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asthm a and who have fa iled  to assess the severity  of 
asthm a adequately.

Only a  sm all percentage of patien ts presenting  with 
acute severe asthm a w ill fa il to respond to all the 
m easures ou tlined  above and these patien ts m ay  need 
in tu b a tio n  and v en tila tion  as a life-saving procedure.

A lthough  patien ts w ith  severe attacks o f asthm a m ay 
be sym ptom atically  be tte r w ith in  m inu tes and hours o f 
in stitu ting  a p p ro p ria te  treatm ent, it often  takes m any 
days o f treatm ent to achieve com plete reversib ility  
o f  airw ays obstruction . Tw ice daily  m o n ito ring  of 
peak  flow ra te  o r FE V 1/FV C , and pulse ra te  during  
the  recovery p e rio d  w ill be  th e  m ost accurate  m eans 
o f assessing progress.

Interval Therapy

T h e  object o f  in terval therapy  o f asthm a is to keep 
the  pa tien t asym ptom atic and  to keep pu lm onary  
function  as close to  norm al as possible. T h is should 
be  achieved w ith  the least am oun t o f drugs possible. 
In  som e patien ts regu lar use o f a d ry  aerosol w ill be 
all th a t is requ ired , w hereas o thers m ay need m ore 
intensive “round-the-clock” drug therapy  including 
inhaled  and o ra l corticosteroids. As asthm a is a 
fluctuating condition , therapy  needs con tinual ad just
m ent to cope w ith exacerbations and rem issions. The 
use o f  a d ia ry  card  kep t by an  in telligent patient, 
com bined w ith  serial m easures o f peak flow ra te  o r 
F E V 1/FV C , enable us to follow  the  p a tte rn  o f asthm a 
in any ind iv idual p a tien t and to regulate his therapy  
accordingly. P rec ip ita ting  factors m ust be avoided 
w herever possible. It m ust be em phasized that such 
op tim um  in terval th erap y  requ ires fu ll p a tien t co
o p era tio n  and th is can only be achieved if  the  patien t 
is educated about his disease, and is w illing to  cooperate.

D esensitiza tion  to allergens plays a  little  ro le  in the 
overall m anagem ent o f m ost asthm atics b u t m ay  be 
im portan t in  a few  carefully  selected patien ts w ith 
specific allergies.

PH Y SIO TH ERA PY

W hat is th e  ro le  o f the  physio therap ist in  asthm a? 
She is, in  m y view , a v ita l person  in the trea tm en t o f 
th e  asthm atic  patient. N o t only should  she deliver wet

aerosolized  b ronchodilato rs, and help  the patient 
cough and clear secretions, bu t she should  have a ni to 
in help ing  to educate patien ts abou t th e ir  disease 
the use o f their various drugs, particu larly  b r o n r ^  
dilators. H e r  ro le in  com forting  and reassuring h 
p a tien t w ith  severe asthm a in the hosp ital setting m 
no t be underestim ated  and she can m ake a real c o m ' 1 

b u tio n  in th is area. I t  is now  w ellknow n that vigorori' 
chest physio therapy  is dangerous during  severe asthrrf 
and is seldom  requ ired  betw een attacks. G entle ne 
cussion and tipp ing  m ay be  of som e value in  patient' 
w ith  excessive secretions associated w ith complicatin 
bronchiectasis. B reath ing  exercises in them selves are of 
lim ited  value bu t p rov ide  a basis fo r inter-reaction 
betw een p a tien t and th erap ist w hich leads to increased 
p a tien t confidence. T he p hysio therap ist should bp 
fam ilia r w ith  the  W rig h t’s Peak F lo w  M eter and the 
V ita log raph  and she should  use these routinely  to 
assess th e  results of the  b ro n ch o d ila to r therapy  she is 
adm in istering  to he r patient.

D E A T H  FR O M  ASTH M A

A lthough  death  fro m  asthm a was thought to be un
com m on at th e  tu rn  o f the  century  it is now  widelv 
accepted that no t only does death  occur from  asthma 
b u t th a t in  m any cases th is m ay be preventable. One 
o f  the strik ing  featu res w hich has been emphasized 
recently  is how  inadequate  the  assessm ent and treat
m ent o f asthm a has been in m any patien ts dying of 
asthm a. Im provem ent in  assessm ent and  treatm ent of 
patien ts w ith  acute asthm a and im provem ent in inter
val m anagem ent o f the m any  asthm atics in o u r popu
la tio n  w ill requ ire  education  o f doctors, physio
therap ists and patients abou t the disease, and the 
p rov ision  o f  adequate  staff and facilities.

