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• 36-year-old immigrant from Kenya working as a 
personal trainer.

• Non smoker

• Moved to Dubai 7 years ago 

• Married with 3 active primary school-age boys.

• Diagnosed as an asthmatic 3 years ago however he 
is not on any current regular asthma medication for 
the past 8 months and has only been prescribed a 
reliever medication for his symptoms.



• Presents today because he is now suffering from 
asthmatic symptom affecting his everyday life.

• Cough , sob, and chest tightness for more than a 
month

• Symptoms aggravated by exercise and change in 
weather climate



• No drug allergy

• No exposure to pets or birds

• O/E : Vitally stable

•  Chest: reduced air entry bil + expiratory wheezes



On further discussion with the patient, he 
revealed:

• He is suffering from nocturnal symptoms several times a week

• He gets breathless when playing with his kids on the weekends
 
•   He is not able to exercise every day like he used to because of 

coughing associated with wheezing on most days of the week 

• He is using his reliever medication daily
•



Identifying Management Goals for Adults: 

                       Aim to



Question 1
• What is your initial approach to this 

patient?

A.  Start ICS/LABA  inhaler
B. Resume a reliever medication
C. Order Spirometry
D.  Perform Skin prick test
E. Order a chest Xray
•





The results of spirometry can be used to determine the 
following:

●Determine whether baseline airflow limitation (obstruction) is present 
(reduced FEV1/FVC ratio)

●Assess the reversibility of the obstructive abnormality by repeating 
spirometry after administration of a bronchodilator

●Characterize the severity of airflow limitation (based on the FEV1 as 
a percentage of the normal predicted value)

●For patients with normal airflow (normal FEV1/FVC ratio), identify a 
restrictive pattern as an alternate explanation for dyspnea (eg, FVC 
<80 percent predicted)



Initial spirometry is normal ?
Patients with asthma who are asymptomatic at the time of evaluation 
often have normal lung function. For these patients, the following 
strategies can be used to confirm the clinical diagnosis:

●Repeat spirometry at subsequent office visits when the patient is 
symptomatic

●Patient-recorded serial measurements of PEF over time (eg, 
morning and evening, with symptoms, and after administration of 
bronchodilator)

●Bronchoprovocation testing, such as methacholine, mannitol, or 
exercise challenge 



CLINICAL FEATURES
• Asthma may develop at any age

• 75% < 7 years

• Many children experience a remission of asthma 
symptoms around the time of puberty, with potential 
recurrence years later



Classic Symptoms of Asthma
• Wheeze
• Cough (often worse at night)

- Dry or productive of clear mucoid or pale yellow 
sputum
- Asthma is a potential cause of unexplained chronic 
cough

• Shortness of breath or difficulty breathing
• Chest tightness



Certain historical features heighten the probability of 
asthma:

1) Episodic symptoms – 

Symptoms come and go
Occur or worsen at night 


2) Characteristic triggers _ 

Symptoms triggered by exercise, cold air, and 
exposure to inhaled allergens (aeroallergens) 



3) Work-related exposures 

_ 10% of new onset Asthma 

_ Diagnosis can be confirmed by demonstration of 
variable airflow obstruction before and after a work 
shift 

_ In some cases the diagnosis is supported by 
identification of IgE-specific antibodies in the blood to 
the offending sensitizer



Personal or family history of atopy

• A strong family history of asthma and allergies 

• Personal history of atopic diseases (eg, atopic 
dermatitis, seasonal allergic rhinitis and 
conjunctivitis) 

favors a diagnosis of asthma in a patient with 
suggestive respiratory symptoms.



Other Tests to Diagnose 
Asthma

• Bronchoprovocation testing 

•   Peak expiratory flow

•   Exhaled nitric oxide

•   Tests for allergy 



                 Bronchoprovocation Testing 

• Useful tool for diagnosing asthma in patients with 
normal baseline airflow.

