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Guidelines for the Diagnosis and Management of Asthma
in Children and Adolescents
Clinical Practice Guideline
MedStar Health

“These guidelines are provided to assist physicians and other clinicians in making decisions regarding the care
of their patients. They are not a substitute for individual judgment brought to each clinical situation by the
patient’s primary care provider in collaboration with the patient. As with all clinical reference resources, they
reflect the best understanding of the science of medicine at the time of publication but should be used with the
clear understanding that continued research may result in new knowledge and recommendations.”

MedStar Health, MedStar Prompt Care, and MedStar Family Choice accept and endorse the following clinical
guidelines:

National Heart, Lung, and Blood Institute Expert Panel on Asthma, 2020 Focused Updates to the Asthma
Management Guidelines: A Report from the National Asthma Education and Prevention Program
Coordinating Committee Expert Panel Working Group

https://www.nhlbi.nih.gov/health-topics/all-publications-and-resources/clinician-guide-2020-focused-updates-
asthma-management-guidelines

Focused summary:

https://www.nhlbi.nih.gov/health-topics/asthma-management-guidelines-2020-updates

National Heart, Lung, and Blood Institute Expert Panel on Asthma, Expert Panel Report 3 (EPR-3): Guidelines
for the Diagnosis and Management of Asthma — Full Report, 2007
http://www.nhlbi.nih.gov/health-pro/guidelines/current/asthma-guidelines

Global Initiative for Asthma: GINA 2025
https://ginasthma.org/2025-report/

The following overview and diagrams are intended to help clinicians integrate the guidelines into clinical
care, and are meant to assist, and not replace, clinical judgment or decision-making for individual patient
management, with input from individuals with asthma about their preferences.
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Key components of asthma management:
(See charts below by age group)

1. Appropriate Asthma Classification initially and use classification to pick appropriate treatment. See
Assess Asthma Control
3. Treatment: Goal to reduce impairment and risk
o Use inhaled corticosteroids when albuterol is needed for recurrent wheezing and persistent
asthma.

o Children 0-5 year olds with intermittent asthma such as recurrent wheezing triggered by
respiratory tract infections and no wheezing between infections, recommend using daily
ICS at the onset of a respiratory tract infection with as-needed albuterol for quick-relief
therapy and improved outcomes compared to as-needed albuterol for quick-relief therapy
only.

= Use ICS every time albuterol needed

O Ages 0 years to 11 years with mild to moderate persistent asthma use daily ICS treatment.

O Ages 0 years to 5 years with moderate to severe persistent asthma use daily ICS at medium
or high dose or add an adjunct agent such as ICS-formoterol or ICS and Montelukast.

O Ages 6 years to 11 years with moderate to severe persistent asthma, use ICS-Formoterol
daily and albuterol as needed -OR- alternately ICS-formoterol in a single inhaler used as
both daily controller and reliever therapy (MART).

O Ages 12 years and older intermittent asthma can use anti-inflammatory as reliever (AIR)
with ICS-formoterol as needed in place of reliever -OR- Albuterol as needed but use ICS
every time albuterol needed

O Ages 12 years and older with persistent asthma use ICS-Formoterol daily and albuterol as
needed OR alternately ICS-formoterol in a single inhaler used as both daily controller and
reliever therapy (MART).

o Adjust therapy in a stepwise manner as recommended in the Treatment Tables below.

4. Environmental control: for individuals with asthma who are exposed to an allergen within the home
and who have allergy symptoms or a positive test result suggesting that they have an allergy to certain
indoor substances (e.g., dust mites or cat dander), the use a multicomponent intervention to try to
control the indoor allergen in question. Consider referral for Imnmunotherapy.

5. Educate appropriately including proper use of medication and spacers and asthma action plan.

Follow up closely based on severity of asthma and symptoms.

7. Early referral to an asthma specialist as indicated.
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Note: Anti-inflammatory as reliever (AIR) and Medication and Reliever Therapy (MART) ICS-Formoterol is
recommended by GINA guidelines however not currently approved by FDA and insurers.

