
 
 

 
 

1 

 

 

Diagnosis and Management of Asthma in Children based on the British 
Thoracic Society and Scottish Intercollegiate Guidelines Network 
September 2019 

Diagnosis:  There is no lower limit to the age at which a diagnosis of asthma can be made 
 
Assess the Probability of Asthma, (this is no different to adults) 
• History of recurrent episodes of symptoms, ideally corroborated by variable peak flows 

when symptomatic and asymptomatic (unlikely in under 5s). 
• Symptoms of wheeze, cough (particularly nocturnal), breathlessness and chest tightness 

that vary over time 
• Recorded observation of wheeze heard by a healthcare professional 
• Personal/family history of other atopic conditions (in particular, atopic eczema/  

dermatitis, allergic rhinitis) 
• No symptoms/signs to suggest alternative diagnoses 
• In those with pre-school wheeze, consider a diagnosis of asthma if there are multiple 

triggers or interval symptoms between viral – triggered wheeze episodes. 
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In children with a high probability of asthma: 

• Record the patient as likely to have asthma and commence a carefully monitored 
initiation of treatment (typically 6-weeks of inhaled corticosteroids) 

• Assess the patient's status with a validated symptom questionnaire, ideally 
corroborated by lung function tests (forced expiratory volume in the first second [FEV1] at 
clinic visits or by domiciliary serial peak flows) 

• With a good symptomatic and objective response to treatment, confirm the diagnosis 
of asthma and record the basis on which the diagnosis was made 

• If the response is poor or equivocal, check inhaler technique and adherence, arrange 
further tests and consider alternative diagnoses 

 
• If there is a low probability of asthma and/or an alternative diagnosis is more likely, 

investigate for the alternative diagnosis and/or undertake or refer for further tests of 
asthma 

• Spirometry, with bronchodilator reversibility as appropriate, is the preferred initial test 
for investigating intermediate probability of asthma in children old enough to undertake 
a reliable test 

• In patients with an intermediate probability of asthma and airways obstruction identified 
through spirometry, undertake reversibility tests and/or a monitored initiation of 
treatment assessing the response to treatment by repeating lung function tests and 
objective measures of asthma control 

• In patients with an intermediate probability of asthma and normal spirometry results, 
undertake challenge tests and/or FeNO to identify eosinophilic inflammation at the 
Homerton or other secondary care provider. 

• In children with an intermediate probability of asthma who cannot perform spirometry: 
o Consider watchful waiting if the child is asymptomatic 
o Offer a carefully monitored initiation of treatment if the child is symptomatic 

 
Management 
Asthma self-management is central to good control. This should involve a written asthma plan 
which should be reviewed at the yearly asthma check or more frequently if frequent 
exacerbations such as following an A&E attendance or severe asthma attack. Parents and 
children and young people should have inhaler technique checked at each review as this and 
poor compliance of preventers is a cause for exacerbations. Use of on-line tools is helpful 
particularly in older children or when educating parents. 



 
 

 
 

 

 

 



 
 

 
 

 

 

 
 

Aim of Asthma Management is: 
• No daytime symptoms 
• No night-time cough due to asthma 
• No need for rescue medication 
• No asthma attacks 
• No limitations on activity including exercise 
• Normal lung function (in practical terms FEV1 and/or peak expiratory flow [PEF]>80% 

predicted or best) 
• Minimal side-effects from medication 

 
Lung function measurements cannot be reliably used to guide asthma management in 
children under 5 years of age. 
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Management: 
• Start treatment at the level most appropriate to the initial severity 
• Maintain control by: 

o increasing treatment as necessary 
o decreasing treatment when control is good 

• Before initiating a new drug therapy practitioners should check adherence with existing 
therapies, check inhaler technique, and eliminate trigger factors 

• Medium and high dose steroid treatment should be initiated in secondary care. 
• Anyone prescribed more than one short-acting bronchodilator inhaler device a month 

should be identified and have their asthma assessed urgently and measures taken to 
improve asthma control if this is poor 

Decreasing treatment 
• Regular review of patients as treatment is decreased is important. 

• Patients should be maintained at the lowest possible dose of inhaled corticosteroid. 
Reduction in inhaled corticosteroid dose should be slow as patients deteriorate at 
different rates. Reductions should be considered every 3 months, decreasing the dose 
by approximately 25–50% each time 

Exercise-induced asthma 
• For most patients, exercise-induced asthma is an expression of poorly controlled asthma 

and regular treatment, including inhaled corticosteroids, should be reviewed 
• If exercise is a specific problem in patients taking inhaled corticosteroids who are 

otherwise well controlled, consider the following therapies: 
o leukotriene receptor antagonists 
o long-acting β2-agonists 
o sodium cromoglicate or nedocromil sodium 
o oral β2-agonists 
o theophyllines 

• Immediately prior to exercise, inhaled short-acting β2-agonists are the drug of choice 
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