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L
2 HELLENIC THORACIC SOCIETY

EmionuioAoyik peAETN aoOuaTtog 2011

1. ETMITTOAQOHOG 0TO 0UVOAO TOU EAANVIKOU TTANBUCHOU

O gmiroAaocpog Tou self-reported AcOUATOC OTO GUVOAO TWV
NAIKIWYV yia TV EAAGOQ eKTIMNATOI O€ £va ITOOOOTO THC TAéNC TOU
8.52%. To 95% di1aocTnUa EYTTIOTOOUVNG EKTIMATAI [7,45% - 9,58%)].
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IHaBoguororoyia Bpoyyikod aocOnatog
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Papi A. et al, Lancet 2018; 391: 783-800




IHaOBogvororoyia Bpoyyikod GdoOuatog

There is evidence that the degree of inflammation is related to airway hyperresponsiveness
(AHR) - an exaggerated airway narrowing in response to many stimuli and the defining
characteristic of asthma . The degree of AHR is related to asthma symptoms and the need
for treatment.

Allergens
Sensitisers
Viruses
Air pollutants?

-

Inflammation Airway
Chronic eosinophilic Hyperresponsiveness
bronchitis
Triggers
\ Allergens
Symptoms Exercise
Cough Wheeze Cold air
Chest Dyspnoea SO
tightness Pamchates
Fig. 1. — Inflammation in the airways of asthmatic patients leads to airway hyperresponsiveness and symptoms.

Th2: T-helper 2 cells: SO5: sulphur dioxide.

Barnes PJ. Asthma ERS Monograph 2006



ATAI'NQXH

IoTOPIKO KOl CVUTTORATOAOY IO
Kilwvikn e€étaon
"EAeYY0S aVOTVEVGTIKIG AELTOVPYLOGS

"EAeyyog atomiog (?)



[XTOPIKO

Eivol aoOpa;

‘Exete eppavicel eva 1 mEPLoGOTEPA ETEIGOOLN GLPLYLOD;
‘Exete evoyAntiko Pya, 0toitepa tn voyta,;
EuopaviCete Pryya 1 cvpryud katd tnv dcknon;

EuopaviCete Pya, cvoprynd 1 Bdpoc oto otbog petd amo
éxbeon og aepoaAiepyloyova;

Ortav "kpvovete" 10 kpOoua katefaivel 6to 61nboc Gog;
Eiyate mot€ "kpoopoata' mov Kpatnoav tEPLOGOTEPES OO
10 nuépeg;

Ta ocvurntopate avakoveiCoviolr pe PpoyyoolancTOATIKA
QaPLOKQL;




EpoOTnNuatoAioylo Y10 TpoOGUUTTOUUTIKO
£leyyo (screening)

* 'Eyete éva 1 mepiocOTepa amd A aKOAOLOO GLUTTOUOTOL
— B1ya mov dwapkel tovAdyiotov yia 2 €BoouddE;
— AvcKoAio GTNV OVATVOT) KATA TNV NI AGKNGMN 1] T
VOYTO,
— AMAEPYIKT] PVITLOO N EMTEQPVKITLON;

* Eiyate kdmolo and T cuuntopoto avtd To TEAELTOLO £T0C;

* 'Eyete moté€ emokepOel 1o yiaTpod cog yio cuptyud M v Py
OV €lye LeYAAN OldpKeELD;

Buffels J, Chest 2004 (DIDASCO Study)
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KAINIKH EEETAXH

e Kavéva
* AL0VTOl HOVGLKOL POYYOL AP (TTOAVPOVIKOL)
* [Mopataon eKkmvong




FEV,

AITOPPAKTIKH
XINMPOMETPHXH?

Xpoévog (sec)

°* FEV,;<80% T1TpOA.

