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Sunumda Kullanilan Kisaltmalar

SABA: kisa etkili beta 2 agonist

OKS, OCS: Oral Kortikosteroid

MART: idame ve kurtarici tedavi

AIR: antienflamatuvar kurtarici tedavi

NiMV: Noninvaziv mekanik ventilasyon



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,
p.TO;Box 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.

Maksimum

Yetiskinler ve %05

6-11 Yas

B go ' 100 -

Ek oksijen SADECE %92'nin altindaysa verilir.
Maksimum st sinir %95 olarak hedeflenmelidir.

SABA Asiri Tedavisinden Kaginma

= SABA (Kisa etkili beta-2 agonist) toksisitesini onlemek
icin daha muhafazakar dozlama stratejilerine gegis.
r Tekrarlayan SABA regeteleri sorgulanmalidir.

Birinci basamak ve acil serviste,
hafif alevlenmelerde SABA’ya
alternatif olarak IKS- Formoterol




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.

inhalatsériu Galkala Sikica Kavra (Seal) 1 Puff Bas
(Shake) Spacer'in agizh@im dudaklarla

aaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaa

“Sarsma Kurall" (The Shaking Rule)

) \ o Siispansiyon formundaki tiim pMDI'ler (salbutamol,
\ budesonid-formoterol, flutikazon propiyonat-
/ ™. Saniye salmeterol) basimdan HEMEN ONCE calkalanmalidir.
: e o Tehlike: Calkaladiktan sonra sadece 30 sanivelik bir
gecikme bile dozun gok daha bilyik veya cok daha
kiigiik iletilmesine neden olarak tedaviyi bozar.

Her doz tekrarindan 6nce yeniden
degerlendirme oOnerisi




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.

Spirometrik 6l¢iim yapilmasi
daha guclu onerilmis.

» 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 Astim Tanisini Spirometrik
response to bronchodilator + systemic corticosteroids), in the patient's medical record. Recommendations about C")lgﬁmle Dogrulayin
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. Taburculuk planinda kirmizi
Information is provided in each section about what should be addressed at discharge and at follow-up for adults, bayraklari belirleyin
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.

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.




Klinik Pratikte Neler Degismeli ?

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.
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Sunum Plani

Astim Alevlenmesinin Tanimi

Alevlenmeleri Tetikleyen Faktorler

Astima Bagli Olim Riski Tasiyan Hastalar

Yazili Astim Eylem Plani ile Alevienmenin Ozyénetimi
Birinci Basamakta Alevlenme Yonetimi

Acil Serviste Alevlenme Yonetimi

Acil Servisten Taburculuk Plani ve Takip



1. Astim Alevlenme Tanimi

Hastanin semptomlarinda, tedavide degisiklik gerektirecek duzeyde, asamali artis ve

akciger fonksiyonlarinda azalma ile karakterize, akut-subakut atak.

Alevlenme Bulgulari
e Nefes darliginda artis

e Oksiruk sikliginda artis
e Gece uyku bozuklugu

e Hisilti (wheezing)

e GOgus sikismasi hissi

e PEF/FEV; azalmasi

e Normal aktivitelerin yapilamamasi



2. Alevlenmeyi Tetikleyici Faktorler

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 Hizh Diisiis -
"\ (PEFveya FEV1'de azalma)

Dig Ortam Hava Kirliligi |
ﬁ_ ve Am iklim Olaylan

("Firtina Astimi")

) & inhale Kortikosteroid
\ (ICS) Tedavisine Zayif
1< Uyum

Gida Alerjileri
(Orn: Anafilaksiye bagli
akut baslangic)



3. Astima Bagl Olum Riski Taslyan Hastalar

* Entibasyon ve mekanik ventilasyon gerektiren agir atak oykusu

* Son bir yilda astim nedeniyle hastaneye yatis veya birden fazla acil servis ziyareti

* Su anda OKS kullaniyor olmak veya yakin zamanda kullanmayi birakmis olmak

* IKS kullanmiyor olmak

* IKS iceren ilaclara zayif uyum ve/veya yazili astim eylem planina zayif uyum (veya yoklugu)

