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TRATAMIENTO DE LAS CRISIS
ASMATICAS SEVERAS

Joaquin Alfonso Megido
Servicio de Medicina Interna
Hospital Valle del Nalon
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 FCR, varon de 63 anos acude al SUH por disnea

« Tiene antecedentes de asma y déficit parcial de Al-
antitripsina. Varios ingresos por agudizacion
asmatica, con largas estancias por dificil control
(Ultimo ingreso 2 meses antes)

e No AMC, Fibrilo-flutter revertido 2 anos antes

e Tto habitual: Formoterol/budesonida, Montelukast,
deflazecort, omeprazol, amiodarona, alprazolan
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» Severe exacerbations are potentially life
threatening, and their treatment reqguires close
supervision. Most patients with severe asthma
exacerbations should be treated in an acute care
facility. Patients at high risk of asthma-related
death also require closer attention. <

CLOBAL STRATEGY FOR » The aims of treatment are to relieve airflow

Q-\Q_ ASTHMA MANAGEMENT AND PREVENTION

o obstruction and hypoxemia as quickly as possible,
and to plan the prevention of future relapses.
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Severidad de las agudizaciones

« Fatiga en reposo e Taquicardia >120/min

« Habla: palabras aisladas (bradicardia pre-

« Agitado (si confusion parada)
parada inminente)

_ e Pulso paraddjico
e FR>30/min

.  PEF<100Il/min (<60%)
 Musculatura accesoria

« Sibilantes difusos (peor si Pa02<60
hipoventilacion sin y/loPaCO2>45

sibilantes) e Sat<90%
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Alto riesgo de muerte por asmaé

 Episodios previo con e« Utiliza mas de un-~===-
necesidad de VM envase al mes de

« Ingreso en el afio salbutamol de rescate

’ previo » Historia de

» Tto con corticoides enfermedad
sistémicos (o retirada psiquiatrica o
reciente) sedantes

» No toma corticoides ~ * Historia de no
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Monitorizacion durante el tratamiento

s PEE
 Frecuencia cardiaca
 Frecuenciarespiratoria

e Saturacion por
pulsioximetria
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Manejo de la crisis |
* Manejo hospitalario e Saturacion

GLOBAL STRATEGY FOA
mm.u MANAGEMENT AND PREVENTION

* Breve historia (pulsioximetria) °
(ingresos, e Rx Torax
tratamiento, consumo i

| salbutamol) Gasometria si:

|« Examen fisico: habla, — PEF <60% o 100l/h
FC, FR, musculatura — No respuesta a tto
accesoria,

— deterioro

auscultacion




—,1'_,— 1 :‘-\- .'-. t
I I Iscuela de Verano ! ~ H%o 1 @ Sk F [1 ~ ottt
X : () espw
de Vledicina Interna : A - -'J:MF _ ‘:“EMT, A ==

- . '- | ..'
it WE O

f TR R AT i o AL T . T AR W e :.“.1 T TR T
2B, pog BRI i‘!ﬂ." AR ERLCRE, o ol 1 '% el i e e

'J‘I_..

wrl

Manejo de la crisis |

» Oxigeno hasta sat e Magnesio
o | _ « Teofilinas ¢?
B2 de acion rapida o o
(A) » Adrenalina: anafilaxia

« Formoterol/budesonid No:
a — heliox

» Ipratropio asociado a — modf leucotrienos
salbutamol (B) — sedantes

Corticoides

&

GLOBAL STRATEGY FOR
ASTHMA MANAGEMENT AND PREVENTION
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B2 de accion rapida: salbutamol . Ipratropio asoclado a

(A)
— Nebulizado en forma salbutamol (B)
continua: 2,5-5 mg :
(nebulizar en volumen >3 — 2500 ng /20 min
ml a 6-8 I/mn) cada 15-20 nebulizados (con el
i min (solucion de 10 ml,
| 1mi= 5mg) salbutamol) la
; CoTaE e et s Covant R R R pri mera hora,
— Tras mejoria: 2,5-5 mg /4 h luego segun

y a demanda (valorar paso
a camara espaciadora 4-8
pufs cada 4h y a demanda)

necesidad
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Corticoides sistémicos (A) Corticoides inhalados (B)
 Prednisona 40-60 mg vo =« Comenzar cuando pueda

cada 12 horas pasarse a camara
.+ IV solo si no tolera vo . Algunos trabajos
. Mantener hasta finalizar encuentran beneficio en

TR fase inicial similar a

* No necesita descenso esterodes sistémicos

(pero no suficiente
evidencia)

e Siempre aI alta
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progresivo si menos de 3
semanas (cortics inh)
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27 iv en 20 minutos
(sulmetin 1 amp 1,50)

Relaja la musculatura lisa

bronquial

Solo en casos graves o
Sin respuesta a
tratamiento

Contraindicado en lrenal

Nebulizado (A)

