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How to make an Asthma Diagnosis 

 

Ensuring an early and accurate diagnosis is the foundation to good asthma care. Without an 

accurate diagnosis, Children and Young People will not have access to the structured clinical care 

that leads to better outcomes. 

There is no one gold standard test to diagnose asthma and the predictive value of individual 
symptoms, signs or a single test is poor. An accurate diagnosis must therefore be based on a 
structured clinical assessment by an appropriately trained healthcare professional comprising of: 

 
• the recognition of a characteristic pattern of respiratory symptoms and signs 
• a supportive objective test result 
• a response to asthma therapies 

 
In each case, symptoms that suggest an alternative diagnosis should be explored. 
 

The Structured Clinical Assessment  

1. History: 

• Interval symptoms: 
o These are the day-to-day symptoms that a patient may experience. 
o Classically the symptoms are wheeze plus one or more of cough, chest 

tightness or shortness of breath.  
o There is usually variation in the symptoms, with symptoms worse 

§ at night 
§ early in the morning 
§ with exertion  

• Asthma attacks: 
o A documented history of acute attacks of wheeze, dry cough, and 

breathlessness.  
o Attacks may have specific triggers such as viral upper respiratory tract 

infections, exercise, exposure to smoke and aeroallergens  
o During an attack, there is symptomatic and objective improvement with 

treatment. 
There are different asthma phenotypes. Some children suffer: 

- predominantly from interval symptoms with few asthma attacks 
- predominantly asthma attacks and minimal interval symptoms 
- a mixture of interval symptoms and asthma attacks  

• Atopic History  
o Personal history of an atopic disorder (eczema or allergic rhinitis) AND / OR  
o a family history of asthma and or atopic disorders 

 

ü Ensuring an early and accurate diagnosis is the foundation to good asthma care and 
improved outcomes 

ü There is no one gold standard test to diagnose asthma; a diagnosis of asthma can only be 
made in the context of a suggestive clinical history and one supportive objective test 

ü Until a diagnosis is confirmed, a child or young person should be coded as Suspected 
Asthma and reviewed regularly to assess for response to any treatment   
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2. Examination: 

• Wheeze must be confirmed by a Healthcare Professional on auscultation 
o It is important to distinguish ‘wheeze’ from other respiratory noises, such as 

stridor or ‘rattily’ breathing.  
o Parents use the word “wheeze” to describe a wide range of respiratory noises.  

Parental report of wheeze correlates poorly with objectively recorded 
wheeze.  

o Assessment is best undertaken at a time when a child is acutely unwell to 
confirm the presence of a true polyphonic (musical) expiratory wheeze.  

• Chest wall shape - patient may be normal or may be: 
o Hyper-inflated 
o Show evidence of long-term poor control with a Harrison sulcus 

• A repeatedly normal respiratory examination when symptomatic reduces the 
probability of asthma. 

 

3. Objective Tests: 
 
In children and young people aged 5-16 with a history suggestive of asthma: 

• Measure Fractional exhaled Nitric Oxide (FeNO) 
o A FeNO ³ 35ppb is supportive of a diagnosis of asthma, with higher levels 

more suggestive of an asthma diagnosis 
o Performing a FeNO test can be challenging for a child under the age of 8 

years 
• If the FeNO is not raised, or if FeNO testing not possible measure Bronchodilator 

Reversibility (BDR) with spirometry.  
o Diagnose asthma if the baseline FEV1 increases by 12% or more (or 

increases by 10% or more if baseline FEV1 is normal). 
• If spirometry is not available measure Peak Expiratory Flow (PEF) rate twice daily 

for 2 weeks.  
o Diagnose asthma if PEF rate variability is 20% (expressed as an amplitude 

percentage mean*) or more. 

• If asthma is not confirmed by FeNO, BDR or PEF variability but still suspected on 
clinical grounds, either perform skin prick testing to house dust mite or measure 
total IgE and blood Eosinophil count.  

o Asthma can be excluded is there is no evidence of sensitisation to house 
dust mite or if the serum IgE is not raised. 

 
In children under 5 years or those unable to perform objective test: 
 

• treat symptoms based on clinical judgement with regular reviews, until the child is 
able to perform objective measures.  

• these children should be coded as suspected asthma until the diagnosis is 
confirmed. 

 
In all cases, if there is a poor response to asthma therapies following a diagnosis of asthma, an 
alternative diagnosis should be considered. 
 
If there is doubt about the diagnosis, then refer for a specialist paediatric opinion including 
consideration of a bronchial challenge test. 
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*How to Calculate Peak Expiratory Flow Rate Variability (Amplitude Percentage Mean) 

Amplitude percentage mean score is calculated as the highest -lowest PEF rate reading as a 

percentage of the mean of those peak flow readings. This should be done daily for a minimum of 3 

days and the average of the the daily scores should then recorded as the final amplitude 

percentage mean value.    

e.g. the table shows the daily PEFR values and the calculations to obtain the final PEFR variability 

as an amplitude percentage mean 

 Morning value 

(mls) 

Evening value 

(mls) 

Daily amplitude 

percentage mean 

calculation 

(highest -

lowest/mean of 

both scores) x 100 

Daily score 

Day 1 270 320 50/295 x100 17% 

Day 2 250 330 80/290x100 28% 

Day 3 260 320 60/290x100 21% 

Final score    22% 

 

 


