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SELF- MANAGEMENT SUPPORT

KEY ACTIONS FOR SELF-MANAGEMENT SUPPORT

® Ensure patients participation in the process of care

® Promote the use of lay or peer educators

® Use group visits

® Develop patient self-regulatory skills

® Promote patient communication skill

® Negotiate with patient goals for specific and moderately challenging health behavior change
® Stimulate patient self-monitoring

® Promote environmental modification

® Ensure self-reward

® Arrange social support Use the 5As approach during routine clinical encounters
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SELF-MANAGEMENT MODEL
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DELIVERY SYSTEM DESIGN

KEY ACTIONS FOR DELIVERY SYSTEM DESIGN

® Organize PHC based care

® Define roles and distribute tasks among team members

e Ensure proactive care and regular follow-up

e Use risk stratification

e Provide case management or a care coordinator for patients with
complex condition

® Give care that patients understand and that conforms to their cultural
background

® Develop integrated health service delivery networks @fmg panfmerican (28 word Healt

: gealth . Organization
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DECISION SUPPORT

KEY ACTIONS FOR DECISION SUPPORT

® Disseminate evidence-based guidelines

® Use technically-sound methodology to develop new or adapt existing
evidence-based guidelines

e Ensure evidence-based guidelines are updated periodically

e Integrate specialist expertise and primary care

® Use the shared care modality

® Use proven health worker education methods

® Share guidelines and information with patients
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IMPROVING ADHERENCE

KEY ACTIONS FOR IMPROVING ADHERENCE

® Patients need to be supported, not blamed

® The consequences of poor adherence to long-term therapies are poor
health outcomes and increased health care costs

® Improving adherence also enhances patient safety

® Adherence is an important modifier of health system effectiveness

® Improving adherence might be the best investment for tacking chronic
condition effectively

® Health system must evolve to meet new challenges

® A multidisciplinary approach towards adherence is needed

RESOURCE: WHO 2003
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Asthma still imposes an
unacceptable burden on
health care system, and on
society through loss of
productivity in the workplace
and, especially for pediatric
asthma, disruption to the family,
and it still contributes to many
deaths worldwide, including
amongst young
people.

Asthma effects an estimated
300 million individuals
Worldwide. It is a serious
global health problem
affecting all age groups,
with increasing prevalence
in many developing
countries, rising treatment
costa, and a rising burden
for patients and the
community.

RESOURCE: GINA 2018
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WHAT IS KNOW ABOUT ASTHMA

o
»

Asthma is heterogeneous disease, usually characterized by chronic airway
inflammation.

WHAT IS ASTHMA

Defined by the history of respiratory symptoms such as

Wheezing
Shortness of breath
Chest tightness
Cough

That vary over time in their occurrence, frequency and intensity, together with variable expiratory
airflow limitation.

RESOURCE: GINA 2019 FIGURE RESOURCE: https://www.pinterest.com/pin/502362533418585706/
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SYMPTOMS ARE ASSOCIATED WITH
VARIABLE EXPIRATORY AIRFLOW

Difficulty breathing air out of the lungs due to

® Bronchoconstriction (airway narrowing)
® Airway wall thickening
® Increased mucus

Normal Airway Asthmatic Alrway During an Attack
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RESOURCE: GINA 2018 FIGURE RESOURCE: https://www.pinterest.com/pin/502362533418585706/
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334 400

million million
People have asthma by 2025
globally today

o
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ASTHMA POPULATION

earip:  CURRENT APPROACH PRECISION APPROACH
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MOVING TOWARD PERSONALIZED MEDICINE IN ASTHMA

»
o
»

Asthma as a Back to single Development of Asthma phenotypes.
Single disease Disease concept The Severe Asthma Cluster studies
Research Program ldentifying TH2
(SARP) And nonTh?2
subsets
o) A (F)
2000’ 2000’
Recognition of Asthma Th2 Search for genetics Treatment responsive
Heterogeneity (Eosinophilic) Of phenotypes: Phenotypes with
(Intrinsic VS Extrinsic Asthma) VS Non-Th2 Asthma endotypes Associated biomarkers
Asthma emerge (ie Th2-high)
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Endotypes Different Disease With Different Causes
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THERAPEUTIC TARGETS FOR ASTHMA BASED ON ENDOTYPE
Quilizumab CXCR2-

Ligelizumab antagonist
} ! ! Omalizumab
Mepolizumab Dupilumab

. Pitrakinra
Resslizumab CRTh2

benralizumab antagonist

|
Paucigranulocytic

Neutrophils

RESOURCE: Strokes JR. Ann Allergy Asthma Immunol 2016
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DRIVING RESEARCH AND INNOVATION IN ASTHMA

1. New personalized
asthma treatments

2. New self-
management tool

3. Reduce asthma

attacks, save lives
and improve
quality of life

a strategy for personalized in asthma

COLLABORATION INVESMENT

EARIP:
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WHEN ASTHMA IS GOOD CONTROL

Asthma can be effectively treated and most patients can achieve good
control of their asthma

@ Avoid troublesome symptoms during day and night
@ Need little or no reliever medication

@ Have productive, physical active lives

@ Have normal or near normal lung function

@ Avoid serious asthma exacerbations

Awareness about asthma among health professionals
Public health prevention and management through
a coordinate worldwide effort

RESOURCE: GINA 2018
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GENERAL PRINCIPLES OF ASTHMA MANAGEMENT

©® LONG-TERM GOALS OF ASTHMA MANAGEMENT

@ THE PATIENT-HEALTH CARE PROVIDER PARTNERSHIP
@ COMMUNICATION STRATEGIES FOR HEALTH CARE PROVIDERS
@ HEALTH LITERACY AND ASTHMA

