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Case

« 12-year-old African American male residing in a rural neighborhood with a

high prevalence of environmental allergens and air pollution.
* He has a family history of asthma, -older sister

 Patient diagnosed with asthma at the age of 6y following recurrent

episodes of wheezing, coughing, and chest tightness.

» Despite adherence to prescribed medications, his symptoms gradually

worsened over the years.

 Attended state asthma camp for first time



Case
* Day 1/5 check in

e clear breath sounds, O2 sat 98%, other vitals normal.

« Daily meds include QVAR scheduled daily and Albuterol as needed.

« Day 2/5: visits the health hut of asthma camp

His symptoms include:

1. daily persistent coughing

2. wheezing with any exertion

3. shortness of breath today, and nocturnal awakenings.
4

Chest tightness



Case

» peak flow meter -appropriate technigue noted. He was 60% of stated personal

best.

* Physical examination:

* mild wheeze bilaterally with decreased right lung breath sounds with prolonged expiratory

phase.

« spirometry available and demonstrated significant airflow obstruction with a forced
expiratory volume in one second (FEV1) less than 60% predicted and FEV1/FVC ratio
<0.70.



Case

 Camp Management:
 Pharmacological Therapy:

1. QVAR 80 mg qd 1 puff daily. Increase if symptoms of asthma.

2. He has an order for Prednisone 2mg/kg/day for acute exacerbations and

maintenance therapy during periods of severe symptoms.
3. Albuterol 2 puffs as rescue medication for symptom relief.

« Asthma Action Plan:

- personalized asthma action plan delineating steps for daily management,

recognition of worsening symptoms, and appropriate actions during exacerbations.



Case

« Post camp education on...
1. Use of Asthma Action Plan.
2. Use of peak flows.

3. Regular follow-up visits with healthcare providers for asthma monitoring and

adjustment of treatment as needed.



Discussion

* Further questions for Linda

* Thoughts on control/risk

* Assessment of adherence/technique
* Thoughts on current management



GINA 2023 - Adults & adolescents
12+ years

Personalized asthma management
Assess, Adjust, Review
for individual patient needs

TRACK 1: PREFERRED
CONTROLLER and RELIEVER
Using ICS-formoterol as the
reliever® reduces the risk of
exacerbations compared with
using a SABA reliever, and is a
simpler regimen

TRACK 2: Alternative
CONTROLLER and RELIEVER
Before considering a regimen

with SABA reliever, check if the
patient is likely to adhere to daily
controller treatment

Other controller options (limited

indications, or less evidence for
efficacy or safety — see text)

*Anti-inflammatory reliever (AIR)

Confirmation of diagnosis if necessary
Symptom control & modifiable
risk factors (see Box 2-2)

Comorbidities
Inhaler technique & adherence
Patient preferences and goals

Symptoms

Exacerbations

f:::geﬁf:g;i n Treatment o_f rppdfﬁable risk factors
o and comorbidities

Con_norb:dft_fes . Non-pharmacological strategies

Patient satisfaction

Asthma medications (adjust down/up/between tracks)
Education & skills training

See GINA
severe
asthma guide

RELIEVER: As-needed low-dose ICS-formoterol*

RELIEVER: as-needed ICS-SABA*, or as-needed SABA

Add azithromycin (adults) or

[ ow dose ICS whenever Medium dose ICS, or Add LAMA or LTRA or .
SABA taken™, or daily LTRA, | add LTRA, or add HDM SLIT, or switch to ég‘;ﬁ-g’j‘g v’;a;:) S’eesg'é?;jde’
or add HDM SLIT HDM SLIT high doss ICS consider side-effects
Box 3-12  © Global Initiative for Asthma, www.ginasthma.org
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GINA 2023 — Adults and adolescents

Y, -
Track 1
ASTHMS
Maintenance and reliever therapy
(MART) with ICS-formoterol
As-needed-only ICS-formoterol ( Y
(‘AIR-only’) STEP 5
A STEP 4 Add-on LAMA
[ \ STEP 3 Medium dose Refer for assessment
TRACK 1: maintenance of phenotype. Consider
and STEPS 1-2 hogrn?eo::nce ICS-formoterol high dose maintenance
Using ICS-formoterol as the reliever* As-needed-only low dose ICS-formoterol® |CS-formoterol* ICS-fprmotero_l,
reduces the risk of exacerbations + anti-IgE, anti-IL5/3R,
compared with using a SABA ant-IL4Ra, anti-TSLP
reliever, and is a simpler regimen RELIEVER: As-needed low-dose ICS-formoterol*

