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National Review of Asthma Deaths

» During the final attack of asthma, 87 (45%) of the 195 people were
known to have died without seeking medical assistance or before
emergency medical care could be provided

* 47% had a history of previous hospital admission for asthma

* 10% of the 195 died within 28 days of discharge from hospital after
treatment for asthma

» At least 21% of the 195 people who died had attended a hospital
emergency department with asthma at least once in the previous
year, 23 had attended twice or more

 In 25% the quality of care in the final attack was judged
inadequate
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Severity

ASSESSMENT OF 5EVERE ASTHMA

Healthcare professionals must be aware that patients with severe asthma and one or more
adverse psychosocial factors are at risk of death.

INITIAL ASSESSMENT

In a patient with severe asthma any one of:

o . PEF <33% best or predicted
* PEF >50-75% best or predicted Sp0, <92%

* increasing symptoms

* no features of acute severe asthma Pa0, <8 kPa
normal PaCO; (4.6-6.0 kPa)
silent chest
cyanosis
poor respiratory effort
Any one of: arrhythmia

hausti
PEF 33-50% best or predicted exhatstion
altered conscious level

respiratory rate =25/min hypotension
heart rate 2110/min

inability to complete sentences in one breath
Raised PaCO, and/or requiring mechanical

ventilation with raised inflation pressures
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Moderate Severe

Give mlbutamal 5 mg by oxygen
dirtven: nebuliser

P i
threatening
features AND
PEF 50-75%

Chinically
stabie

AND PEF =75%

stable
AND PEF <7T5%

Repeat salbartam ol
5 mg nebulser
Give prednisolons
4050 mg crally

Mo signs of
sevene asthma
AND
PEF 50-T5%

5igns of severe
asthma
O PEF <50%

Patient recovering
AND PEF »75%

DBESERVE AND MONITOR
$pl

heart rate
respirtony rate

Sugns of sevene
asthma

Patiemt stabbe

AND PEF =50% O PEE <50%

Life-threatening

‘Obvtain semiorACU help now of
anvy |ife-threatensn g features are
presat

IMMEDIATE MANAGEMENT
Coygen to maintain 5p0s
94-58%:

Salbutamaol 5 mg plus
Ipratropium 0.5 mg via
cxygencdriven nebubser
Frednisolone 40-50 mg
cealy or IV hydrocortisone
100 mg

Measure arterial blood gases

Warkers of severity:

+  'Nonmal’ or raised Pall;
(Pad =45 kPa; 35 mmHgh
Savere hypoxia (Pa0; <2 kFa;
60 mmHg)

Low pH (or high H7]

Glvefrepeat mibutamol 5 mg
with ipratropium 0.5 meg by
corygen- deiven nebuliser

after 15 minukes

Consider continuous sabutamal
nebuliser 510 mgihr
Consider [V magnesium sulphate
1.2=2 g ower 20 minartes

Comect fuidfelectrolytes,
especially K disturbances

Chast X-ray

Repeat ABG

ADMIT
Patient accompanked by a nurse or
doctor at all tinves










If not responding
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Preventing the next admission










Criteria for safe discharge

e

management plan





https://youtu.be/zG2DVoRP86g
https://youtu.be/zG2DVoRP86g
https://youtu.be/zG2DVoRP86g
https://youtu.be/zG2DVoRP86g
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Definition of COPD

Y ar d( IS characterised
Ie

ange markedly over several
///
w the long term

when there is a rapid and sustained
mptoms beyond normal day-to-day

NICE 2010




Normal bronchi Bronchitis

Large airway

N A (nflammation

destruction of alveolar wa
— may lead to bullae Small

Alveoli with Em p hysem a airways

: emphysema

Microscopic view
of normal alveoli

Airways narrowing due to

Chronic irritation of the bronchi causing
inflammation and changes to the mucociliary
escalator; often results in chronic cough

Airways narrowing due to
bronchoconstriction and
inflammation; duration and
severity are risk factors for
development of airway
remodelling and COPD

