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Viax
Healthcare
Objective

For initial assessment (including severity) of adults of acute
asthma for established cases as well as for the first attackers

To differentiate between asthmatic and non-asthmatic wheeze
To plan management of patients accordingly
To provide guidelines for management of chronic cases

For use in: All clinical areas, OPD, Emergency and IPD
For use by: Physicians/Internists involved in the emergency care
For use for: All adult cases of acute and chronic asthma
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TRIAGE OF PATIENTS OF ACUTE ASTHNMA
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Exacerbating factors
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Objectives of brief history

Time of onset and cause of current exacerbation

Severity of symptoms especially compared with previous
exacerbations

All current medicines and time of last dose

Prior hospitalizations and emergency department visits for asthma
especially within past tear

Prior intubation cardiac and comorbid diseases that may be
aggravated by steroids, such as diabetes, peptic ulcer,
hypertension and psychosis
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Classifying Sewverity of Asthma Exacerbations

Respiratory

Symptoms P Moderate Sewvere arrest imminent
= Breathlessness WWhile walking WWhile talking At rest sits

can lie down prefers sitting upright
= Talks in Sentences FPhrases WWords
e Slertness May be Usually Usually Drowsy or

agitated agitated agitated confused

Signs
= Respiratory Increased Increased Often

rate

=30/minute

e lse of Usually not Commaonly Usually Paradoxical
accessory thoracoabdominal
muscles; moswement
suprasternal
retractions

= Wheeze Moderate, Lowud Usually lowd Absence of

often aonly throughout throughout wheeze
end expirator exhalation inhalation and
exhalation

= Pulse/minute = 100 100—-120 =120 Bradvycardia

= Pulsus Absent Maw be Often present Absence suggests
paradoxus =10 mm Hg present =25 mm Hg respiratory

10-25 mm Hg

muscle fatigue

Functional Assessment

= PEF =7 5%0 50—-75 %o 23 -50%0 =33 %0
o predicted or
o personal best
= PO, Mormal =60 mm Hg =60 mm, may
be cyanosis
- PCO, =42 mm Hag =42 mm Hg =42 mm Hg

= Sa0, (on air)

=S 500

91-95 9

=S Yo
















Viax
Healthcare Treatment

Oxygen- by nasal cannulae / mask to maintain Sa02 > 90 % (> 95 % in
pregnant women and in patient with coexistent heart disease).

Inhaled short-acting beta2 — agonists —for all patients in the emergency
department. Beta2 — agonists can be spaced every 20 to 30 minutes as
initial therapy.

Continuous administration of beta2 — agonist maybe more effective in
children and severely obstructed adults by nebulizer. Equivalent
bronchodilatation can be achieved by either high doses ( 6-12 puffs) of
beta|2t:| agonist by MDI with a spacer under supervision if nebulizer is not
available.

Onset of response of beta2 agonists is less than 5 minutes and repetitive
administration produces incremental bronchodilation.
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Viax

Healthcare Treatment

Anticholinergics: Ipratropium bromide (0.5 mg in adults, 0.25
mg in children) causes additional bronchodilation especially
In severe asthma

Systemic corticosteroids recommended in most patients of
moderate to severe exacerbation. Role is to speed up
bronchodilation and prevent relapses.

Oral administration of prednisone has equivalent effects as

intravenous methyl prednisolone. Give supplemental doses of
oral corticosteroids in steroid dependent asthmatics.
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Viax
Healthcare Treatment

Methylxanthines are not generally recommended and use
remains controversial. Intravenous aminophylline- Loading
dose 5.6 mg/kg over 30 minutes for a person not using
theophylline; maintenance dose is 0.7 mg/kg/hr by infusion
pump. Lower the dose if patient is on macrolides or has liver
disease, heart failure. Monitor theophylline levels.

Antibiotics are not recommended for asthma but may be
recommended for co- morbid conditions. Use in patients with
fever, purulent sputum, pneumonia, sinusitis.