* Kisa etkili beta2-agonistlerin (SABA) asiri kullanimi veya neblulize SABA kullanilmasi
e ayda ortalama 1 kutudan fazla salbutamol (albuterol veya esdegeri) kullanilmasi son derece yliksek risk

* Psikiyatrik hastalik veya psikososyal sorun oykusu
* Hava akisi kisitlamasinin veya bronkokonstriksiyonun zayif algilanmasi
* Gida alerjisi veya anafilaksi oykusi

* Pnomoni, diyabet ve aritmiler gibi eslik eden hastalik varligi

Tek bir tanesinin varligl yeterli = Kirmizi Bayraklar
Bu hastalar ataklarin erken doneminde acil tibbi yardima tesvik edilmelidir.



Olimcil Astim Riski

Tek bir kirmizi bayrak acil muidahale
protokoliinu baslatir

\ Alevlenme sirasinda derhal
::: UZMAN BAKIMINA
|

yonlendirilmeli.

Hastada tek bir risk
faktorid (Kirmizi
Bayrak) bile
mevcutsa...
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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.




llag Kullanim Davranis
(Tedaviye Uyumsuzluk- Kurtarici [la¢ Bagimliligi

Oral Kortikosteroid Inhale Kortikosteroid Asir 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??ufefi?‘!?l\l}gwl

o

Asin SABA
kullanimi.

neblilize SABA
kullanim.

4| @




Klinik ve Psikokososyal Ek Faktorler

Hava akimi kisitlihgini veya
bronkokonstriksiyonu zayif
algilama.

Psikiyatrik hastalik veya
psikososyal problemler.

Eslik eden hastaliklar
(Pnomoni, Diyabet, Aritmi).




4. Yazili Astim Eylem Plani ile Alevlenmenin Ozydnetimi

e Astim hastalarinin tamamina rehberli 6z yonetim egitimi verilmelidir.

* Semptomlarin ve/veya akciger fonksiyonunun izlenmesi (PEF Takibi)
* Yazili bir astim eylem plani
* Yazili astim eylem planinin bir saglik uzmani tarafindan diizenli olarak gézden gecirilmesi

e Astim eylem plani, basili, dijital veya resimli olabilir.

* Yazih bir astim eylem plani talimatlari:
* Rahatlatici ve/veya idame ilaclarinda yapilacak degisiklikler,

* Tibbi bakima ne zaman ve nasil erisilecegi



Yazili Astim Eylem Plani — Rahatlatici ve idame Tedaviler

Track & Usual asthma Short-term action plan change (1-4 weeks) Evidence = (
§ ‘ -
step treatment for worsening asthma (see text for more details) level GIN A Track 1 GlN A Track 2 | GIN A Track 2

GINA Track 1 with ICS-formoterol reliever* ' |

Steps 1-2 As-needed-only For symptom relief, use 1 inhalation of ICS-formoterol (e.g., budesonide- (M ART / AIR'onIY) (ICS'SABA Kurtar ICI) ‘ { H (SABA KurtarICI)
ICS-formoterol (AIR-only)  formoterol 200/6 [160/4.5] meg or BDP-formoterol 100/6 meg) whenever A

needed. Seek medical care if >12 inhalations needed in a 24 hour period. \

Steps 3-5 Maintenance and reliever  Continue usual maintenance dose of ICS-formoterol. For symptom relief, ( ) ( (
th (MART) with 1 inhalation of ICS-formaterol wh ded. Seek medical care if A H H H
(CSfomotrd toll>12 hlons needed 26 hours . neded + manennce doses), *llag:* *llag:* *llag:*

GINA Tack 2 withcombination [CS-SABA rellever |CS-formoterol. Kombinasyon ICS-SABA. SABA + Ayri Idame ICS.