•  Can be used to identify or exclude airway 
hyperresponsiveness in patients with atypical 
presentations (eg, normal baseline spirometry, no 
variability in airflow limitation with serial spirometry or 
peak flow) or isolated symptoms of asthma, 
especially cough.
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DIFFERENTIAL DIAGNOSIS

• Adolescents and young to middle-aged adults:

Bronchitis, bronchiolitis, bronchiectasis, paradoxical vocal 
cord motion, pulmonary embolism, GERD, panic disorder, 
and sarcoidosis, HP.

•  In older-aged patients : 

COPD, left-ventricular heart failure, interstitial lung disease, 
tumors involving central airways, and recurrent 
oropharyngeal aspiration. 



Identifying Management Goals for Adults

Aim to:

National Asthma Council Australia. Australian Asthma Handbook, Version 2.0. https://www.asthmahandbook.org.au/management/adults/initial-
assessments/managementgoals (accessed 10 March 2019).

Minimise 
adverse 
effects of 
treatment

Engage the 
person in 
managing 
their asthma

Minimise impact 
of asthma on 
quality of life

Optimise asthma 
symptom control 
with the minimal 
medication 
(number of 
medicines and 
doses) necessary

Minimise risk 
of flare-ups and 
loss of lung 
function
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Good control of asthma means reducing the intensity and 
frequency of asthma symptoms and maintaining normal or 
near normal activity levels. Specific goals for asthma 
control include:

• Freedom from frequent or troublesome symptoms of asthma 
(cough, chest tightness, wheezing, or shortness of breath) 

• Few night-time awakenings (≤2 nights per month) due to 
asthma 

• Minimal need (≤2 days per week) for medication for acute 
relief of asthma symptoms 

• Optimized lung function 
• Maintenance of normal daily activities, including work or 

school attendance and participation in athletics and exercise 
• Satisfaction with asthma care on the part of patients and 

families



Specific goals for reducing risk include:

•. Prevention of recurrent exacerbations and need for 
emergency department or hospital care 

•. Prevention of reduced lung growth in children and loss of 
lung function in adults (due to poor asthma control) 

•. Optimization of pharmacotherapy with minimal or no 
adverse effects



PATIENT EDUCATION

• What is asthma and what are its symptoms?

• What are the asthma triggers for the individual patient?

• Which medications should be used for quick relief of 
asthma symptoms and which are used for asthma control?

• What is the correct technique for each inhaler that the 
patient uses 

• Are there barriers that prevent the patient from taking 
medications regularly? If so, what methods would help 
improve adherence?  



\ 
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Question ?
• Based on Adam’s current symptoms, what treatment 

would you recommend to start for him? 

A. ICS/LABA PRN 

B. Low-dose ICS daily, with SABA as needed 

C. Medium-dose ICS-LABA daily and SABA as needed 

D. Start Tiotropium ( LAMA ) and  LTRA
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WHEN TO REFER

Difficulty confirming a diagnosis of asthma

History of a life-threatening asthma exacerbation (eg, intensive care 
unit admission, mechanical ventilation for asthma)

Hospitalization for asthma, more than two courses of oral 
glucocorticoids in a year, or inability to discontinue oral 
glucocorticoids

Need for step 5 care or higher

Poor asthma control after three to six months of active therapy and 
appropriate monitoring
● 



• Anaphylaxis or confirmed food allergy in a patient with asthma

• Presence of complicating comorbidity (eg, aspirin-exacerbated 
respiratory disease (AERD), nasal polyposis, chronic 
rhinosinusitis, allergic bronchopulmonary aspergillosis (ABPA), 
chronic obstructive pulmonary disease (COPD), inducible 
laryngeal obstruction [also called vocal cord dysfunction])

• Need for additional diagnostic tests (eg, allergy skin testing, 
bronchoscopy complete pulmonary function tests)

• Patient may be a candidate for allergen immunotherapy

• Patient is a potential candidate for therapy with biologics 
(benralizumab, dupilumab, mepolizumab, omalizumab, 
reslizumab) 





Acute Asthma exacterbation 
Management



Assessment of exacerbation severity based physical signs and objective measurements. 

