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Diagnosi di asma

B[ a diagnosi di asma puo essere basata su:

= Pattern di sintomi caratteristici

= [imitazione al flusso aereo variabile evidenziata dal test di reversibilita con
broncodilatatore o da altri tests

BDocumentare la diagnosi di asma nelle note del paziente,
preferibilmente prima di miziare 1l trattamento di controllo.

= E’spesso piu difficile confermare la diagnosi di asma se 1l trattamento ¢ gia
stato iniziato.

B[ asma ¢ spesso caratterizzata da inflammazione delle vie aeree €
iperesponsivita delle vie aeree, ma queste non sono necessarie 0
sufficient1 per fare diagnosi di asma.
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Scottish Intercollegiate Guidelines Network

Controllo dell’'asma

* Assenza di sintomi nella vita quotidiana

* Assenza di risvegli notturni dovuti all'asma
* Non necessita di farmaci al bisogno

* Nessuna limitazione alla attivita fisica

e Effetti collaterali minimi

 Normali PFR (PEF, FEV1)

www.sign.ac.uk/quidelines/published/numlist.html
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La percezione dell’asma ¢ capricciosa

Asthma and lower airway disease

Randomized trial of the effect of dru

Robert A. Wise, MD,2® Su

Janet T. Holbrook, PhD,? C
Elizabeth A. Sugar, PhD,® f
Montreal, Quebec, Canada, St Lo




Active Albuterol or Placebo, Sham Acupuncture, or No Intervention in Asthma
Wechsler ME et al, 2011, New Engl J Med
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Active Albuterol or Placebo, Sham Acupuncture, or No Intervention in Asthma
Wechsler ME et al, 2011, New Engl J Med

FEV1

I pazienti trattati con Salbutamolo
mostrano un netto miglioramento del
FEVI e del VAS.

I pazienti non trattati o trattati con placebo
nessuna variazione.
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VAS
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placebo mostrano un netto miglioramento
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gagliardi rodolfo - Maschio - Anni 6 - 120 cm - 18 kg - Caucasico

Spirometria di Base

20003/2019 10:52:05
A

[

Tutte le Curve

Solo Best
3D

Walari Migliori
Parametri % Teorico
FVC 1.16 [ili]
FEW1 113 83
PEF 213 93
FEV1IFVC a7 4 106

~Elenco Sessioni FWVC PRE——
|20032019 (") ~| () POST

¥ Curve V-t Info Test

Interpretazione

Restrizione Lieve

Ripetibilita

M Controllo di Qualita

Espirare pil a lungo, Espirare Tutta laria

",
@Eun clusioni [ Diagnosi

Flusso (Lfs)

{

o

/' Teorici

T T
o 1 2
Volume (L)

A
’.‘:} Imposta come Best

@ Migliore {ATS)
E Elimina
r}’ Escludi

Parametri | |Teorici | PRE | %Teor|
FVC L 153 1,16 76
FEV1 L 136 1,13 83
FEVIFVC % 920 974 106
FEVINC % 92,0 0,0 0
PEF Lis 230 213 93
FEF2575  Lis 174 1,32 76
FEF25 Lis 255 1,95 76
FEF50 Lis 199 1,24 62
FEF75 Lis 104 0,81 78
FET s 600 1,03 17
FEV6 L 153 1,16 76
FEVIFEVE % 889 974 110
FEV3 L 110 1,06 105
FEV3FVC % 71,9 1000 139
ELA Anni 6 0 0
EVol mL 0

FIVC L 153 0,80 52
FIV1 L 136 0,80 59
FIVIFINC % 920 1000 109

P




gagliardi rodolfo - Maschio - Anni 6 - 120 cm - 18 kg - Caucasico

Test di Broncodilatazione Farmacologica (POST)

Step HN™ 1
Salbutamaolo 200 mcg

Variaz. FEV1 da PRE
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Restrizione Lieve

CONCLUSIONI (DOPO BRONCODILATAZIONE)

Ostruzione Lieve
Broncodil. Significativa (FEV1 == 80%Tear. )

Ripetibilita

W Controllo di Qualita

Ripetere con start pid veloce, Espirare pid a lungo, Espirare Tutta I

Parametri | |Teorici | IEEEIEACEA  |FOSTED)|semEeR|  oscHG
FVC L 152 116 76 151 99 30
FEV1 L 1,36 1,13 83 1,50 10 33
FEVAIFVC %o 82,0 a7.4 106 8993 108 2
FEVING %o 92,0 0.0 0 0.0 ]

