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Therapeutics—
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Angina—


-stable / exercise-induced


-need to differentiate from unstable


-due to an occlusion / narrowing of one or more coronary arteries, atherosclerosis (CAD), thrombus, atherosclerotic clot


-O2 demand of the heart increase or a problem with the O2 supply of the heart  (e.g. anemia)(aggravates anginal sx


-can progress to unstable angina / pre-infarction angina



angina at rest / meds not working anymore / more frequent / longer pain


-ASSESSING THE PT—



1.  Hx may be enough to alleviate doubts of angina (still do other stuff to be sure and cover)



2.  EKG—may show q’s (previous infarct)




-resting ST elevation or depression




-T wave inversion




-ST changes / T wave inversion(ischemia




-non-specific ST changes




-all mean angina



3.  Stress Test—+ = angina




-new ST depression-- >1mm immediately after starting the stress test




-multiple lead ST depression anytime




-if test <2minutes—(e.g. cant tolerate)




-if BP drops




-heart failure




-ventricular arrhythmia




-ST changes that last longer than 5min after stress test over



4.  Thallium Stress Test—




-reserved for sx at rest / inconclusive stress test




-very expensive

-wont order unless in cardiology



5.  Cath Lab—angiography



-definitive Dx




-considered + if >70% obstruction in one or more coronary arteries




-stress / EKG not conclusive(go to cath




-don’t take the chance


TX of Angina—



-treat the underlying problem—thyroid, HTN, DM, etc



-drug therapy—




-minimally—1 asa/d—unless contraindicated





-ecotrine if hard on stomach




-usually need more meds than that




-best tx is with more than one med




-short acting SL NITRO(nitrate) / patch / spray 





-use with recurrent angina—exertional





-take b/f precipitating event or during attack





-good for 2 mo—keep out of lite—get new Rx after 2mo—loses potency




-B-blockers—unless contraindicated




-CCBs—only if B-blockers fail or are contraindicated—use with nitro


TX GOALS—



-acute attack—alleviate pain as quick as possible



-drugs just cure the sx no the dz—pt needs to know that

-NITRO—




-acute attack / prophylaxis




-cheapest




-actions are indirect(




-dose dependent





-arteriolar dilation—especially the periphery(decrease resistance(decrease afterload





-venous dilation—decrease venous return(decrease ventricular filling pressure(decrease preload





-reflex tachy—because of the decreased arteriolar pressure(causes pooling in vessels






-this can counteract some of the medicine’s effect, but there is still a net good effect





-other unwanted effects—






-increase CO and contractility(also a reflex






-increase conduction of the heart






-cannot dilate severely atherosclerotic vessels






-high first pass effect—therefore(






-sublingual(most popular







-spray—skin / buccal mucosa







-transdermal







-cream / ointment





-after SL dose(action in 1-3min and lasts about an hour





-topical—takes 1h to work and lasts 24h(use as prophylaxis





-need nitrate free interval(prevent tolerance





-IV nitro(manage MI, unstable angina for pain





-pill at 5min intervals(pain after 15min / 3 pills(not angina (MI/unstable angina)



-SEs—




-hypotension—sit down when use on acute attack




-HA—resolve after wk or 2




-blushing




-burning in mouth if SL




-dizzy




-tachy—palpitations




-all go with decreased BP

-tolerance



-Interactions—




-any other antiHTN med(significant hypotension




-OTC cold meds / appetite suppressants(counteract the effects




-ETOH—counteract the effects




-viagra

-B-blockers—




-inhibit the effects of EPI and NE




-decrease HR, contractility, decrease BP, decrease O2 demand of the heart




-approved for angina—B1’s / selective B-blockers(




-metoprolol (Lopressor)





-atenolol (Tenormin)





