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I PURPOSE:

To define the care for manageinent of Asthma in Adults and Children.
II. POPULATION:

All currently enrolled Denver Health Medical Plan members.

IIi.  GUIDELINE:

DHMP supports the attached nationally defined protocols and algorithms for the appropriate tiered management
strategies for members with sustained reactive airways disease or asthma. DHMP encowrages providers to develop and
review our Asthma Action Plan (see attachment) for all patients with asthma.

Rationale:

Asthma, which can lead to COPD, is among the 10 leading chironic conditions in the US, which restrict activity and
contribute to illness in children. About 15 million persons in the US are affected by asthma and this is a rapidly growing
health problein. Astluna contributes to a significant number of hospitalizations and deaths as well as frequent emergency
department visits. Effective management can prevent this morbidity and mortality, including use of inhaled anti-
inflammatory agents, smoling cessation anong patients and their families and proper education about these of chronic
maintenance and rescue drugs.

Iv. REFERENCES:
1. National Heart, Blood and Lung Institute Expert Panel Report
(EPR 3): Guidelines for the Diagnosis and Management of Asthma. NIH Publication #08-4051
August 2007,
Full report available at: www.nhlbinih.gov/ouidelines/asthma/asthedin.htin

V. ATTACHMENTS:

1. Figure 4-1a. Stepwise Approach for Managing Asthma in Children 0-4 Years of Age
Figure 4-1b. Stepwise Approach for Managing Asthma in Children 5-11 Years of Age
Figured-5. Stepwise Approach for Managing Asthma in Youths > 12 Years of Apge and Adults
Denver Health Asthma Action Plan
CCGC Asthma Manageinent Resources

ISR SRS

NOTE - .
Tiis guideline is designed 10 assist providers by providing an analvtical framework for the evalnation and wrearmient of patients, and is not imended
either to replace a clinicians judgment or 1o establish a protocol foi- all patients with a particular condition.



August 28, 2007

Section 4, Managing Asthma Long Terrn in Childran 0—4 Years of Age and 511 Years of Age

FIGURE 4-1a.

CHILDREN 0-4 YEARS OF AGE

STEPWISE APPROACH FOR MANAGING ASTHMA IN

Persistent Asthima: Daily Medication

Intermittent ) . . . .
Asthma Consull with asthma spsecialist I step 3 care or higher is royuired.
Consider consulfation at stap 2.
Step 6
Step 5 || peparee
| Preferred:
Step 4 @ High-dose 1CS +
——— althar
Pv— High-gose IG5 + LABA or
SteP 3 : ] |8lther )
Medmm_dusa LABA or - Waonlelukost
Prafen'ed e il
Step 2 1CS +aither Moniblukesl | | org systamic
Medlum-dusa LABA or corlicoslernids
Step 1 FProfarred: cs Montelikast
P Low-dose ICS '
Preferred Aliernafve;
SABA PRN Cromolyn or
Montalukasl -

|

‘Patient Education and Environmental Control at Each Step

Quick-Rallef Madicalion for All Pﬁllunts

- SARAas needed Torsfrnplums Intanslty of lmnimantdapands on ssvarlty of symptoms.

+ Wil virsl rasplratary Titeétion: "SABAq: Mhnum up-o 24 frours frangar with: physletan connuil). Conslder shorl coursa ol oral
syslamic coHlcoslarcids i exacerhation Is ievors or patient hes Wistory of provious seversexsseibalions.

+ Gaulion: Frequont use of QABA ™ay’ Indfpaythe need le slep up !matrnent Sea (ot for recommandafons on Inltlaﬂng dolly
long-torm-contrdl lhmpy

Slepyp ff
needed

{first, check °
ad her eNnee,
jnhaler -

techpigue, and

enviranmantal -

pnsmble

{and asthmais |
well confrolled |

atleast -

. 3monthg)-

Key: Alphabetical order ts used witen more than one treatment aplion is listed within either preferred or
alternative therapy. I1CS, inhaled corlicosteroid; LABA, Inhaled long-acting beta;-agonist; SABA, inhaled short-

acting betaz-agonist

MNaotes:

The stepwise approach is meant 10 asslst, nof replace, the clinical decisionmaking required to meel individual

paiient needs.

If altarnalive treatmenl is used and respanse is inadequals, discontinue it and use lhe preferred treatment before

slepping up.

If elear benefii is not observed within 4—6 weeks and patiznt/family rmedication technigue and adherance are
satisfactory, consider adjusling therapy or altemalive diagnosis.

Studies on children 0—4 years of age are imited. Step 2 preferred therapy s based on Evidence A. All olher

recocmmendations are basad on exper opinion and extrapclation from studies in oider children.

L
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August 28, 2007 Section 4, Managing Asthma Long Term in Children 0—4 Years of Age and 5-11 Years of Age

FIGURE 4-2a. CLASSIFYING ASTHMA SEVERITY AND INITIATING
TREATMENT IN CHILDREN 0-4 YEARS OF AGE

Assessing severlly and initlating therapy in children who are noi currently taking Iong—term contro}
medication

Classification of Asthma Severity

Campunents of o {04 years of age)
Severlty S ; o . Persistent
T Inkermittent _Mild Moderate Severe
- >?.day5,fweeJ< o - “Throughout
Da”ﬁ-; L theday,
ST
Several hmgs

‘ |Jreven].|0n of EiB)-

. Interferente wlth
norma| ativity

~ Bracerhations
raquiring oral
systermic

- ‘-h'eétinentstepsj :

Key: EIB, exercise-induced bronchaspasm
Notas

The slepwise approach is meant to assist, not replace, ihe clinical decisionmaking required {o meet individual
patient needs.

o Level of seventy is detemmined by both impalrment and risk.  Assess impairment domain by pallenl'sicarsgiver's
fecall of previous 24 weeks., Symplom assessmenl for longer periods should reflect a global assessment such as
inquiring whether the palient's asthma ts beller or worse since the last visit. Assign severily 1o the most savere
category in which any fealure ocours.

w Al present, there are Inadequale data to correspond frequencies of exacerbations wilh different levels of asihma
severify. For treatment purposes, patients who had =2 exacerbations requiring ora! syslemic corlicosteroids in the
past 6 months, or 24 wheezing episodes in the pasi year, and who have risl factors for persisten! asthma may be
considered ihe same as patients who have persisient asthm a, even in the absence of impairment levels consislent
with persistenl asthma.
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August 28, 2007 Section 4, Managing Asthma Long Term in Children 0—4 Years of Age and 5-11 Years of Age

FIGURE 4-3a. ASSESSING ASTHMA CONTROL AND ADJUSTING
THERAPY IN CHILDREN 0-4 YEARS OF AGE

C!assrt‘catlon of Asthma Control (0 4 years of dge)

