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Optimal Management of Mild Asthma

Mild asthma is defined as asthma controlled by the treatment of GINA steps 1 and 2, but in fact, 80%
of mild asthmatics are not controlled and 10% experience exacerbation at least once a year, These uncon-
trol/exacerbation in mild asthma could be overcome through anti-inflammatory maintenance treatment, how-
ever, many mild asthma patients do not want maintenance therapy. This incompliance has a variety of
reasons for each patient, such as a lack of understanding of the disease (asthma is a disease that requires
treatment for inflammation), cost or adverse drug reaction issues, it is also taught by doctors (asthma para-
dox: patients’ preference for "as needed treatment”), Recently, the effectiveness of anti-inflammatory reliever
(without anti-inflammatory maintenance) has been demonstrated as a new treatment option for mild asthma:
asthma exacerbation rate was similar with anti-inflammatory maintenance group, asthma control was also
better than as needed SABA group (without anti-inflammatory maintenance). In particular, this method is

expected to be a practical solution for patients with poor compliance,
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1. Definition of mild asthma

2] FFE(asthma severity)© Z12]2] X8 ZE(the level of treatment)E Hil fetsl=t], Yyrdo =
TN o)l A2 @A (controller) A EE AlgE & FEFH 0 Z Aksith(step down AEE G3f the
minimum effective level of treatmentZ} 21 Abefo] ™ 714 vlhzdh' Mild asthmas= GINA (global ini-
tiative for asthma) step 1 (as needed SABA (short acting beta-2 agonist)) €~ step 2 (low dose ICS [inhaled
corticosteroid]) or LTRA [leukotriene receptor antagonist])®] X| 82 471 ot 2 2 w)= 2218 dshc},

BB o] mild asthma®s mild asthma® R&FHC} 3R, 10% AE2] mild asthmas moderate to severe
asthma® ZI8Y==H), late onset asthma®} SABA overuse (without ICS)7} Q&= ot Lelx Aoh,

2. Current recommendations of mild asthma management

Mild asthmat= 27| 3714 45} & sheld], 7hol=glelel] Y& x|29} 3 Aieiabd vheat pop':
1) et A] H|ZFA(E-L o3h(FEY o] v = 7492 NAFPP [National Asthma Education and Preven-
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tion Program] 7|<¢ moderate/severe persistent asthma)©]oJ4] step 3 (regular low dose ICS/LABA [long acting
beta-2 agonist] or high dose ICS) o|¢e] X85 Wtpr}t 2 24 =0 step 2 (regular low dose ICS)E. step
downdt 739

2) Rk A] F2z2dl(GFs7do] o 23] opdol7i osde] A 13] ol A-HGINA 7|, 2 5
o] £ 23] %3] 7-HNAEPP 7|<¢ mild persistent asthmal)©|04] step 2 (regular low dose ICS)ZE 5=
AlEkeE 785

3) Xk A] & el 202 infrequent asthma symptom (g7 € 23] m]qk 9 ol7kg2d §1-31GINA
718, 8 F2do] 5 23] o]kl 74 HNAEPP 7| intermittent asthmal)S XA step 1 (as needed
SABA) S 2 A5 E AFSIAU, H2leksked Iz} QlojA (infrequent asthma symptom= H.o]A|Th) step 2
(regular low dose ICS)E X85 A1Z8E H-¢-

o] = 1), 2)¢} #o] frequent asthma symptom= X2 W(NAEPP 7|< persistent asthma)ol| step 2 (regular
low dose ICS) o]Ae] X8E 3= AL evidence Ao}, 3)3} o] infrequent asthma symptom2 Hol=
7J--(NAEPP 7|5 intermittent asthma)2] X]Z(step 1 vs step 2)& evidence DE o}2] o]EA] X gs= o]
417 Ra= e},

3. Benefits of regular low dose ICS in mild asthma (rather than no ICS [prn SABA])

20 mild asthraol] D3] regular G5 ARE 2N A 5 W olSE Tk ANz B
(goals)= i) current symptom control (for maintain normal life activity); ii) Future risk minimalization
(exacerbation, fixed airway obstruction [FAO), adverse drug reaction [ADR)o|t}, 7]& ATES Eaf mild
asthmaol] g} regular ICSX|FE7} HA2X|5 o] EFGA 0| ©2o] Hi=x] SelsjHA}