-as you increase the dose(lose sensitivity




-newer agents—Intrinsic Sympathomimetic Activity (ISAs)—





-used also but are no better and are very expensive





-ISAs don’t slow the HR that much, but you may not want that




-some B-blockers are lipid soluble and some are not





-propanolol (Inderal)—lipid sol—this makes the ½ life longer




-contraindications—





-CHF





-sick sinus syndrome—bradycardic dz





-asthma—bronchospasm from blockade of B2’s





-COPD—same





-AV block





-DM—lose warning signs of hpoglycemia




-SEs—





-#1 fatigue—goes away in few weeks





-insomnia





-depression





-hypotension





-sexual dysfunction in males





-mask sx of hypoglycemia—(lose the tachy)





-withdrawal syndroma—don’t ever stop abruptly






-tachy, increased contractility, hypertension






-this precipitates the sx they were on the med for—need to taper off




-Interactions—





-etoh—increase or decrease the effects





-NSAIDS—decrease the effects of bbs





-concurrent use with verapamil—increase risk of AV block





-tagament—itself can increase or decrease






-many many interactions






-H2 antagonist






-b-blockers can increase or decrease





-mask sx of decreased serum glucose





-BB and CCB(hypotension and induce rebound HTN




-use BBs with NITRO


-CCBs—




-there are 1st generation and 2nd generations




-both decrease frequency of anginal episodes




-decrease need for nitro




-increase exercise tolerance




-#1 choice for varient angina / prinzmetal’s




-direct effect on coronary arteries




-decrease peripheral vascular resistance




-induce vasodilation




-negative inotropic effect




-differences within a group deals with receptor differences




-1st generation—





-verapamil, diltiazem (Cardizem), nifedipine (Procardia)—1st one out and highest number of se’s





-used when BB cant be tolerated / not working / or with BBs because theyre not enough




-2nd generation—





-amlodopine (Norvasc)—does not increase mortality in pts with CAD and LV dysfunction(use it




-CCBs—do not use the immediate release formula, use SR forms





-esp if had MI, if have CAD, or if unstable angina





-diltiazem—low SEs




-SEs





-peripheral vasodilation—e.g. ortho hypo





-decrease baseline BP(CCB(significant hypotension





-decrease in LV dysfunction(may develop / worsen CHF(use but monitor





-SSS / bradycardia / AV block(bradycardic arrhythmias





-contraindicated with WPW syndrome





-contraindicated with AF (but cardiologists do it)





-dizzy, flushing, hypotension





-cough, rhinitis, GI upset




-Cautions—





-hepatic, renal, ventricular failure—use but be careful




-Interactions—





-digoxin + CCB + BB(AV block





-Tegretol—antiseizure med(it gets increased






-toxic if too high





-increase theophylline





-tagament—increase CCB
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Assignment due next Wed—


-did the pa provide appropriate care—adequate BP Tx, etc?


-address all issues?


-intentional harm to pt?


-bp high enough to use drugs?


-right med?


-malpractice?


-what would I have done differently?