Pon (L/sec)

Eiotrvon

ExkTrvon

Oykog (L)

FEV,/FVC <80%



AOKIMAXIA BPOI' XOAIAXTOAHX

Eiotrvor) 400 ug

oaABouTtaudAng
(4 puffs) " AGEnon FEV,
> 0)
B T FEV, ‘ 127
(<80% TrpofA.) Kal

\_ >200 mL .
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POOMETPO
Peak Flow Meter




ATAKYMANXH THX PEFR

Personal
Best = 100%

Alakupavon >20%

Peak Elow Rate (I/min)

= dl1ayvVWwaon acOuarog

-

o 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15

BEWS

MéyioTn - EAaxiotn PEFR

Alakupavon PEFR =

Méoog Opog PEFR




POOMETPO Peak Flow Meter

MeTpael Tn LEYLOTN EKTVEVCTIKT PO
Peak Expiratory Flow Rate (PEFR)

Eivon edypnotn néboodog
— Mmnopel va ypnoomombel amd eviAikec Kot oot >5
ETOV
Evosilelg
— Aldyvoon deOpoatog
* Avtamokpion otn BpoyyootactoAin >15%
e Araxouaven >20%

— [MapakoAiovOnomn mopeiog dobuatog
— AZ10AOYNON VUKTEPIVOV GUUTTOUATOV AGOUOTOC
— Aldyvoon enayyeALOTIKOV AcOUATOC



AOKIMAXIEX IIPOKAHXHX

EAEyxouv TN un €I10IKN BPOYXIKN UTTEPAVTIOPACTIKOTNTA

PapuaKEUTIKEG (I0TAMIVN, METAXOAIVN)
— 2uvnNOwg FEV;>80% T1TpoA.

— |FEV; >15-20% baseline

— PC,;,=4 mg/mL, PD,;<0.8 mg

Aoknon-MaviToAn
— |FEV,; 210% baseline pyetd amdé aocknaon

looKaTTVIKOG YuXPOG aEPag
— EKouaolo¢ uttepagpiopos (>75% MVV)
— |FEV,; >9% baseline



AOKIMAXIA ITPOKAHXHX ME

FEV, (L)

Baseline (100%) =—

METAXOAINH

Metacholine Concentration/Dose

PC20 (PD20)

———————

X

-20%

A
— ~
Metacholine Bronchodilation
administration step

XapunAn Eidikotnta - YwnAn EvaioOnoia




EAEI'XOX ATOIIIAX

Iotopiko

— XPNOIUO Y10 TOV EVTOTICUO THUV®OV AALEPYIOYOVHOV
Agppotikég dokinaoicsg (SKin prick tests)

— Agv cuouariovy 61N ddyvmwon Tov dchuatog

— XPNGIUEC Y10 TOV EVTOTIGUO KUl TNV OTOPUYN
TOPAyOVTMV KIVOLVOL

Edwkég avocooparpiveg IgE (RAST)

— Agv £(ovV HeEYOADTEPTN OLOYVOGTIKT oSl Ao TIG
OEPUOTIKEC

— Axp1otepec

I9E,;.

— Agv glval ypnoun yio. Tov EAEYYO NG ATOTLOC



AKTINOI'PADIA OQPAKA?

w i w Al

['lA ATTOKAEIZMO AAAQN AIATNQ2EQON 2E
ATYTIA 2YMITOMATA H 2E MH ANTAINOKPIZH

2THN ANTIAZOMATIKH AIrQrd
o




2UuBato lotopiko & KAIvikn Eikova
+
Aokiuyaaia BpoyxXodlacToANG
N ETTUXNC Xoprynon avTiaoOuaTIKNG
aywyng
N AoKIJAOIEC TTPOKANONC

Alayvwon AcOuaTtog




ATA®OPIKH ATAI'NQXH

FTENIKEYMENOZ 2YPITMOX

o Xpovia AtTo@pakTikn lNveupgovoTtradeia
o 2Up@opnTikn Kapdlakn AVeTTapKeElQ
o ATTOQPOKTIKN BpoyxIoAiTIOO
e KuoTikn lvwon (& PCD)
* BpoyxekTtaaoieg
e 2UvOpouo Churg-Strauss
* AAAEPYIKI BPOYXOTTVEUMOVIKN AOTTEPYIAAWON
o Xpovia NWaIVOPIAIKN TTVEUHOVId



