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How to step down asthma preventer 
treatment in patients with well-controlled 
asthma – more is not always better

SUMMARY
Most of the benefit of asthma preventer inhalers is seen with low doses. However, many Australian 
patients are prescribed doses of inhaled corticosteroids that are higher than necessary to control 
their asthma.

Prescribing unnecessarily high preventer doses increases the patient’s risk of adverse effects. 
They may also increase the patient’s out-of-pocket costs.

Asthma guidelines recommend considering a step-down in preventer treatment after asthma has 
been well controlled for two to three months in adults and for six months in children. The step-
down process should be individualised for each patient.

Preventive therapy should not be stopped completely.

LABA.4 There are several possible explanations for this 
deviation from the recommendations. Some patients 
with frequent symptoms at diagnosis may have 
been prescribed a high-dose preventer, without the 
dose being reviewed after the symptoms improved. 
Many patients have their preventer dose increased 
during a flare-up, but few return for review after 
they have recovered, so they remain indefinitely on 
unnecessarily high doses.5 In some cases, clinicians, 
given the substantial pressures on their time, feel that 
switching asthma treatment may not be a worthwhile 
use of their time, especially if there is a risk that 
asthma control will be worse after the switch.6

Why consider stepping down 
asthma treatment?
Most of the benefits of ICSs are achieved with low 
doses which are associated with very little risk of 
adverse effects. Long-term treatment with high doses 
is associated with a small increase in the background 
risk of conditions such as cataract and osteoporosis.7

Some patients are concerned about any type of 
corticosteroid treatment,8 with some concerns 
mistakenly driven by information about anabolic 
steroids. Patients may not be aware that the risks 
described in Consumer Medicines Information are 
seen only with high ICS doses taken for a long period 
of time, or with oral corticosteroids. When starting 
treatment, prescribers should emphasise to the patient 
that one of the goals of asthma management is to first 
achieve good control and then find the lowest dose for 
them that will keep the asthma well controlled.

Introduction
Asthma management is not a case of ‘one size fits all’. 
A key goal is to customise treatment for the needs 
of each patient. This involves finding the lowest dose 
that will keep asthma symptoms well controlled and 
reduce the risk of severe attacks (also called severe 
flare-ups or exacerbations), while minimising the risk 
of adverse effects.

Inhaled corticosteroids
Australian asthma guidelines recommend that most 
adult and adolescent patients should be prescribed 
a low-dose inhaled corticosteroid (ICS) or an 
as-needed combination of low-dose ICS and low-dose 
formoterol.1 Only some patients need daily treatment 
with a combination of low-dose ICS with a long-acting 
beta2 agonist (LABA). Few patients require medium or 
high doses of the ICS–LABA combination, or add-on 
treatment (for ICS doses for adults and adolescents, 
see Table 1).2 For children 6–11 years, regular ICS is 
recommended for those who have symptoms more 
than once weekly, or frequent or moderately severe 
exacerbations. Few children require high doses (for 
ICS doses for children, see Table 2).3 Guidelines 
recommend the consideration of stepping down 
the dose of therapy when asthma has been stable 
and well controlled for 2–3 months in adults, and six 
months in children.1

Despite these guidelines, a recent study found 
that 71% of Australian adults and adolescents with 
asthma who were prescribed preventer inhalers had 
been dispensed a high-dose combination of ICS–
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An additional reason for considering stepping down 
the dose is that it may substantially reduce out-of-
pocket costs for patients. This may improve their 
adherence to therapy.9,10

Which patients should be 
considered for a step-down?
Evidence shows that preventer treatment can be 
stepped down safely. Systematic reviews of studies in 
properly selected patients found no overall increase 
in the risk of exacerbations.11 However, the dose of ICS 

that will keep asthma well controlled varies between 
patients, so consider each step-down as a treatment 
trial and monitor the patient closely afterwards. There 
is much less evidence about stepping down treatment 
in children.11

Consider stepping down therapy when asthma 
has been well controlled by a stable dose of ICS 
or ICS–LABA for at least 2–3 months in adults 
and adolescents and after six months in children, 
particularly if the ICS dose is medium or high by 
age group (see Tables 1 and 2).2,3 All patients should 
have a written asthma action plan before starting a 
step-down.

