STANDARD TREATMENT WORKFLOW (STW)
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DISCLAIMER

This article/STW, was originally published by Indian Council of Medical Research (ICMR) under
Standard Treatment Workflow. The reprinting of this article in Journal of the Epidemiology Foundation
of India (JEFI) is done with the permission of ICMR. The content of this article is presented as it was
published, with no modifications or alterations. The views and opinions expressed in the article are
those of the authors and do not necessarily reflect the official policy or position of JEFI or its editorial
board. This initiative of JEFI to reprint STW is to disseminate these workflows among Health Care
Professionals for wider adoption and guiding path for Patient Care.
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ASTHMA

ICD-10-J45
R

Classic symptoms o TRY AND RULE OUT APPROACH TO DIAGNOSIS

episodic « Other airway + Clinical assessment is

Lol . disorders - see Table 1 for
'ar ot g that favour asthma + Airway obstruction, and
over COPD bronchodilator

SYMPTOMS Supportive features + Other mimics - presence of reversibility, on .
History of atopy, family fever, constitutional P pil y (if available)

of asthma, presence of h i i i

presence of rhonchi on chest focal chest signs on physical « Refer patients for further
auscultation examination, foreign body ‘work-up if diagnosis is in
v s SapIArAtion 1or I I chest doubt
1 these symptoms. radiograph, etc.
INITIATION AND MODULATION OF TABLE 1. DIFFERENTIATING BETWEEN ASTHMA AND CHRONIC OBSTRUCTIVE
ASTHMA PHARMACOTHERAPY AIRWAY DISEASE (COPD)
Asthma COPD
More often in childhood or Usually later in life
Levosalbutamol e otonses early adulthood: variable (4th or 5th decade)
Infrequent & (Sg;g) Course Episodic Progressive
Intermittent p Salbutamol ing, other exp L \ Common
symptoms (100 ug)
2 puffs sc;s Nasal Symptoms, Atopy Common Rare

Family Historv Often Uncommon
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Standard Treatment Workflow (STW) for the Management of

SYMPTOMS

INITIATION AND MODULATION OF
ASTHMA PHARMACOTHERAPY

Levosalbutamol

Infrequent & (58;9)
Intermittent  p salbutamol
symptoms (100 ug),

2 puffs sos

Poor Good
Control b A Control

Budesonide

Regular
Synew?otoms (100pg) 2 puffs
(<2 per week p BD plus
but >2 per Levosabutamol
month) (50ug) 2 puffs
SOs

Poor Good
Control Y A Control

Regular Formoterol/
Symptoms (>2 Budesonide
perweek)or (6/200pg) as a
exacerbation single inhaler
in past one 2 puffs BD
year and sos
Y A

Add tiotropium
(9ug) 2 puffs OD
and low dose

- oral
methylxanthine
LY Control 2 4
A Add low dose
oral
corticosteroids

'WHEN TO SUSPECT EXACERBATION

. if acute P

PEF to below 80% of personal best, while on continuod

treatment
- Take two additional puffs of the inhaler used if
symptoms persist, and repeat if needed

«If no response after 24 hours, or symptomatic worsening,

or further reduction in PEF, contact physician

ASTHMA

ICD-10-345

TABLE 1. DIFFERENTIATING BETWEEN ASTHMA AND CHRONIC OBSTRUCTIVE
AIRWAY DISEASE (COPD)
COPD

Asthma
Onset More often in childhood or Usually later in life
fosst early adulthood: variable  (4th or 5th decade)
Course Episodic Progressive
‘Smoking, other exp [0 Common
Nasal Symptoms, Atopy Common Rare
Family History Often Uncommon
Triggers Often Identified None
Prominent and almost May or may not be
Wheeze universal present

Inadequately ately controll
Components controlled (all should be men:;’
(any one) P

Twice orlessina

Paytmeisymptorns More than twice a

oruse qf rescue Weak Weak
medication
Night-time
symptoms/ Ary None
awakening
Limitation of
activities Any Nens;
FEV1 <80% of FEV1 >80% of
Pulmonary function predicted or PEF predicted or PEF
(if available) <80% of personal >80% of personal
best best

FEV1 Forced Expiratory Volume in first second, PEF Peak Expiratory Flow

GUIDING PRINCIPLES

« Mainstay of pharmacotherapy: Inhaled drugs

- Frequency of symptoms determine treatment initiation (see figure 1 for details)

- Reassess at 3-4 weeks - good response: in favour of asthma diagnosis
Patient education for compliance, warning signs, triggers, inhaler technique, PEF
monitoring

« Inhaler technique to be monitored

« Follow-up at 4-12 weeks, assess diseases control by clinical parameters (see Table

2)
« Step-up or step-down treatment as per level of asthma control (see figure 1)

« Follow up three-monthly and modulate treatment as needed

Refer for further evaluation and management if asthma remains poorly controlled

DISEASE EXACERBATION
SEVERE ACUTE ASTHMA (PATIENT TO lul-m

« Inability to

rate >30/ min, heart rate >11o/ min, pulsus paradms >25 mm Hag. silent chest,
Po2 <92

- Physician to assess ity of rbation and
accordingly

LIFE-THREATENING EXACERBATION
Altered sensorium, orthopnea, cyanosis,
paradoxical breathing. hypotension, and/ or
bradycardia (heart rate <60 bpm) - immediately
refer to higher centre with ICU facility

@ KEEP A HIGH THRESHOLD FOR INVASIVE PROCEDURES

Lung India 1)83-542.
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patient based on his/her specific condition, as decided by
i
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