Arnaud Bourdin et al. Eur Respir J 2019;54:1900900

©2019 by European Respiratory Society



Chronic obstructive pulmonary disease



• 74 year old man came to you complaining of shortness of 
breath that was associated with productive cough ( white 
sputum).  He gets SOB when climbing stairs in a hurry  

•  SR : negative 

•Past Medical/Surgical History 
–Heart failure following myocardial infarction at age 68 
years  

–COPD since 10 years, last Spirometry with FEV1 35% 
predicted that does not change significantly after 
inhaled bronchodilator, had one COPD exacerbation 
that required admission. 

–Hypertension



•Social History 
–Married, 3 children 
–30 pack year smoking history (quit after MI) 
–Worked as a farmer  
–No alcohol or illicit drug use 

• No known allergies
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Question?
What Stage of COPD using the GOLD 
criteria? 

A. GOLD stage 1 
B. GOLD stage 2 
C. GOLD stage 3 
D. GOLD stage 4
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Question?
• According to the above history, which class risk of 

assessment of COPD does Mr Js fall in? 

A. A 

B. B 

C. C 

D. D
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Question?
• What class/classes of inhalers or medication will 

you start the patient ? 

A. Salbutamol 2 puffs TDS and SOS 

B. LAMA 

C. ICS/LABA and LAMA  

D. ICS/LABA
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Non-Pharmacological Treatment

► Education and self-management

► Physical activity

► Pulmonary rehabilitation programs

► Exercise training

► Self-management education

► End of life and palliative care

► Nutritional support

► Vaccination

► Oxygen therapy
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Monitoring and Follow-up

© 2017 Global Initiative for Chronic Obstructive Lung Disease

Monitoring disease progression and development of complications and/or 
comorbidities 

► Measurements. Decline in FEV1 can be tracked by spirometry performed at 
least once a year.

► Symptoms. At each visit, information on symptoms since the last visit should 
be collected, including cough and sputum, breathlessness, fatigue, activity 
limitation, and sleep disturbances. 

► Exacerbations. The frequency, severity, type and likely causes of all 
exacerbations should be monitored.

► Imaging. If there is a clear worsening of symptoms, imaging may be 
indicated. 

► Smoking status. At each visit, the current smoking status and smoke 
exposure should be determined followed by appropriate action.

© 2019 Global Initiative for Chronic Obstructive Lung Disease



Monitoring and Follow-up

© 2017 Global Initiative for Chronic Obstructive Lung Disease

Pharmacotherapy and other medical treatment

In order to adjust therapy appropriately as the disease progresses, each follow-
up visit should include a discussion of the current therapeutic regimen. 

Monitoring should focus on:

► Dosages of prescribed medications. 

► Adherence to the regimen. 

► Inhaler technique.

► Effectiveness of the current regime.

► Side effects.

Treatment modifications should be recommended.

© 2019 Global Initiative for Chronic Obstructive Lung Disease



Management of Exacerbations

OVERALL KEY POINTS (1 of 3):

► An exacerbation of COPD is defined as an acute worsening of respiratory 
symptoms that results in additional therapy.

► Exacerbations of COPD can be precipitated by several factors. The most 
common causes are respiratory tract infections.

► The goal for treatment of COPD exacerbations is to minimize the negative 
impact of the current exacerbation and to prevent subsequent events.

► Short-acting inhaled beta2-agonists, with or without short-acting 
anticholinergics, are recommended as the initial bronchodilators to treat an 
acute exacerbation.

© 2019 Global Initiative for Chronic Obstructive Lung Disease



Management of Exacerbations

OVERALL KEY POINTS (2 of 3):

► Maintenance therapy with long-acting bronchodilators should be initiated as 
soon as possible before hospital discharge.

► Systemic corticosteroids can improve lung function (FEV1), oxygenation and 
shorten recovery time and hospitalization duration. Duration of therapy 
should not be more than 5-7 days.

► Antibiotics, when indicated, can shorten recovery time, reduce the risk of 
early relapse, treatment failure, and hospitalization duration. Duration of 
therapy should be 5-7 days.

► Methylxanthines are not recommended due to increased side effect profiles.
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Breathing well is the greatest pleasure in life. 


