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Review of GINA asthma guidelines 
in stable adult asthma
RuTh mORROw

A
sthma affects over 470,000 people in Ireland. 7.1% 
of Irish adults have asthma (www.asthmasociety.
ie accessed 6th August 2013). In 2013, one person 
continues to die from asthma in Ireland every week 
despite advances in knowledge of the mechanisms 

of asthma and pharmacology. Asthma is a condition that can be 
treated effectively and most patients can obtain good control 
through optimal use of their medication and appropriate 
management plans. Optimally controlled asthma includes:
•	 little or no use of reliever inhaler
•	 no night-time or daytime symptoms
•	 productive physically active lives
•	 near normal lung function
•	 avoidance of serious attacks 

(GINA, 2012)

This article seeks to review the recently updated asthma 
guidelines for general practice: Asthma Control in General 
Practice Adapted from the GINA Global Strategy for Asthma 
Management & Prevention (2012). The focus of this article is on 
stable adult asthma.

Signs and symptoms 
The symptoms of asthma include wheezing, coughing, 

shortness of breath and chest tightness following exposure 
to allergens. These symptoms are variable and usually 
troublesome at night or early morning. Patients may present 
with one, two, three or all four symptoms. Some patients may 
also present with colds that “go to the chest” or take more than 
10 days to clear.

diagnosis
The diagnosis of asthma is made by the patient’s symptoms 
and medical history with the measurement of lung function 
using spirometry (GINA, 2012). 

If the patient has a history of any of the following then 

asthma should be suspected:
•	 cough which is worse at night
•	 recurrent wheeze
•	 recurrent difficulty breathing
•	 recurrent chest tightness

Symptoms are variable and may occur or worsen in a season-
able pattern. The patient may also have eczema and hayfever. 
A positive family history of asthma or other atopic conditions 
may also be present. The patient may describe their symptoms 
becoming worse when exposed to certain trigger factors. 
These may include animal dander, aerosol chemicals, changes 
in temperature, dust mite, exercise, pollen, respiratory infec-
tions (viral), smoke and emotion. The list of possible trigger 
factors can be lengthy and it may take the patient some time 
before they can identify their trigger factors. 

Spirometry is the preferred method for measuring airflow 
obstruction with reversibility to establish a diagnosis of asthma. 
An increase in FEV1 of 12% or 200mls fifteen minutes after 
inhaling a bronchodilator demonstrated airflow limitation con-
sistent with asthma (GINA, 2012). However, not all patients with 
asthma will have reversibility and repeated tests are advised.

Peak flow measurements can be used if the patient is unable 
to perform spirometry and are very useful as a monitoring and 
educational tool for patients. An improvement of 60l/min or 
greater than 20% post bronchodilator or a greater than 20% 
in diurnal variation (with twice daily readings, more than 10%) 
suggests a diagnosis of asthma (GINA, 2012).

Measure of allergic status (IgE, RAST, skin allergy tests) can be 
useful in identifying risk factors. The presence of allergies, ec-
zema and allergic rhinitis increase the probability of a diagnosis 
of asthma.

Challenges to the diagnosis of asthma include:
•	 Cough variant asthma – some patients have chronic cough 

which occurs at night. Evidence of lung function variability 
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treatment steps and patients may move up or down the steps de-
pending on symptoms and the amount of reliever therapy being 
used (see Table 2). Inhaled glucocorticosteroids are the corner-
stone of asthma treatment and are the most effective controller 
medications available (see Table 3). However, there are additional 
medications such as leukotriene receptor antagonists which can 
be added on, and are very useful in patients who have an allergy 
component to their asthma. These medications are also licensed 
for use in allergic rhinitis, a condition which a significant number 
of people with asthma also have. Newly diagnosed patients who 
are not yet on medication should be commenced on Step 2 or 
Step 3 depending on severity of symptoms (GINA, 2012). Patients 
who do not reach an acceptable level of control at Step 4 can 
be considered to have difficult to treat asthma and should be 
referred to a respiratory specialist for management. 

and airway hyper-responsiveness are important to determine 
the presence or absence of asthma.

