
Management / Children 1-5 years / Medication management

Initial asthma treatment for children 1–5 years
after diagnosis of preschool asthma
Before starting treatment

Confirm that symptoms are more likely due to
asthma than other conditions

Confirm that the child’s respiratory symptoms
responded rapidly to salbutamol during a
treatment trial

Assess current asthma symptom control and
risk factors



Recommendation

Prescribe a salbutamol as reliever to taken as needed when
the child has breathing difficulty.

Usual doses (100 microg per actuation): 2 actuations via pMDI plus spacer (with face mask, if needed). If symptoms do not
resolve within a few minutes, use 2 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 maintenance treatment with ICS. Salbutamol is currently the first-choice reliever for children aged 1–5 years.

This recommendation applies to children with salbutamol-responsive signs/symptoms and a provisional or confirmed
diagnosis of preschool asthma. Intermittent wheeze in an otherwise healthy child does not require salbutamol treatment.

In this age group, inhaled medicines should be delivered using a pressurised metered-dose inhaler with a spacer. A mask
should be used for children who cannot form a tight mouth seal around the spacer mouthpiece (e.g. younger children and
during an acute asthma exacerbation).

The use of nebulisers is not recommended because they can transmit respiratory viruses [Hui 2009] and are unnecessary
except in severe acute asthma. 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] In older children and adults, the use of nebulisers for SABA is
associated with a higher risk of exacerbations than the use of inhalers.[Paris 2008]

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 1–5 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.
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Resources

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.

National Asthma Council Australia’s video How to use a metered dose inhaler (puffer) with a spacer for children

National Asthma Council Australia’s Spacer use and care 

National Asthma Council Australia’s fact sheet on spacers for pressurised metered-dose inhalers

Notes

Higher salbutamol doses may be given when the child shows marked increase in work of breathing, e.g. 6 actuations via
pMDI plus spacer. If symptoms do not resolve within a few minutes, the dose can be repeated.

More 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.nationalasthma.org.au/living-with-asthma/how-to-videos/how-to-use-a-puffer-with-a-spacer-for-children
https://www.nationalasthma.org.au/living-with-asthma/resources/patients-carers/factsheets/spacer-use-and-care
https://files.nationalasthma.org.au/resources/NAC047-Spacers-for-Pressurised-Metered-Dose-Inhalers-Information-Sheet-2025_Web.pdf
https://www.asthmahandbook.org.au/acute-asthma/children-1-5-years/managing-acute-asthma-in-children-1-5-years-in-primary-care
https://www.asthmahandbook.org.au/acute-asthma/children-1-5-years/managing-acute-asthma-in-children-1-5-years-in-the-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 of 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 1–5 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 a low dose of 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 2 or more exacerbations treated with systemic
corticosteroids, begin a treatment trial with daily maintenance low-dose ICS, in addition to salbutamol as needed.

Trial low-dose ICS for approximately 3 months then review clinical response:

If symptoms do not resolve during the trial, check inhaler technique and adherence, environmental triggers (e.g.
household smoking/vaping, dust or mould), and review the diagnosis.  

If there is a good response to treatment during exposure the child’s typical triggers (e.g. viral respiratory infections),
consider pausing the treatment to assess whether symptoms recur.

Alert
Systemic corticosteroids should be avoided except when necessary to manage a severe
exacerbation or life-threatening acute asthma

Sources & rationale

Recommendation type: Consensus recommendation

Prevention of exacerbations requiring systemic corticosteroid treatment is a key goal of asthma management. The principal
strategy for reducing the risk of exacerbations is treatment with inhaled corticosteroids.

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] In adults, short courses
of oral corticosteroids to manage asthma exacerbations 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]

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 1–5 years. Future Australian asthma handbook guidance may
recommend anti-inflammatory reliever in place of salbutamol, depending on the findings of clinical trials now underway and
on TGA and PBS decisions.

Delivery

Most children younger than 5 years cannot use dry powder inhalers correctly because they cannot achieve sufficient
inspiratory flow to activate the device.[Kuek 2024]

Efficacy



Daily ICS treatment reduces rates of symptoms and exacerbations in preschool children with recurrent wheeze due to
asthma.[Kaiser 2016, Castro-Rodriguez 2009]

ICS is more effective than montelukast in improving symptom control and reducing exacerbation rates.[Castro-Rodriguez
2018]

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]

Uncontrolled asthma also reduces children’s growth and final adult height.[Pedersen 2001]

Pausing ICS treatment to reassess symptom status

Spontaneous remission of preschool asthma may occur. Therefore, the need to continue ICS should be repeatedly reviewed
in preschool children to avoid unnecessary medication. 
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Notes

Table

Low and medium/high ICS doses in children 1–5 years

Active ingredient Total daily dose (microg)
Low Medium/high

Fluticasone propionate 100 
(50 twice daily)

200 
(100 twice daily)

Additional information

ICS: inhaled corticosteroid

 Medium/high doses should be avoided except under specialist supervision

The optimal duration of treatment trial depends on predictable seasonal fluctuation in exacerbations. Avoid stopping at a
time when respiratory viruses are prevalent.