Aggressive hydration is not recommended for older children
and adults unless dehydrated.
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nMAMNMAGEMENT OF CHRONIC ASTHMA 1IN ADULTS

m Aovoidance of provoking factors
wherever possible

= Patient’™s imnvolverment & participation

m Selection of beaest inhaler dewvice

= Treattment stepped up as Nnecessanry o

Step 1

Step 2

Staep 3

Step 4

Step S

Occasionnal
use of relief
bronchodila-
tors.

Inhaled short-
acting beta
agonists sos
for symptorm
relief. If thhew
are necdaed
more tham
once daily,
monwe to
step-2. Before
altering a
treatment step
ensure that the
pPatient is
hawirng the
treatment ard
has a good
inhaler
technigue.
Address army
fears.

Regular
inhaled

anti-
inflammatory
agents.
Inhaled short
acting beta
agonists as
required Plus
Baeclo-
methasone or
budesonicde

A1 OO0 -0 rmmicgg
twice daily or
Fluticasorne
S50-200 e
twice daiily.
Adtermatine iy,
use
Cromoglycate
or Medococrommil
sodiurm, but if
contral is mnot
achieved start
imhaled
steroids.

High-dose
inhaled
steroids or
loww dose
inhalec
steroids plus
long acting
inhaled eta
agonist bro-
nchodilator.
Imnhaled short
actimng baeta
agonist as
recpuired plus
either
Beclometha -
Sonae or
budesonide
imcreasaad to
BO00-2000 rmicg
daiily or
fluticasone
HOO -1 000 s
daily wia a
large spacer or
Beclomatha-
SOore or
Ebudesonide

1 00-400 rmrsa
twice daily or
fluticasomne
S50-200 rmcg
twice daily plus
salmetrcl S0
mocg hwice
Aavily .

High dose
inhaled
steroids anmnd
regular
bronchodila-
tors.

Imnhaled short
acting baeta
agonists as
required with
imhaled
beclo-
methasone or
budesonidse
S00-2000
mog daily or
fluticasore:
20 = 1 OO 0D
meg daily wia
a largs
wolurme
spacaer plus
a sequantial
therapeutic
trial of orne or
more: of

- Inhaled lomg
acting baeta
agonist

- Sustainad
release
theophwllimne
- Inhaled
ipratropiurm

- Long-acting
beta agonist
tablets

- High-dose
imhaled
bromnchodil a-
tors

- Crormaog by -
cate or
MNedocrormmil

Addition of
recular
steroicd
tablets.
Inhaled short
acting beta
agonists as
recjuired with
imnhaled
baeclometha-
sone  Oor
budesonide
S200=-2000
mog daily or
fluticasone
Fale ety Nalele
mcg daily wial
a large
wolurme
spacer armd
Qe Or rmore
of the long-
acting bromn-
chodilators
Pplus regular
prednisolorne
tablets im a
single daily
dose.

Steppimng
cdowwr

Rewiew
treatment
aewvery 3I-6
rmonths. I
control is
achiewved,. a
stepwise
reductiom
may be
possibble. 1M
patients
whose
treatment
was recemnthy
started at
step 4 or 5
or included
steroic
tablets. this
reductiom
may take
place after a
short
imnterval.
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Outcome of steps 1-3: control of asthma | |Outcome of steps 4-5: best possible results

- Minimal (ideally no) chronic symptoms, - L east possible symptoms
including noctumal symptoms - Least possible need for relieving
- Minimal (Infrequent) exacerbations bronchodilators

- Minimal need for relieving bronchodilators || - Least possible fimitation of activit
-No limitations on activities Including exercise | - Least possible variation in PEF

- Circadian variation In PEF < 20% - Best PEF

- PEF >80% of preicted or best -Least adverse effects from medicine
- Minimal (or no) adverse effects from medicine
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INHALATIONAL THERAPY FOR BRONCHIAL ASTHMA

