
 

 

 

 

 

 

Diagnosis, Treatment and Management of Asthma 

 
Asthma is a complex disorder characterized by variable and recurring symptoms, airflow 

obstruction, bronchial hyperresponsiveness, and an underlying inflammation. The interaction of 

these features determines the clinical manifestations and severity of asthma. 

 

Key Symptoms for Considering a Diagnosis of Asthma  

 

Wheezing – high pitched whistling sounds when exhaling, especially in children. 

 

History of – a cough that worsens at night, recurrent wheeze, recurrent difficulty in 

breathing, recurrent chest tightness. 

 

Symptoms occur or worsen in the presence of – exercise, viral infection, inhaled allergens  

such as animals with fur or hair, house dust mites, mold, pollen, irritants such as tobacco 

or wood smoke, airborne chemicals, changes in the weather, strong emotional expression 

such as laughing or crying hard, stress, menstrual cycle.   

 

 

Recommended Methods to Establish the Diagnosis: 
Detailed medical history – pattern of symptoms, precipitating and/or aggravating factors, onset 

and progression, present management and response, history of exacerbations, family/social 

history, impact of asthma on patient and family including perceptions of the disease.  

 

Physical examination - focus on upper respiratory tract, chest, and skin (dermatitis, eczema). 

 

Spirometry – generally recommended over peak flow meters, due to the wide variability in peak flow 

meters and reference values. 

 

Diagnosing Children ages 0 to 4 years – diagnosis in infants and young children is challenging and 

complicated by the difficulty in obtaining objective measurements of lung function. Caution is 

needed to avoid giving young children inappropriate prolonged asthma therapy. However, it is 

important to avoid underdiagnosing asthma by labeling as “wheezy bronchitis,” “recurrent 

pneumonia,” or “reactive airway disease.” The chronic airway inflammatory response and structural 

changes that are characteristic of asthma can develop in the preschool years, and appropriate asthma 

treatment will reduce morbidity. 

 

 

 



 

Stepwise Approach for Managing Asthma 

This document strongly encourages classifying severity prior to initiating therapy. After therapy 

is initiated, the focus should be on whether the condition is controlled or uncontrolled. See 

diagrams that follow for greater detail. 

 

A stepwise approach to managing asthma is recommended to gain and maintain control of 

asthma in both the impairment and risk domains. For children, see figure 11: “Classifying 

Asthma Severity and Initiating Therapy in Children,” figure 12: “Assessing Asthma Control and 

Adjusting Therapy in Children,” and figure 13: “Stepwise Approach for Managing Asthma Long 

Term in Children, 0-4 Years of Age and 5-11 Years of Age.” 

 

For youths 12 & older, and adults: figure 14: “Classifying Asthma Severity and Initiating 

Treatment in Youths 12 Years of Age and Adults,” figure 15: “Assessing Asthma Control and 

Adjusting Therapy in Youths Years of Age and Adults,” and figure 16: “Stepwise Approach 

for Managing Asthma Years of Age and Adults.” 

 

Goals of Therapy 

1. Maintain normal activity levels (including exercise and other physical activity) 

2. Maintain (near) normal PFTs 

3. Prevent chronic & troublesome symptoms (e.g., coughing, breathlessness) 

4. Prevent recurrent exacerbation of asthma and minimize the need for ER visits or 

hospitalizations or unscheduled office visits. 

5. Provide optimal pharmacotherapy with minimal or no adverse effects 

6. Meet patient and family expectations for asthma care 

 

 

 

Categories of medication treatment include: short acting bronchodilators, long acting 

bronchodilators (LABA), inhaled and oral glucocorticoids, and leukotriene inhibitors.  Short 

acting bronchodilators are for rescue only. LABA are useful for prevention of symptoms, but 

may be associated with increased risk of asthma related death in one study. Inhaled steroids are 

indicated in those with persistent asthma alone or in combination with LABA. Oral steroids are 

used for severe acute exacerbations. Leukotriene inhibitors are useful as a preventative or for 

treatment in selected patients. 

 

Short-acting bronchodilators are to be used for rescue and not on a regular basis (see 

classifications of asthma).  If patients develop persistent asthma, anti-inflammatory agents are 

required.  Initially this includes inhaled corticosteroids and occasionally oral corticosteroids.  

Alternatives include inhaled long-acting Beta-agonist and/or leukotriene modifiers.  Long acting 

bronchodilators should not be used without inhaled corticosteroid.  Peak expiratory flow rate 

(PEFR) monitoring by the patient at home may be helpful in certain situations.  Respiratory 

effort must be optimal to get reproducible and valid results.  Spacing devices may be considered 

in those patients having difficulty with metered-dose inhaler technique. 

 

Obvious indications for referral of asthmatic patients are: 1) patients with severe asthma, 2) 

patients with moderate asthma who have failed to attain goals of therapy, 3) patients with 



 

uncertain diagnosis, 4) all patients with suspicions of allergic asthma, 5) patients with excessive 

use of Bronchodilator Meter Dose Inhalers (MDI), 6) patients who had numerous visits to 

ER/Acute Care for attacks requiring nebulizer treatment or Adrenaline, 7) patients who have 

required multiple doses of oral steroids for exacerbation of asthma, 8) patients who have been 

hospitalized for any bout of asthma. 

  

Repeat attacks, emergency room visits, or unscheduled office visits are signs and symptoms of 

poorly controlled asthma, whether it is allergic or non-allergic type. 

 

The AAAAI (American Academy of Allergy, Asthma and Immunology) recommends that 

anyone with the diagnosis of asthma be seen by an allergy specialist at least once for 

diagnostic evaluation and skin testing to exclude allergy as a cause or etiology of their asthma.  

 

Identification of allergens in the environment may allow modification of that environment 

which in and of itself may allow management and excellent control without life long chronic 

use of medications.   
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