•	 Exercise induced bronchoconstriction – for some patients, 
physical activity may be the only trigger for asthma. An 8 
minute running challenge can confirm an asthma diagnosis.

•	 Asthma in the elderly can be difficult to determine as there 
are several complicating factors such as poor perception of 
symptoms, reduced expectations of mobility and activity 
and the possibility of other conditions such as COPD, heart 
failure, lung cancer, and TB to mention but a few. 

•	 Occupational asthma requires a defined history of occupa-
tional exposure to sensitizing agents, an absence of asthma 
symptoms prior to employment and a documented relation-
ship between symptoms and the workplace. The patient 
should be asked to maintain a peak flow diary while at work 
and while away from work to help determine the diagnosis. 
The opinion of an occupational respiratory physician should 
be sought.

classification of asthma by level of control
Table 1 illustrates levels of asthma control and the future risk of 
exacerbations, instability, decline in lung function and side ef-
fects. All patients should be assessed and their level of control 
established. In general, good clinical control of asthma leads to 
reduced risk of exacerbations (GINA, 2012). There are a number 
of well validated tools available which can assist the practice 
nurse in assessing asthma control such as the asthma Control 
Test (www.asthmacontrol.com)

management of asthma
All patients should be assessed to establish their treatment regi-
men and that they are on the appropriate control for their level. 
This may mean either increasing or decreasing their treatment. 
However, before any changes are made to the patient’s regimen, 
inhaler technique and concordance with medication should be 
established (GINA, 2012). Each patient is assigned to one of five 

A. ASSeSSmeNT Of cuRReNT clINIcAl cONTROl (PRefeRAbly OveR 4 weeKS)

chARAcTeRISTIc cONTROlled
(All of the following)

PARTly cONTROlled
(Any measure present)

uNcONTROlled

daytime symptoms None (twice or less/week) More than twice /week

Three or more features of 
partly controlled asthma*†

limitation of activities None Any

Nocturnal symptoms/awakening None Any

Need for reliever/rescue 
treatment

None (twice or less/week) More than twice /week

lung function (Pef or fev1)‡ Normal <80% predicted or personal best 
(if known)

One in any week†

exacerbations None One or more per year*

B. ASSeSSmeNT Of fuTuRe RISK (RISK Of exAceRbATIONS, INSTAbIlITy, RAPId declINe IN luNG fuNcTION, SIde effecTS)

Features that are associated with increased risk of adverse events in the future include:
Poor clinical control, frequent exacerbations in the past year*, ever admission to critical care for asthma, low FEV1, exposure to 
cigarette smoke, high dose medications.

* Any exacerbation should prompt review of maintenance treatment to ensure that it is adequate
† By definition, an exacerbation in any week makes that an uncontrolled asthma week
‡ without administration of bronchodilator, lung function is not a reliable test for children 5 years and younger

Complete control of asthma is commonly attained with treatment, the aim of which should be to achieve and maintain control for 
prolonged periods with due regard to safety of treatment, potential for adverse effects, and cost.
The Asthma Control Test (ACT) is a useful tool for patients to check their level of control at home. For further information see 
www.asthmacontroltest.com and www.asthmasociety.ie.

