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Viax o,
Healthcare Pediatric Asthma

Objective: To ensure uniform practice across Max Healthcare
based on evidence

For initial assessment (including severity) of pediatric patients
(below 18 years) of acute asthma for established cases as
well as for first attackers

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

Assessment

1 point 2 points 3 points
Resp Rate
0-2 wears = L) O — 0 =)
2=-5 wears =30 00— =)
&6—18 wyears =25 25-3230 =30
O, Saturations (2o) =95 90-95 =90

Auscultation

Mormal to end
expiratory wheezing

Expiratory wheezing

Inspir. +expiratory
wheezing or
diminished
breath sounds

Retractions

Mone or Intercostal

Intercostal+substernal

Intercostal,
substernal,
supraclavicular

Dwyspnea

Speaks in sentences
or coos and babbles

Speaks in partial
sentences or utters
short cries

Speaks in
single words

or short phrase,
or grunts
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Asthma Severity
Assessment

Severity Assessment

Circle the appropriate objective indicators of severity

Mild Moderate

Asthma score 5-7 8-1n

% Predicted >80 50-80
peak flow
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Management of
Acute Asthma in Children




FRATLD ASTHM A — Salbutamol (1.25 mqg, =1 year; 2.5 mq,

Asthma score 5—7F =1 wywear; 2.5—5 mug, older children)

peak flow =80% OR wia nebulizers X3 every 20 minutes Or IMPRONED,
MMODERATE ASTHMNMA MDI + mask + spacer [2—4 puffs) sustained
Acsthrma score 8—-11%a o 20 minutes x 3 T for 4—& hours
Peak flow S50—820% reassessment atter half an howur

Mot improwved or improwvernment
not sustained for 4-6 hours

First seen at this stage DISCHARGE HOME
Giwe first dose of oral steroids Continue salbutarmol
[limhaled steroids do not hawve a inhalation ewvery
role in acute asthrma treatment]) 465 hours

and call consultant Rewview compliance,

trigger elimination,
prevent drug usse
ADMIT TO WAaRD If on steroids, cont
for 2—7F dawys PO
Rewview/finitiate

Oxygen to keep saturation owver 95900 lonmg-term strateqy
Salbutamol + lpratropium wvia nebulizer Plan follow —up

o 20 minutes x 32 201 admitted

SC Adrenalinef Terbutaline (001 g/ patients should

kg SC) 2 2 g 20 minutes if poor air only be semt home
entry or abowve treatment not available aftter one
Beginfcontinue rescue steroids — symptom—free night

Prednisolone 2 mg/fkgfday, max.
50 mog for 3—7F days May switch to

Hydrocortisonse (12 maofkg load, and IMPRONED
then & mogl/kg q 6 hours)
I Fluids far maintenance +
Repeat asthma score before each dose Salbutamol Nneb
of salbutamol and lpratropiurm and as gq1—<4 hours
20 minutes atter the third dose —_— - pratropium every
* 4—6 hours
Plonmitor vital signs,
Mot improwving Sal, every 2 hours

Poor air entry

Sustained response
for 4—6 hours

Plan discharge

as abowe

Steroids PO for
2—7F days without

A J taper

[continued]



RED FLAG SIGMNS*™
(any one or more

of these present

treat as severe asthma
Altered sensorium
Bradycardia

Poor pulse volume
Cyanosis

Excessive use of
accessory muscles

or exhaustion
Excessive diaphoresis
Speech 1-2 words
Silent chest Persistent
low Sp0, = 90%

OM ABG: pCO,

rise = 5 mm Hag/hour
pCO, = 42 mm Hg

pO, = 80 mm Hg

ADMIT TO PICU

Keep ventilator ready

Start Salbutamel continuous nebulization
Continue Ipratropium g4-6 hours
Continue IV Hydrocortisone and

Add IV Terbutaline (2—10 meog/fkg stat,
then IV drip 0.1-0.4 mcag/kg/minute

Check serum K, CBC,
chest X-ray to
identify complications
(Atelectesis,
Fneumonia,
Pneumothorax,
Prneumomediastinum,
50 emphysema
Check ABG/CBG

If poor response to IV terbutaline, or child
is very sick, give Aminophylline 6 mg/kg
IV over 20 minutes.

Following loading dose give continuous
infusion (1-9 year: 1.1 ma/kg/hour,

10+ year: 0.7 ma/kg/hour). If currently
taking oral theophylline, do not give

WV aminophylline — take serum level.

.

If poor response, then start

Magnesium Sulphate 25-50 mg/kg/dose
max. 2 g slow IV over 20 minutes. May be
repeated every 6 hours for two more doses.

Check Mg level
prior to next dose

Intubation should be done electively before
the emergency of a respiratory arrest.
Intubation should be done with atropine
ketamine/midazolam/fvecuronium



MNANMNIE DOB

VWWENSGHT HEIGHT ALLERGIES

1.
2.

3.
.
5.

(S

171.

