
17

COVID-19 IN PATIENTS WITH ASTHMA: REVIEW AND  
IMPLICATIONS FOR CARE OF ADULT PATIENTS WITH  
AN OSTEOPATHIC COMPONENT

Daniel J. Frasca, DO1; Samantha Wolf, DO2 
 

1Associate Director, Virginia Commonwealth University, Riverside Family Medicine Residency Program, Newport News, VA 
2Dwight David Eisenhower Army Medical Center Family Medicine Residency, Fort Gordon, GA

Review ARTICLE

ABSTRACT

Patients with asthma who have COVID-19 typically present with rhinitis, rhinosinusitis, cough, 
and shortness of breath and rarely with wheezing. Family physicians should consider a patient’s 
asthma subtype, pertinent medical history, and medications. Maintenance medications, including 
inhaled corticosteroids (ICS), should be continued for most patients. Whether to start ICS in 
patients with asthma who have COVID-19 should be considered, as the risks and benefits are 
unclear, and systemic corticosteroids should be avoided in patients with asthma who have 
COVID-19 if alternatives exist. Pregnant patients with both asthma and COVID-19 should be 
comanaged by an obstetrician, with consideration for early induction of labor. Behavioral health 
topics and osteopathic principles and manipulative techniques should be considered in patients 
with COVID-19 and asthma. Generalities are challenging to make, but patients with asthma do not 
seem to have worse outcomes with COVID-19 than patients without asthma.
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INTRODUCTION 
Discovered in 2019, the SARS-CoV-2 virus is an enveloped positive- 
sense, single-stranded RNA virus. Within the virus family 
Coronaviridae, it is the seventh subtype of the human coronavirus 
(CoV), similar in structure to past SARS-CoV and MERS-CoV viruses. 
COVID-19, the syndrome that the SARS-CoV-2 virus causes, may 
include such mild symptoms as cough, rhinitis, rhinosinusitis, 
anosmia, dysgeusia, myalgia, fatigue, and fever. Severe illness 
may be characterized by atypical pneumonia, pulmonary edema, 
acute respiratory distress syndrome, multisystem organ failure, 
and septic shock.1

Patients with asthma with heterogeneous origins of varied 
symptoms and treatment challenges are a unique cohort 
of patients. The objective of this article is to review the 
pathophysiology of the SARS-CoV-2 virus, the sequelae of 
COVID-19 syndrome, the basics of asthma physiology, and the 
implications of care for patients with both asthma and COVID-19 
in an effort to educate and empower readers toward evidence-
based management recommendations.

SARS-COV-2 VIRUS PATHOPHYSIOLOGY
Exposure to SARS-CoV-2 typically comes from aerosolized droplets 
(commonly 1–5 μm in diameter) several meters from an infected 
person1 or by long-range transmission from environmental pollen 
bioaerosol complexes linked with the virus.2 After a person is 
exposed, the spike glycoprotein (S protein) of the virus binds to 
the angiotensin-converting enzyme 2 (ACE2) receptors of both 
type I and type II pneumocytes of the host (Figure 1). Following 
attachment, the transmembrane serum protease 2 present on 
the extracellular membrane of the epithelial cells will cleave the 
S protein into subunits, which facilitate the transmission of the 
uncoated RNA genome of the virus across the membrane and  
into the cell.3

Each RNA genome creates replicase transcriptase polypeptides, 
which create more viral RNA. This, in conjunction with the 
upregulation of the expression of the ACE2 receptors in the 
presence of the S protein, causes an exponential increase in viral 
load. This S protein of the SARS-CoV-2 virus has a 10–20-fold 
increase in binding capacity compared with its distant relatives, 
the SARS-CoV and MERS-CoV viruses, suggesting a key point in  
the virulence of this virus.4
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ASTHMA PATHOPHYSIOLOGY
Asthma encompasses obstructive lung disease with airway 
inflammation, bronchial smooth muscle contraction, increased 
mucus production, and bronchial hyperresponsiveness. Common 
symptoms include cough, shortness of breath, chest tightness, 
and wheezing.5 The two most common asthma subtypes reported 
are “atopic” and “nonatopic.” Atopic asthma is more common, 
associated with baseline increased histamine, total IgE, attenuated 
interferon (IFN) response, a Th2-skewed immunity, and increased 
eosinophils.2,3 Nonatopic asthma is typically associated with 
obesity, metabolic syndrome, and smoking, though without a 
clear origin or etiology. It often includes a Th1- or Th17-mediated 
immune response and may be associated with an increased IFN 
response, including interleukin 6 (IL-6), which is common and 
difficult to control.4,6

