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* Planning treatment of
asthma episodes

e Planning prevention of
asthma attacks
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Table 1. Is It Asthma?

Consider asthma if any of the following signs or symptoms are present:

m Frequent episodes of wheezing—maore than once a month.
m Activity-induced cough or wheeze.
m Cough particularly at night during periods without viral infections.
m Absence of seasonal variation in wheeze.
m Symptoms that persist after age 3.
m Symploms occur or worsen in the presence of:
» Agroallergens [house dust mites, companion animals, cockroach, fungi)
* Exercise
* Pallen
* Respiratory [viral) infections
* Strong emotional expression
* Tobacco smoke
m The child’s colds repeatedly “go to the chest” or take more than 10 days to clear up.
m Symptoms improve when asthma medication is given.




|dentification of Asthma Phenotypes Is Critical

Asthma Phenotypes in Children >2 Years of Age

Is the child completely well
between symptomatic periods?

J v
Yes NIO
|
v v
Are colds the most No Is exercise the most No Does the child have
common precipitating common or only clinically relevant
factor? precipitating factor? allergic sensitization?
|
A\ 4 A\ 4 * *
Yes Yes Yes No
Virus-induced Exercise-induced Allergen-induced Unresolved
asthmaa asthmaa2 asthma asthma2p

2Children may also be atopic.
bDifferent etiologies, including irritant exposure and as-yet not evident allergies, may be included here.

Adapted from Bacharier LB, et al. Allergy. 2008;63(1):5-34.




clinical evidence of a viral respiratory tract infection

Multiple-trigger
wheeze

Brand PL. Definition, assessment and treatment of wheezing disorders in preschool
children: an evidence-based approach. Eur Respir J. 2008; 32:1096-110.
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Association
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Bacharier LB, Boner A, Carlsen K-H, Eigenmann, PA, Frischer T, Gotz M, Helms PJ, Hunt J,
Liu A, Papadopoulos N, Platts-Mills TAE, Pohunek P, Simons FER, Valovirta E, Wahn U,
Wildhaber J. Diagnosis and treatment of asthma in childhood: a PRACTALL consensus report.
The European Pediatric Asthma Group. Allergy 2008; 63:5-34
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Figure 4.3-2: Management Approach Based on Control For Children 5 Years and Younger

The available literature on treatment of asthma in children 5 years and younger precludes detailed treatment recommendations. The best
documented treatment to control asthma in these age groups is inhaled glucocorticosteroids and at Step 2, a low-dose inhaled glucocortico-
steroid is recommended as the initial controller treatment. Equivalent doses of inhaled glucocorticosteroids, some of which may be given as
a single daily dose, are provided in Chapter 3 (Figure 3-4).

The clinical benefits of intermittent systemic or inhaled
glucocorticosteroids for children with intermittent, viral-
induced wheeze remain controversial. While some studies
in older children have found small benefits, a study in
young children found no effects on wheezing symptoms.
There is no evidence to support the use of maintenance
low-dose inhaled glucocorticosteroids for preventing
transient early wheezing.

Leukotriene modifiers: Clinical benefits of monotherapy
with leukotriene modifiers have been shown in children
older than age 2. Leukotriene modifiers reduce viral-
induced asthma exacerbations in children ages 2-5 with a
history of intermittent asthma. No safety concerns have
been demonstrated from the use of leukotriene modifiers
in children.
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% Patients without
exacerbation

100%

| |
12 weeks 24 wegks
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de Blic J. Efficacy of nebulized budesonide in treatment of severe infantile asthma:
a double-blind study. J Allergy Clin Immunol. 1996; 98:14-20




Proportion of Episode-free Days
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Guilbert TW. Long-term
inhaled corticosteroids in
preschool children at
high risk for asthma. N
Engl J Med 2006;354:
1985-97



rapy had no effect on the
gression from episodic to
sistent wheezing and no short-te
Sze efit during episodes of wheezing

' first three years of life.
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58:754-62.