Table 1: Assessing the level of asthma control (GINA, 2012)

Patients should 
be offered self-
management plans 
with instructions on 
how to adjust their 
medications in response 
to worsening symptoms 
and/or worsening PefR.



fl utiform® (FLUTICASONE PROPIONATE AND FORMOTEROL FUMARATE) PRESSURISED INHALATION SUSPENSION. 
Prescribing Information Ireland. Please read the Summary of Product Characteristics before prescribing.
Presentation: Pressurised inhalation suspension, in a pressurised metered dose inhaler (pMDI), containing fl uticasone propionate and 
formoterol fumarate dihydrate at strengths of 50 µg/5 µg, 125 µg/5 µg or 250 µg/10 µg per actuation. Indications: Regular treatment 
of asthma where the use of a combination product (inhaled corticosteroid and long-acting ß2-agonist) is appropriate: For patients not 
adequately controlled with inhaled corticosteroids and ‘as required’ inhaled short-acting ß2-agonist (SABA), or for patients already 
adequately controlled on both an inhaled corticosteroid and a long-acting ß2-agonist (LABA). fl utiform 50 µg/5 µg and 125 µg/5 µg 
per actuation are indicated for use in adults and adolescents 12 years and above. fl utiform 250 µg/10 µg per actuation is only 
indicated for use in adults. Dosage and administration: For inhalation use. The patient should be shown how to use the inhaler 
correctly by a physician or other healthcare professional. Patients should be given the strength of fl utiform containing the appropriate 
fl uticasone propionate dose for their disease severity (note that fl utiform  50 µg/5 µg per actuation is not appropriate in patients with 
severe asthma). The appropriate strength should be taken as two inhalations, twice-daily (normally in the morning and evening) and 
used every day, even when asymptomatic. fl utiform  should not be used in children under 12 years. Prescribers should be aware that 
in asthmatics, fl uticasone propionate is as effective as some other inhaled steroids when administered at approximately half the total 
daily microgram dose. Total daily dose can be increased if asthma remains poorly controlled by administering a higher strength inhaler. 
Appropriate doses of the ß2-agonist and inhaled corticosteroid (ICS) in separate inhalers, or the ICS alone, should be prescribed if a 
patient requires doses outside the recommended dose regimens. Patients should be assessed regularly and once asthma is controlled, 
treatment should be reviewed and stepped down to the lowest effective dose, or an ICS alone. It is extremely important to regularly 
review patients as their treatment is stepped down. ICSs alone are fi rst line treatment for most patients. fl utiform is not intended for 
initial treatment of mild asthma. For patients with severe asthma the ICS therapy should be established before prescribing a fi xed-dose 
combination product. Patients on fl utiform must not use an additional LABA. An inhaled SABA should be taken for immediate relief 
of asthma symptoms arising between doses. The AeroChamber Plus® spacer device is recommended in patients who fi nd it diffi cult 
to use inhalers; re-titration should always follow the introduction of a spacer device. Patients should be advised to contact their 
prescriber when the fl utiform dose indicator is getting near zero.Contra-indications: Hypersensitivity to any of the active substances 
or excipients. Precautions and warnings: fl utiform should not be used for the fi rst treatment of asthma, to treat acute asthma 
symptoms or for prophylaxis of exercise-induced asthma. It should not be initiated during an exacerbation, during signifi cantly 
worsening or acutely deteriorating asthma, and should not be stopped abruptly. Patients should use their fl utiform maintenance 
treatment as prescribed, even when asymptomatic. If a patient experiences serious asthma-related adverse events or exacerbations, 
they should continue treatment but also seek medical advice. Patients should be reviewed as soon as possible if there is any indication 
of deteriorating asthma control. In the case of sudden and progressive deterioration, which is potentially life-threatening, an urgent 
medical assessment should be carried out.  Use with caution in patients with: pulmonary tuberculosis; quiescent tuberculosis; fungal, 
viral or other infections of the airway; thyrotoxicosis; pheochromocytoma; diabetes mellitus (consider additional blood sugar controls); 
uncorrected hypokalaemia; predisposition to low levels of serum potassium; impaired adrenal function (monitor HPA axis function 
regularly) ; hypertrophic obstructive cardiomyopathy; idiopathic subvalvular aortic stenosis; severe hypertension; aneurysm or other 
severe cardiovascular disorders. There is risk of potentially serious hypokalaemia with high doses of ß2-agonists or concomitant 
treatment with ß2-agonists and drugs that can induce or potentiate a hypokalaemic effect. Particular caution is recommended in 
unstable or acute severe asthma and other conditions when the likelihood for hypokalemia adverse effects is increased. Monitoring of 
serum potassium levels is recommended during these circumstances. Formoterol may induce prolongation of the QTc interval. Caution 
must be observed when treating patients with existing prolongation of QTc interval. fl utiform should be discontinued immediately if 
there is evidence of paradoxical bronchospasm. Systemic effects with an ICS may occur, particularly at high doses for prolonged periods 
or when combined with potent CYP3A4 inhibitors, but are less likely than with oral corticosteroids. Use of a spacer device may also 
cause an increased systemic exposure. Increased exposure can be expected in patients with severe hepatic impairment. Prolonged 