EXACERBATIONS REVIEW
Asthma exacerbations describe worsening of baseline symptoms, 
with respiratory infections as common triggers secondary to 
increased, attenuated IFN response.7 The CoV viral subclass 
is a common trigger.1,8 Estimates of 80% of respiratory triggers 
secondary to CoV are documented, although one study countered 
with no strong link between CoV and asthma exacerbations.9

ISOLATION CONSIDERATIONS
A Dutch study showed that patients with asthma exhibited higher 
rates of fear of becoming infected with SARS-CoV-2 compared 
with controls.10 Patients with asthma seem more motivated to 
reduce the risk of respiratory viral infections by using behavioral 
interventions such as social distancing and mask-wearing, 
compared with patients who do not have asthma.11,12 Furthermore, 
patients with asthma were more likely to avoid clinics and hospitals 
for non-COVID issues secondary to concerns about COVID-19 and 
hospital-acquired infections.10,13 A Greek retrospective cohort 
study theorized that primary care effectively managed patients 
with asthma and that such patients had decreased environmental 
exposures with limited aggravating factors, were avoiding health 
care secondary to fear of COVID-19, and showed a 68% reduction 
in admissions since the onset of the pandemic.14

COVID-19 AND ASTHMA PREVALENCE
An accurate prevalence of asymptomatic and mild COVID-19 
patients with asthma remains unclear secondary to lack of testing 
in asymptomatic patients and those with mild symptoms, varying 
diagnostic criteria, and decreased hospital presentations of 
patients with asthma.14 Patients with both asthma and COVID-19 
were most likely to present with rhinitis and rhinosinusitis 

FIGURE 1:

SARS-CoV2 entering a host cell
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symptoms. Diagnosing asthma remains challenging secondary to 
the closure of pulmonary function testing laboratories, secondary 
to the aerosolization of the procedure.13,15 Hospitalized patients 
often demonstrate cough and shortness of breath, with wheezing 
as a rare feature.1 Patients with asthma who have COVID-19 
generally have other comorbidities such as obesity, sleep apnea, 
and GERD.16

A review of the literature postulates that early studies from China 
and Italy significantly underrepresented asthma in COVID-19 
patients.7 A retrospective cohort study from Illinois showed that 
the prevalence of COVID-19 patients with asthma was 14.4%,16 

though a Spanish study showed a prevalence of 4.45%.9 An 
Israeli retrospective cohort study conducted a chart review of all 
patients with documented asthma, showing 10.2% were positive 
for COVID-19 by PCR testing, not statistically significant compared 
with patients who did not have asthma. Further analysis showed 
that the use of systemic corticosteroids (SCS) or biologic therapy 
did not increase the risk of COVID-19 in patients with asthma.17,18 
Data reported here can be compared with the national asthma 
prevalence in the United States of 8.0% based on the US Centers 
for Disease Control and Prevention’s (CDC) National Reported 
Prevalence of 2019.19 The heterogeneity of the studies and varied 
data mean that generalities about association or correlation with 
COVID-19 and asthma are difficult to make.

COVID-19 SEVERITY AND COMPLICATIONS
The CDC reports that asthma is a risk factor for severe COVID-19.4,19 
The severity of COVID-19 correlates directly with the magnitude 
of innate immune response and cytokine storm within the lower 
respiratory tract.4 The nonatopic subtype of asthma tends to be 
proinflammatory with increased baseline levels of IL-6, showing 
a significant association with severe infection.4,20 Alternatively, 
atopic asthma shows a Th2-skewed immunity with a decreased 
cytokine and overall antiviral response to SARS-CoV-2.2-4,11,12 The 
decreased IFN response of many  patients with asthma decreases 
expression of ACE2 on the cell membrane, decreasing available 
binding sites for the S protein and decreasing viral replication 
within the pneumocytes.3,21 In conclusion, severity, need for ICU-
level care, and mortality are not significantly different for patients 
with asthma compared to those with no underlying chronic 
respiratory disease.9

