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Learning Objectives

At the end of the activity, the learners will be able

TO:

. Describe the different classifications of asthma.
. Explain how different classifications dictate treatment.

. Evaluate the importance of asthma action plans and

ensure they are part of the freatment and education
regimen.

. ldentify when to refer asthma patients to a specialist.



» A problem frequently managed by the primary care team

6% of all office-based physician visits

» A disease affecting over 20 million adults and six million
children in the US

Estimated cost from loss of productivity was $3.8 billion in 2007

» A serious medical condition that can be life threatening

= 1.7 million Emergency Department (ED) visits

» Deadly, nearly ten people die from it each day in the US

Anybody can develop asthma at any time

https://www.ncbi.nim.nih.gov/pmc/articles/PMC5219738/



Asthma Is defined os...

A chronic inflammatory disease of the lungs characterized
by episodic and reversible airway obstruction

Asthmatic airway during

Normal Airway an attack

Diagram from https://toolkit.severeasthma.org.au/management/asthma-pathophysiology/



https://toolkit.severeasthma.org.au/management/asthma-pathophysiology/
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Symptoms that suggest an asthmao

diagnosis

» Adult: More than six weeks of symptoms of recurrent
episodes of cough, wheeze, shortness of breath (SOB)

» Child: Cough or wheeze for more than two weeks or
recurrent episodes of wheeze/significant cough



Medical History

» Symptoms:

= shortness of breath, chest tightness,
coughing, wheezing, and sputum

» Precipitating Triggers:

dust mites, allergies, exercise, smoke,
weather changes, medications

production
» Pattern: » Aggravating factors/risk factors:
onset (exercise, nocturnal), duration, - Overweight/obesity*
frequency, seasonality = Atopy
Birth and/or family history - Secondhand smoke (children)
Co-morbidities » Lower respiratory infection
Review for conditions that can mimic = Depression (adult)
asthma:

= pulmonary embolus, heart failure, .
congenital heart disease, viral
syndromes, hypersensitivity pneumonitis

Current smokers

Combat deployment

* Conversely, diets high in fiber and antioxidants (fruits and vegetables) and low in processed foods improve respiratory function



Physical Exam

Vital Signs [tachypneaq, hypoxia, hypertension (HTN), Increase Body Mass Index
[BMI])

Upper respiratory tract:

= nasal secretions, mucosal swelling, nasal polyps, enlarged tonsils, cobblestoning of the
posterior pharynx

Chest:

=  wheezing, prolonged forced exhalation, hyperexpansion of the thorax, use of
accessory muscles, chest deformity, crackles, hyperresonance with percussion

Skin:

atopic dermatitis
Extremities:
=  Clubbing, edema, pulses

Consider cardiac evaluation of all murmurs or evidence of cardiovascular
disease
Physical exam may be normal!



Assess Airway Obstruction

Nelifelanl=11a%

» Asthma can be diagnosed based on History & Physical
but spirometry enhances confidence in the diagnosis

» Obtain on all patients >5 years of age (who can follow
directions)

» Classic finding:

=  Obstruction that partially or completely normalizes after
bronchodilator treatment

= May be normal

O Consider bronchoprovocation challenge testing (adults)

O Low threshold to treat symptoms/history (children)



Assessment
and
Classification
of Asthma
Severity

FIGURE 4-6. CLASSIFYING ASTHMA SEVERITY AND INITIATING

TREATMENT IN YOUTHS 212 YEARS OF AGE AND ADULTS

Assessing severity and initiating treatment for patients who are not currently taking long-term control

medications

Components of Severity

Classification of Asthma Severity
212 years of age

Persistent
Intermittent Mild Moderate Severe
=2 daysfweesk =2 daysfweek but Daily Throughowt the day
Symptoms oot daity
Nighttime =2x/month 3—dx/maonth = Infweaek but Often Txfwesk
awakenings not mighthy
Shaort-acting =2 days/week =2 daysfweek Daily Several times
Impairment beta,-agonist wse for but not daily, and per day
symptom contral (not mot more than
prevention of EIB) 1x on any day
MNormal FEV,/FVC: Interference with None Minor limitation Some limitation Extremaly limited

819 yr B85%

et
20-39yr BO% noemal cthity
40 -59 yr  75% * Normal FEV,
SR s ‘exacerbations
Lung function * FEV, =80% « FEV, =B0% = FEV, =60% but = FEV, <60%.
predicted predicted <B0% predicted predicted

Risk

Step 3

Step dor 5

and consider short course of
oral systemic corticosteroids

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

Recommended Step

for Initiating Treatment She

Step 2

{See figure 4-5 for treatment steps.)