Therefore, if ICS-Formoterol is used as controller with more than 60 actuations per month of the inhaler may

cause patient to run out of medication.

Age 0-4 years old

Classification
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Components of

Classification of Asthma Severity
(0—4 years of age)

Severity Persistent
Intermittent Mild Moderate Severe
>2 days/week = Throughout
ﬁ -
Symptoms =2 days/week but not daily Daily the day
Nighttime
awakenings 0 1-2x/month 3—-4x/month >1x/week
Impairment Short‘acF;rt"Q
beta,-agonist use Ty -
ys/week - Several times
for symptom =2 deyalwerh but not daily Daily per day
control (not
prevention of EIB)
InterfErence with MNone Minor limitation Some limitation  Extremely limited
normal activity Y
22 exacerbations in 6 months requiring oral systemic
_ 0-1/year corticosteroids, or >4 wheezing episodes/1 year lasting
Exacerbations >1 day AND risk factors for persistent asthma
Risk requiring oral

systemic
corticosteroids

Recommended Step for
Initiating Therapy

R —

Consider severity and interval since last exacerbation.
Frequency and severity may fluctuate over time.

Step 3 and consider short course of

Sk oral systemic corticosteroids

Step 2

In 2—6 weeks, depending on severity, evaluate level of asthma control that is

(See figure 4-1a for
treatment steps.)

NHLBI EPR-3 Page 307

Control

achieved. If no clear benefit is observed in 4—6 weeks, consider adjusting
therapy or alternative diagnoses.
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Components of Control

Symptoms
Nighttime awakenings

Interference with
normal activity

Short-acting
beta,-agonist use
for symptom control
(not prevention of EIB)

Impairment

Bxacerbations requiring

oral systemic
corticosteroids

Risk
Treatment-related
adverse effects

Recommended Action
for Treatment

(See figure 4-1a for
treatment steps.)

NHLBI EPR-3 Page 310

Classification of Asthma Control (0—4 years of age)

Well Not Well
Controlled Controlled
<2 days/week >2 days/week

=1x/month =>1x/month

None Some limitation
<2 days/week >2 days/week

Very Poorly Controlled

Throughout the day

>1x/week

Extremely limited

Several times per day

Medication side effects can vary in intensity from none to very troublesome and
worrisome. The level of intensity does not correlate to specific levels of control
but should be considered in the overall assessment of risk.

+ Maintain current » Step up (1 step) and

treatment. = Reevaluate in
« Reqular followup 2-6 weeks.
every 1-6 = If no clear benefit in
months. 4-6 weeks, consider
« Consider step alternative diagnoses
down if well or adjusting therapy.
controlled for at = For side effects,
least 3 months. consider alternative

treatment options.

-

Consider short course of
oral systemic
corticosteroids,

Step up (1-2 steps), and
Reevaluate in 2 weeks.
If no clear benefit in 4-6
weeks, consider alternative
diagnoses or adjusting
therapy.

For side effects, consider
alternative treatment
options.
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Treatment
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GINA 2025
Children 5 years and younger i F

TEpyet

Exclude alternative diagnoses
Symptom control & modifiable risk factors Comorbidities
Inhaler technique & adherence

Personalized asthma

management: Symptoms !
Assess Adjusl Review response Exacerbations Child and parent/caregiver preferences and goals
Side-effects
Comorbidities

Lung function

: Treatment of modifiable risk factors and comorbidities
Child and parent/careqgiver satisfaction

