
Å Up to 200 mcg *Fluticasone daily Å Salmeterol 50mcg Bd for children 
aged 4 yrs or more 

Å Fluticasone and Salmeterol 
(Seretide) 500mcg/day 

Å Up to 200 mcg 
*Beclomethasone CFC free daily 

Å Eformoterol aeroliser 12mcg Bd 
for children aged 5yrs or more 

Å Beclomethasone 500mcg/day 

Å Up to 400mcg *Budesonide daily Å Eformoterol 6-12mcg/Bd for 
children aged 12yrs or more

Å Budesonide 1000mcg/day 
 Symbicort up to 800mcg/day

Å NedcromilÒ or  Sodium 
CromoglycateÒ)
Initial therapy 2 puffs 3- 4 x day or 
Å Leukatriene-receptor antagonistÒ 

 increase to 
Å Fluticasone/Beclomethasone 

250mcg/day 
  Å Budesonide 800mcg/day 

Combination medications, such 
as Seretide up to 200mcg/day 
or Symbicort up to 400mcg/day 
(Children 12 years & over)

ÒIf control not achieved, start low dose inhaled corticosteroid
-  If symptoms do not respond promptly to ICS consider diagnosis  
-  All severities of asthma should have access to a short acting B2 antagonist
* Flixotide = fluticasone 
* Qvar = Beclomethasone Dipropionate
   Pulmicort = Budesonide
* Oxis, Foradile = Eformoterol
* Salmeterol = Serevent

*Symbicort = Budesonide and Eformoterol
*Seretide = Fluticasone and Salmeterol



Å Up to 250 mcg *Fluticasone daily 
Å Eformoterol 6-12 mcg twice a 
day 

Å Salmeterol 50 mcg twice a day

Combination medications, such as 
Seretide or Symbicort. Symbicort 
200/6 1 to 2 puffs twice daily 
Seretide up to 500mcg daily

If no improvement after 4 weeks 
consider increasing dose of inhaled 
corticosteroid.

Å Up to 1000 mcg Fluticasone and  
Salmeterol (Seretide) /day 

Å Up to 1600 mcg Symbicort /day 

Å Up to 1000 mcg  Beclomethasone 
CFC free daily  

Å Up to 2000mcg Budesonide daily

Å Theophylline
Å Inhaled anticholinergic inhaler
Å Leukotrine receptor antagonist
Å Oral steroids when needed
Å Specialist referral if still poorly 
controlled

Å Up to 250 mcg *Beclomethasone 
CFC free daily 

Å Up to 400mcg *Budesonide daily

(Alternatively use *Nedcromil  
Sodium Cromoglycate)
Initial therapy 2 puffs 3-4 x day 
 but change to inhaled steroids if 
not controlled)

All severities of asthma should have access to short-acting B2 antagonist
*Fluticasone = Flixotide 
*Beclomethasone dipropionate = Qvar
*Budesonide = Pulmicort
*Sodium Cromoglycate = Intel
*Nedcromil = Tilade

*Symbicort = Budesonide and Eformoterol
*Seretide = Fluticasone and Salmeterol



Assess Asthma Severity ñ Assess overall severity when the patient is stable, not during an acute attack.

Achieve Best Lung Function ñ Treat with intensive asthma therapy until the æbestç lung function is achieved.
ñ Back titrate to lowest dose that maintains good symptom control and best lung 

function. 

Maintain Best Lung Function 
Avoid Trigger Factors 

ñ Identify and avoid trigger factors and inappropriate medication. 

Maintain Best Lung Function 
with Optimal Medication 

ñ Treat with the least number of medications and use the minimum doses 
necessary. 

ñ Ensure the patient understands the difference between æpreventerç, ærelieverç and 
æsymptom controllerç medications. 

ñ Take active steps to reduce the risk of adverse effects from medication. 

Develop an Action Plan ñ Discuss and write an individualised plan for the management of exacerbations. 
ñ Detail the increases in medication doses and include when and how to gain rapid 

access to medical care. 

Educate and Review Regularly 

ñ Ensure patients and their families understand the disease, the rationale for their  
treatment and how to implement their Action Plan. 