@ CONTROL-BASED ASTHMA MANAGEMENT

RESOURCE: GINA 2018
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CHOOSING BETWEEN ASTHMA TREATMENT OPTIONS

PATIENT-LEVEL
MEDICATION CHOICE

POPULATION-LEVEL
MEDICATION CHOICE

@ EFICACY @ PREFERRED TREATMENT FOR SYMPTOM
® EFFECTIVENESS CONTROL AND RISK REDUCTION
@ PATIENT CHARACTRISTICS OR PHENOTYPE
© SAFETY @ PATIENT PREFERENCE
® AVAILABILITY AND COST AT O :ﬁggﬁlgl;sl;\cl)sALS/ BELIEFS/ CONCERN ABOUT ASTHMA AND
THE POPULATION LEVEL @ PRACTICAL ISSUES
@ INHALER TECHNIQUE
@® ADHERENCE

@ COST TO PATIENT
RESOURCE: GINA 2018
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LONG-TERM GOALS OF ASTHMA MANAGEMENT

r,".-...: €'§ N Pt
. - > | 2 - -
: .'. =5 - \ y ."'.
.‘ . . /- -
- , : 1 \

Ast’h}" trol



THE CONTROL-BASED ASTHMA MANAGEMENT CYCLE

RESOURCE: GINA 2019

Confirmation of diagnosis if necessary
Symptom control & modifiable risk
Factor (including lung function)
Comorbidities

Inhaler technique & adherence
Patient (and parent) goals

Symptoms
Exacerbations
Side-effects

Lung function
Patients (and parent)
satisfaction

Treatment of modifiable risk
factor & comorbidities
Non-pharmacological strategies
Education & skills training
Asthma medications
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SUPPORT EFFECTIVE SELF-MANAGEMENT PRACTICES

® Deliver education programs and skill training
® Deliver awareness campaigns

® Provide information and support services

® Enhance asthma health literacy

® Promote, provide and implement asthma action plans

® Promote, provide and implement asthma and anaphylaxis first aid protocols

® Explore innovative new adherence strategies

RESOURCE: NATIONAL ASTHMA COUNCIL AUSTRALIA 2018
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DEVELOP THE HEALTH PROFESSIONAL WORKFORCE

® Develop and implement a health workforce plan to ensure people with asthma
receive patient-centred, multidisciplinary care

® Ongoing revision, dissemination and implementation of the best practice
treatment guidelines for asthma diagnosis and management

© Deliver education, training and support for health professionals
® Support the development of communication and counselling techniques

® Develop quality use of medicine initiatives for prescribing preventer medicines

© Deliver training and support for non-health professionals

RESOURCE: NATIONAL ASTHMA COUNCIL AUSTRALIA 2018
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ENHANCE ASTHMA CARE AND MANAGEMENT

® Explore initiatives that positively advantage people and other priority
populations to overcome current inequities in asthma outcome

® Develop and implement nationally consistent hospital discharge protocols for asthma

© Contribute to health system reforms and reviews

® Identify and use new and emerging technologies and strategies in asthma interventions

® Explore innovative strategies to support cost-effective prescribing of asthma
medications to improve access to affordable medication

® Optimally implement and disseminate new evidence-based asthma treatments

RESOURCE: NATIONAL ASTHMA COUNCIL AUSTRALIA 2018
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ASTHMA SELF-MANAGEMENT EDUCATION AND SKILLS TRAINING

@ SKILLS TRAINING TO USE INHALER DEVICES EFFECTIVELY

©® ENCOURAGING ADHERENCE WITH MEDICATION, APPOINTMENT AND OTHER ADVICE,
WITH AND AGREED MANAGEMENT STRATEGY

® ASTHMA INFORMATION

© TRAINING IN GUIDED SELF-MANAGEMENT WITH

@ SELF-MONITORING OF SYMPTOMS

® WRITTEN ASTHMA ACTION PLAN

RESOURCE: GINA 2019
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Appropriate inhaler device

The available device
CHOOSE \ Patient skill

‘ Cost

CHECK

Inhaler technique
Show how they use their inhaler

‘ |dentify errors using a device

How to use the device correctly with a physical demonstration
Check technique, paying attention to problematic steps
‘ Re-check inhaler technique frequently

CORRECT

Clinicians should be able to demonstrate correct

Pharmacists and nurses can provide highly effective inhaler skill
training

Z

CONFIRM

RESOURCE: GINA 2018
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IMPROVE ADHERENCE IN ASTHMA

® SHARED DECISION-MAKING FOR MEDICATION/DOSE CHOICE IMPROVED
ADHERENCE AND ASTHMA OUTCOMES

© INHALER REMINDERS, EITHER PROACTIVELY OR FOR MISSED DOSES, IMPROVED
ADHERENCE AND REDUCED EXACERBATIONS AND ORAL CORTICOSTEROID USE

® HOME VISIT FOR A COMPREHENSIVE ASTHMA PROGRAM BY
ASTHMA NURSE LED TO IMPROVED ADHERENCE INFORMATION

©® AUTOMATED VOICE RECOGNITION PROGRAM WITH MESSAGE TRIGGERED WHEN
REFILLS WERE DUE OR OVERDUE LED TO IMPROVED ICS ADHERENCE RELATIVE TO
USUAL CARE

RESOURCE: GINA 2018
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POOR MEDICATION ADHERENCE IN ASTHMA

MEDICATION/ REGIMEN FACTORS INTENTIONAL POOR ADHERENCE
Difficulties using inhaler device (arthritis) Perception that treatment is not necessary
Burdensome regimen (multiple times per day) Denial or anger about asthma or its treatment
Multiple different inhalers Inappropriate expectations
‘ : Concern about side-effects
Za ’ Dissatisfaction with health care providers

