
Asthma Management



Components of Asthma Management   

- Measures of Asthma Assessment &   
Monitoring

- Education for a Partnership in 
Asthma Care

- Control of Environmental Factors & 
Comorbid Conditions that affect Asthma

- Medications
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Other co-morbid factors

GERD
Rhinitis
Anxiety



ASTHMA SEVERITY

ASTHMA CONTROL

RESPONSE TO THERAPY

Regular Assessment and Monitoring



Clinical Control of Asthma

 No (or minimal)* daytime symptoms

 No limitations of activity

 No nocturnal symptoms

 No (or minimal) need for rescue medication

 Normal lung function

 No exacerbations
_________
* Minimal = twice or less per week



NOT Currently Taking Controllers

Level of severity is determined by both impairment and risk. Assess impairment by caregivers recall of previous 2-4 
weeks.

Step 3 and consider short course of 
oral system ic corticostero ids

Step 2Step 1Recom m ended Step for 
Initiating Therapy

(See figure 41a for
treatm ent steps.)

In 26 weeks, depending on severity, evaluate level of asthm a contro l that is 
achieved. If no clear benefit is observed in 46 weeks, consider adjusting 
therapy or alternative d iagnoses.

Extrem ely lim itedSom e lim itationM inor lim itationNone
Interference w ith 

norm al activity

Several times
per day

Daily
>2 days/week
but not daily

2 days/week

Short-acting
beta2-agonist use 

for sym ptom  
contro l (not 

prevention of EIB)

Consider severity and interval since last exacerbation.
Frequency and severity m ay fluctuate over tim e.

Exacerbations of any severity  m ay occur in patients in any severity category.

Exacerbations
requiring ora l 

system ic 
corticosteroids

Risk

Im pairm ent

>1x/week34x/m onth12x/m onth0
Nighttim e

awakenings

Classification of Asthm a Severity
(04 years of age)

Persistent

Com ponents of
Severity

2 exacerbations in  6 m onths requiring ora l system ic 
corticosteroids, or 4 wheezing episodes/1 year lasting

>1 day AND risk factors for persistent asthm a
01/year

Throughout
the day

Daily
>2 days/week

but not daily
2 days/weekSym ptom s

SevereM oderateM ildInterm ittent



NOT Currently Taking Controllers

Extremely limitedSome limitationMinor limitationNoneInterference with
normal activity

Step 1
and consider short course of
oral systemic corticosteroids

Step 3, medium-
dose ICS option

In 26 weeks, evaluate level  of asthma control that is achieved, and adjust therapy 
accordingly.

Step 3, medium-dose 
ICS option, or step 4

Risk
Exacerbations
requiring oral 

systemic 
corticosteroids

• FEV1/FVC <75%• FEV1/FVC = 7580%• FEV1/FVC >80%• FEV1/FVC >85%

• FEV1 <60% 
predicted

• FEV1 = 6080% 
predicted

• FEV1 = >80% 
predicted

• FEV1 >80% 
predicted

Lung function

2/year (see note)01/year (see note)

• Normal FEV1
between 
exacerbations

Several times
per dayDaily>2 days/week

but not daily2 days/week

Short-acting
beta2-agonist use for 
symptom control (not 

prevention of EIB)

Consider severity and interval since last exacerbation.
Frequency and severity may fluctuate over time for patients in any severity category.

Step 2

Classification of Asthma Severity
(511 years of age)

Impairment

Recommended Step for 
Initiating Therapy

(See figure 41b for
treatment steps.)

Persistent

Components of 
Severity

Relative annual risk of exacerbations may be related to FEV1.

Often 7x/week>1x/week but
not nightly34x/month2x/monthNighttime

awakenings

Throughout
the day

Daily>2 days/week but 
not daily

2 days/weekSymptoms

SevereModerateMildIntermittent



and consider short course of
oral systemic corticosteroids

Step  4 or 5Step 3
Step 2Step 1

Recommended Step
for Initiating Treatment

(See figure 45 for treatment steps.)
In 26 weeks, evaluate level of asthma control that is achieved and adjust therapy 
accordingly. 