To assess symptom control, use a tool such as the 
Asthma Control Test. This evaluates symptoms, 
reliever use and perceived control over four weeks.12 
Also ask patients if they have had any flare-ups in 
the last 12 months, as these increase the risk of future 
exacerbations. A flare-up more than three months ago 
that was triggered by an isolated upper respiratory 
infection would not necessarily be a contraindication 
to stepping down the dose, provided symptoms had 
been well controlled since then.

Poor adherence is not necessarily a barrier to stepping 
down, provided the patient has well-controlled 
asthma and no exacerbations. A greater reduction in 
the prescribed dose may be considered if the patient 
has been using their preventer infrequently. However, 
if a patient notices more symptoms after missing 
only one or two doses of their current preventer, they 
are likely to need their current dose, so it should not 
be reduced.

During pregnancy, consider stepping down only if 
the woman has well-controlled asthma and is taking 
a high-dose preventer. Otherwise, postpone stepping 
down until after delivery.13

Stepping down in patients with 
severe asthma
For patients with severe asthma, careful step-down 
of inhaled therapy can be considered if symptom 
control and exacerbations respond to add-on 
biologic therapy such as benralizumab, dupilumab, 
mepolizumab or omalizumab. The highest priority 
is to gradually reduce and stop oral corticosteroids. 
Reducing the ICS dose can be considered after 
3–6 months, but not to below a medium dose.14 In 
severe asthma, any dose reduction should be in 
consultation with a specialist.

A step-by-step guide to 
stepping down
Depending on the patient’s current therapy, there are 
several step-down options (see Table 3). The step-
down process is individualised for each patient.

Table 1    Inhaled corticosteroid dose levels for adults 
and adolescents2

Inhaled corticosteroid Total daily metered dose (micrograms) 
for adults and adolescents 12 years and 
over with asthma

Low Medium High

Beclometasone dipropionate 100–200 250–400 >400

Budesonide 200–400 500–800 >800

Ciclesonide 80–160 240–320 >320

Fluticasone furoate – 100 200

Fluticasone propionate 100–200 250–500 >500

Mometasone furoate* in combination 
with indacaterol

62.5 127.5 260

Mometasone furoate*† in combination 
with indacaterol and glycopyrronium

– 68 136

This is not a table of equivalence, but instead it shows the doses of inhaled 
corticosteroid that are classified as low, medium or high for each drug.
* Delivered doses not metered doses
† Approved only for adults 18 years and over

Table 2    Inhaled corticosteroid dose levels for children 
6–11 years3

Inhaled corticosteroid Total daily metered dose 
(micrograms) for children 6–11 years 
with asthma

Low High

Beclometasone dipropionate 100–200 >200 (maximum 400)

Budesonide 200–400 >400 (maximum 800)

Ciclesonide 80–160 >160 (maximum 320)

Fluticasone propionate 100–200 >200 (maximum 500)

This is not a table of equivalence, but instead it shows the doses of inhaled 
corticosteroids that are classified as low or high for each drug. The only dose of 
fluticasone furoate indicated for children (50 micrograms/day) is not available 
in Australia. 
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Table 3    Step-down options for preventer therapy in adults and adolescents who 
have had well-controlled asthma for at least 2–3 months1

Treatment 
level

Current preventer treatment Suggested step-down options

5 High-dose combination ICS–LABA plus 
add-on therapy such as biologic therapy or 
oral corticosteroids for severe asthma

Discuss with the specialist who prescribed the add-on 
treatment. Once asthma is well controlled, the highest 
priority for stepping down is to gradually reduce and 
then cease oral corticosteroids (if prescribed); check for 
adrenal suppression. Advise patients not to stop their 
combination ICS–LABA treatment. Do not reduce ICS–
LABA below a medium dose.