Key: FEV., 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 =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.

(NHBLI, 2007)




Management Considerations

» Trial of therapy

» Referral to specialist
= Previous life-threatening asthma exacerbation
Not meeting the goals of asthma therapy after 3-6 months of freatment
= |f considering three-drug therapy or high dose of inhaled corticosteroid (ICS)

=  Requirement of > 2 bursts of oral corticosteroids in one year or had an exacerbation
requiring hospitalization

Other conditions that complicate asthma or its diagnosis (e.g., recurrent sinusitis, nasal
polyps, aspergillosis, severe rhinitis, vocal cord dysfunction, gastroesophageal reflux
disease [GERD], chronic obstructive pulmonary disease [COPD]) that do not respond to
appropriate management

= Additional diagnostic testing is indicated (e.g., allergy skin testing, Immunocap testing,
rhinoscopy, complete pulmonary function studies, bronchoscopy)

= Consideration forimmunotherapy or specialized medication such as omalizumab

Requirement for true asthma educator



Initiation of Therapy

» Establish the patient-provider partnership

» Set patient-centered goals of therapy (quality of life/activity
driven)

» EDUCATE at diagnosis and at every visit

Enlist Nurse Educator or Senior Clinical Registered Nurse (RN) for
education

Embedded pharmacists can be a resource also
» Stress patient self-management

» Consider asthma action plans jointly with the patient/family



FIGURE 4-5.
YOUTHS 212 YEARS OF AGE AND ADULTS

STEPWISE APPROACH FOR MANAGING ASTHMA IN

Intenmittent Persistent Asthma: Daily Medication
c ith if step 4 care or higher i uired.
Asthma " Consider consultation at 5;3. 2 SR
Step 6 Step up if
Step 5 Praferred: nesded
° ° °
Prafarned: (first, check
Step 4 1o tama + ort | [ ieieay
Step 3 Frafarred: ICS + LABA environmental
Madium-dase ICS AND AND controd, and
shp 2 + LABA, comaoarbid
1G5+ LABA PP Consider Consider for conditions)
OoR O Sor have
Step 1 B Medium-dose 105 | | Medium-dossiCS | | PStients who hewe | | PRderss who
of Thera p | [, || | T (S Y
Profarred: Cromolyn, LTRA, | | Low-dose ICS * Theophryiline, or controf
N Theophytiine. i, or
m-‘ Step down if
possible
{and asthma is
Each step: Patient education, envir tad trol, and t of rbidities. waell controlled
Steps 2—4:  Consider sub yus allergen i h for who have allergic asthma (see notas). at least
3 months)
Quick-Relief Madication for All Patients
- GABA s for of depands on of upto3 at 20-minuls
as neaded. Short course of oral may b
+ Use of SABA >2 days & week for relief (not of EIB) trol end thes need to sisp
up

— 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 corticaosteroid; LABA, long-acting inhaled betas-
agonist: LTRA, leukotriene receptor antagonist: SABA, inhaled short-acting betas-agonist

Motes:

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

- If alternative treatment is used and response is inadequate, discontinue it and use the preferred treatment before
stepping up.

- Zileuton is a less desirable altemnmative 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 corticostercids are introduced, a trial of high-dose 1CS + 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 altemative 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 altermative 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.

(NHBLI, 2007)




Medications

Drug Class§ Place in Therap Clinical Considerations:

Short-acting beta agonists (SABA) Short-acting agents are used for acute relief of u May cause palpitations, chest pain, rapid heart rate, increased blood pressure, fremor,
Albuterol (MDI/Neb SOLN) bronchospasm, intermittent asthma, and nervousness
prevention of exercise induced bronchospasm O . . .

