
thepractitioner.co.uk

SYMPOSIUMRESPIRATORY MEDICINE 
MILD TO MODERATE ASTHMA IN ADULTS

12

reducing oral corticosteroid-treated
exacerbations6 when compared with 
the NICE recommendation of an oral
leukotriene receptor antagonist.
However, the latter may be more cost
effective in those patients in whom it
works.2

Both guidelines suggest considering a
maintenance and reliever therapy (MART)
regimen before [NICE], or after [BTS/SIGN]
progressively escalating the dose of the
ICS component of treatment.2,5

A MART regimen allows a single
ICS/LABA combination inhaler to be
used both regularly as a preventer and in
between as required as a quick acting
reliever. Individuals using a MART
regimen receive escalating inhaled
steroid therapy automatically when their
symptoms increase and this form of
management has been shown to reduce
unplanned admissions while actually
decreasing total steroid burden overall.7
Only certain ICS/LABA devices and
strengths are licensed to be used in this
way and in those that are the total
number of daily doses may vary by
product. 

Care must be taken in those sub
groups where there is poor correlation
between symptoms and airway
inflammation – individuals who regularly
use their inhalers for episodes of
dysfunctional breathing or anxiety may,
on a MART regimen, be inadvertently
exposing themselves to high-doses of
ICS, something that increases the risk 
of pneumonia.8

Use of separate LABA inhalers, which
are unlicensed for asthma, is considered
unsafe and has been linked to an
increased risk of asthma-related death.9,10

The majority of mild to moderate
asthma would be expected to respond
prior to the need for high-dose 
ICS-containing products ±a fourth
agent (e.g. long-acting muscarinic
receptor antagonist or theophylline), the
need for which heralds more difficult or
severe asthma and onward referral
should be considered. 

Consideration must also be given to

who died had received 113 reliever
inhalers in the previous 12 months.4

It is easy to understand why those
with mild to moderate disease might
forgo regular maintenance therapy and
instead rely solely on as required reliever
treatment. However, this may mask
deteriorating symptoms while allowing
the accumulation of critical airway
inflammation, risking a life-threatening
deterioration which may be sudden. 
In the National Review of Asthma
Deaths, 45% of those who suffered a
fatal asthma attack died without seeking
medical assistance or before emergency
medical care could be provided.4
The joint BTS/SIGN guideline therefore
no longer considers SABA inhalers an
appropriate monotherapy apart from 
in those few individuals with very
occasional short-lived wheeze5 (and
there is debate about whether such
cases should be classed as asthma at all). 

Asthma is an inflammatory airways
disease and should therefore always be
treated with a steroid-containing inhaler.
All other treatments (including SABA)
should be considered additional to
inhaled corticosteroids.  

Confusingly, national guidelines
diverge on the recommended initial
add-on therapy to regular low-dose ICS.
BTS/SIGN suggests adding in a 
long-acting beta-agonist (LABA) in the
form of a combination inhaler,5 which
may help to avoid non adherence with
steroids and is modestly superior in

de-escalation of treatment where
possible. It is important to discuss with
individuals who have been well
controlled for at least three months
about reducing treatment. Withdraw
oral ± inhaled adjuncts to ICS therapy
where possible; aim to reduce any
steroid-containing product by no more
than 25-50% at a time until the lowest
ICS-containing maintenance regimen
achievable is found.11

NICE guidance still suggests that
there is a group of patients that might 
be treated with SABA alone and while 
it is clear that this is intended to be
suitable for only a very small minority 
of individuals2 this has proved a
controversial decision in light of the
NRAD report,4 particularly as a 
large-scale Scandinavian study has
shown that early implementation of
preventer therapy in primary care
reduces mortality.12 Data is beginning to
emerge to suggest that reliever inhalers
may not be required at all in some forms
of mild asthma.13

Both major UK guidelines draw
attention to the need to check inhaler
technique and reinforce good
concordance with treatment.2,5

Importantly, treatment should be
continued during pregnancy as 
large-scale studies have failed to show
any increase in congenital malformations
associated with asthma therapy.
Pregnant asthma patients, a third of whom
will experience worsening symptoms
during pregnancy, should be informed
that uncontrolled asthma is by far the
greatest risk to their developing fetus.5 

Other medication
Consider whether coprescribed
medications may be impacting on asthma
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Box 1

The Royal College of Physicians three questions to identify individuals with good, recent
symptomatic control of asthma

In the past month:
•Have you had difficulty sleeping because of your asthma symptoms (including cough)? 
•Have you had your usual asthma symptoms during the day (cough, wheeze, chest tightness, or
breathlessness)?
•Has your asthma interfered with your usual activities (e.g. housework, work/school, etc)?

NB  No to all three questions indicates good control

‘Significant over-
reliance on reliever
medication and
underuse of inhaled
corticosteroids is a
key reason for poor
outcomes in mild to
moderate asthma’

‘Consideration 
must also be given 
to de-escalation 
of treatment 
where possible’

‘Pregnant women
should be informed
that uncontrolled
asthma is by far the
greatest risk to their
developing fetus’