ñ Emphasise the need for regular review, even when asthma is well controlled. 
ñ Review inhaler technique at each consultation. 
ñ Review adherence at each consultation 



Hospital 
admission necessary 

Probably not Probably Yes - consider ICU 

Oxygen  Probably not Probably May need arterial blood gases

Salbutamol  6 or 12  puffs
and review in 20 mins

6 or 12 puffs
If initial response inadequate, 
then repeat at 20 min intervals 
for 2 further doses
1-4 hrly thereafter 

6 or 12 puffs every 20 mins x 3 doses in first 
hour
Life threatening:
Continuous nebulised Salbutamol
If no response to aerosol give IV salbutamol 
5mcg/kg over 10 minutes and then 5-7.5mcg/
kg/hour thereafter

Iratropium bromide Not necessary Optional 2 or 4 puffs every 20 mins x 3 doses in 1st hour 

Steroids Yes (consider) Oral prednisolone 1mg/kg/dose 
daily

Oral prednisolone
1mg/kg/dose daily for up to 3 days
Iv methylprednisolone
1mg/kg 6 hrly for day1,
12 hrly for day2, then daily thereafter

Aminophylline No No Administer in an appropriately equipped and 
monitored resuscitation area 
Loading dose 10mg/kg
Maintenance 
1.1mg/kg/hour if <9yrs
0.7 mg/kg/hour if >9 yrs

Chest X-ray Not necessary unless focal 
signs present 

Not necessary unless focal signs 
present 

Necessary if no response to initial therapy or 
suspect pneumothorax 

Observations Observe for 20 mins after first 
dose of Salbutamol

Observe for 1 hour after last 
dose of Salbutamol

Arrange for admission to hospital



Hospital 
admission necessary Probably not Probably Yes - consider ICU 

Oxygen High flow of at least 8 L/min, titrated to maintain SaOĞ >90%, preferably > 94%. Monitor effect by oximetry. Frequent 
measurement of arterial blood gases in severe asthma if not responding. 

BetaĞagonist 
pMDI and spacer 

Nebulised solution with 8 
L/min OĞ  

Salbutamol 10 puffs

Salbutamol 5mg

Salbutamol 10-20 puffs

Salbutamol 5 -10mg every 1 - 4 
hours 

Salbutamol 10-20 puffs every 15-30 mins
ñ Salbutamol 5-10mg every 15-30 mins 
ñ Give IV if no response to aerosol,i.e. 
salbutamol 250mcg IV bolus and then
5-10mcg/kg/hr. 

Iratropium bromide 
pMDI and spacer

Nebulised solution

Not necessary 

Not necessary

Optional 

Optional

6 puffs (20mcg per puff) with salbutamol every 
2 hours

1mL 0.05% (500mcg) ipratropium bromide with 
salbutamol 2 hourly 

Steroids Yes (consider)
oral 

Yes - oral 
0.5 - 1.0mg/kg

Give IV hydrocortisone 4mg/kg 6 hourly or methyl 
prednisolone 1mg/kg 6hrly 

Other Agents Not indicated Not indicated For life threatening and no response, magnesium 
sulphate2 g IV over 10 minutes may help.
For anaphylaxis only, give IM Adrenaline 0.5ml of 
1:1000 solution (0.5mg)

Chest X-ray Not necessary unless focal signs 
present 

Not necessary unless focal signs 
present, or no improvement with 
therapy 

Necessary if no response to initial therapy or 
suspect pneumothorax 

Observations Regular Continuous Continuous 

Other investigations Not required May be required Check for hypokalaemia and treat if present 



Talks in Sentences Phrases Words / unable to speak

Accessory muscle use/recession No Minimal Moderate to severe

Oximetry on room air at 
presentation

> 94% 90-94% < 90%

Pulse rateĝ < 100/min 100-120/min > 120/min

Level of consciousness Normal May be agitated Agitated Confused, drowsy 

Wheeze intensity Variable Moderate - loud Often quiet

Central cyanosis Absent Absent Likely to be present

Peak expiratory flow(% predicted) > 60% 40-60% < 40% or unable to perform

FEV1 (% predicted) > 60% 40-60% < 40% or unable to perform

Arterial blood gases Test not necessary If initial response is poor If initial response is poor   
Yes, if available

*Any of these features indicates that the episode is severe. The absence of any feature does not exclude a severe attack.