Step 1 As-needed-only For symptom relief, take 2 inhalations of ICS-SABA as needed. Seek medical B
combination ICS-SABA  care if >B doses (>12 inhalations) of IGCS-SABA needed in a 24 hour period. : d b

Step 2 Maintenance ICS Continue usual maintenance ICS dose. For symptom relief, take 2 inhalations A ( ) ( ( & *

f ICS-SABA eded. Seek medical care if >6 d >12 inhalations) of o

TCS-SABA ne:Z:: in Z 2 I?:urn;erilocz i N A *Eylem:* *Eylem:* S B : Eylem'b 2 f |
S T o Semptomlargin tyaghalinde 1 | | Semptomlarign htyaghalinde2 | | SABAY! 6 saate i 2 utain

o - - ldame ICS dozunu 1-2 hafta

nbeatons)of - BABA re 3 24 i puf ICS-formoterol kullanin puf alin. [dame ICS dozuna aynen b ot katina ok

:::)‘:Tmcz:::e:':::;:::;; For symptom relief, use SABA as below, and take ICS whenever SABA is B (idame doza devam ederek)' devam edin' 8‘3’32?’3 AR9|' hagt;r;:rcil iz;m
(separate inhalers) taken (e.g., 1 inhalation of BDP 40 mcg per inhalation of SABA). L ) c %

Step2  Maintenance ICS Consider quadrupling maintenance dose of ICS for 1-2 weeks. For symptom B

relief with SABA, see below. *K"‘mln ciz i *

Steps 34 :\gr-\::::;c;em Syomn::ier; ?;T:ifr:?::ng pgiljt:::l:: D:‘rj\se of ICS-formoterol for 1-2 weeks. For B 24 saatte toplam >g1 2 pufa *Klrm'z' cizgi* *KIrmIz' cizgi*
Maintenance ICS-LABA  Consider stepping up to higher dose formulation of ICS-LABA, if available. D v . 24 saatte >6 dOZ (>12 pr) 24 Saane >12 pr SABA
(non-formoterol) In adults, consider adding a separate ICS inhaler to quadruple ICS dose. U|a$|ld|g|nda (makSImUm 54 mcg v ' v .

Forsymglom el wh KGR, oo below formoterol) aci senvise basvurun kullanildidinda acile bagvurun. gerektiginde acile bagvurun.

Reliever  As-needed SABA For symptom relief, take 2 inhalations of SABA every 4-6 hours if needed. S >

Seek medical care if >12 inhalations of SABA needed in a 24 hour period.




Yazili Astim Eylem Planinda Siddetli Alevlenme
-Tum Yolaklarda-

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.

w

Kisa etkili rahatlaticiya yanit yoksa (2-3 gtin) veya hizla kotulesiyorsa acilen tibbi yardim almalidir.

Oral kortikosteroid baslanmasi dusunulmelidir:
e 2-3 gln inhaler tedavi artisina yanit yoksa
* PEF veya FEV1 <% 60 ise
e Hizh kotilesme oykiist olanlarda

Yetiskinlerde prednizolon: genellikle 5-7 glin boyunca 40-50 mg/gin.
Her alevlenmeden sonra inhaler teknigi, tedaviye uyum ve risk faktorleri gozden gecirilmelidir.

Gelecek alevlenme riskini azaltmak icin GINA yolak 1’e gecis yapin.



Yazili Astim Eylem Planinda Takip

* Yanitin degerlendirilmesi:

* Hastalar, yazili astim eylem planlarina uymalarina ragmen astimlari kotulesmeye devam ederse
veya astimlari hizlica kétilesirse derhal doktorlarina gérinmeli veya acil servise basvurmalidir.

» Kendi kendine ydnetilen bir alevlenmeden sonra takip:

e Hastalar semptom kontrolinin ve alevlenmeler icin ek risk faktorlerinin degerlendiriimesi ve
alevlenmenin olasi nedeninin belirlenmesi icin birinci basamak saglik hizmeti saglayicilarina
basvurmalidirlar.

e (0rnegin, 1-2 hafta icinde, ancak tercihen recete edilmisse oral kortikosteroidlerin
kesilmesinden dnce).

* Yazili astim eylem planinin hastanin ihtiyaclarini karsilayip karsilamadigi gozden gecirilmelidir.



