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Asthma

One of the common non-communicable
diseases (NCDs).

It affects around 339 million people in all
regions of the world.

Many asthmatic patients, especially in low and

middle-income countries (LMICs), are unable
to access the quality-assured essential asthma
medicines and care they need.
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Screening and Diagnosis
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Basic management
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Monitoring/Follow up
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What is asthma?

&l Asthma is a heterogeneous disease, usually
characterized by chronic airway inflammation.

gt is defined by the history of respiratory symptoms
such as wheeze, shortness of breath, chest tightness
and cough that vary over time and in intensity,




Screening and Diagnhosis
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 Any age <40 and >40 years

e Typical symptoms and triggering factors
e History of allergy (Food, smell, etc)

e Family history

* Presence of Airway reversibility



Symptoms
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Tightness of chest tougluyict;
Breathlessness arnici;*touéluyici;’
Wheezing wé&&toxuiclt;’

Cough acmi;g;lct;]
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m Previous diagnosis of asthma
m Symptoms since childhood or early adulthood
m History of hay fever, eczema and/ or allergies

m Symptoms triggered by respiratory infection,
exercise, weather changes or stress

m Intermittent symptoms with asymptomatic periods in
between

m Symptoms worse at night or early morning
m Symptoms respond to salbutamol
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Peak expiratory flow meter




How to perform peak expiratory flow
rate

Ensure correctly fit mouthpiece is used.

Make sure the indicator is at O (the bottom of the
meter)

Stand or sit up straight.
Take a deep breath in and hold it.

Place the mouthpiece in your mouth and close your
lips around it to make a seal. ...

Blow out as hard and as fast as possible.

Do the test three times. Note the highest value of the
three.



Peak flow chart

Peak Flow Tracking Chart
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Airway reversibility testing

Typical spirometric tracings
Confirm presence of
airflow limitation

e Document that FEV,/FVC is
reduced (at least once, when
FEV, is low)

e FEV,/ FVC ratio is normally
>0.75 - 0.80 in healthy
adults, and >0.90 in children

Volume

Normal

FEV,

Asthma
(after BD)

Asthma
(before BD)

Time (seconds)

Note: Each FEV, represents the highest of
three reproducible measurements
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Basic management
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Avoidance of exposure to triggering factors
Bronchodilator — Inhaler salbutamol

Oral drug — Deriphylline retard

Inhaler corticosteriod

others



Basic Pathophysiology
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Airway obstruction

and symptoms by:
Bronchoconstriction

aviyeedxaelcl,

Remodelling:
Increased vascularity
Epithelial cell disruption

Mucus plugs
Mucosal oedema

Increased airway smooth
Muscle mass (hyperplasia)

) 2 Reticular basement
e membrane thickening

Inhaler Corticosteriod

Inflammatory cell
infiltration/activation

Inhaler Salbutamol
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Presentation Notes
Key message: Asthma is a chronic inflammatory disease with short-term consequences
(i.e. symptoms) and long-term consequences (i.e. airway damage/remodelling).  
Asthma is a chronic disease, characterised by inflammation of the airways, which can result in both short- and long-term consequences.(1-4)
The major short-term consequences of inflammation are increased risk of symptom reoccurrence, airflow obstruction, reduced quality of life and exacerbations.(1,5,6)
In addition to symptoms, long-term inflammation in the asthmatic lung can lead to altered or remodelled airway structures, which may reduce lung function.(1,4,5,7,8)
Studies have suggested that significant remodelling can occur early in the disease, before symptoms appear.(8,9)
Key features of airway remodelling are:(1, 5)
Increased vascularity (angiogenesis)
Epithelial cell disruption 
Increased airway smooth muscle mass (hyperplasia)
Reticular basement membrane thickening.
International guidelines reinforce the importance of tackling inflammation as central to a preventative approach.(2)
References
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Vignola AM et al. J Allergy Clin Immunol 2000;105:S514–S517
Cockroft DW et al. J Allergy Clin Immunol 2006;118:551–559 
Shiba K et al. Chest 2002;122:1622–1626
Lemanske RF et al. J Allergy Clin Immunol 2006;117:S456–S461


How to Use a Spray Inhaler

Remember to breathe in slowly.

The health-care

provider should
evaluate inhaler

* Broahe ut technique at each visit

2|
1

1. Take off the cap.
Shake the inhaler.

. Put the inhaler in your mouth
or put it just in front of your
mouth. As you start to
breathe in, push down on
the top of the inhaler and
keep breathing in slowly.