CONCLUSIONS

A sthm a is a com m on disorder. It produces a great 
deal o f suffering and a no t inconsiderable  m ortality. 
O ur understand ing  o f the condition  has advanced 
greatly  in  the  last decade, and the  benefit o f  our. im
proved  know ledge now  needs to be transla ted  into 
p a tien t care, n o t only in specialised units, bu t through
ou t all h ealth  care services.
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PHYSIOTHERAPY IN OBSTRUCTIVE AIRWAYS DISEASE
M ISS D. G A SK E L L, M.C.S.P.

T he physio therapy  techniques used in  the treatm ent 
of asthm a, chron ic  b ronch itis  and  em physem a are  very 
sim ilar, bu t th e ir app lication  in  the trea tm en t o f these 
diseases is to ta lly  different. F o r  th is reason  th e  diseases 
will be  dealt w ith  separately.

Asthma

Physio therapy  m ay be ordered  fo r  asthm a patien ts 
whose cond ition  will vary  from  the person in  status 
asthm aticus to som eone com pletely free  o f  asthm a at 
the tim e o f  treatm ent.

T he type o f p a tien t seen by physio therap ists in o u t
pa tien t departm ents w ill vary from  a young child  to 
the o ld er ind iv idual w ith  m ore chronic disease. I t  should 
no t be  necessary fo r  ou tpatien ts to a ttend  fo r long 
periods o f  treatm ent, since the  ro le  o f th e  p hysio thera

pist is to educate the p a tien t and h is relatives in how 
to  cope w ith  his condition  a t hom e. It m ay be necessary 
to  trea t the p a tien t subsequently  fo r  lim ited  periods o f  
tim e du ring  acute exacerbations, b u t if  th e  pa tien t has 
been correctly  tra ined  by the  physio therap ist, he  should 
be able to  cope on  his ow n fo r m ost of the  time.

T he aim s o f treatm ent a re  to achieve bronchodilata- 
tion , to rem ove any secretions p resent and to  teach the 
pa tien t how  to contro l his b reath in g  in various re
laxed positions. C hild ren  m ay req u ire  posture  exercises.

I t  is he lpfu l to assess patien ts before  and after 
physio therapy  by m eans o f a  peak flow m eter o r a 
V italography . M any ou tpatien ts w ill get a m easu rab le  
response to a b ronch o d ila to r given by m eans of a 
pressurised  aerosol, p rov id ing  they are  using  the device 
correctly. Patien ts w ho do no t get a good, response are 
frequently  using the device incorrectly  and it is impor-
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* for the physio therap ist to check on th is and, if 
tan ssary, to use a p lacebo aerosol to educate the 
netient in  the  correc t technique. T here  a re  a few  
*tien ts who seem to get a bette r response fro m  wet 
P a , u l i s a t i o n  and in these cases the prescribed broncho- 
!rlator can be delivered  by m eans o f  a sim ple nebuliser 

n off oxygen o r an  a ir  com pressor. (The H u dson  o r 
u jn ineb nebulisers are su itab le  fo r this.) I t  is no t 
,..-essary to deliver b ro n chod ila to rs by  m eans o f IPPB 

f o r  this group o f patien ts (W ebber et al. 1974).
\ la x im u m  b ro n ch o d ila tio n  w ill have been  achieved 

bout ten m inutes a fte r the  inhala tion  o f the  drug  and 
n a t i e n t s  w ith  secretions should be encouraged to  cough 
t this stage. M any  chronic asthm atics have secretions 

and benefit from  postura l d ra inage o r  a  m odified fo rm  
0f this com bined w ith basal expansion and chest 
shaking- It should be rem em bered th a t excessive cough
ing can increase airw ays obstruc tion  and th a t asthm a 
patients should n o t b e  forced to  cough unnecessarily.