Non-pharmacological strategies
Asthma medications
Education & skills training

Asthma medication options: STEP
Adjust treatment up and down for 4
individual child's needs STEP 3 Conbnte
STEP 2 ) controller & refer
STEP 1 Double ‘low dose’ ICS for specialist
(insufiicient Daily low dose inhaled corticosteroid (ICS) . (See Box 11-3) assessment
evidence for daily (see Box 11-3 for ICS dose ranges for pre-school children)
controller)
Other controller options Consider intermittent = Daily leukofriene receptor antagonist (LTRAT), Consider specialist
(limited indications, or short course ICS at  or intermittent short course of ICS at onset of referral
less evidence for efficacy onset of viral illness ~ respiratory illness
or safety)
RELIEVER As-needed short-acting beta-agonist
$: :‘SSIS?IERP FOR Infrequent acute Asthma symptoms not well-controlled (Box 11-1), Asthma not well Asthma not well
CHILDREN WITH: (e.g viral-induced) or one or more severe exacerbations in the past year controlled on controlled on
= wheezing episodes low dose ICS double ICS

and ne or minimal
interval asthma
symptoms

Before stepping up, check for alternative diagnosis
and inhaler skills, review adherence and exposures

ICS: inhaled corficostercid; LTRA: leukolriens receplor antagonist (fadvise about hiatric adverse effects; SABA: sho

GINA 2025, Box 11-2 © Global Initiative for Asthma, www.ginasthma.org
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Ages 5-11 years old

Classification

Initial Approval Date and Reviews:
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8/19, 6/21, 6/23, 6/25
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6/25
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Components of
Severity

Symptoms

Nighttime
awakenings
Short-acting

beta,-agonist use for
syrn;?tom control (not
prevention of EIB)

Impairment Interference with

normal activity

Lung function

Exacerbations
requiring oral

Risk systemic

corticosteroids

Recommended Step for
Initiating Therapy

(See figure 4-1b for
treatment steps.)
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Classification of Asthma Severity

Intermittent
<2 days/week

<2x/month
=2 days/week

None

= Normal FEV,
between
exacerbations

= FEV, >80%
predicted

= FEV,/FVC >B3%

(5-11 years of age)

Persistent
Mild Moderate
=2 days/wesk but Daily
not daily
=1x/week but
3—4x/month not nightly
=2 days/week &
but not daily Daily
Minor limitation Some limitation
= FEV, = >80% = FEV,; = 60-80%
predicted predicted

» FEV,/FVC >80%

+= FEV,/FVC = 75-80%

lyyeal' (m note) —————————————————————— (3

Severe

Throughout
the day

Often 7x/week

Several times
per day

Extremely limited

= FEV, <60%
predicted

* FEV,/FVC <75%

Consider severity and interval since last exacerbation.

B ————
Frequency and severity may fluctuate over time for patients in any severity category.

Relative annual risk of exacerbations may be related to FEV,.

Step 1

accordingly.

Step 3, medium-

CS option
oo dose I pti

Step 3, medium-dose
ICS option, or step 4

and consider short course of
oral systemic corticosteroids

In 2-6 weeks, evaluate level of asthma control that is achieved, and adjust therapy
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Control
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Components of Control

Classification of Asthma Control (5-11 years of age)

Well
Controlled

<2 days/week but not

Symptoms more than once on each
day
Nighttime
awakenings <1x/month
Interference with normal
activity None
Impairment be;hoft-acghﬂ
-agonist use
for syrznptom control <2 daysfweek
{not prevention of EIB)
Lung function
= FEV, or peak flow >80% predicted/
personal best

« FEV /FVC

>80%

Not Well
Controlled

=2 days/week or
multiple times on
<2 daysfweek

22x/month

Some limitation

=2 days/week

60-80% predicted/
personal best

75-80%

Very Poorly Controlled

<60%

Throughout the day

=2%/wesk

Extremely limited

Several times per day

predicted/

personal best

<75%

Exacerbations requiring 22/year (see note)

oral systemic
corticosteroids

Reduction in

Risk lung growth

Treatment-related
adverse effects

Recommended Action
for Treatment

(See figure 4-1b for

Evaluation requires long-term followup.

Consider severity and interval since last exacerbation

Medication side effects can vary in intensity from none to very troublesome and worrisome.
The level of intensity does not correlate to specific levels of control but should be
considered in the overall assessment of risk.

+ Maintain current step.

