
Pediatric Asthma



Pediatric Asthma

Objective: To ensure uniform practice across Max Healthcare 

based on evidence

• For initial assessment (including severity) of pediatric patients 

(below 18 years) of acute asthma for established cases as 

well as for first attackers

• To differentiate between asthmatic and non asthmatic wheeze

• To plan management  of patients accordingly

• To provide guidelines for management of chronic cases



For use in:

• All clinical areas: OPD, emergency and IPD

For use by:

• Physicians/ Pediatricians involved in emergency care



Physical examination

• Rapid cardiopulmonary assessment

• Evaluation of the work of breathing

• Use of Asthma severity Assessment

• Percentage Peak Flow Determination

• Evaluation of Perfusion

• General physical exam for evidence of infection and 

hydration status



Diagnostic Evaluation

• Chest X-Ray

o Not suggested unless there is fever or 

o Chances of complications like pneumonia and severe 

respiratory distress or,

o The patient is being admitted to PICU



Diagnostic Evaluation

• CBC with differential and blood culture may be performed

o If the child has high fever

o Appears ill

o Or there are other Co-morbidities or complicating factors

• Take into account the age, immunization and nutrition status 
while investigating pneumonia



Diagnostic Evaluation

• Blood Gas Analysis (ABG, CBG)

• Is generally not necessary for tracking oxygenation

• But is invaluable for evaluating ventilation (pCO2) and acid-

base balance (pH)

Attempts should be made to access all previous records



Management plan

• Consists of bronchodilators and anti-inflammatory agents

• Antibiotics are not routinely indicated

• Role of antibiotics is limited to those cases with suspected 

bacterial infection, high fever, purulent sputum, PMN 

Leukocytosis



Asthma Severity 

Assessment



Asthma Severity 

Assessment



Management of 

Acute Asthma in Children

• >3 attacks of wheezing associated with triggers

• Reversible bronchoconstriction- patient has relief   

with bronchodilators

• Personal history or family history of atopy









Discharge Plan 

Discharge plan should be initiated when the child is admitted. It

should include the following

• Parent teaching about elimination of triggers/environmental 

control

• Symptom/peak flow monitoring

• Asthma action plan written down for the parent

• Medications/delivery system education

• Details about reliever and preventer medications



Discharge to home if,

• Symptom-free for at least 4-6 hours between treatments

• Sleep and eating well

• PEF > 80% of personal best

• Can give prescribed medication adequately

• Knows danger symptoms



Continue beta-2 agonist and oral steroids for desired duration

follow-up with physician in 24-48 hours.

Review need for preventive treatment:-

• If wheezing attacks less than 6 weeks apart

• Frequency of acute attacks increasing

• Chronic symptoms persist









Recommendations

for Infants and Young children

• Asthma diagnosis is difficult in infants and young children

• Under-diagnosis & under treatment are the major concerns in this 

age group

• A diagnostic trial of bronchodilators and anti-inflammatory 

medications may be helpful

• Infants & Young children consistently requiring symptomatic 

treatment more than 2 times per week should be given anti—

inflammatory therapy daily

• Once a daily asthma medication the child should be reassessed 

every 4-8 weeks

• Step down in therapy should occur after 2 months of good control



• The patient’s response to therapy should be monitored carefully

• When benefits are sustained, a step down in therapy should be 
attempted.

• If there are no clear benefits, treatment should occur after 2 months 
of good control

• The patient’s response to therapy should be monitored carefully

• When benefits are sustained, a step down in therapy should be 
considered

• If there are no clear benefits, treatment should be attempted

• If there are no clear benefits, treatment should be stopped and 
inhaled corticosteroids are introduced in step 2, doses may range 100 
mcg to 400mcg per day (equivalent to 15 mcg/kg)

Recommendations

for Infants and Young children



• When step 3 care is required, control should be established 

promptly with higher doses of inhaled corticosteroids and,

• Then therapy should be stepped down after 2-3 months to 

maintain control

• Exacerbations caused by viral respiratory infections may be 

sever

• Consider systemic corticosteroids if exacerbation is moderate 

to severe

Recommendations

for Infants and Young children



Delivery devices for infants and young children

• Children less than 2 yrs: nebulizer therapy may be used for 
administration of cromolyn and high-dose beta-2 agonists; however MDI+ 
Spacer +Mask may be used of the technique is properly demonstrated to 
the parents

• Children between 3-5 yrs may begin with MDI and spacer/holding 
chamber alone; if desired therapeutic effects are not achieved, a 
nebulizer may be required

• Always review the medications and technique with the parents at every 
visit

Recommendations

for Infants and Young children



• Pulmonary function testing should be performed routinely and 
should use appropriate reference populations

• When initiating daily anti-inflammatory therapy for mild-to-
moderate persistent asthma, a trial of cromolyn should be given

• Adolescents and older children should be directly involved in 
establishing goals for therapy and developing their asthma 
management plans

• Active participation in physical activities, exercise and sports
should be promoted

• A written asthma management plan should be prepared for 
school

Recommendations

for Infants and Young children



Goals of Therapy

1. Minimal or chronic symptoms, day or night

2. Minimal or no episodes

3. No limitations on activities, no school/work missed

4. PEF > 80% of personal best, if used

5. Minimal use of short-acting or inhaled beta-2 agonist (< 1 

per day)

6. No or minimal adverse effects from medications



Long-term Management of 

young Children with Asthma

• Potential risks of inhaled corticosteroids are well balanced by 

their benefits

• Growth rates are highly variable in children

• Short term evaluations may not predict final adult height

• Poorly controlled asthma may delay growth in children

• Use of high doses of inhaled corticosteriods for children with 

severe persistent asthma has significant less potentialfor 

having an adverse effect on linear growth than oral systemic 

corticosteriods


