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MANAGEMENT OF BRONCHIAL 
ASTHMA IN CHILDREN

Bronchial asthma is known as 
a chronic inflammatory disease of 
airways which is one of the common 
causes for the children to present with 
respiratory symptoms resulting in 
considerable morbidity. Symptoms 
of asthma varies from mild to severe, 
and sporadic to chronic.Most often 
children present with recurrent cough 
and wheezing with cold; however, 
presenting with these symptoms 
is not necessarily asthma. It is 
important to treat the mild symptoms 
without ignoring as it might lead 
to severe respiratory distress or 
even to sudden death. Meanwhile it 
also results in increased childhood 
emergency department admissions, 

hospitalization and missed school 
days which eventually affects their 
quality of life. Even though the acute 
episodes are managed properly, 
often the long term management 
is missed or neglected. Moreover, 
the prevalence of childhood asthma 
appears to be increasing, despite 
considerable improvements in the 
management of bronchial asthma 
(1).

The prevalence of childhood 
asthma in our country varies between 
15 -25% (2).Approximately 80% 
of all asthmatic patients report 
disease onset prior to 6 years of 
age (1).  However, only a minority 

of young children, who experience 
recurrent wheezing, goes on to 
have persistent asthma in later 
childhood. The 2007 Guidelines 
for the Diagnosis and Management 
of Asthma by the NHLBI(National 
Heart, Lung and Blood Institute)
describe the Asthma Predictive 
Index (API) which serves as a guide 
to determine the vulnerable children 
who are more likely to have asthma 
in later years (3).  Major criteria 
may include parent asthma, eczema 
and inhalant allergen sensitization 
while minor criteria may include 
allergic rhinitis, eosinophilia >4%, 
wheezing apart from cold and food 
allergen sensitization. Accordingly, 

By Dr.N.Umashankar1

Table 1: Classification of asthma severity

Quick Reference Charts for the Classification and Stepwise Treatment of Asthma
(Adapted from 2007 NHLBI Guidelines for the Diagnosis and Treatment of Asthma Expert Panel Report 3) 

Asthma severity is the intrinsic intensity of the disease process and dictates which step to initiate treatment. 
Asthma control is the degree to which the goals of therapy are met (e.g., prevent symptoms/exacerbations, maintain normal lung function and activity levels).  

The classification of severity or level of control is based on the most severe impairment or risk category in which any feature occurs. 
Assess impairment domain by patient’s recall of previous 2–4 weeks and/or by spirometry or peak flow measures.  

Symptom assessment for longer periods should reflect a global assessment, such as inquiring whether the patient’s asthma is better or worse since last visit. 

Classification of Asthma SEVERITY (Intermittent vs. Persistent) 
Persistent Components of SEVERITY Age

(Years) Intermittent Mild Moderate Severe 
Symptoms All ≤ 2 days/week > 2 days/week but not daily Daily Throughout the day 

0 – 4 0 1–2x/month 3–4x/month > 1x/week Nighttime awakenings 
≥  5  ≤ 2x/month 3–4x/month > 1x/week but not nightly Often 7x/week 

SABA use for  
symptom control All ≤ 2 days/week > 2 days/week but not daily Daily Several times a day 

Interference with 
normal activity All None Minor limitation Some limitation Extremely limited 

Lung function:     
FEV1 (predicted) or 
PEF (personal best) ≥  5 

Normal FEV1 between exacerbations 
> 80% > 80% 60–80% < 60% 

5 – 11 > 85% > 80% 75–80% < 60% 

Im
pa

irm
en

t 

FEV1/FVC 
≥ 12 Normal Normal Reduced 5% Reduced > 5% 
0 – 4 ≥ 2x in 6 months or ≥ 4 wheezing episodes/year lasting > 1 day AND risk factors for persistent asthma 
5 – 11 

R
is

k 

Exacerbations 
requiring oral 
corticosteroids 

≥ 12 
≤ 1x/year ≥ 2x/year 

Consider severity and interval since last exacerbation. Frequency and severity may fluctuate over time 
for patients in any severity category. Relative annual risk of exacerbations may be related to FEV1.

0 – 4 Step 3 
5 – 11 Step 3 or 4 
≥ 12 

Step 1 Step 2 Step 3 
Step 4 or 5 

All   Consider short course of oral corticosteroids 

Recommended step for 
starting treatment 

All In 2–6 weeks, evaluate level of asthma control that is achieve and adjust therapy accordingly. 
For children 0–4 years old, if no clear benefit is observed in 4–6 weeks, stop treatment and consider alternative diagnosis or adjusting therapy. 

