
The Challenge of High Risk 
Patients with Asthma 

Karen Meyerson, MSN, RN, FNP-C, AE-C
Asthma Network of West Michigan

Karla Stoermer-Grossman, MS, RN, AE-C
University of Michigan

AE-C Sharing Day
March 18, 2013



Rose
 Rose is a 4 year old African American girl 

with a history of 2 hospitalizations with PICU 
stays– one with intubation, the other 
requiring BiPAP.
 Each exacerbation started with a viral URI
 Rose has a history of eczema and seasonal 

runny nose
 She has never consistently used ICS



Rose- Social History
 Rose lives with her parents and two older 

twin brothers.
 Rose’s father smokes in the home
 Mom works nights and is unsure if Dad 

gives any medications.
 Rose has commercial insurance with high 

co-pays.
 Pharmacy utilization records show 

inappropriate refill rates for ICS and high 
SABA use.



Rose- First Clinic Visit
 Rose comes to her first clinic visit with her 

mother who reports:
– Rose coughs “almost every night.”
– She was prescribed Advair 230/21 two puffs 

twice daily with chamber after her last PICU 
stay (previously rx’d Flovent 110)

– She has clear rhinorrhea and congestion
– They have given albuterol every 4 hours for the 

last 3-4 days for coughing which is worse at 
night.



Rose

 In clinic she is skin tested for allergies and 
was found to be positive for: 
– Dust mite
– Cockroach

 Current ACT score is 15
 Dad smokes in the house and is unwilling to 

quit.



Rose
 Home environmental assessment 

demonstrates:
– Carpeting throughout home
– Air fresheners in every room
– Dad smokes in bathroom
– Inadequate venting in bathroom - signs of 

mildew
– No pillow or mattress covers
– Rose sleeps in her parents’ bed



Where do we start??



Start at the Beginning
 Assure that the diagnosis of asthma is correct
 Under-diagnosis of asthma is a common problem 

in children who wheeze only when they have a 
respiratory infection. 

 Often these children are misdiagnosed as having 
pneumonia, bronchitis, or bronchiolitis and receive 
antibiotics, but this is not the appropriate 
treatment.



 The procedure for establishing a diagnosis of asthma includes 
obtaining a thorough history to document episodic symptoms of 
airflow obstruction. This is accomplished by assessing:

– Type(s) of symptoms (cough, wheezing or a mixture of both); 

– Time of day that symptoms occur; 

– Situations (exercise, stress) or other exposures (tobacco 
smoke, elevated pollen levels) that precipitate or exacerbate 
symptoms; 

 Other risk factors that may help establish a diagnosis of asthma 
include a family history of allergy, asthma, atopy, sinusitis, 
rhinitis or other respiratory problems.



Asthma Predictive Index (API)
High risk children (under age 3) who:

– have had > 4 wheezing episodes in the past year 
that lasted more than one day and affected sleep 
are significantly more likely to have persistent 
asthma after the age of 5 if they have either (1) of 
the following:    

Castro-Rodriguez J et al. AJRCCM 2000; 162:1403-1406.

One major criteria
• Parent with asthma

• Physician diagnosis of 
atopic dermatitis- ROSE

• Evidence of sensitization to 
aeroallergens

Two minor criteria
• Evidence of sensitization to  

foods

• >4 percent blood eosinophilia 

• Wheezing apart from colds

OR













Now What?
 Symptoms would indicate poorly controlled 

severe persistent asthma, BUT…
– Inconsistent medication delivery
 No mask
 Dad is not giving medications daily

– Triggers have not been addressed
 Dust mite mitigation

– Carpet
– Bed

 Air fresheners
 Smoking



Issues or Concerns for Caregivers of 
Children with Asthma

 Side effects of medications
 Knowing how to deal with an asthma attack or 

related emergency
 Possible fatality
 Communication with family, friends, and school
 Being overprotective
 Concerns about normalcy for their child
 Missed work
 Other competing psychosocial issues that 

override the importance of asthma management



Issues or Concerns for Children with Asthma

 Compliance with the treatment plan
– Taking the medications as prescribed
– Following an Asthma Action Plan

 Thoughts or feelings regarding normalcy, such as:
– Embarrassment
– Feeling “different” or left out

 Plans to avoid triggers
 Fear of fatality
 Activity imitations
 Relational problems with siblings
 Number of school absences



Teaching Opportunities

 Chamber with mask
 Importance of daily ICS for control
 Trigger mitigation
 Early warning signs
 Asthma Action Plan
 Resources



NAEPP Guidelines: every patient with persistent 
asthma should have a written home 

management plan

EPR-3, p115-123



Questions - Rose
What are the long-term effects of daily 

medication on growth and puberty?