• Normal FEV1
between 
exacerbations

Extremely lim itedSome lim itationMinor lim itationNoneInterference with 
normal activity

Several times
per day

Daily>2 days/week
but not daily, and 

not more than
1x on any day

2 days/weekShort-acting
beta2-agonist use for 
symptom control (not 

prevention of EIB)

2/year (see note)01/year (see 
note)

• FEV1 <60% 
predicted

• FEV1 >60% but 
<80% predicted

• FEV1 >80% 
predicted

• FEV1 >80% 
predicted

• FEV1/FVC
reduced >5%

• FEV1/FVC reduced 
5%

• FEV1/FVC normal• FEV1/FVC normal

Risk

Relative annual risk of exacerbations may be related to FEV1. 

Classification of Asthma Severity
12 years of age

Consider severity and interval since last exacerbation.
Frequency and severity may fluctuate over time for patients in any severity category.

Impairment

Normal FEV1/FVC:
819 yr 85%

20 39 yr 80%
40 59 yr 75%
60 80 yr 70%

Persistent
Components of Severity

Exacerbations
requiring oral 

systemic 
corticosteroids

Lung function

Often 7x/week>1x/week but
not nightly

34x/month2x/monthNighttime 
awakenings

Throughout the dayDaily>2 days/week but 
not daily

2 days/weekSymptoms

SevereModerateMildInterm ittent

NOT Currently Taking Controllers



Levels of Asthma Control

Characteristic Controlled
(All of the following)

Partly controlled
(Any present in any week)

Uncontrolled  

Daytime 
symptoms

None (2 or less / 
week)

More than 
twice / week

3 or more 
features of 
partly 
controlled 
asthma 
present in 
any week

Limitations of 
activities

None Any

Nocturnal 
symptoms / 
awakening

None Any

Need for rescue / 
“reliever” 
treatment

None (2 or less / 
week)

More than 
twice /  week

Lung function 
(PEF or FEV1)

Normal
< 80% predicted or 

personal best (if 
known) on any day

Exacerbation None
One or more / year      1 in any 

week



Assessing Asthma Control in Children 0 - 4 Years of 
Age

>3/year23/year01/year
Exacerbations 

requiring ora l system ic 
corticostero ids

Risk

Several tim es per day>2 days/week2 days/week

Short-acting
beta2-agonist use

for sym ptom  control 
(not prevention

of EIB)

Extrem ely lim itedSome lim itationNoneInterference w ith 
norm al activity

Medication side effects can vary in intensity from  none to very 
troub lesome and worrisom e. The leve l o f intensity does not 
corre late to specific leve ls of contro l but should be considered
in the overall assessm ent of risk.

Classification of Asthm a Control
(Children 04 years of age)

Im pairm ent

Com ponents of Contro l

Treatment-re lated 
adverse effects

>1x/week>1x/month1x/monthN ighttim e awakenings

Throughout the day>2 days/week2 days/weekSym ptom s

Very Poorly 
Contro lled

N ot W ell 
Contro lled

W ell 
Contro lled



Assessing Asthma Control in Children 5 -
11 Years of Age

Im p a irm e n t

2/yea r (see  no te )01 /yea rExacerba tions requ ir ing  
o ra l system ic  

co rtico ste ro ids

Lung  function

< 60%  p red ic ted /
pe rsona l best

6080%  p red ic ted /
pe rsona l best

> 80%  p red ic ted /
pe rsona l best

 FEV 1 o r peak flow

Eva lua tion  requ ires long -te rm  fo llow up.

M ed ica tion  side  e ffec ts  can  vary  in  in ten sity  from  none  to  ve ry  
troub lesom e and  w orrisom e. The  leve l o f in ten sity  does no t co rre la te  
to  spec ific  leve ls  o f con tro l bu t shou ld  be  conside red  in  the  ove ra ll 
a ssessm ent o f r isk .