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. Nebulised ICS 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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Resources

National Asthma Council Australia Nebuliser use and care

http://www.ginasthma.org/
https://www.nationalasthma.org.au/living-with-asthma/resources/patients-carers/factsheets/nebuliser-use-and-care


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]
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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 preschool/day care 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]

References

Zemek RL, Bhogal S, Ducharme FM. Systematic review of randomized controlled trials examining written action plans in
children – What is the plan? Arch Pediatr Adolesc Med 2008; 162: 157-63.

Resources

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

Notes

Preschools and 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 1–5 years

https://www.nationalasthma.org.au/living-with-asthma/resources/health-professionals/asthma-action-plans
https://www.asthmahandbook.org.au/management/children-1-5-years/principles-of-management/educating-parents-to-manage-childs-asthma


Recommendation

Do not prescribe asthma treatment for children younger
than 12 months.

Sources & rationale

Recommendation type: consensus recommendation

Wheezing in children younger than 12 months is usually due to bronchiolitis, which generally does not respond to
salbutamol treatment.[Gadomski 2014]
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Consideration

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

Sources & rationale

Recommendation type: Consensus recommendation

In children aged 2–3 years with recurrent wheezing, aeroallergen sensitisation is associated with a better clinical response to
ICS than to placebo (less systemic corticosteroid use, fewer urgent care and emergency department visits).[Bacherier 2009]

In children aged 1–5 years aeroallergen sensitisation is associated with a better clinical response to ICS than to montelukast
(longer time to exacerbations and symptom control).[Fitzpatrick 2016]

Aeroallergen sensitisation is also a predictor of good clinical response to ICS in school-aged 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 cough is the predominant symptom, check 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: Consensus recommendation

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.

Sources & rationale

Recommendation type: Consensus recommendation

References

Australian product information – Nasonex aqueous nasal spray 0.05%, alcohol free (mometasone furoate monohydrate).
[Revised 16 February 2021] Therapeutic Goods Administration (www.ebs.tga.gov.au)

Resources

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

National Asthma Council Australia’s Allergic rhinitis treatment planner

Notes

Intranasal mometasone furoate spray is TGA-approved for children 3 years and over.[Australian mometasone furoate]

Some nonsedating antihistamines (e.g. desloratadine, loratadine) are approved for use in children aged 5 years and under. 

Practice point

Advise parents not to give salbutamol for wheezing that
does not disrupt play or cause increased work of breathing.
Explain that intermittent wheeze in an otherwise healthy
child does not require salbutamol treatment.

http://www.ebs.tga.gov.au/
http://paedsportal.com/referrals/pre-referral/rhinitis
https://www.nationalasthma.org.au/living-with-asthma/resources/health-professionals/charts/allergic-rhinitis-pad


Practice point

Treatment solely with as-needed salbutamol is suitable for
a small proportion of children with preschool asthma.
Prescribe low-dose ICS for children with frequent
symptoms or a history of an exacerbation that necessitated
treatment with systemic corticosteroids.

Alert
Systemic corticosteroids should be avoided except when necessary to manage a severe
exacerbation or life-threatening acute asthma

Practice point

It may not be possible to distinguish episodic viral wheeze
from asthma exacerbations. Salbutamol as needed can be
used when the child has wheezing associated with
increased work of breathing, even if the cause is uncertain.



Practice point

Show parents/carers how to use the inhaler(s), spacer and
mask correctly.

Resources

Information on choosing and using inhaler devices
https://www.asthmahandbook.org.au/management/children-1-5-years/principles-of-management/selecting-inhalers-

for-children-1-5-years

National Asthma Council Australia’s video How to use a metered dose inhaler (puffer)
with a spacer for children
https://www.nationalasthma.org.au/living-with-asthma/how-to-videos/how-to-use-a-puffer-with-a-spacer-for-

children

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

National Asthma Council Australia’s Nebuliser use and care
https://www.nationalasthma.org.au/living-with-asthma/resources/patients-carers/factsheets/nebuliser-use-and-care

Practice point

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



Practice point

Explain to parents that the reliever medicine should be used
when the child has symptoms associated with increased
work of breathing (e.g. intercostal retraction, tracheal tug, or
subcostal recession).

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.

Resources

Royal Children’s Hospital Melbourne’s What is asthma? videos for parents, explaining
how to identify wheeze, increased work of breathing, and other signs.
https://www.rch.org.au/kidsinfo/fact_sheets/asthma-videos/#toc-2

Practice point

Reliever is not needed for mild wheezing or noisy breathing
that does not disrupt playing or talking, or for nonspecific
cough.



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 a treatment trial of 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 and small reduction in final adult height,
but uncontrolled asthma itself reduces growth and final adult height

daily low-dose ICS helps prevents serious asthma attacks, including ED visits and hospitalisation, and is safer than oral or
injected corticosteroids, which are needed if the child has a severe asthma attack.

Practice point

If the child’s symptoms have responded well to a treatment
trial of low-dose ICS, do not end the trial during the winter
colds and flu season or when the child is likely to be
exposed to allergens (if sensitised).