Compenents of Contral | - o
P : Well - Notwell . Very Poorly Com:roiled

L _ Controlfed - ° Controled -: :

Symptoms 2 daysfwesk - bldays/weekf . f rnromhourr.he day
Nighttime awakenings <Lyfmonth > 1%/month > ixlweek
interference with - . . ety b
Impairment narmal activily Hane . . Some limitation = Extremoly Iwrn}}ed

Short-acting

beta,-agonlst.use

for symptom control _ szléays}vaeek . »2 days[wgek : Several limes per day

+ {not prevention af EIB)

Exacerbations ro.qmnng N - T3
ora) systenyic O-4fyear . 2-3fyear >3fyear
mrticosteraidf )

Risk

" Medication slde effects an vary in Intensity Froim nane to very traublesome and
worrisome, Tte Jevel of intensity doss nat correlate Lo specific levels of cantral
but shoutd be considered in the overall assessment of risk,

. * Maintain curreht  » Stepup (i step)and = Consider short codirse of

Treatment-related
adversc effects

[reatment. ‘ w Reevaluyate in ~ oral systemic
. . < Regular foilowup 2-6 weeks. " corticpsterolds,
o Recommended Action every 1-6 .« IFnio clear benefitin * Step up (1-2 steps), and
: for Treatmenl: o foonths. * 4-6weeks, constder  + Reevaluate In 2 vieeks.
S + Consider step alternative dlagnoses ¥ no clear benefit In 4—6
- dovn If well or ad, ng ther, i :
(See f‘gure 4—13 fﬂr o controlied far at i . For S,J:ifid_r, i ;g;l;i,scezﬂ;:daecgjsgﬂgative
treatrne.nt sl:eps) ©. U least3 mopths. -l .—_qns;aeran;ematwe therapy.
Ly ' ~ - .7 treatment options. »_For slde effects, consider
R " aliemative treatment
aptions,

Key: EIB, exercise-induced bronchospasm
Notes:

B The stepwige approach is meant to aseist, nol replace, lhe clinical decisicnmaiing reguired lo meet individual
psaflent needs.

e The level of conirol is based on the most severe impairment or risk category. Assess impairment domain by
caregiver's recall'of pravious 2—4 weeks. Symplom assassment for [enger periods should reflect a global
assessment such as inguiring whether the patient's asthma is better ar worae since the last visit.

m Al present, lhare are inagequate data to correspond frequencies of exacerbations wilh dnﬁerent tevels of asthrma
control. In general, mare frequent and intense exacerbations (e.g., reguirng urgent, unscheduled care,
hospitafization, or ICU admission) indicate poorer disease control, For reatment purposes, patients who had
22 exacerbalions requiring oral systemic corlicostercids in the past year may bs considered the same as palienis
who have not-wefl-controlled astéirma, even in the absence of impaimment levels consistenl with not-well-cantrelted
asthma,

m Before stap up in therapy:
— Review adherence to medications, inhaler lechnigue, and envirenmental conirol.

— (f ailernative treatment oplion was used in a slep, discontinue i and use preferred ireaiment for thal step.
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Section 4, Managing Asthma Long Term in Children 0—4 Years ot Age and 5—11 Years of Age Augusl 28. 2007

EIGURE 4-1b. STEPWISE APPROACH FéR MANAGING ASTHMA IN
CHILDREN 5~11 YEARS CGF AGE

Persistent Asthma: Dally Medlcation
Intermittant ) . . .
Asthma Consult with asthma specialist if step 4 care or higher |s requlred.
m Consider consultation at stop 3.
Step 6
Step 5
Preferrsd:
Step 4 Freferred:
: High-doss IC5 i
Frofgrred: Highdase IG5+ 1 L amacs orat - inhaler..
Step 3 LLASA .
Modium-dose ) systemin lechnique,
St ep 2 Profernad: 105 +LABA Afternaiive: corticoslerold ; gnuirgnmental p
P EITHER: | High-dose ICS + | | Aternative: , coritiof, nd
@ired. i g
- Lowdgsa s+ | |AEVE | SIS o dose 105 +
: Step 4 | |Lowdoze IcS E!tt’g LABA, Medium-dosa ‘ ellher LYRA or
: : R s OF ICS +gllher Theophyiling +
Alteinalive; - phyi .
Preferred- ol LR Theaphylling LTRADr . aral systamlc
. romolyn, LTRA, [ |pR - Theophylling corlcoslesold
SABAPRN Nedocromil, or Tadlum-dose S
Theophyiline Qs
Each atep:- Palien! educalion, snvirormental control, and manegement of comorbidities,
Sleps 2-4: Considar sm:-.rtan.:ou.. tllgrgen immunctherspy for pafiznls who have allempic asthma
(see notes),
Culek-Raliaf Maodlcallon for-AR Patlents ]
+ BABA &8 needed [os.symploms. ntenslly of lrsealment depands on severlty of srrnpmms uptsd Ireatmenia al 20-minuie
Intsvels as needed, Short course of orel oyalemlc corlicostorolds may be needed.
» Caulon: Inoraasing use of SABA of us0 >2 days awedk forsymplom rellef.(not provsation of GIB) genarally Indlcates
. Inudaqualacunlml and the need lo siep up treatment.

Key: Alphabetical order is used when more than one treaiment option s listed within either preferred or
altemnative therapy. ICS, inhaled corficosieroid; LABA, inhaled long-acting beta--agonist, LTRA, leukotriane
receptor antaganist; SABA, inhaled short-acting befaz-agonist

Notes:

s The slepwise approach is meant to assisl, noi replace, the clinical decisicnmaking reguired 1o meet individual
patient needs.

e [f alternative treatment is used and response is inadeguate, discontinue it and use Ihe preferred reatment before
stepping up.

u Theophylline is a less desirablte alternalive due to the need to monitor serum conceniration levels.

u Stzp 1 and step 2 medicalionk are based on Evidence A. Step 3 ICS + adjunclive therapy and ICS are based on
Evidence B for efficacy of each treatment and exirapolation from comparator tnals in older children and adults—
comparalor tnals are not available for this age group; steps 4G ars based on expert opinlon and extrapolation
from studies In oider chlldren and adulis.

