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Deéfinition de

I'asthme
® chronique voies
respiratoires
® bronchigue
® VOI€es respiratoires

e completement réversible
* spontanément ou avec traitement
® — episodes de dyspnee
sifflante avec toux



Asthma: 1990 - 2000
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@ BLEC 1 Epidémiologie : science Plus récemment, deux grandes enquétes  malaisée. Car la distinction entre facteurs
qui étudie la fréquence, la répartition et internationales ont mis en évidence ladis- de causalité et facteurs aggravants est
les déterminants d’une maladie dans les tribution extrémement hétérogéne de  particuliérement délicate, pour cette

t . t d . t

populations. Appliquée a 'asthme, elle  cette maladie au niveau mondial. Maisen  maladie multifactorielle dans laquelle
fournit depuis trente ans des chiffres de  ce qui concerne lidentification des déter-  entrent en jeu aussi bien des facteurs
@ L I t. d .

un mal de’
@ All over the day . 1 >
_ civilisation :
(day and night)?

Pourquoi 'asthme augmente-t-il ? Une certitude : le coupable est a recher-
cher dans environnement. Faut-il incriminer la pollution, les acariens, les
sollens, les allergénes animaux... ? Fouillant au plus profond des change-
I 8

ments de mode de vie, les épidémiologistes réfutent peu a peu bien des idées
recues. Et dégagent de nouvelles pistes d’investigation.




Asthma attack: highly surprising. Is it
true?

of the most common is
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more to blame

The Economics of Asthma Permissive Hypercapnic Ventilation

Coustryand  Prevalense Dirost Indiract peapi p 750m : hau
year of data n1990  medicalcasts’  costs the z i » live DAVID V. TUXEN

Time 1997

Intensive Care Unit and Hyperbaric Service, Alfred Hospital, Prahan, Victoria, Australia
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Asthma in CH

SAPALDIA: 7% in adults;
SCARPOL: 10% in children
Costs USA: 2000 a 15000 $/pt/yr

Costs CH : 1.2 mia CHF/yr; 2602
CHF/pt;

Stable asthma 1770.-; unstable asthma
4227 .-

(Scuz et al Eur Respir J 1999; 13: 281) (Jonsson B. Asthma’s impact
on society Dekker 2000; 251)



7 Organisation Mondiale de la Santé
"deflmt I”’éducation thérapeutique du patient
comme suit:

« F , qu il puisse acquenr
‘ avo:r—fmre adequaf A _fm d arriver @ un eqml:bre |
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malade et a sa famille
soignants. »

fahon do:t aussi permeﬁre S
de mieux collaborer avec les



Asthma self-management

« Asthma education is essential to help

patients acquire adequate motivation

and skill to manage their disease »
National asthma education programme USA 1991

- patient empowerment
- éducation thérapeutique



Lung Biology in Health and Disease Volume 113

Executive Ecitor: Claude Lenfant

Self-Management
of Asthma

1998

edited by

Harry Kotses
Andrew Harver
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CH: 7% des adultes: 10% des enfants
(SAPALDIA, SCARPOL)

www.ginasthma.org



% experiencing symptom once a month or more
Price D, et al. Asthma J 1999; 4: 74-78
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Plan d’action pour le traitement de I'asthme

1., Mrne—hile: __Médecin: B; \ S} \'L%’ pove = - — 0 Sthme:

ke = NV

VAFEUR DE PEAK—FLOV\‘I: Mgtic?nzn{;sa Tk an:ti_te_’_} ‘ M/olment d(e) la Pfﬁ: q u e I S m e S Sag es ?
o : zzk%_ML Acp[ O &8 ﬂ

; ) _&J__ 1 & 2 inhalations en réserve

le Cow‘*
@ Evitez les facteurs déclenchant vos crises d’asthme. :

0 Eeslsssssses |« Utiliser un plan d’action
VALEUR DE PEAK-FLOW  Médicaments Quantité Moment de la prise personnaIiSé et écrit

entre et 1)Doublez:

. Soichide &—)\ﬁm ESCERA  * Importance du sulvi:

2) Continuez:
Toux légere, souffle un peu 2y v ‘rtc Lty ; S @R S

our m  Zertee dep |y 00 1) comment vous dormez?
réveils nocturnes occasionnels. S Sncs
7Zone Jaune Attentlon' 0SiPeak-F\owendessousde___—fiPasselenzﬁ?range- 2) Comment Se passe nt

e Emportez toujours avec vous votre

court, quelques sifflements, :
T \.__ 1a2inhalations %' _enréserve ____
VALEUR DE PEAK FLOW Médicaments Quantité Moment de la prise o 7 . ", s
bl VOS journées? (activités
°./o S % de la meilleure \faleur) > Continuez:_-g. — = h ab Itu e I I eS)

Toux importante, souffle trés
court, oppression dans la

poitrine, nuits trés perturbées. ;mﬁew en réserve 3) ressentez-vous de Ia
toux, de la géne a

Zone Orange: Danger! ® Peak-Flow 3 fois par jour, si en dessous de : passez en Zone Rouge.
VALEUR DE PEAK-FLOW Médicaments Quantité re S p | r e r’)
en dessous de B \)Prenezz __ = = oighalgHonsSieReien 0
: toutes les 5 minutes
si nécessaire
% de. la memeure valsur)

éensétlon d'étouffement, B @92 ° VO t re p ea k fl OW?

manque d‘air au repos, peme @ 2) Appelez immédiatement:

parler. i
votre médecin (

Zone Rouge: Aleﬁe! S5 ou, en son absence, le Centre d’Urgence (N° 144)

Division de Pneumologie et Division d’Enseignement Thérapeutique pour Maladies Chroniques de Geneve (HUG)

Division de Pneumologie du CHUV et de la Policlinique Médicale Universitaire de Lausanne M I I le Parl I le ntl er 076 390 1388
ASTRA ZENECA soutient la recherche et la formation continue O 2 7 603 8 1 68




Réseau de santé: asthme

meédecins de
premier
recours 37
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spécialistes 7
pharmaciens
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Ungontinuous Asthma : n = 34 (45%)
18.4 +11.5 years (1-35)

Continuous Asthima: n =42 (55%)
16.5 + 12.4 years (1-57)

A dyration : 15.6|+ 20.5 years |(1-72)




@ January-February

O March-April

B May-June
O July-August
O September-October

O November-December
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Spared costs (n=66)

* |Indirect costs:

526 work days x 385.-* = 202.510.-

* Direct costs:

164 hospital days x 1000.-* = 164.000.-
Total = 366.510.-

« Spared costs/patient = 5553.-
( *Data Office Fédéral de la Statistigue Neuchatel)



Respiratory Medicine (2005) 99, 355-362
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Asthma outpatient education by multiple
implementation strategy. Outcome of a programme
using a personal notebook
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Asthma self-management: 4 well proven
components

Figure 23-1 Components of asthma education.
Written Action Plan

Self Monitoring Medical Review

Information

Cochrane data base 2003 et 2005



What Is the evidence In favour of
self management education?
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Autonomie du
patient

Asthmatiques eux-mémes
—

Infirmiere / |
coordinatrice Centre d
e entre de
N, —__ pneumologie
Pharmacien / D
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Asthma: mortality in CH

1990: 366 deaths
1999: 200 deaths
2004: 122 deaths

Magic pill?

Office Féderal de la statistique Neuchatel



Progression of asthma pharmacotherapy

ICS treatment Salbutamol

High use of Introduced Introduced
short-acting 1972 1968
B,-agonists
1975 _ g
S et
V4 Combination
1980= I 4 f products
mmm l'Creased useo introduced
A —N ICS
. ‘.
Yy s 2010
igﬁ%ch of 1995 omalizumab
long-acting
B,-agonists

B Bronchospasm Inflammation B Remodelling



Todesursachenstatistik
Ursachen der Sterblichkeit 2005 und 2006

Statistique des causes de déces
Causes de mortalité en 2005 et 2006

Statistica delle cause di morte
Cause di mortalita 2005 e 2006



OF Statistique: mortalité de 'asthme en

Suisse

Année Homme femme Total SIDA h SIDA f Total

mortalité
CH: 5/10°

mortalité

CH: 2/10°
USA: 3.9/10°*

mortalite
CH: 1.4/10°

www.bfs.admin.ch

Diminution de la
mortalité de
'asthme: 68% !

