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Priorities in the treatment and management of 
asthma include recognition of disease, abolition 
of symptoms, restoration of normal lung function, 
and reduction in the risk of acute attacks (1). 
However, the physician needs to perceive the 
patient’s own interests when deciding on an appro- 
priate treatment. Their overriding concern is likely 
to be the abolition of symptoms, to allow a normal 
lifestyle, and the avoidance of side-effects from the 
treatment, rather than restoration of normal lung 
function or a decreased risk of acute attack. Thus, 
it has become very important for physicians to 
realize that their initial aims in the treatment of 
asthma may be very different from those of the 
patients. It is necessary to recognize this and advise 
the patient about the need for appropriate therapy, 
allay fears about drug therapy, and enter into a con- 
tract of management. ?his contract should be devised 
with the patient to include individualized treatment 
plans with clear written instructions and regular 
follow-up assessments, including re-evaluation of 
the patient’s inhalation skills. 

The recognition and avoidance of triggers for 
asthma is an important component in disease man- 
agement and should be regarded as complementary 
to drug treatment (2). In many countries, house- 
dust mite exposure is an important trigger factor 
for bronchial asthma. It has been shown that posi- 
tive skin prick tests to house-dust mite, cat dander, 
and moulds are extremely important predictive risk 
factors for bronchial asthma (3). Furthermore, it 
has been shown that the avoidance of trigger 
factors may be important in the reduction of 
asthma symptoms, both in children (4) (Fig. 1) and 
in adults (5 ,6) .  Hence, physicians need to be aware 
that simple measures can be taken to avoid aller- 
gens. These include the use of mattress covers, 
replacement of pillows, removal of carpets, and 
regular cleaning of the home and pets (7). Possible 
allergy should be assessed in all asthma patients 
and allergen-avoidance procedures should be recom- 
mended to patients who have a clear allergy diag- 
nosis, based on their clinical history with supportive 
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data from skin tests or the radioallergosorbent test 
(RAST) (allergen-specific IgE in serum). 

The recently published and revised British 
Thoracic Society guidelines on asthma manage- 
ment, developed in conjunction with the National 
Asthma Campaign and the Royal College of Physi- 
cians, give a standard step-up guide similar to 
previous international guidelines (8). Step 1 recom- 
mends the use of bronchodilators as required; step 
2, the introduction of low-dose topical cortico- 
steroids; step 3 ,  the introduction of high-dose topical 
corticosteroids; step 4, the introduction of long- 
acting bronchodilators; and step 5, the use of oral 
corticosteroids. 

Topical corticosteroids represent the first-line, 
anti-inflammatory treatment in patients who need 
to use inhaled bronchodilators more than once 
daily (9). However, concerns have been raised over 
the possibility of systemic side-effects with oral 
corticosteroids and inhaled corticosteroids in doses 
of 1600 pg or above (10). The new inhaled cortico- 
steroids, such as budesonide and fluticasone propi- 
onate, have the advantage of topical potency at a 
much lower dose, reducing the likelihood of systemic 
side-effects. Moreover, it has recently become clear 
that in selected patients, long-acting bronchodilators 
may be used earlier in asthma management (11,121. 
The precise role of inhaled long-acting broncho- 
dilators is further considered by Professor Romain 
Pauwels in this symposium. 

For the above reasons, recent guidelines recom- 
mend an initial higher dose of preventative therapy 
(1). For example, patients can be treated at a step 
higher in the guidelines than that anticipated by 
the physician to achieve early control of symptoms, 
followed by a “stepping down” of treatment to an 
effective controlling dose. This is in contrast to the 
previous concept of “stepping up” treatment as 
the patient’s symptoms deteriorate. This will have 
the effect of early control of the patient’s airway 
inflammation and asthma followed by optimal con- 
trol at the lowest effective dose of corticosteroids, 
either with or without long-acting bronchodilators 
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Fig. 1. Improvement in asthma symptoms with long-term avoidance of house-dust-mite allergens Bronchial reactivity (PC,, of 
histamine) was measured in three groups of children over period of 12 months. House-dust mites were controlled by treating 
mattresses and carpets with either benzyl benzoate or placebo. A third treatment group encased mattresses, pillows, and soft 
furniture with allergy-control covers. Reduction in airborne house-dust-mite allergens (Der p I and Der f I) of 295% with use of 
covers was accompanied by marked reduction in airway histamine responsiveness; *P<0.05 compared with placebo. Reproduced 
from Ehnert et al. (4) with kind permission of the Journal of Allergy and Clinical Immunology. 

for symptom relief (11, 12). The isolated use of 
long-acting bronchodilators in the absence of effec- 
tive, preventative, anti-inflammatory therapy is not 
recommended (1). 

It is clear that many different strategies must be 
used for the treatment of the. many faces of asthma. 
These include patient education and the introduc- 
tion of allergen-avoidance measures where appro- 
priate, as well as the use of novel approaches to 
pharmacotherapy. However, whatever approach is 
undertaken, certain patients are still at risk, and 
poor appreciation of asthma severity, delay in 
treatment, and inadequate management are all 
factors associated with asthma mortality (13). 
Guidelines on pharmacotherapy are important, but 
of equal importance is the need to involve patients 
so that they can understand their disease and 
participate in its management. 
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