1) Symptom

Mild asthmaoll thafl 7H4 B-e evidenceZ AlE3F 47 START G7-o]tP . START $37= 7,000¢%59]
mild asthma SRS o2 SWETE Alg88E o ]tHenroll criteria: asthma symptom at least once per week,
but not daily; primary outcome: exacerbation; adherence: unknown), A 32 regular ICS (budesonide)w}
pm SABATZO] QI%1aL, ¥ 21 B Aol regular ICS AFE sk3iHE o] 9] 2ndary outcomeF Sh4<]
symptom free days (%0)S H|3|EH, regular ICS Z|F0] 90% ©]2] symptom free daysE Hol=t]| H|3},
prn SABAT-S- 80% AL}, o]F prn SABATOIA %= regular ICSE- AR8-8HH, symptom free days7} 5L3H]
W =t

F2) SYGMA 1 7= 3,800¢9% 2] mild asthma AL the 2 1\3d7F = =@tk enroll criteria: asthma
symptom at least 3 times per week, but not daily; primary outcome: symptom-well controlled asthma week
(WCAW); adherence: 80%)’, START ¢37-¢} t}2 A& symptomS primary outcome & 3§+ S37to|al, F715
o] 5= 23] ZIKNAEPP 7|5 mild persistent asthma)Ql frequent asthma symptome H.ol= Ak thio =
3t dqeh= Aot IS H¥H(mean % of WCAW per patient: regular ICS [budesonidel, 44%; prn
ICS/fLABA [fast acting LABA] [formoterol], 34%; prn SABA [terbutaline], 31%), regular ICS AR&-olA prn
SABAT-0|Y, prn ICS/fLABATHT} symptom controlo] &4 <=3t}

2) Exacerbation

START ¢47-] %7] 31d7ke] o3} Hlolel2 dAeke|= MaksiHH(% of all patients), AX2HZo|=7} HQ
& ofse] A9 regular ICST 1 5%, pm SABAT 1 8%31aL, S54/ Yol Hagh ofsKsevere asthma related
event)¥= regular ICST €1 1%, prn SABAT &1 1%SJTF. SIGMA 104 HAAlzE|2o|=7} H Qs ofsl=(%
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L

of all patients) regular ICST* €1 5.8%, prn SABAT €1 11% (prnICS/fLABAT €9 5.5%) 1L, 732/ Aol
23t oF3= regular ICST 1 0.8%, prn SABAT €3 2.3% (praICS/fLABAT €31 0.5%) 3t}

T 5 AR, mild asthmadld] Arl2E|2o]=7} H 3t ofsle} 52/ Ho] B gk ofspy| 24zt
AA g2le] o 10%, o 2% Ax Ao 7 wAEh=d], 7 regular ICSE AREEHH o] AL Huk Arg

2N 5 gleks Aoleh,

3) FAO

Long standing asthma 2k AR(A2] 16%, 20} 2500l 7%/ (airway remodeling) 22 213] H]7}
A 7= BYsh=, ©]2kE FAO (fixed airway obstruction)2}al g}, FAOS] SJ@RIAEE 71 24
7Y, &9, HlAghe Bol A= =l AR 54 ol9]elliE wgrbest o] gitk. o] whiel 7]
regular ICS& ARgER= Ao| FAOQ] aitel] T8o] E 2= 9i=x|d] e Be A7} o] g}

271(1990At) AT regular 1CS9] Z71ARg-0] FAOS] ool o] =i a7t ke, shAlet
A At g2 FA7RH2E df)elehs dAPE iSieh 2000l 106 d5-e] 7154 A7-Est
HREIE, 2 A o] @154 Aol 2 regular ICS] Z7ARg-0] FAOS] ool tegro] WA
S Ao fralek AgARlLE & 9l 1659 FAO oad} e dAEA ICS FAAR
(regular 1C3)% Wsfo} Bk olAkge] dE 8w WAL 5 e 771egular 165 ARGl that
A A5 27) shte 42 Aol

