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Figure 3: Management of asthma in adults4,15


Step 1


Inhaled short-acting β2 agonists, when required


Step 2	


Add:

Inhaled corticosteroid, according to the severity of the patient's disease, i.e. a low-dose inhaled corticosteroid, 250-500 µg/day beclomethasone dipropionate equivalent


Step 3


Add:

Inhaled LABA,
and assess for control of asthma 

If there's a good response to the LABA, continue

If the patient is adherent to the LABA, but with poor control, continue with the LABA, but increase the inhaled corticosteroid dose

If there is no response to the LABA, stop the LABA, and increase the inhaled corticosteroid dose, 500-1 000 µg/day beclomethasone dipropionate equivalent

If there is still inadequate control, initiate a trial of other therapies, i.e. leukotriene receptor antagonists or slow-release theophylline


Step 4


Step 5


Consider  trials of:

An increased inhaled corticosteroid, 500-1 000 µg/day beclomethasone dipropionate equivalent

Add a fourth drug, e.g. a leukotriene receptor antagonist, slow-release theophylline or a β2-agonist tablet


Use a daily steroid tablet, at the lowest possible dose to provide adequate control

A high-dose inhaled corticosteroid, > 
1 000 µg/day beclomethasone dipropionate equivalent

Consider other treatments to minimise the use of steroid tablets

Refer the patient for specialist care


