 The long-term effects of daily medication on 
growth and puberty are still being studied, 
but we know that under-treatment or poorly 
controlled asthma itself may suppress 
growth.

 Treatment with corticosteroids both oral and 
inhaled have been shown to impact growth. 



Steroid Dose Comparison
 Inhaled Steroid vs. Systemic Steroid

(oral or IV)

 Micrograms vs. milligrams

 1000 micrograms = 1 milligram

 A usual prednisone “burst” is 40mg a day for 5 days for a total of
200mg or 200,000mcg. By way of comparison, each dose of Advair
100/50 contains 100mcg of fluticasone, the steroid. If you took Advair
100/50 twice a day (200 mcg), the usual dose, it would take you 1000
days (2.7 years) of regular use to equal the amount of steroids in one
burst of prednisone on a mcg-per-mcg basis.



 Controlling asthma is the primary goal.
 The goals of asthma therapy are to have patients 

on the lowest possible dose of the least number of 
medications.

 Most asthma experts believe if treatment is 
initiated early and at the appropriate doses, growth 
and puberty will not be permanently or significantly 
impacted.

 The potential small risk of adverse effects on linear 
growth from the use of ICS are well-balanced by 
their efficacy. 



Questions - Rose
Will she "outgrow" her asthma? What does that really 

mean?  

 Asthma by definition is a chronic inflammatory 
disease.  People with asthma have "twitchy," 
hypersensitive airways.

 Because Rose's primary triggers appear to be 
both viral infection, and environmental (dust mites 
and cockroaches) she is less likely to  "outgrow" 
her asthma.  This is even more likely with a 
positive family history.



Recommended Action for Treatment 
Based on Assessment of Control

Well
Controlled

Not Well
Controlled

Very Poorly 
Controlled

Maintain current 
step

Step up 1 step 
and reevaluate in 
2-6 weeks

Consider short 
course of oral 
corticosteroids

Consider step 
down if well 
controlled for at 
least 3 months

For side effects, 
consider 
alternative 
treatment options

Step up 1-2 steps and 
reevaluate in 2 weeks

For side effects, 
consider alternative 
treatment options

Before stepping up therapy, 
check adherence and environmental control



Luis
 Luis is a 42-year-old manager who presents to 

your office with a history of coughing episodes 
during the winter months.

 As a toddler, Luis experienced episodes of 
wheezing and coughing.

 He was treated frequently in the emergency room 
and was hospitalized at least one or two times 
each winter for the first 10 years of his life.

 Thereafter, he improved and throughout his 
adolescence and young adult life, Luis had few or 
no symptoms other than an intermittent cough in 
the winter. 



Luis
 Last year, Luis began coughing with exercise and 

was prescribed a short-acting bronchodilator by his 
primary care physician.

 For the last few months, Luis states that he is 
waking three times or more each week with 
coughing.  He has chronic rhinorrhea and post 
nasal drip.

 His job performance is also suffering because he 
cannot concentrate due to frequent coughing 
episodes at work.

 He is using two puffs of his albuterol inhaler at 
least four times a day. 



Luis
 Luis' childhood history is indicative of childhood 

asthma that was not appropriately diagnosed or 
treated.

 If Luis presented today with the symptoms that he 
exhibited as a youngster he would most likely have 
been diagnosed with asthma.

 In spite of that, it became somewhat quiescent during 
adolescence and early adulthood with the exception of 
an intermittent cough.

 Asthma symptoms may decrease or become non-
existent during adolescence and early adulthood even 
though the airways are still hypersensitive.



Luis
 A physical exam can help with diagnosis. However, a 

normal physical exam does not exclude the diagnosis 
of asthma.

 Pulmonary function tests are recommended by the 
Guidelines to assess and manage treatment.

 Pulmonary function tests (pre- and post-
bronchodilator) should be performed in office (or 
obtained as soon as possible at an asthma 
specialist's office or hospital PFT lab).

 A 12% improvement in PFT values post-
bronchodilator indicates reversibility and is suggestive 
for asthma.