20094 FAOZ FAIZ 3F START $371-¢] post-hoc analysis7} BEE A= vi$- Fnj2 e, 248 53
A 3d sre] #H7ls AHol SRl A7HAl 3 § FEVIC] 7P QF $& 52 pm SABATOlA]
o3l AHE 1FoIRAL, TR regular ICSTollA] 23lE ARE oIt HE osls AHsAl
22 7d-Folke regular ICST 2 pm SABAT 25 2lol7} gle F& #H7FsS ARk SISiH o] d7adE
B ICS AHAE #7155 Astell 33k F4| 91, d71s AstE fwshs AL oslE A o 4 Ak

ol 2 5 Qe 7P F83F AT ICSYS SulE gl glt} A ICS AHIE #1715 ASHFAO) S}
FREAL, 1Cs9] ool EAT} A PSAHBHFAOIE BFaE] o] & & glrbeis Aee =E% 5 Ak
ol3lE 2 B2 Als sk ArEAFIRzH R = Fgots) o 23] o, T2 AldH-EH /<l
o}3} ¢1 13] oAb, infrequent asthma symptoms Holrjels, o}slabe] B23) tjEo] FAO o2 ¢Ja)
regular ICS X|8E 7fA5lR= Zo] AY3lE 4 At

4) Very mild asthma (mild intermittent asthma)

OJAIA] -7} &1gt mild asthmaol] thgt H|o|E|= mild persistent asthma2} mild intermittent asthma”}
A7 Ayfolt}, A= T3l regular ICS7}F symptom control¥} exacerbation preventionol] $lojA -2k
I} AL2-S Folskiet. agvhH F23 5 23] 0]8e] infrequent asthma symptomS 7} very mild
asthma (mild intermittent asthma) A} = regular ICS7} o]50] €7} ARA, mild intermittent asthmaS-
oz Aldet e A9 1oL, AlE AFE it AqfE Aol HE o] Fatol tigh st g2
o}d BETH kAt 2017\d Reddel 5¢] Lancete]] M3+ START $37¢] post-hoc analysisS K.l 715 2]
o7 FHo| 73t U= START G 5341 HAZA 37t 5 33 o), F 23], 5 13 =
AR subgroup analysisE A3}, A= w9 =2kl P SABATOIA )3} Bl9=(number of ex-
acerbation/100 patient year)= <& 33] o]} SARToA] ‘HAIAH Zol= F gots) 20; -S54/ Haets)

T 28] oA HrlzE|Ro = Haots], 20, S/ ekl 37, F 13] oM HAlzEHE
ol Fgotsl 20; SFA/YY Dot 2’} Regular ICSE ARR3PH, eFske] 315+ BE subgroupollA]
At Ae2 781} =, mild persistent asthma©l] H]3l very mild asthma (intermittent asthma)2] ¢}3}314=
7V A3 AHA] ka1, regular ICSE ARESO A o5 Al Arg A 4= Qe Aot

-0
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Aezx o2 FA F 23] o]l infrequent asthma symptom= 7}Z! very mild asthma (mild inter-
mittent asthma) AP regular ICST= efshAo] @37} Qlvfar & 4= i}

4. Current issues about mild asthma

Severe asthma®l] B|3] AFF o2 #FAlo] AYH mild asthmadl] thal] o8] dA7x}E0] FAIL 71XA =
A& 20173735 E oItk O’'Byme & 50| A7ARR ogh SIGMA 1 & 2 A543} d3E57](2018'd) ol
ORA1® 2017 “The paradoxes of asthma management: time for new approach’2H= =32 48535 7]3}3)
Aol A, o] F, FAI(20179) o}A] Ayt b A] eI SIGMA 1 & 2 - A7E 7dishar g4
mild asthmae] thgk o] ol =t o] FH oAl ol 27HgH “The paradoxes of asthma manage-
ment: time for new approach’ ¥=-& E3Fsto]" | mild asthmaolx] el A7|HaL Q= o] ol4rEol thal
| Rz} skt

1) What to expect when not treating mild asthma (no ICS, prn SABA rather than regular low dose
ICS)

TP mild asthma AFE0] regular ICS A HZ 814 22 wWi(no ICS, pm SABARF ARg-gH of)) ZFdsfjof
st AR Folo] J27k ) 4 S22 do] Jat Ao|thregular ICS vs prn SABA: Symptom free day [from
START studyl, 90% vs 80%), i) 2}el7} & ©] ¥HAYSFIL(5% vs 10%), 252 W/ A8 = Jrh1% vs
2%0). iif) TFEH 2 AR (regular ICS)ER= AlEell HIsl #7152 ABHFAO)7} S 7s/do] et shARt
mild asthma A= FE 7)7F B<Ksymptom free day: 80%) o8l Zx4fo] ¢li°¢, oksl AA] w9 =3
Abzde]7] wizol] regular 1CSOll thet A 8--8%= wihe- W Zlo] ddolnt