*An anti-inflammatory reliever
(AIR)

Box 3-12 (2/4) Track 1

© Global Initiative for Asthma, www.ginasthma.org



A little more on other options for steps 4 and 5

Step 4:

 Add on LAMA ( Spiriva Respimat or
Trelegy ) in asthmatics not well
controlled on med dose ICS-LABA

* Modestincrease in lung function
and small decrease in
exacerbations

* Consider SLIT if dust mite allergy
and FEV-1 >70%

*Thymic stromal lymphopoietin

Step 5:

Add on LAMA ( Spiriva Respimat or Trelegy ) in
asthmatics not well controlled on med dose ICS-
LABA

* Modestincrease in lung function and a small
decrease in exacerbations

Anti IgE — omalizumab/Xolair for 6y+ with
elevated IgE

Anti-IL5-mepoluzimab/Nucala for 6 y+ Fi’fTH/Z
ype
Anti-IL5R - benralizumab/Fasenra for 12y+ |eosinophilic
Anti-IL4- duplimab/Dupixent for 6y + asthma

Anti-TSLP* —tesepeluman/Tezspire 12y +-

Broader effect- covers eosinophilic or neutrophilic asthma

Add on Zithromax as anti-inflammatory MWF-
reduces exacerbations but increases resistance









Age | Medication and device (check | Metered dose | Delivered dose

wod

Step

(years) patient can use inhaler) (mcg/inhalation) | (mcg/inhalation)

AsTwd

Steps

1-2
12-17
(AIR-only) " Budesonide-formoterol DPI 200/6 160/4.5 1 inhalation whenever needed
>

Step 3
MART

>
=13 PLUS 1 inhalation whenever needed

Budesonide-formoterol DPI 160/4.5 2 inhalations twice daily,

>
=L PLUS 1 inhalation whenever needed

Budesonide-formoterol DPI 160/4.5 2 inhalations twice daily,

DPI: dry powder inhaler; pMDI: pressurized metered dose inhaler. For budesonide-formoterol pMDI with 3 mcg [2.25 mcg] formoterol, use double number of puffs

GINA 2023 from Box 3-15 © Global Initiative for Asthma, www.ginasthma.org



Budesonide-formoterol: max 12
inhalations for adults, 8 inhalations
for children . Based on extensive
safety data

OCS are preferably taken in the

morning:

 Adults: prednisone 40-50 mg for
5-7 days

 Children Prednisolone 1-2
mg/kg/day up to 40 mg for 3-5
days

Tapering not needed if OCS given <
2 weeks

Box 11. Management of asthma exacerbations in primary care

PRIMARY CARE Patient presents with acute or sub-acute asthma exacerbation

H Is it asthma?
ASSESS the PATIENT Factors for asthma-related death?

Severity of exacerbation? (consider worst feature)

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

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

START TREATMENT 2
SABA 4-10 puffs by pMDI + spacer, TRANSFER TO ACUTE
repeat every 20 minutes for 1 hour CARE FACILITY
Prednisolone: adults 40-50 mg, WORSENIN > - While waiting: give SABA,
children 1-2 mg/kg, max. 40 mg ipratropium bromide,
Controlled oxygen (if available): target Oz, systemic corticosteroid

saturation 93-95% (children: 94-98%)

\/

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

IMPR(!NING

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.
best or predicted Check inhaler technique, adherence

Prednisolone: continue, usually for 5-7 days
(3-5 days for children)

Follow up: within 2—7 days (1-2 days for children) J

Oxygen saturation >94% room air

Resources at home adequate

v

FOLLOW UP
Review symptoms and signs: Is the exacerbation resolving? Should prednisone be continued?
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. Adults/adolescents: switch to GINA Track 1 with
ICS-formoterol if available (Box 7A).
Risk factors: check and correct modifiable risk factors that may have contributed to exacerbation,
including inhaler technique and adherence. Refer if >1-2 exacerbations in a year.

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