Immunetherapy for sleps 2—4 jg hased on Evidence B for house-dust mites, animai danders, and pollens; evidence
is weak or lacking for molds and cockroaches Evidence is sirorgest for immurnotherapy with single allergens.
The role of allergy in asthma is greater in children thar in adults. Glinicians who administer rmmunolharapy should
be prepared and squipped to :denhfy and treal anaphylaxis that may occur.
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Secllon 4, Managing Asthma Long Term in Children G-4 Years of Age and 5-11 Years of Age August 28, 2007

FIGURE 4-2b. CLASSIFYING ASTHMA SEEVERITY AND INITIATING
TREATMENT M CHILDREN 5-11 YEARS OF AGE

Assessing severily and initiating therapy in children who are not cusrenily taking leng-tarm control
medleation

Classification of Asthma Severity

Components of _ , (5-11 years of age)
Severity S Persistent
R ' Tritermittent Mild Moderate Severe
<2 daysi 2 dajsgue i b
Svmptoms . =2 days!y (=1 >'.l da:g{m&:it bgl Baily mr?r:]egd:$t
| e IS ommes

- Short-acting . ST
hetmpagonist usefor s
‘symptor cortrol (ot © . Q'da"’SJ,‘:’E?k
prevenﬁon cfﬂﬂ) i e

Sevemi’ltimes
ner i_:Ig_ay.

= vda\, ,'weEL o
b nbtdﬂjy'_ir

* % s Normal FEY,
between: 7
© . eracerbations.

Imtial:mg Therapy '

il consider shorcoise oF
| vstam"l‘ccaﬁtmsiemlds

_»(See Fgure 4 b for . -
treatmehL steps Yo

Key: EIB, exercise-induced bronchospasm; FEV:, forced expiratory velume in 1 second; FVC, forced vital capacity;
ICS, inhaled corticosternids

Notes

B The siepwise approach is meani to assist, not replace, the clinical decisionmaking required to meet individual
palient neads.

B Level of severity Is delernined by both impairment and risk. Assess impairment domain by patient's/caregiver's
racall of the previous 2—4 weeks and spirometry Assign se verity lo the most severe category in which any leature
0CCUrS. '

= At present, there are inadequate data o comrespond frequencies of exacerbations with different levels of asthma
saverity. In general, more frequent and intense exacerbations {e g.. requiring urgenl, unscheduled care,
hospralization, or ICU admission} indicate greater underlying diseasa severly. For treatment purposes, patienls
who had 22 exacerbations requiring oral systemic coricosteraids in the past year may be cansidered the same as
patients who have persisient asthma, even in the absence of impairment levals consistent wilh persisten asthme.
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Seclion 4, Managing Asthma Leng Term in Children 0— Years of Age and 511 Years of Age Augusi 28, 2007

FIGURE 4-3b. ASSESSING ASTHMA CONTROL AND ADJUSTING
THERAFY IN CHILDREN 5-11 YEARS OF AGE

Claser cafionof Asthma: Controi (5-11 years of age}

Components of Cohtrol = .
P ‘ well Mot el Very Poorly Controlied
: Controlled Cantrolled
. =2 da'ys,'melqr.but nol >2 duysfwetﬂc of
' Svmplnnu ... more than onge-on.each mulfiple Bimes on Throughout the tay
L. .oday . 52 days/weel\
a?g:;?:m; s " s1xmonty 7 [«Ix/munth ‘ w2xtweek

' 'th;ﬁEfgu%;anrl‘,ﬂﬁg?rmall; Harig®. - " Sore lini;[zs[]pn T 7 Eatremely fimited

»2! ys-fw;aek;_ oo ‘Several tines per da;,r

G0%, predicted -
ersial best ;-

j_per“—onaI t:-st :

- Consider short course of. Gml

YEienEe eyrcosteraids,” P
tep upd-2 stepsand
« ‘Reevaiate In 2weeks.
. "ansutle -glfeds; vonsider

lzeatment npﬂqns. T

K trea‘l:mentsteps.)

Key: Ei8. exercise-induced bronchospasm; FEV,, forced expiratory volume in 1 second; FVC, forced vilal capacity

Notes:

& The stepwise approach is meant to assisi, nof replace, the clinical decisionmaking required to meet individual
palient needs.

® The Jevei of control is based on the most severe impairment or risk category. Assess impairment domain by
palient's/caregiver's recall of previous 2—4 weeks and by spirometry/or peak flow measures. Symiptom
assessment for longer periods should reflact a global assessment such as inquinng whether the patienl's asthma
Is belter or warse since the lasi visil.

B At presen!, there ara inadequate dala to correspand freguencies of exacerbations with different levels of asthma
control In general, rmore frequent and intense exacaroations (2.9., requinng urganl, unscheduled care,
hospitalization, or ICU agdmission} indicate poorer disease control. For treaimen! purposes, palients who had
22 exacerbations requinag oral sysiemic corticosternids in the past year may ha considered the sams as patients
who have persistznt asthma, even in the absence of impairmeant levels consistent with perststent asthma.

@ HBefore slep up in therapy:
— Review adherence to medications, inhaler technique, environmentaf control, 2nd comorbid conditions.

-— i allernative treaiment option was used in a step, disconhinue it and use preferred treatment fer thal step
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Section 4, Managing Asthme Long Term in Children 04 Years of Age and 5~11 Years of Age August 28, 2007

FIGURE 4-4b. ESTIMATED COMPARATIVE DAILY DOSAGES FOR
INHALED CORTICOSTEROIDS M CHILDRERN

iLow Daily Dose 5] Daiiv Dose High Daily Dose
Dirug Ghitd 0—4 Child 511 i 0= Child 0~4  Child 5-1i1

Beclomethasone

HFA

40 or 80 mea/puff NA BO—160 meg 1 NA »160-320 1ncg WA >320 meg

Budesonide DP)

90, 180, or 200 MNA 180400 NA »400-800 rncy NA »800 mea

meg/inhalation meg

Budesonide

inhaled

inhalation 0.25-0.5 0.5mg »0.6~1.0 mg 1.0 mg >1.0mg  20mg

suspensicn for mg

nebulization {child

dose)

Flunlsoilde

250 meg/puff NA 500-750 NA 1,000~1,250 NA 1,250 meg

meg mcyg

Flunisolide HF A

80 mca/puff MNA 160 moeg NA 320 meg NA 2640 meg

Fiuticasone

HFA/MOL: 44, 110, | 176 mcg B8B—176 meg | »~176-352 meg  »176-352 meg =352 meg  >352meg

or

220 meg/pufi

DP1: 50, 100, or NA 100-200 NA »>200~-400 meg NA >400 mcg

250 megfinhaiation meg

Mometasone DPY

200 mcg/inhalation NA MNA NA NA WA NA

Triamcinolone

acetonlde

75 meg/puif NA 300-~800 MA >§00-500 mcg NA »800 rmeg

mcg

Key HFA, hydrofluoroalkane; NA, nol approved and no data availabie for ihis age group |

Notes;

B The most important delerminant of approprlate dosing s the cilnlclan’s Judgrment of the pallent's respenge (v Morapy. The chnican musl monlicr e ‘
palenl's responsa on severat chical perametsss end adjust e dose Accordmgly  The slepwise approach (o theropy emphasizes Ihes once conlrol of asinma
Is sehievtd. the doe of medication should be corefully Liraled to the minmum dos e required (o malntaim conirol, s reducing ihe potential for adverso effoct.