Stigmatization

UNINTENTIONAL POOR ADHERENCE culural or refigious ssues
Misunderstanding about instructions ‘

Forgetfulness
Absence of a daily routine

‘ Cost

\ 4

v

\ 4

v

RESOURCE: GINA 2018
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WRITTEN ASTHMA ACTION PLAN

HOW TO MAKE SHORT-TERM CHANGES TO THEIR TREATMENT IN RESPONSE
TO CHANGE IN THEIR SYMPTOM

THE ACTION PLANS INCLUDE BOTH A STEP UP IN ICS AND THE ADDITION OF
OCS, AND FOR PEF-BASE PLANS

THE BENEFITS FOR ASTHMA MORBIDITY AND GREATER IN ADULTS WHEN

THE EFFICACY OF SELF-MANAGEMENT EDUCATION IS SIMILAR REGARDLESS

@ OF WHETER PATIENTS SELF-ADJUST THEIR MEDICATIONS ACCOEDING TO
AN INDIVIDUAL WRITTEN PLAN OR WHETHER THE MEDICATION
ADJUSTMENTS ARE MADE BY DOCTOR

RESOURCE: GINA 2018
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THE COMPONENT OF ASTHMA ACTION PLAN

THE PERSON’S USUAL ASTHMA AND ALLERGY MEDICINES

CLEAR INSTRUCTIONS ON HOW TO CHANGE MEDICATION

WHEN AND HOW TO GET MEDICAL CARE, INCLUDING DURING AN EMERGENCY

NAME OF THE PERSON PREPARING THE PLAN

DATE OF PLAN

O00Q@

RESOURCE: NATIONAL ASTHMA COUNCIL AUSTRALIA 2016
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HOW TO DEVELOP AND REVIEW A WRITTEN
ASTHMA ACTION PLAN

A LIST OF THE PERSON’S USUAL MEDICINES

CLEAR INSTRUCTIONS ON HOW TO CHANGE MEDICATION IN ALL THE FOLLOWING SITUATIONS
® When asthma is getting worse
® When asthma symptoms get substantially worse
® When peak flow falls below an agreed rate
® During an asthma emergency

INSTRUCTIONS ON WHEN AND HOW TO GET MEDICAL CARE

THE NAME OF THE PERSON WRITING THE ACTION PLAN, AND THE DATE IT WAS ISSUED

0@ O

RESOURCE: NATIONAL ASTHMA COUNCIL AUSTRALIA 2016
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Australian Government
Department of Health and Ageing

My Asthma

Plan

This written Asthma Action Plan will help you to manage your asthma.
Your Asthma Action Plan should be displayed in a place where it can be seen by you and others who need to know.

You may want to photocopy it.

Australian Government

What happens in asthma?

Asthma inflames the airways. During an asthma attack, the air
passages [airways) of the lungs become inflamed, swollen and
narrowed. Thick mucus may be produced and breathing becomes
difficult. This leads to coughing, wheezing and shortness of breath.

Asthma Triggers

Common asthma triggers are house dust mite, pollens, animal fur,
moulds, tobacco smoke, and cold air. It is unusual but some foods
may trigger asthma attacks.

Exercise is a common asthma trigger but can be well managed with
pre-exercise medication and warm-up activities.

My known asthma triggers are:

Before exercise | need to warm up properly and take the
following asthma medication:

Useful telephone numbers

+ Asthma Foundation 1800 645 130 for information and advice
about asthma management

How your preventer medicine helps

Your preventer medicine reduces the redness and swelling in your airways and dries up
the mucus. Preventers take time to work and need to be taken every day, even when you
are well.

Preventer medications are: Qvar [beclomethasone], Flixotide [fluticasone], Intal Forte
CFC-Free [sodium cromoglycate], Pulmicort (budesonidel, Singulair [mentelukast] and
Tilade CFC-Free [nedocromil.

How your reliever medicine helps

Your reliever medicine relaxes the muscles around the airways, making the airways wider
and breathing easier. It works guickly to relieve asthma symptoms, so it is essential for
asthma first aid.

Reliever medications are: Airomir, Asmol, Epaq and Ventolin [all brands of salbutamol]
and Bricanyl (terbutaline].

How your symptom controller helps

Symptomn controllers can help people who still get symptoms even when they take regular
preventer medicines. If you need a symptom controller, it should be taken with your
preventer medication. It should not be taken instead of a preventer.

Like your reliever medicine, your symptom controller helps widen the airways. But while
your reliever works for around &-6 hours, symptom controllers work for up to 12 hours at
a time. However, they are not good for quick relief of symptoms so they should not be used
for asthma first aid.

Symptomn controllers are: Foradile and Oxis [both brands of eformotercl], and Serevent
[salmeterol).

There are combination medications that combine a symptom controller and a preventer in
one puffer.

Combination medications are: Seretide [fluticasone and salmeterol] and Symbicort
[budesonide and eformoterol).

Your GP can advise you on the availability under the Pharmaceutical Benefits Scheme of
the drugs mentioned above.

RESPIRATORY CARE IN ASTHMA AND COPD
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Australian Government

Department of Health and Ageing

My Asthma

When my asthma is
WELL CONTROLLED

* Mo regular wheeze, or cough or chest
tightness at night time, on waking or
during the day

* Able to take part in normal physical
activity without wheeze, cough or
chest tightness

* Need reliever medication less than three
times a week [except if it is used before
exercise)

* Peak Flow* above I:l
What should | do?