treatment with high doses of corticosteroids may result in adrenal suppression and acute adrenal crisis, particularly in adolescents and 
children or potentially as a result of trauma, surgery, infection or rapid dose reduction. Patients should be advised that fl utiform contains 
a small amount of ethanol; however this negligible amount does not pose a risk to patients. fl utiform is not recommended in children 
under 12 years of age. Interactions: Caution is advised in long-term co-administration with strong CYP3A4 inhibitors (e.g. ritonavir, 
atazanavir, clarithromycin, indinavir, itraconazole, nelfi navir, saquinavir, ketoconazole and telithromycin); co-administration should be 
avoided if possible. Ritonavir in particular should be avoided, unless the benefi ts outweigh the risks of systemic side-effects. Caution is 
advised with use of non-potassium sparing diuretics (e.g. loop or thiazide), xanthine derivatives, glucocorticosteroids, L-Dopa, 
L-thyroxine, oxytocin, alcohol or other adrenergic drugs. There is an increased risk of arrhythmias in patients receiving concomitant 
anaesthesia with halogenated hydrocarbons. Hypokalaemia may increase the risk of arrhythmias in patients being treated with digitalis 
glycosides. Concomitant use of ß-adrenergic drugs can have a potentially additive effect. Extreme caution should be taken when using 
formoterol fumarate with drugs known to prolong the QTc interval, such as tricyclic antidepressants or MAOIs (and for two weeks 
following their discontinuation), as well as antipsychotics (including phenothiazines), quinidine, disopyramide, procainamide and 
antihistamines. Concomitant use of an MAOI or a similar agent, such as furazolidone or procarbazine, may precipitate hypertensive 
reactions. ß-blockers and formoterol fumarate may inhibit the effect of each other. ß-blockers may produce severe bronchospasm in 
asthma patients, and they should not normally be treated with ß-blockers including those that are used as eye drops to treat glaucoma. 
Under certain circumstances, e.g. as prophylaxis after myocardial infarction, cardioselective ß blockers could be considered with caution 
Pregnancy and lactation: fl utiform is not recommended during pregnancy. It should only be considered if benefi ts to the mother 
outweigh risks to the foetus. It is not known whether fl uticasone propionate or formoterol are excreted in breast milk; a risk to the 
breast feeding infant cannot be excluded. A decision should be made on whether to discontinue breastfeeding or discontinue/abstain 
from fl utiform. Side-effects: Potentially serious side-effects: hyperglycaemia; depression; aggression; behavioural changes 
(predominantly in children); paradoxical bronchospasm; agitation; vertigo; palpitations; ventricular extrasystoles; angina pectoris; 
tachycardia; hypertension; dyspnoea; peripheral oedema; Cushings Syndrome; adrenal suppression; growth retardation; cataract and 
glaucoma; hypersensitivity reactions and QTc interval prolongation. Please consult the SPC for details of non-serious side-effects and 
those reported for the individual molecules. Legal category: POM Package quantities: One inhaler containing 120 actuations 50 
µg/5 µg, 125 µg/5 µg, 250 µg/10 µg Marketing Authorisation numbers: PA 1688/13/1-3 Marketing Authorisation holder: 
Mundipharma Pharmaceuticals Limited, Millbank House, Arkle Road, Sandyford, Dublin 18, Ireland. Member of the Mundipharma 
Pharmaceutical Group. For medical information enquiries, please contact info@mundipharma.ie
Date of preparation: January 2013 

