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	Children with acute severe shortness of breath secondary to asthma can deteriorate rapidly. Ensure oxygen and nebulisers are delivered promptly and if there is no improvement with treatment then call for an ambulance.
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Checklist start
Call for help and request oxygen cylinder, emergency drugs, and equipment
Where possible, ensure a nurse and another doctor are with you
Note the time
Check patient for severity use ABCDE approach 
Check airway
Attach paediatric pulse oximeter 
Give oxygen if SpO2 less than 92%  BOX A
Check respiratory rate (RR) and pulse rate
Check peak expiratory flow rate (PEF)  BOX C
If signs of severe or life-threatening asthma  call blue-light ambulance 
Give salbutamol and ipratropium  BOX A
If moderate asthma  can use spacer to deliver salbutamol  BOX A
If poor response  nebuliser
Use oxygen to drive nebuliser if possible
If poor response  repeat nebuliser and call blue-light ambulance
Consider IV cannulation
Give steroids  BOX A
Check patient for signs of improvement
If no improvement in RR, PEF, or SpO2, or clinical concern remains after 20 minutes 
 call blue-light ambulance, continue checking, and call paramedics if any deterioration
If cardiac arrest or bradycardia in infants  3-12 BLS, Child
Prepare SBAR handover/referral letter for paramedics 
Call next of kin

Information section
	BOX A: drug doses and treatments

		Salbutamol nebuliser 
driven with oxygen 6–8L/min, 
can repeat every 5 minutes
Use spacer if nebuliser not available.
	1mth–5yrs
	2.5mg

	
	Above 5yrs
	5mg

	Salbutamol metered dose inhaler
	1-4 yrs
	up to 5 puffs and over 5 is up to 10, 1 puff via spacer every 30-60 seconds

	Ipratropium nebuliser (moderate asthma)
driven with oxygen 6–8L/min
Can be mixed with salbutamol
Use spacer if nebuliser not available. 
Do not repeat ipratropium within 4hrs
	1–12mths
	125micrograms

	
	12mths–12yrs 
	250micrograms

	
	Above 12yrs
	500micrograms

	Soluble prednisolone
	Less than 2yrs
	10mg PO if possible

	
	2–5yrs
	20mg PO if possible

	
	Above 5yrs
	30–40mg PO

	Hydrocortisone*
	*only if oral route not possible

	
	2–5yrs
	50mg IV/IM

	
	Above 5yrs
	100mg IV/IM

	Oxygen
Aim for SpO2 greater than 92%
	15L/min via reservoir mask






	BOX B: critical changes

	If cardiac arrest  3-12 BLS, Child



	BOX C: other reference information

	Signs of life-threatening asthma = ONE of: PEF less than 33% best/predicted, SpO2 less than 92%, altered conscious level, exhaustion, arrythmia, hypotension, cyanosis, silent chest, poor respiratory effort
Signs of acute severe asthma = ONE of: PEF less than 50% best/predicted; RR more than 25/min above 12yrs, or 30/min 5-12yrs, or 40/min 2–5yrs; heart rate more than 110/min above 12yrs, or 125/min 
5–12yrs, or 140/min 2–5yrs; accessory muscle use, inability to complete sentences in one breath, or in infants inability to feed, with SpO2 of at least 92%
Signs of moderate asthma: PEF at least 50% best or predicted with normal speech and no features of acute severe or life-threatening asthma
SpO2 less than 92% (irrespective of whether on air or oxygen) signifies increased risk of hypercapnia and requires transfer to hospital for arterial blood gas analysis and treatment
Consider admitting children with moderate asthma if: previous severe asthma attack, exacerbation despite dose of oral steroid before presentation, presentation in the afternoon or at night, recent nocturnal symptoms, recent hospital admission, concern over social situation
Aim for SpO2 94–98% and avoid over oxygenation
Signs of pneumothorax (rare in children but consider in tall boys aged 14–17): tracheal deviation, unequal chest movement, absent breath sounds, hyper-resonance
Look for underlying causes, e.g. infection