Continue my usual treatment as follows:

Preventer

Reliever

Combination Medication

Always carry my reliever puffer

= At the first sign of worsening asthma
symptoms associated with a cold

* Waking from sleep due to coughing,
wheezing or chest tightness

* Using reliever puffer more than 3 times a
week [not including before exercise]

* Peak Flow™ between

| |a|'|d| |

What should | do?

Increase my treatment as follows:

See my doctor to talk about my asthma
getting worse

When my asthma is
SEVERE

= Need reliever puffer every 3 hours or
more often

* Increasing wheezing, coughing,
chest tightness

= Difficulty with normal activity

= Waking each night and most mornings with
wheezing, coughing or chest tightness

* Feel that asthma is out of control
* Peak Flow* between

| |and| |

What should | do?

Start oral prednisolone (or other steroid)
and increase my treatment as follows:

See my doctor for advice

How to recognise
LIFE-THREATENING ASTHMA
Dial 000 for an ambulance and/or 112

from a mobile phone if you have any of
the following danger signs:

= extreme difficulty breathing

= little or no improvement from
reliever puffer

= lips turn blue

and follow the Asthma First Aid Plan below
while waiting for ambulance to arrive.

A serious asthma attack is also

indicated by:

= symptoms getting worse quickly

* severe shortness of breath or difficulty
in speaking

= you are feeling frightened or panicked

* Peak Flow* below [____|

Should any of these occur, follow the
Asthma First Aid Plan below.

Asthma First Aid Plan
1 Sit upright and stay calm.

2 Take 4 separate puffs of a reliever
puffer [one puff at a time| via a spacer
device. Just use the puffer on its own if
you don’t have a spacer. Take 4 breaths
from the spacer after each puff.

3 Wait & minutes. If there is no
improvement, take another & puffs.

DM MBIMIE: oot ecnrne e e se s s ss s sne s smans Fh....c.c..c

Parent/Carer .o

& If little or no improvement CALL AN
AMBULANCE IMMEDIATELY (DIAL 000
and/er 112 from mabile phone] and
state that you are having an asthma
attack. Keep taking & puffs every
4 minutes until the ambulance arrives.

See your doctor immediately after a
serious asthma attack.
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NON-PHARMACOLOGICAL INTERVENTIONS

»

»
— >

AVOIDANCE
MEDICATION
MAKE ASTHMA
WORSE

BRONCHIAL

CESSATION OF
THERMOPLASTY

SMOKING AND
EXPOSURE

ALLERGEN AVOIDANCE OF

DEALING WITH
IMMUNOTHERAP OUTDOOR

EMOTIONAL

AVOIDANCE OF
OCCUPATIONAL

EXPOSURES STRESS ALLERGENS

AVOIDANCE OF
PHYSICAL

AVOIDANCE OF
INDOOR AIR
POLLUTION

REDUCTION

AVOIDANCE OF
INDOOR
ALLERGENS

BREATHING
EXERCISES

RESOURCE: GINA 2019

SEICHT OURDOOR AIR

POLLUTANTS/
WEATHER
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AIM OF EXERCISE IN ASTHMA

@ PHYSICAL FITNESS

‘ NEUROMUSCULAR COORDINATION

@ SELF-CONFIDENCE

Ram, F. S., Robinson, S. M., Black, P. N., & Picot, J. (2005). Physical training for asthma. Cochrane Database Syst Rev, 4.
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@ Physical training for asthma (Review)

THE COCHRANE Ram FSF, Robinson S, Black PN, Picot J
COLLABORATION®
. No. of No. of - .
Outcome or subgroup title studies participants Statistical method Effect size
1 PEFR-l/min 4 103 Mean Difference (IV, Fixed, 95% CI) -5.47 [-27.55, 16.
GO]

2 FEV1-litres b 129 Mean Difference (IV, Fixed, 95% CI) 0.01 [-0.14, 0.16]
3 FVC-litres 4 93 Mean Difference (1V, Fixed, 95% CI) 0,09 [-0.12, 0.30]
4 VEmax-/min 4 111 Mean Difference (IV, Fixed, 95% CI) 6.00 [1.57, 10.43]
5 HRmax (bpm) 5 121 Mean Difference (IV, Fixed, 95% CI) 7.70[5.57, 9.83|
6 VO2max-ml/kg/min 7 175 Mean Difference (IV, Fixed, 95% CI) 5.43 [4.24, 6.61]
7 Episodes of Wheeze (days) 1 24 Mean Difference (IV, Fixed, 95% CI) -7.5 [-22.42, 7.42|
8 Work Capacity-W 3 83 Mean Difference (IV, Fixed, 95% CI) 14.95 [11.52, 18.38]

Ram, F. S., Robinson, S. M., Black, P. N., & Picot, J. (2005). Physical training for asthma. Cochrane Database Syst Rev, 4.
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@ Physical training for asthma (Review)
Chandratilleke MG, Carson KV, Picot J, Brinn MP, Esterman AJ, Smith BJ

THE COCHRANE
COLLABORATION®
No. of No. of

Outcome or subgroup title studies participants Statistical method Effect size
1 PEFR-l/min - Fixed effect model 2 Mean Difference (IV, Fixed, 95% CI) Totals not selected
2 FEV1-litres [} 204 Mean Difference (TV, Fixed, 95% CI) 0.05 [-0.06, 0.16]
3 FVC-litres 4 122 Mean Difference (IV, Fixed, 95% CI) 0.14 [-0.06, 0.33]
4 VEmax-1/min 4 111 Mean Diflerence (1V, Fixed, 95% CI) 6.00 [1.57, 10.43]
5 VOmax-ml/kg/min 6 149 Mean Difference (IV, Fixed, 95% CI) 5.57 [4.36, 6.78)
6 HRmax (bpm) 2 34 Mean Difference (IV, Fixed, 95% CI) 3.67 [0.90, 6.44)
7 6MWD 1 Mean Difterence (1V, Fixed, 95% CI) ‘Totals nor selecred