ATA®OPIKH ATAI'NQXH

I'ENIKEYMENOX XYPII'MOX

« Xpovia Aroppoktikn [IvevpovomdOeia

e Xvupopntikn Kapowokn Averndpkeio

* Amo@ppoaktikn BpoyyloAitioa

* Kvotikn Tvoon (& PCD)

* Bpoyyektaociec

o XVvopopo Churg-Strauss

e  AM\epPYIKN BPOYYOTVELLOVIKT] O.GTEPYIAAMGT
e Xpovio NOGIVOQPIAIKT] TVELLOVIOL

« ENTOIIIXMENOX XYPII'MOX

e CaAdpoyya - HEYOA®V OEPAYDYDV

e ZEVO GO

e Ildpeon eoVNTIKOV YOPODOV

* Avclertovpyio QOVNTIKOV YOPODV

e XVYYEVEIC OUOTTAOGIEG UE GTEVOOT UEYAA®Y OEPAYDYDV



NITI
O A”Ig.

‘EAeyxoc aoBpartog kat peANOVTLKOG KivOuvog 5 2
A. Symptom control Level of asthma symptom control

Well- Partly Uncontrolled

In the past 4 weeks, has the patient had: controlled controlled

* Daytime asthma symptoms more
than twice a week? Yes Nold
« Any night waking due to asthma? Yesd Noll

* Reliever needed for symptoms™
more than twice a week? Yesd Noll

| None of 1-2 of 3-4 of
these these these

* Any activity limitation due to asthma? Yesl Nol |

B. Risk factors for poor asthma outcomes

+ Assess risk factors at diagnosis and periodically

* Measure FEV, at start of treatment, after 3—-6 months of controller treatment to record the
patient's personal best, then periodically for ongoing risk assessment

ASSESS PATIENT’S RISKS FOR:
« Exacerbations

» Fixed airflow limitation

* Medication side-effects

© Global Initiative for Asthma



GINA 2018
OepATEVUTIKA BripaTa “

ASTHAM

_ Meiwon Avénon ‘

BRpa 4 BApa 5
ICS xaunAn B.-01EYEPTNG Bpaxeiag dpAaong KAT' TTIKAnNON
d6on ICS& @opuoTEPOAN
EmiAéére éva EmiAéére éva lNpoocbOéore évan | MNpooBéore évan
mMEPICOOTEPA Kal Ta duo
Anti-IgE
TioTpoTTIo

Mepo-Benra

LTRA MéTtpia n CS amé 1o oTONA
EmiAoyég YynAn &6on ICS TioTpoTTIO (eAayiotn d60n)
PUOMIOTIKW LTRA
V @APHAKWYV XaunAR d6on ICS
+ LTRA Ogo@uUAAivn SR

XapnAn 86on ICS
+ @go@UAAivn SR




‘Hmuo aoBpa: Xperaletol kaOnpepivy aywyn?

R .
-+~ Budesonide maintenance

r |
-+~ Budesonide-tormoterol as needed

4 Terbutaline 3s needed

ek of

Well-Controlled Asthma (26)

»
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o

Trial Treatment Week

O’Byrne PM et al. N Engl J Med 2018;378:1865-1876

The NEW ENGLAND
JOURNAL of MEDICINE




BNyog woovvauo aecOpatog

e 2UXVN €KONAWON 1I0iwW¢ oTa TTaIdId. Kupiwg
Bpadu

* |OTOPIKO ACBUATOC OTNV OIKOYEVEIQ
* ATOTTIKOG 00OV
o ETTOXI10KNA £TTIOEIVWOON TOU BRXO

« Emdeivwon Tou BAXa YETA TNV AoKNoN N
UE EVTOVA 00PPNTIKA epeBiopaTa



2. TTIDOMETPIKEC TIMEC ATTOAUTWC
(PUOIOAOYIKEC (TTOAU ouxva)

A/a Bwpakocg K@
Pivitida-iypopitida-a-MEA-I Ol'l
[TpOKANON?