FEV1, forced expiratory volume in 1 second; FVC, forced vital capacity; PEF, peak expiratory flow; SABA, short-acting beta2-agonist

Level of Asthma CONTROL Components of CONTROL Age
(Years) Well Controlled Not Well Controlled Very Poorly Controlled 

0 – 4 
5 – 11 ≤ 2 days/week but ≤ 1x/day > 2 days/week or  

multiple times on ≤ 2 days/week 
Symptoms

≥ 12 ≤ 2 days/week > 2 days/week 
Throughout the day 

0 – 4 > 1x/month > 1x/week 
5 – 11 ≤ 1x/month 

≥ 2x/month ≥ 2x/week 
Nighttime awakenings 

≥ 12 ≤ 2x/month 1–3x/week ≥ 4x/week 
Interference with  
normal activity All None Some limitation Extremely limited 

SABA use for symptoms All ≤ 2 days/week > 2 days/week Several times per day 
Lung function    

FEV1 (predicted) or  
PEF (personal best) ≥ 5 > 80% 60-80% < 60% 

FEV1/FVC 5 – 11 > 80% 75-80% < 75% 
Validated questionnaires    

ATAQ ≥ 12 0 1–2 3–4 
ACQ ≥ 12 ≤ 0.75 ≥ 1.5 n/a 

Im
pa

irm
en

t 

ACT ≥ 12 ≥ 20 16–19 ≤ 15 
0 – 4 2-3x/year > 3x/year 
5 – 11 

Exacerbations requiring  
oral corticosteroids 

≥ 12 
≤ 1x/year ≥ 2x/year 

Consider severity and interval since last exacerbation 
Reduction in lung growth 5 – 11 Evaluation requires long-term follow-up care 
Loss of lung function ≥ 12 Evaluation requires long-term follow-up care 

R
is

k 

Treatment-related  
adverse effects All Medication side effects can vary in intensity from none to very troublesome and worrisome. 

Step up 1 step Step up 1–2 steps and  
consider short course of oral corticosteroids 

Before stepping up, review adherence to medication, inhaler technique, environmental control, 
and comorbid conditions. If an alternative treatment option was used in a step, discontinue and 

use the preferred treatment for that step. 
Reevaluate the level of asthma control in 2–6 weeks and adjust therapy accordingly. 

Recommended treatment 
actions 

All
Maintain current step; regular follow-up at 

every 1–6 months; consider stepping down 
if well controlled for ≥ 3 months 

For side effects, consider alternative treatment options. 
ACQ, Asthma Control Questionnaire; ACT, Asthma Control Test; ATAQ, Asthma Therapy Assessment Questionnaire; FEV1, forced expiratory volume in 1 second; FVC, forced vital capacity; PEF, peak expiratory flow; SABA, short-acting beta2-agonist

Quick Reference Charts for the Classification and Stepwise Treatment of Asthma
(Adapted from 2007 NHLBI Guidelines for the Diagnosis and Treatment of Asthma Expert Panel Report 3) 

Asthma severity is the intrinsic intensity of the disease process and dictates which step to initiate treatment. 
Asthma control is the degree to which the goals of therapy are met (e.g., prevent symptoms/exacerbations, maintain normal lung function and activity levels).  

The classification of severity or level of control is based on the most severe impairment or risk category in which any feature occurs. 
Assess impairment domain by patient’s recall of previous 2–4 weeks and/or by spirometry or peak flow measures.  

Symptom assessment for longer periods should reflect a global assessment, such as inquiring whether the patient’s asthma is better or worse since last visit. 

Classification of Asthma SEVERITY (Intermittent vs. Persistent) 
Persistent Components of SEVERITY Age

(Years) Intermittent Mild Moderate Severe 
Symptoms All ≤ 2 days/week > 2 days/week but not daily Daily Throughout the day 

0 – 4 0 1–2x/month 3–4x/month > 1x/week Nighttime awakenings 
≥  5  ≤ 2x/month 3–4x/month > 1x/week but not nightly Often 7x/week 

SABA use for  
symptom control All ≤ 2 days/week > 2 days/week but not daily Daily Several times a day 

Interference with 
normal activity All None Minor limitation Some limitation Extremely limited 

Lung function:     
FEV1 (predicted) or 
PEF (personal best) ≥  5 

Normal FEV1 between exacerbations 
> 80% > 80% 60–80% < 60% 

5 – 11 > 85% > 80% 75–80% < 60% 

Im
pa

irm
en

t 

FEV1/FVC 
≥ 12 Normal Normal Reduced 5% Reduced > 5% 
0 – 4 ≥ 2x in 6 months or ≥ 4 wheezing episodes/year lasting > 1 day AND risk factors for persistent asthma 
5 – 11 

R
is

k 

Exacerbations 
requiring oral 
corticosteroids 

≥ 12 
≤ 1x/year ≥ 2x/year 

Consider severity and interval since last exacerbation. Frequency and severity may fluctuate over time 
for patients in any severity category. Relative annual risk of exacerbations may be related to FEV1.

0 – 4 Step 3 
5 – 11 Step 3 or 4 
≥ 12 

Step 1 Step 2 Step 3 
Step 4 or 5 

All   Consider short course of oral corticosteroids 

Recommended step for 
starting treatment 

All In 2–6 weeks, evaluate level of asthma control that is achieve and adjust therapy accordingly. 
For children 0–4 years old, if no clear benefit is observed in 4–6 weeks, stop treatment and consider alternative diagnosis or adjusting therapy. 