4 Medium- or high-dose ICS–LABA–LAMA 
maintenance, plus as-needed SABA

Consider ceasing the LAMA, and continuing the same 
dose of ICS–LABA.

OR 

If the ICS dose is high, consider reducing to a medium 
dose (but not to low dose) while continuing LAMA.

4 Medium-dose MART, i.e. 2 inhalations 
twice daily of budesonide/formoterol 
200/6 micrograms or beclometasone/
formoterol 100/6 micrograms, plus 1 
inhalation taken as needed for symptom relief

Low-dose MART, i.e. 1 inhalation twice daily of 
budesonide/formoterol 200/6 micrograms or 
beclometasone/formoterol 100/6 micrograms, plus 1 
inhalation taken as needed for symptom relief.

4 Medium- or high-dose ICS–LABA 
maintenance, plus as-needed SABA

Continue ICS–LABA, reducing the ICS dose by 25–50% by:

 • prescribing a lower dose ICS-LABA formulation

OR

 • for ICS–LABA combinations prescribed more than once 
daily, by reducing the number of inhalations per day.

3 Low-dose MART, 1 inhalation twice daily of 
budesonide/formoterol 200/6 micrograms 
or beclomethasone/formoterol 
100/6 micrograms, plus 1 inhalation taken 
as needed for symptom relief

As-needed only low-dose budesonide/formoterol 
200/6 micrograms.

[Note: as-needed only treatment has not been studied 
with beclometasone/formoterol]

3 Low-dose fluticasone furoate vilanterol 
(a once-daily ICS–LABA) plus as-needed 
SABA

Consider stepping down to once-daily fluticasone 
furoate (ICS alone) plus as-needed SABA.

3 Low-dose combination ICS–LABA 
maintenance (twice-daily formulations), 
plus as-needed SABA

Reduce ICS–LABA dose by 25–50% by:

 • reducing from twice-daily to once-daily

OR

 • for patients prescribed 2 puffs per dose, reducing to 
1 puff per dose.

2 Maintenance low-dose ICS plus as-needed 
SABA

Continue daily low-dose ICS (with a lower dose if 
available), plus as-needed SABA.

2 As-needed low-dose budesonide/
formoterol 200/6 micrograms taken as 
needed for symptom relief

Reduce to as-needed low-dose budesonide/formoterol 
100/6 micrograms per dose.

1 As-needed SABA alone (not a preventer) SABA-only treatment is not recommended, except for 
the very few patients who have symptoms less than 
twice a month and no risk factors for exacerbations.

Treatment levels in the table correspond to Australian asthma guidelines for adults and adolescents.1

ICS inhaled corticosteroid
LABA long-acting beta2 agonist
LAMA long-acting muscarinic antagonist, as separate inhaler or in triple ICS–LABA–LAMA combination
MART maintenance and reliever therapy with budesonide/formoterol or beclometasone/formoterol. In this regimen, the 
patient takes ICS/formoterol combination as both their maintenance treatment and as their reliever (instead of a SABA)
SABA short-acting beta2 agonist

http://www.nps.org.au/australianprescriber
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Use shared decision making
Explain the rationale and the process for stepping 
down the dose, and understand the patient’s or 
parent’s willingness or concerns. Discuss how the 
dose required for the prevention of flare-ups will be 
individualised for them.

Timing
Choose an appropriate time to reduce the dose. For 
example, do not step down if the patient is developing 
a cold, or about to travel, or just before a holiday 
period. For patients who are allergic to rye grass 
and live in an area where thunderstorm asthma may 
occur, it would not be advisable to step down their 
treatment during the pollen season. Step down before 
the previous inhaler is completely empty, so the 
patient can resume their previous dose promptly if 
asthma worsens.

Assess the patient’s risk factors
Risk factors include a history of previous 
exacerbations and allergen exposure in sensitised 
patients.

Record the patient’s baseline asthma status
Use the Asthma Control Test or document how many 
days each week the patient has asthma symptoms, 
or needs to use their inhaler to relieve symptoms. 
Document lung function if available.