« Step up at least

« Consider short course of oral
systemic corticosteroids,

+ Step up 1-2 steps, and

+ Reevaluate in 2 weeks,

« For side effects, consider

treatment steps.)

NHLBI EPR-3 Page 310

+ Regular followup 1 step and
every 1-6 months. * Reeyaluate in
« Consider step down if 2-6 weeks.
well controlled forat  « For side effects:
least 3 months. consider alternative
treatment options.

alternative treatment options.
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Treatment

GINA 2025
Children 6-11 years

Symptoms
Personalized asthma g;;_eﬁec;ns
management: Comorbidities
Assess, Adjust, Review Lung function

Child and parent/caregiver satisfaction

Asthma medication options:
Adjust treatment up and down for
individual child’s needs

PREFERRED
CONTROLLER

to prevent exacerbations
and control symptoms

Other controller options
(limited indications, or
less evidence for efficacy
or safety)

RELIEVER

Comorbidities

Wtk
L,
E -

Confirmation of diagnosis if necessary e =
Symptom control & modifiable risk factors

Tsrua

Inhaler technique & adherence
Child and parent/caregiver preferences and goals

Treatment of modifiable risk factors and comorbidities
Non-pharmacological strategies

Asthma medications including ICS

[Education & skills training, action plan

As-needed SABA (or ICS-formoterol reliever* in MART in Steps 3 and 4)

1CS: inhaled coticosteroid; lg:immunoglobuii; IL: intereukin; LABA: long-acting beta-agonist; LTRA: leukoiriens receptor antagonist (tadvise about rsk of neurnpsychiatric adverse effects; MART: maintenance-and-reiever therapy with ICS-formoterot; OCS: orel corticosteroid: SABA: short-acting bela,-agonist

© Global Initiative for Asthma, www.ginasthma.org
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Ages 12+ years old

Classification

Classification of Asthma Severity

Components of Severity
Intermittent
Symptoms =2 days/week
Nighttime =2%/month
awakenings
Shnlt—ai:tl 2 days/week
Impairment -agonist :ge for =2 el
wmp’hm control (not
prevention of EIB)
Normal FEV, /FVC:
8-19yr 85y |[nterference with R
20-39yr 80%
40-59yr 75% * Normal FEV,
60-80yr 70% exacerbations
Lung function * FEV, >80%
predicted

* FEV,(FVC normal

212 years of age
Persistent
Mild Moderate Severe
>2 days/week but Daily Throughout the day
not daily
3-4x/month >1x/week but Often 7x/week
not nightly
=2 days/week Daily Several times
but not d and per day
not more than
1x on any day
Minor limitation Some limitation Extremely limited

« FEV, >80%
predicted

* FEV,[FVC normal

+ FEV, >60% but + FEV; <60%
<B0% predicted predicted

. FE\' IFVC reduced  « FEV,[FVC
redlnead >5%

0 lhrear (see =2(year (see note)
Exacerbations

Risk requiring oral "_ Consider severity and interval since last exacerbation.

systemic Frequency and severity may fluctuate over time for patients in any severit\r category.
corticosteroids

Relative annual risk of exacerbations may be related to FEV,.

Recommended Step
for Initiating Treatment Woap1

Step 2

Step 3 Step 4or5
and consider short course of
oral systemic corticosteroids

In 2-6 weeks, evaluate level of asthma control that is achieved and adjust therapy

(See figure 4-5 for treatment steps.) accordingly.

NHLBI EPR-3 Page 344
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Control
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Components of Control
Not
Well-Controlled  Well-Controlled
Symptoms <2 daysfweek >2 days/week
Nighttime awakening <2x/month 1-3x/week
Interference with normal None Some limitation
b
Short-acting beta,-agonist use <2 days/week >2 days/week
for symptom control (not
Impairment  Prevention of EIB)
FEV, or peak flow >80% predicted/ 60-80% predicted/
personal best personal best
Validated Questionnaires
ATAQ 0 1-2

ACQ
ACT =20
2 e
Bxacerbations

Progressive loss of lung
Risk function

Treatment-related adverse
effedts

NHLBI EPR-3 Page 345

Classification of Asthma Control
(Youths 212 years of age and adults)

<0.75* 21.5
16-19

Very Poorly
Controlled

Throughout the day
>4x/week
Extremely limited

Several times per day

<60% predicted/
personal best

34
N/A
<15

Consider severity and interval since last exacerbation

Evaluation requires long-term followup care

Medication side effects can vary in intensity from none to very
troublesome and worrisome. The level of intensity does not comrelate to
specific levels of control but should be considered in the overall

assessment of risk.