0 Somz duses muy be oulside rockogo 'abeling, eapechlly In the higi-dose ranpe. Budesonlde nobullzer suspension is the onfy ICS wath FIXA approved labeling
or children <4 years of oge. '

8 Maiared-dose Inhaler (MO!) dosnpes Bre expressed as the actuplor dose (Ihe emowunl of the drug lbawng (e aciualor 2nd delivered Lo the pabenl), which s lhe
\Ebelng raquired in Ihe Unned Siates. Ths is diflerent from die dosage sxprossed as Ine valve dose (the ameont of drug laaving he valva, not ai ol viich is
avaflable 1o 1he palienl), which it used in mony Buspoon gounlnes and in some scienric erature  Ory powdor inheler (DPI) dasus neo exprassod as he
amounl of drug in the Inhaler {ollevdng eclivanion.

B Far chiloren <4 yoars of age: The sufaly and sfficocy of ICSes in chitnon <1 yanr has nol keen established  Chlldren <4 yeare of Ape generaily require dabvery
of1C5 (hudasonlde and Nulicnsone HFA) Iarough & lece mask Ma? should [ gnupgly over npse and maulh ond dveid nebulcing in the eyes. Wash (nce ofles
asch frealment o prevent Iogal corlicosierod sde eHects For budesonida, lhe dos e rmey bo adimimslered 1~3 mes daily, Dudesonide suspensinns
comypiatibie vilh mibutersl, fpratoium. and levalbuiero| nebubzer 4olutions n the sarne nebuiizer Uto only jol nebulizers, as ulirazonic nebulizers are
mef{ective lor suspenslons.

B For flubcasone HRA, (he dose should be divided 2 bmes duily; e low duse for chiidren <4 yoors 16 tughed han for creloren 5-41 years ol ege due 1o lower
dosedalivered with [ac2 mask end dola on efficncy 16 youny children,
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Augusi 28, 2007

Seclion 4, Managing Asihma bong Temm—Yauiths 212 YYears of Age and Adulls

FIGURE 4-5,

STEPWISE APPROACH FOR MANAGING ASTHMA IN

YOUTHS =212 YEARS OF AGE AND ADULTS

. Persistent Asthma: Daily Medication
intarmittent i i
Asthma Consult with osthina speclallst If siep 4 care or higher s required.
Consldor congultation at slep 3.
Step 6
Step 5 Freremred:
Freferrsd: Hghlosa
Step 4 ghadase ICS +LABA +oral
1
Step 3 Frolered: 105 +LABA ¢urllcosiemid
Prafarrad: Medium-doge ICS AKD AND
Step 2 'Low-dosa +LABA Conslder
. 108 +LABA Consldor na
Praforred:. oR Altarnative: Omallzumab for Omalizumab I'ur
Step 1 Low-duze ICS Wadllum-cosa €5 | | pedium-dose lcg [ | Raents wha hiave ;‘?Eanliwha e
Alfernative: Alternative: -+ gilhor LTRA, 1 |allergles Horg
Freferred: Cromolyn, LTRA, | | Low-dosg IC5 + Theophylline, or
SABA PRN Nedocromll, of ullher LTRA, Zilouton
Thaophyllina Theaphylline, ot
Dlguion
| I

Each sisp: Pallent educalion, emironmentel conirol, and manegement-of comorid|ties.

Sleps 2—4:  Consider subculaneous allorgen immunalherapy for patients who have allergi asthma (sec noles).

Faukk-ﬁallef Madicallon for All Pallents

+ BABA pa neaded lor symploma, intanslty of lrgﬁh'nanl'depanﬂn on saverily of symploms; up Lo 3 tresimonls al 26-minols [nlsrvels
&s needed. Shorl cavraa of oral syslamio corticoHorlds oy ba neodod,

* Liss of BABA »2 days aweek for symplom esllsl-jnot pravention of EIB} panaratly Indicelss Inedequolo contrel and-the need fo tsp
up treotment, ’ . .

Key: Alphabelical order is used when more than one treatment option is listed within elther preferred or

alternative therapy. EIB, exercise-induced bronchespasm;, ICS, inheled corlicosteroid; LABA, long-acting inhaled bata;-
agonist; LTRA, leukotrienz recepior antagonist; SABA, inhaled shorl-acting betaxagonist

Noies:

The sfepwise approach is meant to assist, not replace, the clinical decisionmaking reguired to meet individual patient
needs.

If altemative treatrnent is used and response is inadequate, discontinue il and use the preferred treatment before
slepping Lp.

Zileuton is & less desirable alternative due lo limited studies as adjunclive therapy and the need lo monitor liver
function. Theophyliine requires monitering of serum coneeniration levels,

In step G, before oral systemic corlicosteroids are infroduced, a tnal of high-dose ICS + LABA + either LTRA,
theophylline, or zileuton may be considered, although ihis approach has nat been studied in clinical trials.

Step 1, 2, and 3 preferred therapies are based on Evidence A; steg 3 alternalive therapy is based on Evidence A for
LTRA, Evidence B for theophylline, end Evidence D for zileuton., Step 4 preferred therapy is based on Evidence B,
and alternative herzpy is based on Evidence B for LTRA and theophyliine and Evidence D ior zileuton. Siep §
preferred therapy is based on Evidence B. Step 6 prefarred therapy is based on (EPR-—2 1997) and Evidence B o
omalizumab

Immunotherapy for steps 2—4 is based on Evidence B for house-dusi miles, animal danders, and pollens; evidence
is weak ar lacking for molds and cockroaches. Evidence is strongest for immunotherapy wilh single allergens The
role of allergy in asthma is greater in children than in adults,

Chinicians who administer immunotherapy or omalizumab shouid be prepared and equipped to identify and reat
anaphylaxis that may ocgur.