FEF Lis 2,30 213 a3 3,16 133 43
FEF2575 Lis 1,74 1,32 P 2,08 120 58
FEF25 Lis 255 1,95 P 2,66 104 36
FEF50 Lis 1,99 1,24 62 2,02 101 63
FEF75 Lis 1,04 0,81 7B 1,29 124 59
FET 5 600 1,03 17 1,61 27 56
FEVE L 153 1,16 Fi 1,51 99 30
FEV1/FEVE % 88,9 a7.4 110 8993 M2 2
FEV3 L 1,10 1,16 105 1,51 137 30
FE."u"3.‘I'F"u"C %o 719 1000 139 100,0 1349 0




Data visita 07/10/2019

/ID WSP3003808856
Cognome - Eta' 13
Nome Sesso Femmina
Data di nascita 24/09/2006 Statura, cm 167
Gruppo etnico Caucasico Peso, kg 57
Fumo Non Fumatore Pack-Year
Gruppo pazienti

| Interpretazione

Ostruzione Lieve
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Volume (L)

Data prova PRE 07/10/2019 11:56:48

POST Broncodilatazione con Salbutamolo - 12:10:22

Parametri 22-55? ;11&6': Teor. PRE  %Teor. POST %Teor. %Chg PRE#1 PRE#2 PRE#3
Valori migliori da tutte le prove

FVC L 3,41 3,75 110 4,19 123 12 3,75

FEVA1 L 3,00 3,38 13 3,87 129 14 3,38

FEV1/FVC % 85,3 90,1 106 92,4 108 3 90,1

PEF L/s 6,31 6,62 105 7,19 114 9 6,62
Valori da prova migliore

FEF2575 L/s 3,52 3,69 105 4,74 135 28 3,69

FEF25 L/s 5,86 5,83 100 6,81 116 17 5,83

FEF50 L/s 3,95 3,64 92 4,91 124 35 3,64

FEF75 L/s 2,19 2,19 100 2,60 119 19 2,19

FEV3 L 3,21 3,75 117 4,19 130 12 3,75

FET S 6,00 2,45 41 3,39 57 38 2,45

FIVC L 3,41 3,74 110 3,05 89 -18 3,74

FIV1 L 3,00 3,68 123 2,97 99 -19 3,68

FIV1/FIVC % 85,3 98,4 115 97,4 114 -1 98,4

PIF L/s 6,31 419 66 4,02 64 -4 419

ELA Anni 13 0 0 0 0

VC L - —

e . [ Controllo di Qualita ||E|

FEV1/VC %

ERV L Espirare Tutta I'aria

IC L

EVol mL 100 90




Choosing Wisely: Adherence by Physicians to Recommended Use of Spirometry in the Diagnosis and Management of Adult Asthma
Kristin Sokol, 2014, Am J Med

Percent spirometry use within one year of asthma
diagnosis, by year of diagnosis.
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Choosing Wisely: Adherence by Physicians to Recommended Use of Spirometry in the Diagnosis and Management of Adult Asthma
Kristin Sokol, 2014, Am J Med
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Choosing Wisely: Adherence by Physicians to Recommended Use of Spirometry in the Diagnosis and Management of Adult Asthma
Kristin Sokol, 2014, Am J Med
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Choosing Wisely: Adherence by Physicians to Recommended Use of Spirometry in the Diagnosis and Management of Adult Asthma
Kristin Sokol, 2014, Am J Med
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(SABA) (blue), or long-acting beta agonist (LABA) (green, including combination inhaled
corticosteroid with LABA) in the year following the asthma diagnosis, by the year of
diagnosis.
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Arrivando al Loreto trovo ad attendermi il sig. Angelo.
Mi dice che mi sta aspettando per una consulenza, su
indicazione del PS del Cardarelli.

Angelo e un giovane uomo, di mestiere fa il barbiere
per uomo. E’ un po’ imbarazzato, ha una lieve cadenza
dialettale. Sorride, visibilmente preoccupato

Appena seduto mi dice di aver avuto uno shock anafilattico.

Mi racconta di aver sempre avuto allergie respiratorie, asma e rinite e di aver
addirittura completato un ciclo di immunoterapia specifica negli anni dell’adolescenza.
Non ricorda a cose fosse allergico ma era qualcosa nell’aria.

