
The clinical researcher’s view 
How does the diagnosis of asthma 
differ in young children? 
There is now a good understanding of asthma and the 
methods needed to diagnose and treat the condition in 
adults, although evidence is lacking in some areas. In the 
UK, NICE has issued guidelines to support clinicians, which 
can be of help with older children. For younger children, 
however, there is still virtually no evidence available. In 
the under-fives, we see many children with wheeze or 
recurrent wheeze, few of whom will later develop asthma. 
It is still really challenging to make a diagnosis in this 
age group.

How well can current testing methods 
be applied to young children? 
Standard lung function testing can be done in children 
over the age of about 5-6 years. Lung function tests 
in younger children can be done using tidal breathing 
techniques but tend to only be available in specialist 
centers or research settings. Lung function techniques in 
infants require sedation, and therefore repeated measures 
are difficult in this population. A feature of asthma is 
variable airflow obstruction, so we need long-term 
measurements. A study at a single time point will rarely 
allow for a diagnosis as the condition will certainly vary 
day-by-day and even hour-by-hour. 

At the moment, we have to rely a lot on parent-reported 
symptoms and the child’s history. That history is naturally 
short, and, unfortunately, parent-reported symptoms are 
very subjective and variable. For older children, spirometry 
is our mainstay, but for the younger, even school-age 
children, spirometry gives unreliable information and isn’t 
always possible (i.e., the child is not always able to do the 
test).

How well are a child’s 
parents involved? 
Parents are keenly involved and are eager to hear test or 
monitoring results, even if the numbers, by themselves, 
change nothing. Often, though, our current data are simply 
too inconclusive to offer reassurance - until the child is 
perhaps 8 years old. Such prolonged uncertainty can be 
disquieting for the parents. Anything that enables parental 
involvement in the testing or diagnosis is welcome as 
it is likely to increase their commitment to their child’s 
medication, if and when needed. 

Given the need, could Ventica 
be part of the solution? 
The Ventica method is passive and non-invasive, by 
virtue of it being based on impedance pneumography 
and tidal breathing. So, that is the most important criteria 
met. It also does not, by itself, require administration 
of medication, something which we would like to avoid. 

Ventica is unlikely to be upsetting for the child. Compared 
to our monitors for SpO2, EtCO2, or cough recording, the 
Ventica device itself is small and compact. Key to the 
use of Ventica, though, will be the ability to explain the 
significance of the expiratory variability index (EVI) to 
the parents. Having a method like Ventica for monitoring 
could be very useful to help determine if an inhaled 
steroid is really helping relieve the wheeze or to what 
extent a child’s wheeze is present only with a respiratory 
tract infection, and then medicate accordingly. 

Can the asthma clinic be 
extended to the home? 
Earlier, it was considered that measurements should 
ideally be made in clinic and face-to-face interaction 
invaluable. The clinical reality though, is that testing 
should be performed when the child is less well and has 
symptoms, so waiting for a doctor’s appointment is often 
wasting an opportunity. 

As we speak, measurements at home and remote 
consultation are rapidly becoming the new norm. Home 
equipment requires a logistic effort from all involved, but 
society is rapidly adapting to this new paradigm. We have 
already had to shift the focus of spirometry more to the 
home, so adopting Ventica for home-use would only be 
following those footsteps.
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