FEV1, forced expiratory volume in 1 second; FVC, forced vital capacity; PEF, peak expiratory flow; SABA, short-acting beta2-agonist

Level of Asthma CONTROL Components of CONTROL Age
(Years) Well Controlled Not Well Controlled Very Poorly Controlled 

0 – 4 
5 – 11 ≤ 2 days/week but ≤ 1x/day > 2 days/week or  

multiple times on ≤ 2 days/week 
Symptoms

≥ 12 ≤ 2 days/week > 2 days/week 
Throughout the day 

0 – 4 > 1x/month > 1x/week 
5 – 11 ≤ 1x/month 

≥ 2x/month ≥ 2x/week 
Nighttime awakenings 

≥ 12 ≤ 2x/month 1–3x/week ≥ 4x/week 
Interference with  
normal activity All None Some limitation Extremely limited 

SABA use for symptoms All ≤ 2 days/week > 2 days/week Several times per day 
Lung function    

FEV1 (predicted) or  
PEF (personal best) ≥ 5 > 80% 60-80% < 60% 

FEV1/FVC 5 – 11 > 80% 75-80% < 75% 
Validated questionnaires    

ATAQ ≥ 12 0 1–2 3–4 
ACQ ≥ 12 ≤ 0.75 ≥ 1.5 n/a 

Im
pa
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en
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ACT ≥ 12 ≥ 20 16–19 ≤ 15 
0 – 4 2-3x/year > 3x/year 
5 – 11 

Exacerbations requiring  
oral corticosteroids 

≥ 12 
≤ 1x/year ≥ 2x/year 

Consider severity and interval since last exacerbation 
Reduction in lung growth 5 – 11 Evaluation requires long-term follow-up care 
Loss of lung function ≥ 12 Evaluation requires long-term follow-up care 

R
is
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Treatment-related  
adverse effects All Medication side effects can vary in intensity from none to very troublesome and worrisome. 

Step up 1 step Step up 1–2 steps and  
consider short course of oral corticosteroids 

Before stepping up, review adherence to medication, inhaler technique, environmental control, 
and comorbid conditions. If an alternative treatment option was used in a step, discontinue and 

use the preferred treatment for that step. 
Reevaluate the level of asthma control in 2–6 weeks and adjust therapy accordingly. 

Recommended treatment 
actions 

All
Maintain current step; regular follow-up at 

every 1–6 months; consider stepping down 
if well controlled for ≥ 3 months 

For side effects, consider alternative treatment options. 
ACQ, Asthma Control Questionnaire; ACT, Asthma Control Test; ATAQ, Asthma Therapy Assessment Questionnaire; FEV1, forced expiratory volume in 1 second; FVC, forced vital capacity; PEF, peak expiratory flow; SABA, short-acting beta2-agonist
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Selection of Inhaler Devices 
In addition to the dosage, appropriate inhaler device 

must be chosen depending on the age of the child.  MDI 
alone or MDI and mask alone should not be used in 
children. Use of MDI should always be accompanied 
with a spacer device.

<2 years – MDI + holding chamber (Baby haler - Fig. 2) 

2-5 years - MDI + spacer device (with face mask up to 
3 years - Fig. 3)

>5 years – MDI + spacer device / dry powder 

By performing detailed evaluation the children 
with asthma who need long-term steroid prophylaxis 
can be identified and treated. Thus, the morbidity due 
to childhood asthma could be minimized as well as their 
quality of life will also be increased.  

Reference
1. Andrew H., Liu, RoninaA.Cover, Joseph D.Spahn 

and Donald Y.M. Leung Childhood Asthma  in Nelson 
Text book of Paediatrics- 19th Edition  2012; 780 -801.

2. Karunasekara K.A.W Perera, K.P.J.Perera M T P R 
Abeynarayanae J Prevalence of asthma and atopic 
symptoms in children aged 5 -11 years. Sri Lanka 
Journal of Child Health 2003; 32:11-4

3. 2007 National Heart, Lung and Blood Institute 
(NHLBI) Guidelines for the Diagnosis and 
Management of Asthma

4. SLMA Guidelines on the Management of Asthma 3rd 
ed. Expert committee on Asthma Colombo. Sri Lanka 
Sri Lanka Medical Association; 2005

5. Ministry of Healthcare and Nutrition, Best Practice 
paediatric Guidelines Book 03 Management of asthma 
in children

Figure 2 Figure 3

Media Conference on World Kidney Day
13th March 2015

The JMA conducted its 6th Media conference on World Kidney day considering the increasing number of people being affected by kidney 
diseases in the region. Several experts in kidney diseases took part in the event. This event has been widely reported in the local media.

