Asthma – ED Clinical Practice Guidelines

These guidelines are modified from the 1997 National Heart, Lung, and Blood Institute (NHLBI) Asthma Guidelines and the 2002 update.  They are intended for use in patients with known asthma who are greater than 2 years of age.  Please direct any questions to Drs. Gibbs, Mette, or Mick at Maine Medical Center.

ASTHMA EXACERBATION CLASSIFICATION
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Mild Exacerbation


Assess patient.  Obtain vital signs, weight, and height (as appropriate) in ED.  Consider FEV1/PEF.

· Patient is alert and oriented, speaks in sentences, is using no accessory muscles, may have slight expiratory wheezing, and is tachypneic; and/or,
· FEV1/peak flow > 80% of predicted or personal best; and/or,
· O2 saturation > 95%.


Moderate Exacerbation

Assess patient.  Obtain vital signs, weight, and height (as appropriate) in ED.  Consider FEV1/PEF.

· Patient is agitated, not playful, and speaks in phrases.  Patient is using accessory muscles, may have loud wheezing, and is tachypneic; and/or,
· FEV1/peak flow 50 – 80 % of predicted or personal best; and/or,
· O2 saturation 91 - 95%.

Administer O2 to keep sats at least > 90% and nebulized albuterol 2.5 mg.  May add Atrovent to first treatment.


May repeat albuterol neb q20 minutes x 2 treatments, then space to q 1 - 3 hours if improvement is noted.

Corticosteroids (oral – prednisone or equivalent) 2 mg/kg up to a max of 60 - 80 mg (for adults, may give 125 mg IV).  Consider IV steroids if patient cannot tolerate oral medication.

Check patient’s pulse, respirations, and hydration status every hour.  Maintain an O2 saturations > 90%






Consider treating any comorbidities

(ie pneumonia, otitis media, 

sinusitis, allergic rhinitis, GER)




Severe Exacerbation

Assess patient.  Obtain vital signs, weight, and height (as appropriate) in ED.  Consider FEV1/PEF.

· Patient is breathless at rest, speaks in words.  Patient is using accessory muscles, has suprasternal retractions, may or may not have loud wheezing (throughout inhalation and exhalation), and is tachypneic; and/or,
· FEV1/peak flow < 50% of predicted or personal best; and/or,
· O2 saturation < 91%.

Administer oxygen to keep saturation at least > 90% and initiate nebulized Atrovent
Repeat albuterol (2.5 mg) or Atrovent nebulizer q 20 min x 2, or give continuous nebulized albuterol

Corticosteroids (oral – prednisone or equivalent) 2 mg/kg up to a max of 60 - 80 mg (for adults, may give 125 mg IV).  Consider IV steroids if patient cannot tolerate oral medication.

Repeat vital signs (pulse and respiratory rate) q 15 minutes.  Continuous pulse oximetry.






Treat comorbidities (ie 
pneumonia, otitis media,

sinusitis, allergic rhinitis, GER).
Hospitalize.


Mild Exacerbation


Patient is alert and oriented, speaks in sentences, is using no accessory muscles, may have slight expiratory wheezing, and is tachypneic.


and/or


FEV1/peak flow > 80% of predicted or personal best


and/or


O2 saturation > 95%








Moderate Exacerbation


Patient is agitated, not playful, and speaks in phrases.  Patient is using accessory muscles, may have loud wheezing, and is tachypneic.


and/or


FEV1/peak flow 50 – 80% of predicted or personal best


and/or


O2 saturation 91 – 95%








Severe Exacerbation


Patient is breathless at rest, speaks in words.  Patient is using accessory muscles, has suprasternal retractions, may or may not have loud wheezing (throughout inhalation and exhalation), and is tachypneic.


and/or


FEV1/peak flow < 50% of predicted or personal best.


and/or


O2 saturation < 91%








Algorithms are not intended to replace providers’ clinical judgement or to establish a single protocol.  Some clinical problems may not be adequately addressed in this guideline.  As always, clinicians are urged to document management strategies.
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Discharge patient to home on inhaled albuterol q 4 - 6 hrs for 24 – 48 hrs and, then, q 4 – 6 hrs prn or as directed by healthcare provider.





Follow-up by phone or office visit with primary care provider within 24 – 48 hrs.


24 - 48 hrs.








Patient education to be initiated prior to discharge.  Begin education with emphasis on:





Basic facts about asthma


Roles of medications


Skills using inhalers, peak flow meters, and spacer devices


Environmental control measures


Action plans – home and school


If patient is in smoking environment, encourage smoking cessation program -- 800-207-1230, The Maine Tobacco Helpline.





