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Asthma is a heterogeneous disease characterized by chronic airway inflammation. Global Initiative for
Asthma (GINA) and national guidelines recommend asthma management to achieve two ultimate goals as
follows: 1) good control of symptoms; 2) minimizing future risk of exacerbations.' Asthma acute
exacerbations are common events and it is believed that they are closely associated with poor asthma
control. Indeed, asthma acute exacerbations is considered a serious medical condition with significant
morbidity, risk of death and high treatment cost. Furthermore, recurrent asthma exacerbations lead to
progressive airway remodeling and greater asthma severity.” Therefore, it is critical to establish an
appropriate asthma treatment strategy to achieve these pivotal goals in asthma management.

According to the global guidelines, treatment of asthma based on disease severity or level of control,

145 ICS have been the basis of asthma treatment for

typically initiates using inhaled corticosteroid (ICS).
many years, with their effectiveness confirmed by large databases.’ Currently, ICS/long-acting £ ,-agonist
(LABA) combination is maintenance therapy for patients with uncontrolled asthma on ICS alone.” Recent
study demonstrated that low dose ICS reduced the risk of severe asthma exacerbations, prevented decline in
lung function, and improved day-to-day symptom control for the patients with mild, recently diagnosed
asthma.® In addition, it has been reported that ICS use can substantially reduce asthma exacerbations.”"’
Therefore, clinicians are advised not to completely withdraw ICS." These results clearly show the importance
of ICS in treatment of asthma.

In addition to these pharmacologic aspects, there are other issues to be considered in the management of
asthma such as inhaler technique and adherence to achieve asthma treatment goals. One of the key
components is a good collaboration between physicians and patients. Asthma medications are various, and

moreover, these are being used in a variety of devices. Thus, it is pivotal to educate patients how to

properly use these asthma medications. However, it appears that not all physicians are fully aware of the
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importance of education. Some studies show that 32% of patients had never learned inhaler technique from
their physicians.ll As a result, more patients are considered uncontrolled asthmatics than they actually are,
which lead to usage of high dose medications. Patient education should be done about proper device usage,
appropriate dosing frequency, and self-management of exacerbation situations. Recently, international
guidelines describe that when patients use ICS/LABA containing a quick onset LABA, the maintenance
inhaler could also be used for occasional quick relief purposes. This strategy can be convenient and can
reduce asthma exacerbations when compared with the use of ICS alone or low dose of ICS/LABA."*"
However, some studies reported that this strategy produces poor day-to-day control of symptoms and
increasing inflammation,"> which could be results from lack of proper education by physicians and patients’
misunderstanding about the strategy. In another study, initiating treatment with a once-daily combination
provides better asthma control in real world practice.16

It is well known that asthma is a clinical syndrome that can’t be explained by single disease mechanism
and phenotype. Asthma is composed of various subtypes and each subgroup has different clinical
manifestations and variety of pathophysiological mechanisms.”” This variety is affected by age, sex, race,
and environmental factors, and each subtype has a different disease severity and prognosis.'*" Thus, in
order to achieve best management of asthma, it is undoubtedly important to define various subtypes of
asthma and figure out predictable factors that influence the disease severity and treatment responses.
Currently, direction of treatment is changing to the ‘precision medicine’ concept, and a variety of
medications are developing. ‘Precision medicine’ is mainly targeting the endotype of each individual
patient.” These days, about 10 years after the introduction of the first biologics, that is Omalizumab
targeting for ‘IgE mediated atopic’ severe asthma, new biologics such as Mepolizumab and Reslizumab have
been approved for ‘eosinophilic’ severe asthma in particular. We are also waiting for the other drugs
(Benralizaumab, Dupilumab, Tezepelumab) to be approved soon. We expect that better medications for each
subtype of asthmatics can be available and achievement of ultimate goals in asthma management will be
realized in the near future.

In conclusion, appropriate therapeutic strategies are definitely needed for proper management of asthma,
because asthma is a complex and diverse disease syndrome. It is important to identify subtypes of the
disease, and choose the right medications for each asthma patient. To achieve ideal therapeutic strategy for
asthma, we should consider not only each medication’s pharmacologic excellence but also non-pharmacologic
aspects such as the best ways to improve patients’ adherence to medications and understanding about the

disease by continuous communication between patients and clinicians.
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