A retrospective cohort study showed that hospitalization rates 
were not different between COVID-19 patients with or without 
asthma.16 Compared to patients with chronic obstructive 
pulmonary disease (COPD), obstructive sleep apnea (OSA), and 
other chronic respiratory diseases, asthma patients have been 
found to have a lower risk of mortality with COVID-19.1 Hosoki 
et al. proposes the varying presentations and pathophysiology 
between atopic and nonatopic asthma, and the inability to 
separate them upon review helps explain the diversity of data in 
the literature.1 Palmon et al. postulated that a portion of patients 
with asthma may have had unresolved postviral hyperreactivity 
of the airway from prior non–SARS-Co-2 infections, leading to 
increased risk of complications.21 Strauss et al, a review of the 
Cleveland Clinic COVID-19 Research Registry, demonstrated 

patients using intranasal steroids for rhinitis had a lower risk of 
hospitalization, ICU admission, and in-hospital mortality.22

Inflammatory markers, including C-reactive protein (CRP), lactated 
dehydrogenase (LDH), and ferritin were lower in patients with 
asthma compared with patients without asthma.16 Eosinophilia is 
common in patients with atopic asthma, a feature of the innate 
immune response implicated in increased disease severity, 
frequent exacerbations, and tissue remodeling.9 Conversely, 
eosinopenia, which is common with severe COVID-19, has been 
demonstrated to have a dose-dependent relationship to risk 
of ICU-level admission. Thus, the eosinophilia of patients with 
asthma is theorized to be protective.9,17

Low-quality evidence shows that ICS use blocks RNA replication 
and minimizes the cytokine response.8,23 ICS use in patients 
with asthma did not increase the risk of COVID-19-related 
hospitalizations in the United States, and a Japanese case series 
suggests that ICS may assist with COVID-19 recovery.24 Systemic 
corticosteroid use was a notable risk factor for moderate-to-
severe COVID-19 with increased mortality compared to nonuse, 
with outcomes showing a statistically significant dose-responsive 
increase in severity. Biologic therapy use showed no increased 
risk of COVID-19 severity or mortality compared to nonuse.17

PREGNANCY CONSIDERATIONS
A Washington state study following 46 pregnant patients with 
asthma and COVID-19 showed that pregnant patients with asthma 
have a higher risk of contracting severe COVID-19 and experiencing 
delivery complications. This suggests comanagement with 
obstetrics and consideration of preterm induction and delivery 
may decrease risks of complications, including improved neonatal 
lung function.25

BEHAVIORAL HEALTH CONSIDERATIONS
Patients with asthma often have an association with depression 
or anxiety secondary to physical limitations, fear of respiratory 
distress, and increased cholinergic activity.7,26 A Dutch study 
showed patients with asthma had a higher rate of fear of 
becoming infected with SARS-CoV-2 compared with controls, 
with many people with asthma avoiding clinics and hospitals in 
an effort to reduce the risk of COVID-19 exposure and hospital-
acquired infections.7

OSTEOPATHIC CONSIDERATIONS
Osteopathic examination should focus on breathing mechanics; 
lymph circulation and mobilization of immune cells by targeting 
somatic dysfunctions of the thoracic spine, ribs, and diaphragm; 
and viscerosomatic reflexes.27-29 Haney et al. (2021)  succinctly 
describes various osteopathic manipulation treatment options 
to consider based on patient presentation.30 A 1999 randomized 
controlled trial showed a statistically significant improvement 
in peak expiratory flow in pediatric patients compared to those 
receiving sham therapy.28
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CONCLUSION
Family physicians should consider a patient’s asthma subtype, 
pertinent medical history, medications, and symptoms at onset as 
part of an effort to individualize treatment. Most patients who have 
both asthma and COVID-19 will complain of rhinitis, rhinosinusitis, 
cough, shortness of breath, and, rarely, wheezing. Maintenance 
medications such as ICS should be continued for most patients. 
Starting an ICS should be considered individually, and SCS should 
be avoided if alternatives exist. Pregnant patients are at high risk 
for complications and should be comanaged with obstetrics, with 
consideration for preterm induction of labor. Behavioral health 
and osteopathic considerations should be made individually. 
The CDC states that asthma is a risk factor for severe COVID-19, 
but varied studies reviewed do not demonstrate this correlation. 
However, generalities are difficult, and family physicians should 
be empowered to make individualized recommendations.