It is im po rtan t to teach pa tien ts how to b reathe  when 
in respiratory distress; they  should  be  instructed  to  get 
•pto a relaxed p osition  (high side lying, fo rw ard  lean 
Jtting or kneeling, relaxed sitting  o r standing), and to 
do gentle d iaphragm atic  b reath ing  a t th e ir  ow n rate. 
Once they have  achieved a  m ore con tro lled  and co
ordinated p a tte rn  o f b reath ing , they  m ay then  be able 
to slow dow n th e ir  re sp ira to ry  rate . B reath ing  exercises 
alone will n o t alter the  resu lts o f pu lm onary  function  
tests in  asthm atic  pa tien ts; the  a im  is to  teach the 
patient to b reathe  w ith  the  m in im um  o f effort.

Patients w ith  severe asthm a w hich is no t responding 
to treatm ent m ay have to be adm itted  to hospital. 
Assessment is ex trem ely im p o rtan t and, if  possible, a 
peak flow chart should  be k ep t in o rd e r to m o n ito r 
the p a tien t’s progress. T he prescribed b ronch o d ila to r 
should be delivered  by m eans o f  a sim ple nebuliser. 
Occasionally IPPB can be used, a lthough it should 
only be considered if the  p a tien t is very exhausted  or 
is known to have particu la rly  large and tenacious plugs 
of sputum  as in  aspergillosis. T he in h ala tio n  is given in 
a sitting o r h igh side lying position.

Certain patien ts s ta rt to cough spontaneously  during  
the inhala tion  and once it is com pleted assistance can 
be given by gentle shaking to a lte rna te  sides o f  the 
chest in a sitting  o r  h igh side lying position . I f  the 
cough is no t productive, the  p hysio therap ist should no t 
persist in a ttem pts to  m obilise secretions, as th is will 
only aggravate bronchospasm . In  this situation , the 
patient should be m ade com fortab le  and encouraged 
p  breathe w ith the m in im um  of effort and the  trea t
ment repeated  fo u r hours later. U ntil b ronchod ila ta tion  
has been achieved, it is im possible to m obilise  the 
secretions and several treatm ents are  som etim es neces
sary befo re  the p a tien t is able to expectorate.

Once the p a tie n t’s condition  starts to im prove, those 
wth excessive secretions w ill benefit fro m  postu ra l 
drainage afte r use o f  the b ronchod ila to r. If  th e  pa tien t 
is dyspnoeic he  m ay  no t to le rate  th is  and it is better 
to treat h im  in a lte rn a te  side lying o r h igh side lying.

W hen th e  results o f pu lm onary  function  tests have 
improved and stabilised, the  nebu liser should  be d is
continued and the b ro n ch o d ila to r given by  m eans o f 
a pressurised aerosol. B efore discharge fro m  hospital, 
the physio therap ist should  ensure th a t th e  p a tien t and 
his relatives know  how  to m anage a t hom e.

It is very ra re  to  have to  in tubate  and  ven tilate  an 
asthma patien t, b u t if  the  P C 0 2 is ra ised  and pulsus 
paradoxus is present, it m ay be necessary to ven tilate  
such a p a tien t as a life-saving m easure. P hysio therapy  
has no ro le  to play in  the trea tm en t o f a p a tien t im m e
diately a fte r in tu b a tio n  as m anual hyperin flation  
(“bag-squeezing”) and shak ing  o f the  chest w ill only 
aggravate the  bronchospasm  (G orm ezano and
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B ranthw aite  1972). O nce b ro n ch o d ila ta tio n  has been 
achieved, gentle physio therapy  can be com m enced in 
o rd er to  m obilise  secretions. A  b ro n ch o d ila to r should 
be given before  physio therapy  and it is helpful to 
instil n o rm al sa line  in to  the endotracheal tube during  
treatm ent. In itia lly  the p a tien t should  be tu rned  onto 
a lte rna te  sides and gentle chest shaking perfo rm ed  on 
ex p ira tio n  in tim e w ith  the ven tilato r. If this does 
no t have a  detrim en tal effect, w hich  w ill be  show n by 
increased in sp ira to ry  pressure on  the  ven tilato r, m anual 
hyperin flation  can be  attem pted. If  any signs o f in 
creased bronchospasm  becom e apparen t, the  treatm ent 
m ust be  modified. O nce the  p a tien t has been extubated, 
treatm ent w ill be  continued as before.