Carson, K. V., Chandratilleke, M. G., Picot, J., Brinn, M. P., Esterman, A. J., & Smith, B. J. (2013). Physical training for asthma. The Cochrane Library.
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THE ROLE OF EXERCISE IN ASTHMATIC PATIENTS

»
>

Physical Psychological
: tress
fitness

Quality of Life
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PHYSICAL TRAINING AND ASTHMA

STUDY DESIGN OUTCOME

BRONCHODILATOR USE
BORGS SCORE
QoL

+ SWIMMING TRAINING + FEV,/ FVC/ PEF
+ BASKETBALL TRAINING ¥+ VE/ V0,0 HR o
¥ EXERCISE TRAINING 2 WORK CAPACITY
4 BREATHING+EXERCISE TRAINING 2 ASTHMA ATTACKS
+ AEROBIC TRAINING 2

1

1

Bruurs ML, van der Giessen LJ, Moed H. The effectiveness of physiotherapy in patients with asthma: a systematic review of the literature. Respiratory medicine. 2013 Apr 30;107(4):483-94.
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PHYSICAL TRAINING AND ASTHMA

First authar Study Study design Training Measurement Qulcome measures Skgnificant results
{date) participants paints between groups
Fam (2005) 455 patients  Cochrane review Range: 1.5—3 months — Bronchodilator usage, T VE,,. (1/4)
{13 studies) episodes of wheeze, T WOy, (447
symploms, exercie 1 HRpas (375}
endurance, work 1 Work capacity
capacity, walking {243)
distance, Qol, PEFR,
FEWy, FVC, ¥VO2ma.,
VE e, HBirax, MY
Basaran (2006/°° 58 patients 1. Basketball training B weeks Ix/week Baseline PAQLD, medication t PAQLOD
7—15 years 2. Control &0 rrinsession B weeks use, symptoms, FEV,,
2 groups F¥LC, PEF
Fanelli (20077 38 patients 1. Education + training 16 weeks Zx/week Baseline FWC, FEV,, MWV, ¥O,, T PAOLO
7—15 years 2. Education 90 rriknsession 16 weeks Borg score (dyspnea), | Borg score®
2 groups PAQLD, ICS use T o,
Flapper (2008°* 36 patients 1. Education-exercise 10 weeks 1mfweek Baseline FEV,, asthima severity | Visits GPY/
E—12 years group 90 rin education 3 months score, visits to GP/ER  pediabrician
1 groups 1. Control + B0 mmiim training/ & months Fhospital, asthma- | IC5 use
SEa5i0n 9 months [training) aitacks, days abssnt | Days absent
froen schoalfwark, frarm schaol
HROwoL, IC5 use T HRDaL®
Moreira (2008)™ 34 patients 1. Exercise group 12 weeks Zx/week Baseline PACQLO, FEV,, PEF -
S—16 years 2. Control 50 rrifnsession 12 weeks
1 groups
Wang (2009 30 patients 1. Swimming training & wieeks Ix/week Baseline F¥LC, FEV,, PEF, 1 PEF
T—12 years 2. Control 50 rrifnsession & wieeks severity of asthma | Severity of
2 groups Daily: PEF, severity asthra
Mendes (Z070)" 101 patients 1. Education + breathing 3 months 2x/wesk Baseline HRGoL, BN, STAI, | HRGaL
10-50 years BxerCies + aining 30 minfsession 1 month {symploms) symptoms, Y0, LCOTE"
2 groups 2. Education + breathing 2 months [symploms) | Symptoms
ERETCHES 3 months T VO
| BDI score®
| STAl scare®
Wicher [2010)"" &1 patients 1. Swimming training 3 months 2= fwesk Basaline F¥C, FEV, -
T—18 years 2. Control &0 rrifnsession 3 months
1 groups
Turner (21§ 35 patients 1. Exercise training & wieeks Ix/week Baseline AQLQ, HADS, ACQ, T AQLO
aell) years 1. Usual care B0—90 minfsession b wieeks health status 1 Physical
1 groups 3 months carmponent

health status
Bruurs ML, van der Giessen LJ, Moed H. The effectiveness of physiotherapy in patients with asthma: a systematic review of the literature. Respiratory medicine. 2013 Apr 30;107(4):483-94.
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PHYSICAL TRAINING AND ASTHMA

»
>

First author Study Study design Training Measurement OuLCome Measures Significant results
idate) participants points betwesen grougs
Mendes (20117 68 patients 1. Education + breathing 3 months 2= /week Baseline FEV,, F¥C, ¥0, .. T W0y,
2050 years exercises + aerabic 30 min/session 1 month (symplom free days) sympiom free days 1 Sympiom free
2 groups training 2 manths (symplom free days) days
1. Bducation + breathing 3 months
ExerCises
Onur (2011)™ 43 patients  1a. Asthma B weeks 2x/week Baseline FEY,, F¥C Mo significant results
B—13 years + pharmacological &0 minssession B weeks betwesn groups
3 groups treatment (1t FEW, and FVC"
1b. Asthema fwithin 1B
+ pharmacological
treaiment + exercide
programime
1. Healthy controls
Shaw (2011)" BE patients 1. Aerobic exercise (AE) B weehs Jx/week Baseline FVC, FEV,, PEF, Ve, 1 FVC, FEV,
18—34 years 2. Diaphragmatic 40 min/seasion (AE) B weaks RR, MYV {CE wersus AF)
4 groups inspiratory resistive
breathing (DR)
3. AE + DR [CE)
4. Control [NE)

