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Initial asthma treatment for children 6–11 years
after diagnosis
Before starting treatment

Confirm the diagnosis
Assess current asthma symptom control and
risk factors



Recommendation

Prescribe a salbutamol as reliever to taken as needed when
the child has asthma symptoms.

Usual doses (100 microg per actuation): 

For cough or wheeze without visibly increased work of breathing: 2–4 actuations via pMDI plus spacer. If symptoms do not
resolve within a few minutes, use 2 more actuations.

For increased work of breathing: 6–12 actuations via pMDI plus spacer. If symptoms do not resolve within a few minutes,
use 6 more actuations.

Sources & rationale

Recommendation type: Consensus recommendation

All children with asthma require a rapid-acting bronchodilator to manage symptoms as they occur, even if the child is also
receiving ICS-based maintenance treatment. Salbutamol is currently the first-choice reliever for children younger than 12
years.

The use of spacers with pMDIs reduces oropharyngeal deposition, increases lung deposition, and minimises problems
associated with poor coordination of actuation with inhalation with pMDIs.[Lavorini 2009] The use of a spacer with a pMDI
may increase the response to SABA, compared with pMDIs and dry-powder inhalers.[Lavorini 2009]

Note on the 2025 recommendation: Anti-inflammatory reliever (ICS plus formoterol or ICS plus salbutamol in a single
inhaler) is not approved by the TGA for use in children aged 6–11 years. Future Australian asthma handbook guidance may
recommend anti-inflammatory reliever in place of salbutamol, depending on the findings of recent and ongoing clinical
trials, and on TGA and PBS decisions.

For children 6–11 years not receiving maintenance ICS treatment, some guidelines recommend a low dose of ICS to be
taken on each occasion that reliever is needed,[GINA 2025] based on two clinical trials of ICS and SABA in separate inhalers
in children with asthma.[Martinez 2011, Sumino 2020] In one study, children using ICS plus SABA as needed had fewer
exacerbations than those taking SABA alone as needed.[Martinez 2011] In the other, as-needed ICS plus SABA was as
effective as daily maintenance low-dose ICS in controlling asthma symptoms and exacerbations.[Sumino 2020] However,
this strategy may be impractical for many children and their parents/carers, because it requires use of two devices. The
combination of an ICS and a SABA in a single inhaler is not available in Australia.
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Resources

Royal Children’s Hospital Melbourne’s What is asthma? videos for parents, explaining how to identify wheeze and other
signs, and how to correctly use a pMDI with spacer.

Notes

Higher salbutamol doses can be given when the child shows marked increase in work of breathing, severe dyspnoea and
other signs of acute asthma, e.g. 12 actuations via pMDI plus spacer. If symptoms do not resolve within a few minutes, the
dose is repeated.

Information on preparing written asthma action plans for children 6–11 years

Information on assessing and managing acute asthma in primary care or emergency departments.

https://www.rch.org.au/kidsinfo/fact_sheets/asthma-videos/#toc-2
https://www.asthmahandbook.org.au/management/children-6-11-years/principles-of-management/educating-children-and-parents-to-manage-asthma
https://www.asthmahandbook.org.au/acute-asthma/children-6-11-years/managing-acute-asthma-in-children-6-11-years-in-primary-care
https://www.asthmahandbook.org.au/acute-asthma/children-6-11-years/managing-acute-asthma-in-children-6-11-years-in-ed


Recommendation

Ask parents to keep a record of how much salbutamol the
child is using (e.g. symptom diary or estimated number of
canisters used per year)

When calculating canisters per year, allowing for multiple inhalers in use at the same time.

Sources & rationale

Recommendation type: Consensus recommendation

Consumption three or more canisters of salbutamol in a year indicates that the child’s asthma is poorly controlled. A large
cohort study reported that, in children aged 6–11 years, prescription of three or more SABA canisters per year was
associated with at least double the risk of subsequent exacerbations, compared with lower SABA prescribing.[Morgan 2023]
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Recommendation

Start maintenance treatment with low-dose ICS, if
indicated.

If symptoms are frequent (daytime symptoms twice per week or more, or night-time symptoms twice per month or more),
symptoms are restricting activity or sleep, or the child has a history of an exacerbation treated with systemic corticosteroids
in the past 12 months, begin a treatment trial with daily maintenance low-dose ICS, in addition to salbutamol as needed.