Allora, cos’era successo:

Alle ore 14 si era mangiato un panino col tonno, poi dopo mezz’ora circa una bustina di
mandorle e anacardi.

Alle 16 aveva fumato una sigarettina di canapa (senza THC).



Alle 17 ha presentato tosse con senso di restringimento al torace ¢ fame d’aria. Sono
sintomi che conosce bene e ha inalato due puff di Salbutamolo. Nella sua esperienza il
Ventolin ¢ risolutivo ma questa volta la tosse ¢ peggiorata € I’asma ¢ diventata
preoccupante.

Si ¢ accorto che il Salbutamolo era scaduto ed ¢ iniziata la paura.
Nell’arco di 30 minuti ha presentato dispnea intensa ¢ obnubilamento.

E’ stata chiamata ’ambulanza del 118 che 1’ha trovato senza conoscenza.
Immediatamente praticato O2, liquidi, Idrocortisone e trasferito al PS del Cardarell:.
Qui entra in codice rosso.

Rianimazione, ossigeno, esami: acidosi respiratoria.

Lentamente si recupera.

E’ dimesso I’indomani alle 18, in equilibrio e con terapia di Prednisone e Bilastina.
E inviato a consulenza da noi.



Alla visita sta bene. Chiacchieriamo. «come si cura I’asma?» gli chiedo.

«uso il Formoterolo spray tutti i giorni mattina e sera e Salbutamolo molte volte al
giorno. Appena lo prendo sto meglio.»

«Ma ¢ stato 1l medico a fare questa prescrizione?»
«No no. Faccio 10 cosi» «da quanto tempo?» «da anni!»

Prick Test:

=

\LBERTINA

Parietaria 10 mm
Graminacee 6 mm




Inizio una terapia standard
Associazione ICS LABA ad alto dosaggio

Controllo con spirometria la settimana
prossima



D1 asma s1 muore



Trends in international asthma mortality: analysis of data from the WHO Mortality Database from 46 countries (1993-2012)
Ebmeier S, et al 2017, Lancet

Asthma mortality rate per 100000 individuals
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Fatal asthma; is it still an epidemic?
Vianello A et al, 2016, WAOJ

Oggi in Italia ancora si muore per asma

1

W< 4OVEARS
m30- 5OVEARS
60- SOVEARS

GO YEARS

NUMBER OF DEATHS

YEAR

Fig. 1 Trend of asthma mortality according to the ltalian National
Institute of Statistics (ISTAT) from 2009 to 2012




Fatal asthma; is it still an epidemic?
Vianello A et al, 2016, WAOJ

Table 1 Demographic data of patients and place and time of fatal events

Patient’s initials Place (county) Age Gender Nationality Time of death Occupation Place of death Day of the week
GP Padua 18 M [taly 1AM student Outdoor FRI
N Padua 16 M [taly 8 FM student At home WED
LM Treviso 22 M [taly 3 AM mechanic Hospital THU
SM Venice 22 M [taly 10 PM chef Hospital FRI
RB Verona 10 M [taly 5PM student Hospital MON
ST Padua 15 M [taly 8 PM student At home FRI
AR Verona 34 M [taly 2 AM employee At home SAT
SH Padua 26 M Morocco 10 PM unemployeed At home SAT
MP Padua 33 F [taly 8.30 PM painter Outdoor MON
AV Vicenza 11 M [taly 11.30 PM student At home FRI
KS Treviso 27 M Romania 4 AM employee At home WED
EA Padua 42 F Philippines 7 AM unemployeed At home FRI
KK Venice 54 M Russia 7 M employee Train station SUN
RT Padua 18 M [taly 11 PM student At home SAT
MA Padua 30 M [taly 9 M student At home FRI
074 Padua 41 M Morocco 3 AM unemployeed Outdoor SAT
AB Padua 31 F [taly 3 AM journalist At home WED




Fatal asthma; is it still an epidemic?
Vianello a et al, 2016, WAOJ
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Fig. 2 Levels of pollutants (NO, PM,, and Os) registered at the place and at the time of the deaths. On x-axis patients' initials are reported.
In 3 days the concentration of ozone was above the accepted limits (120 ucg/m’), whereas only in 1 day the level of PM, was significantly