T rea tm en t-re la ted  
adve rse  e ffects

Consider seve rity  and  in te rva l s ince  la st e xace rba tion

R isk

Seve ra l t im es pe r day> 2 days/w eek2  days/w eek

Sho rt-ac ting
be ta 2-agon ist use

fo r sym ptom  con tro l
(no t p reven tion  o f E IB )

Extrem e ly  lim itedSom e lim ita tionN oneIn te rfe rence  w ith
no rm a l ac tiv ity

C lass ifica tio n  o f A sth m a  C o n tro l
(C h ild re n  51 1  ye a rs  o f a g e )C o m p o n en ts  o f C o n tro l

Reduction  in  lung  g row th

< 75%7580%> 80% FEV 1/FVC

2x/w eek2x/m onth1x/m onthN igh ttim e
aw aken ings

Throughou t the  day
> 2 days/w eek  o r 

m u ltip le  tim es on
2  days/w eek

2  days/w eek bu t 
no t m ore  than  

once  on  each  day
Sym ptom s

V ery  P o orly  
C o n tro lled

N ot W e ll 
C o n tro lled

W ell C on tro lle d



Consider severity  and in terval s ince  last exacerbation

Evaluation  requ ires long-te rm  fo llowup care

M edication  side effects  can vary in  in tensity  from  none to  very 
troub lesom e and w orrisom e. The leve l o f in tensity  does not co rre la te to  
specific leve ls o f con tro l but shou ld  be  considered in  the  overa ll 
assessm ent of risk .

Treatm ent-re la ted adverse  
effects

Progressive loss o f lung 
functionR isk

Validated Questionnaires

2/year (see  note)

Throughou t the  day> 2 days/w eek2 days/w eekSym ptom s

Im pairm ent

3–4
N/A
15 

1–2
1.5
1619 

0
0.75*
20

ATAQ
ACQ
ACT

< 60%  pred icted/
personal best

6080%  pred icted/
personal best

> 80%  pred icted/
personal best

FEV 1 or peak flow

Several tim es pe r day> 2 days/w eek2 days/w eekShort-acting  beta2-agon ist use 
for sym ptom  contro l (not 
prevention  o f E IB)

01/year
Exacerbations

Classification  o f A sthm a Contro l
(Youths 12 years of age and  adu lts)

Com ponents of Contro l

Extrem ely lim itedSom e lim itationNoneInte rfe rence w ith  norm al 
activ ity

4x/week13x/week2x/m onthN ighttim e aw aken ing

Very Poorly
Contro lled

N ot
W ell-Contro lledW ell-Contro lled

Assessing Asthma Control in Youths 12 Years of Age &

Adults





Asthma Control Questionnaire (ACQ)



Asthma Control Questionnaire (ACQ)



Asthma Control Test



Childhood Asthma Control Test



Childhood Asthma Control Test



Asthma Control Test (ACT)

 For adults and children ≥12 yr : An ACT score 
of ≥20 indicates a child with well-controlled 
asthma, a value of 16-19 indicates not well-
controlled asthma, and ≤15 indicates very 
poorly controlled asthma

 Childhood ACT (C-ACT, for children 4-11 
yr): A score ≥20 indicates well controlled, 13-
19 indicates not well controlled; and ≤12 
indicates very poorly controlled. 



Component 4:  Asthma Management and Prevention Program

Reliever Medications
Component 4:  Asthma Management and Prevention Program

Reliever Medications

 Rapid-acting inhaled β2-agonists

 Systemic glucocorticosteroids

 Anticholinergics

 Theophylline

 Short-acting oral β2-agonists

 Rapid-acting inhaled β2-agonists

 Systemic glucocorticosteroids

 Anticholinergics

 Theophylline

 Short-acting oral β2-agonists



Component 4:  Asthma Management and Prevention Program

Controller Medications
Component 4:  Asthma Management and Prevention Program

Controller Medications

 Inhaled glucocorticosteroids

 Leukotriene modifiers

 Long-acting inhaled β2-agonists

 Systemic glucocorticosteroids  

 Theophylline

 Cromones

 Anti-IgE, Anti-IL4, Anti-IL5

 Second generation Antihistamine

 Inhaled glucocorticosteroids

 Leukotriene modifiers

 Long-acting inhaled β2-agonists

 Systemic glucocorticosteroids  

 Theophylline

 Cromones

 Anti-IgE, Anti-IL4, Anti-IL5

 Second generation Antihistamine



Classifying Severity AFTER Control 
is Achieved – All Ages

Lowest level 
of treatment 
required to 
maintain 
control

Classification of Asthma Severity

Intermittent Persistent

Step 1

Mild Moderate Severe

Step 2 Step 3 
or 4

Step 5 
or 6

(already on controller)



Intermittent
Asthma

Persistent Asthma: Daily Medication
Consult asthma specialist if step 3 care or higher is required.