Message from the President and Editor 3

Joint Regional Meeting - Day 1 4

Joint Regional Meeting - Day 2 5

Management of Bronchial Asthma in Children 6-8

Medical Camp 9

MCQ- Dermatology 10

Image Challenge - Radiology 11-12
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Answers: February 2015 
Image challenge
1. Calcinosis cutis   2. Systemic Sclerosis
3. Wickham’s straiae (Lichen planus) 4. Tuberous Xanthoma 
5. Fixed drug eruption 6. Sweet’s syndrome 
7. Norwegian scabies  8. Contact dermatitis- cosmetic 
9. Linear Ig A Disease 10.  Pigmented basal cell carcinoma 
11. Henoch-Schonlein Purpura 12. Leonine facies -Lepromatous leprosy 
13. Tuberculoid leprosy- mucosal only  14. Granuloma Annulare
15. Syringoma  16. Addison’s  pigmentation / B12 deficiency 

MCQ
1. FTFTT 2.TTTFF 3.FTTTF 4.TFFTF 5.TTFFT
6. TTTFT 7.TTFTT 8.TTTTT 9.TFTTT 10.FTTTT

The JMA had two days well attended 
joint sessions with College of 

Community Physicians on 13th and 14th 
March 2015.  First day sessions was 
aimed at the public health staff and held 
in Tamil medium focusing on the public 
health issues of the region particularly 
on the increasing prevalence of HIV.  
Second day sessions was aimed at the 
medical officers and clinicians. I wish to 
express my sincere thanks and gratitude 
to Dr. Chithramalee de Silva President 
of College of Community Physicians of 
Sri Lanka and her team for visiting Jaffna 
and sponsoring the event.

This month we had a media conference 
on prevention of kidney diseases on 
13th March 2015 and it was widely 
reported at the local media. We had 
our regular monthly medical camp at 
Thirumurikandy, Mullaitivu District on 
8th March 2015 with more than 100 
patients attended. I wish to thank all 
the doctors who attended this camp 
and continue to support the activities 
of the JMA. 

President’s message

Thank you
Dr.Murali Vallipuranathan

31st  March 2015

I am delighted to welcome you all 
to the newsletter of this month and 

glad that our past issues have been 
reached by many readers who have 
expressed their appreciations by 
giving positive feedback. We all owe 
you special thanks for your valuable 
contribution in making this effort 
successful.  In this issue, you will 
find an article on Management of 
Bronchial Asthma in children. Other 
highlights include the JMA Joint 
Sessions with CCPSL, medical camp 
conducted at Murikandy, and media 
conference held on World Kidney day 
considering the elevated number of 
people affected by kidney diseases. 
I would like to express my sincere 
thanks to all the members of the JMA 
and other contributors for organizing 
such insightful events. 

I appreciate for taking the time to read 
this issue and it would be grateful 
receiving your feedback.  

Editor’s message

Thank you
Dr. Ajantha Keshavaraj 

31st March 2015
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Jaffna Medical Association and College of Community  
Physicians of Sri Lanka Joint Regional Meeting

Day 1- 13th March-2015
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Jaffna Medical Association and College of Community  
Physicians of Sri Lanka Joint Regional Meeting

Day 2- 14th March-2015
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MANAGEMENT OF BRONCHIAL 
ASTHMA IN CHILDREN

Bronchial asthma is known as 
a chronic inflammatory disease of 
airways which is one of the common 
causes for the children to present with 
respiratory symptoms resulting in 
considerable morbidity. Symptoms 
of asthma varies from mild to severe, 
and sporadic to chronic.Most often 
children present with recurrent cough 
and wheezing with cold; however, 
presenting with these symptoms 
is not necessarily asthma. It is 
important to treat the mild symptoms 
without ignoring as it might lead 
to severe respiratory distress or 
even to sudden death. Meanwhile it 
also results in increased childhood 
emergency department admissions, 

hospitalization and missed school 
days which eventually affects their 
quality of life. Even though the acute 
episodes are managed properly, 
often the long term management 
is missed or neglected. Moreover, 
the prevalence of childhood asthma 
appears to be increasing, despite 
considerable improvements in the 
management of bronchial asthma 
(1).

The prevalence of childhood 
asthma in our country varies between 
15 -25% (2).Approximately 80% 
of all asthmatic patients report 
disease onset prior to 6 years of 
age (1).  However, only a minority 

of young children, who experience 
recurrent wheezing, goes on to 
have persistent asthma in later 
childhood. The 2007 Guidelines 
for the Diagnosis and Management 
of Asthma by the NHLBI(National 
Heart, Lung and Blood Institute)
describe the Asthma Predictive 
Index (API) which serves as a guide 
to determine the vulnerable children 
who are more likely to have asthma 
in later years (3).  Major criteria 
may include parent asthma, eczema 
and inhalant allergen sensitization 
while minor criteria may include 
allergic rhinitis, eosinophilia >4%, 
wheezing apart from cold and food 
allergen sensitization. Accordingly, 

By Dr.N.Umasankar1

Table 1: Classification of asthma severity

Quick Reference Charts for the Classification and Stepwise Treatment of Asthma
(Adapted from 2007 NHLBI Guidelines for the Diagnosis and Treatment of Asthma Expert Panel Report 3) 

Asthma severity is the intrinsic intensity of the disease process and dictates which step to initiate treatment. 
Asthma control is the degree to which the goals of therapy are met (e.g., prevent symptoms/exacerbations, maintain normal lung function and activity levels).  