Fatal asthma; is it still an epidemic?
Vianello a et al, 2016, WAOJ
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Fig. 3 Aerobiological data at the time and places of the deaths are shown. On x-axis patients' initials are reported. The pollen count was low for
all pollens detected (grass, birch, parietaria and ragweed) whereas in 6 days a high concentration of alternaria was registered
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House Dust Mite Sublingual Immunotherapy for Pediatric Patients With Allergic Asthma

Richards JR, 2018, Ann Pharmacoth

52 % dei pazienti con RA e sensibilizzato agli acari
50 % dei pazienti con AA e sensibilizzato agli acari

Rolla G et al., Chest. 2007,;131:1345-1352.
Ulrik CS et al., Am J Respir Crit Care Med. 1999;160:40-44.



Child car seats — a habitat for house dust mites and reservoir for harmful allergens
Clarke D et al, 2015, Ann Agricult Env Med
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Association Between Allergen Exposure in Inner-City Schools and Asthma Morbidity Among Students
William J. Sheehan WJ et al, 2017, JAMA ped

Asthma Symptom Days

Mouse allergen was the most commonly detected Dust mites were detected in
allergen, with rates of detection of 99.5% in schools 46.5% of school samples.
and 96.0% in homes.

Asthma symptoms by sensitization B | Mouse allergen exposure and asthma symptoms
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Association Between Allergen Exposure in Inner-City Schools and Asthma Morbidity Among Students
William J. Sheehan WJ et al, 2017, JAMA ped
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Stepwise approach to control asthma symptoms
and reduce risk

UPDATED
2017

457}mﬁ~

Diagnosis

Symptom control & risk factors
(including lung function)

Inhaler technique & adherence

Patient preference

Symptoms

Exacerbations
Asthma medications

Non-pharmacological strategies

Side-effects

Patient satisfaction
Treat modifiable risk factors

Lung function
STEP 5
STEP 4
PREFERRED | STEP 1 STEP 2 STEP 3 Refer for
CONTROLLER add-on
CHOICE Med/high treaet?ent
9 o *t
L Glasa ICS/LABA ho;rn%ﬂ:rg
Low dose ICS ICS/LABA™ antHks"
Other i i i Med/high dose ICS ; Add tiotropium*" :Add low dos
controller Consider low Leukotriene receptor antagonists (LTRA) lea/high aose A h’ fDP;U ow aose
i dose ICS Low dose theophylline* LOV'?dOf?h’CS*"IL*}—RA +’l$_1TlgA?se CS :0CS
or + theo
options A (or + theoph*)
RELIEVER As-needed short-acting beta,-agonist (SABA AP BBl Bl
9 2789 ( ) low dose ICS/formoterol#
. Provide guided self-management education (self-monitoring + written action plan + regular review)
REMEMBER
TO . Treat modifiable risk factors and comorbidities, e.g. smoking, obesity, anxiety
. Advise about non-pharmacological therapies and strategies, e.g. physical activity, weight loss, avoidance of
sensitizers where appropriate
. Consider stepping up if ... uncontrolled symptoms, exacerbations or risks, but check diagnosis, inhaler
technique and adherence first
. Consider adding SLIT in adult HDM-sensitive patients with allergic rhinitis who have exacerbations despite
ICS treatment, provided FEV1 is >70% predicted
. Consider stepping down if ... symptoms controlled for 3 months + low risk for exacerbations.
Ceasing ICS is not advised.

GINA 2017, Box 3-5 (1 © Global Initiative for Asthma



British
Thoracic
Society

& SIGN

Scottish Intercollegiate Guidelines Network

Asthma - suspected

Asthma - diagnosed

Diagnosis and
assessment

Evaluation: eassess symptoms, measure lung function, check inhaler technique and adherence
eadjust dose «update self-management plan emove up and down as appropriate

Consider monitored
initiation of treatment
with very low- to
low-dose ICS

Regular preventer

Very low (paediatric)
dose ICS

(or LTRA <5 years)

Infrequent, short-lived
wheeze

Initial add-on preventer

Very low (paediatric)
dose ICS

Plus

Children =5 years
- add inhaled LABA

Children <5 years
- add LTRA

Additional add-on
therapies

No response to LABA -
stop LABA and increase
dose of ICSto low dose

If benefit from LABA but
control still inadequate
- continue LABA and
increase ICS to low dose

If benefit from LABA but
control still inadequate
- continue LABA and
ICS and consider trial of
other therapy - LTRA

High-dose therapies

Consider trials of:

Increasing ICS up to
medium dose

Addition of a fourth

drug - SR theophylline.