Seclion 4, Managing Asthma Long Term-—Youths 212 Years of Age and Adults Augusl 28, 2007

FIGURE 4-6. CLASSIFYING ASTHMA SEVERITY AND INITIATING
TREATMENT INM YOUTHS =12 YEARS OF AGE AND ADULTS

— Assessing severity and initiating treatment for patients who are not currently teking long-term control
medications

:-::- 8-19 yr’ B5%G
720-39yr “BO% "
AD-58yr  75%

Clagsification of Asthma Severity

Components of Severity ¢12 years of age

. : Persistent
Entermittent : Mi!d ' HModerate Severe
42.days{week »2 days/ueek but  Daty’ 'nlw'ughqut the day
. T 2 noLda]ly ' ) o ;
i >ixfweek ut . - OI‘cen ?x;‘week
g0 iy - nOE rightly e
D dnyspwEek . DAy Snveral times

2ty .
Bubnot daily;-and
nut-rnure twn - -
lx,on Fhy dny

m,nganlstu for
“symptom-cortrol (ngs
n:venhun af I:[B)

per day

“Narmal FEV, /F¥ Exﬁréur-nélé;li'rnl'tfeqi;}*

‘60 B0 yr  70%

. nxacarnatlcm

Lung functian - <* FEV, »80%
nredicted

* FEV,/ifvC narmal

JFEV, 460%
pre icted

e FEY VT
reduced »5%

L6055 bul -
¢ <BOY predicted

o n_slder‘sharlm st of
o, uras sy"t:amlcmrUmStemids

Key: FEV., forcad expiratory volume in 1 second; FVC, forced vital capacity; IGU, inlensive care unit
Notes: .

The stepwise approach is meant to assisl, nol replzce, the clinical decisionmaking reguired 1o meet individual patianl
needs

Leval of seventy Is determined by assessment of bolh jmpaimment and risk. Assess impalrment domain by
patient's/caregiver's recall of previous 2— weeks and spiromelry. Asslgn severily to lhe most severe categofy in
which any feature ocours. |

Al present, lhere are inadequate dala 1o cormespond frequencies of exacerbations with different levels of asthma
severity, in general, more frequent and intznse exacerbations (e.g., requinng urgent, unscheduled care,
hespilalization, or ICU admission) indicate greater underlying disease seventy. For lreatment purposes. patienls
who had 22 exacerbations requiring oral systemic corticosteroids in the past year may be considered the same as
palients who have persistent asthma, even In the absence of impairment levels consistent wilh persistent asthrna.
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FIGURE 4-7. ASSESSING ASTHMA CONTRGL AND ADJUSTING
THERAPY IN YOUTHS 2412 YEARS OF AGE AND ADULTS

Classification of Asthma Conirel

. 212 years of age
Componerits o7 Contrgl ( Y ge)

Not Very Poorly
) Well Controlled Well Controllad Conirdlled
Symptems | : <3 daysfweek >2 days/week . Throughoul the day
Highttitne aviakenings ) S2/1nnnth I-3wjwesk xfvieek
Intference with normal ai:r.‘wit'y Hone Sorme limiration Exlremely imaed
", Shurt-a:bng beta,ﬁgnnlst usc_ for 22 du‘vs[week 2 dbysfweek Several times per'dav
oL, 'E\ﬂ'mwm contrsh. (not prevenﬁcn of E]B) . ‘ o
Impalrment ‘ S
T _:FE‘-'; o pEak ﬂq »B0%3s predlaed,f 60-B0% predicted] .. <60% pre::lcht-ﬂj

perronal best . persdnnl best .. .personal besti-

"mj"hr.usbmlds,
< SEp Jup)l-? sieps, and,

&r SERpideivN §
nhrollr.'d for at

- Fﬂl‘ side erfm:r_t;,‘. .
.;al:unslder nlt-.-;mal;v‘::
t.rqahngrd: op'guruj

= 4] T ) : g :

- *ACQ values ot 0.76~1.4 are indeterminate regarding we ll-controlled asthma.

— Key: EIB, exercise-induced bronchospasm; ICL, inlensive care unit

Motes:

u  The stepwise approach is meant {o assist, not replace, the clinical decisionmaldng required to mee! individual patient
needs.

& Thetevel of control is based on the mosi severe impaimmen! or nsk category. Assess impaiment domain by palient's recall
of previous 2~4 weeks and by spirometry/or peak flow measures. Symptom assessmeni for longer periods shoulg reflect a
global assessment, such as inquiring whether the patient's asthma is better or worse since the lasl visit.

8 Alpreseni, there are inadequale dala fo corespond frequancies ol exacerbalions with different tevels of asihma control. In
general, more frequent and intense exacerbations {e.g., requirlng urgent, unscheduled care, hospilalization, or ICU
admission) indicate poorer disease contro!. For treatment purposes. palients who had 22 exacerbalions requiring oral
systemic corticosteroids in the past year may be considered Lhe same as palienls who have not-wel}-controflad asthma.
aven in the absence of impalmment levels consistent with not-well-controlled asthma.

8 Validated Questionnaires for the impairment domain (the guestionnaires do not assess lyng function or the risk domain}

ATAQ = Asthma Therapy Assassment Questionnaire® (See sample in "Comporent 1: Measures of Aslhma
Assessment and Monitonng."}
ACQ = Aslhma Control Questionnaire® (user package may be obtained at www.qollech co.uk or
Juniper{@qgoltech.co.ui)
ACT = Asthma Control Test™ (See sample in “Companent 1: Measuras of Asthma Assessment arid Monitoring )
Minimal importani Diference: 1.0 for the ATAQ; 0.5 for the ACQ; nol determined for the ACT.
g Before step up in therapy:

-~ Review adherence to medicatlon, inhaler technioue, environmental conlrol, engd comarbkid conditions
—--_lf an alternaiive ireatmenl option was used in a siep. discontinue and use the preferrad treatmant fer that step
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FIGURE 4-8b. ESTIMATED CONIPARAT[\;E DAILY DOSAGES FOR
INHALED CORTICOSTEROIDS FOR YOUTHS 212 YEARS OF AGE
AND ADULTS

Drug B o Daily Dose adiuri Daily D High Daily Doze

L Adult At Adult
Beciomethasone HEA
40 or BD meg/ouff 80-240 mecy =24 0-480 mcg »480 meg
Budesonide DPI i
90, 180, or 200 megfinhalabion 180-600 mcg >500-1,200 meg =1,200 meg
Flunisalide T
250 megfpuff 500-1,000 meg >1,000-2,000 mcty »2,000 mcg
Flunigollde HFA
80 mcg/puff 320 meg >320-640 mog >640 mcg
Fiuticasone
HFA/MDI: 44, 110, or 8B8-264 mcg »264—40 meg 440 meg
220 meg/pufi
DPY 50,100, or 100~300 meg >300-500 mcg =500 meg
250 meg/inhalation
Mometasone DPI
200 megfinhalation 200 micg 400 meg >400 mcg .
Triamcinclone acetonids
75 meg/putf 300-750 meg >750-1,500 meg =1,500 meg

Kay: DPI, dry powder inhaler; HFA, hydrollucroatkane: MD), matered-dose inhalar

Notes:

@ The mosi Important determinant of appropriate dosing is the clinician’s judgment of the patient's response to
therapy. The clinician must moniior the patient's response en severel clinical parameters and adjus! the dose
accordingly. The stepwise approach o therapy emphasizes 1hat onca control of asthma is achieved, the dose of
medicatian should be carefully litrated to the minimum dose required to mainiain control, thus reducing the potenlial for
adverse effect.