Review clinical response in 8–12 weeks.

Table

Indications for maintenance inhaled corticosteroid treatment in children 6–11 years

Severity of Exacerbations Pattern of exacerbations and symptoms
Exacerbations less than
once every 3 months, and
no symptoms between
exacerbations

Exacerbations more
frequent than once every 3
months, and no symptoms
or infrequent symptoms
between exacerbations

Symptoms between
exacerbations (any of):
Daytime symptoms
more than once per
week
Night-time symptoms
more than twice per
month
Symptoms restrict
activity or sleep

Mild
Exacerbations quickly resolve
with salbutamol

Not indicated Consider Indicated

Moderate–severe
≥1 exacerbation in past year
required ED or oral
corticosteroids

Consider Indicated Indicated

Life-threatening
≥1 exacerbation required
hospitalisation or PICU

Indicated Indicated Indicated

Additional information

ED: emergency department; PICU: paediatric intensive care unit

Table



Low, medium and high ICS doses in children 6–11 years

Active ingredient Total daily dose (microg)
Low Medium High

Fluticasone propionate 100
(50 twice daily)

<8 years: >100–200
(e.g. 100 twice daily)

<8 years: >200

8–11 years: >100–250 
(e.g. 100 twice daily or 125 twice daily)

8–11 years: >250

Ciclesonide 80 160 >160

Budesonide 100–200 >200–400 >400

Beclometasone (extra-fine particle) 50–100 >100–200 >200

Additional information

ICS: inhaled corticosteroid;

[  ] Options recommended for first-line use in children, based on current evidence for efficacy and safety

 Options not recommended as first-line treatment in children due to delivery device or concerns about
systemic effects including potentially greater effects on growth

Sources & rationale

Recommendation type: Consensus recommendation

Prevention of exacerbations requiring systemic corticosteroid treatment is a key goal of asthma management. Treatment
with inhaled corticosteroids is the main strategy available to reduce the risk of exacerbations.

The use of multiple short courses of oral corticosteroids to manage asthma exacerbations in children is associated with a
dose-dependent reduction in bone mineral accretion and increased risk for osteopenia.[Kelly 2008] 

Short course of systemic corticosteroids in adults are associated with increased lifetime risk of osteoporosis, pneumonia,
cardiovascular or cerebrovascular diseases, cataract, sleep apnoea, renal impairment, depression/anxiety, type 2 diabetes,
and weight gain.[Price 2018]

Efficacy

Maintenance treatment with low doses of ICS significantly reduce the risk of asthma exacerbations in children. In a large 3-
year clinical trial in children aged 5–10 years with recently diagnosed asthma, maintenance treatment with low-dose ICS
(plus SABA as needed) reduced the risk of severe exacerbations by 40%, improved lung function, increased symptom-free
days and decreased days lost from school years, compared with SABA only.[Chen 2006]

Safety

At recommended doses, ICSs are generally well tolerated in children.[Rachelefsky 2009; Kapadio 2016]

The use of a spacers with pMDIs reduces oropharyngeal drug deposition and therefore reduces the risk of local adverse
effects (e.g. candidiasis and dysphonia) with ICS.[Lavorini 2020] 

Topical effects of ICS can also be reduced by mouth-rinsing and spitting after inhaling. Immediate quick mouth-rinsing
removes more residual medicine in the mouth than delayed rinsing.[Yokoyama 2007]



ICS-related systemic adverse effects in children include suppression of the hypothalamic-pituitary-adrenal (HPA) axis (rare),
[Kapadio 2016] short-term linear growth suppression, clinically non-significant effects on bone mineral density, and dose-
dependent effects on glucose metabolism.[Kapadio 2016]

A review of long-term clinical trials of recommended doses of inhaled corticosteroids in children found little or no effect on
measures of HPA axis function over 12 to 36 months follow-up, and no clinically significant effects on bone mineral density.
[Pedersen 2006]

Regular use of ICS in children before puberty is associated with an average reduction of 0.48 cm/year in linear growth rate in
the first year of treatment, after which less effect is seen. Growth suppression depends on the dose.[Axelsson
2019] Fluticasone propionate may have a lesser effect on growth rate than beclometasone or budesonide, when
administered at an equivalent dose.[Axelsson 2019]

