires do not assess lung function or the risk domain)
ATAQ = Asthma Therapy Assessment Questionnaire©® (See sample in “Component 1: Measures of Asthma
Assessment and Monitoring.”)
ACQ = Asthma Control Questionnaire© (user package may be obtained at www.qgoltech.co.uk or
juniper@qoltech.co.uk)
ACT = Asthma Control Test™ (See sample in “Component 1: Measures of Asthma Assessment and Monitoring.”)
Minimal Important Difference: 1.0 for the ATAQ; 0.5 for the ACQ; not determined for the ACT.
Before step up in therapy:
— Review adherence to medication, inhaler technique, environmental control, and comorbid conditions.
— If an alternative treatment option was used in a step, discontinue and use the preferred treatment for that step.
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FIGURE 4-5.

STEPWISE APPROACH FOR MANAGING ASTHMA IN
YOUTHS >12 YEARS OF AGE AND ADULTS

Steps 2—4:

Each step: Patient education, environmental control, and management of comorbidities.

Consider subcutaneous allergen immunotherapy for patients who have allergic asthma (see notes).

up treatment.

Quick-Relief Medication for All Patients

+ SABA as needed for symptoms. Intensity of treatment depends on severity of symptoms: up to 3 treatments at 20-minute intervals
as needed. Short course of oral systemic corticosteroids may be needed.
+ Use of SABA >2 days a week for symptom relief (not prevention of EIB) generally indicates inadequate control and the need to step

Key: Alphabetical order is used when more than one treatment option is listed within either preferred or
alternative therapy. EIB, exercise-induced bronchospasm; ICS, inhaled corticosteroid; LABA, long-acting inhaled beta,-

agonist; LTRA, leukotriene receptor antagonist; SABA, inhaled short-acting betas-agonist

Notes:

The stepwise approach is meant to assist, not replace, the clinical decisionmaking required to meet individual patient

needs.

. Persistent Asthma: Daily Medication
Intermittent . . . . .
Asthma Consult with asthma specialist if step 4 care or higher is required.
Consider consultation at step 3.
Step 6 Step up if
Step S || rares needed
Step 4 Preferred: High-dose (first, check
P High-dose ICS +LABA + oral adherence,
Step 3 | |Areterred: ICS + LABA corticosteroid environmental
Preferred: Medium-dose ICS AND AND control, a.nd
Step 2 Low-dose . +LABA com-o-rbld
ICS + LABA Consider Consider conditions)
Step 1 Low-dose ICS Medium-dose ICS | | Medium-dose ICS | | Patients who have ZIIergies y
Alternative: Alternative: +either LTRA, L) SSEss
Preferred: Cromo|yn’ LTRA, Low-dose ICS + Theophylline, or co””v/
SABA PRN Nedocromil, or either LTRA, Zileuton
Theophylline Theophyliine, or .
Zileuton Step down if
possible

(and asthma s
well controlled
at least
3 months)

If alternative treatment is used and response is inadequate, discontinue it and use the preferred treatment before

stepping up.

Zileuton is a less desirable alternative due to limited studies as adjunctive therapy and the need to monitor liver
function. Theophylline requires monitoring of serum concentration levels.
In step 6, before oral systemic corticosteroids are introduced, a trial of high-dose ICS + LABA + either LTRA,
theophylline, or zileuton may be considered, although this approach has not been studied in clinical trials.

Step 1, 2, and 3 preferred therapies are based on Evidence A; step 3 alternative therapy is based on Evidence A for
LTRA, Evidence B for theophylline, and Evidence D for zileuton. Step 4 preferred therapy is based on Evidence B,
and alternative therapy is based on Evidence B for LTRA and theophylline and Evidence D for zileuton. Step 5
preferred therapy is based on Evidence B. Step 6 preferred therapy is based on (EPR—2 1997) and Evidence B for
omalizumab.

Immunotherapy for steps 2—4 is based on Evidence B for house-dust mites, animal danders, and pollens; evidence
is weak or lacking for molds and cockroaches. Evidence is strongest for immunotherapy with single allergens. The
role of allergy in asthma is greater in children than in adults.

Clinicians who administer immunotherapy or omalizumab should be prepared and equipped to identify and treat
anaphylaxis that may occur.