2) Non-compliance, non-adherence (X|& H|&2

XS] A5 A ST} HAY s Eel ofsl AR EE “A] 5o X|(Treat Will)”o}
SukFE Q) A7)0 BRE] ARFIL A AR (Free Will)"7ke] vhg & FAo] AbEo|th(Figure 1),
AR S22 TR0 PAH iRl AR o3RS 7IxIn. ARl ST} At ] s Ert
S5 b Ao A= Akl X|F oAk ol Blolt, RHIE, dAle] =T} ekt AY A<
Speo) oIS Aol 2ol ARelAs ag Aol
Regular ICS7} symptom, exacerbation, FAO ZHol|4] pm SABA (no ICS)®t} o]5o] Wil= A 92+
&1 Qlt}, oA} A= = 23] o]8ke] infrequent asthma symptomS H.o]= very mild asthma 3z}l 7]
ZAw obA 71E3) regular ICSE B3l 92 & e o5 Wi regular ICSE LaPH o 2= A= Aol

o>

2

) ( )
Free
Free Week <-Current Sx severity-> Strong Willd

Will

Week < Previous AE severity—> Strong

Figure 1, Determination of treatment compliance in asthmatics: "Free Will" vs "Treat Will",
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St} AN ™ol BHEkal regular ICSE 3FA] @2al(prn SABARF 3FHXA]) 9]¢] “What to expect when
not treating mild asthma’E 738t} = mild asthmatics7} QIthA $-2l= o2 dfjof &7)? AR o)A
2 et ddAelx] mid whie @2doltt B mild asthma $AFE-2 E2lo] AEakaL Qe ARl 24
el AL ATt SR ko r R regular ICSO WhEE =87} Yt}

oA mild asthma $2ke] S8EE 7TWAAI717] SlsiA] DA sfok &7k 73421 IA7 158 7HAIaL

U= Abgro] ofeb(ellE Eo] ol 0%31‘5}010174‘%, A 5O Qe AR Al s g o 8),
A5E 1A ot AT F Q= FAIES dSsHA| Xt 2220 g 713 F s AolER (G
Q1 o, 5372 sl ofgt AP, - l wehAl= $2) 7S (HSAD Y] FoE A2 F A
ME T ks Aolrh(ell, ZAX FY7Inebulizer] A5). FARE, 3221 AR =
AFE A ot AT F s FAES 2% Tkl s SR o B 8= Al

=

A5 AN olFold + U7k

Fore] YA & ~FolE WL 9] A AFE oA TR o] 7|3ttt “BalolA o &
AIE 7P TG B 5] viettal, B vhE AR & ol 237 sk Zlo] s &2 ‘?:_]O]E‘r
= oo, E2le] oAkel BAIRIe] = A& AT SANAME ¢F Hot o]yl A& FA ok
2 AFIA FaU)EkaL, weld o R wAH, A5 Hoh” Ao, Bieg-S 7] flEiAE vlege
AN etstaL, olof w} SxjollA| iEshd wSo] Fasitt,

(1) Factors contributing to poor adherence (H|&22| 01): 317} kA AR-S AlSelshdrtar s}
A= USR] @ EH_I_(non judgmental manner)& A} 2 2} B 52} ojolr|ale] Hl=g-o] Aol 7;<< o}
Yol s}, tjFito] Hlg A= 9% 7] H|4=2(intentional poor adherence)S 74|l QJ=d], 7P e
T oA v ‘XLJ} o o} 8 gtk Az < F2Rgel gk A7 olnt,

(2) Interventions to improve adherence in asthma (2% 7§ Z2k)

5 91°) 7 71 oleA wege SAje] AAAA) Q14 RIS 2l mEe FA FuE 5
0k e} A8 ) sl Sk ool S s, 4 ol ke 8] 48 2142 A
4 e BSEH) Y de vhat Ak <A oyt ) e v dAgUTy”, “Ale AR
S FYARE el EdA)YUTE 000de] 2 S7do] YehdA] A sliaL, 7710l Aejrjzhe *‘0}71]
VR R QA] eAIATUE, whef ©Alo] SHEEA)S T, S22 FEEA] ThA] YU HL”, “EFYA)
o] P22 wljg- Tk, ek Fakgo] AR A HPH(SF WA or device HA)o] BoH R, Ohﬂgxl
EHg o] o ABolA dHFAL.”,