Uncontrolled asthma also reduces children’s growth and final adult height.[Pedersen 2001]
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Note on the 2025 recommendation: Anti-inflammatory reliever (ICS plus formoterol or ICS plus salbutamol in a single
inhaler) is not approved by the TGA for use in children aged 6–11 years. Future Australian asthma handbook guidance may
recommend anti-inflammatory reliever in place of salbutamol or daily maintenance treatment with low-dose ICS, or MART
as an alternative to maintenance ICS, depending on the findings of clinical trials now underway and on TGA and PBS
decisions.

Recommendation

Do not prescribe or recommend nebulised medicines.

Sources & rationale

Recommendation type: Consensus recommendation

The use of nebulisers is not recommended. Delivery of inhaled medicines by nebuliser is unnecessary,[Cates 2013] except in
some patients with severe acute asthma unable to breathe through a spacer.

Nebulisers may transmit respiratory viruses.[Hui 2009]

In children and adults, the use of nebulisers for SABA is associated with a higher risk of exacerbations than the use of
inhalers.[Paris 2008] 

Nebulised salbutamol is associated with more systemic adverse effects than pMDIs. In studies of children with acute asthma,
higher rates of tremor have been reported among children treated with nebulised salbutamol than salbutamol via pMDI with
spacer.[Cates 2013] Nebulised ICS can damage the child’s eyes if the face mask is not well fitted, and can cause rash and
atrophy of skin around the nose and mouth.[GINA 2025]

The use of home nebulisers could also lead to delays in treatment, compared with the prompt use of readily transportable
pMDIs anywhere outside the home, whenever the child has asthma symptoms. 
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Recommendation

Do not prescribe oral salbutamol for asthma.

Sources & rationale

Recommendation type: Adapted from GINA

Oral bronchodilators are not recommended for any age group. Oral salbutamol has a longer onset of action and a higher rate
of adverse effects than inhaled salbutamol.[GINA 2025]

References

Global Initiative for Asthma. Global Strategy for Asthma Management and Prevention, 2025. Available from:
www.ginasthma.org

http://www.ginasthma.org/


Recommendation

Do not prescribe theophylline for asthma.

Sources & rationale

Recommendation type: Adapted from GINA

Oral bronchodilators are not recommended for any age group.[GINA 2025]

Theophylline is less effective than inhaled bronchodilators in reducing symptoms and increasing lung function, and adverse
effects are common.[Morali 2001, ALAACRC 2007, Barnes 2013] 
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Recommendation

Prepare an individual asthma action plan for the child.

Make sure parents understand how to follow the instructions. Advise parents to give a copy to the child’s school and any
other carers.

Sources & rationale

Recommendation type: Consensus recommendation

Every child with asthma should have their own written asthma action plan for parents to follow when symptoms worsen.

In children aged 6 years and over, the use of written asthma action plans significantly reduces the rate of visits to acute care
facilities, the number of school days missed and night-time waking, and improves symptoms.[Zemek 2008] For children,
written asthma action plans that are based on symptoms appear to be more effective than action plans based on peak
expiratory flow monitoring.[Zemek 2008]
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Resources

National Asthma Council Australia’s Library of asthma action plan templates

Notes

Schools in all Australian states and territories require parents or carers of children with asthma to provide a written asthma
action plan stating the child’s known asthma triggers and instructions to be followed if symptoms occur, and emergency
procedures in the event of an asthma exacerbation.

Information on asthma action plans for children 6–11 years

https://www.nationalasthma.org.au/living-with-asthma/resources/health-professionals/asthma-action-plans
https://www.asthmahandbook.org.au/management/children-6-11-years/principles-of-management/educating-children-and-parents-to-manage-asthma


Consideration

If physical activity causes asthma symptoms, advise the
child’s usual reliever dose given 15 minutes before exercise.

For example, salbutamol 200 microg: two separate actuations via pMDI (100 microg/actuation) and spacer.

