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PATHOGENESIS AND DEFINITION

KEY POINTS

Asthma, whatever the severity, is a chronic inflammatory disorder of the airways. This has implications for the
diagnosis, management, and potential prevention of the disease.

The immunohistopathologic features of asthma include!

—  Denudation of airway epithelium

~—  Coliagen deposition beneath basement membrane

—  Edema

~—  Mast cell activation

—  Inflammatory cell infiitration
- Neutrophils (,especial!y in sudden-onset, fatat asthma exacerbatiqns)
- Eosinophils
~ Lymphocytes (THZ—like cells)

Airway inflamimation contributes to airway hyperresponsiveness, airflow limitation, respiratory symptoms,
and disease chronicity. .

Airway inflammation also contributes to several forms of airflow limitation, including acute bronchoconstriction,
airway edema, mucus plug formation, and airway wall remodeling. These features lead to bronchial obstruction,

Atopy, the genetic predisposition for the development of an lgE-mediated response to common aeroallergens,
is the strongest identifiable predisposing factor for developing asthma,

DIFFERENCES FROM 1991 EXPERT PANEL REPORT

The critical role of inflammation in asthma has been further substantiated by research, Itis recognized that
asthma results from complex interactions among inflammatory cells, mediators, and other cells and tissues
resident in the airway.

Evidence indicates that subbasement membrane fibrosis may occur in sorie patients and that these changes
contribute to persistent abnormalities in lung function. The importance of airway remodeling and the
development of persistent airflow limitation need further exploration and may havesigniﬁcani implications
for the treatment of asthma,




