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Characteristics. « Chronic symptoms | + FEV4/FVC < 70% CFEVYFVC<70%  |+FEVYFVC<70% |- FEV4/FVC <70%
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« Normal spirometry symptoms symptoms sympioms respiratory failure

Avoidance of risk factor(s); influenza vaccination

Add short-acting bronchodilator when needed

Add regular treatment with one or more
long-acting bronchodilators
Add rehabilitation

Add inhaled glucocorticosteroids
if repeated exacerbations

Add long-
term oxygen
if chronic
respiratory
failure
Consider
surgical
treatments




[image: image2.png]Stepwise Approach for Managing Asthma in Adults and Children
Older Than 5 Years of Age: Treatment

Classify Severity: Clinical Features Before Treatment or Medications Required To Maintain
Adequate Control Long-Term Control
Symptoms/Day PEF or FEV,
Symptoms/Night PEF Variability D: 'Iz Medications
Ea Continual < 60% & Preferred treatment:
Severe Persistent Frequent = 30% - High-dose inhaled corticosteroids
AND
- Long-acting inhaled betay-agonists
AND, if needed,
~ Corticosteroid tablets or syrup long term (2 mg/kg/day, generally
do not exceed 60 mg per day). (Make repeat attempts to reduce
systemic corticosteroids and maintain control with high-dose
inhaled corticosteroids.)
Daily > 60% — < 80% ® Preferred treatment:
m > 1 nightAveek > 30% — Low-to-medium dose inhaled corticosteroids and long-
Moderate Persistent acting inhaled betay-agonists.
® Alternative treatment (listed alphabetically):
— Increase inhaled corticosteroids within medium-dose range
OR
— Low-to-medium dose inhaled corticosteroids and either
leukotriene modifier or theophylline.
If needed (particularly in patients with recurring severe exacerbations)
® Preferred treatment:
— Increase inhaled corticosteroids within medium-dose range
and add long-acting inhaled betay-agonists.
® Alternative treatment (listed alphabetically):
— Increase inhaled corticosteroids within medium-dose range and
add either leukotriene modifier or theophylline.
> 2/week but < Ix/day > 80% ® Preferred treatment:

m S Zmighmonth  2030% — Low-dose inhaled corticosteroids.

Mild Persistent ® Alternative treatment (listed alphabetically): cromolyn, leukotriene
modifier, nedocromil, OR sustained-release theophylline to serum
concentration of 5-15 meg/mL.

= 2 days/week =80% ® No daily medication needed.

m < 2 nights/month < 20% m Severe exacerbations may occur, separated by long periods of

Mild Intermittent normal lung function and no symptoms. A course of systemic
corticosteroids is recommended.

m Short-acting bronchodilator: 2-4 puffs short-acting inhaled betay-agonists as needed for symptoms.

m Intensity of treatment will depend on severity of exacerbation; up to 3 treatments at 20-minute intervals or a
All Patients single nebulizer treatment as needed. Course of systemic corticosteroids may be needed.
m Use of short-acting beta-agonists >2 times a week in intermittent asthma (daily, or increasing use in persistent
asthma) may indicate the need to initiate (increase) long-term-control therapy.
Step down f"fm stepwise approach is meant to assist, not replace, the clinical decisionmaking required to meet
u Review treatment every 1 to 6 months; a gradual stepwise individual patient nesds.
reduction in treatment may be possible. m Classify severity: assign patient to most severe step in which any feature occurs (PEF is % of
Step up personal best; FEVy is % predicted)
n It control is not maintained, consider step up. First, review patient | 8 Gain control as quickly as possible (consider a short course of systemic corticosteroids); then step
‘medication technique, adherence, and environmental control. down to the least medication necessary to maintain control.
= Minimize use of short-acting inhaled beta,-agonists. Overreliance on short-acting inhaled
betay-agonists (.g., use of approximately one canister a month even if not using it every day)
indicates inadequate control of asthma and the need to initiate or intensify long-term-control

= Minimal or no chronic = Maintain (near) normal pulmonary | g‘:;:: education on self-management and controlling environmental factors that make asthma

symptoms day or night function worse (e.g. allergens and irritants).

= Minimal or no exacerbations @ Minimal use of short-acting inhaled | g Refer to an asthma specialst if there are difficulties controlling asthma or i step 4 care is required.

= s]\c’l‘:n‘(:‘l;“w‘:.‘i"‘“ml;‘;d’”“"“‘“; no . b]\zlmf'ﬂglm“‘ " - Referral may be considered if step 3 care is required.

inimal or o adverse ef
from medications





NOTES:

Goals of PFT interpretation

  1. Comment on test quality

  2. Comparisons

      w reference values

      w physiologic pattern

      w self

  3. Answer clinical question that prompted test

•FEV1 values are all post bronchodilator

•examine flow volume curve first if available, this is best way to assess quality, looking for:


total expiratory time 6 sec or greater

 
rapid climb to peak flow

 
fairly smooth, continuous dec in flow

 
curve terminates within 0-0.1L/s of zero flow

 
reproducibility (PEF within 10%, FVC and FEV1 within 5% or 200mL)

•bronchodilator response is positive if FEV1 inc >12% AND 200mL

•large bronchodilator response predictive of

 -more rapid dec in lung function

 -more severe exacerbations

 -poor prognosis

•methacholine challenge positive if >20% dec in FEV1 after 25mg/mL

•changes between tests of >10% are significant

•neuromuscular dz is a restrictive pattern in which FVC is disproportionately reduced relative to TLC (severity quantified based on FVC not TLC)

REFERENCES

Pellegrino R et al. Interpretative strategies for lung function tests. Eur Respir J. 2005 Nov;26(5):948-68. http://www.thoracic.org/sections/publications/statements/pages/pfet/pft5.html
[image: image3.png]FIGURE 1-3. CLASSIFICATION OF ASTHMA SEVERITY

Clinical Features Before Treatment*

Symptoms** Nighttime Symptoms Lung Function

STEP 4 u Continual symptoms Frequent u FEV; or PEF <60% predicted
Severe u Limited physical activity u PEF variability >30%

Persistent u Frequent exacerbations

STEP 3 u Daily symptoms >1 time a week u FEV; or PEF >60% —<80% predicted
Moderate u Daily use of inhaled short-acting u PEF variability >30%

P

betag-agonist
u Exacerbations affect activity
u Exacerbations =2 times a week;

may last days

u Symptoms >2 times a week but >2 times a month u FEV or PEF =80% predicted
<1 time a day u PEF variability 20-30%

u Exacerbations may affect activity

u Symptoms <2 times a week <2 times a month u FEV; or PEF = 80% predicted
n Asymptomatic and normal PEF u PEF variability <20%
Intermittent between exacerbations

u Exacerbations brief (from a few hours

to a few days); intensity may vary

The presence of one of the features of severity is sufficient o place a patient in that category. An indivicual should be assigned o the
most severe grade in which any feature occurs. The characteristics noted in this figure are general and may overlap becauss asthima is
nighly variabe, Furthermore, an individua's classification may change over time

Patients at any level of severity can have mild, moderate, or severe exacerbations. Some patients with intermittent asthima experience
severe and life-threatening exacerbations separated by long periods of normal lung funcion and no symptoms.
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: DIAGNOSIS
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