— Bisgaard H, Hermansen MN, [sand L, Halkjaer LB, Buchvald F.
Intermittent inhaled corticosteroids in infants with episodic
wheezing. N Engl J Med 2006; 354:1998-2005
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Pao CS, McKenzie SA. Randomized controlled trial of fluticasone in preschool children
with intermittent wheeze. Am J Respir Crit Care Med. 2002; 166:945-9



o 2-week, single-blind, placebo run-in period

o 48-week, double-blind active treatment period

* Montelukast 4-mg chewable tablet or placebo

Bisgaard H. Montelukast Reduces Asthma Exacerbations in
2- to 5-Year-OlId Children with Intermittent Asthma. AJRCCM 2005; 171:315-22



Montelukast 4 mg Placebo
(n=265) (n=257)

Bisgaard H. Montelukast Reduces Asthma Exacerbations in
2- to 5-Year-Old Children with Intermittent Asthma. AJRCCM 2005;171:315-22



Better Response to
Fluticasone
Propionate

(n=36)

Participants

Better Response
to Montelukast
(n=15)

T I I Ll L

Difference in Asthma-Control Days Per Week Response
(Fluticasone Propionate — Montelukast)

Zeiger RS. Response profiles to fluticasone and montelukast in mild-to-moderate
persistent childhood asthma. J Allergy Clin Immunol. 2006;117:45-52



FEV, Improvement = 7.5%

Fluticasone
Baseline Characteristic (N, %) Propionate Montelukast
Bronchodilator use = 4 puffsiweek (63, 32%) S —H—
Asthma-lree davs = 2 days/week (68, 54%) e — e
Pre-bronchodilator FEV, %% predicted < 90% (41, 33%) |_4-3_| *% S E—
Pre-bronchodilator FEV, /FVC < 80% (51, 40%) e M.
Methacholine PC2g = 1 mg/ml (54, 45%) _|i}** —H—1
Maximum bronchodilator response = 15% (38, 46%) H—— I E—
Exhaled nitric oxide = 25 ppb (61, 55%) _|1| t H—
Blood total eosinophil count = 350 cells/mm* (51, 41%%) |_]|_| * =
Serum eosinophilic cationic protein = 15 meg/L (68, 34%) |;11—| o —H—
Serum IgE = 200 KUV (535, 44%) |i|*—' £ —i4
Urinary leukotriene E4 = 100 pg/mg creatinine (59, 50%a) R |_|L|*
Female gender (52, 41%) —— I —
Minority (60, 48%) R 8 S E—
Age < 10 (84, 67%) —t— | .
0.1 1.0 500 200 0.1 1.0 50 200
Odds Ratio Odds Ratio

Zeiger RS. Response profiles to fluticasone and montelukast in mild-to-moderate
persistent childhood asthma. J Allergy Clin Immunol. 2006;117:45-52



[ LABA [ ICS [ ] LTRA

C Eczema Status

Eczema
(N=85)

MNo Eczema
(N=78) |

T,

I [ I
0.0 0.1 0.2 0.3 0.4 0.5 0.6
Probability of Best Response

Lemanske RL. Step-up Therapy for Children with Uncontrolled Asthma while Receiving
Inhaled Corticosteroids. NEJM 2010; 362:975-85



Step-up Therapy for Children with Uncontrolled Asthma

ICS step-up, 250 ug fluticasone twice daily
LABA step-up, 100 ug fluticasone plus 50 ug LABA twice daily
LTRA step-up, 100 ug fluticasone twice daily plus 5 or 10 mg MK

157 children 6-12, asthma not controlled despite FP100 pg/die:

Although LABA step-up was significantly more likely to
provide the best response than either ICS or LTRA
step-up, many children had a best response to ICS or
LTRA step-up, highlighting the need to regularly monitor
and appropriately adjust each child’s asthma therapy
within this level of care before further step-up.

Lemanske RL. Step-up Therapy for Children with Uncontrolled Asthma while Receiving
Inhaled Corticosteroids. NEJM 2010; 362:975-85
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Bacharier LB, Boner A, Carlsen K-H, Eigenmann, PA, Frischer T, Gotz M, Helms PJ, Hunt J,
Liu A, Papadopoulos N, Platts-Mills TAE, Pohunek P, Simons FER, Valovirta E, Wahn U,
Wildhaber J. Diagnosis and treatment of asthma in childhood: a PRACTALL consensus report.
The European Pediatric Asthma Group. Allergy 2008; 63:5-34



Options for children 0 to 2 Years

« Asthma ~ >3 episodes in the previous 6 months
» Start with 3, agonists as first choice
 LTRA daily controller therapy for virus induced asthma symptoms

» Inhaled steroids for persistent wheezing, especially if severe or
requiring frequent oral corticosteroid therapy

« Oral steroids (e.g. 1-2 mg/kg prednisone) for 3-5 days during acute
and frequently recurrent obstructive episodes

« Evidence of atopy lowers the threshold for use of ICS and they may
be used as first-line treatment in such cases

