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Management of outpatients with bronchial asthma for general internists
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Detail:

Bronchial asthma is very popular, and many general internists treat asthmatic patients. It is a disease characterized by attack of
wheeze, cough and dyspnea, and a disease of chronic inflammation of airway. Treatment for airway inflammation is essential,
otherwise lethal asthmatic attack may occur, and remodeling of airway and decline of pulmonary function may be gradually
developed. As asthmatic attack improves spontaneously so often, there is a tendency to be treated insufficiently among many
patients. The goal of therapy is prevention of asthmatic attack, enjoying daily life and keeping normal pulmonary function, and the
patients and doctors need to own this goal in common.

The treatment of outpatient with asthma is very simple. First, inhaled corticosteroid (ICS) or ICS/LABA (long acting beta2 agonist)
should be used early and continuously. Most patients who visit clinic or hospital, the severity of asthma is considered moderate
persistent or more, so initial dose of ICS is, for example, 400mcg of fluticasone, 320-400mcg of budenoside or more. The second is
that short acting beta2 agonist (SABA) is used three times within 30 to 60 minutes, when asthmatic attack happens. If beta agonist
is not effective, the patient needs to visit clinic, and is any effective but not enough, oral corticosteroid is considered. The third
is that we need to consider the possibility of aspirin-induced asthma (AIA). The incidence of AIA is about 10% of adult asthma,
and we should be careful about NSAIDs including OTC drugs and compress. The last is that anti-leukotriens receptor antagonist
(ATRA) is an complementary drug to ICS, and the response rate is 60 to 70%. The effect appeared within several days to one week
in most cases. ATRA should not be used to non-responder patients for a long period. Anti-histamine drugs and anti-thromboxane
A2 antagonists are not effective.

Self-monitoring of peak expiratory flow (PEF) using simple instrument is very useful especially in patients with unstable asthma.
Alternatively, measurement of PEF in a consultation room is also helpful. Patients and doctors can see and understand the

condition of asthma in common, and they will get good asthmatic control.