F_EL
S fo

® Shared decision making (2|4 288 £31 9JAIZA); ol T = wsHP = 3R shared dedi-
sion making®] QITF, o]Z oJale} S} Thol| oA 5 B3l AR stofm V o] X|gHhy AA <] 7ol
ZhofsbA| oA 4“*"—153 TWAAZ1edE HEFolot. Shared decision makinge 8% 7S 18k iy 714

educational interventions =l 714 @37} £t Ldejx] Qlar, &3k v]-8-o] Ho) cxl A= AAE el WS+
olet”,

Shared decision making®] WS theat 2ol 1) dg(dA)e] AAEE AR (o] £7/714 E3hHE
EAZ AL 2) IA-A} AL B8 x5u Ml 4229 shared decision making $JEIAE Thokst
] S5 fellek 09) ARG 02 AR D 5 ) el
o}, sk oujoA o] 2 37} SHHE mild asthmadl thek prn (as needed) ICS/fLABA X &+
Sz} ek

—_

3) Paradoxes of asthma treatment guidelines and the need for ‘anti-inflammatory reliever
GINA strategy™ WA 252}, A MAle] 2] 218 o a2 viid 5¢ 7 A k3 d(world
asthma day)ol] YJUl|o]EEE= GINA strategyS Selale] 2] gkxpo] g Fusitl H, GINA strategy=

-0
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NS AAAEARE ] FAPEES =35 7 A =ie] Uk O'Byme o] 2017do] 23Egh “The para-
doxes of asthma management: time for new approach?’2} Beasley 5-©] 20181d¢]] %3} “The further para-
doxes of asthma management: time for a new approach across the spectrum of asthma severity”o]c}”*
= U8 ofleh 2ol aokIslE

(1) Paradoxes of asthma treatment guidelines suggested by O’'Byrne, et al."’:

Paradox 1. &gke] HQI7|x} Fagh AR (step 1): A2 W A5/ Agholo}, A tite] AXAs
7tol=gele] step 1 treatmentoll= FFSHIE7F FILHSABATE ).

Paradox 2. X|EFTHe] Sk Zho|=elR] AL SAES SAEA SHHE3], step 1 X|5E AR &
step 2 X FE A= A9, Step 10X 222 5o 1S I pm SABAX|F)312kaL ki, step 2 (04
oMi= FEZH(obligation)&Q] regular controllerE E4o] 7AAHE Folx X&3le=E sl o)

Paradox 3. 7P G3}%¢] oF=0| SABAER= WAHZEHEE W8)S 5 S-S step 194 SABA as needed
£ A% F, sABATE 7P B3Rl ofolgtal AztsA| ok (olf SABA - $7HAQl ST S5 1CS
- SAAQ ST fl:). o= U3 early overreliance on SABAZ} TSIl EHt,

Paradox 4. SABAT= QP8I LABAT QPHEHA] Qdth= Q1AE & & Utk Step 358 LABA7L 5743t
LR, LABAS] T5AME0] 213te] LABA @5AA] ofz fithe AHE 42 FAEE sABAT=AAR=
JSHZ SABA ©=ARGo] bt S 7HE 4 itk

Paradox 5. SABA over-reliance & ICS underuser= ‘ZA(control)’ol] thal] gkxle] 2Htw e wjE: oA}
RZrehe 2787 3Rt sk 24-o| thar), B2 W2 Sl $2d¢] vl lulEk= eFE(pm SABA)Z
S2Q s -o] Qo T1o] o] 2AE glvfar gzhgitt

(2) Further paradoxes of asthma treatment guidelines suggested by Beasley, et al.?':

Paradox 1. Beta-2 agonist monotherapy+= $33}t}, 2o 7lo]=2}2le step 104 SABAE 115473}
Itk LABA monotherapy2} PIRF7FA| 2 SABA monotherapy+= fatal asthma attack-S 53 4= Ut} o]
w2, 7Y oo regular SABA ARERFO 2% 7|=H53) 7|=dTIA, beta-receptor WA =7} FA00
Aot 4= glrfar A& UTF?*, Step 1 X F(pm SABA) 591 A28} trigger (eg, URDON =Z%H wor-
sening asthma® 13} SABATES: i ARE3t 5= Qlil, o]2 <I3)| fatal asthma attacke] o] 7Fs3lct,