HTN—

JNC VI Guidelines—Nov 1997


-made up of MDs, educators, other clinicians


-published q4-5y


-goal(guide clinicians in the Tx of HTN

50 million in US with HTN

-expect it to rise b/c of more elderly 

-b/c of better tx(decrease in mortality and morbidity and CVAs/CHD

Prevalence—


-African Americans—highest


-White Americans—2nd

-Mexican Americans—3rd

-more severe and earlier in african americans


-females have better awareness of the dz(seek tx and better control

Tx Cost—


-$17 billion


-$259 billion with work loss, etc

Classification—


-primary/essential—unknown etiology—95%


-secondary—known cause—e.g. pheo


-140/90 = HTN


-144/88 or 130/94 both equal HTN—only need one abnl component

Isolated Systolic HTN—


-more in elderly


>140 systolic


<90 diastolic


-staged same way as essential HTN

Category
Systolic
Diastolic

Normal
<130
<85

High normal
130-139
85-89

HTN



     Stage I(mild)
140-159
90-99

     Stage II(moderate)
160-179
100-109

     Stage III(severe)
180-209
110-119

     Stage IV(very severe)
>210
>120

JNC recommends—


-BP checks for everyone at every encounter


-check both arm—level of heart—rest on table


-do not ever use one reading unless it is 210/120(IMMEDIATE TX NEEDED


-in stage I and II HTN(


-discuss lifestyle changes—diet, exercise, smoke, etoh, salt intake


-upper limit II into stage III(


-re-check in 2d-1week—maybe on cold med, stress, etc

Check BP—


-no etoh, tobacco 30 minutes previous


-relax 5min before


-Osler’s Sign—



-pump up cuff but still feel artery pulsating



-may not have HTN, but appears they do

Goal of Tx—


-decrease CV morbidity and mortality by the least intrusive way possible


>140/>90


-control other RFs they may have



-e.g. in DM—133/88 is not low enough




-130/85 is good unless they have renal insufficiency(needs to be lower


-lifestyle changes

JNC recommends—


-uncomplicated HTN, meaning—



-no organ damage



-no bruits (abd/carotid)



-cant palpate kidneys



-no murmur



-no retinopathy



-no proteinuria


-Stage I and II—



-lowest dose antiHTNsive possible



-may even be lower than the recommended dose



-promote adherence—1x/d dosing if possible



-after start med—check in 2weeks to 1 month



-if BP still up(increase the dose (assuming they are taking the meds)



-can take months to alter the drug regimen and stabilize the BP

Groups of Meds—


-Diuretics should always be used unless contraindicated


-BBs also excellent choice



-good post MI



-angina



-atrial arrhythmias



-migraines



-hyperthyroid



-don’t use in bronchospasm, DM, high trig/chol, CHF, PVD



-BBS decrease catecholamines(decrease HR, CO, plasma renin




-also cause increased prostaglandins(vasodilate


-Diuretics—if not 1st line(should be second



-thiazide used a lot



-BB + diuretic, etc



-DOC in isolated systolic HTN



-proven to decrease the incidence of CVA and CV events



-useful in CHF



-good in elderly female with osteoporosis


-CCBs—



-equally effective in white and black



-like BBs, they are useful in angina, atrial arrhythmias



-2nd choice for isolated systolic HTN


-alpha adrenergic agonists—notorious for first dose hypotension



-sit down for 20min after taken



-dilation of veins and arteries



-good in BPH



-useful in pt on diuretics and trig and chol are increasing(these help lower them back down


-ACE Inhibitors—



-good choice in young people who cant get BP under control—already tried BB, diuretic, CCB



-good 2nd or 3rd choice without any other problems



-helpful with the SEs of diuretics



-kidney dz



-heart failure(1st choice



-cough is big SE



-ATII receptor antagonists—ATII still made but receptor is blocked—lose cough


-diuretics or BB chosen in uncomplicated HTN


-there are specific meds for HTN + comorbidities


-direct acting smooth muscle vasodilators, peripheral vasodilators, and centrally acting vasodilators(NOT FOR INITIAL MONOTHERAPY


-if there is an inadequate response to antiHTNsive but pt has no SEs(add another class



-e.g. BB(add diuretic


-if no response or high SE’s (fatigue, depressed)(change meds


-Diuretics—



-can enhance the effect of other antiHTNsives



-2nd agent(and now BP is controlled(may consider stopping the first


-STAGE III—



-begin tx promptly



-high risk of CVA/coronary events



-double therapy at the start(BB + diuretic



-give separate in case of SE’s—find out which one did it


-a low dose of 2 meds will decrease risk of SE’s (vs 1 higher dose)


-low dose diuretic(increase the effects of other antiHTNsive


-Initial Therapy Considerations—



-demographics



-indications



-other dzs



-cost



-other meds—interactions


-Compelling indicators to use a specific class(JNC
Type I DM nephropathy
ACE—documented to slow renal failure

Post MI
BBs—reduce risk of reinfarction, and sudden cardiac death

Systolic dysfunction post MI
ACE—prevent subsequent heart failure

CHF
ACE alone or with digoxin/diuretic(decrease mortality and morbidity

-Other—


-african americans—diuretic or CCB (esp)— BB/ACE indicated for other reasons e.g. cant take CCB b/c of SE’s