Quid des maladies
cardiovasculaires?

Quid des cancers?




mortalité de 'asthme: médicament ou
éducation Thérapeutique (ET)?
CONCLUSION

Education thérapeutique: efficace et
efficiente

Progres medicamenteux
(thérapeutiques)
Perspectives



Asthme : svp Il faut quitter
I'approche pompier

Asthmatics: 56% > 5
nights with symptoms
before hospitalisation

Blainley D 1991
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Tattersfield A et al. Exacerbation of asthma: a descriptive study of 425 severe

Exacerbation. The FACET international study group.
Am J Respir Crit Care Med 1999; 160: 594







Les hospitaliers et 'autisme

Journal of Asthma, 46:974-979, 2009 H

Copyright © 2009 Informa Healthcare USA, Inc. !\gﬁg{!ma
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REVIEW ARTICLE

Inhaled Corticosteroids Should Be Initiated Before Discharge from t
Emergency Department in Patients with Persistent Asthma

TimoTHY H. SELF, PHARM.D.,1'* JENNIFER D. TWiLLA, PHARM.D.,!
MAEGAN L. RoGERs, PHARM.D.,! AND MARK J. RUMBAK, M.D.2

"University of Tennessee Health Science Center, Methodist University Hospital, Memphis, Tennessee, USA
*Division of Pulmonary and Critical Care Medicine, University of South Florida, Tampa, Florida, USA

National and International Guidelines concur that inhaled corticosteroids (ICS) are the preferred long-term maintenance drug therapy for mild
persistent asthma for all ages. For moderate and severe persistent asthma, ICS are essential to optimal management, often concurrent with other
key therapies. Despite strong evidence and consensus guidelines, ICS are still underused. While some patients who are treated in the emergency
department (ED) have intermittent asthma, most have persistent asthma and need ICS for optimum outcomes. Failure to initiate ICS at this critical
juncture often results in subsequent lack of ICS therapy. Along with a short course of oral corticosteroids, ICS should be initiated before discharge
from the ED in patients with persistent asthma. Although the NIH/NAEPP Expert Panel Report 3 suggests considering the prescription of ICS on
discharge from the ED, The Global Initiative for Asthma (GINA) 2008 guidelines recommend initiation or continuation of ICS before patients are
discharged from the ED. The initiation of ICS therapy by ED physicians is also encouraged in the emergency medicine literature over the past decade.
Misdiagnosis of intermittent asthima is common; therefore, ICS therapy should be considered for ED patients with this diagnosis with reassessment in
follow-up office visits. To help ensure adherence to ICS therapy, patient education regarding both airway inflammation (show airway models/colored
pictures) and t s i . d i d iyi i i ¢
essential. Lack of initiation of ICS with appropriate patient education before discharge from the ED in patients with persistent asthma is common but
unfortunately associated with continued poor patient outcomes.




ATS/ERS Task Force on Asthma Severity and
Control for Clinical Trials

Eur Respr J 2008, 32: 545-554
DOE 10.1183/09031936 00155307
Copyright> B8S Journals L 2008

PERSPECTIVE

A new perspective on concepts of asthma
severity and control

D.R. Taylor, E.D. Bateman, L-P. Boulet, H.A. Boushey, W.W. Busse, T.B. Casale,
P. Chanez, P.L. Enright, P.G. Gibson, J.C. de Jongste, H.A.M. Kerstjens,

S.C. Lazarus, M 2 = e i - 3

P.J. Sterk, S.W.

sewenzelandl  An Official American Thoracic Society/European
Respiratory Society Statement: Asthma Control
and Exacerbations
Standardizing Endpoints for Clinical Asthma Trials and Clinical Practice

