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exacerbations and need for ICS. Parents
should be strongly advised to stop
smoking and offered appropriate
support. 

Interventions to promote weight loss
in overweight children can be
considered although evidence is limited.
There is no evidence that strategies to
reduce house dust mite exposure
improve asthma control and these
should not be recommended.9

A Cochrane review of air ionisers
showed no benefit and one study
actually showed an increase in cough.10
Two randomised controlled trials on 
fish oils during pregnancy showed no
reduction in asthma or other allergies.3
There are no good quality studies on
other supplements during pregnancy.
There is no evidence to support the use
of acupuncture, homoeopathy or other
alternative treatments.3 

Some retrospective studies suggest 
a modest association between
paracetamol during pregnancy and
childhood asthma.11 However, UK
guidance has not changed and pregnant
women are still advised to take
paracetamol at the lowest effective dose
for the shortest time.

Pharmacological management
The aim of asthma treatment is complete
control of symptoms as soon as possible
while minimising side effects and
inconvenience to the patient.3,8

All patients should be prescribed a 
short-acting beta-2 agonist to be used
as required as a reliever. In some patients
with infrequent short-lived symptoms
this will be adequate. 

The BTS/SIGN guidelines advocate a

stepwise approach to preventer therapy.3
Before stepping up treatment it is
essential to: 
•Reconsider if the diagnosis of asthma
is correct
•Check concordance with existing
therapy and technique  

Therapy should be escalated in
children who are symptomatic more
than three times a week, using their
reliever inhaler more than three times
per week or waking one night a week.3
ICS should be started twice daily at a
very low dose. Details of ICS preparations
and dosages are available from
www.sign.ac.uk/assets/sign153_table10.pdf 

The next step in children over five
years is addition of a long-acting beta-2
agonist (LABA). In children under five
years a leukotriene receptor antagonist
(LTRA) should be added. If there is no
response to the LABA it should be
stopped and treatment increased to
include low dose ICS. If there is a partial
response to LABA therapy it should be
continued and treatment increased to
include low dose ICS. Addition of an
LTRA should be considered if control is
still inadequate. 

Additional treatments that will be
considered in secondary care include
higher dose ICS, oral theophyllines or
systemic steroids.

Children on low dose ICS are at low
risk of side effects. We advise parents
that those on medium and high dose
ICS are at risk of poor growth and
adrenal suppression. Those most at risk
are likely to be attending secondary 
care where their growth is monitored
regularly. If it falters their steroid dose 
will be reviewed. ICS dose should be
reduced when control is achieved.
However, there is no clear evidence on
how best to do this. 

Regular review and clinical judgment
is required as patients can deteriorate at
different rates. In principle, steroid doses
should be decreased every few months.
Some children have a clear seasonal
pattern to their symptoms and it may be
appropriate to taper doses over the
summer months.

have discussed this previously in an
earlier article in this journal.7

The red flag features which are
suggestive of other diagnoses 
and warrant referral for further
investigation are shown in table 1,
above.3

DIAGNOSIS
At present asthma is a clinical
diagnosis.1,8 The difficulty with this
approach is that children may be
overdiagnosed and then overtreated. 
It is likely that investigation-based
approaches such as exhaled nitric oxide
measurements and demonstrating
reversibility will play a much greater role.
These approaches are currently being
reviewed by NICE and new guidelines
are expected in the near future.
BTS/SIGN advise that children with
recurrent episodes, documented
wheeze and atopy are considered to
have a high probability of asthma.
Children with only some of these
features have an intermittent probability
and children with none have a low
probability of asthma.3

Children considered to have a high
probability should receive a six-week
trial of inhaled corticosteroids (ICS). 
A good response to treatment confirms
the diagnosis.3

In younger children with an
intermittent probability of asthma either
a watch and wait approach to
symptoms or a monitored trial of
treatment could be adopted. In older
children with an intermittent probability
of asthma spirometry may be useful to
check for bronchodilator reversibility.  

EVIDENCE-BASED TREATMENT 
Non-pharmacological management
Exposure to environmental tobacco
smoke increases wheezing in infancy,
risk of persistent asthma, number of

Table 1

Red flags suggestive of other
diagnoses and warrant referral 
for specialist opinion2

•Failure to thrive
•Abnormal voice, cry or dysphagia
•Stridor
•Symptoms from birth
•Excessive vomiting
•Severe upper respiratory tract
infection
•Persistent wet cough
•Family history of unusual 
chest disease
•Nasal polyps

Table 2

Factors to be considered during annual review of children with asthma2

•Symptom score, e.g. on the Childhood Asthma Control Test
•Number of attacks, steroid use and time off school
• Inhaler technique
•Review of prescription refill frequency
•Review of written personalised asthma action plan
•Exposure to tobacco smoke
•Growth (height and weight centile)

‘Before stepping up
treatment it is
essential to
reconsider if the
diagnosis of
asthma is correct’