Beclomethasone

Beclate inhaler (50, 100, 200, 250 mcg/md)
Beclate rotacaps (100, 200, 400 mcg)
Becoride inhaler (50, 100, 250 mcg/md)
Becoride forte inhaler (250 mcg/md)
Becoride junior inhaler (50 mcg/md)

Budesonide

o Budecort inhaler HFA (100,200 mcg/md)
a Pulmicort inhaler (100, 200, 400 mcg/md)

Fluticasone Propionate

o Flohale inhaler (25, 50, 125 mcg/md)
o Flohale rotacaps (50, 100, 250 mcg/md)
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@ Ilpravent inhaler (20 maoag/md)

o Ilpravent rotacaps (40 mcg/imd)

o lpratop inhaler

o Asthalin inhaler, ventorlin inhaler, desihaler (100 mcg/md)

o Asthalin rotacaps (200 mcqg)

o Glaxo salbutamol inhaler (100 mog/md)

o Aerocort inhaler (salbutamol 100 mcg + beclomethasone 50 mcocg/md.
o Aerocort rotacaps (salbutamol 200 mcg + beclomethasone 100

maocg/md)
o Aerocort forte rotacaps (400/200 mcg)

Azrol inhaler (25 mcg/md)
Serobid inhaler (25 mcacg/md)
Serobid rotacaps (50 mcg)

UCcC

o Seroflo rotacaps/FORAIR salmeterol + 25 mcg, fluticasone 50, 125,
250 (250 mcg)

_Q\ A Max india Institution



Max
Healthcare

Caring for you... for fife

o’

a Seroflow inhaler (50, 250 mcg/md)
o Seretide diskhaler (11, 250 mcg/md — total 60 md)

Formoterol

o Foratec MDI or rotacaps (12 mcg formetrol)

Firniterol Fumarate + Budesonide

a Foracort Neohaler Formaterol 6 meg, budesonide 100, 200, 400 mcg
o Forecort rotacaps Formaterol 6 mecg, budesonide 100, 200, 400 mcg

Terbutaline

a Bricanyl inhaler (200 mcg/md-250 mcg/md)
o Bricanyl misthaler (250 mcg/md)

Sodium Cromoglycate

@ Cromal-5 inhaler (5 mg/md)
o Fintal inhaler (1 mg/md)
a Ifiral inhaler (20 mg/md)
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I\i'léﬁr,hmm Clinical Pearls

The diagnosis and severity of asthma is frequently underdiagnosed in
elderly. Anticholineric bronchodilators may have a slightly greater role
in this age group.

Evidence regarding absorption of inhaled steroids from lung and hence
systemic effects, including growth delay in children is conflicting. To
avoid any possible side effects, the following should be done.

Give the lowest dose of inhaled steroid compatible with asthma control

In patients taking high dose therapy general measures to counteract
osteoporosis should be considered.

Use a large volume spacer with an MDI or with mouth washing without
swallowing or with a dry powder inhaler.

The Turbohaler delivers approximately twice as much inhaled steroid to
the lung and doses should be halved when this device is used.

- A Max india Institution



Viax
Healthcare Clinical Pearls

MDI versus Rotahalers: Patient preference is of major importance in the
choice of device. Many patients are unable to use MDlIs correctly and
even, with good inhaler technique, only 10-15% of the dose is delivered
to lungs.In such cases, use spacer devices. With rotahalers, there are
variations in deposition ranging from 10-30% and inspiratory flow rates
cause variation with these devices.

Always teach the right technique of inhaler/rotahaler use to the patient
and ask him/her to demonstrate it in front of you. Wrong technique is a
common cause of inadequate asthma control inspite of adequate
freatment.

Stepping down the dose of inhaled steroids once asthma is controlled
should be slow (reductions should take place every 1-3 months by
decr;aasmg the dose of inhaled steroid by approximately 25-50% at each
step

PEF monitoring a MUST at each step of asthma management.
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