. Hold your breath for
10 second:s.
Breathe out.
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Medications to Treat Asthma: How to Use a Spray Inhaler


Diagnosis

Symptom control & risk factors
(including lung function)

Inhaler technique & adherence
Patient preference

UPDATED

Symptoms 2017

Exacerbations
Side-effects Asthma medications
Patient satisfaction

Lung function

Non-pharmacological strategies
Treat modifiable risk factors

*Not for children <12 years

**For children 6-11 years, the
STEP 5 preferred Step 3 treatment is
medium dose ICS

STEP 4 #For patients prescribed
BDP/formoterol or BUD/
[ STEP 3 Refer for :
PREFERRED | STEP1 STEP 2 add-on [ fomoterol mamtenance and
CONTROLLER treatment | '©'€VET NErapy
CHOICE i Med/high tiotrc?ﬁ?tim | t Tiotropium by mist inhaler
ICS/LABA anti-IgE: is an add-on treatment for
Low dose anti-IL5* | patients =12 years with a
Low dose ICS . ICS/LABA** history of exacerbations
Other |considerlow i~ Leukotriene receptor antagonists (LTRA) Med/high dose ICS Add tiotropium*# Add low
controller doselCS Low dose theophylline* : ow dose |CS+LTRATE_|'|] Fggse ICS idose OCS
options (or + theoph*) St thaophs)
As-needed short-acting betaz-agonist (SABA As-needed SABA or
RELIEVER J . ( ) low dose ICS/formoterol*
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Assess

Non-modifiable risk

Age: Onset of asthma is more
common in younger age

group
History of atopy: eczema,

recurrent sneezing,
itchy/watery eyes

Family history of asthma or
atopy

Genetic

Modifiable risk

Indoor allergens: house dust
mites, animal proteins (eg,
mouse, cat, and dog
allergens), cockroaches, and
fungi

Tobacco smoke

Outdoor and indoor air
pollution

Respiratory viral infections

Occupational dust (industrial)
exposure



Monitor and Observe

 Monitor daytime and night time symptoms, daily
activities, use of rescue drugs, features of
exacerbation

 Record peak flow rate
 Check the patient’s adherence to treatment

* Observe their inhaler technique- whether correct or
not



Monitoring/Follow up
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Referral
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Management of Exacerbation
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PRIMARY CARE Patient presents with acute or sub-acute asthma exacerbation

: Is it asthma?
ASSESS the PATIENT Risk factors for asthma-related death?

Severity of exacerbation?

MILD er MODERATE SEVERE

Talks in phrases, prefers Talks in words, sits hunched LIFE-THREATENING
sitting to lying, not agitated forwards, agitated Drowsy, confused

Respiratory rate increased Respiratory rate >30/min or silent chest

RS RLE L

Accessory muscles not used Accessory muscles in use
Pulse rate 100-120 bpm Pulse rate =120 bpm

0, saturation (on air) 90-95% 0, saturation (on air) <90%
PEF =50% predicted or best PEF =50% predicted or best

¥

START TREATMENT
SABA 4-10 puffs by pMDI + spacer,

: TRANSFER TO ACUTE
repeat every 20 minutes for 1 hour CARE FACILITY

Prednisolone: adults 1 mg/kg, max.
50 mg, children 1-2 mg/kg, max. 40 mg

Controlled oxygen (if available). target
saturation 93-95% (children: 94-98%)

© Global Initiative for Asthma

While waiting: give SABA,
0., systemic corticosteroid

T P T P ™ ™



g&iluyaégn*g luler, vuPrn,
e Mild Taym

e Moderate tv ., tvw

e Severe lyI;Xe

e Life threatening TOUTE&N, &



Mild taym /Moderate tv , tvw

C OoOC
¢ o]oqpa@a mmo:c@o§c
OCO¢C ~0C

* qcgc/ ovgc
’sawcrgﬂi$: @$cuo >20

° Y C C
* $ohies g4t [9gooo >100
* 5p0O, 90-95% on air




Severe lyl;Xxe
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START TREATMENT

SABA 4-10 puffs by pMDI + spacer,
repeat every 20 minutes for 1 hour TRANSFER TO ACUTE

: CARE FACILITY
Prednisolone: adults 1 mg/kg, max.

50 mg, children 1-2 mg/kg, max. 40 mg ;‘;h';ﬂtaﬁsgﬂg:xﬂa‘z

e e e e e

Controlled oxygen (if available): target
saturation 93-95% (children: 94-98%) {

CONTINUE TREATMENT with SABA as needed
ASSESS RESPONSE AT 1 HOUR (or earlier)

\

1
IMPROVING

ASSESS FOR DISCHARGE ARRANGE at DISCHARGE
Symptoms improved, not needing SABA Reliever: continue as needed

PEF improving, and >60-80% of personal Controller: start, or step up. Check inhaler
best or predicted technique, adherence

Oxygen saturation >94% room air Prednisolone: continue, usually for 5-7 days

Resources at home adequate (3-5 days for children)
Follow up: within 2-7 days

FOLLOW UP

Reliever: reduce to as-needed

Controller: continue higher dose for short term (1-2 weeks) or long term (3 months), depending
on background to exacerbation

Risk factors: check and correct modifiable risk factors that may have contributed to exacerbation,
including inhaler technique and adherence

Action plan: Is it understood? Was it used appropriately? Does it need modification?

© Global Initiative for Asthma
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* Inj; hydrocortisone 100/200mg X;ay;y(’
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