Levalbuterol (MDI/Neb SOLN) Decreases in potassium levels or hyperglycemia have occurred

u Frequent use of SABA (>2 days/week) may indicate uncontrolled asthma and the need to

intensify drug therapy regimen

Inhaled corticosteroids Considered first line agents for maintenance L] Local adverse effects include oral candidiasis, dysphonia, and reflex cough/bronchospasm.
(Ics) freatment of asthma Advise patients fo rinse mouth and spit after use of ICS

0 . .
Beclomethasone (MDI) Prolonged use may slow growth rate in children and adolescents

u Higher doses have been associated with adrenal suppression, glaucoma, cataracts, skin

Budesonide (DPI/Neb SOLN)
thinning, bruising, osteoporosis
Ciclesonide (MDI)

Flunisolide (MDI)
Fluticasone (MDI/DPI)

Mometasone (MDI/DPI)
Long-acting beta agonists (LABA) Preferred add-on agents to inhaled L] See comments for SABA

Salmeterol (DPI) CeeeriERlE L] Because of the risk of asthma-related death and hospitalization, use of a LABA for the

treatment of asthma without concomitant use of a long-term asthma control medication, such
as an inhaled corticosteroid, is confraindicated

Olodaterol (SMI)*
Indacaterol (DPI)*
Formoterol (Neb SOLN)*

Arformoterol (Neb SOLN)*

*Approved for maintenance therapy for COPD; at

present, they are not approved for use in asthma.

Combination ICS/LABA Fixed-dose combination ICS/LABA is preferred See comments for ICS and beta agonists
over using both drugs as separate inhalers to

encourage adherence to therapy

Budesonide/formoterol (MDI)
Fluticasone/salmeterol (MDI/DPI)
Mometasone/formoterol (MDI) (NHBLI, 2007)

Fluticasone/vilanterol (DPI)



Medications

Drug Class§ Place in Therap Clinical Considerations:

Leukotriene Modifiers u Monotherapy may be considered = Neuropsychiatric events (e.g., suicidal ideation, depression, agitation,

Montelukast (tablets, chewable tablet, oral as an alternative (not preferred) to aggression, anxiousness, irritability, restlessness, dream abnormalities,
granules) ‘ ‘ ICS for mild persistent asthma hallucinations, and insomnia) have been reported.
Zafirlukast tablets u May be used as an alternative (not = Rare cases of systemic eosinophilia, eocsinophilic pneumonia, or clinical features
. . . preferred) to a LABA for add on of vasculitis consistent with eosinophilic granulomatosis with polyangiitis (formerly
Zileuton (immediate-release and extended- therapy to ICS known as Churg-Strauss) have occurred with montelukast and zafilukast and
release tablets ] . . .
) 0 Montelukast may be used for may be associated with the reduction of oral steroid therapy.
prevention of exercise-induced u Serious hepatic adverse events have been reported with zafirlukast. Use in
bronchospasm (zafirlukast and patients with hepatic impairment, including hepatic cirrhosis is contraindicated.

Zileuton are not FDA approved) u Zileuton may result in increased hepatic fransaminases and liver injury. Zileuton is

confraindicated in patients with active liver disease or persistent ALT elevations
of 3 or more times the upper limit of normal

u Zileuton is not indicated in children under the age of 12

u Montelukast chewable tablets contain phenylaniline

u Do not abruptly substitute leukotriene modifiers for inhaled or oral

corticosteroids; reduce steroids gradually
Long-acting anticholinergics (LAMA) u May be considered as an u Maximum benefits may take up to 4 to 8 weeks of dosing
Tiotropium (SMI/DPI) altemative for add-on fo ICS if u May cause dizziness and blurred vision
unable to use LABAs

u Caution patient to avoid getting product in eyes; temporary blurred vision may
Note: Tiofropium is the only LAMA approved | May be us‘ed s odd-on. for Tho.se result
e esifties Cley E Sl kel 2 e e s who.remom sympfgmohc CETS u Use with caution in patients with narrow angle glaucoma, prostatic hyperplasia
in asthma in patients 6 years of age and maximal therapy with ICS/LABA bladd K obstruct th e ' ’
older (recommend referral to specialist) or bladder neck obstruction as these conditions may worsen

u Use with caution in patients with moderate to severe renal impairment (CrCl <60

mL/minute); monitor patient for anticholinergic adverse events.
u Contraindicated in patients who have had hypersenisitivity to ipratropium
= (NHBLI, 2007)




Spacers

https://dpi.wi.gov/sites/defa
ult/files/imce/sspw/pdf/snab
csofasthma.pdf, n.d.

