
MANAGEMENT OF CHRONIC ASTHMA ALGORITHM
This is a stepwise approach to asthma, although adults newly diagnosed with asthma may begin treatment at differing points 
in this algorithm depending on the severity of their asthma.

ß2-agonists
•    PRN use of a portable device, used correctly.

Inhaled corticosteroids
•    Reduce symptoms, exacerbations, hospital admissions and 

mortality
•    Consider introduction of ICS if daily symptoms of asthma
•    Have a relatively fl at dose response curve so that most benefi t 

is obtained from lower doses
•    In mild to moderate asthma initiate at 400 µg BDP/ day as 

higher doses do not lead to more rapid control
•    Higher doses may be considered in more severe asthma
•    There are no clinically signifi cant differences between agents 

in effectiveness or risk of adverse effects
•    Fluticasone is twice as potent as BDP/BUD.

LABAs
•    Reduce symptoms, exacerbations and hospital admissions
•    Use a fi xed dose regimen
•    Do not increase dose in acute asthma
•    Adding LABAs is more effective than doubling dose of ICS 

(at dose of 400 µg/ day) and should always be considered 
if doses of ICS greater than 800 µg/ day are required.

High dose ICS
•    Titrate dose up to BDP/BUD equivalent of 1600 µg/ day
•    Use a spacer if using MDI
•    Adverse effects include reduced bone mineral density, 

cataract formation, oropharyngeal candididasis, dysphonia 
and HPA axis suppression.

Theophyllines
•    Should not be used fi rst line but improve symptoms when 

added to ICS and may reduce steroid requirements
•    Are less effective than LABAs as third line therapy
•    Start with 5-8mg/ kg/ day and titrate according to clinical 

response and serum concentration. Serum concentrations 
should be measured 3 or more days after the dose is 
changed. Benefi t is seen with concentrations of 29 – 55 
µmol/L but some individuals may benefi t from having higher 
serum concentrations (up to 82 µmol/L). Use higher doses 
for younger smokers, moderate doses for well non-smokers 
and low doses for those on enzyme inhibitors (macrolide, 
rifampicin, ciprofl oxacin, SSRI) and those with hepatic 
insuffi ciency, cor pulmonale and cardiac failure.

Leukotriene receptor antagonists 
•    Less effective and more adverse effects than low dose ICS
•   Can improve symptoms and reduce exacerbations when 

added to ICS particularly in aspirin and exercise induced 
asthma

•    Less effective than adding LABAs to ICS.

Oral Steroids
•     Specialist review recommended
•     Use lowest dose possible.
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PRN Inhaled ß2-agonists

For moderate to mild
asthma start low dose
inhaled corticosteroid

(400 µg/ day BDP equivalent)
and titrate up to 800µg

Introduce self-management
plan and education

Add long acting ß2-agonist*
Check:
• inhaler technique
• adherence to treatment regime
• understanding of self-

management plan

Oral steroids

Consider adding
oral theophylline or
anti-leukotrienes**

Increase inhaled
corticosteroid

to 1600µg/ day BDP/BUD
equivalent

* For Pharmac Access Criteria see the Pharmac Schedule at www.pharmac.govt.nz or 
Appendix 3 of the full Adult Asthma guideline at www.nzgg.org.nz

** Not currently on the pharmaceutical schedule in New Zealand.