@  Some doses may be oulside package tabeling, especially In ihe high-dose range.

MDM dosages are expressed as the aciuator dose (the amount of the drug leaving the actuator and delivered to the
patient). which is the labeling required in the United States. This is difierant from the dosage expressed ag the valve
dose {the amount of drug ieaving the valve, not all of which is available te the patieni), which is used in many European
counlries and in some scientific literature. DPI doses are expressed as the amount of drug in the inhaler follewing
activation.

m  Comparative dosages are based on published comparative clinical (nals {Adams ef al. 2005; Barnes et al. 1898; [Kelly
1998, Lasserson el al. 2005; Pedersen and O'Byrne 1997) T he rationale for some key comparisons is summarlzad as
Tollows:

— The high dose is the dose thal appears likely to be the threshold beyand which significant hypothalamic-pruitary-
adrenal (HPA) axis suppression Is produced, and, by extrapolation, the risk is increased for other clinically
significani syslemic &ffects if used for prolonged perieds of tine (Martin et al. 2002; Szefler et al. 2002)

— The low- and medlum-doses reflect findinos frem dose-ranging studies in which incremental eficacy wilhin the .
tow- to medium-dose ranges was established wilthout Incressed systemic efiect as measured by overnighl cortisol
excretion. The studias demenslrated a relativeiy flal dosa-response curve for efficecy at the medium-dese range,
that is, Increasing the dose of high-dose range did net significantly increase efficacy but did increase systemic
effect (Adams el al. 20017; Martln et al. 2002; Szafler e{ al. 2002),

— The dose ior budesonide DP1is based on recently avaija ble comparafive data with other medicaticns These new
data, including mela-analyses, show that budesenide DF | is comparable to epproximalely lwice the microgram
i dose of fluticasane MD) or DPL (Adams el al. 2005; Barnes et al. 1998, Nielsen and Dahl 2600).
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Asthma Action Plan

Name:

Date:

Physician or Clinic;

Phone Number: { ) -

GREEN ZONE
Doing Well

- No coughing, wheezing,
or difficulty breathing

+ Can do usual activities

OR

- if a peak flow meter is used,
your peak flow is at least:

- (B0% or more of best* peak flow}
Best* peak flow:

{*This is the personal best peak flow that you have

Personal Asthma Goal:

Take these medicines every day for long-term control:

Name of medicatlon; How much to take: How often {or when):

- For metered dose inhalers, use of a spacer with valve is recommended.

+ Avold tobacco smoke and what you are allergic to (if unknown, discuss
tests with your doctor).

- See your doctor every 3 to 6 months for preventive care.

« Take 2 puffs of quick relief medication 10-60 minutes before exercise, if

consistently reached when doing well in the past needed.
year.)
YELLOW ZONE
i Take your GREEN ZONE meds pius for quick symptom relief take:
Caution

v~

Waking up at night

Coughing ~ Wheezing Tight Ches!

+ Coughing, or wheezing, or shortness of breath, or
- Nighttime awakenings with symptoms
OR
+ Peak flow is between___ and
{50% to 80% of best)

Name of medication: How much to take: How often (orwhen):

If you have been in the yellow zone for aver 24 hours, call your dactor.

D ZONE
dical Alert!

IF EXTREMELY SHORT OF BREATH,
CALL 911 IMMEDIATELY.

GREEN ZONE
Doing Well

+ No coughing, wheezing,
or difficulty breathing
- Can do usual activities
OR
« if a peak flow meter is used,

..... s

Personal Asthma Goal;

Take these medicines every day for lang-term control:

Name of medicatlon; How much to take: How often {or when):

- For metered dose inhalers, use of a spacer with valve is recommended.
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Asthma
Patient Handout

_» Bronchial tube

Muscles - The
branchial
tubes are
wrapped
with muscles

Bronchiole -
Smaller branches
of the bronchial

tubes

Alveoli with
trapped air

Mucus lines the
bronchial tubes

Alveoli - Balloon-like sacs
through which air passes

e A

Asthma occurs when the airways in the lungs become inflamed (swollen) and constrict (become smaller), making breathing difficult.
No two people with asthma are alike. Asthma symptoms may come and go, but the asthma condition never completely goes away.

Inflamed swollen airway

Inflamed airway

Asthma

Asthma affects the airways in three ways:
1) All people with asthma have inflammation {irritation and swelling) of the lining of the alrways. When the airway lining is

inflamed, there (s less room for air to flow in and out,
2) Bronchospasm is caused by a tightening of the muscles that surround the airways. This narrows the airway and prevents air

from getting in or leaving the lungs.
3) Extra mucus [s produced and often blocks the airways.

Asthma triggers are anything that can make asthma worse. Each person has hls or her own types of triggers. These include: » Tobacco
smolce « Viral infections in the lungs {colds, bronchitis, flu} - Exerclse - Perfumes and other strong odors - Cold air - Air pollution
« Weather/climate changes - Pollens - House dust - Molds - Animal dander

Many people with asthma need daily asthma control medicine to manage symptoms and prevent flare-ups. The best asthma
control medicine (s an Inhaled steroid because it treats the inflammation of the alrways. This medicine must be taken every day
as prescribed by the doctor to keep asthma under control.

Tools for Managing Asthma

Healthcare Provider: Partner with them to manage your asthma and see them at least once a year.
Medicine: 1) Take the inhaled steroid control medicine every day as prescribed by your doctor, whether you are having symptoms
or not, 2) Limit the use of a quick rellef medicine such as albuteral to acute symptoms and to pretreat for exercise when that is

a trigger.
» Limit tobacco smoke exposure: 1} Quit smoking: call the Colorado QuitLine (1-800-QUITNOW} and ask your healthcare

Muscles - The
bronchial
tubes are
wrapped
with muscles

Smaller branches
of the bronchial
tubes

Alveoli with
trapped air

Mucus lines the
bronchial tubes

Alveoli - Balloon-ltke sacs
through which air passes

o~

Inflamed airway Inflamed swollen alrway

Extra mucus

Extra mucus

~
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FDA Adult Doses* (Total Daily Inhalations)