Sources & rationale

Recommendation type: Adapted from GINA

Salbutamol taken 15 minutes before exercise is effective in preventing exercise-induced bronchoconstriction.[Grandinetti
2024, Weiler 2016]

ICS treatment prevents or reduces the risk of exercise-induced bronchoconstriction in children.[Koh 2007, Visser 2015]
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Notes

Exercise-induced bronchoconstriction is very common in children with asthma. Symptoms include cough, dyspnea,
wheezing, chest tightness, increased mucus production, and heightened respiratory effort.[Grandinetti 2024]

Exercise-induced asthma symptoms should be managed by achieving good overall asthma control with ICS-based
treatment if indicated, pre-emptive use of rapid-acting bronchodilators before exercise, and general advice on avoidance
(warming up before intensive exercise, avoiding air pollution and cold dry air).[Grandinetti 2024]

When assessing reliever as a component of asthma symptom control assessment, do not include reliever doses taken pre-
emptively before exercise.[GINA 2025]

http://www.ginasthma.org/


Information on exercise and asthma

Consideration

For children with allergies, consider prescribing
maintenance ICS treatment even if symptoms are
infrequent and mild.

Sources & rationale

Recommendation type: Consensus recommendation

In school-aged children with asthma, sensitisation to aeroallergens (confirmed by skin-prick testing) and raised IgE is
associated with greater benefit from ICS treatment (greater reduction in risk of exacerbations and greater increase in
symptom control), compared with non-atopic children.[Gerald 2015, Szefler 2010]
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Consideration

Consider ICS for children with history of anaphylaxis or
severe atopy, or exposure to tobacco smoke, and consider a
longer treatment trial for children with these risk factors.

Sources & rationale

Recommendation type: Consensus recommendation

Notes

Table

Risk factors for severe asthma exacerbations in children

High probability of respiratory viral infection (beginning of day care/preschool term, epidemics)
Confirmed food allergy or history of anaphylaxis
Poor asthma symptom control
ED visit or admission to hospital for asthma in preceding 12 months
History of sudden, unpredictable exacerbations not preceded by gradual worsening of symptoms
History of intubation/paediatric ICU admission for acute asthma
Over-use of salbutamol
Poor adherence to prescribed ICS treatment by parents/carers
Poor inhaler technique for ICS
Frequent failure to attend consultations
Parent’s/carer’s inability to follow asthma action plan
Significant parental psychological or socioeconomic problems
Carer unequipped to manage asthma emergency
Exposure to clinically relevant allergens
Exposure to tobacco smoke
Damp housing
Exposure to outdoor pollution
Obesity
High eosinophil count (if known)



Consideration

If ICS is indicated, but the child’s parents refuse ICS
treatment after discussing benefits and potential side
effects, daily montelukast can be considered as an
alternative.

Alert
Montelukast TGA-approved product information and consumer medicine information carry a
warning about potential neuropsychiatric adverse effects. Counsel parents about risks.

TGA safety alert

Sources & rationale

Recommendation type: Consensus recommendation

Montelukast monotherapy is generally less effective than ICS or ICS-LABA in preventing asthma exacerbations.[Chauhan
2012, Cividini 2023]

Alert
Montelukast TGA-approved product information and consumer medicine information carry a
warning about potential neuropsychiatric adverse effects. Counsel parents about risks (see TGA
safety alert)
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Consideration

If cough is the predominant symptom of asthma, assess
clinical response to a treatment trial of ICS after 4 weeks. If
cough has not resolved, stop ICS treatment and reconsider
alternative diagnoses.

Sources & rationale

Recommendation type: Adapted from CICADA 2024

In children, chronic cough in the absence of other symptoms/signs is rarely due to asthma.[Marchant 2024]

Cough that is due to asthma typically improves after 2–4 weeks of treatment with ICS. [Marchant 2024]

Australian cough management guidelines recommend against the use of ICS to manage chronic cough in children unless
there are specific features to suggest asthma, and that ICS should be ceased if cough does not resolve within 4 weeks.
[Marchant 2024]
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Consideration

For children with allergic rhinitis and asthma, manage
allergic rhinitis as well as managing asthma.

Intranasal corticosteroid (alone or in combination with antihistamine) is first-choice treatment for allergic rhinitis in children
6–11 years.

It is indicated even if the child is also using low-dose maintenance ICS for asthma.

