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What's new in GINA 20267

Below is a summary of key changes in the GINA 2026 Strategy Report, with links to the relevant pages.

Management of acute asthma in primary care and in acute care facilities

o Amajor initiative by GINA this year has been the development of four new flowcharts for assessment, treatment,
and follow-up of patients who present for management of an exacerbation or acute asthma:

o Adults, adolescents and children 6-11 years presenting in primary care (Box 9-4, p.180)

o Adults, adolescents and children 611 years presenting to an acute care facility or emergency department
(ED) (Box 9-6, p.186)

o Children 5 years and younger presenting in primary care (Box 12-5, p.221)

o Children 5 years and younger presenting to an acute care facility or ED (Box 12-7, p.226).

+ Standardized assessment; Each flowchart provides criteria for mild, moderate, severe and life-threatening
presentations, with advice about initial and subsequent treatment and follow-up. For children uptoage 17yﬁrs,
there is a strong recommendation to use a validated clinical score for assessment of severity of the presentation,
with examples provided for the Pediatric Respiratory Assessment Measure (PRAM). Read more in Box 12-1
(p.217) and 12-2 (p.218).

« Anaphylaxis and asthma: If the patient presents with features of anaphylaxis as well as asthma, a
recommendation has been added to each flowchart to give epinephrine (adrenaline) first, then give
bronchodilators. Epinephrine can be administered intramuscularly or intranasally (intranasal route is not suitable
for small children). For more information about food allergy and anaphylaxis and administration of epinephrine, see
p.128.
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What's new in GINA 20267

Below is a summary of key changes in the GINA 2026 Strategy Report, with links to the relevant pages.

Management of acute asthma in primary care and in acute care facilities

o Oxygen saturation thresholds and targets have been revised down,'” with supplemental oxygen not
recommended unless saturation is below 92% (Box 9-4, p.180; Box 9-6, p.186, Box 12-5, p.221, Box 12-7, p.226).
If oxygen is given, the upper limit of the oxygen saturation target for adults, adolescents and children 6-11 years is

95% (Box 9-4, p.180; Box 9-6, p.186). For children 5 years and younger with acute wheezing or a severe asthma
exacerbation, the target saturation if oxygen is given is 292% (Box 12-5, p.221, Box 12-7, p.226).

» Recommended doses of short-acting beta;-agonist (SABA) are more conservative than in the past (Box 9-4,
mox 9-6, p.186), because of increasing evidence of over-treatment during acute exacerbations. This
increases the potential foriignificant SABA toxicity including lactic acidosis, which may result in compensatory
hyperventilation that can be misinterpreted as worsening asthma and lead to further SABA administration.

¢ |CS-formoterol has been added as an option in the flowcharts for treatment of adults, adolescents and children
6-11 years with a mild exacerbation presenting in primary care or ED, as an alternative to inhaled SABA. Evidence
is summarized on p.180 and p.187. This provides an opportunity before discharge for patients to commence
optimal asthma treatment with an anti-inflammatory reliever, preferably maintenance-and-reliever therapy (MART)
with ICS-formoterol, to reduce the chance of another exacerbation.
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SABA Asiri Tedavisinden Kaginma
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What’s new in GINA 2026?

Below is a summary of key changes in the GINA 2026 Strategy Report, with links to the relevant pages.

Management of acute asthma in primary care and in acute care facilities

o Inhaler technique with pMDI and spacer: Information about tidal breathing technique is included in each
flowchart, since this is the most common route of administration during acute asthma, but technique is often
incorrect.

o Shake the salbutamol (albuterol) inhaler immediately before each actuation to avoid inadvertent administration

of ulfra-high doses with a new inhaler (or lower doses if many doses have already been used). Any inhaler

formulated as a suspension must be shaken immediately before each actuation.

o Review the patient’s response after initial administration of bronchodilator in a mild presentation: this seems
obvious, but patients are sometimes written up for multiple administrations of SABA without any review. If the
patient is feeling much better and their symptoms and signs have improved after the initial dose, they may not
need to be given more bronchodilator. If a patient in primary care is worsening or not improving, they should be
transferred to higher level care immediately.

[ 2,
&

inhalatsériu Galkala
(Shake)

Sikica Kavra (Seal)
Spacer'in agizhgin dudaklarla

A<D
([ [

Inhalatére basarak spacer igine

aaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaa

“Sarsma Kurall" (The Shaking Rule)
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o Tehlike: Calkaladiktan sonra sadece 30 saniyelik bir
gecikme bile dozun gok daha bilyik veya cok daha
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What's new in GINA 20267

Below is a summary of key changes in the GINA 2026 Strategy Report, with links to the relevant pages.

Management of acute asthma in primary care and in acute care facilities

* Lung function measurement using spirometry (peak flow if spirometry is not available) is strongly recommended

for all patients (except preschool children, or life-threatening presentations), and again before discharge.

» Confirm the diagnosis of asthma: A presentation with acute asthma also provides an important opportunity to

confirm the diagnosis of asthma by measuring lung function before and after bronchodilator treatment. Document

the diagnosis of asthma, and the lung function results (or, in pre-school children, whether they had a clinical
response to bronchodilator + systemic corticosteroids), in the patient's medical record. Recommendations about
diagnosis of asthma in preschool children were revised in GINA 2025 (Box 10.1, p.194).