Inhaled Corticosteroid Controller Medications approved

age (yrs) Low Medium High
Advalr® HFA (fluticasone/salmeterol) MDI 12+ (45/21) 4 (115/21)4 (230/21) 4
Advalr® Diskus® (fluticasone/salmeterol) DP! 4+ {100/50) 2 {250/50) 2 (500/50) 2
Aerospan® HFA {flunisclide) 80 meg MDI 6T 4 4-8 >8
Azmacort® HFA (triamcinolone) 75 mecg MDI 6t 4-10 10-20 > 20
Asmanex® (mometasene) 220 mcg DPI 121 1 2 >2
Asmanex® {mometasone} 110 mcg DPI 4+ 2 4 >4
Flovent® HFA (fluticasone) 44 MDI 4t 2-6 7-10 >10
Flovent® HFA (fluticasone) 110 MDI 4t 1-3 4 >4
Flovent® HFA (fluticasone) 220 MDJ 4+ 1 2 >2
Flovent® Diskus® (fluticasone) 50 DPI 4t 2-6 7-10 > 10
Pulmicort Flexhaler™ (budesonide) DP| 80 mcg 6t 2-6 7-13 > 13
Pulmicort Flexhaler™ (budescnide) DP] 180 mcg et 1-3 4-6 >6
Pulmicort Respules® (budesontde) 0.25, 0.5, or T mg 1+ 0.5 mg 1mg 2mg
Symbicort® 80/4.5 (budesonide/formoteral) MDI 12t 4 4 n/a
Symbicort® 160/4.5 (budesonide/formoterol) MDI 12+ n/a 4 4
QVAR® 40 HFA {beclomethasone) MDI 5t 2-6 6-12 > 12
QVAR® 80 HFA (beclomethasone) MDI 5t 1-3 4-6 >6

*Adult doses listed. Children under 12 years use 60 to 80% of the listad dosages.
All LABAs and combination agents contalning LABAs have a black box warning.

Check product information for dosing frequency.

Key: HFA = hydrofluarcalkane (new propellent); MDI = Metered Dose Inhaler; DPI = Dry Powder Inhaler

Leukotriene Blocker Controller Medications :::fzfap:::;: Dosage
Accolate® (zafirlukast) 10 mg tablet 5-11yrs One tab twice dally
Accolate® (zafirlukast) 20 mg tablet 12F yrs One tab twice dally
Stngulair® (montelukast) 4 mg granule packet 12 - 23 months One packet once dally {evening)
Advair® HFA {fluticasone/salmeterol) MDI 12t (45/21) 4 (115/21)4 (230/21) 4
Advalr® Diskus® (fluticasone/salmeterol) DP! 4t {100/50) 2 {250/50) 2 (500/50) 2
Aerospan® HFA {flunisclide} 80 mcg MDI 6+ 4 4-8 >8
Azmacort® HFA (triamcinolene) 75 meg MDI &t 4-10 10-20 >20
Asmanex® (mometasone) 220 mecg DPI 127+ 1 2 >2
Asmanex® {mometasone) 110 mcg DPI 4+ 2 4 >4
Flovent® HFA (fluticasone) 44 MDI| 4t 2-6 7-10 >10
Flovent® HFA (fluticasone) 110 MDI 4t 1-3 4 >4
Elavenrt® HEA (Aiiticacanal 220 MM a+ 1 ) 5 7
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Asthma Management
for Children and Adults

r

1. RECURRENT coughing, wheezing, or shortness of breath relieved by a bronchodilator
2.  Objective response by spirometry {=12% tncrease of FEV, post bronchodilator)
3. Rule out conditlons such as aspiration, GERD, airway anomaly, foreign body, cystic fibrosis, vocal cord dysfunction, or

Consider the diagnosis of “asthma” if: \

COPD. GERD Is a common co-marbidity. (If diagnosis In doubt, consult with an asthma specialist.)

y

Assess Asthma Severity:
Persistent vs. Intermittent

Symptoms >2 days per week OR
Awaken at night from asthma >2X per month OR
Persistent
Asthma More than 2 steroid bursts in 1 year OR

Limitation of activitles, despite pretreatment for exercise induced asthma OR

FEV; <B0% predicted OR low FEV/FVC ratio (see below)
For children <4 years consider “persistent” if more than 4 eplsodes of wheezing in a year
AND parental history of asthma or eczema or wheezing between ilinesses.

E I F"E—”PP’!‘J.—"

Treatment for Persistent Asthma:

Daily Inhaled Corticosteroids
(steps 2, 3 or higher)

¥

Assess Response within 2-6 weeks

-

I e e

“Well Controlled” Asthma \

Daytime symptoms <2 days per week AND
Awakenlng at night from asthma <2X per month AND
No limitation of activities AND

Less than 2 steroid bursts per year

FEV, = 80% predicted

FEV1/FVC o [FEVIG
5-19 yrs = 85%
20-39yrs 2 B0%
46-59 yrs = 75%
60-80 yrs 2 70%

Objective responsé b;r spirometfy {=12% increase of FEV, post brenchodilator)
3. Rule out conditlons such as aspiration, GERD, airway anomaly, foreign body, cystic fibrosis, vocal cord dysfunction, or
COPD. GERD Is a common co-morbidity. (If diagnesis In doubt, consult with an asthma specialist.} )

v

Quick Tips for
All Patients with Asthma

O

Environmental Control: identffy and avoid triggers
such as tobacco smoke, pollens, molds, animal dander,
cockroaches, and dust mites.

Flu Vaccine: recommend annually.

Spirometry: at diagnosis and at least annually.

Asthma Score: use tools such as ACQ®, ACT™ or ATAQ® to
assess asthma control.

Asthma Education: review correct Inhaled medicatlon
device technigue every visit, if needed.

Asthma Action Plan: at diagnosls; review and update at
each visit.

Short-Acting Beta-Agonist {e.q., albuterod): 1) for quick
relief every 4-6 hours as needed {see step 1), 2) pretreat
with 2 puffs for exercise-induced bronchospasm 10-60
minutes before exerclse.

Oral Corticosteroids: conslder for acute exacerbation.
Spacer with Valve: if spacer selected, use spacer with
valve,

O Mask: use with spacer with valve and with nebullzer
for children <5 years and anycne unable to use correct

0O 0O O O0OD

oo

y

Assess Asthma Severity:
Persistent vs. Intermittent

Persistent
Asthma

s W

Symptoms >2 days per week OR

Awaken at night from asthma >2X per month OR

Limltatlon of activities, despite pretreatment for exercise induced asthma OR
More than 2 sterold bursts in 1 year OR

FEV, <B0% predicted OR low FEV/FVC ratio (see below)
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Asthma.

Stepwise Approach

nLermitten

'_".'_ll |‘1“1|.:_

Persistent Asthma: Daily Medication

Step up as indicated although address possible poor
adherence to medication. Re-assess in 2 to 6 weeks.

Step down if well controlled and re-assess in 3 months.

If very stable then assess control every 3 to 6 months,
All LABAs and combination ogents containing LABAs have a black box warning.