5. Birinci Basamakta Alevlenme YOonetimi

Oykii:
Mevcut alevlenmenin baslangic zamani ve nedeni (biliniyorsa)

Semptomlarin siddeti (egzersizi kisitlayan / uykuyu bozan
durumlar

Anafilaksi belirtileri veya oykusu
Astimla iligkili 6lum risk faktorleri

Recete edilen dozlar ve cihazlar, uyum sekli, son doz
degisiklikleri ve rahatlatici kullanim sikligi da dahil olmak tzere
mevcut tum rahatlatici ve idame ilaglari

Bu alevlenme i¢in daha once alinan tedavi ve yanit.

Fizik Muayene

Yasam belirtileri, drnegin biling duzeyi, nabiz hizi, siyanoz,
sicaklik, kan basinci, solunum hizi, oksijen saturasyonu

Alevlenme siddetinin belirti ve semptomlari ; solunum hizi,

cumle kurma yetenegi, hava girisi, yardimci kaslarin kullanimi,

glrwll, oksijen doygunlugu ve akciger fonksiyonu (PEF veya FEV1)
ahil.

Komplikasyon varligi (6rnegin, anafilaksi, pnomoni,
pnomotoraks)

Akut nefes darligini aciklayabilecek alternatif durumlarin
belirtileri (0rnegin, kalp yetmezligi, laringeal obstruksiyon,
solunan yabanci cisimveya pulmoner emboli).

Objektif olcumler:

Pulse Oksimetre: Oksijen doygunlugu <%92, ciddi bir
tabloyu dusundurur ve cocuklarda veya yetiskinlerde
doygunluk seviyeleri <%90 ise agresif tedaviye ihtiyag

duyuldugunu gosterir.

Hipoksemi kosullarinda, oksijen doygunlugu koyu ten
rengine sahip kisilerde nabiz oksimetresi ile oldugundan

daha yuksek olculebilir.
Gerekli durumlarda rakim da dikkate alinmaudir.

5yasindan buyiik hastalarda PEF Olgiimi.



Rutin Onerilmeyenler

* Antibiyotikler Ne zaman?

Akut astim alevlenmesi cogunlukla viral
tetiklemeli (rhinovirus, RSV, influenza)

Randomize kontrollli calismalarda
antibiyotiklerin hicbir faydasini gosterilmemis

Bakteriyel Pnédmoni, akut sinlzit gibi klinik
sebepler olmadikca vermeyiz.

Plrulan balgam, yliksek ates, radyolojik kanit
gerekli.

Gereksiz antibiotik # iyi Atak Yonetimi

* Akciger Grafisi Ne Zaman?
Komplikasyon suphesi varsa.
Tedaviye yanit yok & kotulesme varsa
Pnomotoraks Suphesivarlig

Unilateral muayene bulgusu varsa (pnomoni?)



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. Birinci Basamakta Alevlenme Yonetimi

Adult, adolescent or child 26 years presents to primary care with
asthma exacerbation or acute asthma

PRIMARY CARE

« 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

v
MILD presentation
All of:

Talks in sentences, can lie down,
not agitated

Respiratory rate normal or mildly

score, e.g. PRAM]

v
MODERATE presentation
Consider these features:

Talks in phrases, prefers sitting to lying,
not agitated

No (or mild) accessory muscie 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)

A4
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 rate, 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

B
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.




Hafif Alevlenme Orta Siddetli Alevlenme

‘ Adim 1: Acil Bronkodilatasyon \

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

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)

@ + {7 x 4 Puff

Secenek 1: Salbutamol

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

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).
Ek Tedaviler

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

birlikte 4 puff verin (maks 3 tedavisine baslayin.
doza kadar).

ipratropium: Gerekli ve
Quﬁ mevcutsa, salbutamol ile p OKS: Oral kortikosteroid
2




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).



Hafif Alevlenme

1.Saatte Tedaviye Yaniti Degerlendir

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

Orta Siddetli Alevlenme

Dizelme Varsa

Dizelme Yok / Kotlilesme

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

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
S 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




1.Saatte Tedaviye Yaniti Degerlendir

(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.




Taburculuk Oncesi Cikis Plan

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.

(X) IKS tedavisine basla / artir (Tercihen >12
yas icin IKS-formoterol MART).

