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Diagnosi di asma
nLa diagnosi di asma può essere basata su: 

§ Pattern di sintomi caratteristici
§ Limitazione al flusso aereo variabile evidenziata dal test di reversibilità con 

broncodilatatore o da altri tests

nDocumentare la diagnosi di asma nelle note del paziente, 
preferibilmente prima di iniziare il trattamento di controllo.
§ E’ spesso più difficile confermare la diagnosi di asma se il trattamento è già 

stato iniziato.

nL’asma è spesso caratterizzata da infiammazione delle vie aeree e 
iperesponsività delle vie aeree, ma queste non sono necessarie o 
sufficienti per fare diagnosi di asma.

GINA 2015



Controllo dell’asma 

• Assenza di sintomi nella vita quotidiana
• Assenza di risvegli notturni dovuti all’asma
• Non necessità di farmaci al bisogno
• Nessuna limitazione alla attività fisica
• Effetti collaterali minimi
• Normali PFR (PEF, FEV1)

www.sign.ac.uk/guidelines/published/numlist.html
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La percezione dell’asma è capricciosa



FEV1

I pazienti trattati con Salbutamolo
mostrano un netto miglioramento del 
FEV1 e del VAS. 
I pazienti non trattati o trattati con placebo 
nessuna variazione.

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

I pazienti trattati con Salbutamolo e con 
placebo mostrano un netto miglioramento 
del VAS.
I non trattati non mostrano variazioni del 
VAS
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Wechsler ME et al, 2011, New Engl J Med













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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Percent spirometry use within 
a year of asthma diagnosis by 
the type of provider seen.

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



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 of patients being managed by a PCP, specialist, or both within one year of
asthma diagnosis, by year of diagnosis.



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

Proportions of patients (N=70362) receiving any inhaler (red), short-acting beta-agonist
(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.



06.06
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 è 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 e fame d’aria. Sono 
sintomi che conosce bene e ha inalato due puff di Salbutamolo. Nella sua esperienza il 
Ventolin è risolutivo ma questa volta la tosse è peggiorata e l’asma è diventata 
preoccupante. 

Si è accorto che il Salbutamolo era scaduto ed è iniziata la paura.

Nell’arco di 30 minuti ha presentato dispnea intensa e obnubilamento. 

E’ stata chiamata l’ambulanza del 118 che l’ha trovato senza conoscenza.
Immediatamente praticato O2, liquidi, Idrocortisone e trasferito al PS del Cardarelli.
Qui entra in codice rosso.
Rianimazione, ossigeno, esami: acidosi respiratoria.
Lentamente si recupera.
E’ dimesso l’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 l’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 è stato il medico a fare questa prescrizione?»
«No no. Faccio io così» «da quanto tempo?» «da anni!»

Prick Test: 

Parietaria 10 mm
Graminacee 6 mm



Inizio una terapia standard
Associazione ICS LABA ad alto dosaggio

Controllo con spirometria la settimana 
prossima



Di asma si 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



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

Oggi in Italia ancora si muore per asma
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Fatal asthma; is it still an epidemic?
Vianello a et al, 2016, WAOJ

Ozono (O3)



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

Alternaria



Evita esposizione

• Difficile
• Costoso
• Impegnativo per 

la famiglia
• Spesso vano

• Federe
• HEPA
• acaricidi

Approccio 
“ecologico”

RINITE/ASMA

Approccio 
“farmacologico”

Approccio 
“immunologico”



House Dust Mite Sublingual Immunotherapy for Pediatric Patients With Allergic Asthma
Richards JR, 2018, Ann Pharmacoth

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

Correlation of house dust mites (mites/g 
dust) with concentrations of Der p 1 
allergen (µg/g) measured from 71 car 
seats .  p = 0.001

Square root of mites/g of dust for 
child car seat (age categories): 

<1 year (mean = 26.05)
1-<3 years (mean = 41.42)
≥3 years (mean = 67.28)



Association Between Allergen Exposure in Inner-City Schools and Asthma Morbidity Among Students
William J. Sheehan WJ et al, 2017, JAMA ped

Mouse allergen was the most commonly detected
allergen, with rates of detection of 99.5% in schools
and 96.0% in homes. 

Dust mites were detected in 
46.5% of school samples.



Association Between Allergen Exposure in Inner-City Schools and Asthma Morbidity Among Students
William J. Sheehan WJ et al, 2017, JAMA ped



Evita esposizione Farmacoterapia

• Difficile
• Costosa
• Impegnativa per 

la famiglia
• Spesso vana

• Eff. collaterali
• “tempo”
• Costi

• Federe
• HEPA
• acaricidi

• ICS
• Anti H1
• LTRA
• SABA/LABA

Approccio 
“ecologico”

Approccio 
“farmacologico”

RINITE/ASMA



Linee Guida e «Real life»



© Global Initiative for Asthma© Global Initiative for Asthma

Stepwise approach to control asthma symptoms 

and reduce risk

GINA 2017, Box 3-5 (1/8)

Symptoms

Exacerbations

Side-effects

Patient satisfaction

Lung function

Other 

controller 

options

RELIEVER

REMEMBER 
TO...

• Provide guided self-management education (self-monitoring + written action plan + regular review)

• 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.