» Discharge planning and follow-up: even a single exacerbation requiring urgent health care or OCS treatment is
a “red flag” alert that the patient’s asthma treatment should be reviewed, to help prevent another attack occurring.

Information is provided in each section about what should be addressed at discharge and at follow-up for adults,
adolescents and children 6-11 years (Box 9-5, p.183) and for children 5 years or younger (Box 12-6, p.223).

e OCS stewardshiE is a Erioritx to reduce short-term and Iong-term adverse effects. It includes ogtimizing

inhaled therapy and giving biologic therapy (where indicated) to prevent the need for OCS, using non-
pharmacologic techniques during respiratory infections, using an appropriate dose and duration of OCS when
needed, avoiding maintenance treatment with OCS except as last resort, and monitoring cumulative use of OCS.
See Box 9-3 (p.177) for more information.
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Oral Kortikosteroid (OCS) Kisitlamasi

Kisa ve uzun vadeli yan etkileri 6nlemek igin OCS

kullanimi sinirlandiriimalidir. Herhangi bir acil OCS
ihtiyaci, "Kirmizi Bayrak" alarmi olarak kabul edilmeli
ve hastanin tiim idame tedavisi gézden gegirilmelidir.
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Hastayi acilden veya poliklinikten taburcu etmeden 6nce, astim teshisini
mutlaka akciger fonksiyon verileriyle (Spirometri/PEF) dosyasina kaydedin.

Siddetli ‘Kirmizi Bayrak’AOCS protokollnu uygulayin; astim idamesini
revize edin ve tekrarlayan SABA regetelerini sorgulayin.

Akut midahalelerde oksijen hedeflerinizi dusurin (Cocuklarda
hedeflenen 2%92, Yetiskinlerde maksimum sinir %95).

TUm uygun yetiskin ve ergen hastalari GINA Track 1 (IKS-formoterol
MART) tek inhaler stratejisine gegirin.

Hastalariniza pMDI cihazlarini her bir basimdan ‘hemen once’
calkalamalari gerektigini, araya saniye girmemesi gerektigini 6gretin.




N o O hs DN RE

{ dzy dzY

| & GARVenmesinit I Y PY P
AlevlenmeleriTetikleyenFaktorler

1 & 0 P Y OLPRIskic | 6 Piastalgr

TR ™Y t 9 dilgARVienmeninDzyonetimi
BirinciBasamaktaAlevlenmeYonetimi

Acil ServistélevlenmeYonetimi
AcilServistenTaburculuk t Ive/Tékip

tftIIYyP



€ €& E & & & €

1.! & GARYMenmet | Y PY P

| a0 yPY aASYBIR2YERNPRREZOA] (A 11 63 SYINH P /
L1 OA €SNI T2y allekarakterize).akystbakutatak f Y |

] Abwemne,dﬁ Jdzt [ NP

RIFENX PEPYRI | NOPOS

a 1 aPlft PEPYRI | NIPOS

OS dz2{dz 621 dz] f dz£ dz

OPEGP 06KSST Ay3U

DI ENa &P POYlIAP KA&aah

t 9CkC9+s 1T IfYlFIa&aP

b2NXYIf FT{O0AQGAGSESNAY @&F LIPEFYFYIaP



2. AlevlenmeyiletikleyicFaktOrler

Viral Solunum Yolu
Enfeksiyonlari
(Rinoviriis, influenza, RSV,

Bogmaca)

. Gevresel Alerjenler
@ (Cimen/Agag polenleri,
Soya fasulyesi tozu,
Mantar sporlari)

Alevlenme Merkezi: Artan
Semptomlar + Azalan Hava Akimi

Akciger Fonksiyonunda Hizli Diisiis
(PEF veya FEV1'de azalma) 4

Dis Ortam Hava Kirliligi
ﬁ ve Am iklim Olaylan

("Firtina Astimi")

& inhale Kortikosteroid
(ICS) Tedavisine Zayif
< Uyum

Gida Alerjileri
(Orn: Anafilaksiye bagli
akut baslangic)
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Olumcill i (RSN

Tek bir kirmizi bayrak acil muidahale
protokoliinu baslatir

\ Alevlenme sirasinda derhal
: UZMAN BAKIMINA

yonlendirilmeli.

Hastada tek bir risk E o

faktorid (Kirmizi '
Bayrak) bile
mevcutsa...




Gecmis Oykii Son 1 Yil
Gecgmiste entubasyon veya Son bir yil icinde astim

mekanik ventilasyon gerektiren nedeniyle hastaneye yatis veya
astim oykusu. acil servis basgvurusu.
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Oral Kortikosteroid | | inhale Kortikosteroid Asiri SABA
Halen
Oral Kortikostteroid ICS (Inhale Kullanimi
(0CS) kullaniyor olmak Kortikosteroid)
veya yakin zamanda kullanmamak veya Ayda 1 kutudan
birakmig olmak. tedaviye zayif uyum. f?élka ?_albl\l}éwl
etimi

neblilize SABA
kullanim.

o

Asin SABA
kullanimi,
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Hava akimi kisitlihgini veya
bronkokonstriksiyonu zayif
algilama.

Psikiyatrik hastalik veya
psikososyal problemler.