Sources & rationale

Recommendation type: Consensus recommendation

Intranasal corticosteroids are effective in the treatment of seasonal or perennial allergic rhinitis [Brożek 2017] and are
recommended in international guidelines.[GINA 2025, Brożek 2017]

Systemic absorption of intranasal corticosteroids is negligible in children, but total corticosteroid dose and potential effects
should be monitored.[ASCIA 2024]

Montelukast is approved as treatment for both asthma and allergic rhinitis,[Australia PI: montelukast] but it is less effective
than ICS for asthma [Cividini 2023, Chauhan 2012] less effective than intranasal corticosteroids for allergic rhinitis,
[Krishnamoorthy 2020] and has been associated with neuropsychiatric disorders in all age groups.[TGA 2018]

Alert
Montelukast TGA-approved product information and consumer medicine information carry a
warning about potential neuropsychiatric adverse effects. Counsel parents about risks (see TGA
safety alert)

(see TGA safety alert).

The Australasian Society of Clinical Immunology and Allergy recommends that specific allergen immunotherapy can be
considered for children over 5 years.[ASCIA 2024]
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Resources

National Asthma Council Australia’s Allergic rhinitis treatment planner

The Royal Children's Hospital Melbourne’s allergic rhinitis management guide for primary care

Australasian Society of Clinical Immunology and Allergy’s allergen immunotherapy guide for clinical immunology/allergy
specialists

Practice point

Treatment solely with as-needed salbutamol is suitable for
a small proportion of children with asthma. Most require
daily maintenance low-dose ICS.

Alert
Systemic corticosteroids should be avoided except when necessary to manage clinically
significant exacerbations

http://www.ginasthma.org/
https://www.nationalasthma.org.au/living-with-asthma/resources/health-professionals/charts/allergic-rhinitis-pad
https://www.rch.org.au/kidsconnect/prereferral_guidelines/Allergic_rhinitis_hay_fever/
https://www.allergy.org.au/images/stories/pospapers/ASCIA_HP_Aeroallergen_Immunotherapy_Guide_2024.pdf
https://www.allergy.org.au/images/stories/pospapers/ASCIA_HP_Aeroallergen_Immunotherapy_Guide_2024.pdf


Practice point

Show the child and parents/carers how to use the inhaler(s)
correctly, including use of a spacer with pMDIs. Spacers
should be selected individually to fit the pMDI.

Resources

National Asthma Council Australia’s videos demonstrating correct use of inhalers
https://www.nationalasthma.org.au/health-professionals/how-to-videos

National Asthma Council Spacer use and care
https://www.nationalasthma.org.au/living-with-asthma/resources/patients-carers/factsheets/spacer-use-and-care

National Asthma Council Australia’s fact sheet on spacers for pressurised metered-
dose inhalers
https://files.nationalasthma.org.au/resources/NAC047-Spacers-for-Pressurised-Metered-Dose-Inhalers-Information-

Sheet-2025_Web.pdf

Selecting inhalers for children 6–11 years
https://www.asthmahandbook.org.au/management/children-6-11-years/principles-of-management/selecting-inhalers-

for-children-6-11-years

Practice point

Advise parents/carers to make sure the child’s reliever is
always available for use when symptoms occur.



Practice point

Terbutaline 500 microg/actuation can be prescribed as
reliever, as an alternative to salbutamol (e.g. in the rare event
of adverse reaction to salbutamol). Usual dose: 1–2
actuations via DPI. If symptoms do not resolve within a few
minutes, give 1–2 more actuations.

Practice point

Explain to parents how to recognise increased work of
breathing:

sucking in above, below or around the rib cage

using abdominal muscles to push air out of lungs

breathing fast

shoulders bobbing up and down with breathing.

Practice point

At each visit, check how much salbutamol the child has
used and re-estimate number of canisters per year.



Practice point

Before starting ICS, discuss the benefits and potential side
effects with parents.

Explain that:

ICS typically causes a very small reduction in linear growth during the first year, but uncontrolled asthma itself reduces
growth and final adult height

daily low-dose ICS helps prevents asthma exacerbations and is safer than oral or injected corticosteroids, which will be
necessary if the child has an exacerbation.

Alert
Systemic corticosteroids should be avoided except when necessary to manage clinically
significant exacerbations