-efficacy differences are overcome by decreasing salt intake, increasing dose, or adding a diuretic


-economic(


-QD dosing is more $



-do recommend single dose agents for initial therapy if they work just as well as other the older meds


-step down slow and deliberate—decrease med or number of meds


-e.g. BP controlled for a year and lifestyle changes in place(try without meds but do it slow


-inform them they need to contonue monitoring their BPO--lifelong

-Costs—


-labs


-office visits


-off work


-other therapies


-2 meds in one pill—cost less than buying both meds
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CHF—


-inability of the heart to meet the metabolic demands of the body


-200,000 in US


-40,000 new cases every year


-5y mortality >50%


*most common in –pt dx


-Pathophys—



-symptoms are the result of organ hypoperfusion, inadequate O2 delivery to tissues b/c of decreased CO


-3 Causes of CHF—



-systolic



-diastolic



-combination of the two


-Systolic—MI, cardiomyopathy, valvular dzs


-Diastolic—HTN, CAD, LVH(ventricle cant fill


-Compensatory Mechanisms—



-makes the problem worse



-catecholamines



-renin-angiotensin system


-High risk for developing / worsening CHF(


-CAD



-HTN



-anemia (only severe)



-cardiomyopathy



-Pg—increase in total volume and in systemic venous resistance



-Infx



-volume overload



-meds—BBs, NSAIDs, prostaglandins?


-Clinical Manifestations—



-SOB—on exertion or rest



-orthopnea



-PND



-edema in ankles



-decreased exercise capacity (compared to the past)



-dry hacking cough



-weight gain



-full belly



-fatigue



-elderly(mental status changes


-Should be able to Dx with clinical presentation an PE


-PE—



-tachy



-recent onset weight gain



-wheezes / rales that don’t clear with cough



-S3 / S4 gallop



-hepatomegaly



-ascites



-peripheral edema



-narrow pulse pressure



-JVD, liver reflux


-Diagnostic Procedures—



-chest Xray—cardiomegaly, pulmonary vascular redistribution



-echo—depressed ventricular function



-EKG—arrhythmias(SVT, AF, Aflutter




-conduction delays, non-specific ST-T changes


-Labs—



-hyponatremia



-increased ALT, AST, bili



-CBC—anemia



-thyroid—increased TSH



-low albumin



-increased BUN and Cr


-NY Heart Association—



I—no SOB on exertion



II—SOB on maximal exertion



III—SOB on minimal exertion



IV—SOB at rest


-Tx—



-Identify underlying causes—anemia, arrhythmia, hypothyroid(FIX



-assess NY class



-If fluid and Na+ problem(FIX



-General treatment of CHF consists of:




-optimize contractile function of the heart




-decrease workload on the heart—possible bed rest




-decrease venous and pulmonary congestion



-Non-pharmacologic Tx—




-restrict activity—especially in acute(but then cardiac rehab





*very acute = bed rest




-weight loss




-restrict Na+ to <2g/d




-fluid restriction <1.5L/d




-O2 if necessary 




-dialysis if increased BUN, Cr, etc



*MINIMIZE BBs, CCBs(negative inotropic effect on the heart(BAD



-Pharmacologic Tx—




-1st lines are vasodilators (nitro, hydralizine) and/or ACE inhibitors 



-Vasodilators—




-need because of the vasoconstriction from the ATII




-decrease preload and afterload





-IV hydralizine and IV nitro(good primary choice for sx, chronic CHF




-not easy to use long term(BP, etc


-ACE Inhibitors—




-proven to decrease morbidity and mortality




-decrease ventricular filling pressure and systemic vascular resistance




-increase CO




-can use in any pt with systolic dysfunction that has produced congestive failure




-still work LT if you don’t get a positive effect acutely




-contraindicated if K+ >5.5




-captopril (Capoten)