Eslik eden hastaliklar

(Pnomoni, Diyabet, Aritmi).
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Track & Usual asthma
step treatment

GINA Track 1 with ICS-formoterol reliever*

Steps 1-2 As-needed-only
1CS-formoterol (AIR-only)

Steps 3-5 Maintenance and reliever
therapy (MART) with
ICS-formoterol

GINA Track 2 with combination ICS-SABA reliever*

Step 1 As-needed-only
combination ICS-SABA

Step 2 Maintenance ICS

Steps 3-4 Maintenance ICS-LABA

GINA Track 2 with SABA reliever

Step 1 As-needed SABA plus ICS
(separate inhalers)

Step 2 Maintenance ICS

Steps 3-4 Maintenance
ICS-formoterol

Maintenance ICS-LABA
(non-formoterol)

Reliever  As-needed SABA

Short-term action plan change (1-4 weeks) Evidence
for worsening asthma (see text for more details) level
For symptom relief, use 1 inhalation of ICS-formoterol (e.g., budesonide-
formoterol 200/6 [160/4.5] mcg or BDP-formoterol 100/6 meg) whenever A
needed. Seek medical care if >12 inhalations needed in a 24 hour period.
Continue usual maintenance dose of ICS-formoterol. For symptom relief,
use 1 inhalation of ICS-formoterol whenever needed. Seek medical care if A
total >12 inhalations needed in 24 hours (as-needed + maintenance doses).
For symptom relief, take 2 inhalations of ICS-SABA as needed. Seek medical B
care if >6 doses (>12 inhalations) of ICS-SABA needed in a 24 hour period.
Continue usual maintenance ICS dose. For symptom relief, take 2 inhalations A
of ICS-SABA as needed. Seek medical care if >6 doses (>12 inhalations) of
ICS-SABA needed in a 24 hour period.
Continue usual maintenance ICS-LABA dose. For symptom relief, take B
2 inhalations of ICS-SABA as needed. Seek medical care if >6 doses (>12
inhalations) of ICS-SABA needed in a 24 hour period.
For symptom relief, use SABA as below, and take ICS whenever SABA is B
taken (e.g., 1 inhalation of BDP 40 mcg per inhalation of SABA).
Consider quadrupling maintenance dose of ICS for 1-2 weeks. For symptom B
relief with SABA, see below.
Consider quadrupling maintenance dose of ICS-formoterol for 1-2 weeks. For B
symptom relief with SABA, see below.
Consider stepping up to higher dose formulation of ICS-LABA, if available. D

In adults, consider adding a separate ICS inhaler to quadruple ICS dose.
For symptom relief with SABA, see below.

For symptom relief, take 2 inhalations of SABA every 4-6 hours if needed.
Seek medical care if >12 inhalations of SABA needed in a 24 hour period.

GINA Track 1

(MART / AIR-only)

GINA Track 2
(ICS-SABA Kurtarici)

F T RIOPY t 9 &cyPK I veT RiII'PesRviler

GINA Track 2
& (SABA Kurtarici)

Semptomlar igin ihtiyag halinde 1
puf ICS-formoterol kullanin

Semptomlaricin itiyac halinde 2
puf alin. Idame ICS dozuna aynen

Hlag:* Hlag:* Hlag:¥
|CS-formoterol. Kombinasyon ICS-SABA. SABA + Ayri [dame ICS.
*Eylem:* *Eylem:* *Eylem:*

SABAYy1 4-6 saatte bir 2 puf alin.
Idame ICS dozunu 1-2 hafta

24 saatte toplam >12 pufa
ulagildidinda (maksimum 54 meg

formoterol) acil servise bagvurun.

24 saatte >6 doz (>12 puf)
kullanildidinda acile bagvurun.

(idame doza devam ederek). devam edin. bzﬁgﬂc&;ﬁ%gg&ﬁﬁgﬁ;m
*Kirmiz: Gizgi* *Kirmiz: Gizgi* *Kirmizi Gizgi*

24 saatte >12 puf SABA
gerektiinde acile bagvurun.
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Severe exacerbations - all regimens

All steps  « Prompt patient to contact clinician if not responding to above treatment over 2-3 days. Consider adding A
short-course of OCS, e.g., if PEF or FEV1 <60% personal best or predicted. After first dose, morning
dosing is preferable to minimize insomnia. Advise patients about potential adverse effects.

« Usual OCS doses: prednisone/prednisolone: adults/adolescents, 40-50 mg/day for 5-7 days; children: B
1-2 mg/kg/day, maximum 40 mg/day, for 3—5 days. Tapering not needed if OCS taken for less than
2 weeks. Oral dexamethasone (children) 0.3—0.6 mg/kg (max 12 mg) for total 1-2 days. B

« After any exacerbation, review triggers and risk factors including adherence and inhaler technique, and
review the patient’s action plan. Switch to GINA Track 1 if possible to reduce the risk of further
exacerbations. See Box 9-5 (p.183) for more details about post-exacerbation review.
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RutinOnerilmeyenler

A Antibiyotikler Ne zaman? A tHROWI W] I ¢hRt R
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Klinik Yol Haritasi: Atak Yonetim Sureci

