Global Strategy for Asthma Management:
2019 Clinical Blueprint

A visual diagnostic pathway based on the GINA 2019 Guidelines update.
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The 2019 Paradigm Shift
In Asthma Management

0 Old Standard (Pre-2019)

° v SABA-only treatment
(Short-Acting Beta2-Agonists)

No longer recommended for adults and
adolescents due to strong evidence of
increased risk for severe exacerbations and
asthma-related death.

New Standard (GINA 2019)
|ICS-containing

controller treatment
(Inhaled Corticosteroids)

All adults and adolescents should receive
either symptom-driven (in mild asthma) or
daily ICS treatment. Preferred Step 1 & 2
option: As-needed low dose ICS-
formoterol.

Core Takeaway: This population-level risk reduction strategy aims to eliminate

severe exacerbations with very low-dose, targeted intervention.
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Redefining Asthma:
The Diagnostic Equation

History of Variable Variable Expiratory
Respiratory Airflow Limitation
Symptoms
- Wheeze + W 2 3
- Shortness of breath el DIagnosis
- Chest tightness g
" Documented variability
- Coug over time and in intensity

Asthma is a heterogeneous disease, usually characterized by chronic airway inflammation.
While airflow limitation is initially variable, it may become persistent later in the disease course.
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The Phenotype Matrix

CLINICAL PHENOTYPE

Allergic Asthma

Non-Allergic
Asthma

Adult-Onset
(Late-Onset)

Persistent Airflow
Limitation

Asthma with
Obesity

PATIENT PROFILE & CELLULAR MARKER

Commences in childhood; family history
of eczema/rhinitis. Eosinophilic airway
inflammation.

Not associated with allergy.
Neutrophilic, eosinophilic, or

paucigranulocytic profile.

Presents in adult life (particularly women).
Tend to be non-allergic. Must rule out
occupational exposures.

Long-standing asthma leading to

incompletely reversible limitation. Driven
by airway wall remodeling.

Prominent respiratory symptoms with little
eosinophilic airway inflammation.

TYPICAL TREATMENT RESPONSE

Usually responds well to ICS
treatment.

Often demonstrates less
short-term response to ICS.

Often requires higher ICS doses
or is relatively refractory.
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The Diagnostic Pathway (Initial Presentation)

Patient with respiratory symptoms. NO
Are they typical of asthma? l/
Test for alternative
diagnoses
En"lapr:fdlzgiﬂ;;;ggs“ﬂél-cs Clinical Urgency Detailed history/exam
Diagnostic testing mandated S History s.uppurtls?asthma
within 1-3 months. diagnosis?
\l/‘fES
Perform spirometry/PEF No/Inconclusive | Repeaton another occasion
with reversibility test. > or arrange alternative
Results support asthma? tests.
YES NO
\/

Consider trial treatment for
most likely alternative diagnosis.




Clinical Assessment: Symptom Patterns

Rule In: Increases Probability %

More than one symptom (wheeze,
shortness of breath, cough, chest
tightness).

Symptoms often worse at night or in the
early morning.

Symptoms vary over time and in intensity.

Triggered by viral infections, exercise,
allergens, weather changes, laughter, or
irritants.

Rule Out: Decreases Probability X

Isolated cough with no other respiratory
symptoms (especially in adults).

Chronic production of sputum.

Shortness of breath associated with
dizziness, light-headedness, or peripheral
tingling.

Chest pain.
Exercise-induced dyspnea with noisy
Inspiration.
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The ‘Test Before Treating’ Imperative

. Ry
25-35%
%

(2% have serious misdiagnosed cardiorespiratory conditions).

The Statistic

25-35% of patients with a diagnosis of asthma in
primary care cannot be confirmed as having asthma
upon subsequent objective testing.

The Clinical Rule

Document the evidence for asthma before starting
controller treatment whenever possible.

The Rationale

Features characteristic of asthma improve with
treatment. Controller medications obscure natural
variability, making it significantly more difficult to
confirm the diagnosis retrospectively.
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Objective Measurement |: Baseline Airflow Limitation

__________________________ Metric
- Ny FEV1 / FVC Ratio

’ Reduced Ratio

/ Adult Threshold
’ Less than 0.75 - 0.80

Volume (Liters)

! Child Threshold
; Less than 0.90

Time (Seconds)

Clinical Note: A reduced FEV1 can be found in many lung diseases, but a reduced ratio of FEV1 to FVC is the key indicator of expiratory airflow Iimi’%%ggmkm



Objective Measurement lI:
Bronchodilator Reversibility

[ Withholding required: SABA =4 hours, LABA =15 hours prior ]

0 mins:
Administer

10-15 mins:

Measure

200-400 mcg
albuterol

expansion of
lung capacity

Adult Positive Test

Child Positive Test

>12% AND >200 mL

Increase in FEV1 from baseline.
(Greater confidence if >15% and >400 mL).

>12% predicted

Increase in FEV1 from baseline.

Caveat: Reversibility may be lost during severe exacerbations,

viral infections, or in long-standing asthma.
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Objective Measurement lll: Diurnal PEF Variability

Flow Volume (L/min)
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Home Tracking Adults Children

Twice-daily PEF tracking over 2 weeks using the

same meter (meters can vary by up to 20%). > 10% > 13 %

(Day’s highest - Day’s lowest) Average daily Average daily
Mean of day’s highest and lowest diurnal variability diurnal variability

Clinical Note: Predicted normal ranges have limitations; the patient’s own best reading (‘personal best’) should be used as their normal baseline. =



Objective Measurement IV: Provocation & Alternative
Testing

The 4-Week Anti- : Bronchial Provocation
Inflammatory Trial ENOrciee: ( NIgnonge (Adults)
4 weeks of ICS treatment Positive Test (Adults): Inhaled methacholine or
(outside respiratory infections). Fall in FEV1 >10% and >200 histamine.
mL from baseline.

Positive Test Positive Test

>12% and >200 mL (or PEF Positive Test (Children): Fall in FEV1 220% with
£’ or PEF >15%. (Or >15% with

hyperventilation/hypertonic
saline/mannitol).

Moderately sensitive, but limitea
specificity (can be positive in
allergic rhinitis or COPD).
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Complex Scenarios: Patients on Controller Treatment

For patients with few symptoms, normal lung function, and no documented variable airflow
limitation, but who are currently taking ICS controllers.

Repeat Bronchodilator Reversibility Test
(withhold SABA 4 hrs, LABA 12-24 hrs).

!

If Step 1 is normal, systematically
step down controller treatment.

J \

Asthma Confirmed Asthma Unconfirmed
Symptoms emerge and lung No change in symptoms/lung
function falls. Step treatment back function at the lowest step.
up to the lowest effective dose. Consider ceasing controller entirely
and monitor closely for 12 months.
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The 2019 Clinical LOOpZ Step 1: Clinical Suspicion
DiagnOSiS -to Management Variable symptoms identified

(Wheeze, cough, tightness, dyspnea).
Rule-out symptoms assessed.

Step 4: The 2019 Step 2: Objective

Treatment Paradigm Confirmation
Initiate ICS-containing Test Before Treating.
controller therapy immediately. FEV1/FVC ratio reduced.

SABA-only treatment is

Reversibility proven (>12% / >200mL)
explicitly avoided.

OR

Diurnal variation documented.
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Step 3: Phenotype Profiling

Identify triggers, allergy status, and
inflammatory markers to predict
treatment response.
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