The classification of severity or level of control is based on the most severe impairment or risk category in which any feature occurs. 
Assess impairment domain by patient’s recall of previous 2–4 weeks and/or by spirometry or peak flow measures.  

Symptom assessment for longer periods should reflect a global assessment, such as inquiring whether the patient’s asthma is better or worse since last visit. 

Classification of Asthma SEVERITY (Intermittent vs. Persistent) 
Persistent Components of SEVERITY Age

(Years) Intermittent Mild Moderate Severe 
Symptoms All ≤ 2 days/week > 2 days/week but not daily Daily Throughout the day 

0 – 4 0 1–2x/month 3–4x/month > 1x/week Nighttime awakenings 
≥  5  ≤ 2x/month 3–4x/month > 1x/week but not nightly Often 7x/week 

SABA use for  
symptom control All ≤ 2 days/week > 2 days/week but not daily Daily Several times a day 

Interference with 
normal activity All None Minor limitation Some limitation Extremely limited 

Lung function:     
FEV1 (predicted) or 
PEF (personal best) ≥  5 

Normal FEV1 between exacerbations 
> 80% > 80% 60–80% < 60% 

5 – 11 > 85% > 80% 75–80% < 60% 

Im
pa

irm
en

t 

FEV1/FVC 
≥ 12 Normal Normal Reduced 5% Reduced > 5% 
0 – 4 ≥ 2x in 6 months or ≥ 4 wheezing episodes/year lasting > 1 day AND risk factors for persistent asthma 
5 – 11 

R
is

k 

Exacerbations 
requiring oral 
corticosteroids 

≥ 12 
≤ 1x/year ≥ 2x/year 

Consider severity and interval since last exacerbation. Frequency and severity may fluctuate over time 
for patients in any severity category. Relative annual risk of exacerbations may be related to FEV1.

0 – 4 Step 3 
5 – 11 Step 3 or 4 
≥ 12 

Step 1 Step 2 Step 3 
Step 4 or 5 

All   Consider short course of oral corticosteroids 

Recommended step for 
starting treatment 

All In 2–6 weeks, evaluate level of asthma control that is achieve and adjust therapy accordingly. 
For children 0–4 years old, if no clear benefit is observed in 4–6 weeks, stop treatment and consider alternative diagnosis or adjusting therapy. 

FEV1, forced expiratory volume in 1 second; FVC, forced vital capacity; PEF, peak expiratory flow; SABA, short-acting beta2-agonist

Level of Asthma CONTROL Components of CONTROL Age
(Years) Well Controlled Not Well Controlled Very Poorly Controlled 

0 – 4 
5 – 11 ≤ 2 days/week but ≤ 1x/day > 2 days/week or  

multiple times on ≤ 2 days/week 
Symptoms

≥ 12 ≤ 2 days/week > 2 days/week 
Throughout the day 

0 – 4 > 1x/month > 1x/week 
5 – 11 ≤ 1x/month 

≥ 2x/month ≥ 2x/week 
Nighttime awakenings 

≥ 12 ≤ 2x/month 1–3x/week ≥ 4x/week 
Interference with  
normal activity All None Some limitation Extremely limited 

SABA use for symptoms All ≤ 2 days/week > 2 days/week Several times per day 
Lung function    

FEV1 (predicted) or  
PEF (personal best) ≥ 5 > 80% 60-80% < 60% 

FEV1/FVC 5 – 11 > 80% 75-80% < 75% 
Validated questionnaires    

ATAQ ≥ 12 0 1–2 3–4 
ACQ ≥ 12 ≤ 0.75 ≥ 1.5 n/a 

Im
pa

irm
en

t 

ACT ≥ 12 ≥ 20 16–19 ≤ 15 
0 – 4 2-3x/year > 3x/year 
5 – 11 

Exacerbations requiring  
oral corticosteroids 

≥ 12 
≤ 1x/year ≥ 2x/year 

Consider severity and interval since last exacerbation 
Reduction in lung growth 5 – 11 Evaluation requires long-term follow-up care 
Loss of lung function ≥ 12 Evaluation requires long-term follow-up care 

R
is

k 

Treatment-related  
adverse effects All Medication side effects can vary in intensity from none to very troublesome and worrisome. 

Step up 1 step Step up 1–2 steps and  
consider short course of oral corticosteroids 

Before stepping up, review adherence to medication, inhaler technique, environmental control, 
and comorbid conditions. If an alternative treatment option was used in a step, discontinue and 

use the preferred treatment for that step. 
Reevaluate the level of asthma control in 2–6 weeks and adjust therapy accordingly. 