Hafif Siddet
Tedavisi

1
alill

Orta Siddet
Tedavisi

1. Saat Yeniden Taburculuk ve
Degerlendirme Takip

Hasta Siddet
Degerlendirmesi Triyaji

Agir Siddet
Tedavisi




5. BirincBasamakt#levienmeY®dnetimi

PRIMARY CARE Adult, adolescent or child 26 years presents to primary care with
asthma exacerbation or acute asthma
\
« Are the current symptoms due to asthma? Consider non-asthma causes, e.g. pneumothorax,
phy 4 laryngeal ion, pi lia, acute cardiac failure, pulmonary embolism
ASSESS THE PATIENT + What treatment has already been given? Any red flags for risk of asthma death? (Box 9-1)
« Severity of this presentation? Assess from clinical features below [or if <18 years, use clinical
score, e.g. PRAM]
Y v Y

MILD presentation
All of:

Talks in sentences, can lie down,
not agitated

Respiratory rate normal or mildly

MODERATE presentation
Consider these features:

Talks in phrases, prefers sitting to lying,
not agitated

No (or mild) accessory muscle use
No (or mild) expiratory wheeze
Normal air entry

O, saturation (room air) 294%"

PEF >70% personal best or predicted
[If <18 years old, PRAM 1-3]

\J

START TREATMENT
Give salbutamol 4 puffs by pMDI
+ spacer (see below) or budesonide-
formoterol 160/4.5 mcg 2 puffs
(see below)
Assess response, and if needed. repeat
once after 3060 min

y rate but <30/min
Accessory muscle use
Expiratory wheezing
Decreased air entry
O, saturation (room air) 292%"
PEF 50-70% personal best or predicted
[If <18 years old, PRAM 4-7]

v

START TREATMENT
Give salbutamol 4—6 puffs by pMDI +
spacer (or 2.5 mg by nebulizer), up to
3 times if needed, 20—-30 min apart
If ipratropium is needed & available, give
4 puffs with salbutamol for up to 3 times
Start oral corticosteroids (see Box 9-5)

SEVERE or LIFE-THREATENING
presentation — any of the following
Unable to speak, drink or lie down
O saturation (room air) <92%"
Respiratory rate >30/min
Silent or quiet chest
PEF <50% personal best or predicted
[if <18 years old, PRAM 8-12]

ACUTELY LIFE-THREATENING if drowsy.
confused, cyanosed. [If <18 years old, PRAM 11-12]

*
Arrange TRANSFER to acute care facility
START TREATMENT IMMEDIATELY
If anaphylaxis and asthma, give epinephrine first.
Give salbutamol 6-10 puffs by pMDI + spacer (or

5 mg by nebulizer), repeat if needed every 20-30
minutes (see box below).

If ipratropium is available, give 4 puffs each time

Ciimleler kurar, yatabilir,
ajite degil. oturmay! tercih eder.

Kelime gruplari ile konugur,

Konugma / Davranig

Agir/Hayati Atak

Konugamaz, icemez.

Normal/hafif artmig solunum | Solunum hizi artmig (<30/dk),
hizi, wheezing yok/hafif, belirgin ekspiratuar wheezing,
yardimel kas kullanimi yok. yardimel kas kullanimi var.

Solunum Hizi / Ozellikleri

Solunum hizi >30/dk, sessiz
ogis, akut biling
bulanikligi/siyanoz.

.
REVIEW RESPONSE AT 1 HOUR OR EARLIER

Assess oxygen : : y muscle
use, air entry. PEF. If <18 years, reassess clinical scors, e.g.
M

If needed. give additional bronchodilator, and assess response

v
IMPROVING
v
ASSESS FOR DISCHARGE

+ Symptoms and signs. improved and satisfy ‘mild’ criteria above
for at least 1-2 hours after last salbutamol dose.

- Oxygen saturation 292%" on room air
« PEF improving, and >70% of personal best or predicted
« Adequate resources at home

How to give bronchodilators by

PMDI and spacer for acute asthma

« Salbutamol (albuterol) 100 mcg per puff; ipratropium (if
needed) 20 mcg per puff

« Give by spacer 1 puff at a time (if too breathless for single
breath with breath hold, use tidal breathing)

Salbutamol, shake inhaler before every puff

*Oxygen saturation may be overestimated by pulse oximetry in people with dark
skin color. At altitude (e.g. >1500-2000m), oxygen saturation is normally lower
than at sea

salbutamol is given, for up to 3 times (see below)
Give oxygen; target saturation on oxygen 92-95%"
Give systemic corticosteroids
Monitor continuously

t

WORSENING, or :
not improving /

ARRANGE BEFORE DISCHARGE
- D the di is of asthma, if (Box 1-2)

« Start or increase ICS-containing therapy to reduce risk of another
attack; preferably ICS-formoterol MART if 212 years (Box 4-7, 4-8)

* Reliever should be taken as needed NOT routinely.

«Train inhaler technique (with spacer if pMDI), and reinforce adherence
#  +Continue OCS (if started): see Box 9-5 for duration

* Arrange follow-up: adults within 2-7 days: children 2-5 days

~Ensure supply until foll P

For more detailed discharge instructions, see Box 9-5

Y

FOLLOW UP (adults within 2-7 days; children 2-5 days)

«Review symptoms and signs: is the exacerbation resolving? If not,
should OCS be continued, or patient sent to ED?

“Inhalers: Confirm that the patient is continuing ICS-containing
therapy. If 212 years, switch to d-reli
therapy (MART) with ICS-formoterol if not already done (Box 4-7, 4-8)

«Reliever: confirm it is being taken as-needed rather than routinely
«Check and correct inhaler technique and adherence

«Risk factors: check and correct modifiable risk factors (Box 2-28)
+Action plan: U ? Used approp! ? Needs i ?
* Refer for expert advice if more than 1 course of OCS in last year
*Arrange next follow-up visit within 2-3 months.