Spirometry: Flow-Volume Loop
Obstruction



Luis
 A physical exam is the next step in establishing 

the diagnosis and developing Luis' treatment plan. 
 Luis reports that he has one cat and one dog, both 

of whom sleep in his bedroom.
 He also reports chronic rhinorrhea, frequent 

sneezing and post nasal drip.
 On physical exam, "allergic shiners" and the 

typical pale edematous nasal tissue with clear 
discharge confirm the diagnosis of allergic 
rhinitis. 



Luis
 Luis should be tested (skin or in vitro) to 

determine whether he is allergic to his cat and/or 
dog.

 If he is, then the most important part of his 
intervention would be to convince him to at least 
keep the animals out of his bedroom, perform 
strict dust mite control and consider the use of a 
HEPA filter in his bedroom.

 The dust control should include encasing the 
mattress and pillows in dust-proof covers.







Luis
 Luis’ asthma should be treated with an ICS/LABA 

combination for his lower airway symptoms, and he 
should be given a short-acting inhaled beta-agonist 
(SABA) to use PRN and 15 minutes prior to exercise.

 Consider a short course of oral corticosteroids for a 
faster resolution of symptoms.

 His nasal allergy symptoms should be treated with a 
inhaled nasal corticosteroid (INCS) and a non-
sedating antihistamine, which would eliminate many 
of his symptoms, including sneezing, and itchy and 
runny nose (Think:  United Airway Disease).



Questions - Luis
Why did my asthma come back? Did it ever go away?
It is common for asthma to improve or clinically disappear during 

adolescence and worsen or reoccur in adulthood. 

Although it is a chronic disease, asthma symptoms are 
precipitated by exposure to factors in our environment. If these 
factors/exposures change or the sensitivity to them changes, 
then the ensuing symptoms may also change. 

When this occurs, patients and family members may perceive that 
the asthma was "cured" or "outgrown" and believe that it will 
never return. 

If symptoms do return, prompt initiation of appropriate therapy can 
lessen the impact that asthma has on the patient and the 
family's lifestyle and allow them to have an excellent quality of 
life. 



Questions - Luis

How can the cat or dog make me worse, even 
though I do not have symptoms around the 
animals?

 If you prove to be sensitive to the cat or dog, the 
animal allergen functions as a primer to enhance 
symptoms to other allergens, added to the pool of 
triggers, and although silent, make one more 
sensitive to other triggers such as dust mite and 
pollen allergy. 



Luis
 Luis returned for follow-up at 6 weeks and 

showed improved lung function and reduced 
asthma symptoms.
 He has returned for a 3-month follow-up.  

His ACT score is 22.  He reports no 
nocturnal awakenings, and infrequent use of 
his albuterol (1 – 2 times per month, other 
than pre-exercise).
 His spirometry is now normal and his cough 

has resolved.







Recommended Action for Treatment 
Based on Assessment of Control

Well
Controlled

Not Well
Controlled

Very Poorly 
Controlled

Maintain current 
step

Step up 1 step 
and reevaluate in 
2-6 weeks

Consider short 
course of oral 
corticosteroids

Consider step 
down if well 
controlled for at 
least 3 months

For side effects, 
consider 
alternative 
treatment options

Step up 1-2 steps and 
reevaluate in 2 weeks

For side effects, 
consider alternative 
treatment options

Before stepping up therapy, 
check adherence and environmental control



 Use inhaled corticosteroids to control asthma. 
 Use written asthma action plans to guide patient self-

management. 
 Assess asthma severity at the initial visit to determine 

initial treatment. 
 Assess and monitor asthma control and adjust 

treatment if needed. 
 Schedule follow up visits at periodic intervals. 
 Control environmental exposures that worsen the 

patient’s asthma. 

GIST Incorporates All 6
Guideline Implementation Panel Report

Key Messages



Psychosocial Barriers and 
Community Resources

 Housing
 Inadequate finances
 Insurance coverage/medication coverage
 Stress and/or mental illness, including 

depression
 Transportation resources
 Food, clothing and furniture resources
 History of abuse or signs of current abuse
 Cultural and language barriers



For more information...
Contact Karen Meyerson, MSN, RN, FNP-C, AE-C at:
• Phone:  (616) 685-1432
• e-mail: meyersok@trinity-health.org
• websites: www.asthmanetworkwm.org

www.GetAsthmaHelp.org

Contact Karla Stoermer-Grossman, MS, RN, AE-C at:
• Phone:  (734) 936-0038
• e-mail: kstoerme@umich.edu