Normal bronchiole Fibrosis




The seasonal surge

RSCH

Mumber of admissiens

Admlsslans per 1000 COFD popul ation®
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Treatment of exacerbations

°|ncreased bronchodilators
eCorticosteroids

*Oral antibiotics if change in sputum
eManage respiratory failure

Early treatment



, RCT of ANTIBIOTIC THERAPY
/ Anthonisen et al, Ann Intern Med 1987

Major Symptom
Dyspnoea

Increase sputum volume
Increase sputum purulence

Minor Symptom
Cough

Cold

b Wheeze

Sore throat

Fever

\\\\l\\\

3 major 2 major 1 mgjor symptom
symptoms symptoms 1 minor symptom



Corticosteroids at exacerbation

Niewoehner et al. NEJM 1999

* Improves FEV1
1
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* Reduces length of stay
* Reduces relapse rate

* Increases time to next
exacerbation
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* Dose: 30mg/day
 Duration 7-14 days










O, Combined With Hb (15 gm%) or in Physical Solution (vol %)
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1 2-6L/min

1 comfortable and easily tolerated

1 Can deliver too little or too much
oxygen!




apy — Venturi Mask (VM)

ipatients at risk of hypercapnia

1delivers controlled oxygen therapy

1delivers accurate high flow oxygen




provement in pH



Oxygen therapy

e
jm|

(Patients at Risk\
of Hypercapnia

COPD, chronic lung disease,

morbid obesity, efc

TARGET SpO5 RANGE TARGET SpO; RANGE
94% - 98% 88% - 92%

DELIVERY DEVICE DELIVERY DEVICE

Nasal Cannulae (NC) Venturi Mask (VM)

or or

Simple Face Mask (SM) Nasal Cannulae (NC)
(when patient stable)
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Causes of Respiratory Failure
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Causes of Respiratory Failure
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Pump failure




Respiratory Failure in COPD -
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NIV Pivotal Study

(INg

‘intubation, mortality,

tion 15% vs 27% (P=0.02)

/ 10% vs 20% (P= 0.05)

, reduced RR 4 hours, reduced



Guidelines 1

an acute

acidosis (pH <7.35,
ximum standard

apy for no more than

= 9

> committee 2002
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Guidelines 2

* NIV should be used as the treatment of choice for persistent
hypercapnic ventilatory failure during exacerbations not
responding to medical therapy.

It should be delivered by staff trained in its application,
experienced in its use and aware of its limitations.

 When patients are started on NIV, there should be a clear plan
covering what to do in the event of deterioration and ceilings of
therapy should be agreed. Grade A NICE 2010




When to start NIV in AECOPD

cygenate without

-tant than the PaCO,



NIV check list
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BSUH Acute Non Invasive Ventilation Pathway

* Step 1 Initial assessment
* Step 2 Management and escalation plan
e Step 3 Communication

» Step 4 Set up of NIV

« Step 5 Monitoring and weaning of NIV

s



Starting pressure

/programmes/acute-niv/



http://www.e-lfh.org.uk/programmes/acute-niv/
http://www.e-lfh.org.uk/programmes/acute-niv/
http://www.e-lfh.org.uk/programmes/acute-niv/
http://www.e-lfh.org.uk/programmes/acute-niv/
http://www.e-lfh.org.uk/programmes/acute-niv/
http://www.e-lfh.org.uk/programmes/acute-niv/

COPD 30 day re-admission rates
RSCH 29%, KSS mean 23%, best 21%




The 30-day readmission rates before and after the initiation of the chronic obstructive
pulmonary disease discharge care bundle.
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ICS in COPD




LABA +ICS

in @ combination
inhaler

Aiﬂg uSal

microgram/$00 microgram
per achuaion inhlaion
powder, pre-dispensed

Propionate




LABA +ICS
in @ combination
inhaler
















Clinical Features
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S id reversibility
'Atopy, Family History