Oksijen Satiirasyonu (02) 02 > %94 022 %92 02 < %92

PEF > %70 PEF %50-70 PEF < %50
(PRAM 1-3) (PRAM 47) (PRAM 8-12, 11-12)

Biliyor muydunuz? Koyu ten rengine sahip hastalarda ve yiiksek rakimda
(>1500m) pulse oksimetre oksijen satiirasyonunu oldugundan yiiksek gsterebilir.
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START TREATMENT

Give salbutamol 4 puffs by pMDI

+ spacer (see below) or budesonide-
formoterol 160/4.5 mcg 2 puffs

(see below)

Assess response, and if needed, repeat
once after 30—60 min

@ + {7 x 4 Puff

Secenek 1: Salbutamol

Segenek 2: Budesonid-formoterol - 160/4.5 mcg, 2 puff (Alternatif)

ﬂ Aksiyon Plant: Yaniti degerlendirmek igin bekle.
g 30'60 dk # u (Gerekirse 30-60 dk sonra tekrarla).

START TREATMENT

Give salbutamol 4-6 puffs by pMDI +
spacer (or 2.5 mg by nebulizer), up to
3 times if needed, 20-30 min apart

If ipratropium is needed & available, give
4 puffs with salbutamol for up to 3 times

Start oral corticosteroids (see Box 9-5)

N\

u

Orta Atak Tedavi Protokolii
ilk Miidahale: Salbutamol 4-6 puff (ODi+Hazne) VEYA 2.5 mg nebiilizor.

0dk 20 dk 40 dk
O—O0—0
E Y >

Her 20-30 dakikada bir tekrarlanir (Gerekirse maksimum 3 doza kadar).

Ipratropium: Gerekli ve
mevcutsa, salbutamol ile
birlikte 4 puff verin (maks 3
doza kadar).

OKS: Oral kortikosteroid
tedavisine baslayin.

Ek Tedaviler

a

A

€



ABA Toksistesi: Yanitict Kotulesme Dongis

1, Agin SABA | I 0 3. Kompansatuvar 4, Yanlg
@] Tedavis 02Lakt|k o Hipervenli|asyon Yorumlama
Agrsif v terarayan ek doza bl Asdony dengelemek i Astmi ket sanlerak
bronkodiatdr uy ulamas| S|stem| ksiit el| |m| artan solunum 0, Gaha e SHBA vrimes
(Tehlkeli s dongi).
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REVIEW RESPONSE AT 1 HOUR OR EARLIER

Assess oxygen saturation®, respiratory rate, accessory muscle
use, air entry, PEF. If <18 years, reassess clinical score, e.g.

PRAM
If needed, give additional bronchodilator, and assess response

Diizelme Varsa | 5Ni §tYS ,21 «k |[YI

Arrange TRANSFER to acute care facility

ASSESS FOR DISCHARGE START TREATMENT IMMEDIATELY
. - . e ape iy If anaphylaxis and asthma, give epinephrine first.
*» Symptoms and signs.improved and satisfy ‘mild’ criteria above Give calbutamat B=11 pte ko sAE & Bpacar (oe
for at least 1-2 hours after last salbutamol dose. I_Sn mgtgz ?Sit;ug(z)irt);erli%at if needed every 20—30
2 Oxygen saturation 292%" on room air If ipratropium is available, give 4 puffs each time
- . ! salbutamol is given, for up to 3 times (see below)
* PEF improving, and >70% of personal best or predicted Give oxygen: target saturation on oxygen 92—95%*

Give systemic corticosteroids

» Adequate resources at home ) :
Monitor continuously
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(Neyi Kontrol Etmeli? Oksijen satiirasyonu | Solunum hizi | Yardimci kas kullanimi | Hava girisi | PEF/PRAM )

Yol 1: lyilesme
Semptomlar hafifliyor, PEF artiyor.
-> Taburculuk Kriterlerini Degerlendir.

Yol 2: Kotiilesme veya Yanitsizhk
lyilesme yok.

-> ACIL TRANSFER AYARLA. (Gerekirse
ek bronkodilator ver).




Taburculuk Kriterleri

ASSESS FOR DISCHARGE

» Symptoms and signs improved and satisfy ‘mild’ criteria above
for at least 1-2 hours after last salbutamol dose.

» Oxygen saturation 292%" on room air
* PEF improving, and >70% of personal best or predicted
» Adequate resources at home

Taburculuk Kriterleri

Son salbutamol dozundan en az 1-2
saat sonra stabil.

Oda havasinda 02 > %92.

PEF iyilesiyor ve kisisel en iyi degerin
>%70'inde.

Evde yeterli imkan var.
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ARRANGE BEFORE DISCHARGE

* Document the diagnosis of asthma, if confirmed (Box 1-2)

+ Start or increase ICS-containing therapy to reduce risk of another
attack; preferably ICS-formoterol MART if 212 years (Box 4-7, 4-8)

* Reliever should be taken as needed NOT routinely.

* Train inhaler technique (with spacer if pMDI), and reinforce adherence
* Continue OCS (if started): see Box 9-5 for duration

* Arrange follow-up: adults within 2-7 days; children 2-5 days

* Ensure adequate medication supply until follow-up

For more detailed discharge instructions, see Box 9-5

Cikis Oncesi Aksiyonlar

(X) Astim tanisini belgele.

