
   

The information provided in this document is intended as general educational guidance to be considered by you in the specific context 
of your patients’ medical needs. As guidance, it is not intended as a substitute for consultation with a specialist. If you have questions 
or wish to speak with one of our pediatric specialists at UVA Health Children’s Hospital, please call 424-924-KIDS. 

Ask the Expert: Pediatric Asthma: a pediatric clinical practice review 

1. Diagnosis & Treatment by Age 

Age Group Key Strategy Actionable Steps 

Less than 5 

Years 

Trial & 

Monitor 

Diagnosis is clinical; trial ICS for 2–3 months to monitor response. Do NOT 

use SMART in this age group. 

6+ Years 
SMART / 

AIR-only 

Recommended to use SMART or AIR-only (Anti-inflammatory Reliever) 

therapy→Budesonide/Formoterol or Mometasone/formoterol ONLY) 

-Children less than 12yo: 8 puffs maximum in 24 hours  

-Children 12yo and older: 12 puffs maximum in 24 hours  

2. Common Clinical Mistakes to Avoid 
• Delaying Therapy: Do not wait for a specialist (Pulmonary/Allergy) to start a controller if the patient 

meets clinical criteria. 

• Oral Steroid Overreliance: Using recurrent courses of oral steroids instead of starting daily controller 

therapy. 

• Missed Diagnosis: Failure to diagnose can lead to impaired lung growth and fixed airway 

obstruction. 

 

3. Troubleshooting & Delivery Devices: If asthma remains uncontrolled, assess the following before 

escalating medication: 
• Device Selection: Was the appropriate device (HFA vs. Redihaler vs. Nebulizer) chosen for the 

patient's age and ability? 

• Technique: If using a spacer, is it being used correctly? 

• Nebulizer Use: You cannot use the "blow-by" method; the patient must complete the entire treatment. 

• Spirometry: While central to guidelines, remember it may be normal during a clinic visit and does not 

measure inflammation directly. 

 

4. Steroid Side Effects: Oral vs. Inhaled 

• Chronic Oral Steroids: Linked to Cushingoid features, HPA axis suppression, decreased bone 

density, and decreased growth. 

• Chronic Inhaled Steroids: Generally, have no significant impact on final height; potential side 

effects include oral thrush or mildly elevated BMI. 

 

5. When to refer 
• If patient less than 5yo and still symptomatic despite adequate trial of medication 

• If ICS/LABA is needed in child less than 5 yo OR needed in 6yo+ due to poorly controlled symptoms  

• Repeated ED visits (more than 3 per year) or 2 hospitalizations in a year for asthma  

• PICU admission for asthma in the past year  

• More than 3 courses of systemic steroids in a year while on a controller  

 