Make small dose adjustments gradually
The ICS dose can be reduced by 25–50%, by 
prescribing a lower dose formulation or reducing 
the frequency of use. Consider reducing in two 
steps of 25% rather than a single 50% reduction. For 
example, if the patient is taking two puffs twice a 
day, suggest they drop one of the evening puffs. If 
they remain stable after one month, drop the other 
evening dose so they would then be taking two puffs 
once a day.

Self-monitoring
Ask the patient to monitor symptoms and reliever 
use, and record the date of the step-down in their 
diary or calendar. Advise them that if, over a few 
weeks, they experience an overall increase in 
symptoms or reliever use, or start waking at night 
due to asthma, they should resume their previous 
dose. For patients who are anxious, or about whom 
one is concerned, consider asking for two weeks of 
peak expiratory flow monitoring as a baseline, then 
mark the step-down date and continue recording 
for another 3–4 weeks. The Woolcock peak flow 
chart makes it easy to detect exacerbations and 
gradual changes.15 Monitoring peak expiratory 
flow is particularly useful given reduced access to 

spirometry during the COVID-19 pandemic. The 
National Asthma Council has information to assist 
with self-monitoring.

Action plan
Make sure the patient’s written asthma action plan is 
up to date, so that they know what to do and who to 
contact if they have a flare-up.

Review
Book a follow-up visit for two or three months 
after stepping down (or earlier if there is concern) 
and prompt the patient to contact their GP sooner 
if their asthma worsens. At the follow-up visit, assess 
symptom control, adherence, reliever use and lung 
function (if test available). If the patient’s asthma is still 
stable, consider stepping down by another 25–50%.

Do not completely stop inhaled 
corticosteroids
In adults or adolescents, completely stopping 
preventive therapy increases the risk of severe 
exacerbations.

New step-down options in 
mild asthma
For adults and adolescents with well-controlled 
asthma on a low-dose ICS or low-dose ICS–LABA, 
with an as-needed short-acting beta2 agonist (SABA) 
reliever, one option is to continue daily treatment 
indefinitely.16 However, patients with few symptoms 
are often poorly adherent to therapy, increasing their 
risk of severe exacerbations.

A new step-down option available in Australia since 
2020 is to switch to an as-needed combination of 
low-dose budesonide with formoterol. The patient 
uses the low-dose budesonide/formoterol inhaler 
whenever needed for symptom relief, instead of 
a SABA. This option is supported by three large 
studies including step-down in mild asthma, that 
showed symptom control and lung function were 
similar, and the risk of severe exacerbations was the 
same or lower, compared with continuing regular 
daily ICS with as-needed SABA.17-20 Importantly, the 
risk of severe exacerbations was reduced by more 
than 60% compared with switching to SABA-only 
treatment.17 Patients took an average of three to four 
doses of budesonide/formoterol 200/6 micrograms 
per week, so in clinical practice, one inhaler would 
last an average of six months. Although the initial 
out-of-pocket cost to the patient would be higher, the 
average daily cost to the patient over the life of the 
inhaler would be much lower than with daily ICS or 
daily ICS–LABA, plus an as-needed SABA.

Smaller studies in adults and children have found 
that it is possible to step down from daily ICS to 

http://www.nps.org.au/australianprescriber
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taking low-dose ICS only when the patient takes their 
SABA for symptom relief. This is more effective than 
SABA alone at preventing exacerbations.21,22 This 
approach is not currently recommended in Australian 
asthma guidelines.

Conclusion

A key goal of asthma management is to customise 
the treatment to the patient’s needs, by first 
achieving good asthma control and then finding 
the minimum effective dose that, together with an 
asthma action plan, will minimise the patient’s risk 
of severe exacerbations. This approach optimises 
the benefit for patients, reduces the risk of adverse 
effects, and reduces costs for the patient and 
the healthcare system. With shared decision-
making and a careful plan, many patients are 
keen to engage in the process of optimising their 
asthma management. 
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