LITERATURE SEARCH
The authors searched PubMed, Google Scholar, the Elsevier 
COVID-19 collection, and DeGruyter.com resources, beginning 
April 10, 2021, after invitation to write the review, through the 
submission date of August 24, 2021. A repeat literature search 
was conducted on April 6, 2022, to find up-to-date articles for 
the second revision. Key words are COVID-19, SARS-CoV-2, 
asthma, inhaled glucocorticoids, atopic, osteopathic, anxiety, 
and depression. Each article was reviewed, summarized by the 
authors independently, and included if the article added value to 
the objective of describing the relationship between asthma and 
COVID-19.

REFERENCES

1. Hosoki K, Chakraborty A, Sur S. Molecular mechanisms and epidemiology 

of COVID-19 from an allergist’s perspective. J Allergy Clin Immunol. 
2020;146(2):285–299. doi:10.1016/j.jaci.2020.05.033

2. Ravindra K, Goyal A, Mor S. Does airborne pollen influence COVID-19 

outbreak? Sustain Cities Soc. 2021;70:102887. doi:10.1016/j.

scs.2021.102887

3. Wang JY, Pawankar R, Tsai HJ, Wu LS, Kuo WS. COVID-19 and asthma, the 

good or the bad? Allergy. 2021;76(2):565–567. doi:10.1111/all.14480

4. Bonifazi M, Mei F, Skrami E, et al. Predictors of worse prognosis in young 

and middle-aged adults hospitalized with COVID-19 pneumonia: a multi-

center Italian study (COVID-UNDER50). J Clin Med. 2021;10(6):1218. 

doi:10.3390/jcm10061218

5. Jackson KM, Steele KM: Osteopathic treatment of asthma: a literature 

review and call for research. AAO Journal. 1999;9(4):23–27.

6. Kuruvilla ME, Lee FEH, Lee GB. Understanding asthma phenotypes, 

endotypes, and mechanisms of disease. Clin Rev Allergy Immunol. 
2019;56(2):219–233. doi:10.1007/s12016-018-8712-1

7. Morais-Almeida M, Barbosa MT, Sousa CS, Aguiar R, Bousquet J. 

Update on asthma prevalence in severe COVID-19 patients. Allergy. 

2021;76(3):953–954. doi:10.1111/all.14482

8. Garcia-Pachon E, Zamora-Molina L, Soler-Sempere MJ, et al. Asthma 

prevalence in patients with SARS-CoV-2 infection detected by RT-PCR not 

requiring hospitalization. Respir Med. 2020;171:106084. doi:10.1016/j.

rmed.2020.106084

9. Valverde-Monge M, Cañas JA, Barroso B, et al. Eosinophils and chronic 

respiratory diseases in hospitalized COVID-19 patients. Front Immunol. 
2021;12:668074. doi:10.3389/fimmu.2021.668074

10. de Boer GM, Houweling L, Hendriks RW, Vercoulen JH, Tramper-

Stranders GA, Braunstahl GJ. Asthma patients experience increased 

symptoms of anxiety, depression and fear during the COVID-19 

pandemic. Chron Respir Dis. 2021;18:14799731211029658. 

doi:10.1177/14799731211029658

11. Aveyard P, Gao M, Lindson N, et al. Association between pre-existing 

respiratory disease and its treatment, and severe COVID-19: a population 

cohort study. Lancet Respir Med. 2021;9(8):909–923. doi:10.1016/ 

S2213-2600(21)00095-3

12. Huh K, Kim YE, Ji W, et al. Decrease in hospital admissions for respiratory 

diseases during the COVID-19 pandemic: a nationwide claims study. 

Thorax. 2021;76(9):939–941. doi:10.1136/thoraxjnl-2020-216526

13. Joshi AY, Mullakary RM, Iyer VN. Successful treatment of coronavirus 

disease 2019 in a patient with asthma. Allergy Asthma Proc. 

2020;41(4):296–300. doi:10.2500/aap.2020.41.200044

14. Kyriakopoulos C, Gogali A, Exarchos K, et al. Reduction in hospitalizations 

for respiratory diseases during the first COVID-19 wave in Greece. 

