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DEFINITION

e Asthme chez I'’enfant (10 %)

* Role de l'allergie (25%) dans
I'augmentation de frequence
— ATOPIE ( allergie immédiate, mediee par

les anticorps IgE spécifiques, inflammation,
effets aigus de mediateurs actifs sur les
vaisseaux sanguins)

— Quatrieme probleme de sante publique
mondial




country

FRANCE
BELGIUM
ENGLAND
HOLLAND
ITALY

SPAIN

NUMBER
14000
6000
12500
(100/00
6000
16000

WHEEZING
14,8 %

16 %

27 %

20 %

9%

22 %

ASTHMA
5 %

4%
7.8%

4,5 %
4%

4,1%

RHINITIS
29 %
23 %
27 %
22 %

15 %
14 %




COUNTRY

DANEMARK
FINLAND
FRANCE

ENGLAND
GERMANY
ITALY
SWEDEN
PORTUGAL

NUMBER N°® STUDIES

527 1
7961 3
1
1

8425 (6-7Y)
15245 (12-15Y)
53746 7
27646 3
5912 2
2435
595

PREVALENC
=
5,3 %

2,5—9,0
6—38
10—18
0—14
4,7—10,6
7,7—8,5

4,0—7,1
6,6




» L'asthme = bronchospasme recurrent ou
persistant, toux, dyspnee

 Signes et symptomes réversibles
spontanément ou par traitement spécifique
— histoire d’atopie (mere, dermatite atopique,

césarienne)
— facteurs stimulants connus (allergene, air froid et
sec, effort...)

» Sl le tableau est inaugural, si 'anamnese est
iInhabituelle, si la réponse au traitement est

décevante » DIAGNOSTIC DIFFERENTIEL




LE BRONCHOSPASME

« TRES FREQUENT (30 % AVANT 2 ANS) , PIC
ENTRE 2 ET 6 MOIS

e« LE DIAGNOSTIC DIFFERENTIEL CHEZ
L’ENFANT PLUS AGE EST MOINS
COMPLIQUE




Définition physiopathologique et
fonctionnelle

 Inflammation bronchique

e |nstabilité fonctionnelle




Gravité de I'asthme

e 75 % des enfants ont un asthme leger
e 20 % un asthme modére

5% un grave (41 % des frais inami)

— Consensus de traitement
e De la crise
e Du traitement de fond : anti-inflammatoires
e Traitement de I'asthme a |'effort




IMPORTANCE DE LA
PHYSIOLOGIE RESPIRATOIRE

« DIAMETRE BRONCHIQUE FAIBLE

» VICARIANCE ALVEOLAIRE (NBRE
PORES)

« PREDOMINANCE DU DIAPHRAGME

OBSTRUCTION
PERIPHERIQUE

>
OBSTRUCTION = zA ENFANT =/=
CENTRALE ; ADULTE




Facteurs de risque

* Deux facteurs généraux

* Trois facteurs « spécifiques »




L’ANAMNESE

» Evaluation des facteurs de risque

 Anamnese familiale (mere), position dans
la fratrie, mode de naissance...




L'EXAMEN

LE RYTHME RESPIRATOIRE
UAUSCULTATION
_LA_PERCUSSION

LA COLORATION

Les donnnées biométrigues




— Atopie
(sensibilisation et
allergie clinique)

— Allergenes
(alimentaires,
pneumallergenes)

— Maladie des
mugueuses et de la
peau

— >40 % des enfants
avec dermatite
atopique
developpent de
I'asthme (étude
ETAC)




allergies




Reflux gastro-oesophagien




REFROIDISSEMENT
ET ASSECHEMENT

AGITATION
MECANIQUE

L’'OSMOLALITE DES
FLUIDES
BRONCHIQUES




5
_HE
< =
= U
< _1
Z O
VI
@)




« AIR FROID E




« MINIMUM DE 6 (A 10

MIN) D’EXERCISE




« ELEVATION DES RESISTANCES
(GROS TRONCS) > DE 40 %

« CHUTE DES DEBI

S (PE

ES

VOIES) > DE 20 % (VEMS, MEF

25,50,75)

« ELEVATION DU VOLUME RESIDUEL
ET DE LA CAPACITE RESIDUELLE
FONCTIONNELLE




PERIODE

REFRACTAIRE




PERIODE

REFRACTAIRE




CEHILDF T P ASTHRM A : THAGNOSES, TREATREMNT AT MANNACEREMNT
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« ECHAUFFEMENT SEQUENTIEL

« CROMOGLYCATE DE SODIUM
AVANT L'EFFORT (DOSE

FONCTION DU PATIENT)

« BETAMIMETIQUES
— A COURTE DUREE D’ACTION

— A LONGUE DUREE D'ACTION
(PROTECTION DE 12 HEURES)




Quelles questions en medecine
scolaire ?
Exposition allergénique ?
Présence d’'un reflux ?

Asthme a l'effort ?

ROle d’allergenes a I'école (enfants ayant
des animaux a la maison, moisissures,
animaux a I'école ?)

Problemes a la gymnastigue ou au sport
Quid de la natation ?