STEP 1 STEP 2
STEP 3

STEP 4

STEP 5

Low dose ICS

Consider low 
dose ICS 

Leukotriene receptor antagonists (LTRA)
Low dose theophylline*

Med/high dose ICS
Low dose ICS+LTRA

(or + theoph*)

As-needed short-acting beta2-agonist (SABA)
As-needed SABA or 

low dose ICS/formoterol#

Low dose 

ICS/LABA**

Med/high 

ICS/LABA

Diagnosis

Symptom control & risk factors

(including lung function)

Inhaler technique & adherence

Patient preference

Asthma medications

Non-pharmacological strategies

Treat modifiable risk factors

PREFERRED 
CONTROLLER 

CHOICE

Add tiotropium*�

High dose ICS 
+ LTRA 
(or + theoph*)

Add low dose 
OCS

Refer for 
add-on 

treatment 
e.g. 

tiotropium,*�

anti-IgE, 
anti-IL5*

UPDATED 

2017







NEW ZEALAND 1989 

BTS 1990EPR 1991

GINA 1995

BTS-SIGN 2003

NICE 2013

ALCUNE LINEE GUIDA PER L’ASMA



Two pathways, one patient; UK asthma guidelines
Fowler SJ, O’Byrne PM, 2018, Thorax

“It is 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 is required is not varying and contradictory
guidance, but testing of both the evidence for and 
implementation of current guidelines
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ASMA

episodic Multiple trigger



“Perhaps guidelines were created without first 
establishing whether the entity whose management we 
are seeking to guide is useful and sufficiently 
welldefined” (Lancet commission)

“Treatment decisions at different steps are 
overgeneralised, resulting in illogical treatment in a 
considerable number of patients”
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overgeneralised, resulting in illogical treatment in a 
considerable number of patients”



After asthma: redefining airways diseases
Pavord ID and The Lancet Commission, 2017, Lancet

«Treatable traits»



After asthma: redefining airways diseases
Pavord ID and The Lancet Commission, 2017, Lancet







Nicole DG
6 anni e ½

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 ipertonica
•Vis ORL con rinofibroscopia
•Componente psicogena?
•Dosaggio IgE





40%

30 %

30 %

70 %



Slide di Roma Chest comorbidità e controllo

Repeated cross-sectional survey of patient reported asthma control in Europe in the past 5 years
Demoly P et al, 2012, Eur Resp Rev.



Repeated cross-sectional survey of patient reported asthma control in Europe in the past 5 years
Demoly P et al, 2012, Eur Resp Rev.



40%
60%

controllo
no controllo



Breekveldt-Postma et al. Pharmacoepidemiol Drug Saf 2008; 17: 411-422
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Fixed Single

Adults Children and adolescents

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

Treatment with inhaled corticosteroids in asthma is too often discontinued
Breekveldt-Postma NS et al, Pharmacoepidemiol Drud Saf, 2008



Patient Characteristics Associated with Medication Adherence
Rolnick SJ et al, 2013, Clin Med Res



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



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



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.



“forgets”

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”

“feel fine”

“no time”



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

What can we do?
TIME







© Global Initiative for Asthma

Stepwise approach to control asthma symptoms 
and reduce risk

GINA 2017, Box 3-5 (1/8)

Symptoms

Exacerbations

Side-effects

Patient satisfaction

Lung function

Other 
controller 

options

RELIEVER

REMEMBER 
TO...

• Provide guided self-management education (self-monitoring + written action plan + regular review)

• 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.

STEP 1 STEP 2
STEP 3

STEP 4

STEP 5

Low dose ICS

Consider low 
dose ICS 

Leukotriene receptor antagonists (LTRA)
Low dose theophylline*

Med/high dose ICS
Low dose ICS+LTRA

(or + theoph*)

As-needed short-acting beta2-agonist (SABA)
As-needed SABA or 

low dose ICS/formoterol#

Low dose 
ICS/LABA**

Med/high 
ICS/LABA

Diagnosis
Symptom control & risk factors
(including lung function)

Inhaler technique & adherence

Patient preference

Asthma medications
Non-pharmacological strategies

Treat modifiable risk factors

PREFERRED 
CONTROLLER 

CHOICE

Add tiotropium*�

High dose ICS 
+ LTRA 
(or + theoph*)

Add low dose 
OCS

Refer for 
add-on 

treatment 
e.g. 

tiotropium,*�
anti-IgE, 
anti-IL5*

UPDATED 
2017





Therapy «as needed»



Risk of asthma attack x3

Lemanske 2011, JAMA

Physicians do not prescribeAdherence in mild asthma
= 20%



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
Main Outcome: Time to the first wheezing episode

Uso di steroidi inalatori



Regular vs prn nebulized treatment in wheeze preschool children
Papi A et al, 2009, Allergy

276 children with frequent wheeze, aged 1–4 
years

(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 
(rescue beclomethasone group); 

• twice daily placebo with placebo plus albuterol as rescue 
(placebo group)
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Stepwise approach to control asthma symptoms 
and reduce risk
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Evita esposizione Farmacoterapia AIT

• Difficile
• Costosa
• Impegnativa per 

la famiglia
• Spesso vana

• Eff. collaterali
• “tempo”
• Costi

• Federe
• HEPA
• acaricidi

• ICS
• Anti H1
• LTRA
• SABA/LABA

Approccio 
“ecologico”

Approccio 
“farmacologico”

Approccio 
“immunologico”

RINITE/ASMA

• SCIT
• SLIT

• NNT
• Selezione
• Età / durata
• Biomarkers
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