OePATTEUTIKO KPITAPIO PE 1-2 BOOUAdEC
(E10TTVEOEVOUC B2-DIEYEPTEC R/KAI KOPTIKOEISH)

Av OEV ATTOOWOEI CUVEXION EAEYXOU YIA
AAAecC TTaBNoEIC



Definition and terminology

A flare-up or exacerbation is an acute or sub-acute worsening
of symptoms and lung function compared with the patient’s
usual status
Terminology

— ‘Flare-up’ is the preferred term for discussion with patients

— ‘Exacerbation’ is a difficult term for patients

— ‘Attack’ has highly variable meanings for patients and clinicians

— ‘Episode’ does not convey clinical urgency

Consider management of worsening asthma as a continuum
— Self-management with a written asthma action plan

— Management in primary care

— Management in the emergency department and hospital

— Follow-up after any exacerbation



Predisposing factors

Nasal cavity:
allergic rhinitis




ldentify patients at risk of asthma-related death

e Patients at increased risk of asthma-related death should
be identified

— Any history of near-fatal asthma requiring intubation and
ventilation

— Hospitalization or emergency care for asthma in last 12
months

— Not currently using ICS, or poor adherence with ICS

— Currently using or recently stopped using OCS
* (indicating the severity of recent events)

— Over-use of SABAs, especially if more than 1 canister/month
— Lack of a written asthma action plan

— History of psychiatric disease or psychosocial problems

— Confirmed food allergy in a patient with asthma

* Flag these patients for more frequent review



Initial assessment - symptoms, signs and measurements

Clinical features

Clinical features can identify some patients with severe asthima,
eg severe breathlessness (including too breathless to complete
sentences in one breath), tachvpnea, tachvcardia, silent chest,
cvanosis, accessory muscle use, altered consciousness or
(,’(.’l';l')':vff‘,"': 407-305 82

None of these singly or together is specific. Their absence does not
exclude a severe attack.

PEF or FEV,

Measurements of airway calibre improve recognition of the
degree of severity, the appropriateness or intensity of therapyv, and
cdecisions about management in hospital or at home 4192411

PEF or FEV, are useful and valicd measures of airway calibre. PEF is
more convenient in thhe acute situation.

PEF expressed as a percentage of the patient’s previous best value
is most useful clinically. PEF as a percentage of predicted gives

a rough guide in the absence of a known previous best value.
Different peak flow meters give different readings. Where possible
the same or similar tvpe of peak flow meter should be used.

Pulse oximetry

Measure oxyvgen saturation (SpO,) with a pulse oximeter to
cdetermine the adeqquacy of oxvgen therapy and the need for arterial
blood gas (ABG) measurement. The aim of oxyvgen therapy is to
maintain SpoO, 94-98%.7%*

Blood gases
(ABG)

*atients with SpO., = 92% (irrespective of whether the patient is on
air or oxveen) or other features of life threatening asthma require
ABG measurement.??2. 401403, 405413 GO, = 92% is associated with
a risk of hypercapnea. Hypercapnea is not detected by pulse
oximetry.’ 2 In contrast the risk of hvpercapnea with SpO., =>92%
is much less. 83 R

Chest X-ray

Chest X-ray is not routinely recommended in patients in the
absence of:

— suspected pneumomediastinum or pneumothorax
— suspected consolidation

— life threatening asthma

— failure to respond to treatment satisfactorily

— requirement for ventilation.

Svstolic
paradox

Svstolic paradox (pulsus paracloxus) is an inadeqquate indicator of
the severity of an attack and should not be usec 22 401405414

BTS 2012




L_evels of severity of acute asthma exacerbations

Near-fatal

Raised PaCO: and/or requiring mechanical ventilation with raised

asthma inflation pressures3?'393
Life Any one of the following in a patient with severe asthma:
At Clinical signs Measurements
asthma
Altered conscious level PEF < 33% best or predicted
Exhaustion SpO, <92%
Arrhvthmia PaO, <8 kPa
Hypotension “normal” PaCO, (4.6-6.0 kPa)

Cvanosis

Silent chest

Poor respiratory effort

Acute severe

Any one of:

B - PEF 33-50% best or predicted

- respiratory rate = 25/min

- heart rate = 110/min

- inability to complete sentences in one breath
Moderate - Increasing symptoms
2:2:2:3}&,[]0“ - PEF > 50-75% best or predicted