Recommended treatment 
actions 

All
Maintain current step; regular follow-up at 

every 1–6 months; consider stepping down 
if well controlled for ≥ 3 months 

For side effects, consider alternative treatment options. 
ACQ, Asthma Control Questionnaire; ACT, Asthma Control Test; ATAQ, Asthma Therapy Assessment Questionnaire; FEV1, forced expiratory volume in 1 second; FVC, forced vital capacity; PEF, peak expiratory flow; SABA, short-acting beta2-agonist

Quick Reference Charts for the Classification and Stepwise Treatment of Asthma
(Adapted from 2007 NHLBI Guidelines for the Diagnosis and Treatment of Asthma Expert Panel Report 3) 

Asthma severity is the intrinsic intensity of the disease process and dictates which step to initiate treatment. 
Asthma control is the degree to which the goals of therapy are met (e.g., prevent symptoms/exacerbations, maintain normal lung function and activity levels).  

The classification of severity or level of control is based on the most severe impairment or risk category in which any feature occurs. 
Assess impairment domain by patient’s recall of previous 2–4 weeks and/or by spirometry or peak flow measures.  

Symptom assessment for longer periods should reflect a global assessment, such as inquiring whether the patient’s asthma is better or worse since last visit. 

Classification of Asthma SEVERITY (Intermittent vs. Persistent) 
Persistent Components of SEVERITY Age

(Years) Intermittent Mild Moderate Severe 
Symptoms All ≤ 2 days/week > 2 days/week but not daily Daily Throughout the day 

0 – 4 0 1–2x/month 3–4x/month > 1x/week Nighttime awakenings 
≥  5  ≤ 2x/month 3–4x/month > 1x/week but not nightly Often 7x/week 

SABA use for  
symptom control All ≤ 2 days/week > 2 days/week but not daily Daily Several times a day 

Interference with 
normal activity All None Minor limitation Some limitation Extremely limited 

Lung function:     
FEV1 (predicted) or 
PEF (personal best) ≥  5 

Normal FEV1 between exacerbations 
> 80% > 80% 60–80% < 60% 

5 – 11 > 85% > 80% 75–80% < 60% 

Im
pa

irm
en

t 

FEV1/FVC 
≥ 12 Normal Normal Reduced 5% Reduced > 5% 
0 – 4 ≥ 2x in 6 months or ≥ 4 wheezing episodes/year lasting > 1 day AND risk factors for persistent asthma 
5 – 11 

R
is

k 

Exacerbations 
requiring oral 
corticosteroids 

≥ 12 
≤ 1x/year ≥ 2x/year 

Consider severity and interval since last exacerbation. Frequency and severity may fluctuate over time 
for patients in any severity category. Relative annual risk of exacerbations may be related to FEV1.

0 – 4 Step 3 
5 – 11 Step 3 or 4 
≥ 12 

Step 1 Step 2 Step 3 
Step 4 or 5 

All   Consider short course of oral corticosteroids 

Recommended step for 
starting treatment 

All In 2–6 weeks, evaluate level of asthma control that is achieve and adjust therapy accordingly. 
For children 0–4 years old, if no clear benefit is observed in 4–6 weeks, stop treatment and consider alternative diagnosis or adjusting therapy. 

FEV1, forced expiratory volume in 1 second; FVC, forced vital capacity; PEF, peak expiratory flow; SABA, short-acting beta2-agonist

Level of Asthma CONTROL Components of CONTROL Age
(Years) Well Controlled Not Well Controlled Very Poorly Controlled 

0 – 4 
5 – 11 ≤ 2 days/week but ≤ 1x/day > 2 days/week or  

multiple times on ≤ 2 days/week 
Symptoms

≥ 12 ≤ 2 days/week > 2 days/week 
Throughout the day 

0 – 4 > 1x/month > 1x/week 
5 – 11 ≤ 1x/month 

≥ 2x/month ≥ 2x/week 
Nighttime awakenings 

≥ 12 ≤ 2x/month 1–3x/week ≥ 4x/week 
Interference with  
normal activity All None Some limitation Extremely limited 

SABA use for symptoms All ≤ 2 days/week > 2 days/week Several times per day 
Lung function    

FEV1 (predicted) or  
PEF (personal best) ≥ 5 > 80% 60-80% < 60% 

FEV1/FVC 5 – 11 > 80% 75-80% < 75% 
Validated questionnaires    

ATAQ ≥ 12 0 1–2 3–4 
ACQ ≥ 12 ≤ 0.75 ≥ 1.5 n/a 

Im
pa

irm
en

t 

ACT ≥ 12 ≥ 20 16–19 ≤ 15 
0 – 4 2-3x/year > 3x/year 
5 – 11 

Exacerbations requiring  
oral corticosteroids 

≥ 12 
≤ 1x/year ≥ 2x/year 

Consider severity and interval since last exacerbation 
Reduction in lung growth 5 – 11 Evaluation requires long-term follow-up care 
Loss of lung function ≥ 12 Evaluation requires long-term follow-up care 

R
is

k 

Treatment-related  
adverse effects All Medication side effects can vary in intensity from none to very troublesome and worrisome. 

