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Assesment of asthmatic patient

 By physician ( History taking, physical examination, questionnaire 
and symptom based, PFT, telemedicine)

 By patient, self monitoring and management (questionnaire and 
symptom based, PEF meter, action plan, telemedicine)
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How often should patients with 
asthma be reviewed by the 
physician?

 1–3 months after starting treatment and every 3–12 months after 
that

 Every 4–6 weeks in pregnancy

 Within 2 – 7 days after an exacerabation
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that
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 Stepping up asthma treatment

 Stepping down treatment when asthma is well-controlled
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Stepping up asthma treatment

 • Sustained step-up (for at least 2–3 months): if symptoms and/or
exacerbations persist despite 2–3 months of controller treatment, assess
the following common issues before considering a step-up
o incorrect inhaler technique
o poor adherence
o modifiable risk factors, e.g. smoking
o are symptoms due to comorbid conditions, e.g. allergic rhinitis
• Short-term step-up (for 1–2 weeks) by clinician or by patient with written
asthma action plan (p.42), e.g. during viral infection or allergen exposure
• Day-to-day adjustment by patient with as-needed low dose ICS-
formoterol for mild asthma, or ICS-formoterolas maintenance and
reliever therapy. This is particularly effective in reducing severe
exacerbations 
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Stepping down treatment when 
asthma is well-controlled
 Once good asthma control has been achieved and maintained for 3 months

 Choose an appropriate time for step-down (no respiratory infection,
patient not travelling, not pregnant

 Assess risk factors, including history of previous exacerbations or
emergency department visit, and low lung function

 Document baseline status (symptom control and lung function), provide a
written asthma action plan, monitor closely, and book a follow-up visit

 Step down through available formulations to reduce the ICS dose by
25–50% at 2–3 month intervals 

 If asthma is well-controlled on low dose ICS or LTRA, as-needed low
dose ICS-formoterol is a step-down optio

 Do not completely stop ICS in adults or adolescents with asthma
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INHALER SKILLS AND ADHERENCE

 Most patients (up to 80%) cannot use their inhaler correctly

 Provide skills training for effective use of inhaler devices

 Choose

 Check

 Correct

 Confirm
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Check and improve adherence with 
asthma medications

 At least 50% of adults and children do not take controller 
medications as prescribed
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TREATING MODIFIABLE RISKFACTORS

 Guided self-management: self-monitoring of symptoms and/or PEF, 
a written asthma action plan (p.42), and regular medical review

 Use of a regimen that minimizes exacerbations

 Avoidance of exposure to tobacco smoke

 Confirmed food allergy: appropriate food avoidance; ensure 
availability of injectable epinephrine for anaphylaxis

 School-based programs that include asthma self-management skills

 Referral to a specialist center
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NON-PHARMACOLOGICAL 
STRATEGIES AND INTERVENTIONS

• Smoking cessation advice 

• Physical activity

• Investigation for occupational asthma

• Identify aspirin-exacerbated respiratory disease, and before

prescribing NSAIDs including aspirin, always ask about previous

reactions
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WRITTEN ASTHMA ACTION PLANS

 Based on symptoms and/or (in adults) PEF

 Patients who deteriorate quickly should be advised to seek urgent 
care immediately

 The written asthma action plan should include:
• the patient’s usual asthma medications
• when and how to increase medications, and start OCS
• how to access medical care if symptoms fail to respond
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Increase frequency of inhaled 
reliever (low dose ICS-formoterol,

or SABA)
 Add spacer for pMDI. 

 Advise patients to seek medical care if they are rapidly
deteriorating, need SABA reliever again within 3 hours, or need more 
than 8 BDP-formoterol inhalations or more than 12 budesonide-
formoterol inhalations in a day (total 48 mcg and 72 mcg formoterol
metered dose respectively)

 Check local labelling as the maximum dose may vary

 Increase controller
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Rapid increase in controller, 
depending on usual controller 
medication and regimen, as follows:

 • ICS: In adults and adolescents, consider quadrupling dose. 
However, in children with good adherence, a 5x increase is not 
effective.
• Maintenance ICS-formoterol: Consider quadrupling maintenance
ICS-formoterol dose (note maximum formoteroldose above).
• Maintenance ICS-other LABA: Step up to higher dose formulation, 
or consider adding separate ICS inhaler to achieve quadruple ICS 
dose.
• Maintenance and reliever ICS-formoterol: Continue maintenance 
dose; increase reliever doses as needed (note maximum dose 
above)
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Oral corticosteroids (preferably 
morning dosing; review before 
ceasing)

• For adults, prednisolone 40–50mg, usually for 5–7 days.

• For children, 1–2 mg/kg/day up to 40mg, usually for 3–5 days.

• Tapering not needed if OCS has been given for less than 2 weeks.
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Peak Expiratory Flowmetry

 Peak expiratory flow rate (PEFR) is the maximum flow rate generated 
during a forceful exhalation, starting from full inspiration

 Although PEFR usually correlates well with FEV1, this correlation 
decreases in patients with asthma as airflow diminishes

 PEFR monitoring can be accurately performed by most patients 
older than 5 years

 The most frequent use of PEFR measurement is in home monitoring 
of asthma, where it can be beneficial in patients for both short- and 
long-term monitoring. When properly performed and interpreted, 
PEFR measurement can provide the patient and the clinician with 
objective data on which to base therapeutic decisions
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Indications for PEFR measurement

 Monitoring of asthma [4] 

 Monitoring effects of ozone and other air pollutants on respiratory 
function [5] 

 Monitoring of chronic obstructive pulmonary disease (COPD)

 If PEFR monitoring is performed, a written asthma action plan should 
use the patient’s personal best peak flow, rather than published 
norms, as a reference value

 Moderate or severe persistent asthma

 History of severe exacerbations

 Poor perception of airflow obstruction and worsening asthma 
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Indications for PEFR measurement 
(continued)

 Preference for peak flow rate monitoring rather than the use of a 

symptom based asthma action plan 

 Detecting early changes in asthma that may require therapy 

 Evaluating responsiveness to changes in therapy 

 Giving a quantitative measurement of improvement 

 Identifying temporal relations between environmental and 

occupational exposures and bronchospasm 
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PEFR measurement

 PEFR measurement may be of lower utility in younger children [15] 

and elderly patients

 PEFR is measured at least twice a day for 2-3 weeks 

 PEFR should be measured upon awakening and in the late 

afternoon or early evening 

 PEFR should be measured 15-20 minutes after use of an inhaled

short-acting beta2 agonist 
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PEFR measurement (continued)

 After the personal best PEFR is obtained, the patient’s healthcare

provider may include this information in an asthma action plan to 

direct the patient’s self-management.

 In general, a PEFR that is less than 80% of the patient’s personal best

should trigger the administration of an inhaled short-acting beta2 

agonist

 A PEFR that is less than 50% of the patient’s personal best should 

trigger both administration of an inhaled short-acting beta2 agonist

and immediate medical attention
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