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 The GINA report is not a guideline, but an integrated evidence-based strategy focusing 

on translation into clinical practice

 Recommendations are framed, not as answers to isolated PICOT questions, but as part 

of an integrated strategy, in relation to:

 The GINA goals of preventing asthma deaths and exacerbations, as well as 

improving symptom control

 Current understanding of underlying disease processes

 Human behavior (of health professionals and patients/carers)

 Implementation in clinical practice

 Global variation in populations, health systems and medication access 

About the GINA strategy
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 Patients with apparently mild asthma are at risk of serious adverse events

 30–37% of adults with acute asthma

 16% of patients with near-fatal asthma

 15–20% of adults dying of asthma

 Exacerbation triggers are variable (viruses, pollens, pollution, poor adherence)

 Inhaled SABA has been first-line treatment for asthma for 50 years

 This dates from an era when asthma was thought to be a disease of bronchoconstriction

 Patient satisfaction with, and reliance on, SABA treatment is reinforced by its rapid relief of 

symptoms, its prominence in ED and hospital management of exacerbations, and low cost

 Patients commonly believe that “My reliever gives me control over my asthma”, so they often 

don’t see the need for additional treatment

The risks of ‘mild’ asthma

had symptoms less than weekly in previous 

3 months (Dusser, Allergy 2007)
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The risks of SABA-only treatment

 Regular or frequent use of SABA is associated with adverse effects

 b-receptor downregulation, decreased bronchoprotection, rebound hyperresponsiveness, 

decreased bronchodilator response (Hancox, Respir Med 2000)

 Increased allergic response, and increased eosinophilic airway inflammation

(Aldridge, AJRCCM 2000)

 Higher use of SABA is associated with adverse clinical outcomes

 Dispensing of ≥3 canisters per year (average 1.7 puffs/day) is associated with higher risk of 

emergency department presentations (Stanford, AAAI 2012)

 Dispensing of ≥12 canisters per year is associated with higher risk of death (Suissa, AJRCCM 1994)
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 For safety, GINA no longer recommends SABA-only treatment for Step 1

 This decision was based on evidence that SABA-only treatment increases the risk of severe 

exacerbations, and that adding any ICS significantly reduces the risk

 GINA now recommends that all adults and adolescents with asthma should receive 

ICS-containing controller treatment, to reduce the risk of serious exacerbations

 The ICS can be delivered by regular daily treatment or, in mild asthma, by as-needed low dose 

ICS-formoterol

 This is a population-level risk reduction strategy

 Other examples: statins, anti-hypertensives

 Individual patients may not necessarily experience (or be aware of) short-term clinical benefit

 The aim is to reduce the probability of serious adverse outcomes at a population level

Landmark changes in asthma management
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ICS-formoterol is the 

preferred reliever for 

patients prescribed 

maintenance and reliever 

therapy. For other 

ICS-LABAs, the reliever 

is SABA

GINA 2022, Box 3-5A
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 Frequency of SABA use is included in symptom control assessment

 Higher SABA use is associated with worse outcomes, even in patients taking ICS

 Our current view is that frequency of ICS-formoterol use should not be included in 

symptom control assessment, particularly in patients not taking maintenance ICS

 The as-needed ICS-formoterol is providing the patient’s controller therapy

 Further data awaited: this issue will be reviewed again next year

Assessment of symptom control

GINA 2020, Box 2-2A
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Low, medium and high doses of different ICS

 NOT a table of equivalence

 Suggested total daily doses for ‘low’, ‘medium’ and ‘high’ dose treatment options

 Based on available studies (very few) and product information

 Does NOT imply potency equivalence

 Doses may be country-specific depending on local availability, regulatory labelling and 

clinical guidelines

 Clinical relevance

 Low dose ICS provides most of the clinical benefit of ICS for most patients with asthma

 However, ICS responsiveness varies between patients, so some patients may need medium 

dose ICS if their asthma is uncontrolled despite good adherence and correct technique 

 High dose ICS (in combination with LABA or separately) is needed by very few patients

• Its long-term use is associated with an increased risk of local and systemic side-effects, which must be 

balanced against the potential benefits
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Low, medium and high ICS doses: adults/adolescents

GINA 2020, Box 3-6A

DPI: dry powder inhaler; HFA: hydrofluoroalkane propellant; pMDI: pressurized metered dose inhaler (non-CFC); * see product information

This is NOT a table of equivalence. These are suggested total daily doses for the ‘low’, 

‘medium’ and ‘high’ dose treatment options with different ICS. 
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Low, medium and high ICS doses: children 6-11 years

GINA 2020, Box 3-6B

DPI: dry powder inhaler; HFA: hydrofluoroalkane propellant; pMDI: pressurized metered dose inhaler (non-CFC); * see product information

This is NOT a table of equivalence. These are suggested total daily doses for the ‘low’, 

‘medium’ and ‘high’ dose treatment options with different ICS. 
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 FDA boxed warning in March 2020 about risk of serious neuropsychiatric events, 

including suicidality, with montelukast

 Includes suicidality in adults and adolescents

 Nightmares and behavioral problems in children 

 Before prescribing montelukast, health professionals should consider its benefits and 

risks, and patients should be counselled about the risk of neuropsychiatric events

Adverse effects with montelukast
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Patients with features of asthma and COPD

GINA 2020, Box 5-2
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 Advise patients with asthma to continue taking their prescribed asthma medications, 

particularly inhaled corticosteroids (ICS), and oral corticosteroids (OCS) if prescribed 

 Asthma medications should be continued as usual. Stopping ICS often leads to potentially dangerous 

worsening of asthma 

 For patients with severe asthma: continue biologic therapy, and do not suddenly stop OCS if prescribed 

 Make sure that all patients have a written asthma action plan with instructions about:

 Increasing controller and reliever medication when asthma worsens 

 Taking a short course of OCS for severe asthma exacerbations

 When to seek medical help 

 See the GINA 2020 report for more information about treatment options for asthma action plans. 

 Avoid nebulizers where possible

 Nebulizers increase the risk of disseminating virus to other patients AND to health care professionals

 Pressurized metered dose inhaler via a spacer is the preferred treatment during severe exacerbations, 

with a mouthpiece or tightly fitting face mask if required

COVID-19 and asthma (as at April 3, 2022)