-enalapril (Vasotec)




-quinipril (Acupril)




-these three are approved for the tx of CHF




-SE(cough(use ATII receptor antagonists(not proven to decrease mortality and morbidity but they will be





-losartan (Cozar), valsartan, etc



-Diuretics—




-good choice for mild CHF (I or II)




-decrease preload




-alleviate SOB on exertion




-help with edema




-great in pts with volume overload




-adjust dose in renal failure (increase it)




-elderly may need lower dose


-Acute CHF(DOC(LOOP DIURETIC (unless ALL to sulfa)



-lasix, demedex, bumex



-problem(PO to pt may become refractory(need to switch/add a thiazide

*mild-moderate CHF(monotherapy(use diuretics

*moderate to severe(ACE



-Digoxin—




-positive inotropic effect on ventricle (with systolic dystolic)




-use with diuretic and/or ACE




-good in AF, Aflutter, SVT




-pts more susceptibility to dig tox(




-hypokalemia





-volume depletion





-hypothyroid





-renal insufficiency



-Beta-Blockers—




-shown to decrease mortality in CHF




-Pt must be stable and on an ACE before they benefit OR dig and diuretic OR dig and ACE




-NO BENEFIT AS MONOTHERAPY




-takes 2-3 months before you know if it works




-last line


Diastolic Dystolic—



-Use CCBs and BBs(because of the negative inotropic effect


-In general(tx the current problem
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--read endocarditis—

HYPERLIPIDEMIA


-excessive accumulation of 1 or more of the lipoproteins


-Primary—



-genetic, comes in families


-Secondary—



-some other cause(DM, renal, thyroid, etc

Incidence—


-if pt has CAD(5-7x higher risk for MI than those without CAD


-increased risk of renal problems, CVD, etc

Pathophysiology—


-increased production or decreased excretion or combo of both

Protection—


-estrogen


-exercise

RFs of CAD—


-high cholesterol—may not get CAD


-Hx(MI, angina


-male >45


-female >55


-smoking


-HTN


-FH


-DM


-obesity


-low HDL

Causes of high triglycerides—


-DM


-obesity


-etoh


-renal d/o


-OBCP

Sx associated with increased lipids(NONE

PE—of high triglycerides


-obese


-HTN


-xanthomas—see in severe

Labs—


-lipid panel


-look at ratio—LDL to HDL

Meds—6mo—try without to bring down

Dietary Therapy
Initiation level
LDL goal

     No CHD and <2RFs
>160
<160

     No CHD and >2RFs
>130
<130

     CHD
>100
<100

Drug Tx
Start Drugs
LDL goal

     No CHD and <2 RFs
>190
<160

     No CHD and >2 RFs
>160
<130

     CHD
>130
<100

Three Types of Meds—

1.  HMG-CoA Reductase Inhibitors—


-Lipitor—



-# 1 selling cholesterol lowering drug in US



-greatest LDL lowering



-decrease total cholesterol and increase HDL and decrease triglycerides

-single dose at night(maximize LDL reduction



-cant use during Pg



-SE(



-mostly GI—gas, bloat, N




-myopathies—if myalgia everywhere(come back in—can be transient and go away




-elevated LFTs



-repeat lipid and LFTs every 4-8 weeks after the start of the drug AND every 3 months up to a year then every 6 months


-Nicotinic Acid—



-H2O soluble vitamin B



-decreases LDL, decreases triglycerides, increases HDL 20-25%



-cant use in Pg



-SE(



-flushing in face—transient—take with asa / with meal




-GI complaints




-gout aggravation




-increases blood sugar—watch out in DM




-tolerance develops(doesn’t work anymore

2.  Resins

-bind to bile acids in intestine


-Questran


-binds to cholesterol(excreted


-mix and drink right away


-enhance LDL receptor activity(decrease LDL and increase HDL (only somewhat)


-can increase triglycerides


-SE(


-GI


-need to take within an hour of eating


-interferes with the absorption of:



-warfarin



-dig



-BBs



-diuretics

3.  Fibric Acids

-Lopid


-decrease triglycerides but no effect on LDL


-may increase HDL


-GI SE’s—bloating, cramping, N


-these increase the anticoagulant effect of coumadin



-increase pro-time

DIET AND EXERCISE—


-can help


-increase fiber


-decrease fat


-decrease CHO (lose weight)


-walk, etc

Step 1 Diet—


-decrease fat intake to <30% of total calories


-sat fat <10%


-cholesterol intake <300mg/d

Step 2 Diet—


-if 1 doesn’t work


-decreases these things even more

If 2 doesn’t work(dietician

DIET MANAGEMENT NEEDED IN ALL PTS WITH CAD IF CHOLESTEROL >100mg/dL


-diet



LDL >160—no CAD and <2 RFs



LDL >130—no CAD and >2 RFs


>1 RF(GET LDL <130



if no RFs(LDL <160

Patient Education—


-weight management/maintenance


-compliance with meds—Lipitor good—1x/d dosing


-follow-ups—important—labs, etc


-if there is a sharp increase in the LDL in a short time(its most likely because they stopped taking their medicine


-Pg(dietician
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COPD—


-also called chronic airflow limitation


-complex syndrome


-always involves decreased pulmonary function


-its COPD when it becomes irreversible—cant be fixed


-3 Components—



-Asthma



-Emphysema



-Chronic Bronchitis


-Lung damage of the small airways and alveoli


-obstruction / limitation of expiratory airflow


-even after use of bronchodilators, there is no improvement(COPD

1.  Bronchitis—


-chronic productive cough that lasts for three consecutive months, two years in a row


-increased production of mucus by goblet cells

2.  Emphysema—


-irreversible dilation and destruction of the alveolar ducts and air spaces(results in decreased gas exchange and air trapping

3.  Asthma—


-hypersensitivity to various stimuli—allergens, dust, smoke, food, inhalants, etc

-16 million diagnosed with COPD

-16 million more have it but no Sx yet

-5th leading cause of death in the US

-mortality in last 20y is increasing with COPD

-males affected more

-whites affected more

-may have for 20-40y before have any sx(by then pulmonary function has already declined

Stages—


-mild—FEV1 <50% (average is 75-80%)


-moderate—FEV1 35-49% plus cough and SOB


-late—need O2—FEV1 <35%

Predisposing factors to COPD—


-smoking, wood stoves, infections, allergies, exposure to irritants, genetic factors

Presenting Sx—


-night cough


-morning cough—esp if smoker


-daily sputum volume >60mL


-interval b/t wheezing and production of purulent sputum is shortened


-hemoptysis—not common



-local bleeds from cough; lung ca; acute bronchitis


-morning HA—attributed to hypoxia—associated with more severe COPD

Emphysema—


-SOB


-worse with exercise


-cough—clear sputum


-muscle wasting / weight loss


-look sick

Bronchitis—


-bouts


-SOB


-large amount of sputum



-maculopurulent (infective)