Bruurs ML, van der Giessen LJ, Moed H. The effectiveness of physiotherapy in patients with asthma: a systematic review of the literature. Respiratory medicine. 2013 Apr 30;107(4):483-94.
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PHYSICAL TRAINING AND ASTHMA

o
»

PROVIDE ADVICE ABOUT PREVENTION OF EXERCISE-INDUCED
BRONCHOCONSTRICTION WITH REGULAR ICS

WARM-UP BEFORE EXERCISE
SABA BEFORE EXERCISE
* LOW DOSE ICS-FORMOTEROL BEFORE EXERCISE

REGULAR PHYSICAL ACTIVITY IMPROVES CARDIOPULMONARY FITNESS, BUT
CONFERS NO OTHER BENEFIT ON LUNG FUNCTION OR ASTHMA

SYMPTOMS

PROVIDE ADVICE ABOUT PREVENTION OF BREAKTHROUGH EIB WITH

RESOURCE: GINA 2019
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BREATHING EXERCISE AND ASTHMA

STUDY DESIGN OUTCOME

¥+ SHALLOW NASAL BREATHING

+ BUTEYKO BREATHING TECHNIQUE

ANXIETY (CCAS)/ HADS
¥ YOGA BREATHING

HEALTH STATUS
MEDICAL RESEARCH COUNCIL (MRC)
BREATHLESSNESS SCALE

+ QoL

NON-SPECIFIC 2 SYMPTOMS
+ PAPWORTH METHOD + EXACERBATIONS/ ASTHMA ATTACKS
+ CAPNOMETER-ASSISTED + PEFR/ FEV1/ FVC/ MV/ PEF

BREATHING EXERCISE + IMEDICATION USE/ USE OF RELIEVER
+ BREATHING EXERCISE + AQLQ/ ACQ
+ RELAXATION BREATHING 2 MIP

TRAINING + ETCO,

Bruurs ML, van der Giessen LJ, Moed H. The effectiveness of physiotherapy in patients with asthma: a systematic review of the literature. Respiratory medicine. 2013 Apr 30;107(4):483-94.
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BREATHING EXERCISE AND ASTHMA

First author (date)

Study participants

Study design

Measurement points

Outcome measures

Significant results
between groups

Holloway (2004)*

Slader (2006)"

Holloway (2007)"®

Meuret (2007)%

Cowie (2008)"®

Lima (2008)™

Chiang (2009)*'

Thomas (2009)°

359 patients (7 studies)

57 patients 1580 years
2 groups

85 patients =18 years
2 groups

12 patients 18—60 years
2 groups

129 patients 18—50 years

2 groups

50 patients 8—12 years

1 groups

48 patients 6—14 years
2 groups

183 patients =18 years
2 groups

Cochrane review

[ ey

—

2.

e
2.

. Shallow nasal breathing
. Non-specific upper body

exercises

. Papworth method
. Control

. Capnometer-assisted

breathing exercises

. Waiting list group

. BBT
. Breathing exercises

. Education + IMT

+ breathing exercises

. Education

. Self-management

program + relaxation-
breathing training
Self-management
program

Papworth + education
Education

Range training and follow up:

3 weeks—30 months

Baseline
12 weeks
28 weeks*®
Baseline
& months®
12 months

Baseline
4 weeks®
B weeks

Baseline

1 month (spirometry)
3 months

& months®

Baseline

7 weeks®

3 months

Baseline
12 weeks®

Baseline
1 month

Qol, symptoms, exacerbations,
hospitalizations, PEFR, FEV,,
FVC, MV, medication use,

visits to GP/haspital

AQLQ, ACQ, FEV %, FVC%,
ETCO;, symptoms, use of
reliever

Symptoms, QoL, HADS, RR,
NQ, ETCO,

ETCO,, FEV,, FVC, PEF,
RR, symptoms, ACQ

ACQ, medication use,
Qol, FEV,

PEF, MIP, asthma-
attacks, daily/nocturnal
symptoms, ER visits,
hospitalizations,
bronchodilator-use

Anxiety (CCAS), health
status, symptoms, PEFR,
medication

AQLQ, ACQ, HADS, NQ,
FEV"’ Ercolr My

t QoL (2/2)°

| Bronchodilator use
@2/3)°

| Exacerbations (1/3)*
1 ICS use (1/3)

L MV {(1/1)

t PEFR (1/3)®

| Symptoms (group 2)

| Symptoms

T QoL

| HADS®

L NQ”

| RR

Mo significant results
between groups
(t ETCO")

{1 RRY)

(1 Symptoms®)
(1 ACQ)

| Bz-agonist use
| IC5 use

t PEF

1t MIP

| Asthma attacks

| Mocturnal symptoms
| Bronchodilator-use
1t ADL

| Anxiety”

T AQLQ
| HADS"

. : . . , ... _6 months® . . . . B
Bruurs ML, van der Giessen LJ, Moed H. The effectiveness of physiotherapy in patients with asthma: a systematic review of the literature. Resplratc%rillQ medicine. 2013 Apr 30;107(4):483-94.
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4 MAJOR COMPONENT OF ASTHMA CARE uest &

o
»

ASTHMA SELF MEDICATION ACTION
EDUCATION MONITORING REVIEW PLAN

‘ Asthma care (REGULARLY) (WRITTEN)
‘ % \ :_Application _ 67
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SUCCESSFUL SELF-MANAGEMENT AND

ADHEARENCE IN ASTHMA CARE ‘ | TL:GAAE) ﬁ‘%’

GOOD COMMUNICATION

A PATIENT DESIRE TO TAKE CONTROL

ACKNOWLEDGE ATTITUDES TO
MEDICATION

ACCESS TO GROUP SUPPORT/
EDUCATION

ADDRESSING FEAR AND CONCERN
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Exercise (A1un1580nN1aIN"E)
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is currently the
fourth leading cause
of death in the world
but is projected to be
the 3" |eading cause
of death by 2020.
More than 3 million
people died of COPD
in 2012 accounting for
6% of all deaths globally.
COPD represents an
important public health
challenge that is both
preventable and treatable.