Paradox 2. Regular ICSU+ pm ICS/SABA7} pm SABART} 955318 pAE] o] Hit}t, IHow 7jo=
2}ele step 1914 prn SABAES 31573kl Itk Mild asthmaollA] regular ICS7} prn SABART $5-3R(Fd=%
7} szl QloiA) 20031 BEEE START $37-oilA] ofwn] ¥15xl AJefolck, BEdt mild asthma®] /4%
7} oFsl7kaol QJoJA] prn ICS/SABA7} regular ICS9H= E-53}13L prn SABARTHE $5-81ch= #lo] 2007d
HHEE BESTATOA ofn] 1= 3Ic},

Paradox 3. prn SABAZS H2]X| 59| 1st stepl & FO @M (7}o]=a}eloA]), 1CSe] Azt =ojzitk: 3zt
Al s HEshke Zlo] fA] 82 dSS FEle €Al Slth Step 298] A-8Fo] B B A S} A5
A Ak wiitel step 1 (prn SABA)Ol MF-231 gla1, o]E<] HH3F AFRICS)E =AMl Ht

Paradox 4. prm ICS/fLABA7} step 194 SABART} <=3}, step 204= 2BHAE)9] Ao} regular ICS
o} Ttk Ao] A Aok wextk HZoll WEE mild asthma td thyti $37¢1 SIGMA 1 &
2 A7lA] prn ICS/ILABAE regular 1CSS} 558 obglzba Gt Ak, SFA]9F ICS/LABA L&A
AREE ICSY] & 8L regular ICS 129 20%0)] E3}3ic}.

Paradox 5. -2 SMART 2 53f step 3/4914 pm drug® SABART} ICS/LABAS AME3Sl= o] o3}
2 73k 99sitiE 1S g QoY SRRk Zto|=akl oA reliever therapy@A] ICS/fLABAREC}
SABAS WA F3skaL it

(3) The need for ‘anti-inflammatory reliever: Asthma treatment paradox w52 2= WA 2 AHZA=E=H)|,
T3 vl prn ICS/SABA 22 prn ICS/fLABAS} 22 “anti-inflammatory reliever’E- prn SABA th4l AM851A}
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Confirmation of diagnosis if necessary
Symptom control & modifiable
Adu“s & adolescents 12+ years risk factors (including lung function)
Comorbidities
Inhaler technique &adherence
Patient goals

Personalized asthma management:
Assess, Adjust, Review response
Symptoms
Exacerbations
Side-effects

Lung function

Patient satisfaction 4
ient satisiactio Treatment of modifiable risk factors

& comorbidities
Non-pharmacological strategies
Education & skills train:

Asthma medication options: As::?ma med:ca’hons Y
Adjust treatment up and down for
individual patient needs STEP3

AAAAAAAAAAA vesneenses | STEP 2 i
PRE D : STEP1 Low dose
CON ER : Daily low dose inhaled corticosteroid (ICS) - ICS-LABA
to prevent exacerbations : As-needed or as-neededlow dose ICS-formoterol *
and control symptoms : low dose

: ICS-formoterol

Other : [ow dose ICS Leukotriene receptor antagonist (LTRA), or * Medium dose
controlleroptions : taken whenever low dose ICS taken whenever SABA takent - ICS, or low dose

: SABA is takent | ICS+LTRA®
PREFERRED : % | T
RELIEVER 2 As-needed low dose |CS-formoterol As-needed low dose ICS formderol 1

Other : 3 . .
relieveroption As-needed short-acting f.-agonist (SABA)
* Off-label; data only with budesonide-formoterol (bud-form) T Low-dose ICS-form is the reliever for patients prescribed
1 Off-label; separate or combination ICS and SABA inhalers bud-form or BDP-form maintenance and reliever therapy
# Consider adding HDM SLIT for sensitized patients with
allergic rhinitis and FEV1 >70% predicted
Figure 2, GINA treatment steps (GINA 2019)
£ Aolt}. BEST ¢379} SYGMA SGI7A7E ued w|, 252 A7} Zsle] regular ICSol| thg}+ compliance”}

ZA] 948 mild asthmaticst} SABA over-reliant asthmaticsol|Zl] prn ICS/SABA 2-&

2 pm ICS/fLABAT
thete] & 5= 917] wliEolt}, A prn ICS/FLABAY] theh real-world evidenceS ﬁ‘ro]o}ﬂ ffgh A7t 219