Initial Approval Date and Reviews:
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Treatment

GINA 2025 Confimnation of diagnosis if necessary
Adults & adolescents Symptom control & modifiable fisk factors
c s

1 2+ years Exacerbations Inhfaler technique & ad'lerence
Personalized asthma management Side-effects Patient (and parent/caregiver) preferences and goals
Assess, Adjust, Review Comorbidities
for individual patient needs Lung function : ¢ :

pati Consider biomarkers Ilriamwnloinwdrﬁabienskfauorsandwmdmﬁ

Patient (and parent/caregiver) satisfaction mmlmm;glcs

TRACK 1: PREFERRED
CONTROLLER and RELIEVER
Using ICS-formoterol as the reliever*
reduces the risk of exacerbations
compared with using a SABA reliever,
and is a simpler regimen

TRACK 2: Alternative
CONTROLLER and RELIEVER
Before considering a regimen

with SABA reliever, check if the
patient is likely to adhere to daily

Education & skills training, action plan

controller treatment RELIEVER: as-needed ICS-SABA", or as-needed SABA

Non-ph i tit wmmmmmm,wmm,mm(mmnhmJ

Aﬂergenmwmﬂlerapyeg HDMSLﬂ'cmsaderfw and not wellc fled (but stable) asthma See text for further information and safefty advice

Additional controlier oplions (e.g., add-on LAMA at Step 4, addmtfRA}hmhssevdermfnreﬁeawwfwsaﬁetym Tracks 1 or 2 (see text). Maintenance OCS should only ever be used as last resort.

A\R annmnamalnry reliever, HDM house dust mite; |CS: l\nahd mllmslum Ig: immunogiobulin; IL: msneukm LASAI
rapy with ICS-Tormoterol; OCS: oral corticosterod; SABA: short beta-agonist; SLIT: subcutaneous

GINA 2025 Box 4-6

%%mm Beta-agonist LAMA: long-acting muscarinic antagonist; LTRA: leukotriene receptor antagonist, MART: maintenance-and-religver
thymic siromal lymphopoietin

© Global Initiative for Asthma, www.ginasthma.org
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Total daily ICS dose (mcg) -

Inhaled corticostercid (alone or in combination with LABA) see notes above

Low Medium High
Adults and adclescents (12 years and older)
Beclometasone dipropionate (pMDI, standard particle, HFA) 200500 >500-1000 >1000
Beclometlasone dipropionate (DFl or pMDI, extrafine particle, HFA) 100-200 >200-400 =400
Budesonide (DPI, or pMDI, standard particle, HFA) 200400 >400-800 >B00
Ciclesonide (pMDI, extrafine particle, HFA) 80-160 >160-320 =320
Fluticasone furcate (DPI) 100 200
Fluticasone propionate (DP1) 100=-250 =250-500 =500
Fluticasone propionate (pMDI, standard particle, HFA) 100-250 =250-500 =500
Mometasone furoate (DP1) Depends on DP1 device - see product

information

Mometasone furoate (pMDI, standard particle, HFA) 200400 =400
Children 6=11 years - see notes above (for children 5 years and younger, see Box 11-3, p 191
Beclometasone dipropionate (pMDI, standard particle, HFA) 100-200 >200-400 >400
Beclometasone dipropionate (pMDI, extrafine particle, HFA) 50-100 >=100-200 =200
Budesonide (DPI, or pMDI, standard particle, HFA) 100-200 >200-400 =400
Budesonide (nebules) 250-500 =500-1000 >1000
Ciclesonide (pMDI, extrafine particke", HFA) 80 >B0-160 =160
Fluticasone furoate (DP1) 50 na
Fluticasone propionate (DPI) 50100 =100-200 =200
Fluticasone propionate (pMDI, standard particle, HFA) 50-100 >=100-200 =200
Momelasone furoate (pMDI, standard particle, HFA) 100 200