RESOURCE: GOLD 2019
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is @ major cause of chronic
morbidity and mortality
throughout the world; many
people suffer from this
disease for years, and
die prematurely from it
or its complications.
Globally, the COPD
burden is projected to
increase in coming
decades because of
continued exposure to
COPD risk factors and aging
of the population.



WHAT IS KNOW ABOUT COPD

»

COPD is a common, preventable and treatable disease that is characterized by
persistent respiratory symptoms and air flow limitation that is due to airway
and/or alveolar abnormalities usually caused by significant exposure to noxious

particles or gases.

WHAT IS COPD

o
»

o
»

Defined by the history of respiratory symptoms such as

Dyspnea

Chronic cough

Chronic sputum production
Exposure to risk factor
Wheezing & chest tightness

RESOURCE: GOLD 2019 FIGURE RESOURCE: https://www.pinterest.com/pin/502362533418585706/
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ETIOLOGY, PATHOBIOLOGY AND PATHOLOGY OF COPD LEADING TO AIRFLOW LIMITATION AND

CLINICAL MANIFESTATIONS @

ot

(

RESOURCE: GOLD 2019



PATHWAYS TO THE DIAGNOSIS OF COPD

RESOURCE: GOLD 2019
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ASSESSMENT

\ 4

v

THE PRESENCE AND SEVERITY OF THE SPIROMETRIC ABNORMALITY

CURRENT NATURE AND MAGNITUDE OF THE PATIENT’S SYMPTOMS
HISTORY OF MODERATE AND SEVERE EXACERBATIONS AND FUTURE RISK

PRESENCE OF COMORBIDITIES

RESOURCE: GOLD 2019
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CLASSIFICATION OF AIRFLOW LIMITATION SEVERITY IN COPD
(BASED ON POST-BRONCHODILATOR FEV1)

IN PATIENTS WITH FEV1/FVC < 0.70:

GOLD 1: MILD FEV1 > 80% PREDICTED
GOLD 2: MODERATE 50% < FEV1 < 80% PREDICTED
GOLD 3: SEVERE 30% < FEV1 < 50% PREDICTED
GOLD 4: VERY SEVERE FEV1 < 30% PREDICTED

RESOURCE: GOLD 2019
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ASSESSMENT OF SYMPTOMS

MODIFIED MRC DYSPNEA SCALE @ (MODIFIED BRITISH MEDICAL RESEARCH COUNCIL (mMRC) QUESTIONNAIR)

MMRC GRADE O |only get breathless with strenuous exercise []
MMRC GRADE 1 | get short of breath when hurrying on the level of walking up a slight hill [
mMRC GRADE 2 | walk slower than people of same age on the level because of breathless, L[

or | have to stop for breath when walking on my own pace on the level

mMRC GRADE 3 | stop for breath after walking about 100 meters or after a few minutes on [l
the level

MMRC GRADE 4 |am too breathless to leave the house or | am breathless when dressing L1
or undressing

RESOURCE: GOLD 2019



ASSESSMENT OF SYMPTOMS

RESOURCE: GOLD 2019

>

CAT™ ASSESSMENT (COPD ASSESSMENT TEST)

EXAMPLE: | am very happy D@ B @ O | am very sad SCORE
| never cough OX®)

| have no phlegm (mucus) ® @
in my chest at all

| cough all the time

My chest is completely full
of phlegm (mucus)

My chest does not feel tight at all @ @ My chest feels very tight

When | walk up a hill or one flight
of stairs | am very breathless

When | walk up a hill or one flight @ @
of stairs | am not breathless

| am very limited doing
activities at home

| am not limited doing any OX®)
activities at home

| am not at all confident leaving my
home because of my lung condition

| am confident leaving my home @ @
despite my lung condition

| sleep soundly D @

| have lose of energy @ @

| don’t sleep soundly because of my lung condition

©e 0 0 0 e
@ & & & | e ® @
@O 60 0 0| 0 O

| have no energy at all



MANAGEMENT CYCLE

v

v

v

Symptoms: dyspnea

REVIEW Exacerbation

Inhaler technique and adherence
Non-pharmacological approaches

Escalate

Switch inhal
ch inhaler ADJUST ASSESS (including pulmonary rehabilitation

device or molecules

De-escalate and self-management education)

-

RESOURCE: GOLD 2019
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SMOKING CESSATION

RESOURCE: GOLD 2019

STRATEGIES

>

ASK

>

ADVISE

>
(5]
(V2]
m
()]
(Vo)

ASSIST

>

ARRANGE

Systematically identify all tobacco users at every visit.
Implement an office-wide system that ensure that, for EVERY patient
at EVERY clinic visit, tobacco-use status queried and documented.

Strongly urge all tobacco to quit.
In a clear, strong, and personalized manner, urge every tobacco user to quit.

Determine willingness and rationale of patient’s desire to make a quit attempt.
Ask every tobacco user if he or she willing to make a quit attempt as this time
(e.g., within the net 30 days).

Aid the patient in quitting.