Helen K. Reddel D. Robin Taylor, Eric D. Bateman, Louis-Philippe Boulet, Homer A. Boushey, William W. Busse,
Thomas B. Casale, Pascal Chanez, Paul L. Enright, Peter G. Gibson, Johan C. de Jongste, Huib A. M. Kerstjens,
Stephen C. Lazarus, Mark L. Levy, Paul M. O'Byrne, Martyn R. Partridge, lan D. Pavord, Malcolm R. Sears,
Peter |. Sterk, Stuart W. Stoloff, Sean D. Sullivan, Stanley ). Szefler, Mike D. Thomas, and Sally E. Wenzel,

on behalf of the American Thoradc Society/European Respiratory Society Task Force on Asthma

Control and Exacerbations

THE JONT STATEMENT F THE AMERICAN THORACIC SOCIETY AND EUROPEAN RESPIRATORY SOCIETY WAS AFFROVED BY THE A'TS Boarp
oF DirecTors on Marcu 13, 2000 anp gy THE ERS Execunve CosmaatTer oN Novesmerr 27, 2008,

Taylor DR ef al, ERJ 2008; 32:545-554.
Reddel HK, et al, ARJCCM 2009:180:59-99.




Asthme: une maladie sous-

diagnostiquee

Journal of Asthma, 46:995-1000, 2009
Copyright © 2009 Informa Healthcare USA, Inc.
ISSN: 0277-0903 print / 1532-4303 online
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ORIGINAL ARTICLE

Modifiable Risk Factors for Asthma Morbidity in Bronx Versus Othe
Inner-City Children

KAREN WARMAN, M.D. M.Sc..!** ELLEN JOHNSON SILVER, PH.D..! AND PAM R. Woobp, M.D.2

' Department of Pediatrics, Albert Einstein College of Medicine/Children’s Hospital at Montefiore, Bronx, New York, USA
*University of Texas Health Sciences Center at San Antonio, Department of Pediatrics, San Antonio, Texas, USA

Background: Bronx children have higher asthma prevalence and asthma morbidity than other US children. Objective: To compare risk factors for
asthma morbidity present in Bronx children with those of children from other US inner-city areas. Methods: Cross-sectional, multi-state study of
1772 children ages 5-11 yrs. old with persistent asthma. Parental responses to the Child Asthma Risk Assessment Tool for 265 Bronx children are
compared with those of 1507 children from 7 other sites (1 Northeast, 2 South, 2 Midwest, 2 West). Results: Bronx children were significantly more
likely to be sensitized to reported aeroallergens in their homes than were children from the other sites (86% vs. 58%: p = .001). More Bronx parents
reported household cockroaches (65% v 20%: p < .001), mice (42% v 11%: p < .001), and rats (7% v 3%; p < .001); using a gas stove to heat the
home (20% v 9%; p < .001); and visible mold (48% v 253%: p < .001). Bronx parents were more likely to report pessimistic beliefs about controlling
asthma (63% v 26%: p = .001) and high parental stress (48% v 37%: p = .01). Conclusions: Compared with other inner-city children with asthma,
Bronx children are more likely to be exposed to household aeroallergens to which they are sensitized and have poor housing conditions. Their parents
are more likely to report low expectations for asthma control and high levels of psychological stress. Interventions that address these 1dentified needs




Enfants du Bronx

Prevalence de 'asthme: 5% vs 9%

Enfants du Bronx: > 2x +
d’hospitalisations



n =265 versus 1517 de
villes moy. aisées des EU

TaBLE 1.—A comparison of Bronx vs. other sites” results for the 9 domains of risk for asthma morbidity and selected domain items.

Percentage of Bronx Percentage of other sites’

Domains of risk for asthma respondents with respondents with 05% confidence
morbidity (and selected iteins] high risk (range) high risk (range) p value Odds ratio interval
PMild sensitized to aero-allergens at home*

2. Home environmental exposures
Household cockroaches
Household mice
Household rats
Using gas stove to heat home
Visible mold on walls
/isible mold on walls, ceilings or windowg

4.63
.62
1.57
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Rugs in living room
3. Pessimistic asthma attitudes
4. High parental stress
- IVTCdTCalio O1=d TENnee
. Environmental tobacco smoke
. Concerns about child’s behavior
. Child responsible for medications
. Sub-optimal medical care
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