Reference:
1. fl utiform Summary of Product Characteristics

® FLUTIFORM is a registered trademark of Jagotec AG, and is used under licence.
® AEROCHAMBER and AEROCHAMBER PLUS are registered trade marks of Trudell Medical International. 
© 2012 Mundipharma Pharmaceuticals Limited.

Adverse events should be reported. Reporting forms and information can be found at 
http://www.imb.ie/EN/Safety--Quality/Online-Forms/Human- Medicine-Adverse-Drug-Reaction.aspx 
Adverse events should also be reported to Mundipharma Pharmaceuticals Limited 
on 01 206 3800/1800 991830 (outside offi ce hours).

IRE/FL-12042

A  P O W E R F U L  P A R T N E R S H I P

NEW

fluticasone propionate/formoterolfl utiform is indicated for the regular treatment of asthma in adults and adolescents (12 years and over),
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Rapid onset* and
long lasting effi cacy**

COMBINATION

Modern aerosol device with 
a patient-facing dose counter1
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Modern aerosol device with 
a patient-facing dose counter
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* Open label study, signifi cant increase in FEV1 5 mins after dosing (p=o.oo1) (Aalbers et al: Onset of Bronchodilation
with fl uticasone/formoterol combination versus fl uticasone/salmeterol in an open-label, randomised study; Adv Ther 2012)
** 6-12 month open label study, signifi cant improvement in spirometric secondary endpoints vs baseline (Mansur et al,
Long Term Safety and Effi cacy of fl uticasone/formoterol combination therapy in Asthma; JAMP -Vol 25, No0, 2012 p1-10)

NEW

50/5 µg   125/5 µg   250/10 µg

The NEW asthma 
maintenance treatment
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Ongoing monitoring is essential to maintain control and 
establish the lowest dose of medication for optimal control. If 
asthma is not controlled, treatment should be stepped up. If 
partly controlled, consider stepping up. If asthma is controlled for 
at least 3 months, consider stepping down treatment. The goal of 
treatment is to be on the least amount of medication to maintain 
optimal control. 

Patients should be offered self-management plans with 
instructions on how to adjust their medications in response to 
worsening symptoms and/or worsening PEFR. An example of a 
self-management plan is available on www.asthmasociety.ie

Non-pharmacological management of asthma includes 
management of trigger factors, smoking cessation, 
management of obesity and annual influenza vaccination. 
Identification and management of allergic rhinitis, sinusitis and 
nasal polyposis is required as the presence of these conditions 
may exacerbate asthma. Also, the management of gastro-
oesophageal reflux can exacerbate asthma and symptoms may 
improve when reflux is corrected. Hormones can also play a 

significant role in asthma control. Some patients will experience 
worsening of their asthma symptoms pre-menstrually or during 
menstruation. During pregnancy, asthma control may improve, 
disimprove or stay the same as pre-pregnancy. 

Inhaled glucocorticosteroids in asthma
Inhaled glucocorticosteroids are the cornerstone of asthma 
treatment. Table 3 outlines the treatment options available to 
patients.

All patients with asthma should be monitored and assessed 
at frequent intervals. Table 4 illustrates the management 
approach based on control.

conclusion
This article has reviewed the updated Asthma Control in 
General Practice Adapted from the GINA Global Strategy for 
Asthma Management & Prevention (2012). The diagnosis and 
management of stable asthma in adults has been discussed 
from a primary care perspective. 