(X) Rahatlaticilari sadece gerektiginde
kullan.

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

(X) Takip randevusu ayarla.




Taburculuk Sonrasi Klinik Takip

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, 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.

Yetiskinler
(2-7 giin
icinde)

Cocuklar
(2-5giin
icinde)




Siddetli ve Hayati Tehdit Edici Alevlenme

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

% =

[}

L~

Astim alevlenmesine anafilaksi
bulgulari eslik ediyor mu?

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

‘ ¢ 0.3-0.5 mg IM veya intranasal (yas/kilo)




Siddetli ve Hayati Tehdit Edici Alevlenme

* Derhal Acil Servis veya Yogun Bakima transfer saglayin.

* Transfer beklenirken es zamanli klinik miidahaleleri uygulayin

Transfer Beklerken Eszamanli Mudahaleler

ﬁ ﬁ
(‘
% & @
[ ES X \-0
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 e Hedef satlirasyon . o
uygulanir. %92-%95 araliginda e |lk1saaticinde baglanmali

tutulur. e Oralyol IV kadar etkilidir



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 Serviste Alevlenme Yonetimi

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 Serviste Alevlenme Yonetimi

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

N

\ 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
SYIptoma s SKs riproas s Give IV magnesium sulfate
satisfy ‘mild’ criteria above for at least

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 - Ondeinanaca tor SABA frors than everv -2 hirs = Give by spacer 1 puff at a time (if too breathless
going ry for single breath with breath hold, use tidal
= Dyspnea persisting 4-6 hours after receiving systemic breathing)
* Oxygen saturation by pulse oximetry may corticosteroids

» Salbutamol, shake inhaler before every puff

be overestimated in people with dark skin .
+ 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)



6. Acil Serviste Alevlenme Yonetimi

..

1. Enfeksiyon Kontrolii 2. Basglangi¢ Degerlendirmesi

Hastanin klinik fotografini
hizla gekin.

Once ortami ve personeli
koruyun.

(Respiratuar izolasyon) (Oykii, Muayene, Olciim)

o T
= s

1. Oykii (Anamnez) 2. Fizik Muayene 3. Objektif Olgiimler
v’ Baglama saati }> v’ Vital bulgular » * Pulse Oximetry takibi
TR o : S : v Onceki v' Konusma kapasitesi
KACINILMALI: Nebiilizor (Aerosolize llag) alevlenmelerin o Varditncieolinim ZORUNLU: PEF veya
siddeti kasi kullanimi FEV1 MUTLAKA élgtilmeli.
Kamu sagligi agisindan yiiksek Guvenli ve hedefe yonelik ilag iletimi v Mevcut ilaglara v Higilti (Wheezing)

aerosol yayilim riski yaratir. saglar, bulas riskini minimize eder. uyum varhg




Klinik Tuzaklar — Kirmizi Bayraklar

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.




Acil Serviste Hizli Triyaj ve Yonetim

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 iginde tamamlanmalidir.



Acil Serviste ilk 1 Saat Akut Tedavi Protokoli

1. SABA (Salbutamol) | W

* pMDI+spacer: 4-6 puff (cocuk 2-3 puff).
* VEYA nebiilize: 2.5-5 mg.
* Gerekirse 20 dakika sonra tekrarla.

.

2. OKS (Oral Kortikosteroid) ("‘

* Prednison 40-50 mg (cocuk: 1-2 mg/kg).
» Tim siddet seviyelerinde hemen baslanmal..
* Oral yol tercih edilir (hizli, az invazif).

3. ipratropium Bromiir

4. Oksijen Tedavisi Qﬁ

* Nebiilize: 5 mg (veya pMDI 4 puff eg
zamanl).

* Orta ve agir alevlenmelerde MUTLAKA
eklenmelidir.

+ 20-30 dk sonra SABA ile birlikte
tekrarlanabilir.

« Kaniil veya maske ile basla (0, sat <92%
ise).
» Satiirasyon hedefine (92-95%) gore titre et.




Diger Tedavi Secenekleri

Magnezyum:

* intravendz magnezyum sulfat, rutin kullanim icin énerilmemektedir.