1=
13

Admit to
IV Fluids:

O MNo IW fluids
O W Fluids, at mbL/hour

O MNo O,
O O, wvia
Mebulized Salbutamol Mg ewery . howurs, every 1 hour
FPRMN dywspnea

Corticosteroids (choose one)

i. O Prednisolone 2 mao/kg/daw mog PO every _ hours
ii. O Hwdrocortisone 10 mg/fkg stat ma I themn
5 moagfkgfdose mg ewvery 6 hours

MNebulized Ipratropium Bromide

None
o225 mg =10 kg, O5 mg =10 kg ewvery 6 hours

i O Electrolytes, glucose
i. O Sepsis work—up
i O

Other Medications

Checlk pulse, resp. rate, pulse oximetry, BPFP every 4 hours
Diet O Regular O Other

S5ig

nature of physician with date and time MName in capitals



Discharge Plan










MNarme: DOB

Diagnosis:
Medications to be giwven at home
RELIEVER MEDICATIOM

PREVEMTER MEDICATIOMN

OTHER

Report to the hospital INMIMEDIATELY if

= Mo improverment 15 minutes after tTreatment with Salbutamol
= Pealk flow less than
& Child has difficulty breathing with pulling in neck muscles, child cannot

lie down, child is struggling to breathe.
Child has trouble talking or walking
Lips and nails are blue

Signature of phwysician with date and time
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Diagnosis and Treatment of Chronic Asthma in Children

Disease severity day symptoms

night symptoms

PEF/
FEV1 (%)

PEF
variability (%)

Mild
intermittent <2 daysf/week

<2 nights/month

=80

=20

Mild persistent =2/week, <1/day

=2 nights/month

=80

20-30

Moderate Daily
persistent

=1 night/week

60-80

=30

Severe
persistent Continual

Frequent

MAEPP classification of disease severity.

Asthma is classified by the most severe finding before treatment Three or more exacerbations in 1

year may place the child in the persistent category if risk factors are present.
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SEVERITY

Preferred medications

Alternate medications

STEP4
Severe Persistent

High-dose ICS+LABA and if
needed oral steroids long term

STEP 3
Moderate persistent

Low-dose |CS + LABA or
Medium-dose ICS in < 5 years
Low/medium-dose ICS + LABA

in = 5 years

Low/Medium dose
ICS + LTRA/SR
theophylline*

STEP 2
Mild persistent

Low-dose ICS

Cromolyn or LTRA or
theophylline SR*

STEP 1
Mild intermittent

Mo daily treatment

Mo daily treatment

ICS — inhaled corticosteroids; LABA —

Modified from MNIH pub #02-5075, June 2002.
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long-acting beta agonist; LTRA - leucotriene receptor antagonist.



N‘“i - Recommendations
caltncare for Infants and Young children

Asthma diagnosis is difficult in infants and young children

Under-diagnosis & under treatment are the major concerns in this
age group

A diagnostic trial of bronchodilators and anti-inflammatory
medications may be helpful

Infants & Young children consistently requiring symptomatic
treatment more than 2 times per week should be given anti—
inflammatory therapy daily

Once a daily asthma medication the child should be reassessed
every 4-8 weeks

Step down in therapy should occur after 2 months of good control
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l\lm«i hoare Recommendations
ieallhcare for Infants and Young children

The patient’s response to therapy should be monitored carefully

When benefits are sustained, a step down in therapy should be
attempted.

If there are no clear benefits, treatment should occur after 2 months
of good control

The patient’s response to therapy should be monitored carefully

When benefits are sustained, a step down in therapy should be
considered

If there are no clear benefits, treatment should be attempted

If there are no clear benefits, treatment should be stopped and
Inhaled corticosteroids are introduced in step 2, doses may range 100
mcg to 400mcg per day (equivalent to 15 mecg/kg)
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Viax Recommendations
Healthcare for Infants and Young children

When step 3 care Is required, control should be established
promptly with higher doses of inhaled corticosteroids and,

Then therapy should be stepped down after 2-3 months to
maintain control

Exacerbations caused by viral respiratory infections may be
sever

Consider systemic corticosteroids if exacerbation is moderate
{o severe
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l\lm«i e Recommendations
ieallhcare for Infants and Young children

Delivery devices for infants and young children

Children less than 2 yrs: nebulizer therapy may be used for
administration of cromolyn and high-dose beta-2 agonists; however MDI+
Spacer +Mask may be used of the technique is properly demonstrated to
the parents

Children between 3-5 yrs may begin with MDI and spacer/holding
chamber alone; if desired therapeutic effects are not achieved, a
nebulizer may be required

Always review the medications and technique with the parents at every
visit
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l\lm«i hoare Recommendations
ieallhcare for Infants and Young children

Pulmonary function testing should be performed routinely and
should use appropriate reference populations

When initiating daily anti-inflammatory therapy for mild-to-
moderate persistent asthma, a trial of cromolyn should be given

Adolescents and older children should be directly involved in
establishing goals for therapy and developing their asthma
management plans

Active participation in physical activities, exercise and sports
should be promoted

A written asthma management plan should be prepared for
school
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Goals of Therapy




N‘“i - Long-term Management of
o H‘ﬁ[‘( young Children with Asthma

Potential risks of inhaled corticosteroids are well balanced by
their benefits

Growth rates are highly variable in children
Short term evaluations may not predict final adult height
Poorly controlled asthma may delay growth in children

Use of high doses of inhaled corticosteriods for children with
severe persistent asthma has significant less potentialfor
having an adverse effect on linear growth than oral systemic
corticosteriods
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