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Introduction
This guideline aims to
improve the accuracy of
diagnosis, help people to
control their asthma and
reduce the risk of asthma
attacks. It does not cover
managing severe asthma or
acute asthma attacks.

Edited by Dr Keith Hopcroft, GP partner, Essex

Algorithm A
Initial clinical assessment of adults, young people and children with suspected asthma
Adults, young people and children with symptoms of asthma
Take a structured clinical history. Specifically check for:
• Wheeze, cough or breathlessness, and any daily or seasonal
variation in these symptoms
• Any triggers that make symptoms worse
• A personal or family history of atopic disorders

Examine people with suspected asthma to identify expiratory
polyphonic wheeze and signs of other causes of respiratory
symptoms, but be aware that even if examination results are
normal the person may still have asthma

Children under five

Children and
young people
aged five to 16

Treat symptoms based on observation
and clinical judgment, and review the
child on a regular basis. If they still have
symptoms when they reach the age of five,
see algorithm B for objective tests*

See algorithm
B for objective
tests*

Do not offer the following as diagnostic tests for asthma:
• Skin-prick tests for reactions to aeroallergens
• Serum total and specific IgE
• Peripheral blood eosinophil count
• Exercise challenge (to adults aged 17 and over)
Use skin-prick tests for reactions to aeroallergens or specific
IgE tests to identify triggers after a formal diagnosis of
asthma has been made
* See reference for link to full NICE algorithms

Do not use symptoms alone without an
objective test to diagnose asthma
Do not use a history of atopic disorders
alone to diagnose asthma
Treat people immediately and perform
objective tests if the equipment is available
Acute symptoms and testing will not compromise treatment
at presentation
If objective tests cannot be done
immediately, carry them out when acute
symptoms have been controlled and
advise patients to contact their healthcare
professional immediately if they become
unwell while waiting to have objective tests
Adults aged
Be aware that the results of spirometry and
17 and over
FeNO tests may be affected by treatment
with inhaled corticosteroids
Check for possible occupational
asthma by asking employed
people:
• Are symptoms better on days
away from work?
• Are symptoms better when on
holiday?
Make sure answers are recorded
for later review
See algorithm C for objective tests*

Refer people
with suspected
occupational asthma
to an occupational
asthma specialist
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Diagnosis and objective testing for
adults and children
Fractional exhaled nitric oxide (FeNO)
• Offer a FeNO test to adults if considering
a diagnosis of asthma. Regard a FeNO level
≥40 parts per billion (ppb) as positive.
• Consider a FeNO test in children and young
people (aged five to 16) if there is diagnostic
uncertainty after initial assessment and they
have either normal spirometry or obstructive
spirometry with a negative bronchodilator
reversibility (BDR) test. Regard a FeNO level
≥35 ppb as positive.
Lung function tests
Spirometry
• Offer spirometry to adults, young people
and children aged five and over if a diagnosis
of asthma is being considered. Regard an
FEV1/FVC of less than 70% (or below the lower
limit of normal if this value is available)
as positive for obstructive airway disease
(obstructive spirometry).
Bronchodilator reversibility (BDR)

• Offer a BDR test to adults with obstructive

spirometry. Regard an improvement in FEV1
≥12%, together with an increase in volume of
200ml or more, as positive.
• Consider a BDR test in children and young
people (aged five to 16) with obstructive
spirometry. Regard an improvement in FEV1
≥12% as positive.
Peak expiratory flow variability

• Monitor peak flow variability in adults if

there is diagnostic uncertainty after initial
assessment and a FeNO test and they have
either normal spirometry, or obstructive
spirometry, positive BDR, but a FeNO level
≤39 ppb.
• Consider monitoring peak flow variability
in adults if there is diagnostic uncertainty
after initial assessment and they have
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obstructive spirometry and negative BDR and
a FeNO level of 25-39 ppb.
• Monitor peak flow variability in children
and young people (aged five to 16) if there is
diagnostic uncertainty after initial assessment
and a FeNO test and they have either normal
spirometry or obstructive spirometry,
negative BDR and a FeNO level ≥35 ppb.
• In each case, monitor for two to four weeks
and regard a value of >20% variability as
positive.
Direct bronchial challenge test with histamine
or methacholine**
• Offer a direct bronchial challenge test
with histamine or methacholine to adults if
there is diagnostic uncertainty after a normal
spirometry and either a FeNO level ≥40 ppb
and no variability in peak flow readings or a
FeNO level ≤39 ppb with variability in peak
flow readings.
• Consider a direct bronchial challenge test
with histamine or methacholine in adults with
obstructive spirometry without bronchodilator
reversibility and a FeNO level of 25-39 ppb and
no variability in peak flow readings.
• Regard a PC20 value ≤8mg/ml as positive.
• If a direct bronchial challenge test with
histamine or methacholine is unavailable,
suspect asthma and review the diagnosis
after treatment, or refer for a histamine or
methacholine challenge test.
Please see NICE algorithms for more details
on objective testing and diagnosis in adults and
children aged five to 16 years.*
Pharmacological treatment pathway
for adults
• In newly diagnosed asthma offer a shortacting β2 agonist (SABA) as reliever therapy.
• For infrequent, short-lived wheeze and
normal lung function, consider treatment with
SABA reliever therapy alone.
• Offer a low-dose inhaled corticosteroid (ICS)