* intravendz magnezyum (20 dakika boyunca tek bir 2 g inflizyon olarak) hastaneye yatislari azaltir;
* Baslangi¢ tedavisine yanit vermeyen ve stirekli hipoksemiye sahip yetiskinlerde ve ¢ocuklarda
* 1 saatlik bakim sonrasinda FEV1'i %60'a ulasamayan ¢ocuklarda,
* Basvuru sirasinda FEV1'i %25-30'un altinda olan yetiskinlerde

* Nebulize magnezyum sulfat onerilmez

Helyum oksijen tedavisi:

* Helyum-oksijen tedavisinin rutin bakimda bir rolu yok.

e Standart tedaviye yanit vermeyen siddetli alevlenmeleri olan hastalar icin distnulebilir.

Non-invaziv mekanik ventilasyon (NIMV)

e Astimda NIMV'in roltne iliskin kanitlar zayiftir.

* NIMV denenirse, hasta yakindan izlenmelidir.

* Ajite hastalarda denenmemeli ve hastalara NIMV uygulamak icin sedasyon verilmemelidir.



Diger Tedavi Secenekleri

Lokotrien reseptor antagonistleri (LTRA'lar):

e Akut astimda oral veya intravendz LTRA'larin kullanimini destekleyecek sinirli kanit.

e KlUcUk capl calismalar akciger fonksiyonunda iyilesme gostermistir.

Antibiyotikler (6nerilmez):

e Antibiyotiklerin rutin kullanimi 6nerilmez.

» Akciger enfeksiyonuna dair glicli bir kanit varsa

e (0rnegin, ates veya purilan balgam veya pnomoninin radyografik kaniti)

Aminofilin ve teofilin (6nerilmez):

* Intravendz aminofilin ve teofilin, distk etkinlik ve gtivenlik profilleri nedeni ile kullanilmamalidir.

* Bulanti ve/veya kusma aminofilin ile daha sik goraldr.

 Intraven®z aminofilin kullanimi, ézellikle uzun etkili teofilin ile tedavi edilen hastalarda ciddi ve potansiyel olarak
olumcul yan etkilerle iliskilidir.

Sedatifler(kesinlikle kaginilmaldir):

* Anksiyolitik ve hipnotik ilaclarin solunum depresan etkisi nedeniyle astim ataklari sirasinda sakinlestiricilerden
kesinlikle kaginilmalidir.

e Builaglarin kullanimi ile énlenebilir astim 6limleri arasinda bir iliski oldugu bildirilmistir.



Acil Serviste Kurtarici Midahaleler

Magnezyum Silfat: Kritik Kurtarici

@ Rutin kullaniimaz. Sadece direngli vakalarda DUSUNUN.

The Magnesium Delivery Rule

Dogru Yontem: IV infiizyon Yasak Yontem: Nebiilize Form

Etkisizdir.




Acil Serviste Kurtarici Mudahaleler

NIMV (Non-invaziv Mekanik Ventilasyon) ve Kirmizi Bayraklar

Kanitlar zayiftir, rutin kullaniimaz.

NIV toleransi kotii
= KONTRENDIKE

a KESINLIKLE VERMEYIN:
Solunum Baskilanmasi Riski




Rutin Onerilmeyenler

Arter Kan Gazi (AKG)

7 INL

Klinik duruma gore
endikedir. Yagamsal
karar esigini belirler.

Akciger Grafisi

RUTIN ONERILMEZ

Normal alevlenmelerde
gereksiz zaman ve
radyasyon kaybidir.

Antibiyotikler

RUTIN ONERILMEZ

Astim ataklarinin
etiyolojisi gogunlukla
viraldir (Rhinovirus,
RSV, influenza).




Arter Kan Gazi Ne Zaman?