-cyanotic

Asthma—


-not infective


-acute rxn to something


-wheeze, etc

PE—


-tachypnic


-pulsus paradoxus—pulse increases with inspiration and vice versa


-sweat


-look ill


-purse lip breathing


-pink puffers / blue bloaters


-perioral cyanosis


-cyanotic mucous membranes


-pallor


-JVD


-increased AP diameter of chest


-retractions


-expiratory wheezes, crackles, decreased breath sounds, decreased heart sounds


-S3 gallop


-in Cor Pulmonale—late stage COPD(Afib, PACs


-Extremities—



-edema, clubbing, mental status changes

Dx—


1.  Spirometry—



-do on anyone that is 40yo and smokes



-do on anyone wheezing, SOB, cough


2.  PFTs—more $



-to determine severity, prognosis, reversibility



-FEV1 is the gold standard




-most useful to determine ventilatory dysfunction




-tell if irreversible and if bronchodilators are working



-average person—nl




-FEV1(75-80%




-FEV3(100%




-if FEV1 <75%(hallmark of obstruction of airflow


3.  CBC—polycythemic in late stage


4.  EKG—RAA


5.  Chest Xray—



-hyperinflation of lungs



-low, flat diaphragm


6.  Pulse Ox—



-<90%(need to do blood gases



-early COPD(repsiratory alkalosis



-late COPD(respiratory acidosis

Therapy Goals—


-prevent progression


-improve sx


-control infx(this is what usually really hurts them


-educate pt and make them part of the plan

**see handout

--1st—  Albuterol—B2 agonist—2 puffs up to QID PRN



-relax smooth muscle



-increase diaphragmatic contractility

--2nd—or with it—Atrovent—anticholinergic—same dose



-relax smooth muscle by blocking Ach

--3rd increase doses if they don’t work

--4th Inhaled prednisone—


-use PO when they get an infx


-B-methasone—inhaled cortico—use as part of 3rd line


-MUST TAPER PO CORTICOS—



-60mg/d (12, 5mg tablets)



-11, 10, 9, etc to 1pill on last day


-the only time you don’t taper(


-30mg/d for kid 5+ for 3d



-5mg each—6pill / day for 3d



-can split any way they want

-Steroids—


-decrease inflammatory response


-short release theophylline—



-only use when other things don’t work



-1-2 Q12h


- long acting B-agonist—salmeterol



-Q12h—inhaled

ADD PO after inhalers arent working

Level 6—most severe—


-tried all and no relief


-avoid BBs, antihistamines, sedatives


**need nebulizer (B-agonist and salt water) at HOME


-liquid epi in nebulizer(opens airways

-If still not better(refer

-in infx(Tx with broad spectrum ab—don’t know whats in there


-Bactrim, Septra—BID and cheap


-Emycin—QID


-Zpack


-Amoxil—TID


-Keflex (Cephalexin) QID

-mucolytics—if cant get mucus out


-guafenisen


-tesalon pearls

-if c/o just cough—


-narcotic cough suppresant—just watch resp depression


-codeine—best for cough suppression

Lifestyle Changes—


-no smoking


-increase exercise


-diet


-increase fluid to 8-10glasses/day


-avoid bronchospasm foods—etoh, fat, spicy, dairy


-eat small frequent meals


-pulm rehab—learn to cough


-educate on inhaler use


-review signs of infx


-avoid extreme temperature changes


-use humidifier / nebulizer


-flu vacc


-pneumovax


-no sedatives, bb, antihistamines


-refer—diet, internist, pulmonologist, etc

Using the Inhaler—


-use at frequency of Rx


-shake


-exhale


-breath in slow and deep and as they do push in on inhaler


-hold breath at least 10 seconds


-REPEAT

-wait 5-10min for another inhaler

B-agonists—


-higher doses usually


-use the B-agonist inhaler first


-opens airway for other meds to be more efficient


-can cause jitteriness, nervous, tachy(let them know its ok—lasts 10-15min
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Asthma—Reactive Airway Disease—


-2 Components—



1.  hyper-responsive airway



2.  inflammation


-leads to varying degrees of airway obstruction


-complications are reversible / partially reversible


-causes(


-intrinsic—genetics



-extrinsic—allergens, toxins, inhalants



-exercise



-ASA—known to induce asthma




-ask them about it



-occupational


-Dx(on Hx


-Peds pts—skin testing



-allergies to molds, pollen, food, etc



-pinpoint the cause and fix it


-PFTs


-Xrays of lungs and sinuses(


-may see hyperinflation of the lungs on chest xray



-do to r/o other things –e.g. infx of sinuses


-see handout on asthma


-4 levels of sx

Tx Goals(

1.  educate pt to prevent serious attacks (if can ID problem)


2.  normalization of airway function


3.  decrease the infl


4.  improve quality of life

-usu need more than one med to tx

-exercise induced asthma is the only one where you can get by with only one med(B-agonist Albuterol(2 puffs 20 min pre exercise