- no features of acute severe asthma

Brittle asthma

- Tvpe 1: wide PEF variability ( > 40% diurnal variation for > 50% of
the time over a period > 150 davs) despite intense therapy

- Tvpe 2: sudden severe attacks on a background of apparently well
controlled asthma

BTS 2012



AkTtivoypadio Bwpaka

AEN amoteAel e€€taon poutivag

* Otav niBavoloyeital ocuvunapyovoa
KapSloavamveuoTLKn tadnon

* Y& coPBapec mapofVVOoEeLC

e JTOUC a0Beveic oV eloAyovTal OTO
VOOOKOUELO

e Y& Un avtamokpLon otn Beparneia



MILD or MODERATE

Talks in phrases

Prefers sitting to lying

Not agitated

Respiratory rate increased
Accessory muscles not used
Pulse rate 100-120 bpm

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

Short-acting beta,-agonists
Consider ipratropium bromide

Controlled O, to maintain
saturation 93-95% (children 94-98%)

Oral corticosteroids

GINA 2014, Box 4-4 (3/4)

SEVERE

Talks in words

Sits hunched forwards
Agitated

Respiratory rate >30/min
Accessory muscles being used
Pulse rate >120 bpm

O, saturation (on air) < 90%

PEF <50% predicted or best

Short-acting beta,-agonists
Ipratropium bromide

Controlled O, to maintain
saturation 93-95% (children 94-98%)

Oral or IV corticosteroids
Consider [V magnesium

Consider high dose ICS

© Global Initiative for Asthma



INITIAL ASSESSMENT Are any of the following present?
A: airway B: breathing C: circulation Drowsiness, Confusion, Silent chest

Further TRIAGE BY CLINICAL STATUS Consult ICU, start SABA and O,
according to worst feature and prepare patient for intubation

MILD or MODERATE SEVERE

Talks in phrases Talks in words

Prefers sitting to lying Sits hunched forwards

Not agitated Agitated

Respiratory rate increased Respiratory rate >30/min
Accessory muscles not used Accessory muscles being used
Pulse rate 100-120 bpm Pulse rate >120 bpm

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

GINA 2014, Box 4-4 (2/4) © Global Initiative for Asthma



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 or 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
Accessory muscles not used Accessory muscles in use

Pulse rate 100-120 bpm Pulse rate >120 bpm

O, saturation (on air) 90-95% O, saturation (on air) <90%

PEF >50% predicted or best PEF <50% predicted or best

START TREATMENT

SABA 4-10 puffs by pMDI + spacer, -
repeat every 20 minutes for 1 hour 4-72h TR%":\S"{:EEEAEOILII\?#’TE

Prednisolone: adults 1 mg/kg, max. While waiting: give SAE
50 mg, children 1—2 mg/kg, max. 40 mg =————> Ty /
9 5 9 7 dayS 0., systemic corticosteroid

7
— g

© Global Initiative for Asthma




Short-acting beta,-agonists Short-acting beta,-agonists
Consider ipratropium bromide Ipratropium bromide

Controlled O, to maintain Controlled O, to maintain
saturation 93-95% (children 94-98%) saturation 93-95% (children 94-98%)

Oral corticosteroids Oral or IV corticosteroids
Consider IV magnesium
Consider high dose ICS

If continuing deterioration, treat as ‘
severe and re-assess for ICU l

ASSESS CLINICAL PROGRESS FREQUENTLY

MEASURE LUNG FUNCTION
in all patients one hour after initial treatment

\J Y

FEV, or PEF <60% of predicted or
personal best,or lack of clinical response

SEVERE

Continue treatment as above
and reassess frequently

FEV, or PEF 60-80% of predicted or
personal best and symptoms improved

MODERATE
Consider for discharge planning

GINA 2014, Box 4-4 (4/4) © Global Initiative for Asthma



MnvUuoTo Yo TO OTILTL

e H dlayvwon tov acOpatoc faociletal 0To LOTOPLKO
e Mnv éexvarte ta ICS!

e Hmapotuvon Belel aélohoynon —BA-pETpLa 60on
cuvotnpatikwy CS.