Step 6

Step 5

Age 12t yrs

Hlgh-dose inhaled
sterold + long-
acting
beta-agonist
-and-
Consider
omaluzimab If
allergies

Age 12F yrs

High-dose inhaled
steroid + long-
actfng beta-agonist
+ oral steroid
-and-
Consider
omaluzimab If
allergies

inhaled steroid

Step 4
Age 12t yrs
Step 3 Preferred:
+ Medlum-dose
Age 127 yrs inhaled sterold +
Step 2 Preferred: long-actir!g beta
Low-dose inhaled agonist
All Ages -
steroid + long- Alternative:
51 i"l? il Preferred: b acting Medjum-dose
e Low-dose inhaled eta-agonist or inhaled sterold +
{t':—"';"fl E:'-'E-g;] sterold Medium-dose leukotriene blocker
inhaled steroid
. u_'_l.ﬁ] jr.—::1-=';"|" Alternative: Alternative:
[sfeaphsli Fil ) Leukatrlene blocker Low-dosa Age 5-11yrs
albliferalinin] or cromolyn inhaled sterold + +
y leukotrlene blocker Same as 127 yrs
Ifflsedimar=thanke
oy s pepWERR GHHer
tHAnfoREYere5a]) Age 0-4yrs
(CONE0ED Age 0-4 yrs Age5-11yrs
IiaaEglEtetoniig| Medium-dose
Sane needta Conslder referral Low-dose inhaled Inhaled steroid
Cen D reatment (especially if steroid + long- +
g dlagnoslsisin acting elther
doubt) beta-agonlst ]ong-acting
or leukotriene beta-agonist or
blocker or leukotriena
Medium-dose blocker

Age 5-11yrs

Preferred:
High-dose inhaled
sterold + long-
acting
beta-agonlst

Alternative:
High-dose
inhaled steroid +
leukotriene biocker

Age5-11yrs

Preferred:
High-dose inhaled
steroid + long-
acting beta-agonist

Alternative:
High-dose
inhaled steroid +
leukotriene blocker
+
oral steroid

Step down if well controlled and re-assess in 3 months.
If very stable then assess control every 3 to 6 months.
All LABAs and combination ogents containing LABAs have a black box warning.

Age 0-4 yrs

High-dose inhaled
sterold
+
elther long-acting
beta-agonist or
leukotrlene blocker

Step up as indicated although address possible poor
adherence to medication. Re-assess in 2 to 6 weeks.

Age0-4 yrs

High-dose inhaled
steroid
+
either long-acting
beta-agonist or
leukotriene blocker
+

nral ctornid

Step 6

Step 5

Step 4

Age 12t yrs

High-dose inhaled

Age 12t yrs

High-dose inhaled
steroid + long-
acting beta-agonist
+ oral steroid
-and-
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Asthma Management
Resources

American Academy of Asthma, Allergy, and Immunology
+ Www.aaaal.org
This site has both consumer and professionalinformation including
informaiion about allergens. There are ailso links to help find an
altergy/asthma specialist as well as a multitude of educationa!
opportunities.

American Academy of Pediatrics
- www.aap.org/healthtoplcs/asthma.cfm
General site for parents for answers to basic questions about
asthma.
+ www.aap,org
General pediatric medicine, education courses, and resources,

American Assoclation of Respiratory Care
« WWw.3arc.org
A professional site for resources and education opporiunities.

American College of Chest Physicians (CHEST)
+ www.chestnet.org
A professional resource for education, journals, and continuing
education.

American Lung Association
« www.lungcolorado.org
This site leads to information about tobacco, smoking, lung disease,
and local events.
+ www.lungusa.org
This is a national site on allergies, asthma, COPD, and more.

American Thoracic Society
« www.thoracfc,org
Resources for professionals including patient education, continuing
education apportunities, research, and more.

Association of Asthma Educators
« www.asthmaeducators.org
Resource for asthma educators orthose interested in becoming an
asthma educaior.

Asthma and Allergy Foundatlon of America
« www.aafa.org
Information about indoor and outdoor allergies. For professionals,
patients, and parents.

Asthma and Allergy Network/Mothers of Asthmatics
« WWW.aanma.org
This site has uselul information for families and schoals.
information about allergens. There are also links to help find an
allergy/asthma specialist as well as a multitude af educational
opportunities.

American Academy of Pediatrics
- www.aap.org/healthtoples/asthma.cfm
General site for parents for answers to basic questions about
asthma,
+ Www.aap.org
General pediatiic medicine, education courses, and resources.

American Association of Respiratory Care
- www.aarc.org

A professional site for resources and education opporiunities.

Ameriecan Colleae af Chect Phvelriane (CHESTY

Champ Camp/American Lung Association
« www.lungcolorado.org/champcamp.htm

Children’s Hospltal
« wwwthechildrenshospital.arg/conditions/lung/healthcare_
profassionals/index.aspx
Resources for Praviders.
- www.thechlldrenshospital.org/condltions/lung/condltions/
asthma/asthma.aspx
Resources for families.

Colorado Asthma Coalition
+ httpi//asthmacolorado.org/

Colorado Asthma Program
- hitp//www.cdphestate.co.us/ps/asthma/
This site connects you to a link” page which has the links ta 18
different resource sites including AANMA, EPA, CDC, etc.

Colorado Clinical Guidelines Collaborative (CCGC)
« www.coloradoguidelines.org/guidelines/asthma,asp
This fink conmects you with the printable asthma guidelines for
professionais.

Environmental Protection Agency (EPA)
« www.epa.gov/iag/asthma
Resource for bath professional and patienis/paients to fingd
environmental trigger information/resources.
« www,noattacks.org
This site is produced by the EPA and has trigger information os welf
as action plans for home and school pius much more.

National Asthma Education and Prevention Program (NAEPP)
« www.nhlbi.nih.gov/about/naspp
This fink has information for both patienis and professionals. It
includes resources for assessing and implementing asthma
education programs.

National Institute of Health (NIH)
+ www.nlh.gov
This site has health information from A-Z as well as a muliiiude of
other resources including research and grant information,

National Jewish Medical and Research Center
+ www.nationaljewish.org
Afl kinds of information on afl topics surrounding the asthma-
allergy-atopic dermatitis triad. For professionals, patients and
parents.
Children’s Hospltal
« www.thechildrenshospital.org/conditions/lung/healthcare
professionals/index.aspx
Resources for Providers.
« www.thechlldrenshospital.aorg/condltions/lung/condlitions/
asthma/asthma.aspx
Resources for families,

Colorado Asthma Coalition
+ http://asthmacolorado.org/

Colorado Asthma Program
« http//www.cdphe state.co.us/ps/asthma/
This site connects you 1o @ “fink” page which has the links 1o 18
different resource sites including AANMA, EPA, CDC erc,




