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Adult Asthma Discussion Summary:
I presented a primer* on Asthma in American Indian/Alaska Natives.  I included some excellent work done by an asthma management team at Cherokee** and another group who has developed the relatively new Asthma Register System for RPMS***.
The ensuing discussion**** made the following points:

· Spirometry is essential to the diagnosis of asthma, but does require some training and additional effort from busy staff.
· Home peak flow monitoring with written asthma care plans are important, but it can be difficult to get patients to follow peak flows.

· Discussions about allergens and triggers are important, but may be difficult to elicit. 

· Juniper in some areas is an important trigger.

· Indoor smoke from tobacco and wood burning stoves are important in many areas.

· Compliance with Inhaled Corticosteroids can be difficult and there were few suggestions to improve this compliance besides education on the difference between inflammation and bronchoconstriction.

· Asthma Teams can play important roles in local treatment of asthma.
· Pharmacists are essential members of this team where they can educate individual patients, make medication recommendations, help to formalize local treatment guidelines, serve as members of the P&T committee, and monitor improvements in the system with Drug Utilization Reviews.

· Taste of medications in asthma is an important issue:

· Oral Prednisolone and liquid prednisone taste bad, while crushed prednisone may be a way to get around this.  

· Inhaled flunisolide and atrovent taste bad.
· It is important as providers that we all taste the medications that we prescribe so that we might better understand “noncompliance.”

A few Comments on the original questions:

1. How can we improve community and institutional surveillance of asthma to measure the impact of the disease on our patient population?  

The literature shows that the recognized prevalence of asthma has increased among AI/AN populations in the last few decades.  The reason for this may be a true increased incidence, but it may only be a function of increasing awareness of the disease by providers and patients.   While tools such as the Asthma Management System, PCC+, and the Electronic Health Record will make it easier to follow the impact of asthma on the AI/AN populations, there is little doubt that surveillance for asthma will have to “compete” with other chronic diseases for our limited time and resources.   

The IHS has already proven its expertise in managing chronic diseases in a public health based approach in its system approach to the treatment of diabetes mellitus.  The decision whether asthma will be treated with a similar approach, or as it currently is, on a patient by patient basis is a decision that is made on a local basis.  Asthma Treatment/Management Champions at national and local levels will be needed to improve our diligence.
2. How hard or easy is it for you to get spirometry on a patient for diagnosis and follow-up of a patient with asthma?  Are providers in your clinic and hospital checking spirometry in patients with asthma?


Spirometry is a useful tool that requires some training, but is essential for the routine diagnosis of asthma.  While it can be difficult to convince very busy clinical staff to manage the equipment, just about anyone can be trained to use the equipment.  Respiratory therapists, physical therapists, nurses, pharmacists, or even physicians can perform this test that requires little more effort than is required for a peak flow meter.
3. How difficult is it to get a pulmonary and/or allergy consultation for patients with difficult to control asthma or to evaluate for other possible etiologies of dyspnea?


Consultation of a specialist from a rural site can be difficult for any disease, and asthma is no different.  Knowing when to consult a specialist for asthma may be more difficult than in other diseases.  As primary care physicians, it is easy to feel that we should be able to “handle” this most basic of primary care problems.  At a minimum, consider a consult for the patient who has Severe Persistent Asthma requiring high dose inhaled steroids and a long acting beta agonist, who continues to have symptoms.  Consultation is essential whenever the diagnosis is in question. 
*http://www.ihs.gov/MedicalPrograms/MCH/M/documents/AsthmDisc.doc
**http://www.ihs.gov/MedicalPrograms/MCH/M/documents/AsthCheroCard.doc
***http://www.ihs.gov/MedicalPrograms/MCH/M/documents/AsthRegist.doc
****http://www.ihs.gov/medicalprograms/MCH/M/documents/AsthmaDisc92804.doc