 =zo0
LI w

221 e 2 (Novel START study, PRACTICAL study) o= 1 Ail= SYGMA 7239} tf=X] ¢k Flo 2

et

GINA 2019 updatedlA&= SYGMA 1 & 2 AFAHE whol=¢] ‘as needed (=prn) anti-inflammatory re-

liever’ &
231514 712 SheirkFigure 2

5. Summary and (Suggested) optimal management of mild asthma

1) Summary of evidences in mild asthma
AF7HA, =odt We-S SoRlEY vt Brk@Ede] ¢-91E Fe5= FAIRD.
Symptom control

- Definitely, regular ICS > prn ICS/fLABA(ICS/SABA) > prn SABA
Exacerbation minimalization

*Definitely, regular ICS = prn ICS/fLABA(ICS/SABA) > > prn SABA
FAO (fixed airway obst.) minimalization

*Possibly, regular ICS > prn ICS/fLABA(ICS/SABA) > prn SABA
ADR (adverse drug reaction)

*ADR of ICS [hoarseness/stomatitis, osteoporosis (adult)/growth(child)]: Regular ICS <

step 1/2¢] preferred controller24] F31aL, SEx}FA-S ¢J8)] T o]} step 19114 SABA TH=

A5E

QO
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prn ICS/fLABA(ICS/SABA) (ICS: 20% of regular ICS) < No ICS (prm SABA)
-ADR of SABA monoTx [fatal asthma attack]: Regular ICS < prn ICS/fLABA(ICS/SABA) > >
pm SABA > regular SABA

2) (Suggested) optimal management of mild asthma

Mild asthma = H4 2440 Qit ke o 10%0A] AAAH Zole Fgotsly), & 2%olla] 252/
dgotsirt dojdtt, HHEZAR] ofsl= #7159 A =, FAOE F =& = vk Mild asthma-J 7V &
2|82 regular ICSO|T}, 3FA|YE, $A}<] stk(x]L,]x]/z}v,]x])ﬂ] w2} regular 1CSol| tigh 8w Gz
2= k|| git}, Sals H2S X Fahs oAlEA] Bate] RS welsle] Sl 71 el X s e
AFsok g}, tals], Hol pm ICS/LABA 3-2 prn ICS/SABAUh_i regular ICS FAIXERHE ofs}o]
Al o|Foitk= AT Aul= 857} SR mild asthma SEalollA] da121Q] thgle] & 4= Qloma ufg-

aF-Aolgtal At

T%chA, mild asthma $41e] X|gHPRAEle o]E7] AAs|oF eKregular ICSE AEEA] - pr ICS/
fLABAE AdeeA] 22 & v A 55 AHS])? A shared decision makingo|2fal oA}, HLH(H2))
o] ApAIgH AH(FEe] F7/7H EFhE BAZ ATe & Sx-oJit P B3l A5HS ddse A2
X g3A e sxp} Fofsl| oA == /WAAZ 4 vt 43322l shared decision makingS- $]8lA]
+ O ASAA58H)7F J255 /28 Aot} Mild asthma $4}2] shared decision making®ll <]t
management decision®] oo} $A| B F4-& wpEEstaAl gt

(Suggested) shared decision making-based management of mild asthma
1) A2 2pAlgE H(F=2] F7/714 E3hHE AR AF
- H2AR W regular ICSY] F A 18(eg, no regular ICS — HAAlH=A]E —
Sx: QOL |, AE: ER/adm 1)
OFE IS (FR7H/ARR)
D Ao} fe B9l Adie HY
AR < AZOA: A= regular 1CSE 88 A9,
AR > A go)A(EHSx: QOL | , AE: ER/adm T 18 7H=313Ith= mild asthmatics): Regular ICSZ
23] oF 8 Aolmz &AAe] T flote] Tg.
h/o Fatal AE — regular ICS AlEAS 2 243 pm ICS/LABA or ICS/SABA
- AE risk, not h/o Fatal AE — prn ICS/fLABA or ICS/SABA
- No AE risk = No Tx (AH-2JA] £%)... -2 prn ICS/fLABA or ICS/SABA > prn SABA
ICS AFAKFZE 22 o] tfgt A7%) — LTRA > Theophylline
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