Refer patient for
specialist care

Continuous or frequent
use of oral steroids

Use daily steroid tablet
in the lowest dose
providing adequate
control

Maintain medium-dose
ICS

Consider other
treatments to minimize
use of steroid tablets

Refer patient for
specialist care

Short acting B, agonists as required - consider moving up if using three doses a week or more




BM.J 2018;360:k29 doi: 10.1136/bmj.k29 (Published 9 January 2018) Page 1 of 2

» EDITORIALS

Check for ‘
updates

Conflicting asthma guidelines cause confusion in
primary care

A way forward for clinicians while we streamline the guideline process

Duncan Keeley executive committee policy lead, Noel Baxter chair

Primary Care Respiratory Society UK, Solihull, UK
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Two pathways, one patient; UK asthma guidelines
Fowler SJ, O’Byrne PM, 2018, Thorax

“It 1s not known whether these guidelines
have improved the care of people with

asthma; asthma prevalence has continued
to rise”

The biggest controversy
surrounds initial add-on therapy.

What 1s required 1s not varying and contradictory
guidance, but testing of both the evidence for and
implementation of current guidelines
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Fowler SJ, O’Byrne PM, 2018, Thorax

“It 1s not known whether these guidelines

have improved the care of people with
asthma; asthma prevalence has continued

to rise”

The biggest controversy
surrounds initial add-on therapy.

What 1s required 1s not varying and contradictory

guidance, but testing of both the evidence for and
implementation of current guidelines




The Lancet Commissions

After asthma: redefining airways diseases

lan D Pavord, Richard Beasley, Alvar Aqusti, Gary P Anderson, Elisabeth Bel, Guy Brusselle, Paul Cullinan, Adnan Custovic, Francine M Ducharme,
JohnV Fahy, Urs Frey, Peter Gibson, Liam G Heaney, Patrick G Holt, Marc Humbert, Clare M Lloyd, Guy Marks, Fernando D Martinez, Peter D Sly,
Erika von Mutius, Sally Wenzel, Heather ] Zar, Andy Bush
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“Treatment decisions at different steps are
overgeneralised, resulting 1n illogical treatment 1n a
considerable number of patients”

“Perhaps guidelines were created without first
establishing whether the entity whose management we
are seeking to guide 1s useful and sufficiently
welldefined” (Lancet commission)
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After asthma: redefining airways diseases
Pavord ID and The Lancet Commission, 2017, Lancet

« Treatable traits»

Risk assessed using biomarkers of eosinophilic

airway inflammation

>

Inflammation predominant disease

« High-dose inhaled corticosteroids
(oral corticosteroids)

» Biological drugs

Benign disease
« Symptomatic treatment

Severe, concordant disease

» Long-acting B, agonists, long-acting
antimuscarinics, and high-dose inhaled
corticosteroids

» Biological drugs

Symptom predominant disease
» Long-acting B3, agonists and
long-acting antimuscarinics

Symptom due to airflow limitation




After asthma: redefining airways diseases
Pavord ID and The Lancet Commission, 2017, Lancet
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TREATMENT OF CHRONIC ASTHMA WITH
PREDNISOLONE
SIGNIFICANCE OF EOSINOPHILS IN THE SPUTUM

H. MoORROW BROWN
M.D. Edin., M.R.C.P.E.

CONSULTANT CHEST PHYSICIAN, DERBY CHEST CLINIC,
AND DERWENT HOSPITAL, DERBY

the sputum. What was even more intere;
results indicated that eosinophils in larg
sputum were associated with a good reg
solone, and few or no eosinophils with a

With experience, certain aspects of
tion became evident. Often broncho
demonstrated only by forced exhalation

90 CASES OF CHRONIC ASTHMA TREATED WITH PREDNISOLOME

Relief of Cases with Cases with a few

bronchospasm eosinophilic sputum or no eosinophils
Complete 56 1
Partial 7 3
Slight — 7
No relief — 16
Total 63 27




Beclomethasone Dipropionate: A New Steroid Aerosol for
the Treatment of Allergic Asthma

H. MORROW BROWN, G. STOREY, W.H. S. GEORGE

British M‘diwlym’ 1972, 1, 585-590 Ael’OSO' steroid Aerosol steroid
(Beclomethasone
dipropionate inhaler)

