Glucocorticoids- Becloethasone, Cromolyn- Most effective anti asthma drug.Taken acutely, minor effects. Long term, effects are severe. Fixed schedule, not PRN. Cannot be used to abort an ongoing attack. Inhaled-safe. 1st line therapy for asthma, moderate to severe. Oral-for severe asthma. Before brushing teeth. Used for when other medications have failed to work. Prolonged use decreases the ability of the adrenal cortex to produce glucocorticoids of its own. Increased doses of oral or IV glucocorticoids at times of stress. Failure to do so will result in death. Dosage to be kept as low as possible. Cromolyn- INTAL. Safe and effective drug for prophylaxis of asthma, not useful in aborting an ongoing attack. Admin-inhalation. Suppresses inflammation, preventing release of histamine. Fixed schedule, not PRN. Decrease frequency and intensity of attacks. 1st drug of choice for childhood asthma. Montelukast (Singular )(Leukotriene Modifier)- not for quick relief, approved for patients older than 1 year. Decrease asthma-related nocturnal awakening, improved morning lung function, and decrease the need for a short acting inhaled beta2 agonist throughout the day. When combined with a glucocorticoid, can improve symptoms and may permit a reduction in gluco dosage. Also used for allergic rhinitis. Standard tablets w or w/o food. Granules can be taken with food (rice, ice cream, or applesauce). Dosage based on age: 15 yrs and older 1 10mg tablet/day.  6 yrs-14 yrs 1 5 mg chewable tablet/ day.  2yrs-5yrs 1 4 mg chewable tablet or 4 mg oral grnules/day. Once a day at night. Allergic rhinitis- syptoms are triggered by airborne allergens, which bind to immunoglobulin E (IgE) antibodies on mast cells, thereby cause release of inflammatory mediators. Best treatment – intranasal glucorticoids (most effective) for prevention and treatment of seasonal and perennial rhinitis.  Anti-inflammatory actions.  Prodrug- Fluticasone- Flonase//Triamcinolone-Nasocort AQ or HFA.  Anti-histamine (oral)- 1st line drug, combined with a decongestant decreases itching, sneezing, rhinorrhea, & congestion.  Adverse Effects- Oral- Sedation/Anticholinergic Effects. Nasal- Bitter taste.Take after symptoms appear. Admin. On reg. basis throughout allergy season. 
Intranasal gluccoroticoids- most effective drug & first line of therapy for prevention & treatment of seasonal & perennial rhinitis. 90% pts respond if used properly. Has an inflammatory action so the drug can prevent or suppress all of the major symptoms of rhinitis (ex. Congestion, rhinorrhea, erythema, nasal itching, sneezing). Adverse effects- mild, dry nasal mucosa, burn/itching sensation, sore throat, epitaxis and headache. Prep, dose, admin- metered spray device, initially use full dose, after symptoms are under control the dosage should be reduced to the lowest amount. If there is nasal blockage present clear with a topical decongestant before use of gluccoroicoids. Cold remedies – no single drug can cure all symptoms, pregnant women can take before 36wks, symptomatic. Common cold-acute upper respiratory infection of the viral origin, 3-5 days, due to virus, body aches/fever, no cure, self limiting.  Combination- usually contains 2/ more of the following: nasal decongestant (helpful b/c of symptoms, improved sense of well being), antiussive (suppress cough), analgesic (IB profane), antihistamine (limited help, promote sleep, suppress mucosa secretion), caffeine (off set sedation effects). Pts with multiple symptoms. Disadvantages- there’s a chance that the dosage that produces therapeutic levels of one ingredient may produce levels of other ingredients that were excessive/ sub-therapeutic; may contain ingredient that the pt does not need. Single- pt that needs relief from one single symptom. Azelastine – 2nd gen H1 antagonist, only intranasal antihistamine available. For allergic rhinitis in adults & children >12. Dispensed in metered spray device. 2 sprays in each nostril 2 daily. Most common side effect- bitter taste in mouth (20% pts) non sedating antihistamine (12% pts).Sympathomimetics (decongestants) - reduce nasal congestion by activating alpha1 adrenergic receptors on nasal blood vessels, which causes vasoconstriction, which in turn causes shrinkage of swollen membranes followed by nasal drainage. Topical- vasoconstriction is rapid and intense, not used for more than 5days b/c of rebound congestion, to avoid systemic effects doses should be take at the recommendation level, faster, more effective. Oral- delayed moderate, prolonged, systemic effects. Pts with allergic rhinitis, gets relieve of stuffiness. Don’t reduce rhinorrhea, sneezing or itching. Can reduce congestion associated with sinusitis an colds. Adverse affects- rebound congestion- when topical agents are used more than a few days, w/ prolonged use congestion becomes progressively more severe; to overcome this pt must use large and more frequent doses to overcome. Can lead to cycle of escalating congestion and increased drug use. Cycle can be broken by decongestant with withdrawal and discontinue use in one nostril at a time. CNS- excitations is most common with oral. Symptoms- restlessness, irritability, anxiety and insomnia. Cardiovascular- widespread vasoconstriction, pts with hypertension/ coronary artery disease; widespread can be hazardous. Abuse- CNS stimulation, can produce subjective effects, as a result drugs are subject to abuse, common with ephedrine and pseudoephedrine.  Applicator should be cleansed after each use. Drops- lateral, head low position, allows better control of doses. Spray- fine mist, less effective. 

Asthma Chronic inflammatory and bronchoconstriction disorder of the airway. The cause-immune-mediated airway nflammation. Characteristics signs & symptoms (similar to a stroke)Breathlessness,Tightening of chest, Wheezing (expiratory high pitch), Dyspnea (shortness of breath), Cough (worsens in evening because there is a decrease in stress hormones). More common in Children (50%). Albuteral (proventil) Beta2-Adrenergic Agonists. Inhaled, Short Acting. Used PRN for prophylaxis of excerise-induced bronchospasm & relieve ongoing asthma attacks. Rarely cause systemic effects. Use 2nd agent when, drug isn’t working adequately. Oral Agent: 2 or 4 mg 3-4 days/day for adults.  2 mg 3-4 times/ day for children. Inhaled Agent:2 puffs every 4-6 hrs PRN for children and adults.Beclomethasone inhaler-Inhaled glucocorticoids. Administered w/ MDI, DPI, or nebulizer. Use spacer w/ MDI unless beclomethasone (QVAR) or fluticasone (Flovent HFA), which employ HFA as a propellant. Delivery enhanced by inhaling a short-acting beta2 agonist  5 minutes prior to inhaling glucocorticoid. Albuteral (ventolin) inhaler-Inhaled agents: Short acting. Inhaled Agent:2 puffs every 4-6 hrs PRN for children and adults. Asthma medications by drug category. Anti-inflammatory agents: Glucocorticoids (prednisone) & Cromolyn (intal). Bronchodilators (dilates bronchioles) Beta2 agonist (albuterol)
Step1: Mild Intermittent- no daily med needed for long –term control drugs. Quick- relief drugs (PRN) short-acting inhaled beta2 agonist Step 2:  Mild Persistent  low-dose inhaled glucocorticoids (long-term) & short-acting inhaled beta2 agonist. Step 3: Moderate persistent: low dose inhaled glucocorticoids + long-acting inhaled beta2 agonist of medium- does inhaled gluco. Quick- relief drugs (PRN) short-acting inhaled beta2 agonist.  Step 4: Severe persistent: High- dose inhaled gluco+ long-acting inhaled beta2 agonists . Oral gluco if needed. Quick- relief drugs (PRN) short-acting inhaled beta2 agonist
