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Objectives

• Identify pediatric patients with asthma or at risk for asthma

• Assess severity of  asthma

• Medical management using stepwise approach

• Identify aggravating or precipitating factors

• Understand necessity for parental and patient education



What is asthma?

• Asthma is a chronic disease characterized by increased responsiveness of  the 

airways to various stimuli and manifested by widespread obstruction, which 

changes in severity either spontaneously or as a result of  therapy

• Usually associated with airflow obstruction within the lung

• Reversible either spontaneously or with treatment



Inflammation



DIAGNOSING ASTHMA IN CHILDREN

Consider asthma if…

•Patient has recurrent coughing, wheezing, shortness of  breath, or chest tightness 
relieved by a bronchodilator

•Parental history

•Atopic dermatitis

•>12% increase in FEV1 post-bronchodilator on spirometry

•Conditions such as aspiration, GERD, airway anomaly, foreign body, cystic fibrosis, 
vocal cord dysfunction, etc have been ruled out



Cough or Asthma?

• Consider asthma in children with:

• Nocturnal awakening because of  cough

• Cough that is associated with 

exercise/play

• Cough without wheeze is often not 

asthma



All that wheezes may not be asthma

• Wheezing with upper respiratory infections is very common in small 

children, but:

• Many of  these children will not develop asthma

• Asthma medications may benefit patients who wheeze whether or 

not they have asthma

• RSV infection often results in wheezing



Triggers

• Infections: viral respiratory illness 
(rhinovirus, influenza, RSV, 
parainfluenza, and sinus infections

• Allergens: seasonal allergens, 
indoor allergens, pets

• Irritants: cigarette smoke, wood 
smoke, other pollutants, weather 
changes



What are our roles as caregivers?

• Identify patients with asthma or a high likelihood of  developing asthma

• Current medication management guidelines and strategies for prevention

• Educate patients and parents on recognition of  symptoms, appropriate use of  

medications, and tools that may be used to track  progress or assess control

• (e.g. peak flow meters, asthma control tests)

• Ensure patient and parental understanding of  diagnosis of  asthma, management of  

asthma (maintenance therapy as well as relief  of  acute symptoms)



• Ranges in severity  

• Intermittent

• Mild persistent

• Moderate persistent

• Severe persistent

Asthma exacerbations and severity
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Asthma classification

•
Mild intermittent

daily symptoms < 2/week

night symptoms < 2/month

Mild persistent
daily sx >2 per week but < daily

night > 2/month

Moderate persistent
daily symptoms

sx > 2x / week affect activity

night symptoms > 1/week

Severe persistent
continuous symptoms

limited activity



Treatment

• Mild intermittent albuterol prn

Mild persistent
low dose inhaled corticosteroid or Singulair©

albuterol prn

Moderate

persistent
low to medium dose inhaled corticosteroid and long acting beta2-

agonist

Severe

persistent
high dose inhaled corticosteroid and long acting beta2-agonist

consider daily po corticosteroids



QUICK GUIDE TO ASSESSING SEVERITY: 

Persistent versus Intermittent 

Consider diagnosis of  persistent asthma if…

•symptoms greater than 2 days per week

•night awakenings greater than 2 times per month secondary to asthma

•patients require more than 2 steroid bursts per year

•FEV1 <80%

•If  the child is greater than 5 years old  and FEV1/FVC <80% 

•If  the child is between 8-19 years of  age and the FEV1/FVC <85%



ASTHMA TREATMENT: Stepwise Approach2

Intermittent Asthma

• Step 1 (all ages):

• Short acting beta agonist (e.g. albuterol prn)

• If  symptoms greater than 2 days per week (other than exercise induced symptoms) patient 

is not well-controlled and the next step needs to be considered
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ASTHMA TREATMENT: Stepwise Approach2

Step 2 (all ages):

• Low-dose inhaled steroid (preferred) (Examples: Pulmicort, Flovent, QVAR, 

Asmanex)

• Leukotriene blocker (Example: Singulair)