Summary 600ug
Beclomethasone dipropionate was ﬁg
aerosols for the treatment of 60 cas
asthma for up to 15 months. Twenty DSC3G3C3°§S;I§S4 4333333221
were transferred to this treatment g Betamethasone (mq)
on oral steroids for up to 16 year: o
other asthmatics not dependent o 560 - i
completely controlled. No bioch
adrenal suppression was found. 520 A 2
symptoms were often a problem, s 5
systemic absorption. The precise ’;4 80 1 5
metabolic fate of this corticosteroid 5440 -
E
E400 1
£360-
—3204
[ V]
5 280 J
5240 ] Daily maximum
=200+
o
a 160 4

120 1
80

Daily minimum

357 9 11 131517 19 21 23 25 27 29 31 33 35 37 39
Day

FIG. 4—Man aged 45. Late-onset asthma—allergens unknown. A good
example of the uselessness of aerosol therapy until airways cleared by high-
dosage steroids. Disodium cromoglycate (DSCG) had been used for a year
but was no longer effective. High level maintained to date on aerosol alone.
The aerosol actually caused bronchospasm when first introduced. This case
is not included in the present series as the patient was seen subsequently,
but it is shown on account of its outstanding interest.




Nicole DG
6 anni €

Genitori entrambi allergici asmatici

3 mesi: bronchiolite
2 anni Broncopolmonite con pleurite

SPT (I): negativi

ALIFLUS 25/501 puff x 2
DA ALLORA NON HA SMESSO MAI PIU’

4 anni:
SPT (II): negativi CONTINUA ALIFLUS (25/125)

18/03/2019:
tosse insistente (mai mentre dorme), reperto toracico OK.
Post nasal drip con adenoidismo



* Sospesa ogni terapia

* Lavaggi nasali con 1pertonica
* Vis ORL con rinofibroscopia
* Componente psicogena?

* Dosaggio IgE



ADHERENCE






Repeated cross-sectional survey of patient reported asthma control in Europe in the past 5 years
Demoly P et al, 2012, Eur Resp Rev.
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FIGURE 1. Proportion of treated patients with not well-controlled asthma (
and at least well-controlled asthma () in 2006, 2008 and 2010 in all countries. ns:
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Repeated cross-sectional survey of patient reported asthma control in Europe in the past 5 years
Demoly P et al, 2012, Eur Resp Rev.
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Treatment with inhaled corticosteroids in asthma is too often discontinued
Breekveldt-Postma NS et al, Pharmacoepidemiol Drud Saf, 2008

Overall persistence with single and fixed ICS treatment in new users with asthma

Proportion of persistent ICS users by

formulation in adults
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Proportion of persistent ICS users by
formulation in children and adolescents
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Patient Characteristics Associated with Medication Adherence
Rolnick SJ et al, 2013, Clin Med Res
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Adherence to Medication
Osterberg L, Blaschke T, N Engl J Med, 2005

The NEW ENGLAND
JOURNAL of MEDICINE

Drugs don’t work in patients who don’t take them.

— C. Everett Koop, M.D.



Adherence to Medication
Osterberg L, Blaschke T, N Engl J Med, 2005

Poor provider—patient communication
Patient has a poor understanding of the disease
Patient has a poor understanding of the benefits and
risks of treatment
Patient has a poor understanding of the proper use of
the medication
Physician prescribes overly complex regimen

- Provider

Health Care
System

Patient’s interaction with the Physician’s interaction with
health care system the health care system
Poor access or missed Poor knowledge of drug
clinic appointments costs
Poor treatment by clinic Poor knowledge of

staff insurance coverage of
Poor access to medications different formularies
Switching to a different Low level of job satisfaction
formulary
Inability of patient to access
pharmacy
High medication costs

Figure 2. Barriers to Adherence.

The interactions among the patient, health care provider, and health care sys-
tem depicted are those that can have a negative effect on the patient’s ability
to follow a medication regimen.




Health experiences of adolescents with uncontrolled severe asthma.
Edgecombe K et al, Arch Dis Child, 2010

Why do patients adhere/not adhere?
Initial qualitative study

Qualitative study of 11-18 years olds with uncontrolled
severe asthma (ICS: > 800 mcg/die)

* Almost all the teenagers were not taking their medication
as prescribed

* Previous negative experiences were the main reason for
better concordance with treatment.