G Eniasyot e el
_: _‘_ :_ Diisiik PaCO, Normal veya YUKSEK (35-45) >45 + Somnolans

Beklenen durum, Astim atagindaki  Tehlike Isareti! Hasta yorulmaya Solunum yetmezIigi
A A A hasta hipervantile olur ve baglamistir (Yorgunluk/Fatigue). baglamistrr.
< o/ < 0 aa karbondioksit atar. Hipervantilasyon yetenegi
kaybolmaktadir.
090 || <%90 | 1 Saat
Ongoriilen PEF veya Oda havasinda Tedaviye ragmen yanit -
FEV, degeri. 0, satiirasyonu. alinamamasi veya klinigin Pacoz > 45 + SomnOIans -
kotiilesmesi. v .
| Yogun Bakim (ICU) Transferi
u Bu (i kriterden herhangi biri mevcutsa, AKG alinmasi zorunludur.




Taburculuk Kriterleri

Semptom Durumu Solunum Fonksiyonu Oksijenasyon
Kontrol altinda, hafif veya PEF/FEV1 > %70 02 Satiirasyonu
tamamen iyilegmis. (Kisisel en iyi degere gore) | > %92

Son SABA dozundan sonra en az 1-2 saat klinik stabil kalmali




Taburculuk Plani ve Takip

* Acil servisten veya hastaneden eve taburcu edilmeden once, 2-7 gun icinde bir takip
randevusu ayarlanmall

* Ilaclar, inhaler kullanim becerileri ve yazili astim eylem plani ele alinmalidir .

 Tim hastalara, daha fazla alevlenme riskini azaltmak icin siirekli IKS iceren tedavi recete
edilmelidir.

 Taburcu olduktan sonra tercih edilen rejim, antiinflamatuar rahatlatici IKS-Formoterol ile
idame ve rahatlatici tedavi (MART) rejimidir,

* Yakin zamanda acil servis ziyareti veya hastaneye yatis baglaminda, yetiskinlerde ve
ergenlerde 4. Basamakta IKS-formoterol ile tedaviye baslamak uygun olacaktir

 Hastatamamen iyilestikten ve astim 2-3 ay boyunca stabil kaldiktan sonra idame dozu
daha sonra azaltilabilir.



Taburculukta Farmakolojik Tedavi

@ é y

IKS OKS

(inhale Kortikosteroid) |  (Oral Kortikosteroid) Reliever (Kurtarici)

Doz: 40-50 mg/gln

MART stratejisi S, = gl Kullanim: Sadece
tercih edilir. ihtiyac¢ halinde (PRN).
Kritik Not:
Azaltmadan kesilir.




Taburculukta Inhalasyon Egitimi

Adim 1:
Ik suyla yika.

Neden? Statik elektrigi 6nlemek ve ilacin ¢eperlere
yapismasini engellemek igin.

[ Egitim: pMDI+Spacer ]

1. Ik su (statik engelle) Cﬁ

2. Galkala (Shake) %‘2
3. Dudakla sikica sar (Seal) <> \\ = @ >

inhalatorii Galkala Sikica Kavra (Seal)
4 - 1 P u ff s I k ‘) C. (Shake) Spacer'in agizhgini dudaklarla
ha ayacak gekilde kapat.

va kagirm $

5. Derin nefes al + 10 sn tut‘!h [5) e | | O
| P s
6. Her puff icin bastan o @ y
tekrarla =/ > <
Yaya§ ve DERIN Nefes Al Her Puff igin Bastan Telfrarla»




Astim Alevlenme Yonetimi Ana Prensipler

Alevlenmede; SABA+OKS Temel tedavidir.

Oksijen satlirasyon hedefi: % 92-95.

ipratropium orta ve siddetli alevlenmelerde eklenebilir.

lv. Magnezyum: spesifik durumlarda (yanit yok, FEV; < 25-30 %)
Antibiyotikler rutin onerilmez.

Akciger grafisi rutin 6nerilmez.

Arter Kan Gazi rutin dnerilmez.

inhalasyon teknigi mutlaka kontrol edilmeli / gerekirse egitim verilmeli.
Yazili Astim Eylem Plani, tim hastalara verilmeli.

Taburculuk regetesi: IKS (MART tercih) + OKS + SABA

OKS Yonetimi: Alevlenmeleri 6nlemeli ancak OKS asiri kullanimindan kacinilmal..



Tesekkur Ederim

4,4{#

o
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