• If  symptoms greater than 2 days per week (other than exercise induced symptoms) patient 

is not well-controlled and the next step needs to be considered
2COLORADO CLINICAL GUIDELINES COLLABORATIVE: ASTHMA STEPWISE 



ASTHMA TREATMENT: Stepwise Approach2

Step 3 

• Low-dose inhaled steroid + leukotriene blocker (ages 0-18)

OR

• Medium-dose inhaled steroid + referral (ages 0-4)

• Low-dose inhaled steroid with long-acting beta agonist (ages 5-18)

OR

• Medium-dose inhaled steroid (ages 5-18)

• For all ages, if  step 4-6 required consult with a specialist
2COLORADO CLINICAL GUIDELINES COLLABORATIVE: ASTHMA STEPWISE APPROACH pp 8



ASSESSING CONTROL

“Well-controlled” asthma

•Daytime symptoms less than 2 days per week

•Night awakenings secondary to asthma less than 2 times per month

•Ability to perform activities without limitations

•Less than 2 steroid bursts per year

•FEV1 greater than or equal to 80% predicted

•FEV1/FVC 80% (>5 years old) and 85% (8-19 years old)

•Consider “stepping down” regimen if  patient has been well-controlled for 3 months or more 
consecutively and reassess every 3-6 months

•Refer to specialist if  control can’t be obtained in 3-6 months using step guidelines or if  patient has 2 
or more emergency room visits or hospitalizations in 1 year



ASSESSING CONTROL 

Considerations for why patients’ asthma

may not be controlled…

•Patient and /or parents are non-compliant or don’t understand medication regimen

•Patient has not been educating on the appropriate techniques which increase efficacy 
of  medications

•Encourage patient compliance by taking time to educate them and their parents on how to effectively 
use nebulizers, spacers with and without masks, DPIs, twisthalers, peak flow meters, etc. 

•Also, ensure asthmatic patients have an asthma action plan detailing which medications they should 
take and when they should use them

•A new asthma action plan should be given every 6 months or whenever a change in the medication 
regimen is made



Asthma Control Test™ (ACT)



Peak flows



Classifying Asthma Severity and Initiating

Treatment in Children 0 to 4 Years of  Age

Adapted from: National Asthma Education and Prevention Program. Expert Panel Report 3 (EPR-3): Guidelines for the Diagnosis and Management of Asthma. 

US Department of Health and Human Services. Available at: http://www.nhlbi.nih.gov/guidelines/asthma/asthgdln.pdf. Accessed July 5, 2012



Classifying Asthma Severity and Initiating

Treatment in Children 5 to 11 Years of  Age



Assessing Asthma Control and Adjusting 

Therapy in Children 5 to 11 Years of  Age



Diagnosis of  Exercise-Induced 

Bronchospasm (EIB) / Exercise-

Induced Asthma (EIA)



EIA Therapy—General Principles

 EIA may reflect suboptimally controlled asthma

 May require adjustment of  overall therapy of  asthma.

 Goal: 

 Facilitate normal activity levels, including competitive sports.

 Individualize therapy

 Child needs to understand and be a partner in therapy.



Diagnosis of  EIB

 Normal PFT at rest

 No other stimulus for bronchospasm

 Most common in allergic rhinitis patients

 Diagnoses:

 10% decrease FEV1 after 8 minutes of  exercise at 90% maximum 

predicted heart rate

 Rx: B-agonist before exercise, LTRA daily (Leukotriene receptor 

antagonists)



Diagnosis of  EIA

 Normal or obstructive PFT at rest

 Patient has other stimuli for asthma symptoms.

 Patient has both inflammatory and bronchospasm component.

 Rx: ICS, LTRA, ICS/long-acting beta antagonist (LABA) daily, 

B-agonist before exercise



Summary

• Childhood asthma can be controlled

• The patient and family must be objective about their care and do peak flows 

and other measures of  compliance

• Step up and step down as needed for 3 months and then re-evaluate

• Let kids be kids

• Watch allergens and irratiants
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