Step up 1 step Step up 1–2 steps and  
consider short course of oral corticosteroids 

Before stepping up, review adherence to medication, inhaler technique, environmental control, 
and comorbid conditions. If an alternative treatment option was used in a step, discontinue and 

use the preferred treatment for that step. 
Reevaluate the level of asthma control in 2–6 weeks and adjust therapy accordingly. 

Recommended treatment 
actions 

All
Maintain current step; regular follow-up at 

every 1–6 months; consider stepping down 
if well controlled for ≥ 3 months 

For side effects, consider alternative treatment options. 
ACQ, Asthma Control Questionnaire; ACT, Asthma Control Test; ATAQ, Asthma Therapy Assessment Questionnaire; FEV1, forced expiratory volume in 1 second; FVC, forced vital capacity; PEF, peak expiratory flow; SABA, short-acting beta2-agonist

1.Consultant Pediatrician, Professorial Pediatric Unit, 
Teaching Hospital, Jaffna.
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one major criterion or two minor criteria provide a high 
specificity (97%) and positive predictive value (77%) 
for persistent asthma into later childhood. 

Asthma commonly presents with intermittent 
recurrent wheezing and/or coughing.  There are two 
main types of childhood asthma. They are, recurrent 
wheezing in early childhood, primarily triggered by 
common viral infection of respiratory tract and chronic 
asthma associated with allergy that persists into later 
childhood and often adulthood.Further, common asthma 
triggers include viral infections of the respiratory tract, 
aeroallergens in sensitized asthmatic patients such as 
dust mites and cockroaches, seasonal aeroallergens like 
pollens, environmental tobacco smoke, cold air, dry air 
and exercise. 

Asthma severity has been classified into four 
different types; intermittent, mild persistent, moderate 
persistent and severe persistent based on the components 
such as its symptoms, nighttime awakenings, lung 
function and interference with normal activity as shown 
in table 1 (3). 

Management for asthma in children 
Management for bronchial asthma needs detailed 

history and clinical evaluation to decide whether 
these children need long-term prophylaxis to prevent 
the symptoms. With the appropriate use of steroid 
prophylaxis the bronchial asthma could be well- 
controlled.  Management of asthma in children is carried 
out by a stepwise approach (Fig1). 

SYMPTOMS WELL-CONTROLLED NOT WELL- CONTROLLED POORLY CONTROLLED

Day time symptoms
<2 days/week but not more 
than once on each day

>2 days/week or multiple times on  
<2 days/week

Throughout the day

Nighttime awakenings
0-4 years <1/month >1/month >1/week
5-11 years <1/month >2/month >2/week

Salbutamol use for 
symptoms relief

<2days/week >2 days/week Several times per day

Intervention with 
normal activity

none Some limitation Extremely limited

Exacerbation requiring  systemic steroids

0-4 years 0-1/year 2-3/year >3/year

>5 years 0-1/year >2/year
Further treatment 	Maintain the current step of 

the treatment

	Follow-up for every 1-6m 
months

	If well-controlled for 
minimum of three months, 
consider a step down

	Short course of oral corticosteroids 

	Consider a step up followed by 
reevaluation in 2 weeks 

	Alternative diagnoses or adjusting 
therapy is recommended if no clear 
benefits observed in 4-6 weeks.  

	A step up followed by 
reevaluation in 2-6 weeks

	Alternative diagnoses / adjusting 
therapy is recommended if no 
clear benefit is seen in 4-6 weeks

Table 3: Assessing the Control of Asthma and Management Plan (1)

Figure 1: stepwise approach of asthma management in 
children (0 – 4 years) 

SABA – Short acting beta 2 agonist 

prn - whenever needed

ICS – inhaled corticosteroids

LABA – inhaled long acting beta 2 agonist

LTRA –leukotriene receptor antagonist

Note: For the children >4 years, instead of medium 
dose ICS (Step 3)   low dose ICS along with LABA, 
LTRA or theophylline can be used. 

Drug Frequency of  
administration

Low dose 
(mic gram)

Medium dose 
(mic gram)

High dose 
(mic gram)

Beclometha-
sone HFA

bd 50 - 200 200 - 400 >400

Budesonide bd 100 - 200 200 - 600 >600

Fluticasone bd 100 - 200 200 - 400 >400

Table 2: Usual Dosage for Long Term Inhaled Steroids (3)
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Selection of Inhaler Devices 
In addition to the dosage, appropriate inhaler device 

must be chosen depending on the age of the child.  MDI 
alone or MDI and mask alone should not be used in 
children. Use of MDI should always be accompanied 
with a spacer device.

<2 years – MDI + holding chamber (Baby haler - Fig. 2) 

2-5 years - MDI + spacer device (with face mask up to 
3 years - Fig. 3)

>5 years – MDI + spacer device / dry powder 

By performing detailed evaluation the children 
with asthma who need long-term steroid prophylaxis 
can be identified and treated. Thus, the morbidity due 
to childhood asthma could be minimized as well as their 
quality of life will also be increased.  