Bacharier LB, Boner A, Carlsen K-H, Eigenmann, PA, Frischer T, Gotz M, Helms PJ, Hunt J,
Liu A, Papadopoulos N, Platts-Mills TAE, Pohunek P, Simons FER, Valovirta E, Wahn U,
Wildhaber J. Diagnosis and treatment of asthma in childhood: a PRACTALL consensus report.
The European Pediatric Asthma Group. Allergy 2008; 63:5-34
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Preemptive use of high-dose fluticasone for
virus-induced wheezing in young children

Treatment with rescue
systemic corticosteroids
1 upper respiratory
nfections

In FP treated children:

-symptoms milder and of shorter
duration;

OR 0.49

-fewer days of albuterol use

-less negative effect on their
parents’ quality of life.

800

Placebo Fluticasone
Ducharme FM. Preeriipuve uss

fluticasone for virus-induced whees

young children. N Engl J Med. 2009; 3V6b :339-53 AT AGE 6 YRSG——

Courtesy of Attilio Boner



Preemptive use of high-dose fluticasone for
virus-induced wheezing in young children

gains from baseline in
neight in cm

Given the potential
for overuse,
this preventive

approach should not be ‘
. adopted in clinical practice
until long-term adverse
effects are clarified
6,23
o
Placebo Fluticasone
Ducharme FM. Preeriipuve uss
fluticasone for virus-induced whetesg=
young children. N Engl J Med. 2009; 360 339-53 AT AGE 6 YRSG——

Courtesy of Attilio Boner



Papi A, Canonica GW, Maestrelli P, Paggiaro P, Olivieri D, Pozzi E, Crimi N, Vignola AM,
Morelli P, Nicolini G, Fabbri LM; BEST Study Group. Rescue use of beclomethasone and
albuterol in a single inhaler for mild asthma. N Engl J Med. 2007;356:2040-52
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of tissue thickening in
= measured.

Terracciano L. Beclomethasone and albuterol in mild asthma (letter).
N Engl J Med 2007; 357:506-7
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Original article

Background: International guidelines recommend regular treatment with inhaled
glucocorticoids for children with frequent wheezing; however, prn inhaled
bronchodilator alone or in combination with glucocorticoid is also often used in
practice. We aimed to evaluate whether regular nebulized glucocorticoid plus a
prn bronchodilator or a prn nebulized bronchodilator/glucocorticoid combina-
tion is more effective than prn bronchodilator alone in preschool children with
frequent wheeze.

Methods: Double-blind, double-dummy, randomized, parallel-group trial. After
a 2-week run-in period, 276 svmptomatic children with frequent wheeze, aged
1-4 years, were randomly assigned to three groups for a 3-month nebulized
treatment: (1) 400 pg beclomethasone bid plus 2500 pg salbutamol prn; (2)
placebo bid plus 800 pg beclomethasone/1600 pg salbutamol combination prn;
(3) placebo bid plus 2500 pg salbutamol prn. The percentage of symptom-free
days was the primary outcome measure. Secondary outcomes included symptom
scores, use of relief medication and exacerbation frequency.

Results: As compared with prn salbutamol (61.0 + 24.83 [SD]). the percentage
of symptom-free days was higher with regular beclomethasone (69.6%, SD
20.89; P = 0.034) but not with prn combination (64.9%, SD 24.74). Results
were no different in children with or without risk factors for developing per-
sistent asthma. The effect of prn combination was no different from that of
regular beclomethasone on the primary and on several important secondary
outcomes.

Conclusions: Regular inhaled glucocorticoid is the most effective treatment

for frequent wheezing in preschool children. However, prn bronchodilator/
glucocorticoid combination might be an alternative option, but it requires
further study.

Regular vs prn nebulized treatment in wheeze preschool children

A. Papi', G. Nicolini®, E. Baraldi®,

A L Boner® R. Cutrera® G. A. Rossi®,
L. M. Fabbri’, on behalf of the
BEclomethasone and Salbutamol
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Papi A, BEST Study Group. Regular vs prn nebulized treatment in wheeze
preschool children. Allergy 2009: 64: 1463-1471



Regular vs prn nebulized treatment in wheeze
preschool children

Results: As compared with prn salbutamol (61.0 + 24.83 [SD]), the percentage
of symptom-free days was higher with regular beclomethasone (69.6%, SD
20.89; P = 0.034) but not with prn combination (64.9%, SD 24.74).