Step 1: As-needed reliever medication

As-needed reliever medication only is reserved for:
•	Untreated	patients	with	occasional	daytime	symptoms	of	cough/
wheeze/dyspnoea occurring twice or less/week, lasting only a few hours
•	Patients	who	are	asymptomatic	between	episodes,	with	normal	FEV1
•	Patients	with	no	nocturnal	wakening
For the majority of patients a rapid-acting inhaled β2-agonist is the rec-

ommended reliever treatment (evidence A). An inhaled anticholinergic, 
short-acting oral β2-agonist, or short-acting theophylline may be consid-
ered as alternatives, but they have a slower onset of action and a higher 
risk of side effects (evidence A). when symptoms are more frequent, 
and/or worsen periodically, patients require regular controller medica-
tion (Step 2 or higher) in addition to as-needed reliever medication.

Step 2: As-needed reliever medication plus a single controller

Step 2 is the initial treatment for most treatment-naïve patients with persistent asthma symptoms. All newly diagnosed patients should be 
reviewed within 2–4 weeks after treatment initiation.

A low-dose inhaled glucocorticosteroid (ICS) is recommended as the 
initial controller treatment for asthma patients of all ages (Evidence A). 
Alternative controller medications include leukotriene modifiers (Evi-
dence A) appropriate for patients unable/unwilling to use ICS, or who 
experience intolerable side effects such as persistent hoarseness from 

ICS. Sustained-release theophylline has only weak anti-inflammatory 
and controller efficacy (Evidence B), is commonly associated with side 
effects and is not recommended for routine use as initial or first-line 
controllers in Step 2. Cromones have comparatively low efficacy, though 
a favourable safety profile (Evidence A).

Step 3: As-needed reliever medication plus one or two controllers

The recommended option for children older than 6, adolescents and 
adults is to combine a low dose of ICS with an inhaled long-acting 
β2-agonist, either in a combination inhaler or as separate components 
(evidence A). Due to the additive effect of this combination, the low 
dose of ICS is usually sufficient, and need only be increased if control is 
not achieved within 3–4 months with this regimen (evidence A). 
If a combination inhaler containing formoterol and budesonide is se-
lected, it may be used for both rescue and maintenance. This approach 
has been shown to result in reductions in exacerbations and improve-

ments in asthma control in adults at relatively low doses of treatment 
(evidence A).
Another option, for both adults and children, is to increase to a medium-
dose ICS (evidence A). For patients of all ages use of a spacer device is 
recommended to improve delivery to the airways, and reduce systemic 
absorption (evidence A).
Another option at Step 3 is to combine low-dose ICS with leukotriene 
modifiers (evidence A) or alternatively the use of slow-release theophyl-
line at low dose may be considered (evidence B).

Step 4: As-needed reliever medication plus two or more controllers

The selection of treatment at Step 4 depends on prior selections at 
Steps 2 and 3. The order in which additional medications should be 
added is based upon evidence of their relative efficacy in clinical trials. 
where possible, patients not controlled on Step 3 should be referred to 
a health professional with expertise in the management of asthma for 
investigation of alternative diagnoses and/or causes of difficult to-treat 
asthma.
The preferred treatment at Step 4 is to combine a medium – or high 
dose ICS with a long acting inhaled β2-agonist. However, in most 
patients, the increase from a medium – to a high-dose ICS provides 
relatively little additional benefit (evidence A). The high dose is recom-
mended only on a trial basis for 3 to 6 months when control cannot 

be achieved with a medium-dose ICS combined with a longacting β2-
agonist and/or a third controller (e.g. leukotriene modifiers or sustained 
release theophylline evidence B).
At medium and high doses, twice-daily dosing is necessary for most but 
not all ICS (evidence A). with budesonide, efficacy may be improved 
with more frequent dosing (four times daily evidence B).
Patients who do not reach an acceptable level of control at Step 4 can 
be considered to have difficult-to-treat asthma. These patients may have 
an element of poor glucocorticosteroid responsiveness and may require 
higher doses of ICS. There is no evidence to support continuing these 
high doses of ICS beyond 6 months. It is uncommon that patients are 
completely resistant to glucocorticosteroids.

