F

2010 X 37 X} THEHHA R =T

12
B

6M =Xt

A4 AAE feA e ek leh
de|™ A=, F 1~2302 AR AL, 71 s A R A Aol HAE fllaL, A

=

AAZAA BAZIRA D2 14, 24F off dsdebglan, AH o2 34 u] dsigick

obEz|s) el W glglon], dal=rlue WS qlgle

A4 wxEH FATL 4 630/mm’, Eosinophil percent on nasal smear: 12%, IgE 750 IU/mL,
Mycoplasma pneumoniae IgM 47, Skin Prick Test Histamine: 3.95/17.70, Molds I: 3.35/18.40, Alternaria alternata:
3.20/0, D.farinae: 4.90/22.60, D.pteronyssinus: 10.50/24.65, Mugwort: 9.85/20.75

Spirometry (Pre BD) FEV 1.0: 1.23 L (108%)

FVC: 1.71 L (127%) PEF: 2.83 L/s (80%)

FEV 1.0/FVC: 72% FEF 25~75%: 1.10 L/s (61%)

[e3

Bronchial Provocation (Methacholine)

Base = Sp02: 99%

Wh (+), Cough (+): 1.25 mg/mL (SpO2: 97%)
PC20: 1.25 mg/mL (SpO2: 97%)



> 5 Years
FEV1 or
Classification ST Days Nights PEF* % PEF
asstticatio EP Symptom Symptom Predicted Variability (%)
Normal
Severe persistent 4 Continual Frequent <60 >30
Moderate persistent 3 Daily > 1wk >60~ <80 >30
. . >2/wk
> ~
Mild persistent 2 but <1 time/day >2/mo >80 20~30
Mild intermittent 1 <2/wk <2/mo >80 <20
Differences in classification of asthma severity
GINA2006

JPGL2008

Stepl: Intermittent

* Symptoms less than several times a year
* Brief exacerbation

Step2: Mild persistent

- Symptoms less than once a week

+ Normal daily life

Step3: Moderate persistent

+ Symptoms more than once a week

- Sometimes, moderate or severe attack
Step4: Severe persistent

+ Symptoms daily

- Moderate or severe attack more than several times a week

+ Troubles in daily life

Stepl: Intermittent

- Symptoms less than once a week

+ Nocturnal symptoms not more than twice a month
Step2: Mild persistent

+ Symptoms more than once a week

+ Nocturnal symptoms more than twice a month
Step3: Moderate persistent

+ Symptoms daily

+ Nocturnal symptoms more than once a week
Step4: Severe persistent

+ Symptoms daily

+ Frequent exacerbations

+ Frequent nocturnal symptoms

JPGL 2008: Japanese Pediatric Guidelines for the Treatment and Management of Asthma 2008, GINA 2006: Global

Initiative for Asthma 2006
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Alternative reliever treatments include inhaled anticholinergics, short-acting oral pp-agonists, some long-acting po-agonists, and short-acting
theophylline. Regular dosing with short and long-acting Bo-agonist is not advised unless accompanied by regular use of a inhaled




Patients should start treatment at the step most appropriate to the
initial severity of their asthma. Check concordance and reconsider
diagnosis if response to treatment is unexpectedly poor.

Inhaled short-acting
Pz agonist as required

Add inhaled steroid
200-400meg/day*
(other preventer drug
if inhaled steroid
cannot be used)
200mcg Is an
Appropriate starting
dose for many patients

Start at dose of
inhaled steroid
appropriate to severity
of disease.

1. Add inhaled long-acting
P= agonist (LABA)

2. Assess control of asthma:

+ good response to LABA -

continue LABA

+ benefit from LABA but
control still inadequate

-continue LABA and

increase inhaled steroid
dose so 400 mcg/day*

(if not already on this dose)

*no response to LABA

- stop LABA and increase

inhaled steroid to 400meg

/day*if control still inadequate
institute trial of other therapies,
Leukotriene receptor antagonist

Increase inhaled steroid
up to 800 mcg/day*

Use daily steroid tablet
in lowest dose providing
adequate control

Maintain high dose inhale
steroid at 800 meg/day*

Refer to respiratory
paediatrician

STEP 5

arsk theaphylline

Continuo uent
uze of oral cteroids

Perzistent poor control
Initial add-on therapy »

Regular preventer therapy

Mild Intermittent asthma * BDP or equivalent

TREATMENT

SYMPTOMS

Fig. Summary of stepwise management in children aged 5~ 12 years (British guideline on
the management of asthma. A national clinical guideline. revised June 2009).