Attach the inhaler to spacer & shake
well

Deep breath in and out
Put the spacer in the mouth & spray

Take a slow, deep breath through the
mouth (3-5 seconds)

Hold the breath for up to ten seconds (if
possible)

Can take a second breath on the same
puff

Breathe out through pursed lips

Wait one minute and repeat (for
relievers)


https://dpi.wi.gov/sites/default/files/imce/sspw/pdf/snabcsofasthma.pdf

Asthma Education

» Nature of asthma
» Goals of treatment

» Medication use (what it does, how to use it, side
effects)

» How to identify loss of control and steps to regain
conftrol

» When and how to seek emergency care
» Asthma action plan (all patients should have one)
Post asthma action plan on refrigerator

» Care management feam approach



Manage Factors That Can

Influence Asthma Control

» Multidisciplinary Care
Management:

Cognitive Behavioral Therapy

Triggers identification and
conftrol/reduce exposure

Comorbidities (Identification
and management)

0 Obstructive Sleep Apnea (OSA)
GERD

0
a Allergic and non-allergic rhinitis
a Obesity

0

Cardiac disease

» Lifestyle Changes:

Smoking cessation
Regular exercise
Weight management

Avoidance (if sensitive)

QO Aspirin/Non-steroidal anti-inflammatory drugs
(NSAIDs)

O Non-selective beta blockers

a Sulfite containing foods/beverages

» Psychosocial considerations:

Financial burden of medication cost
Lost time from work
Impact on home life

Frequency of exacerbations



Assessment of Asthma Control

Table B-2: Asthma Control (All Ages)® [138,139]

Components of Control

Controlled Mot Controlled
Impairment Daytime Symptoms = 2 brief symptomatic episodes per »> 2 symptomatic episodes per week
Mormal FEV1/FVC: week
= 19 yr—85% Mighttime awakening = 2 nights/month = 2 nights/month
20-39 yr — 80% Interference with normal activities Mone Some Limitation
40-59yr—75% SABA use for symptom control [not for prevention | £ 2 treatments/week = 2 treatments/week
of EIB)
Spirometry (if obtained) *predicted/personal best | FEWV1 = 80% AND FEVL/FVC normal FEV1 = 80% OR abnormal FEV1/FVC
ACT score ages = 4 years =20 =19
Risk Exacerbation reguiring oral systemic steroids O-1x/year = 2/year

Progressive loss of lung function

Evaluation requires long-term follow-up and is best assessed by spirometry
conducted at regular intervals (at least every 1-2 years)

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 owverall assessment of risk

Action for Treatment

Maintain current therapy step
Fallow up every 1-6 manths
Consider step down

Step up therapy; Reevaluate in 2-6
weeks
= Consider a 5 to 10-day course of
oral steroids if acute exacerbation
and reevaluate in 1-2 weeks
= | persistently uncontrolled or
waorsening, consider referral to
specialist

Abbreviations: ACT: Asthma Control Test; EIB: exercise-induced bronchospasm; FEVL/FVC: forced expiratory volume,forced vitzl capacity; SABA: short-acting beta agonist

(NHBLI, 2007)




Asthma Control Tests: Objective

-
TRACK™ 3 Mt controt n kit

Whe should use TRACK
L i detes it

i tast wa

hoating, shirmess of braah, or cough astry)
OR fave been di

How to take TRACK
Step 1: Make a ch

Step 2
Stop &
Step 4 —
£
@ :

2 5 1

2 15 1

i i 1

bl 15 I

2 1 11 5 !

Total

PMease see reverse side for an explanation of what your child's total TRACK scare means.

(AstraZeneca, 2009)

Childhood Asthma Control Test for children 4 to 11 years old.
Know the score.

. v st may el i
How to toke the Childhood Asthma Conirol Test
1 15 the first Four questions (1 1 4]

As
vaining three question (S 1o 7} . .