Chronic Bronchitis

T he m ain  prob lem  in  chronic b ronch itis  is hyper
secretion  of m ucus and  the  p rim ary  a im  of physio 
therapy  is to assist th e  p a tien t in  clearance o f  his 
secretions. A s th e  disease progresses, th e  p a tien t m ay 
develop secondary em physem a and w ill requ ire  help  
w ith  con tro l o f  b reath ing . P hysio therapy  should be 
adjusted to cope w ith the  d o m inan t factor.

In  th e  early  stages o f th e  disease, these p a tien ts will 
be seen in o u tp a tien t departm ents and the m ain  aim  of 
physio therapy  is to teach  the  p a tien t how  to clear his 
secretions and to try  to increase h is exercise tolerance. 
If th e  p a tien t is dyspnoeic, positions o f re laxation  
w ith b reath in g  con tro l can be helpfu l and the p a tien t 
should  be taugh t how  to con tro l his b reath ing  when 
w alking u p h ill o r  on  stairs. As in asthm a, these patien ts 
should a ttend  fo r trea tm en t in  o rd e r to learn  how  to 
cope on th e ir ow n a t hom e and should on ly  a ttend 
subsequently  during  acute exacerbations o f  th e ir  disease. 
I f  the p h y sio therap ist is ab le to devote tim e to educat
ing these patients and th e ir re la tives in  how  to m aiiage 
at hom e, ra th e r than  trea ting  num erous chronic o u t
patien ts fo r  un lim ited  periods o f tim e, m uch will have 
been achieved.

I t  m ay be helpfu l to get an  o u tp a tien t to use a 
b ronch o d ila to r before  giving p o stu ra l drainage. I t  is 
im portan t to teach the pa tien t how  to clear his secre
tions each day a t hom e and to show  h im  how  to tip  
h im self tw ice daily. I f  the bed cannot be  tilted, a 
sim ple m ethod is to tie  a p ile  o f new spapers together 
and place p illow s over this; the  pa tien t can lie over 
this in  o rd e r to tilt the thorax. I f  relatives a re  w illing 
to  help, they should  be show n how  to percuss and 
shake th e  chest wall.

I t  is im p o rtan t fo r  patien ts w ith  chron ic  b ronchitis 
to  take  exercise, and a sim ple m eans o f doing th is is to 
give the  p a tien t a certain  d istance to walk o r a num ber 
o f sta irs to clim b each day and  to gradually  increase 
the  tim e and d istance: e.g. to w alk up  and dow n five 
steps fo r two m inutes and gradually  increase the  tim e 
and then  the distance (M cG avin  e t al, 1977).

P a tien ts w ho are  dyspnoeic should  be  taugh t b rea th 
ing con tro l as fo r  asthm a and it is im p o rtan t to teach 
con tro lled  rhy thm ical b reath in g  on  stairs and hills 
(e.g. ou t fo r two steps and in  fo r  oiie step).

T he m ain  aim  o f o u tp atien t physio therapy  is to 
educate the  p a tien t and his re la tives in hom e m anage
m ent. Long-term  trea tm en t is no t necessary, a lthough 
the p a tien t should be able to re tu rn  fo r  fu r th e r  tre a t
m ent if  a fresh  in fection  occurs.

Patien ts adm itted  to hosp ital w ith  acute exacerba
tions o f  chron ic  b ronchitis will req u ire  vigorous physio
th erap y  to  assist in rem oval u f  secretions. A lthough 
m any o f  them  m ay be suffering from  cor pulm onale, 
once a su itab le  m edical regim e has been established, 
this should  n o t be  a d e te rren t to giving postu ral d ra in 
age and m ost patien ts w ill to le ra te  this. I t  is often
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helpful to give a b ro n chod ila to r p r io r  to physio therapy 
and certa in  patien ts will benefit from  add itional 
hum idity . I f  the p a tien t has difficulty in m obilising  his 
secretions and  becom es exhausted during  physio therapy, 
it m ay be helpful to use I.P.P.B. during  postural d ra in 
age fo r  a  lim ited  period . M ost patien ts w ill be  able 
to m anage w ith a  m outhp iece bu t if they are  confused 
o r unco-operative , the use o f a  m ask m ay be necessary. 
If  a  m ask is used  and the p a tien t is sem i-com atose, it 
is im p o rtan t to ensure th a t the chest wall is m oving 
adequately, otherw ise C 0 2 can bu ild  up  in the mask. 
I t  is im p o rtan t to ad just the pressure  and  flow ra te  o f 
the  m achine correctly  in o rder to achieve chest wall 
m ovem ent. T he p a tien t can be given postural dra inage 
w hile I.P .P .B . is being used and the chest wall shaken 
on the ex p ira to ry  phase. T h is is o ften  very effective in 
the m ob ilisa tion  o f secretions. T reatm ents should  last 
ab o u t tw enty m inutes and be repeated  tw o-hourly  in i
tially. I f  the p a tien t does no t cough spontaneously, it 
m ay be necessary  to carry  ou t nasopharyngeal suction  
during  treatm ent. V igorous and effective physio therapy  
can often  preven t the  need fo r in tu b a tio n  of these 
patients.

