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Questions for discussion:


1. How can we improve community and institutional surveillance of asthma to measure the impact of the disease on our patient population?  

2. How hard or easy is it for you to get spirometry on a patient for diagnosis and follow-up of a patient with asthma?  Are providers in your clinic and hospital checking spirometry in patients with asthma?

3. How difficult is it for you to get a pulmonary and/or allergy consultation when needed?

4. Do you use the Asthma Register System at your facility and have you used the asthma action plans that are available through this program?  If not, do you have a method of providing written action plans for your patients that is usable?  

5. Is there any role for remote/telemetric monitoring of peak flows, home spirometry, and use of MDI’s where providers can keep tabs on a patient’s status? 

Introduction:

Asthma is chronic inflammatory lung disease characterized by obstruction of airflow and at least partial reversibility of this obstruction.  Although asthma can begin at any age, a previous discussion explored childhood asthma.  
As such I will focus mainly on asthma in adults here.   On the other hand, for a summary of a discussion of asthma in American Indians/Alaska Natives (AI/AN) children completed by the Indian Health Special Interest Group, American Academy of Pediatrics, go here:   http://www.ihs.gov/MedicalPrograms/MCH/M/MCHdiscuss.asp#discsum
Unfortunately, the burden of asthma on American Indians/Alaska Natives (AI/AN) is largely unknown except to the providers in clinics and emergency departments, and to the patients and families who suffer with the disease on a daily basis.  In 1964, Herxheimer concluded that there were strikingly few cases among Indians of the Southwest and Northern Plains
.  In 1975, a review of 9,000 consecutive visits to the IHS clinic at Lame Deer, MA found only 1 patient with asthma
.  Attempts to look for asthma were made by mortality reviews from 1969-1977 in New Mexico where only one fatal case was found
.  Another review of mortality from asthma, this time national, found no fatal cases from 1980 to 1986.  

More recently, the prevalence of asthma in AI/AN people has become clearer.  In 1995, Clark found 12.3% prevalence of asthma or reactive airway disease in children 3 to 13 years old in a Pueblo in New Mexico
.  In 1999, Stout identified a 7.06% incidence of parent reported asthma in 2288 children aged 1-17 years old
, and this year a report from the Yukon-Kuskokwim delta region of western Alaska identified 7.4% of students self-reporting that they had received a diagnosis of asthma from a physician
.  Even though all of the recent data is performed in children, it does give us an idea that asthma is at least as significant a problem as the general U.S. population and possibly an emerging illness for AI/AN people.

There are difficulties inherent in general asthma surveillance that underscore the vague picture of asthma in the U.S. and in AI/AN people.  First, it may be difficult to accurately identify cases of asthma since there is no definitive clinical test for asthma.  Because of this, some health care providers tend to accept diagnoses of asthma by history, physical exam, and subjective response to bronchodilators.  Although there is no data in the literature to support this assertion, I see this first hand on a daily basis.  Of the patients in our clinic in 2001 who carried a diagnosis of “asthma,” roughly half of the patients had never had a spirometry performed.  Second, asthma is episodic by definition and the objective measurements that might aid in diagnosis are not always helpful.  Once again in our clinic, only a quarter of patients carrying a diagnosis of asthma had their diagnosis confirmed by spirometry, while the other quarter had spirometry that was not consistent with asthma.  This highlights the importance of performing spirometry when the patient is symptomatic so that the episodic obstruction can be confirmed.

Even though surveillance of asthma can be difficult and time consuming, there are important reasons to take a closer look at asthma.  This monitoring would allow us to follow trends in asthma prevalence, asthma severity, our success in managing this chronic disease, as well as its overall costs
.  One push to improve surveillance of asthma comes from the goals established by “The Healthy People 2010” initiatives.  As can be seen in table 1 below, some of the general U.S. Data for asthma goals is known, but there is essentially no baseline data for AI/AN people in regards to the different targets.  Surveillance for some of these asthma related targets kick-off as part of one upcoming GPRA indicator; “baseline rates for asthma visits broken out by age groups.”  While GPRA indicators will push us to follow asthma outcomes, a public health approach to improvement in asthma treatment is the more important reason.

The National Asthma Education and Prevention Program (NAEPP) developed an Expert Panel Report: Guidelines for the Diagnosis and Management of Asthma (EPR-1) in 1991 and then revised/updated this report in 2002 (EPR-2)
.  Under these guidelines, the treatment of asthma was organized around the following key components of effective asthma management:

· “Use of objective measures of lung function to assess the severity of asthma and to monitor the course of therapy

· Environmental control measures to avoid or eliminate factors that precipitate asthma symptoms or exacerbations.

· Comprehensive pharmacologic therapy for long-term management designed to reverse and prevent the airway inflammation characteristic of asthma as well as pharmacologic therapy to manage asthma exacerbations.

· Patient education that fosters a partnership among the patient, his or her family, and clinicians.”

The guidelines can be found @ http://www.nhlbi.nih.gov/guidelines/asthma/asthgdln.pdf.  Not only do these guidelines provide expert opinions regarding appropriate diagnosis and management of asthma, but they also provide a framework for classifying asthma severity and planning treatment.

Highlights of the guidelines are as follows:

It is essential that every effort be made to make the correct diagnosis when evaluating a patient with dyspnea.  The EPR-2 reiterates “to establish the diagnosis of asthma, the clinician must determine that:

· Episodic symptoms of airflow obstruction are present.

· Airflow obstruction is at least partially reversible.

