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Previous history included a pos-
sible, but unconfirmed, myop-
athy and von Willebrand’s dis-
ease. On examination Ellie was
bright, alert, responsive and in
good general condition. Rectal
temperature, pulse rate and
strength were normal. There
was a tachypnoea with shallow
breathing at a rate of 50 breaths
per minute, with a suspicion of
increased inspiratory and expira-
tory noise. Haematology and
biochemistry panels were unre-
markable and no parasites were
apparent on faecal examinations.

Thoracic radiographs showed
a very mild bronchial pattern.
A bronchoscopic examination
was unremarkable but there was
a nodular change with hyper-
aemia in the nasopharynx, the
mucosa of which bled readily.
A BAL grew no organisms but
cytology showed a mild excess
of mucus with neutrophils, lym-
phocytes, eosinophils and alve
olar macrophages, consistent
with a possible allergic bronch-
itis. It was suspected that there
was an associated allergic phar-
yngitis. Initial treatment was
prednisolone 0.5mg/kg BID, but
there was no perceived response
to this after 10 days and the
owner was reluctant to continue
this management. The owner
was, however, keen to try inhal-
ation therapy, which was started
with budesonide 100µg BID and
salbutamol 100µg QID. After 10
days the owner reported a very
good acceptance and tolerance
of the therapy by Ellie and a
noticeable improvement in her
demeanour, breathing and
exercise tolerance, with a
reduction in signs of swallowing
and coughing after drinking. The
owner was extremely happy to
see improvement after a num-
ber of months of anxiety.
� Bailey, a one-year-old male
golden retriever. Bailey pre-
sented with a history of fever,
tachypnoea and malaise with
coughing. On examination he
appeared anxious and was
tachypnoeic (40 breaths per
minute), pyrexic (39.2ºC) with

reluctance to rise. Haematology
was unremarkable apart from a
mild monocytosis; biochemistry
screens were unremarkable and
urinalysis was normal.

A thoracic radiograph
showed a moderate-to-severe
patchy broncointerstitial pattern.
Bronchoscopy revealed muc-
osal hyperaemia and a BAL
showed a predominance of
eosinophils with some neutro-
phils and alveolar macrophages,
consistent with eosinophilic
bronchopneumopathy.

Pending results, Bailey was
supported in the practice and
showed signs of spontaneous
recovery. Following discharge to
the normal home environment,
however, there was a rapid
deterioration in signs with wors-
ening malaise, dyspnoea and
fever. Suspecting a possible
environmental trigger, further
careful questioning of the owner
was undertaken and it was estab-
lished that Bailey was exposed
to cats and relatively high levels
of house dust because of home
renovation works.

After a further period of
stabilisation, we explored this
possibility with an unscientific
exposure to cat dander by tem-
porarily placing Bailey in a room
with cats present, and on the
two occasions this was attemp-
ted there was a doubling of
resting respiratory rate from 20
to 40 per minute within 10 min-
utes of starting – suggesting a
possible allergy to cat dander.

Bailey was subsequently
treated by removing him from
sources of cats and minimising
house dust exposure, and with
inhaled budesonide 100µg BID
and salbutamol 100µg four
times daily, supplemented ini-
tially by prednisolone 1mg/kg
orally twice-daily, reducing to
0.25mg/kg every other day. A
good initial response was seen
and Bailey was ultimately man-
aged with long-term inhaled
therapy and allergen avoidance
alone. Careful explanation of
allergy and possible triggers
greatly facilitated environmental

control in this case.
These four cases illustrate

the principles behind diagnosis
and management of suspected
allergic airway disease in dogs as
well as the range of possible
presentations.

When managing these cases
careful explanation of the prin-
ciples underlying therapy is
essential to engender owner
compliance in potentially daunt-
ing therapy.

Experience suggests, how-
ever, that with support and
encouragement owners and
their dogs can achieve effective
management in many cases.

Inhaled therapy, in particular,
offers many potential benefits in
dogs, as has been clearly dem-
onstrated in cats.

Owner instructions for
inhalation therapy
Equipment
� Pulmicort Evohaler,
budesonide 50 micrograms/
metered inhalation; or
� Flixotide Evohaler fluticasone
proprionate 50 micrograms/
metered inhalation.
� Ventolin Evohaler,
salbutamol 100 micrograms/
metered inhalation.
� Aerodawg inhaler and mask.

Initial dose
� Flixotide (anti-inflammatory):
one to two actuations (100
micrograms) twice-daily (med-
ium-sized dog).
� Ventolin (bronchodilator):
one to two actuations three to
four times daily if needed for
bronchospasm relief (medium-
sized dog).

Technique
Follow instructions on inhaler
regarding storage and pre-
paration for drug delivery. Place
mask on spacer and inhaler into
other end. Hold mouth closed
and gently place device over
nostrils, allowing breathing via
spacer. When breathing is calm
and steady, initiate dose by
pressing inhaler. Allow 30
seconds of breathing to inhale

dose from spacer. Rest for 30
seconds, repeat for second
dose, if necessary.

Acclimitisation
A period of acclimatisation to
the technique may be necessary
before this procedure will be
tolerated. Start by introducing
the mask to patient, placing it on
the body then on the head in a
gentle fashion, so he/she learns
not to be afraid of the device.
At the same time, let them see
and get used to the presence of
the spacer and inhaler. Initially
from a distance, and then
moving closer, activate the
inhaler so that he/she becomes
used to the noise associated
with this. This process should
last a few days.

When they appear comfort-
able with the mask, place it over
the nose with the mouth closed
so that they get used to breath-
ing through it. Then add the
spacer and repeat. Once they
are comfortable with breathing
through the mask and spacer,
and used to the sound of the
inhaler, try adding the inhaler
and initiating a dose.

Individuals will vary with how
quickly the procedure will be
tolerated, but patience and gen-
tle handling with calm reassur-
ance of the animal should be
rewarded with acceptance.
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� AeroDawg is available from
Centaur Services, NVS, Genus-
Xpress and Dunlops at a pro-
fessional price of £40 plus VAT
with a RRP of £55 plus VAT.
For more information visit www.
breatheazy.co.uk.
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Figure 1. Right lateral radiographic projection of the thorax
of a seven-year-old English bull terrier with inflammatory airway
disease, showing a diffuse bronchointerstitial lung pattern.

Figure 2. A follow-up radiograph of the same dog, five weeks after
commencing treatment with inhaled corticosteroid (budesonide)
and bronchodilator (salbutamol).
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Since Domitor and Antisedan’s half
lives partner one another perfectly,
they provide you with the complete

assurance your patients will not
re-sedate when they get home.
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