Results were no different in children with or without risk factors for developing
persistent asthma. The effect of prn combination was no different from that of
regular beclomethasone on the primary and on several important secondary
outcomes.

Conclusions: Regular inhaled glucocorticoid is the most effective treatment
for frequent wheezing in preschool children. However, prn bronchodilator/
glucocorticoid combination might be an alternative option, but it requires
further study.

Papi A, BEST Study Group. Regular vs prn nebulized treatment in wheeze
preschool children. Allergy 2009: 64: 1463-1471



- |Beclomethasone dipropionate as rescue treatment
- for children with mild persistent asthma (TREXA)

- A 44-week, randomised, double-blind, placebo-controlled trial

- 5-18 years, mild persistent asthma

- four groups:

a.Combined group: beclomethasone x 2; resue beclomethasone + albuterol
b.Daily bechlometasone group: beclomethasone x 2; rescue albuterol
c.Rescue beclomethasone group: placebo x 2; rescue beclomethasone +
albuterol

d.Placebo group: placebo x 2; rescue albuterol

Primary outcome: time to first exacerbation requiring oral corticosteroids

Also measured: linear growth.

Martinez FD. Use of beclomethasone dipropionate as rescue treatment
for children with mild persistent asthnma (TREXA): a randomised, double-
blind, placebo-controlled trial Lancet 2011; 377: 650-57



843 enrolled

h 4

555 excluded during run in:
183 asthma symptoms uncontrolled

170 non-compliant study meds or diaries
&7 ineligible at visit one
41 reversibility or PC20 criteria not met

37 withdrew consent

20 asthma exacerbation

13 unable to do PFT's
12 lost to follow-up

10 FEV, <60% predicted at visit one or <B0%
atwisit two or visit three
8 no longer interested or were too busy

3 other

1 physician initiated term

288 randomised
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Martinez FD. Use of beclomethasone dipropionate as rescue treatment
for children with mild persistent asthnma (TREXA): a randomised, double-
blind, placebo-controlled trial Lancet 2011; 377: 650-57



- |Beclomethasone dipropionate as rescue treatment
e 1O Children with mild persistent asthma (TREXA)

1. Children with mild persistent asthma should not be treated with
rescue albuterol alone

2. The most effective treatment is daily inhaled corticosteroids

3. Inhaled corticosteroids as rescue medication with albuterol an
effective step-down strategy for children with well controlled,
mild asthma

4. Dally inhaled corticosteroid treatment can cause growth
Impairment

Martinez FD. Use of beclomethasone dipropionate as rescue treatment
for children with mild persistent asthnma (TREXA): a randomised, double-
blind, placebo-controlled trial Lancet 2011; 377: 650-57



No justification for the
administration of
prednisolone to
preschoolers without atopy

associ
infep

g who have episodic (viral)
wheezing in either a
. . . blone S Placebo
Pri community or hospital Sl
Sl setting unless a severe | | —
20 30 40 30

clinical course is
anticipated

Hours after Admission

189 132 72 53 27
177 118 53 31 16
albuterol use

symptom score
ar J. Oral prednisolone for preschool children with acute
virus-induced wheezing. N Engl J Med. 2009;360:329-38



What treatment can be recommended for acute
episodic wheezing in preschool children?

B2-Agonists that are inhaled through an appropriate spacer, with a mask if
age appropriate, should be given.

Intermittent use of leukotriene receptor antagonists may be beneficial, but
comparisons with intermittent inhaled corticosteroids are needed.

Prednisolone should be administered to preschoolers only when they are
severely ill in the hospital.

Intermittent, high-dose inhaled corticosteroids should not be used

Bush A. Practice imperfect--treatment for wheezing in preschoolers.
N Engl J Med. 2009;360:409-10
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ElA treatment: key questions

T-1. do SABA or LABA develop tachyphylaxis to treatment?
T-2. does LTRA reduce symptoms/prevent a 10% drop in FEV1?

T-3. does pre-exercise treatment with ICS reduce
symptoms/prevent a 10% drop in FEV1?

T-4. does pre-exercise treatment with cromoglycate or nedocromil
reduce symptoms/prevent a 10% drop in FEV1?

T-5. does pre-exercise treatment with anticholinergic therapy
reduce symptoms/prevent a 10% drop in FEV1?

T—6. does a refractory period (10 to 15 minute warmup and/or
cooldown) reduce symptoms/prevent a 10% drop in FEV1?