Reference
1. Andrew H., Liu, RoninaA.Cover, Joseph D.Spahn 

and Donald Y.M. Leung Childhood Asthma  in Nelson 
Text book of Paediatrics- 19th Edition  2012; 780 -801.

2. Karunasekara K.A.W Perera, K.P.J.Perera M T P R 
Abeynarayanae J Prevalence of asthma and atopic 
symptoms in children aged 5 -11 years. Sri Lanka 
Journal of Child Health 2003; 32:11-4

3. 2007 National Heart, Lung and Blood Institute 
(NHLBI) Guidelines for the Diagnosis and 
Management of Asthma

4. SLMA Guidelines on the Management of Asthma 3rd 
ed. Expert committee on Asthma Colombo. Sri Lanka 
Sri Lanka Medical Association; 2005

5. Ministry of Healthcare and Nutrition, Best Practice 
paediatric Guidelines Book 03 Management of asthma 
in children

Figure 2 Figure 3

Media Conference on World Kidney Day
13th March 2015

The JMA conducted its 6th Media conference on World Kidney day considering the increasing number of people being affected by kidney 
diseases in the region. Several experts in kidney diseases took part in the event. This event has been widely reported in the local media.
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JMA Medical Camp - Thirumurukandy, Mullaitivu District
March 8th2015
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1) The following dermatoses typically 
affect the trunk 
a) Pityriasis rosea 
b) Pityriasis versicolor 
c) Keratoderma blennorrhagicum
d) Guttate psoriasis
e) Acute pompholyx

2) Koebner’s phenomenon is seen in 
a) Lichen planus
b) Viral warts
c) Psoriasis 
d) Molluscum contagiosum
e) Queyrat’s erythroplasia 

3) The following are recognized adverse 
effects of topical steroids 
a) Telangiectasia 
b) Tinea incognito
c) Perioral clermatitis
d) Wickham’s striae 
e) Xeroderma pigmentosum 

4) Darier’s disease 
a) Is transmitted by autosomal recessive 

inheritance
b) Commonly presents as greasy brown 

papules on the chest
c) Affects the nails 
d) Is treated with retinoid etretinate given 

systemically in severe cases 
e) Is improved by sunlight 

5) Chickenpox
a) Spread by droplet infection from 

infectious patients 
b) Can spread transplacentally 
c) Is associated with Koplik’s spots in the 

buccal mucosa 
d) The rash consists of vesicle all of which 

appear simultaneously 
e) Cannot be acquired by contact with 

cases of shingles 

6) Urticaria pigmentosa 
a) Is more common in males 
b) Responds well to asprin 
c) Is characterized by pigmented lesions 

widely distributed on the trunk 
d) Is an example of mastocytosis 
e) Has a better prognosis in the adult 

7) Skin manifestations of visceral 
malignancy include
a) Erythema nodosum 
b) Acanthosis nigricans 
c) Erythema gyratum repens 
d) Dermatomyositis
e) Granuloma annulare

8) Which of the following are true or false 
about hair loss
a) Hyper vitaminosis A is a cause of hair loss 
b) Warfarin therapy is a recognized cause 
c) Diffuse hair loss occur after serious 

illnesses 
d) Alopecia areata typically produces 

irreversible hair loss 
e) Systemic lupus erythematousus causes 

patchy hair loss 

9) The following lesions are painful 
a) Solar elastosis 
b) Leiomyoma cutis 
c) Glomus tumour in the nailbed 
d) Naevus sebaceous 
e) The chancre of the primary syphilis 

10) Pyogenic granuloma
a) Caused by streptococcus pyogenes 
b) Usually associated with trauma 
c) Microscopically shows multiple 

granulomatous change 
d) Bleeds with minor trauma 
e) Should be treated with antibiotics

Multiple choice questions: Dermatology

Dr  S  Sathiyrekha
Consultant Dermatologist 
Teaching Hospital  Jaffna 
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Image Radiology

3. What is the diagnosis? 4.  What is the radiological study ?

5.  A 43 year - old alcoholic patient presented 
with abdominal pain.  What is the prominent  
pathology you can see in this image?

6.  What is the radiological  diagnosis?

7. What is the possible  diagnosis? 8.  A 56 year - old male presented with  burning 
and sub-sternal chest pain  worsen with meal and  
supine position.  What  is the possible diagnosis ?

1. What is  the probable diagnosis? 2. What is the probable diagnosis ? 



 

9. What is the possible diagnosis?

11.  A young  boy presented  with chronic 
headache and  runny nose. 
 What is the abnormality?

13.What is the finding in her abdominal Xray?

15.What is the  diagnosis? 

10.  What is the diagnosis?

12.  What is the diagnosis? 

14.What is the CXR finding?

16.What is the  significant finding  
in this  Xray ?

Image Challenge

Sponsored by     MIOT (UK)
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Compiled by: Dr.A.Kalaimahal, Consultant Radiologist,  Teaching Hospital Jaffna. 