**Histamine and methacholine do not currently have UK marketing authorisation for this use. Healthcare professionals should follow relevant professional guidance, taking full
responsibility for the decision to use this test. Informed consent should be obtained and documented. See the GMC’s Prescribing guidance: prescribing unlicensed medicines
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ICS to a high maintenance dose or a trial of
an additional drug (for example, a longacting muscarinic receptor antagonist or
theophylline) or seeking advice from an
asthma expert.

as first-line maintenance therapy to adults
with symptoms at presentation that clearly
indicate the need for maintenance therapy
or asthma that is uncontrolled with
a SABA alone.
• If asthma is uncontrolled on low-dose
maintenance ICS, offer a leukotriene receptor
antagonist (LTRA) in addition to the ICS and
review in four to eight weeks.
• If asthma is uncontrolled on a low dose
of ICS and an LTRA as maintenance therapy,
offer a long-acting β2 agonist (LABA) in
combination with the ICS, and review LTRA
treatment.
• If asthma is uncontrolled on a low dose
of ICS and a LABA, with or without an
LTRA, offer to change the person’s ICS and
LABA maintenance therapy to a MART
(maintenance and reliever therapy) regimen
with a low maintenance ICS dose.
• If asthma is uncontrolled on a MART
regimen with a low maintenance ICS dose,
with or without an LTRA, consider increasing
the ICS to a moderate maintenance dose
(either continuing on a MART regimen or
changing to a fixed dose of an ICS and a LABA,
with a SABA as a reliever).
• If asthma is uncontrolled on a moderate
maintenance ICS dose with a LABA (either
as MART or a fixed-dose regimen), with or
without an LTRA, consider increasing the

Pharmacological treatment pathway for
children aged five to 16
• Offer children aged five to 16 with newly
diagnosed asthma a SABA as reliever therapy.
• For infrequent, short-lived wheeze and
normal lung function, consider treatment
with SABA reliever therapy alone.
• Offer a paediatric low-dose ICS as firstline maintenance therapy to children with
symptoms at presentation that clearly
indicate the need for maintenance therapy
or asthma that is uncontrolled with a SABA
alone.
• If asthma is uncontrolled on a paediatric
low-dose maintenance ICS, consider an
LTRA in addition to the ICS and review in
four to eight weeks.
• If asthma is uncontrolled on a paediatric
low dose of ICS and an LTRA as maintenance
therapy, consider stopping the LTRA and
starting a LABA in combination with the ICS.
• If asthma is uncontrolled on a paediatric
low dose of ICS and a LABA as maintenance
therapy, consider changing the ICS and LABA
maintenance therapy to a MART regimen
with a paediatric low maintenance ICS dose.†
• If asthma is uncontrolled on a MART
regimen with a paediatric low maintenance
ICS dose, consider increasing the ICS to
a paediatric moderate maintenance dose
(either continuing on a MART regimen or
changing to a fixed dose of an ICS and a LABA,
with a SABA as a reliever therapy).†
• If asthma is uncontrolled on a paediatric
moderate maintenance ICS dose with LABA
(either as MART or a fixed-dose regimen),
consider seeking advice from an asthma
expert and either increasing the ICS dose to

†MART regimens do not currently have a UK marketing authorisation for use in children and young people (aged under 12) for this indication. Informed consent should be
obtained and documented. See the GMC’s Prescribing guidance: prescribing unlicensed medicines
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paediatric high maintenance dose or
a trial of an additional drug (for example,
theophylline).†
Pharmacological treatment pathway
for children under five
• Offer a SABA as reliever therapy in suspected
asthma. This should be for symptom relief
alongside all maintenance therapy.
• Consider an eight‑week trial of a paediatric
moderate dose of an ICS for symptoms at
presentation that clearly indicate the need
for maintenance therapy or suspected asthma
that is uncontrolled with a SABA alone.
• After eight weeks, stop ICS treatment and
monitor the child’s symptoms. If symptoms
did not resolve during the trial period,
review whether an alternative diagnosis is
likely. If symptoms resolved then recurred
within four weeks of stopping ICS treatment,
restart the ICS at a paediatric low dose as
first-line maintenance therapy. If symptoms
resolved but recurred beyond four weeks after
stopping ICS, repeat the eight‑week trial of a
paediatric moderate dose of ICS.
• If suspected asthma is uncontrolled on a
paediatric low dose of ICS as maintenance
therapy, consider adding an LTRA to the
ICS.
• If suspected asthma is uncontrolled on
a paediatric low dose of ICS and an LTRA as
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maintenance therapy, stop the LTRA and
refer the child.
Self-management
• Offer an asthma self-management
programme (a written personal action plan
and education) to adults, young people
and children aged five and over diagnosed
with asthma (and their families or carers if
appropriate). Consider this for families and
carers of children under five.
• Within a self-management programme,
offer to adults – and consider for children and
young people (aged five to 16) – who are using
an ICS in a single inhaler an increased dose
of ICS for seven days when asthma control
deteriorates. Clearly outline in the action plan
how and when to do this, and what to do if
symptoms do not improve. When increasing
ICS treatment, consider quadrupling the
regular ICS dose but do not exceed the
maximum licensed daily dose.
Decreasing maintenance therapy

• Consider decreasing maintenance therapy

when a person’s asthma has been controlled
with their current maintenance therapy for
at least three months.
• When reducing maintenance therapy,
stop or reduce dose of medicines in an
order that takes into account the clinical
effectiveness when introduced, side-effects
and the person’s preference. Only consider
stopping ICS treatment completely for people
who are using low-dose ICS alone
as maintenance therapy and are symptom
free.
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