ADULT ASTHMA
OVERVIEW
Asthma is a chronic inflammatory disorder of the airways that is characterized by variable and recurring symptoms of airflow obstruction, such as coughing (particularly at night or early in the morning), wheezing, breathlessness, and chest tightness. Recurring attacks of asthma are often triggered by respiratory irritants (perfumes, detergents, smoke, etc.), allergens (pets, dust mites, pollen, etc.), infections (bronchitis, sinusitis, etc.), exercise, cold air, or emotional stress.  Asthma attacks can range in severity from mild annoyances to life threatening exacerbations requiring emergency room visits and hospitalization. A definitive cause of asthma has not been established, but it appears to be related to complex interactions between environmental and genetic factors.
Asthma is distinguished from Chronic Obstructive Pulmonary Disease (COPD) by the fact that asthma (a) generally begins earlier in life—often in childhood, and (b) has airflow obstruction that is largely reversible after an attack subsides. COPD, on the other hand, (a) typically begins in mid-life after a long history of smoking, and (b) has airflow obstruction that is largely irreversible and slowly progressive. 
The National Asthma Education and Prevention Program (NAEPP) issues guidelines for the diagnosis and management of asthma.  The latest revision of these guidelines, the Expert Panel Report 3, was completed in 2007 and is available online at www.nhlbi.nih.gov/guidelines/asthma. 
STATISTICS

An estimated 235 million people worldwide suffer from asthma with most asthma deaths occurring in low and lower-middle income countries. As of 2010, approximately 25.7 million Americans had asthma. In Texas, asthma resulted in 24,405 hospitalizations in 2011. African Americans compared with White persons have a 4 times greater risk of an asthma-related emergency department visit. 
TREATMENT1
The treatment of asthma is initiated based on the asthma severity and adjusted based on asthma control. Asthma severity is classified into intermittent, mild persistent, moderate persistent and severe persistent. All asthma patients should have a short-acting beta2- agonist for the quick relief of symptoms. Patients who require the use of their short-acting beta2- agonist more than two days per week indicate inadequate control and may need to step up treatment. Step-down treatment may be considered if asthma has been well controlled for at least 3 months. Patients with persistent asthma must take long-term medications for proper asthma control. Inhaled corticosteroids are most effective for long-term control therapy. Please refer to the asthma guidelines for specific treatment information.
ASTHMA CONTROL
Asthma cannot be prevented but it can be controlled. Many asthma hospitalizations are preventable with proper outpatient care. Reducing admission rates for adult asthma depends on preventing severe asthma attacks by implementing the four components of care outlined in the NAEPP guidelines. These four components include assessing and monitoring asthma severity and control, patient education, compliance with asthma medications and control of environmental factors and comorbid conditions that affect asthma. Listed below are recommendations that fall under the four components that can help reduce hospitalizations:
· Scheduling follow up care - the asthma guidelines recommend scheduling visits at 2 to 6 week intervals for patients who are just starting therapy or who require a step up in therapy. Once asthma control has been achieved, the intervals can be increased to every 1- to 6-months and every 3 months for patients being considered for step down;
· Patient education - Patients should be educated on the difference between long-term control medications and quick-relief medications and on proper inhaler technique. Patients should also be educated on how to recognize signs and symptoms of worsening asthma;
· Identifying and treating the patients’ comorbid conditions such as depression, GERD, obesity, rhinitis, sinusitis and obstructive sleep apnea - treating comorbid conditions may improve asthma control;
· Developing a written asthma action plan with treatment goals for patient self-management - the patient and the healthcare professional should agree on an action plan and it should be based on the evaluation of symptoms;
· Patients covering the mouth with a mask or scarf, warming up and using short-acting inhaled β2-agonists before exercising to reduce cold-induced and exercise induced bronchospasm;
· Influenza and pneumococcal vaccinations - the Centers for Disease Control (CDC) recommends influenza and pneumococcal vaccination for individuals with asthma because respiratory infections can affect the lungs which can cause asthma exacerbations. Patients with asthma are also at a higher risk for pneumococcal pneumonia and complications once they get the flu or pneumonia;
· Smoking cessation - tobacco smoke is a common asthma trigger. Particular attention should be paid to identifying tobacco users at every healthcare encounter (Ask), urging them to quit (Advise), determining their willingness to quit (Assess), aiding those who want to quit (Assist), and scheduling a follow-up visit (Arrange);
· Patients avoiding or reducing exposure to chemical irritants, air pollutants and sulfites in foods allergens;
· Patients  avoiding medications that can exacerbate asthma such as beta blockers and non-steroidal anti -inflammatory drugs (NSAIDs) - individuals with severe persistent asthma, nasal polyps, and history aspirin sensitivity should be advised to avoid using aspirin or other NSAIDs such as ibuprofen or naproxen due to the risk of severe and even fatal asthma exacerbations;
· Allergen immunology for asthma patients who have a clear relationship between symptoms and exposure to an allergen; and
· Weight loss for obese patients - weight loss in obese patients is important because obesity is linked to the development of asthma and poor asthma control. 

RESOURCES
· Smoking cessation - 1800-QUIT-NOW
· Call 2-1-1 or visit www.211texas.org to find information about resources in your local community
· Videos demonstrating the proper inhaler technique can be found at http://www.cdc.gov/asthma/inhaler_video/default.htm 

· Texas Asthma Control Program - http://www.dshs.state.tx.us/asthma/
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