(%) IKS tedavisine basla / artir (Tercihen 212
yas icin IKS-formoterol MART).

(X) Rahatlaticilari sadece gerektiginde
kullan.

(X) inhaler teknigini kontrol et.
(X) OKS'ye devam et.

(X) Takip randevusu ayarla.
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FOLLOW UP (adults within 2-7 days; children 2-5 days)
Yetis,kinler

* Review symptoms and signs: is the exacerbation resolving? If not, (27 giin
should OCS be continued, or patient sent to ED? icinde)

*Inhalers: Confirm that the patient is continuing ICS-containing

therapy. If 212 years, preferably switch to maintenance-and-reliever
therapy (MART) with ICS-formoterol if not already done (Box 4-7, 4-8)
*Reliever: confirm it is being taken as-needed rather than routinely
*Check and correct inhaler technique and adherence
*Risk factors: check and correct modifiable risk factors (Box 2-2B)

: . . ST Atak ¢oziildi mi? IKS iceren tedaviye inhaler teknigini Degistirilebilir risk ~ Eylem Plani anlagildi mi?
* Action plan: Understood? Used appropriately? Needs modification? (OKS devam etmelimi?) ~ uyum tam mi? izle ve diizelt. faktorlerini kontrol et.  Uygun kullaniliyor mu?

* Refer for expert advice if more than 1 course of OCS in last year
« Arrange next follow-up visit within 2-3 months. % Uzman Sevki: Son 1 yil iginde birden fazla OKS kiirii kullanildiysa uzman goriisii isteyin.

Cocuklar
(2-5giin
icinde)
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SEVERE or LIFE-THREATENING
presentation — any of the following
Unable to speak, drink or lie down
O, saturation (room air) <92%*
Respiratory rate >30/min
Silent or quiet chest
PEF <50% personal best or predicted
[If <18 years old, PRAM 8-12]

ACUTELY LIFE-THREATENING if drowsy,
confused, cyanosed. [If <18 years old, PRAM 11-12]

v

Arrange TRANSFER to acute care facility
START TREATMENT IMMEDIATELY
If anaphylaxis and asthma, give epinephrine first.

Give salbutamol 6-10 puffs by pMDI + spacer (or
5 mg by nebulizer), repeat if needed every 20-30
minutes (see box below).

If ipratropium is available, give 4 puffs each time
salbutamol is given, for up to 3 times (see below)

Give oxygen; target saturation on oxygen 92-95%"*
Give systemic corticosteroids
Monitor continuously

% =

(4]

L~

P ¢SKR)

Astim alevlenmesine anafilaksi
bulgulari eslik ediyor mu?

( )
EVET HAYIR
# Derhal Epinefrin (Adrenalin) &, Ana protokole
uygulayin! gegis yapin
IM (intramiiskiiler) veya intranazal. '
Coonsasiaorarden e ¥
| 4 y

‘oo mdbp Y3I La @Sel )l)/GNJ-)/I-éI-f
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Transfer Beklerken Eszamanli Mudahaleler

L)

| b % @

Surekli Kontrollu Sistemik
Bronkodilator Oksijen Kortikosteroid
» SABA (6-10 puf) + e Pulse oksimetriile * OCS (Oral) veya
Ipratropium titre edilerek takip Intravenoz (1V)
e pMDI/Hazne veya edilir. steroid uygulanir.
nebulizor ile strekli * Hedef saturasyon . L
uygulanir. %92-%95 araliginda Tt 3aatipindedc I 6t I yYYI £ P

tutulur. 1 Oralyol IVkadaretkilidir
|



Klinik Beceri Odag:

lla¢ Profilleri:

Inhaler ve Hazne Kullanimi Salbutamol (100 mcg/puff)
Ipratropium (20 mcg/puff)

-0 Inhaler canister

Dogru Teknik:

1. Her seferinde sadece 1 puff sikin.
2.Sessizce nefes alin, nefesinizi tutun
(Normal tidal solunum kullanin).

\ KRITIK UYARI:
Q‘ Her puff dncesi inhaleri
=~

MUTLAKA CALKALA!




6. Acil ServistAlevienmeYdnetimi

ACUTE CARE FACILITY Adult, adolescent or child 26 years presents with acute asthma or exacerbation

y

INITIAL ASSESSMENT

« Are the current symptoms due to asthma? Consider other causes, e.g. pneumothorax, anaphylaxis,
inducible laryngeal obstruction, pneumonia, acute cardiac failure, pulmonary embolism

« What treatment has already been given?

« Any features of life-threatening presentation (drowsiness, confusion, cyanosis, quiet/silent chest)?

