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TO THE EDITOR:

A small but significant proportion of asthma patients have
persistent symptoms, lung function changes, and frequent
exacerbations, despite appropriate management. 2
This subset of patients, who are classified as having
difficult-to-control asthma (DTCA), have high morbidity
and mortality rates, as well as consuming a large part of
the health resources allocated to the disease. Bronchial
thermoplasty (BT)® is the first nonpharmacological
treatment for patients with DTCA and is currently available
in several countries, including Brazil.

A 46-year-old female patient with DTCA receiving
continuous treatment with salmeterol/fluticasone
(50/500 ug twice daily) and omalizumab (200 mg
every two weeks) for the past 2 years presented to
our facility. Despite the aforementioned treatment, she
had had three episodes of exacerbation in the previous
year and was unable to tolerate physical activity, often
using inhaled albuterol for symptom relief. Although
she had preserved lung function, her FEV, being 2.5 L
(85% of predicted), she had poorly controlled asthma.
In June of 2014, her Asthma Control Test (ACT) score
was 10. Patients with an ACT score of less than 20 are
considered to have uncontrolled asthma. On August 19,
2014, the patient underwent BT for the first time, the
right lower lobe being treated (Figure 1). She underwent
another two BT procedures, three weeks apart, the left
lower lobe and upper lobes being treated. A total of
152 activations were performed. All procedures were
performed with the patient under general anesthesia.
There were no significant complications, and the patient
was discharged 4 h after each procedure. Clinical and
functional evaluation performed at 60 days after the last
procedure revealed stable lung function, her FEV, being
2.58 L (88% of predicted), and significantly improved
disease control, her ACT score being 23 (Table 1). In
addition to increased exercise tolerance, the patient
reported virtually no rescue albuterol use.

The objective of BT is to reduce the thickness of
segmental and subsegmental bronchial smooth muscle
through the delivery of radiofrequency energy to the
airways.® The resulting anatomical change is intended
to provide clinical benefits to asthma patients, reducing
airway smooth muscle contractility and possibly reducing
bronchoconstriction and asthma exacerbation.

Preliminary studies of BT use showed improved
morning and evening PEF, as well as reduced rescue
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bronchodilator use,® together with improved quality
of life. The first multicenter study of BT use®® showed
better disease control in asthma patients treated with
BT than in controls. In a subsequent study involving
patients with severe asthma, the aforementioned results
were confirmed.® The aforementioned studies provided
the basis for the largest study to date,® in which nearly
300 asthma patients were randomized to receive BT +
conventional treatment or conventional treatment alone
(the latter constituting the control group). The study was
a double-blind trial and showed that the asthma patients
who were treated with BT had a significant reduction in
severe exacerbations and emergency room visits for
asthma. On the basis of the aforementioned results, the
US Food and Drug Administration approved the clinical
use of BT in 2010. A 5-year follow-up evaluation showed
a maintained reduction in exacerbations and emergency
room visits, no BT-related adverse effects or anatomical
abnormalities being observed.”

In the case reported here, treatment with BT was
effective (as evidenced by the ACT score) and well
tolerated, results that are consistent with those of
previous studies.® Similar results have been reported
in Brazil.®® BT is a new treatment modality that is aimed
at patients with severe asthma in whom the disease
remains uncontrolled despite the use of all available
drugs, including omalizumab.

In Brazil, this is the first case report of a patient treated
with BT after the use of BT was approved by national

Figure 1. Photograph showing the use of bronchial
thermoplasty.
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Table 1. Clinical and functional evaluation performed at
baseline and after treatment with bronchial thermoplasty.

Variable Baseline After treatment

FVC, L 3.53 3.57
FVC, % of predicted 97.9 99.1
FEV,, L 2.5 2.58
FEV,, % of predicted 85.0 88.0
ACT score 10 23

ACT: Asthma Control Test.

regulatory agencies. The results of previous studies and
those of the present study show that BT is a promising
treatment option for the management of moderate to
severe asthma. BT has been approved for clinical use in
several countries and has recently been included in the
Global Initiative for Asthma guidelines as a treatment
option for patients with severe asthma.® In the near
future, BT is expected to become a treatment option
for DTCA patients nationwide.
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