‘. Recommended Asthma Medications
Step 2: Children

Severity Daily Controller Other Options (in order
Medications of cost)

Step 2 * |nhaled « Sustained-release
Mild glucocorticosteroid |theophylline, or

Persistent |{100 — 400 ug
budesonide or
equivalent)

» Cromone, o

* Leukotriene modifier

Reliever Medication: Rapid-acting inhaled [3,- agonist prn, not more
than 3-4 times a day. Once control is achieved and maintained for at
least 3 months, gradual reduction of therapy should be tried.




Recommended Asthma Medications
Step 3. Children

| Severity

Daily Controller Medications | Olher Options (in order of cost)

| Step 3:
 Moderate
| persistent

» Inhaled glucocorticosteroid | - Inhaled glucocoricosteroid (= 800 pg

( 400 — 800 pg budesonide budesonide or equivalent) plus
or equivalent) sustained-release theophylline, or

« Inhaled glucocorticosteroid (= 800 pg
budesonide or equivalent) plus long-
acting inhaled p.- agonist, or

 Inhaled glucocoricosteroid at higher
doses (> 800 pyg budesonide or
equivalent), or

» Inhaled glucocorticosteroid (< 800 pg

budesonide or equivalent) plus
leukotriene modifier

Reliever Medication: Rapid-acting inhaled .- agonist prn, not more
than 3-4 times a day. Once control is achieved and maintained for at
least 3 months, gradual reduction of therapy should be tried.




Recommended Asthma Medications
Step 3. Children

| Severity

Daily Controller Medications | Olher Options (in order of cost)

| Step 3:
 Moderate
| persistent

» Inhaled glucocorticosteroid | - Inhaled glucocoricosteroid (= 800 pg

( 400 — 800 pg budesonide budesonide or equivalent) plus
or equivalent) sustained-release theophylline, or

« Inhaled glucocorticosteroid (= 800 pg
budesonide or equivalent) plus long-
acting inhaled p.- agonist, or

 Inhaled glucocoricosteroid at higher
doses (> 800 pyg budesonide or
equivalent), or

» Inhaled glucocorticosteroid (< 800 pg

budesonide or equivalent) plus
leukotriene modifier

Reliever Medication: Rapid-acting inhaled .- agonist prn, not more
than 3-4 times a day. Once control is achieved and maintained for at
least 3 months, gradual reduction of therapy should be tried.
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“ Recommended Asthma Medications
.. Step 4: Children

Severity Daily Controller Medications Other Options
Step 4 * Inhaled glucocorticosteroid

Severe ( > 800 pg budesonide or
persistent equivalent)

+ plus one or more of the following,
if needed:

- sustained-release theophylline
- Leukotnene modifier

- Long-acting inhaled B-- agonist
- Oral glucocorticosteroid

Reliever Medication: Rapid-acting inhaled [3.- agonist prn, not more
than 3-4 times a day. Once control is achieved and maintained for at
least 3 months, gradual reduction of therapy should be tried.




Fexiciter potentiellerdes corticeides Inhales
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Effets anti-inflammatoires (thérapeutiques)

Adapted from Brand; Eur.Respir.J. 2001;17:287-294




SUMMARY OF

STEPWISE

MANAGEMENT IN

CHILDREN LESS

5 YEARS

STEP 4: PERSISTENT POOR CONTROL

Refer to respiratory paediatrician

STEP 3: ADD-ON THERAPY

In children aged 2-5 years consider irial of

R ‘ leukotriene receptor antagonist -

In children under 2 years consider proceeding to step 4

STEP 2: REGULAR PREVENTER THERAPY

Add inhaled steroid 200-400 pg/day*!
or leukotriene receptor antagonist
if inhaled steroid cannot be used

— -

Start at dose of inhaled steroid appropriate to severity of disease

STEP 1: MILD INTERMITTENT ASTHMA

Inhaled short acting B, agonist as required

*BDP or equivalent
'Higher nominal doses may be required if drug delivery is difficult

British guideline on the management of asthma. Thorax 2003, 58




STEP 5: CONTINUOUS OR FREQUENT USE OF ORAL STEROIDS

Use daily steroid tablet in lowest dose providing adequate control
Maintain high dose inhaled steroid at 800 ng/day*

Refer to respiratory paediatrician

SUMMARY OF

STEP 4: PERSISTENT POOR CONTROL

Increase inhaled steroid up to 800 pg/day*
STEPWISE

STEP 3: ADD-ON THERAPY

MANAGEMENT | . Add inhaled long acting B, agonist (LABA)

. Assess control of asthma:
- good response to LABA — continue LABA
- benefit from LABA but control still inadequate — continue LABA and
increase inhaled steroid dose to 400 ng/day* (if not already on this dose)
CH I LDREN AGE i i = no response to LABA — stop LABA and increase inhaled steroid to
- 400 ug/day.* If control still inadequate, institute trial of other therapies,
e.g. leukotriene receptor antagonist or SR theophylline

STEP 2: REGULAR PREVENTER THERAPY
5-12 YEARS ﬁ Add inhaled steroid 200-400 pg/day*

(other preventer drug if inhaled steroid cannot be used)
200 ug is an appropriate starting dose for many patients

l Start at dose of inhaled steroid appropriate to severity of disease |

STEP 1: MILD INTERMITTENT ASTHMA

Inhaled short acting B; agonist as required

*BDP or equivalent

British guideline on the management of asthma. Thorax 2003, 58



