Step 5: As-needed reliever medication plus additional controller options

Addition of oral glucocorticosteroids to other controller medications 
may be effective (evidence D) but is associated with severe side effects 
(evidence A) and should only be considered if the patient’s asthma re-
mains severely uncontrolled on Step 4 medications with daily limitation 
of activities and frequent exacerbations. Patients should be counselled 

about potential side effects. Addition of anti IgE treatment has been 
shown to improve control of severe allergic asthma when control has 
not been achieved on combinations of other controllers including high 
doses of inhaled or oral glucocorticosteroids (evidence A).

Table 2: Treatment steps (GINA, 2012)
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eSTImATed eqIPOTeNT dAIly dOSeS Of INhAled cORTIcOSTeROIdS fOR AdulTS

drug low daily dose (µg): 
up to..

medium daily dose (µg): 
up to..

high daily dose (µg): 
up to..

beclomethasone dipropionate – hfA 200 500 1000

budesonide 400 800 1600

ciclesonide 160 320 1280

fluticasone propionate 250 500 1000

mometasone furate 200 400 800

•	The	doses	above	are	guidelines	only	and	may	vary	with	delivery	device.	Check	manufacturer’s	recommendations.
•	The	principle	is	to	establish	the	minimum	effective	controlling	dose	in	each	patient,	as	higher	doses	may	not	be	more	effective	
and are likely to be associated with greater potential for adverse effects.
Most of the benefit from inhaled steroids is achieved in adults at relatively low doses i.e. equivalent to 400µg of budesonide but 
there is marked Individual variation and many patients will require higher doses to achieve full therapeutic benefit.

Table 3: Inhaled glucocorticosteroids for asthma (GINA, 2012)

further reading
Asthma Control in General Practice Adapted from the GINA 
Global Strategy for Asthma Management & Prevention, 2012, 
Irish College of General Practitioners
Global Initiative for Asthma, 2012, Pocket Guide for Asthma 
Management and Prevention (For Adults and Children over 5 
Years)

mANAGemeNT APPROAch bASed ON cONTROl

for children Older Than 5 years, Adolescents and adults

level of control Treatment Action

Controlled Maintain and find lowest controlling step

Controlled partly Consider stepping up to gain control

uncontrolled Step up until controlled

Exacerbation Treat as exacerbation

• Asthma education
•	Environmental	control
•	If	step-up	is	being	considered	for	poor	symptom	control,	check:
 – Inhaler technique
 – Medication compliance
 – Confirm symptoms are due to asthma

 STeP dOwN  TReATmeNT OPTIONS  STeP uP

STeP 1 STeP 2 STeP 3 STeP 4 STeP 5

As needed rapid-acting
β2-agonist

As needed rapid-acting β2-agonist

cONTROlleR 
OPTIONS

SelecT ONe SelecT ONe TO STe P 3 TRe ATmeNT 
SelecT ONe OR mORe

TO STeP 4 
TReATmeNT Add 
eITheR

low-dose inhaled 
ICS 

low-dose ICS plus long-
acting
β2-agonist

Medium – or high-dose ICS
plus long-acting β2-agonist

Oral 
glucocorticosteroid
(lowest dose)

leukotriene 
modifier
Anti-IgE treatment

Medium – or high-dose

low-dose ICS plus
leukotriene modifier

low-dose ICS plus sustained
release theophyline

leukotriene modifier

Sustained
release theophylline Anti-IgE treatment

lABAs should always be used in association with inhaled glucocorticosteroid

Recommended treatment (shaded boxes) based on group mean data. Individual patient needs, preferences and circumstances (including 
costs) should be considered

Table 4: management approach based on control.
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