· Alternative diagnoses are excluded.”8
Because of this definition, spirometry is required (if the patient can coordinate it) to prove airflow obstruction before making the diagnosis of asthma.  Reversibility can be proven by spirometry or by peak flow monitoring.  The last bullet above is one point that should not be ignored so that contributing/exacerbating diagnoses can be ruled-out.  

Once the diagnosis of asthma is firm, the severity should be classified on the basis of the patient’s daytime and nighttime symptoms and their lung function.  Cherokee Indian Hospital has created an excellent handout/tool that summarizes the NAEPP recommendations in this regard.  One of the most useful tables in these handouts is as follows:

	
	Mild Intermittent

Step 1
	Mild Persistent

Stage 2
	Mod. Persistent

Stage 3
	Severe Persistent

Step 4

	Symptom

Frequency
	≤ 2 per week
	> 2 per week
	Every day
	Continuous

	Nocturnal 

Symptoms*
	≤ 2 per month
	>2 per month
	>1 per week
	Frequent

	PEF  Max 
	≥80%
	≥80%
	>60 and < 80%
	≤60%

	PEF Variabiltiy 
	<20%
	20-30%
	>30%
	>30%

	Broncho-dilator use
	<1 per week
	≤8 puffs / day
	10 puffs / day
	>10 puffs / day

	Activity
	
	May be limited
	Limited
	Limited

	Post attack pulmonary function
	Normal
	Normal
	May not return to normal
	May not return to normal

	Chronic control medication (Daily)
	None
	Flunisolide (Aerobid) MDI with spacer

2 puffs BID

OR

Triamcinolone (Azmacort) MDI

4 puffs BID

Alternative

Nedocromil (Tilade) MDI with spacer

2 puffs QID
	Flunisolide (Aerobid) MDI with spacer

4 puffs BID

OR

Budesonide (Pulmicort) MDI

2-3 inhalations QD

AND

Salmeterol (Serevent) Discus**

1 inhalation QD-BID
	Budesonide (Pulmicort) MDI

>3 inhalations QD

AND

Salmeterol (Serevent) Discus**

1 inhalation QD-BID

	Acute rescue medication

***
	Albuterol MDI with spacer 2-4 puffs q 4-6 hr PRN or 0.5 ml via nebulizer q 4-6 hr

 +/- Ipratropium (Atrovent) 500mcg (1 vial) via nebulizer q 6 hr – may mix with albuterol

	Acute viral respiratory infections

****
	Albuterol q 4-6 hr up to 24 hours (longer with MD consult)

For severe exacerbations: short course “burst” of prednisone 40-60 mg per day as a

 single or two divided doses for 3-10 days.



*    Theophylline 10mg/kg/day up to 300mg HS may be helpful with nocturnal symptoms.


      Monitor serum levels (Goal levels: 10-20 mcg/mL) (> 20 mcg/mL = increased toxicity). 


**   Avoid use of salmeterol without concomitant inhaled steroids. Overuse of salmeterol has been associated with worsening 

      asthma and increased mortality in a retrospective report.


***  Use of albuterol >2 times per week in intermittent asthma (daily or increasing use in persistent asthma) may indicate the 

      need to initiate or increase long-term control medications.


****Hi Dose Taper: 60mg day 1, 60mg day 2, 40mg day 3, 40mg day 4, 20mg day 5, 20mg day 6, 10mg day 7, 10mg day 8

 
      Low Dose Taper: 40mg day 1, 35mg day 2, 30mg day 3, 25mg day 4, 20mg day 5, 15mg day 6, 10mg day 7, 5mg day 8

This framework is very helpful for management in primary care.  It avoids classifying asthma as mild, moderate, and severe, emphasizing the fact that asthma of any severity can have mild, moderate, or severe exacerbations that may even result in death.  The recommended classification of asthma allows for more aggressive treatment of inflammation and preventive medications for patients with stage 2 through 4.  As asthma surveillance becomes more of a priority from a public health/system approach, this classification will also provide a framework that will enhance this surveillance.

The Asthma Register System employs the recommendations of the EPR and has been added to the IHS Resource and Patient Management System.  This resource “provides Indian Health Service/Tribal/Urban (I/T/U) healthcare providers with another tool for improving the care and management of patients with asthma
.”  It allows for the creation of a registry, a health summary supplement, asthma related health reminders, and a patient self-management printout.  Please see the attachment for samples of the supplement and a self-management printout.

Table 1:

	Objective
	Age Group
	HP 2010 Target
	U.S.

	24-1. Reduce asthma deaths. (Rate per million)
	< 5
	1
	2.1

	
	5-14
	1
	3.3

	
	15-34
	2
	5.5

	
	35-64
	9
	15.2

	
	( 65
	60
	65.8

	24-2. Reduce hospitalizations for asthma. (Rate per 10,000)
	< 5
	25
	53.6

	
	5-64
	7.7
	13.6

	
	>65
	11
	21.2

	24-3. Reduce emergency department visits for asthma.

(Rate per 10,000)
	< 5


	80
	150

	
	5-64
	50
	71.1

	
	>65
	15
	29.5

	24-4. Reduce activity limitations among persons with asthma.
	No data
	10%
	20%

	24-5. Reduce number of school/work days missed due to asthma
	No data
	Not ID’d
	No data

	24-6. Increase number who receive formal asthma education.
	No data
	30%
	13.8%

	24-7. Increase number who receive appropriate asthma care.
	No data
	Not ID’d
	No data
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