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Patterns of  respiratory symptoms

• Wheezing 

• Shortness of  breath

• Cough 

• Chest tightness

• Patients experience more than one symptoms

• Symptoms worse at night or early in the morning

• Symptoms Vary over the time and in intensity

• Symptoms triggered by Cold, vital infection, fumes, smoke, laughter, allergens, change in weather, 
and strong smells



Features decrease the possibility of  Asthma

• Isolated cough with no other symptom

• Chronic production of  sputum

• Shortness of  breath associated with dizziness, peripheral paresthesia and 

light headedness



Physical examination

• Usually is normal

• The most finding: Expiratory wheezing (rhonchi) may be absent or only 

heard on forced expiration 

• Wheezing may be absent during server asthma exacerbations due to severely 

reduced airflow(silent chest)



Diagnostic Criteria 

• 1. History of  Typical variable respiratory symptoms 

• 2. Confirmed variable expiratory airflow limitation

•Documented expiratory airflow limitation

•Documented excessive variability in lung function





• PEF variability:

( [Day’s highest – day’s lowest]/mean of  Day’s highest and lowest)*100



Other tests

• Bronchial provocation test for evaluation of  AHR

• Hematologic Tests

• Skin test

• Imaging

• Exhaled NO



Bronchial provocation test

• Mtacholin

• Histamin

• Exercise 

• Eucapnic voluntary hyperventilation

• Inhaled Monnitol

• Allergen challenge is rarely necessary and should only be undertaken by a specialist if  
specific occupational agents are to be identified

• These test are moderately sensitive but have limited specificity

• It means that neg. test exclude asthma but post. test can not do it.



Bronchial provocation test

• The increased AHR is 

normally measured by 

methacholine or histamine 

challenge with calculation of  

the provocative concentration 

that reduces FEV1 by 20% 

(PC20). 



Hematologic test

• Blood tests are not usually helpful. 

• Total serum IgE and specific IgE to inhaled allergens (radioallergosorbent

test [RAST]) may be measured in some patients



Imaging

• Chest roentgenography is usually normal but in more severe patients may 
show hyperinflated lungs. 

• In exacerbations, there may be evidence of  a pneumothorax. 

• Lung shadowing usually indicates pneumonia or eosinophilic infiltrates in 
patients with bronchopulmonary aspergillosis (BPA). 

• High-resolution CT may show areas of  bronchiectasis in patients with severe 
asthma, and there may be thickening of  the bronchial walls, but these 
changes are not diagnostic of  asthma.



Skin Tests

• Skin prick tests to common inhalant allergens (house dust mite, cat fur, grass 

pollen) are positive in allergic asthma and negative in intrinsic asthma, but are 

not helpful in diagnosis. Positive skin responses may be useful in persuading 

patients to undertake allergen avoidance measures.



Exhaled NO

• As a noninvasive test to measure eosinophilic airway inflammation. The 

typically elevated levels in asthma are reduced by ICS, so this may be a test of  

compliance with therapy. 

• It may also be useful in demonstrating insufficient anti-inflammatory therapy 

and may be useful in down-titrating ICS. 

• However, studies in unselected patients have not convincingly demonstrated 

improved clinical outcomes and it may be necessary to select patients who 

are poorly controlled.



Why is it important to confirm the diagnosis?

• To avoid unnecessary treatment or overtreatment

• To avoid missing other important diagnoses



When can variable expiratory airflow limitation 

be documented?

• The diagnosis of  asthma was less likely to be confirmed in patients who had 

not had lung function testing performed at the time of  initial diagnosis

• It should be documented before treatment is started.

• Because variability usually decreases with ICS treatment



Confirming the diagnosis of  Asthma in 

patients already on taking ICS

• 25-30% of  patients in primary care can not be confirmed to have athma.

• The process of  confirming depends on patient’s symptoms and lung 

function



Diagnosis in patients already on controller treatment
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Diagnosis of asthma





Persistent non-productive cough

• Chronic upper airway cough syndrome(PND)

• Cough induced by ACE inhibitors

• GERD

• Chronic sinusitis

• Inducible laryngeal obstruction

• Cough-variant asthma vs. eosinophilic bronchitis



ACOS(Asthma-COPD overlapping syndrome)

• In older patients with history of  smoking or biomass fuel 

exposure

• Six criteria: 

• Three major : persistent airflow limitation, tobacco smoking and 

previous asthma or reversibility >400 mL FEV1) 

• Three minor : history of  atopy or rhinitis, at least two positive 

bronchodilator tests and ⩾300 blood eosinophils per μL)



• 1.A patient with asthma who smokes may also develop non-fully reversible airflow 

obstruction, which differs from obstructive asthma and from “pure” COPD. This is the 

most frequent type of patient with ACO.

• 2. Some patients who smoke and develop COPD may have a genetic Th2 background 

(even in the absence of a previous history of asthma) and can be identified by high 

eosinophil counts in peripheral blood. These individuals could be included under the 

umbrella term of ACO.

• 3. A patient with COPD and a positive bronchodilator test (>200 mL and >12% FEV1 

change) has reversible COPD but is not an asthmatic, or even ACO. 5) A patient with 

COPD and a very positive bronchodilator test (>400 mL FEV1 change) is more likely to 

have some features of asthma and could also be classified as ACO




