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INTRODUCTION 

Asthma is the most common chronic childhood disease in 
nearly all industrialized countries.  

Nevertheless, there are few national and international 
guidelines that focus exclusively on pediatric asthma.  

The information available on specific aspects of pediatric 
asthma, in particular in children under 5 years of age, is 
limited and does not include the opinion and 
contributions of the pediatric allergy and respiratory 
community. 

In contrast to adults, the evidence base for 
pharmacotherapy and randomized controlled trials in 
children less than 5 years of age is very sparse. The most 
accessible source of information for treatment of pediatric 
asthma - with recommendations of the available literature 
- is lacking the evidence based on expert opinion. 

In view of the limited data from randomized controlled 
trials in children and the difficulties in applying 
systematic review criteria to diagnosis, prognosis and non 
pharmacological management, the European Academy of 
Allergy and Clinical Immunology and the American 
Academy of Allergy, Asthma and Immunology 
nominated expert teams to find a consensus to serve as 
pediatric expertise guidelines for clinical practice of 
childhood asthma. This consensus report is a part of the 
PRACTALL initiative, which is endorsed by both 
academies and was published at (Allergy Journal. 2008; 

63:5-34). 

What is PRACTALL?     

“PRACTicing ALLergology program on childhood 
asthma” 

The PRACTALL Pediatric Asthma Group consists of 
approximately 40 international experts in pediatric allergy 
and asthma. The paper includes the natural history & 
patho-physiology of childhood asthma phenotypes and 
recommendations for diagnosis, management, and 
monitoring. The major breakthrough of PRACTALL is 
that it simplifies all the existing asthma management 
guidelines for children. This is a short navigation through 
Practall consensus report for Pediatric Asthma. 

First: Thinking "Phenotype" 

What is a phenotype? 

A phenotype is defined at (Oxford English Dictionary, 
2005) as: "A type of organism distinguishable from others 
by observable features."   i.e. it is a cluster of different 
characteristics that defines a subgroup within a disease, 
and is apparent at the time of consultation. 

In asthma, age and triggers can be used to define different 
phenotypes of disease. These phenotypes are likely to be 
useful because they recognize the heterogeneity of 
childhood asthma. They do not represent separate 
diseases, but are part of the asthma syndrome. Guidelines 
that recognize different phenotypes should provide better 
direction for prognosis and therapeutic strategies. 
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What are PRACTALL Phenotypes? 

 
Severity should be assessed for each phenotype. 
Overlap between phenotypes is frequently present.  
*Children may also be atopic. 
# Different etiologies, including irritant exposure, multi-triggered asthma and as-yet not evident allergies may be 
included here.  

 
Phenotypes differ in pathophysiology 

Bronchial inflammation is a central characteristic of most 
patients who have asthma symptoms, and involves 
changes at the epithelial level, recruitment of 
inflammatory cells, and production of multiple mediators. 

Cellularity and other characteristics of inflammation 
depend upon trigger and age and differ between asthma 
phenotypes. Accordingly, evidence is supporting 
differential effectiveness of treatments depending on 
pediatric asthma phenotypes. 

 

Second: How to assess for Pediatric Asthma? 
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How to use Asthma Control Test (ACT) for children with 
asthma? 

It is a simple test to evaluate Asthma control of asthmatic 
children. It is supplied for free with multiple languages on 
the following web site: (www.asthma.controltest.com). 

ACT is completed by the child and parents/caregivers 

(subjective). It is clinically validated by specialist 
assessment and spirometry (objective). ACT is recognized 
by the National Institutes of Health and huge literature 
sources started to recommend its important practical 
impact.  

ACT is available in 2 forms, first for children between 4-11 
years and children more than 12 years. 

 

 

 



Egyptian Journal of Bronchology 8

How to take childhood ACT (ages 4-11)? 

 Step 1: Let your child respond to the first four 
questions (1 to 4). If your child needs help in reading 
or understanding the question, you may help, but let 
your child select the response.  

 Step 2: Complete the remaining three questions (5 to 
7) on your own and without letting your child's 
responses influence your answers.  

 Step 3: When all seven questions have been  
answered, press the "SEE YOUR SCORE" button to 
view your score.  

 Step 4: Take a printout of the test results to the  
doctor to talk about your child's total score.  

How to take childhood ACT (ages 12 and older)? 

Simple 5 questions are going to be answered by the child 
and assess for the score. 

 

Third: What are the elements of Pediatric Asthma 
management? 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

1. Steps to avoid specific allergens in sensitized 
individuals. 

Pets Remove pet and clean home, especially 
carpets and upholstered surfaces 
Encourage schools to ban pets 

  
Dust mites Wash bedding and clothing in hot 

water every 1–2 weeks Freeze stuffed 
toys once per week Encase mattress, 
pillows and quilts in impermeable 
covers Use dehumidifying device 

  
Cockroach Clean home Use professional pest 

control Encase mattress and pillows in 
impermeable covers 

  
Mold Wash moldy surfaces with weak 

bleach solution Use dehumidifying 
equipment Fix leaks Remove carpets 
Use High Efficiency Particle Arrestor 
filtration 

 
2. Parent and Patient Education (the choice of the 

method depends on social and economic factors): 

 Home booklet, visual aids (videos, DVDs, electronic 
games) followed by practitioner review 

 Group teaching by nurses 

 School education 

 Asthma camps, patient organisations/support groups 

 Professional societies 

3. Pharmacotherapy: 

A. Asthma treatment 0-2 years 

 
 

B. Pharmacotherapy in children > 2 years  
(Practall Algorithm) 
 

It simplifies the management in 3 step therapy (according 
to severity and response to treatment) with phenotypic 
considerations. 



  

EJB, Vol. 4, No. 1, June, 2010 9

Practall Algorithm

 

 

Use of the "phenotype" to fine-tune pediatric asthma treatment 
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4. Regular Monitoring: 

Includes: 

 Questionnaire(may use ACT) 
 Symptom frequency 
 Exacerbations 
 Avoidance of triggers 
 Use of medications 
 Side effects 
 Quality of life 

 Use of devices 
 Measure lung function (basic spirometry, provocation 

tests and recently IOS system for preschool children) 
 Assess airway inflammation (including FeNO 

assessment) 
 

In summary: 

What does the PRACTALL consensus add? 

 Complete focus on children 

  A discussion of asthma phenotypes in childhood and 
the heterogeneity of childhood asthma  

 Emphasis on allergy testing of children with 
suspected asthma  

 Definition of asthma control for children and sample 
questions for asthma monitoring  

 Exhaled nitric oxide  and IOS tools proposed as useful 
adjunct to routine clinical assessment in asthma 
management 

 A greater role, as compared with GINA, for 
leukotriene receptor antagonists (LTRAs) 

 Research recommendations  

 

List of abbreviations used in the article: 

ACT: Asthma Control Test 
FeNO: Fraction of exhaled Nitric Oxide 
GINA: The Global Initiative for Asthma Management 
ICS: Inhaled corticosteroids 
LTRAs: Leukotriene receptor antagonists  
PRACTALL: PRACTicing ALLergology program on 
childhood asthma 
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