Manejo de la crisis V

Sulfato de magnesio (A) formoterol

Rapid-acting inhaled B2-agonists. Rapid-acting inhaled
P=-agonists should be administered at regular intervals®
(Evidence A). Although most rapid-acting Bo-agonists
have a short duration of effect, the long-acting broncho-
dilator formoterol, which has both a rapid onset of action
and a long duration of effect, has been shown to be
equally effective without increasing side effects, though

it is considerably more expensive™. The importance of
this feature of formoterol is that it provides support and
reassurance regarding the use of a combination of
formoterol and budesonide early in asthma exacerbations.

uuuuuuuuuuuuuuu

ELSEVIER

Formoterol (OXIS®) Turbuhaler® as a rescue
therapy compared with salbutamol pMDI plus
spacer in patients with acute severe asthma

W. Boonsawat*, S. Charoenratanakul, C. Pothirat, K. Sawanyawisuth,
T. Seearamroongruang, T. Bengtsson, R. Brander, O. Selroos
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‘ UpToDate.

Sin evidencila

e Teofilinas e Macrolidos

* Heliox * Antibioterapia
» Modificadores de empirica
leucotrienos

e Anestesicos
Furosemida inhalada

e adrenalina
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fuptoDate. Hospitalizacion

Peak flow<70% del
propio

« Asma de inicio

e Ingresos previos

e Uso de corticoides orales
en el momento de la
presentacion

Problemas psico-sociales
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Management of asthma exacerbations: emergency department and hospital-
based care

Initial assessment
Brief history, physical examination {auscultation, use of accessory muscles, heart rate,
respiratory rate), FEF or FEV,, oxygen saturation, and other tests as indicated.

1 L L

FEV; or PEF =40 percent (mild-to- FEV; or PEF =40 percent (sewvere) Impending or actual
maderate) = Ouoygen to achieve Saly, =90 percent respiratory arrest
= Owygen to achieve Sat, =90 « High-dose inhaled SABA plus = Intubation and mechanical
percent ipratropium by nebulizer or MDI plus wventilation with 100 percent
= Inhaled SABA by nebulizer or MDT valved holding chamber, every 20 oXygen
with wvalved holding chamber, up minutes or continuaushy for 1 hour = Nebulized SaABA and
to 3 doses in first houwr = Oral systemic corticasteroids ipratropium
= Oral systemic corticosteroids if no = Intravenous corticosteroids
immeadiate respanse or if patient = Consider adjunct therapies
recently took oral systemic
carticosteroids
Y Y L)

Repeat assessmeant Admit to hospital intensive
Symptoms, physical examination, PEF, O, saturation, other tests as needed care (see box below)

Y Y

Moderate exacerbation Severe exacerbation

FEV, or PEF 40-65 percent predicted/personal best FEV, or PEF <40 percent predicted/personal best
Physical exam: moderate symptoms Physical exam: severe symptoms at rest, accessory
» Inhaled SABA every 60 minutes muscle use, chest retraction

» Oral systemic corticosteroid History: high-risk patient

= Continue treatment 1-3 hours, provided there is Mo improvermnent after initial treatment

improvement; make admit decision in <4 hours * Dheygen
# Mebulized SABA + Ipratropium, hourly or

continuous
= Oral systemic corticosteraids
= Consider adjunct therapies
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Good response Incomplete response Poor response
= FEV, or FEF =70 percent = FEV, or PEF 40-69 percent = FEV, or PEF =40 percent
» Response sustained &0 minutes s Mild-to-moderate symptoms s POO, =42 mmHg
after last treatment s Physical exam: symptoms
= Mo distress + severg, drowsiness, confusion

= Physical exam: normal
* 4—‘ Individualized decislon re: hospitalization
¥

Discharge home Admit ta hospital wand Admit to hospital intensive care
= Continue treatment with inhaled = Dygen = Oygen
SAaBa = Inhaled SABA = Inhaled SABA hourly or
~ Improwve .
Continue course of oral systemic = Systemic (oral or continuausly
corticosterald intravanous) corticosteroid - = Intravenous corticastberoid
Consider initiation of an ICS = Consider adjunct therapies = Consider adjunct therapies
Patient educaticn = Monitor vital signs, FEVy + Possible intubation and
- Review medications, including ar PEF, Sal;, mechanical ventilation
inhaler technique
- Review/Initiate action plan Discharge home
- Recommend close medical followup = Continue treatment with inhaled SABAsS
= Continue course of aral systemic corticosteroid
« Continue on ICS. For those not on leng-term cantrol therapy,
consider Initiation of an 1CS
= Patient education {eg, review medications, including inhaler
Improwe technique and, whenever possible, environmental control
measures; review/inltiate action plan; recommend close medical
followup)
» Before discharge, schedule followup appointment with primary
care provider and/or asthma specialist in 1-4 weeks

FEV,: forced expiratory volume in 1 second; ICS: inhaled corticosteroid; MDI: metered dose
inhaler; PCO,: partial pressure carbon dioxide; PEF: peak expiratory flow; SABA: short-acting
beta,-agonist; Sa0,: oxygen saturation.

Reproduced from: National Heart, Blood, and Lung Institute Expert Panel Report 3 (EPR 3):
Guidelines for the Diagnosis and Management of Asthma. NIH Publication no. 08-4051, 2007.
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