Dryden DM. treating childhood bronchoconstriction and asthma.
Evid Rep Technol Assess 2010;189:1-154



* Oral 3, agonists:

» Despite the bronchodilator effect, are less efficacious
than inhaled drugs in EIA



spacer

- Duration of the protective effect less than 2 hours

Kelly J. Nedocromil sodium vs sodium cromoglycate in the treatment
of treating childhood bronchoconstriction in children. Eur Respir J 2001;17:39-44
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EIA treatment: key questions

SIm 50 mcg x 1vs Pl +
daily ICS

Exercise at 1 and 12 0 0
hours after drug inhalation

1

a8
P =0.0002

=N
o o
P = 0.0002

Mean Eall EEV %




Montelukast once daily inhibits treating childhood
bronchoconstriction in 6- to 14-year-old children with asthma

Pre-study Period 1 Washout Period 2

N=25
Montelukast 5 mg* Montelukast 5 mg*




massima del
FEV, (%),
media

—26
-30 31% inibizione |

(p=0.009)

Kemp JP. Montelukast once daily inhibits treating childhood bronchoconstriction in 6- to 14-
year-old children with asthma. J Pediatr. 1998;133:424-8



Prolonged effect of montelukast in asthmatic children with
treating childhood bronchoconstriction

Period 1 Period 2
(Double-blind) (Single-blind)
Montelukast 5 mg* Placebo
(n=40) (n=28)
Placebo
(n=24)
E E E
0 8 16

Weeks

Kim JH. Prolonged effect of montelukast in asthmatic children with treating childhood
bronchoconstriction. Pediatr Pulmonol. 2005;39:162-6.



Montelukast riduce la caduta massima

percentuale del FEV,
Periodo 1 Periodo 1 Periodo 2
(Sett 8) (Sett 8) (Sett 16)
Switched da
montelukast
Placebo Montelukast a placebo
(n=24) (n=40) (n=28)
0
-5
Variazione % dal 10

basale della

N

caduta massima _qg _14.3*
percentuale del '
FEV, media —20
—25 —24**
_30 _27**

*p = NS vs basale; **p<0.01 vs basale

Kim JH. Prolonged effect of montelukast in asthmatic children with treating childhood
bronchoconstriction. Pediatr Pulmonol. 2005;39:162-6.



Montelukast riduce il tempo di recupero

Periodo 1 Periodo 1 Periodo 2
(Sett 8) (Sett 8) (Sett 16)
Switched da
montelukast

Placebo Montelukast a placebo

0 (n=24) (n=40) (n=28)
-10
Variazione % dal —12*

basale del tempo

medio di recupero —20
entro il 10% del

FEV, pre-esercizio _5

—40 g+
*p = NS vs basale; **p<0.01 vs basale; ***p<0.05 vs basale

Kim JH. Prolonged effect of montelukast in asthmatic children with treating childhood
bronchoconstriction. Pediatr Pulmonol. 2005;39:162-6.



y W Lack of tolerance to the protective effect of montelukast
in treating childhood bronchoconstriction in children

« Studio multicentrico, in doppio cieco, randomizzato, controllato con
placebo, a gruppi paralleli, su 32 pazienti tra 6 e 12 anni affetti da
asma di grado lieve-moderato, con FEV1 pari almeno al 75% di
guello previsto e una riduzione del FEV1 di almeno il 12% rispetto al
basale dopo un esercizio standardizzato.

* | pazienti sono stati randomizzati a Montelukast 5 mg o placebo, una
volta al giorno, per 4 settimane.

de Benedictis FM. Lack of tolerance to the protective effect of montelukast in treating childhood
bronchoconstriction in children. Eur Respir J. 2006;28:291-5



de Benedictis FM. Lack of tolerance to the protective effect of montelukast in treating
childhood bronchoconstriction in children. Eur Respir J. 2006;28:291-5
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de Benedictis FM. Lack of tolerance to the protective effect of montelukast in treating
childhood bronchoconstriction in children. Eur Respir J. 2006;28:291-5



Percentuale di protezione clinica ottenuta nel
tempo con MONTELUKAST
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de Benedictis FM. Lack of tolerance to the protective effect of montelukast in treating
childhood bronchoconstriction in children. Eur Respir J. 2006;28:291-5



Zafirlukast & EIB Iin children

Studio in doppio cieco vs. placebo in

39 bambini (6-14 anni) con asma da sforzo
Zafirlukast a 4 diversi dosaggi (5-10-20-40 mq)
4 ore prima dello sforzo

Minor riduzione percentuale massima del FEV1
Non identificazione della dose ottimale

Breve durata della protezione (4 ore)

