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Useful information 

Asthma + Lung UK
www.asthma.org.uk

NICE
www.nice.org.uk/guidance/ng80 

British Thoracic Society
www.brit-thoracic.org.uk/quality-
improvement/guidelines/asthma

Global Initiative for Asthma (GINA)
https://ginasthma.org/pocket-guide-for-asthma-
management-and-prevention 

inappropriate escalation of treatment. 
Referral of children should also be

considered if spirometry shows airways
obstruction in conjunction with absent or
little BDR especially if FeNO is also low as
an alternative diagnosis in those children is
more likely. 

No objective tests are currently
recommended for children under five years
with wheezing. Children in this age group
with frequent wheezing or severe attacks
despite using a low-dose corticosteroid
inhaler with a leukotriene receptor
antagonist, should be referred for further
specialist management as recommended
by BTS/SIGN.8

MONITORING AND FOLLOW-UP 
Every patient with asthma should have an
annual review. The Royal College of
Physicians (RCP) questionnaire to assess
asthma control is not validated for use in
children. A prospective cohort study in
children showed that 25% of participants
were misclassified as uncontrolled with the
three RCP questions.16Alternative tools to
assess asthma control include the validated
Asthma Control Test (for children ≥12 years)
and the Children’s Asthma Control Test (for
children 4 to 11 years). 

Inhaler technique needs to be assessed
yearly and when the inhaler is changed to a
different product. Adherence to preventer
medications and rescue reliever usage
should be reviewed as non-adherence is a
major problem in chronic asthma
management. Information on
environmental tobacco smoke exposure,
and smoking status in older children and
teenagers, needs to be obtained and
symptoms of associated atopic conditions
such as rhinitis should be sought and
treated if present. Each child should have
an up-to-date personal asthma action plan
and this should be updated annually or
sooner if there has been a change to their
clinical status and medication
management.16

The NICE asthma quality standards
recommend that children, and adults, who
have been treated for an asthma attack in
hospital should be followed up in primary
care within 48 working hours of hospital
discharge.7

A review based on symptoms alone
without objective lung function monitoring
may miss children at high risk of acute
attacks17as children with good symptom
control often have abnormal lung function.
In relation to FeNO, however, there is
currently no evidence to support FeNO
monitoring in children with asthma. 
A recent randomised controlled trial18
showed that adding FeNO to symptom-
guided asthma management did not lead
to a reduction in asthma exacerbations.

CONCLUSION
All children from the age of five years under
investigation for asthma in primary care
should have access to spirometry,
bronchodilator reversibility and FeNO
testing. Barriers to implementation such as
lack of equipment, training and capacity
issues could be overcome by the provision
of diagnostic centres or primary care
paediatric asthma hubs to ensure timely
asthma diagnosis with confirmation from
objective tests.
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Asthma is the most common chronic respiratory condition
affecting children in the UK, with an estimated 1.1 million
children receiving treatment for asthma. There is no single
gold standard test to confirm the diagnosis and both
overdiagnosis and underdiagnosis are common.

Asthma should be suspected in any child presenting with
episodes of wheeze, especially recurrent episodes of
wheeze and particularly in cases where wheezing is
witnessed by a healthcare professional. These episodes are
often triggered by viral respiratory tract infections; exercise
and exposure to aeroallergens can also trigger attacks.
Clinical diagnosis alone often results in misdiagnosis; all
children from the age of five years under investigation for
asthma in primary care should have access to spirometry,
bronchodilator reversibility and FeNO testing.

Acceptable spirometry results can be obtained in 
primary care from 80% of children aged five years rising to
nearly 100% from eight years of age. However, spirometry
is often normal in patients with asthma if carried out while
the patient is well. Abnormal spirometry with bronchodilator
reversibility ≥ 12% confirms the diagnosis of asthma. Diagnosis
should not be based on an abnormal FeNO value alone.

Indications for referral include: the need for tests that
are not available in primary care e.g. when the diagnosis 
is unclear; a severe attack; the presence of red flags 
e.g. a persistent wet cough; patient or parental anxiety.
Children who remain uncontrolled despite moderate
preventer treatment also need to be referred for specialist
review. Referral should be considered if spirometry shows
airways obstruction in conjunction with absent or little
bronchodilator reversibility especially if FeNO is also low as
an alternative diagnosis in those children is more likely. 

A review based on symptoms alone without objective
lung function monitoring may miss children at high risk
of acute attacks as children with good symptom control
often have abnormal lung function. There is currently no
evidence to support FeNO monitoring in children with
asthma. A recent RCT showed that adding FeNO to
symptom-guided asthma management did not lead to
a reduction in asthma exacerbations.