« Majority of those prescribed spacer devices were not
using them — alternative methods of deliver preferred.



Health experiences of adolescents with uncontrolled severe asthma.
Edgecombe K et al, Arch Dis Child, 2010

Main reasons for poor concordance:

“can’t be
bothered”

“adverse
effects”



Adherence to Medication
Osterberg L, Blaschke T, N Engl J Med, 2005

Provide simple, cle

Obtain the help from family memb
Reinforce desirable behavior and results w

Consider more “forgiving” medications when adher-

le 3. Strategies for Improving Adherence
dication Regimen.*

imen as m

lends, and
community services when nee

priate

ence appears unlikelyy
Medications with long half-lives
Depot (extended-release) medications
Transdermal medications







Family Functioning and the Well-Being of
Children With Chronic Conditions: A
Meta-Analysis

Jennifer Leeman, Jamie L. Crandell, Anna Lee, Jinbing Bai, Margarete Sandelowski,
Kathleen Knafl

RESEARCH ARTICLE

Health-Related Factors Associated with
Discrepancies between Children’s Potential
and Attained Secondary School Level: A
Longitudinal Study

Iris van der Heide' *, Ulrike Gehring?, Gerard H. Koppelman®, Alet H. Wijga'




Stepwise approach to control asthma symptoms 5
and reduce risk

UPDATED s

2017

Diagnosis
Symptom control & risk factors
(including lung function)

Inhaler technique & adherence

Patient preference

Symptoms

Exacerbations
Asthma medications
Side-effects . .
. . . Non-pharmacological strategies
Patient satisfaction
. Treat modifiable risk factors
Lung function

STEP 5
STEP 4
PREFERRED | sTgp1 STEP 2 EREEE Refer for
CONTROLLER add-on
CHOICE Med/high treaetgwent
iotropium.*t
Ly ez ICS/LABA tlo;rn:iﬂ;rg:
Low dose ICS ICS/ILABA™ anti-ILS*
Othey Consider low Leukotriene receptor antagonists (LTRA) Med/high dose ICS '} Add tiotropium**: Add low dose
contrallg dose ICS Low dose theophylline* Low dose ICS+LTRA :"LQ:RZOSE S ocs
optiol (or + theoph*) {or + theoph*)
RELIEVER -needed short-acting beta,-agonist (SABA As-needed SABA or
- 2-agonist ( ) low dose ICS/formoterol#
. Provide guided self-management education (self-monitoring + written action plan + regular review)
REMEMBER
TO... . Treat modifiable risk factors and comorbidities, e.g. smoking, obesity, anxiety

. Advise about non-pharmacological therapies and strategies, e.g. physical activity, weight loss, avoidance of sensitizers
where appropriate

. Consider stepping up if ... uncontrolled symptoms, exacerbations or risks, but check diagnosis, inhaler
technique and adherence first

. Consider adding SLIT in adult HDM-sensitive patients with allergic rhinitis who have exacerbations despite ICS
treatment, provided FEV1 is >70% predicted

. Consider stepping down if ... symptoms controlled for 3 months + low risk for exacerbations.
Ceasing ICS is not advised.

GINA 2017, Box 3-5 (1



Presidio Sanitario Intermedio — S.M. LORETO CRISPI
U.O.S.D. Allergologia e Inmunologia Clinica

Responsabile: dott. Guglielmo Scala
Tel/fax: 7204
guglielmo.scala@aslnal.napoli.it

IANO TERAPEUTICO

Sintomi: 1. sse notturna e/o risvegli per tosse
sibili o fischi respiratori
tosse forte o affanno dopo sforzo
difficolta a svolgere alcune attivita per 1’affanno

Terapia: Ventolin Spray (con distanziatore adeguato!)

spruzzi ripetibili anche ogni 10-15 minuti fino a regressione dei sintomi, poi via
via distanziati fino a intervalli di 4 — 8 ore.

1l bambino non migliora Il bambino migliora:

(i sintomi addirittura peggiorano):
continuare Ventolin ogni 6 — 8 ore per 3 — 4 giorni
Prendere contatto col Pediatra!
Respiro affannoso
Tosse insistente
Stato di agitazione
Rientramenti intercostali e/o al giugulo

Terapia:

Continuare con il Ventolin (come sopra)
aggiungere cortisone (per via sistemica):

Dose: ....ooooeeiiiiint. ogni Per ..o giorni

Prendere contatto col Pediatra

EMERGENZA.