B yout chids sooee is 19 0 less, it

Have your child complete these questions. e ta abeat yor

| W i pout asthma tnday e

¢ 9 9 ¢

Bag Gooe very good

s 2

blem bl s oy s wol 2 problem.

IR

The time. No, nane of

I whea you ful, eaercise of play Sg0ts”

es, seme of

4,00 you wae up during the might because of yosr asthma’

¢ e 9 9

Vs, o of Ebe e s, mast of e fime. fis, some of the e, No. nane of the trme

Please complete the following questions on your own,
5. Dwrng the |ast 4 wesks. on average, how many days per manth did yeur chitd have amy deytime asthma symptoms?

(] ] o L o

Not at all 13 daysfm 10 daysimo 11-18 daysimo 19:24 dayvimo Everpday

6. During the |ast 4 wesks, on average, how many days ger manth did yeur child wheeze during the day because of asthna?

Not at all 1-3 daysimo 4-10 daysmo 11-18 daysimo 19-24 daysime Everpday

7. During the |ast 4 wesks, en average, how many days Der manth dad yaur chibd wake up dusing the nigt decause of asthima?

Not at all 1-3days/ms 4-10 daysimo 11-18 daysimo 13-24 days/me Everplay

Please turn this page ever te see what your child’s 1etal score means.

FOR PATIENTS
Take the Asthma Control Test™ (ACT) for people 12 yrs and older.
Know your score. Share your results with your doctor.

S e thes number of each answer i the score box provided

Step 2 Add up eadh score bax for your fatal

Step 3 Take the teal 1o the doctor 1o talk abaul your scars,
1. I the past & weeks, how much of the fime did you- asthena ssep jou from getting as much dane at work, schoal ar at home? o
el T M S
RO Aol - 0 [l 0[N 0]

2.During the past 4 weeks, how often hawe you ad she Creath?
. z ImGme r axn ur ke
O - 0™ 0 v O]

3. During e past 4 eeks, fiow often 4 yoor asthaa symptoms (wheszirg. coughing, shortress of beesth, chest tightness
of pain wake you up af night o earlier
. Tord wights
.

More than
onee aday

Once @ day

Tar 7 e
po iy

5. How would you rate your asthma control during the pest 4 weehs?

e 0 [~ 0 - 0|
contailal earroled

esavsled

Wt controlied
at

If your score is 19 or less, your asthma may not be controlled as well as it could be.
Talk to your doctor.

FOR PHYSIC
The ACT is:

* Clinically validated by spirometry and specidlist assessment

an Lung Assacialion

* Supported by he

o A seladministonsd, baiel, Squestion osesanent that con help oo nssess your potients’ ashma duing the post

Rafarance: |. Misban B et ol | Allesgy O bprunal, 5004; |
~



Asthma Action Plans

MEDICAL RECORD - SUPPLEMENTAL MEDICAL DATA
For the use of this form, see AR 40-400: the proponent agency is The Office of the Surgeon General

FEPCRT TITLE [OTSE APPROVED (DATE) -
ASTHMA ACTION PLAN 15 Dec 99
Personal Best: - .
GREEN - "Good To Go™ Triggers:
Breathing Good, No Trigger
g‘:ﬂ" o “:';f Follow-Up Appt (Date/Time): Wi
Sleﬂalmuq:hthe night Controllers Dose
A0 Symptoms. Use EVERY day to prevent attacks
L{mﬂ Your quick reliever medicine de:
F’m’":"f“'m’““a' [ Toke reliever medicine 20 minutes before exercise.
More Than: Remember to use your SPACER with all of your Metered Dose Inhalers
YELLOW - CAUTION Continue GREEN ZONE medications
Signs/Symptoms: TAKE RELIEVER MEDICINE 26 PUFFS EVERY 20 MINUTES UP TO ONE HOUR
u;@ wheeze, chest OR nebulizer unit dose every 20 minutes x 3
, Soriness THEN, recheck symptomsipeak flow:
breath, Wake up at
night. If still YELLOW
Add1 Symptoms: [] increase Reliever 22 putts every 4howrsfor — days.
[ 2de.
OPTIONAL Provier Rscommendations:
S0-80% of
best
Peak Flow:

y [0 cal heaith care provider for an appointment. Phone 2
o
RED - STOP - DANGER

TAKE RELIEVER MEDICINE 4-8 PUFFS EVERY 20 MINUTES X 3

SIGNSISYMPTOMS:
Medicine not helping, OR NEBULIZER UNIT DOSE EVERY 20 MINUTES X 3
«can't talk or eatidrink 'WHILE CALLING 911 OR IN ROUTE TO THE EMERGENCY ROOM
well, Lips tum biue or Provider Re
oray
OPTIONAL
<50% of personal best X
Peak Flow Upen admission 1o EMERGENCY Department of Inpatient care, Asthma
Leas Than: Action plan is placed on hold.
PREPARED BY (Signaturs & 180 | DEPARTWENTISERVICEICLNG, ‘ DATE
PETIENTS IDENTIFICATION For 2 hped fre: Marme - ozt frsd
iddle grade date haspdal or Medial facity] O nsrorvmwrsicar [ FowcrsRt
O omerexamanon [ omER iSpecity)
OR EVALUATION Action Plan

O ouwanosnc stuoes

n TREATMENT
FORM
DA 4700
FEB 2003
¢ Awailable at: hitps./fwww.amo.smedd. army.mil/s doct [ActionPlan him]
March 2019 Page 86 of 145

ﬂ\ssttimunm A\mwml Plimm

an!ﬂ L

You have: ‘ )

-Hlsaas m-mmad 4

Chilel b s oy of thess: Medicine: How much to take: When to take it: 1

+ Breathing is good

s Mo cough or wheeze Albuterol 2 puffs every 4 hrs prn cough/scb

= Can work/play

« Sleeps all night Flovent 110 mcg/pf 1 puff two times a day

Qe g " : e
20 minutes before sports use this medicine if you have excercise miated asthma triggers ;
- AR — e

Atbuterol |2 Epuits |
o, o

YEwow

Child s tos —_—
2 cﬂughﬂi e ) r Medicine: How much io take: When to take it:
= Wheeze -
« Tight cheet | Albuterol 4 puffs 4 times a day for 4 days
= Wak  night
akes up af night Flovent 110 mecg/pf 2 puffs twice a day for 4 days ==

N rw DD NOT feel batter in 200 80 mins follow tha 11
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% Ao LET LIS MNOW I you ave in the mora than tWwice s week |
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= Breaihing hard & fast i N
= Moze opans wide | Albuterol 6 puffs every 20 minutes

= Gan't wallc ar ialk well /,f s
« Ribs show e En Route to ED
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Cantialk or cry bocause of hard breathing - H

Seasonal Allergles [ ¢
. Daie: Follow vp:
We recomwmend that you visit us ar feasc ye‘-MTy o update @
medications with propely figted spacer, and monitor Your
You are requiring more than 1 Albuterol refii] yearly, please

PATIEHT COPY

this asthima actlon plan even if you are well cor itro“ﬂ{!, ALWAYS take ink:
penk flows. KEEF Immunizdtions updated, especially yearly FLUvaccinatic
& call us for appt.

SCHOGUDAY CA st cop
Last Upclated Feb 2010 st

e Firer Lt

B AP Deveioned by B 64 od reren

Adapted from https://www.slideshare.net/ARC NE/ct-asthma-action-plan



https://www.slideshare.net/ARC_NE/ct-asthma-action-plan

Asthma Care in Pregnancy

» Asthma care should be integrated with obstetrics care
» Asthma may change!
= 1/3 get better
= 1/3 get worse
» Diagnose and treat asthma as if the patient is not pregnant
» Continue stable asthma medication (Categories A, B and C)

» Monitor lung function regularly (spirometry is preferred, but
peak flow is acceptable)



Key Takeaways

» All persistent asthmatics should have inhaled corticosteroids as
part of the freatment plan.

» Differentiating infermittent from persistent asthmatics dictates
treatment regimens and is directly linked to improved outcomes.

» Spirometry enhances confidence in an asthma diagnosis.

» Following asthma management guidelines, with careful follow-up
of patients and stepping-down therapy when able, improves
outcomes.

» Asthma education, and a take-home asthma action plan,
directly improves compliaonce and decreases emergency
department visits.
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