-General Rule(combination therapy

-Presentation in kids—croup like cough (seal) every morning

-Treatment Steps—


1.  Relieve airway obstruction



-bronchodilators immediately


2.  resolve airway infl


3.  protect from further infl due to allergens, irritants, toxins

-Meds(

1.  B-agonists—proventil inhalers


2.  Theophylline—use when others don’t work


3.  Cromolyn Sodium (Intal)—Mast Cell Stabilizer


4.  Steroids—corticos

-bronchodilators—rapid relief—albuterol also has the added benefit of helping prevent subsequent attacks

-Nocturnal Asthma—


-seravent (salmeterol)—long acting B-agonist—take at bed-time


-lasts 12h???


-also protect against subsequent attacks

-Tell if working(

-how often using inhaler—4-5x/d(need more meds—not working

--ADD(Corticosteroids(

-inhaled


-use in early asthma—don’t wait—even in kids

Other Guidelines(
-don’t assume they know how to use the inhaler


-keep it clean—plain water after eache use


-bronchodilators—good in all phases—acute, late

Phase I—Immediate Phase—


-bronchoconstriction after an exposure


-within 15-20min after exposure


-need albuterol


-may resolve by self—not usually

Phase II—Late Phase—


-inflammatory response


-2-4h after exposure


-can last up to 8h


-mast cells degranulate(leukotrienes, histamines, etc


-again(B-agonist then steroids (open airway so meds steroids can get there)

Steroids—


-help and probably don’t hurt


-don’t know if they prolong life


-if used in excess / improperly(


-can be worse or as bad as asthma



-damage airway



-develop tolerance to med



-worse response to allergens


(problem(re-evaluate

Theo—


-SLO BID capsule(young kid—slobid sprinkles on applesauce 


-used to be indicated for nocturnal asthma—now seravent took over


-interactions(


-need to draw serum levels(too high(toxic



-food and other drugs can alter levels



-if no sx don’t change dose—even if not in therapeutic range


-SE’s(


-hyperactivity



-N/V—both more in kids

Cromolyn Sodium—mast cell stabilizer—


-nasocrom OTC


-Intal—in nebulizer



-works for both phases—immediate and late



-less AE’s(irritation and tastes like rubber



-QID in the beginning



-don’t see effects until after one month(



-if know something will affect them say in spring(take in march continuously and it WILL WORK WELL



-add this BEFORE steroids

Steroids (Inhaled)—


-work in late phase—inflammatory


-over time—can help with the immediate phase


-Beclomethasone—cheap



-Beconase, Beclometh, Flonase QD


-flonase helps with allergies and asthma




-has higher efficacy to safety ratio than older steroids(less SE’s and works better



-if don’t respond to albuterol and tried intal(next step is steroids


-Let pt know(


-few months before improvement


-decrease mast and eosinophoils


-AA?


-use when real bad / don’t know the cause


-MAX DOSE of PO(


-adults—80mg/d



-start at 50-60 tapered by 5mg/d

Leukotriene Inhibitors(work at receptor


-Accolade


-Zyflo (zyleutin)


-help in both phases


-indications(prophylaxis and chronic asthma



-not acute—neither is intal


-levels can be decreased with food



-tke 1 hour<meals or 2h>meals


-SE’s(HA, resp tract infx

SE ALL INHALERS(change nl flora in mouth(esp roids(yeast/candidiasis

Special Considerations—


<5yo(


1.  sx >2x/wk(need LT control meds



2.  Intal—good choice—low SE’s



3.  CLOSE OBSERVATION—until sx controlled—they can get in trouble very easily



4.  very frequent follow-ups(see QD during exacerbations



5.  refer to specialist at STEP 3—according to handout




-if really concerned—STEP 2

Asthma diary—good for all


-when sx, how many times use inhaler a day, precipitating events, etc

-need to control(danger of COPD the older they get

