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Cromolyn sodium Clken before
antigen exposure will block this
late reaction to antigen as well as
the immediate reSponse.

-Seasonal asthma occurs in those
patientS who experience asthma
only in relationship to such
environmental allergens as pollens,
molds, and house-dust mites.
Treaunent for these individuals can
be similar to that of other patientS,

. . depending upon the severity of
asthma symptoms. If the patient has
seasonal asthma on a predictable
basis, prophylactic antiasthma
therapy should be initiated prior to
the anticipated onset of symptoms.

-Cough variant astbma is seen in
some patientS, especially young
children. Cough is the principal
symptom: because this frequently
occurs at night, ex:uniruuions
during the day may be normal.
NoCturnal administration of
bronchodi1ators will often be
therapeutic and diagnostic.

. Seekconsultation with an asthma
speci2Iist for pulmonary function
stUdies,evaluationof the role of allergy
and irritantS,or evaluationof the medi-
cation plan if the goals of therapy are not
achieved.

. Use step-carc pharmacologic
therapy. Anaim of therapy is to use the
optimum medication needed to maintain
control with minimal risk for adverse
effectS.The step-careapproach, in which
the number of medications and fre-
quency of administration are increased as
necessary,is used to achieve this aim. .

. -In general, every asthma patient
must have an inhaled beta:-
agonist av"ailablefor rescue
treaunent of acute symptoms. This
rescue treatment itSelf has a step-
care pattern: medications are added
as necessary to cormal symptoms.

- The increase is often temporary
. and depends on the severity and

duration of the asthma exacerba-
tion as well as the patient's
response. (Note, however, that
increasing use of rescue treatment
by the patient is an indication to
review the medication plan and

possibly to increase preventive
therapy.)

-Maintenance therapy, or chronic
management of asthma, also uses a
step-care approach and is based
upon severity of disease: mild,

. moderate, or severe (see ChartS
. 2-7). (For Chan 1, which illustrates

the overview of therapy, see the full
report.)

. Monitor continually, Continual
monitoring, which includes objective
measures of assessment, is necessary to
assure that therapeutic goals are met.

-While the patient is achieving
control of !l5thma, PEFR variability
greater than 10 to 20 percent and
continued presence of chronic
symptoms indicate a need to
reevaluate the patient's technique in
using medication, any environ-
mental aggra\';uors and the patient's
effortS to control them, the
possibility of concomitant upper
respiratory dise:lSe,and, finally, the

. possibility that medications need to
be increased.

-Once control is established, regular
followup visitS(at 1- to 3-month .
inter'l.'als)continue to be essential:
clinicians need to monitor and

. review the treatment plans, the
medications, and the patientS'
management techniques (i.e., for
using medicines and.peak flow
meters, for controlling the
environment).

-When control is sustained, that is,
when PEFR variability is less than
10percent and there are no asthma
symptoms for a reasonable period
(2 to 3 days for the e:'CI.cerbationin
mild asthma, severalweeks for
chronic moderate or severe
asthma), reduction-or step-
down-therapy can be carefully
considered.

Protocol for Management of
Asthma in AdultS

Treatment plans for adult asthma are
based on the goalsof therapy, the.
general principles for managing asthma,
and the appropriate roles df medication.
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This section and itS accompanying chartS
present application of these principles to
development of treaunent protocols
based on the severity of disease.

Mild Asthma (Cbart 2)
Inhaled beta,-agonistS by themselves are
usually suffident therapy for mild,
episodic asthma. If syIriptoms disappear
and pulmonary function normalizes with
inhaled beta,-agonistS, they can be used
indefinitely on an as-needed basis. How-
ever, their use more than three or four
times a day-or even their daily use-
usually indicates a need for additional
therapy (see Moderate Asthma).

Oral theophylline does nOt usually
give prompt bronchodi1ationi itS use is
recommended for continuous rather
than episodic therapy.

Moderate Asthma (Chart 3)
The category of moderate asthma in-
cludes those patientS who have symp-
toms .that'2renot controlled or that are

"poorly regulated by episodic adminis-
tration of a beta,-agonist.SomepatientS
have frequent (more than twice a week)
symptomatic exacerbations of asthma.
Other patientSdo 'not haveacUte
e:Qcerbations and can regulate
symptoms by modulation in lifestyles,

. but their pulmonary functions(FEVI or
PEFR 60 to 80 percent of predicted
range) indicate compromises in airw;JY
function. These patientS have very
"fragile':. control of asthma. Many asthma
specialistS think that all patientS with .
moderate asthma should receiveinhaled
anti-inflammatory medication to
diminish airwayinflammationand airway
hyperresponsiveness. . .

II Bronchodilators. The physician has
several choices:

-As-needed (PRN) inbizLed
. beta, -agonist m':15t.beavailable 'for

treatment of acute exacerbations.

-Regular administration of inhaled
beta, -agonists is often effective.
However, as noted in the
Medications section, there is some
evidence that prolonged use may
be associated with diminished

. controlof asthma.Thus,if the