Consider consultation at step 2

Step 1

Preferred
SABA 
PRN

Step 2

Preferred
Low dose 
ICS
Alternative
Montelukast 
or 
Cromolyn

Step 3

Preferred
Medium 
Dose ICS 

Step 4

Preferred
Medium 
Dose ICS 

AND

Either:
Montelukast
or LABA

Step 5

Preferred
High 
Dose ICS 

AND

Either:
Montelukast
or LABA

Step 6

Preferred
High
Dose ICS 

AND

Either:
Montelukast
or LABA

AND
Oral
corticosteroid

Patient Education and Environmental Control at Each Step

Stepwise Approach for Managing Asthma in Children 0-4 Years of Age

Quick-relief medication for ALL patients -SABA as needed for symptoms.
With VURI: SABA every 4-6 hours up to 24 hours. 
Consider short course of corticosteroids with (or hx of) severe exacerbation

Step 
down if 
possible

(and 
asthma is 

well 
controlled 
at least 3 
months)

Assess 
control

Step up if 
needed

(first check 
adherence, 
environmen
tal control)



Intermittent
Asthma

Persistent Asthma: Daily Medication
Consult asthma specialist if step 4 care or higher is required.

Consider consultation at step 3

Step 1

SABA 
PRN
As needed 
ICS 
formoterol

Step 2

Preferred:
Low dose ICS

Alternative:
Cromolyn, 
LTRA, 
Nedocromil or 
Theophylline

Step 3
Preferred:

Low-dose ICS  + 
LABA 
OR – Medium 
dose ICS 

Alternative: 
Low-dose ICS + 
either LTRA, 
Theophylline

Step 4

Preferred:
Medium 
Dose ICS + 
LABA

Alternative:
Medium-
dose ICS + 
either LTRA, 
Theophylline

Step 5

Preferred
High 
Dose ICS +
LABA

AND

Consider 
Omalizumab 
for patients 
who have 
allergies

Step 6

Preferred
High  dose 
ICS + LABA + 
oral 
corticosteroid

AND

Consider 
Omalizumab 
for patients 
who have 
allergies

Each Step: Patient Education and Environmental Control and management of comorbidities
Steps 2 – 4: Consider subcutaneous allergen immunotherapy for patients who have allergic asthma

Stepwise Approach for Managing Asthma in Youths >12 Years of Age & Adults

•Quick-relief medication for ALL patients -SABA as needed for symptoms: up to 3 tx @ 20 
minute intervals prn. Short course of o systemic corticosteroids may be needed.
• Use of SABA >2 days a week for symptom relief (not prevention of EIB) generally indicates 
inadequate control & the need to step up treatment.

Step 
down if 
possible

(and 
asthma is 

well 
controlled 
at least 3 
months)

Assess 
control

Step up if 
needed

(first check 
adherence, 
environment
al control & 
comorbid
conditions)







Asthma Management and Prevention Program

Component 4: Manage 
Asthma Exacerbations

Asthma Management and Prevention Program

Component 4: Manage 
Asthma Exacerbations

Treatment of exacerbations depends on:
 The patient
 Experience of the health care professional
 Therapies that are the most effective for the 

particular patient
 Availability of medications
 Emergency facilities

Treatment of exacerbations depends on:
 The patient
 Experience of the health care professional
 Therapies that are the most effective for the 

particular patient
 Availability of medications
 Emergency facilities



Asthma Management and Prevention Program

Component 4: Manage 
Asthma Exacerbations

Asthma Management and Prevention Program

Component 4: Manage 
Asthma Exacerbations

Primary therapies for exacerbations:

 Repetitive administration of rapid-acting inhaled 
β2-agonist

 Early introduction of systemic glucocorticosteroids

 Oxygen supplementation

Closely monitor response to treatment with serial
measures of lung function

Primary therapies for exacerbations:

 Repetitive administration of rapid-acting inhaled 
β2-agonist

 Early introduction of systemic glucocorticosteroids

 Oxygen supplementation

Closely monitor response to treatment with serial
measures of lung function





Assess, treat and monitor 
asthma
 Monitoring:
 Typically patients should be seen 1-3 months 

after the initial visit, and every 3 months 
thereafter

 After an exacerbation, FU within 2-4 weeks