Table. Long-term asthma management (6~ 15 years), JPGL 2008.

Stepl Step2 Step3 Stepd
Basic Symptomatic therapy Ics piv] ICS
(FFor EDF 100 giday ) { FFor BDF 100200 2 iday ) ( FF or BDF 200- 400 1 g fday )
o plus one of more
+LTRA +LTRA
andior - Bustained — release theophyline [po.
-DECG -DECG
- Long-acting A2 - agonists
(tape or po.or LABA mhalation |
or
SFC{ 100200 - 2 iday ) only
Additional +LTRA Suztamed —releaze theophylline (po | plus one or more Glueocorticostaroids (p.o.)
andior -LTRA | Bhort term, consideration |
« DECG - Sustsined - releasa theophyline { p.o) Hospitslization at & madics] mstitution
+ DECG leemzideration)
- Long-acting 8 2 - agonists
{tap2 or p.oor LABAinhslation |

o
SFC { 50100- 100200 1 £ fay ) only

LTRA Leukoinsne receptor antagonist
There are sntiallergic drugs such = histamine H1 antagonists and Th cytokine inhibitor other than LTTRA

DECG  Disodim cromoglyeats

ICS  Inhaled corticostervids

FF ‘Fhiticasome propionats

BDP  Beclomethasone dipropicnate

LABA TLongacting A2 - agonists

SFC  Sametsral and Sudeasone propionate combinaton

%] &: Inhaled corticosteroid
Intranasal steroid
Antihistamine
Immunotherapy, SCIT

Antibiotics (2 A]&)
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W FAFL WS 59 FTATF S 450/mm’, IgE 145 IU/mL, Mycoplasma pneumoniae IgM 3.6

MAST 7 Abell A D.farinae 2+, D.pteronysinus 2+, milk 2+, Egg 1+

XA of|Z 25 (Asthma Predictive Index, API) (Nelson. Textbook of Pediatrics. 18™. 2008:954)
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- Specificity 97%, positive predictive value 77% for persistent asthma in to later childhood



Patients should start treatment at the step most appropriate to the
initial severity of their asthma. Check concordance and reconsider
diagnosis if response to treatment is unexpectedly poor.

Inhaled short-acting
Bz agonist as required

Mild Intermlttent asthma

Add inhaled steroid
200-400mcg/day*

or leukotriene receptor
antagonist if inhaled
steroid cannot be used.

Start at dose of inhaled
steroid appropriate to
severity of disease.

Regular preventer therapy

J

SYMPTOMS

In those children taking
inhaled steroids 200-400
mcg/day consider
Addition of leukotriene
Receptor antagonist.

In those children taking
a leukotriene receptor
antagonist alone
Reconsider addition of
an inhaled steroid
200-400 mcg/day.

In children under 2years
consider proceeding to
step 4.

STEP 3

Initial add-on therapy
J

* BDP or equivalent

Refer to respiratory
paediatrician.

Perciztent poor control

-

t Higher nominal doses may be required if drug delivery is difficult

TREATMENT

Fig. Summary of stepwise management in children less than 5 years (British guideline on
the management of asthma. A national clinical guideline. revised June 2009).

Table. Long-term asthma management (<2 years)

Step 3

Step 4

Step 1 Step 2
Basic No necessary LTRA
(symptomatic and/or
therapy)

Additional LTRA
and/or

DSCG
@Q~4

DSCG (2~4 times/day) "

ICS (FP or BDP)
50 1 g/day,

plus one or more
BIS 0.25 mg/day)

times/day)

ICS (FP or BDP
100 1« g/day, BIS
0.25~0.5 mg /day)

LTRA

DSCG (2~4 times/day) ™

B 2-agonists (tape or p.o.)

Sustained-release theophylline*
(consideration) (6 months <)
(serum conc. 5~ 10 x g/mL)

ICS (FP or BDP
150~200 1 g/day, BIS
0.5~1.0 mg /day)
plus one or more

LTRA

DSCG (2~4 times/day)
B 2-agonists (tape or p.o.)

Sustained-release theophylline*

(consideration) (6 months <)
(serum conc. 5~10 s g/mL)

*Be careful, i necessary, + 3 2-agonists (0.05 ml~0.1 ml).
For steps 3 and 4, it would be better to be done by the pediatricians having speciality for allergy. LTRA: Leukotriene
receptor antagonist, DSCG: disodium cromoglycate. ICS: inhaled corticosteroids, FP: fluticasone propionate, BDP:
beclomethasone dipropionate, BIS: budesonide inhalation suspension.
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