Help the patient with a quit plan, provide practical counseling; provide
intra-treatment social support; help the patient obtain extra-treatment social
support; recommend use of approved pharmacotherapy exception special
circumstances; provide supplementary materials.

Schedule follow-up contact.
Schedule follow-up contact, either in person or via telephone.



PHARMACOLOGICAL THERAPY Individualized and guided by

SEVERITY

RISK OF EXACERBATION

SIDE-EFFECTS, DRUG AVAILABILITY, COST

PATIENT’S RESPONSE

PREFERENCE AND ABILITY TO USE DEVICES

RESOURCE: GOLD 2019



PHARMACOLOGICAL THERAPY

BRONCHODILATORS

ANTIMUSCATINIC

METHYXANTHINES

COMBINATION BRONCHODILATOR THERAPY

ANTI-INFLAMMATOTY AGENTS

RESOURCE: GOLD 2019



PHARMACOLOGICAL THERAPY

INHALED CORTICOSTEROIDS

TRIPLE INHALERD THERAPY

ORAL GLUCOCORTICOIDS

PHOSPHODIESTERASE-4 (PDE4) INHIBITORS

MUCOLYTIC AND ANTIOIDANT AGENTS

RESOURCE: GOLD 2019



The importance of education and THE INHALED

training in inhaler device technique ROUTE
cannot be over-emphasized

Individually tailored and will
depend on access, cost, prescriber,
patient’s ability and preference

Essential to provide instructions and to demonstrate the proper
inhalation technique when prescribing a device, re-check at
each visit that patients continue to use their inhaler correctly

Inhaler technique should be assessed before concluding that
the current therapy is insufficient

RESOURCE: GOLD 2019
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Appropriate inhaler device

The available device INHALER
Patient skill TECHNIQUE
Cost

Inhaler technique
Show how they use their inhaler
Identify errors using a device

How to use the device correctly with a physical demonstration
Check technique, paying attention to problematic steps
Re-check inhaler technique frequently

Clinicians should be able to demonstrate correct
Pharmacists and nurses can provide highly effective inhaler skill
training

RESOURCE: GINA 2018
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INHALATION DEVICES

NEBULIZER METERED DOSE INHALERS (MDls) DRY POWDER INHALERS (DPls)

MDIs USED WITHOUT SPACERS SINGLE-DOSE DPls
SOFT-MIST INHALERS MULTI-DOSE DPlIs
BEATH-ACTUATED DEVICES

BEATH-ACTUATED MDIS(BAIs)

POOR INHALER
TECHNIQUE

USE OF MULTIPLE DEVICES OLDER AGE LACK OF PREVIOUS EDUCATION
ON INHALER TECHNIQUE RESOURCE: GOLD 2019
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PULMONARY REHABILITATION, SELF-MANAGEMENT

>

IMPROVES DYSPNEA REDUCES HOSPITALIZATION

@ IMPROVES QUALITY OF LIFE

IMPROVES HEALTH STATUS

IMPROVES EXERCISE TOLERANCE

O
i
f,

RESOURCE: GOLD 2019
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OXYGEN THERAPY AND VENTILATORY SUPPORT IN STABLE COPD

INCREASES SURVIVAL IN PATIENTS WITH SEVERE CHRONIC RESTING
ARTERIAL HYPOXEMIA

NPPV MAY IMPROVE HOSPITALIZATION-FREE SURVIVAL AFTER RECENT
HOSPITALIZATION, WITH PRONOUNCED DAYTIME PERSISTENT
HYPERCAPNIA (PaC02>52 mmHg)

RESOURCE: GOLD 2019

RESPIRATORY CARE IN ASTHMA AND COPD



INTERVENTIONAL THERAPY IN STABLE COPD

»

»
>

BULLECTOMY BRONCHOSCOPIC INTERVENTIONS

. LUNG VOLUME REDUCTION SURGERY . TRANSPLANTATION

RESOURCE: GOLD 2019
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NON-PHARMACOLOGICAL TREATMENT IN STABLE COPD

>

> 2 moderate
exacerbation or > 1 leading Group C Group D
to hospitalization

0 or 1 moderate
exacerbations (not leading Group A Group B
to hospital admission)

mMRC 0-1 CAT< 10 mMRC > 2 CAT > 10
GROUP A, B, C,and D GROUPB&D GROUPC&D GROUP D

Addressing behavioral risk factor Learning to self-manage breathlessness  Avoiding aggravating factors Discussing healthcare providers
palliative strategies and advance care
directives

Smoking cessation Energy conservation techniques Monitoring and managing

worsening symptoms
Increasing physical activity Stress management Written action plan
Ensuring adequate sleep and a healthy diet Maintaining regular contact with

a healthcare professional

RESOURCE: GOLD 2019
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NON-PHARMACOLOGICAL MANAGEMENT OF COPD

>

> 2 moderate
exacerbation or > 1 leading Group C Group D
to hospitalization

0 or 1 moderate
exacerbations (not leading Group A Group B
to hospital admission)

mMRC 0-1 CAT < 10 mMRC > 2 CAT > 10

PATIENT GROUP ESSENTIAL RECOMMENDED DEPENDING ON LOCAL GUIDELINES

Smoking Cessation Physical Activity Flu Vaccination
Pneumococcal Vaccination

B-D Smoking Cessation Physical Activity Flu Vaccination
Pulmonary Rehabilitation Pneumococcal Vaccination

RESOURCE: GOLD 2019
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GOAL FOR STABLE COPD




Public

awareness

Rl

PATIENTS/
FAMILY

HEALTH CARE

WORKERS Provide

innovation

Engage
social
network

Training for

the trainer

STRATEGIES TO
PROMOTION
ADHERENCE
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