. DIFFICOLTA” A CAMMINARE O A PARLARE RECARSI AL PRONTO SOCCORSO O
. AGITAZIONE MOLTO INTENSA > CHIAMARE IL 118

. DITA E UNGHIE O LABBRA BLUASTRE CONTINUARE VENTOLIN E CORTISONE

Il medico
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Adherence in mild asthma
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Time to Treatment Failure, wk
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Budesonide/Formoterol Combination Therapy as Both Maintenance and Reliever Medication in Asthma
O’Byrne P, Bisgaard H et al, 2005, Am J Resp Crit Care Med

342 children, 4 — 11 y, mild to moderate asthma

-
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Patients with severe exacerbations (%)

Main Outcome: Time to the first wheezing episode

----- Bud + SABA
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—— Bud/form maintenance + relief
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Regular vs prn nebulized treatment in wheeze preschool children
Papi A et al, 2009, Allergy

276 children with frequent wheeze, aged 1-4

years

80 4
—~ 70 -
I
€. 60 -
©
g 50 - Run-in
ua’:J B weeks 1-2
g 40 - B weeks 3-4
%_ B weeks 5-6
; 30 - B weeks 7-8
2 20 - [ weeks 9-10

B weeks 11-12
10 -
0+ = | | . 1 ) .
Regular beclomethasone prn combination prn salbutamol

(1) 400 mcg beclomethasone bid plus 2500 mcg salbutamol prn;
(2) placebo bid plus 800 mcg beclomethasone/1600 mcg salbutamol combination prn;
(3) placebo bid plus 2500 mcg salbutamol prn.



Use of beclomethasone dipropionate as rescue treatment for children with mild persistent asthma (TREXA): a randomised, double-blind,
placebo-controlled trial.
Martinez FD et al, 2011, Lancet

* Twice daily beclomethasone with beclomethasone plus albuterol as rescue
(combined group)

* twice daily beclomethasone with placebo plus albuterol as rescue

(daily beclomethasone group)

* twice daily placebo with beclomethasone plus albuterol as rescue

* twice daily placebo with placebo plus albuterol as rescue

(rescue beclomethasone group);

(placebo group)

0-4-

0-2 4

Number at risk
Combined 71
Daily 72
Rescue 71
Placebo 74
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Stepwise approach to control asthma symptoms 5
and reduce risk
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Diagnosis
Symptom control & risk factors
(including lung function)

Inhaler technique & adherence

Patient preference

Symptoms

Exacerbations
Asthma medications
Side-effects teatt . .
. . . Non-pharmacological strategies
Patient satisfaction
Treat modifiable risk factors

Lung function 7
|
STEP 5
STEP 4
TEP
PREFERRED | sTEP1 STEP 2 STEP3 Refer for
dd
CONTROLLER aaa-on
CHOICE Med/high treatment
eg.
ICS/LABA : tiotropium,**
Low dose Cs/ artLIgE.
i L5+
Low dose ICS ICS/LABA™ anteits
Other Consider low: Leukotriene receptor antagonists (LTRA) Med/high dose ICS  Add tiotropium** : Add low dose
controller dose ICS Low dose theophylline* Low dose ICS+LTRA TLQ:RZOSE e ocs
options (or + theoph?) (or + theoph*)
RELIEVER As-needed short-acting beta,-agonist (SABA) As-needed SABA or
low dose ICS/formoterol#
. Provide guided self-management education (self-monitoring + written action plan + regular review)
REMEMBER " ) " _ ) )
TO . Treat modifiable risk factors and comorbidities, e.g. smoking, obesity, anxiety
. Advise about non-pharmacological therapies and strategies, e.g. physical activity, weight loss, avoidance of sensitizers
where appropriate
. Consider stepping up if ... uncontrolled symptoms, exacerbations or risks, but check diagnosis, inhaler
technique and adherence first
. Consider adding SLIT in adult HDM-sensitive patients with allergic rhinitis who have exacerbations despite ICS
treatment, provided FEV1 is >70% predicted
. Consider stepping down if ... symptoms controlled for 3 months + low risk for exacerbations.
Ceasing ICS is not advised.

GINA 2017, Box 3-5 (1
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