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Aims & Objectives 
 
Managing mild/moderate vs severe/life-threatening exacerbations   

 

When to consider prednisolone 

 

Salbutamol weaning plan 

 

Follow-up plans after exacerbations 
 

 

 



Straw test  

 

 



Mild-moderate  

Acute exacerbations 

Features: 

Able to talk in full sentences 

 

No oxygen requirement (sats>94% in air) 

 

PEFR >50% of predicted or best 

 

Normal observations  

 

No increased work of breathing  

 

Responding to salbutamol  

 

Stable on 3-4hourly inhalers 

 

 



Mild-moderate  

Acute exacerbations 

Start 2-10 puffs 4 hourly of salbutamol using a spacer – ensure responding 

to salbutamol 

 

A pMDI + spacer is the preferred option in children with mild to moderate 

asthma exacerbation  

 

Consider prednisolone (3-5 day course) – especially if requiring regular 

salbutamol (asthmatics) 

 

Continue regular inhaler  

 

Provide salbutamol weaning plan and PAAP 

 

Arrange follow-up appointment and provide safety-net advice  

 

 

 



Mild-moderate  

Acute exacerbations 

Mild viral induced wheeze episodes do not normally require prednisolone. 

 

However consider if; 

Age>2years and 

background of multi-trigger wheeze or 

personal/family history of atopy or 

severe episode/referred to hospital  

 

 



Salbutamol weaning plan  
 
 

 

 

 

 

Day after discharge Number of puffs How often to give 

1 10 puffs Every 4 hours 

2 10 puffs Every 6 hours 

3 10 puffs Every 8 hours 

4 2-10 puffs Every 4-8 hours as required 

5 Stop if no wheeze   



Suitable to be treated at home 
 

 

 

 

 

 

Stable on 3-4hourly inhalers 

Sats >94% in air (consistently) 

PEFR >75% predicted or best 

 

 

Low threshold for referral if;  

attack in late afternoon or evening 

professional concerns about the ability of the family to cope 

a recent admission or history of severe/brittle asthma.  

  

 

 



Severe/life-threatening 

Acute exacerbation 

Life-threatening features:  

Too breathless to talk 

SpO2 <92%  

PEF <33% best or predicted  

Silent chest  

Cyanosis/poor respiratory effort  

Hypotension  

Exhaustion/Confusion 

 

Call 999 and stay with the child 

Give Salbutamol 10 puffs with a spacer or nebulised 

salbutamol/ipratropium via oxygen if saturations are <92% 

Give prednisolone (if available) 

If no improvement repeat salbutamol nebuliser via oxygen 

 

 



Is it an asthma attack?  
 
Are there features present less consistent with an asthma 

exacerbation? 

 

Such as…… 

1. Fever 

2. Productive cough 

3. Breathlessness with peripheral tingling and light-headedness 

4. Stridor 

5. Dysphagia 

6. Focal signs 

7. Rash or tongue/facial swelling 

8. Excessive vomiting/history of weight loss/polyuria/polydipsia 

 

ALWAYS CONSIDER ANAPHYLAXIS.  

IF IN DOUBT, GIVE THEIR EPI-PEN   
 

 

 



Traffic light system for assessing 

asthma severity  
 
 

 

 

 

 



 
 

 

 

 

 

 

 



 
 

National Review of Asthma Deaths 

“10% of the patients died within 28 days of discharge from hospital 

after treatment for asthma” 

 

  

NICE quality statement 10  

People who received treatment in hospital or through out-of-hours 

services for an acute exacerbation of asthma are followed up by their 

own GP practice within 2 working days of treatment. 
 

 

 

 

Primary care follow-up  
 



 
 Review to ensure clinically improving and prevent future deterioration 

Suggest; 

-Check peak flow (compare to discharge peak flow) 

 

-Exploring the possible reasons for the exacerbation (e.g. poor compliance or lack of 

understanding) 

 

-Discuss how to reduce the risk of further acute exacerbations  

 

-Review salbutamol weaning plan (i.e. do they need to restart or go back a day) and 

length of Prednisolone course (i.e. do they need a longer course) 

 

-Consider stepping-up treatment (if not already done so) 

 

-Ensure they have a personalised asthma action plan (if not given already) 

 

-Consider referral to specialist clinic and ensure plan for primary care asthma review 

 

 

 

 

 

 

Primary care follow-up  
 



 
  

 

 

 

 

 

 

Thanks for listening    
 

 

 

 

 

 

 

 

Any questions?  

 
 

 

 

 

 

 

 



References & Resources 

-    British Thoracic Society Asthma Guideline 153 – September 2016 

- Asthma UK  

- Healthy London Partnership Asthma Toolkit 

- NICE TA131 2007 

 

Please see the following sources for additional information: 

- www.myasthmaproject.co.uk 

- Asthma UK website 

- Healthy London Partnership Asthma Toolkit 

- British Thoracic Society Guideline 2016 

- NICE TA131 2007 
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