Pearlman DS. The leukotriene D4-receptor antagonist zafirlukast
attenuates treating childhood bronchoconstriction in children. J Pediatr.
1999;134:273-9



ISR =0001 pP=0r05

P=0" 01

ZFR ZER
10rmg 40/mg

No significant difference between low and high doses

Pearlman DS. The leukotriene D4-receptor antagonist zafirlukast
attenuates treating childhood bronchoconstriction in children. J Pediatr.
1999;134:273-9
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Villaran C. Montelukast versus salmeterol in patients with asthma and treating
childhood bronchoconstriction. J Allergy Clin Immunol 1999; 104:547-53



Gruppo A: + Salmeterolo 50 -10
mcg X 2

Gruppo B: + MK, 5mg
-20

-30

Massimo decremento
percentuale del FEV1
dopo esercizio e prima
della prima dose di
SABA

—-10.6

-13.8

30% inibizione
(p=0.009)

Fogel RB. Effect of montelukast or salmeterol added
to inhaled fluticasone on treating childhood
bronchoconstriction in children Ann Allergy Asthma
Immunol. 2010;104:511—-7



—&— Montelukast

-k~ Salmeterol

—0O— Prerandomization baseline

-
—_—
e
-
-

o

I
(8
1

Mean Percent Change
from Pre-exercise FEV, (+SE)

_10-
Gruppo B: + MK, 5mg
_15-
Planned SABA
administration
'20 ] I 1 1 I | 1 I ]
Prechallenge 0 5 10 15 20 25 30 35 50

Minutes Post Challenge

Massimo decremento

percentuale del FEV1
dopo esercizio e prima Fogel RB. Effect of montelukast or salmeterol added

della prima dose di to inhaled fluticasone on treating childhood
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T-1. do SABA or LABA develop tachyphylaxis to
treatment?

Prophylactic use of SABA and LABA agents is safe and
effective for episodic prophylaxis of EIA

Tachyphylaxis develops if these agents are used daily.

Evidence comparing SABA/LABA to placebo was graded as
“moderate”

Evidence comparing LABA to LTRA was graded as “low.”

Dryden DM. treating childhood bronchoconstriction and asthma.
Evid Rep Technol Assess 2010;189:1-154



T-2. does LTRA reduce symptoms/prevent a 10% drop
in FEV1?

From the available evidence, it appears that LTRAS are effective
and safe as pre-exercise treatment for patients with mild to
moderate stable asthma and EIA.

The strength of the body of evidence is “moderate.”

Dryden DM. treating childhood bronchoconstriction and asthma.
Evid Rep Technol Assess 2010;189:1-154



Dryden DM. treating childhood bronchoconstriction and asthma.
Evid Rep Technol Assess 2010;189:1-154



T—4. does pre-exercise treatment with cromoglycate or
nedocromil reduce symptoms/prevent a 10% drop In
FEV1?

MCS agents are effective and safe as pre-exercise treatment for
patients with stable asthma and EIA

No significant differences between NCS and SCG
MCS agents not as effective as SABA agents

The combination of SABA and MCS agents did not provide
significant advantages over a SABA alone.

The strength of the body of evidence is “moderate”

Dryden DM. treating childhood bronchoconstriction and asthma.
Evid Rep Technol Assess 2010;189:1-154



T-5. does pre-exercise treatment with anticholinergic
therapy reduce symptoms/prevent a 10% drop in

The evidence suggests that when used as a pre-treatment, SAAC
agents are effective and safe for some patients with EIA

They can offer a clinically relevant protective effect to some
people.

The strength of the body of evidence is “moderate”

Dryden DM. treating childhood bronchoconstriction and asthma.
Evid Rep Technol Assess 2010;189:1-154






5. Asthma education should be provided

6. For patients with asthma, the goal of treatment is to control the
clinical manifestations of the disease for prolonged periods



Conclusions

10.
11.
12.

13.

14.

The prolonged use of high doses of inhaled or systemic
glucocorticosteroids must be avoided

Use a pressurized MDI with a valved spacer

Inhaled steroids in children 5 years and younger are effective
Rapid-acting inhaled 32-agonists are the preferred reliever treatment
Oral glucocorticosteroids only in acute severe exacerbations

A low-dose inhaled glucocorticosteroid is recommended as the
preferred initial treatment to control asthma

If it does not control symptoms (check technique & adherence!),
double the initial dose of glucocorticosteroid

Asthma treatment should be re-assessed every 3—6 months.