Indications for intubation include:


		PCO2 > 65


		PCO2 > 55 and rising > 5 torr/hour


		PO2 < 60 on 60 - 80% FiO2


		Severe respiratory distress with altered mental status


Conventional vent settings:


		IMV, rate 6 - 8/minute (close observation of I:E ratio)


		Tidal volume = 6 - 8 cc/kg


		PEEP = 0 or set according to auto-PEEP





FEV1/peak flow measurements and O2 saturations are NOT always necessary or appropriate to determine asthma severity.





ICU Admission Criteria


	


Intubated or pending intubation


pCO2 greater than 55


Requiring more than 50% FiO2


Requiring nebulized therapies more frequently than Q2 hrs


Altered mental status


Acute pneumothorax


Use of adjunctive therapies – heliox, terbutaline, magnesium





Continue treatment with albuterol q 1 – 3 hrs or continuous


Continue supplemental oxygen


Consider Atrovent q 4 - 6 hrs


Continue systemic corticosteroids (up to 1 mg/kg q 6 -12 hrs)


Treat co-morbidities


Hospitalize and follow guideline for Asthma-Inpatient/Moderate Exacerbation





Strongly consider admission to ICU – With orders for:


Supplemental oxygen


Corticosteroids IV 1 mg/kg q 6 hours


Consider arterial line for serial ABGs


Albuterol nebs Q 1 - 2 hrs or continuous at 0.15 - 0.5 mg/kg/hr (maximum of 10 -15 mg/hr) 








Incomplete Response


FEV1 or PEF  50 - 70%; and/or,


Mild to moderate symptoms; and/or,


Persistent O2 requirement.





Poor Response


FEV1 or PEF  < 50%; and/or,


Severe symptoms; and/or,


Drowsy, confused.





Discharge to home(if O2 saturations are consistently > 92%):


Inhaled albuterol q 4 - 6 hrs for 24 – 48 hrs and, then, q 4 – 6 hrs prn or as directed by healthcare provider


Continue maintenance and/or preventive medications


Oral corticosteroids 1 mg/kg q 12 hrs for 5 - 7 days (outpatient maximum of 60 – 80 mg/day)


Follow-up by phone or office visit with primary provider within 24 - 48 hours.





Good Response


FEV1 or PEF > 70%; and/or,


Sustained response 60 mins after treatment; and/or,


No dyspnea or oxygen requirement; and/or,


Improved physical exam.





These patients rarely require inpatient treatment for asthma.  When classifying asthma patients, consider therapy received prior to hospital encounter and response to initial treatments.





Continue treatment with albuterol q 1 - 3 hrs


Consider Atrovent q 4 – 6 hrs


Continue systemic corticosteroids (up to 1 mg/kg Q6 - 12 hrs for the initial 48 hrs of hospitalization - maximum dose 120 - 180 mg/day)


Treat co-morbidities


Consider hospitalization and follow guideline for Asthma – Inpatient/Moderate Exacerbation





Follow guideline for severe exacerbation and consider admission to ICU





Good Response


FEV1 or PEF > 70%; and/or,


Sustained response 60 minutes after treatment; and/or,


No dyspnea or oxygen requirement; and/or,


Improved physical exam.





Incomplete Response


FEV1 or PEF 50 – 70 %; and/or,


Mild to moderate symptoms; and/or,


Persistent O2 requirement.











Poor Response


FEV1 or PEF < 50%; and/or,


Severe symptoms; and/or,


Drowsy, confused.





Patient education to be initiated prior to discharge.  Begin education with emphasis on:





Basic facts about asthma


Roles of medications


Skills using inhalers, peak flow meters, and spacer devices


Environmental control measures


Action plans – home and school


If patient is in a smoking environment, encourage smoking cessation program -- 800-207-1230, The Maine Tobacco Helpline.





If patient does NOT improve





Follow guideline for moderate exacerbation





Consider FEV1/PEF 20 - 30 minutes after inhaled treatment











For patients receiving intensive, inhaled albuterol therapy prior to ED visit and/or patients with significant past asthma exacerbations, consider increasing inhaled corticosteroids or initiating oral corticosteroids. 





If patient improves:


Response sustained 60 minutes after last treatment


No wheeze, no shortness of breath


Normal physical exam


O2 saturation consistently > 92%





Check patient’s pulse and respirations every hour





Consider treating any comorbities (ie pneumonia, otitis media, sinusitis, allergic rhinitis, GER)








Administer inhaled albuterol 2.5 mg at 20 min intervals via nebulizer or albuterol MDI, 2 - 8 puffs.  May give up to 3 treatments via nebulizer or MDI.  May add Atrovent.