ASSESS SEVERITY OF THE PRESENTATION
Assess air entry, oxygen saturation, respiratory rate, accessory muscle use, lung function (PEF or FEV,);
[if <18 yrs, use validated clinical score e.g. PRAM, Box 12-2]

MILD presentation
All of:
Talks in sentence, can lie down
Respiratory rate normal/mildly T
No/mild accessory muscle use
No/mild expiratory wheeze
Normal air entry, or mild basal 1
O, saturation (room air) 294%*

PEF or FEV, >70%
personal best or predicted

[If <18 years, PRAM 1-3]

START TREATMENT

Salbutamol 4 puffs by pMDI +
spacer (see below) or
budesonide-formoterol

160/4.5 mcg 2 puffs (see below)

Assess response and, if needed,
repeat once after 30-60 min

MODERATE presentation
Consider these features:

Talks in phrases, prefers sitting to
lying, not agitated

Respiratory rate increased
Accessory muscle use
Expiratory wheezing

Reduced air entry

O, saturation (room air) 292%*

PEF or FEV, 50-70%
personal best or predicted

[If <18 years, PRAM 4-7]

START TREATMENT

Give salbutamol 4-6 puffs

and ipratropium 4 puffs by

pMDI + spacer (see below)

OR salbutamol 2.5mg and
ipratropium 0.25mg by nebulizer.

If needed, give up to 3 times,
20-30 min apart.

Start systemic corticosteroids
(see Box 9-5)

REVIEW RESPONSE AFTER 1 HOUR OR EARLIER

Assess oxygen saturation®, respiratory rate, accessory muscle use,
air entry, lung function (PEF or FEV,). [If <18 years, reassess PRAM]

If needed, give extra bronchodilator and assess response

v

SEVERE presentation
Any of:
Unable to speak, drink or lie down
O, saturation (room air) <92%*
Respiratory rate >30/min
Accessory muscle use
Silent or quiet chest

PEF or FEV, <50%
personal best or predicted

[If <18 years, PRAM 8-10]

v

START TREATMENT
IMMEDIATELY

If anaphylaxis and asthma, give
IM epinephrine first
Give salbutamol 6-10 puffs
and ipratropium 4 puffs by
pMDI + spacer (see below) OR
salbutamol 5mg and ipratropium
0.25mg by nebulizer.

If needed, give up to 3 times,
20-30 min apart.

Give O,, target on O, 92-95%*
Start systemic corticosteroids
Consider IV magnesium sulfate
Medication doses: see text
Monitor continuously

LIFE-THREATENING

if drowsiness, confusion,
cyanosis, or highest (worst)
clinical score [e.g. PRAM 11-12]

START TREATMENT
IMMEDIATELY
with nebulized salbutamol,
ipratropium, oxygen, and
systemic corticosteroids.
If anaphylaxis and asthma,
give IM epinephrine first.

CALL FOR HELP
from PICU or Anaesthesia
Establish IV access

Oxygen 100%, non-rebreather
mask

IV magnesium sulfate (see text)
Chest X-ray

Monitor for SABA toxicity
Consider blood gases

Monitor continuously



6. Acil ServistAlevienmeYdnetimi

Start systemic corticosteroids
REVIEW RESPONSE AFTER 1 HOUR OR EARLIER Consider IV magnesium sulfate
Assess oxygen saturation*, respiratory rate, accessory muscle use, Medication doses: see text

air entry, lung function (PEF or FEV,). [If <18 years, reassess PRAM] Monitor continuously

>

If needed, give extra bronchodilator and assess response

\

\4
Marked improvement Partial improvement Worsening
and no further SABA needed Continue monitoring response. If needed, give additional Consider alternative/additional causes
salbutamol but monitor for toxicity Give extra salbutamol and ipratropium if
Consider additional ipratropium needed, but monitor for SABA toxicity
ASSESS FOR DISCHARGE Give systemic corticosteroids if not already started Give systemic corticosteroids if not

already started
Symptoms and signs improved and Give IV magnesium sulfate
satisfy ‘mild’ criteria above for at least 9

1-2 hours after last salbutamol dose REVIEW AT LEAST EVERY HOUR Consider transfer to PICU/ICU
Oxygen saturation 292%™ on room air Oxygen saturation*, respiratory rate, accessory muscle )

PEF or FEV, >70% personal best or use, air entry, lung function, clinical score [e.g. PRAM]
predicted if <18 years

Adequate resources at home

How to give bronchodilators by
pMDI and spacer for acute asthma

CONSIDER ADMISSION TO HOSPITAL

if not improving, or if any of the features below: « Salbutamol (albuterol) 100 mcg per puff;

SEE BOX 9-7 for ipratropium (if needed) 20 mcg per puff

* Oxygen saturation <92%* on room air
DISCHARGE PLANNING - Ongoing need for SABA more than every 1-2 hrs = Give by spacer 1 puff at a time (if too breathless
for single breath with breath hold, use tidal
= Dyspnea persisting 4-6 hours after receiving systemic breathing)
* Oxygen saturation by pulse oximetry may corticosteroids

be overestimated in people with dark skin * Selbutamoi, sheke inhaler before every pult

+ Factors affecting adherence or close follow-up, or any

color. At altitude (e.g. >1500-2000m), oxygen

saturation is normally lower than at sea level. e Hags for Tisk of sethiona death (Box 9-1)
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1. Enfeksiyon Kontrolii

Once ortami ve personeli
koruyun.
(Respiratuar Izolasyon)

o

IL

2. Baglangi¢ Degerlendirmesi
Hastanin klinik fotografini

) hizla gekin.
(Oyk, Muayene, Olgiim)

Kamu sagligr acisindan yiiksek

aerosol yayilim riski yaratir.

KACINILMALI: Nebiilizor (Aerosolize ilag) TERCIH EDILMELI: pMDI + Spacer

Guvenli ve hedefe yonelik ilag iletimi
saglar, bulas riskini minimize eder.