On the ra re  occasions th a t such patien ts a re  in tubated  
and  ventilated , physio therapy , consisting o f  m anual 
hyperin flation  com bined w ith  chest shaking and  postural 
dra inage, should  be com m enced as soon as the p a tien t 
has stab ilised  on  the ven tilato r. T h e  a im  is to clear the 
secretions as quickly  as possible in o rder to avoid  
tracheostom y and  long-term  ventilation .

Emphysema

T he m ain  a im  o f physio therapy  fo r em physem a is to 
teach the  p a tien t a  m ore  co -ord inated  and contro lled  
p a tte rn  o f  b reath ing , to teach positions o f re laxation  
th a t he can use w hen dyspnoeic, to try  to increase 
exercise to lerance, a lthough  this will p robab ly  be 
lim ited, an d  to deal w ith  infections w hen they occur.

C ontrolled  d iap h rag m atic  b reath ing  w ith  relaxed ex
p ira tio n  should  be taugh t in h igh  side lying and  fo rw ard  
lean sitting; this can progress to the use o f  the u p rig h t 
position , and  eventually  the p a tien t should  b e  able to 
b reath e  in th is m anner when standing o r walking 
about, a lthough  this m ay take tim e. Som e em physem a
tous pa tien ts get a  certa in  am ount o f response from  a

bronch o d ila to r and, if  so, this should  be given bef0  

physio therapy. re
A  program m e o f g raduated  w alking should  be Worked 

ou t fo r each individual as fo r chron ic  bronchitis, 
an  em physem atous pa tien t will be lim ited  in’ th 
am oun t he  can do. V ery  severely disabled  patients a /  
som etim es helped  by a  h igh  w alking fram e and an 
oxygen cylinder can be a ttached  to it if  necessary.

M any em physem atous patien ts have problem s with 
bath ing  and dressing, and  advice fro m  an occupational 
th erap ist on  these aspects can be invaluable.

T he m ajo rity  o f em physem atous patien ts do no t have 
a  large am o u n t o f secretions and  these can usually be 
cleared by shaking the  chest wall in h igh  side lying 
o r lying flat on  a lte rna te  sides if  th e  pa tien t will 
to lerate  it. Because o f th e ir  flattened diaphragm s, the 
m ajo rity  o f em physem atous patien ts a re  unable to 
to le ra te  tipping. T h ere  is a  tendency fo r  them  to get 
a irw ay  shutdow n w hilst coughing w hich can sometimes 
resu lt in cough syncope; the  p a tien t should  be in
structed  to take an o th er b reath  in a fte r  every two or 
th ree  coughs. i

I f  a  p a tien t has difficulty in m obilising  his secretions*
I.P .P.B . com bined w ith chest shaking m ay be helpful’ 
bu t the in sp ira to ry  pressures should  be kep t lower than 
norm al and  it is con tra-ind icated  if  any large bullae 
a re  present.

In  conclusion, the ro le  o f  physio therapy  in the  treat
m ent o f obstructive  a irw ays disease is to educate the 
p a tien t and  his fam ily  in how  to m anage at hom e and 
to trea t any subsequent acute exacerbations th a t occur 
e ither in hosp ital o r  as a  short-term  outpatien t.
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new sletter and journal abstrac tion  service.

Subscrip tion  fees are  as follow s:—
M em bers R5,00 pe r annum  
Affiliate m em bers R2,50 pe r annum

Interested  persons should  contact:—
D r. N . B uchanan,
M etabolic  U nit,
B aragw anath  H ospital,
P .0 .0  Bertsham ,
Tvl. 2013.
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