Respiration. 2021;100(7):588–593. doi:10.1159/000515323

15. Kouri A, Gupta S, Yadollahi A, et al. Addressing reduced laboratory-based 

pulmonary function testing during a pandemic. Chest. 2020;158(6): 

2502–2510. doi:10.1016/j.chest.2020.06.065

16. Chhiba KD, Patel GB, Vu THT, et al. Prevalence and characterization of 

asthma in hospitalized and nonhospitalized patients with COVID-19.  

J Allergy Clin Immunol. 2020;146(2):307–314.e4. doi:10.1016/ 

j.jaci.2020.06.010

17. Adir Y, Humbert M, Saliba W. COVID-19 risk and outcomes in adult 

asthmatic patients treated with biologics or systemic corticosteroids: 

nationwide real-world evidence. J Allergy Clin Immunol. 2021;148(2): 

361–367.e13. doi:10.1016/j.jaci.2021.06.006

18. Wang CJ, Cheng SL, Kuo SH. Asthma and COVID-19 associations: focus on 

IgE-related immune pathology. Life (Basel). 2022;12(2):153. doi:10.3390/

life12020153

19. Most recent national asthma data. Centers for Disease Control and 

Prevention. Published March 30, 2021. Accessed August 17, 2021. 

https://www.cdc.gov/asthma/most_recent_national_asthma_data.htm

20. Zhu Z, Hasegawa K, Ma B, Fujiogi M, Camargo CA Jr, Liang L. Association 

of asthma and its genetic predisposition with the risk of severe COVID-19. 

J Allergy Clin Immunol. 2020;146(2):327–329.e4. doi:10.1016/ 

j.jaci.2020.06.001

21. Palmon PA, Jackson DJ, Denlinger LC. COVID-19 infections and asthma.  

J Allergy Clin Immunol Pract. 2022;10(3):658–663. doi:10.1016/ 

j.jaip.2021.10.072

22. Strauss R, Jawhari N, Attaway AH, Hu B, et al. Intranasal corticosteroids 

are associated with better outcomes in coronavirus disease 2019 

(COVID-19). J Allergy Clin Immunol Pract. 2021;9(11):3934–3940.e9.  

doi: 10.1016/j.jaip.2021.08.007

23. Halpin DMG, Singh D, Hadfield RM. Inhaled corticosteroids and 

COVID-19: a systematic review and clinical perspective. Eur Respir J. 

2020;55(5):2001009. doi:10.1183/13993003.01009-2020

24. Iwabuchi K, Yoshie K, Kurakami Y, Takahashi K, Kato Y, Morishima 

T. Therapeutic potential of ciclesonide inahalation for COVID-19 

pneumonia: report of three cases. J Infect Chemother. 2020;26(6): 

625–632. doi:10.1016/j.jiac.2020.04.007



21

25. Lokken EM, Walker CL, Delaney S, et al. Clinical characteristics of 46 

pregnant women with a severe acute respiratory syndrome coronavirus  

2 infection in Washington State. Am J Obstet Gynecol. 2020;223(6): 

911.e1–911.e14. doi:10.1016/j.ajog.2020.05.031

26. Rowane WA, Rowane MP. An osteopathic approach to asthma. J Am 
Osteopath Assoc. 1999;99(5):259–264. doi:10.7556/jaoa.1999.99.5.259

27. Allen TW, D’Alonzo GE. Investigating the role of osteopathic manipulation 

in the treatment of asthma. J Am Osteopath Assoc. 1993;93(6):654–656. 

doi:10.7556/jaoa.1993.93.6.654

28. Guiney PA, Chou R, Vianna A, Lovenheim J. Effects of osteopathic 

manipulative treatment on pediatric patients with asthma: a randomized 

controlled trial. J Am Osteopath Assoc. 2005;105(1):7–12. PMID: 

15710659.

29. Schend J, Rowane M, Sanan N, Hostoffer SR. An osteopathic modular 

approach to asthma: a narrative review. J Am Osteopath Assoc. 

2020;120(11):774–782. doi: 10.7556/jaoa.2020.121

30. Haney T, Worsham-Frye M, Bray N. A review of COVID-19 recovery 

and the benefits of an osteopathic approach. Osteopath Fam Physician. 

2021;13(4):24–28. doi: 10.33181/13043

Frasca, Wolf                                                                                                                                                            COVID-19 in patients with asthma