1. Oykii (Anamnez) 2. Fizik Muayene

v' Baglama saati » v’ Vital bulgular

v Onceki v' Konusma kapasitesi
alevienmelerin v' Yardimei solunum
siddeti kas! kullanimi

v' Mevcut ilaglara v’ Higilti (Wheezing)
uyum varhg

3. Objektif Olgiimler

 Pulse Oximetry takibi

ZORUNLU: PEF veya
FEV1 MUTLAKA 6lgtilmeli.




KlinikTuzaklag Y P NB&prakiar

Hisiltinin (wheezing) duyulmamasi her Koyu ciltli hastalarda Pulse Oximetry
zaman iyiye isaret dedildir. "Sessiz gogus", olcumlerine dikkat edilmelidir. Sattrasyon,
hava giris ¢ikisinin tamamen durma gercekte oldugundan daha yuksek
noktasina geldigini gésteren olumcul bir gorunebilir (Overestimate riski).

tehlike igaretidir.
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D Izolasyon: Hastada viral semptom var mi? (Maske taktir).

D Ilag Yontemi: Nebiilizérden kagin, pMDI + spacer hazirla.

D Oykii: Baglama saatini ve dnceki atak siddetini sorgula.

D Muayene: Konusma kapasitesine ve yardimei kas kullanimina bak.
D Tehlike Kontrolii: Sessiz gogtis var mi?

D Olgiim: Oksimetre (cilt tonu riskini unutma) + PEF/FEV1 8lciimiinii yap.

Bu adimlar ilk 5 dakika igcinde tamamlanmalidir.
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1. SABA (Salbutamol) % - 2. OKS (Oral Kortikosteroid) c‘a

* pMDI+spacer: 4-6 puff (cocuk 2-3 puff). * Prednison 40-50 mg (cocuk: 1-2 mg/kg).
* VEYA nebiilize: 2.5-5 mg. * Tim giddet seviyelerinde hemen baglanmali.
* Gerekirse 20 dakika sonra tekrarla. * Oral yol tercih edilir (hizli, az invazif).

3. ipratropium Bromiir “ 4. Oksijen Tedavisi Qﬁ
* Nebiilize: 5 mg (veya pMDI 4 puff eg « Kaniil veya maske ile basla (0, sat <92%
zamanl). ise).
* Orta ve agir alevlenmelerde MUTLAKA » Satiirasyon hedefine (92-95%) gore titre et.
eklenmelidir.

+ 20-30 dk sonra SABA ile birlikte
tekrarlanabilir.
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Magnezyum:

ATYGNY oSy 1 1T Yl 3AySiedzy aNt FFaGX NMziAY (dzfl yPY

AAYUONY @Sy I 1T YIF3AySieédzy 6un RFETALllF o2é&dzyOF (51
AB 6t yaPee 0§SRFEGAAAYS @FyPl OSNN¥YSe&Sy @S &N
AmM arFdftAl oF1PY a42yN¥ APYRIF CO9+mMUA 2cndl dzf |
AB 00dz2NHz 4 PN} dPVYRY CIHPYRE: 2d Yy @SGAO01AYE SNF

A Nebilizemagnezyum siilfat dnerilmez

Helyum oksijen tedavisi:

AHelyyum2 1 4A2SYy GSRIFIGA&AYAY NHzIAY o6F 1 PYRI 0ANJ NP
A{dGFyYyRINI G§SRI@A&S &l yPil OSNXYSE&Sy OARRSGfA I f
Noninvaziv mekanik ventilasyon (NIMV)

Al 20 ANWINNR2 E NyS AEAOTAY 1 FYPUGEIFINITIFE@PTFEOPND
AbLa+x RSYSYANERSIZ KIFadl &F{1PYRIFIY AT fSYYSt ARANID
A Ajite hastalarda denenmemeli ve hastalara NIMV uygulamak i¢in sedasyon verilmemelidir.

(0p))
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L6kotrienreseptér antagonistlerLTRA'I9t
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Antibiyotikler (Onerilmez):

AlyliAoAre20A1t SNAY NHziAyYy (dzE fFyPYP | YySNAT YST @

AAlOAESNI SyFSlaredz2zydzyl RFANI ANefN 0AN {FYPG G NAL

Aol NYSEAY@ribnd $d I@SeIdSel LI Y2YAYAY NFRez2aINIF FAL 11y

Aminofilinve teofilin (6nerilmez):

ATy i Nta@ioflindS dS2FAEfAYyS RNON| SdlAyftAl @S INGSyt Al

A.dz I yIP OamimBigAlt S| d&lYKF aP1 31 NNf NNIDb

A Ty dNla@igofilinl dzf £ | yPYPE | 1 SEEA1ES dzl dzy SG1AfA GS2FALA
& A

IfNYONt &Ly SG1AfSNIS f AL AE ARA NI
{SRFIUAFESND]ISAAYEATES | ePYPEtYlFEf PRPNDY
Aly1é7\é2f)\ij)\1 S KALW2U0A1 Afl of I NPYy &a2f dzydzy RSLIND A

1SaAytAltS I ePYPft Yl PRPND
A.dz At ot NPy {dzftlFyPYP AfS | yEtSYySoAt AN AadPY | £ NY
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Magnezyum Sulfat Kr|t|k Kurtarici

Etkisizdir.
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