ICS ages 0-5 years

Initial Approval Date and Reviews: Most Recent Revision and Approval Date:

Next Scheduled Review Date:

Effective 1997, 7/15 (by Adult Committee), 6/25
08/15 (by Pediatric Committee), 7/17- Decision
to Separate Adult and Pediatric Guideline, 8/17,
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= e e e e g i e e e [ s

Low total daily dose in mcg
(age-group with adeguate safety
and effectiveness data)

Inhaled
corticosteroid

BDP (pMDI, standard particle, HFA) 100 (ages 5 years and older)
BDFP (pMDI, extrafine particle, HFA) 50 (ages 5 years and older)
Budesonide nebulized 500 (ages 1 year and older)
Fluticasone propionate (pMDI, standard particle, HFA) 50 (ages 4 years and older)
Fluticasone furoate (DPI) Mot sufficiently studied in children 5 years and younger
Mometasone furcate (pMDI, standard particle, HFA) 100 (ages 5 years and older)
Ciclesonide (pMDI, extrafine particle, HFA) Mot sufficiently studied in children 5 years and younger

In children, pMDI should always be used with a spacer

BDP : beclometasone dipropionate; DPI: dry powder inhaler; HFA: hydrofluoroalkane propellant; pMDI: pressurized metered-dose
inhaler. For new preparations, including generic ICS, the manufacturer’s information should be reviewed carefully, as products
containing the same molecule may not be clinically equivalent.

Resources

National Heart, Lung, and Blood Institute Expert Panel on Asthma, 2020 Focused Updates to the Asthma
Management Guidelines: A Report from the National Asthma Education and Prevention Program
Coordinating Committee Expert Panel Working Group

https://www.nhlbi.nih.gov/health-topics/all-publications-and-resources/clinician-guide-2020-focused-updates-
asthma-management-guidelines

Focused summary:

https://www.nhlbi.nih.gov/health-topics/asthma-management-guidelines-2020-updates

National Heart, Lung, and Blood Institute Expert Panel on Asthma, Expert Panel Report 3 (EPR-3): Guidelines
for the Diagnosis and Management of Asthma - Full Report, 2007
http://www.nhlbi.nih.gov/health-pro/guidelines/current/asthma-guidelines

Global Initiative for Asthma: GINA 2025
https://ginasthma.org/2025-report/

Initial Approval Date and Reviews: Most Recent Revision and Approval Date: | Next Scheduled Review Date:
Effective 1997, 7/15 (by Adult Committee), 6/25 6/27
08/15 (by Pediatric Committee), 7/17- Decision
to Separate Adult and Pediatric Guideline, 8/17, Condition: Asthma
8/19, 6/21, 6/23, 6/25
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https://www.nhlbi.nih.gov/health-topics/all-publications-and-resources/clinician-guide-2020-focused-updates-asthma-management-guidelines
https://www.nhlbi.nih.gov/health-topics/all-publications-and-resources/clinician-guide-2020-focused-updates-asthma-management-guidelines
https://www.nhlbi.nih.gov/health-topics/asthma-management-guidelines-2020-updates
http://www.nhlbi.nih.gov/health-pro/guidelines/current/asthma-guidelines

Initial Approval Date and Reviews:
Effective 1997, 7/15 (by Adult Committee),
08/15 (by Pediatric Committee), 7/17- Decision
to Separate Adult and Pediatric Guideline, 8/17,
8/19, 6/21, 6/23, 6/25

Most Recent Revision and Approval Date:

Next Scheduled Review Date:

6/25

6/27

Condition: Asthma
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