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Repeated use of systemic steroids
should prompt a referral to a
paediatrician with an interest in asthma.

In children under the age of five years,
recommendations relating to systemic
corticosteroids are more complex. Two
large randomised controlled trials have
shown limited effectiveness of systemic
corticosteroids in this age group.22,23

There are growing concerns regarding
the use of frequent courses of oral
steroids in younger children where the
benefit remains uncertain. A Danish
cohort study, involving 291 children,
found a significant association between
cumulative inhaled corticosteroid
exposure during the first six years of life
and high BMI at age six.24

Systemic corticosteroids should be
avoided in children of preschool age
with mild attacks of wheezing. 

SAFETY NETTING
Children with a mild attack and those
with a moderate attack who show a
good response to initial treatment can
then be managed at home on a
maximum of 6 puffs of salbutamol every
4 hours with a spacer and a salbutamol
weaning plan. As described above,
some children may require a short
course of oral corticosteroids, for
example prednisolone for 3-5 days.

Following an asthma attack asthma
education is mandatory for all children
because this reduces asthma-related
readmissions,25 unscheduled GP reviews
and days off school, and improves the
child’s quality of life.26 Children and/or
their parents must be able to
demonstrate appropriate use of inhalers
and have an updated personalised
asthma action plan. 

If symptoms recur or persist,
emergency medical advice should be
sought.

REFERRAL
Children with a severe attack and those
responding poorly to initial treatment
should be referred to hospital. 

Hospital admission should also be
considered in the following situations:19
• An attack occurring in late afternoon
or at night
• Concerns over the parents’ ability to
cope at home
• Recent hospital admission or previous
severe attack

FOLLOW-UP 
The BTS/SIGN guidelines and the NICE
quality standards recommend a GP
review within two working days of an
asthma attack.19,27

This follow-up after an asthma attack

is crucial because it provides the
opportunity to review the background
controller medication, ensure that the
child has returned to baseline in terms of
clinical symptoms and reinforce the key
aspects of asthma education in a more
controlled setting. It is also a good
opportunity to answer any questions
that the child and/or parents may have
and is a key component of preventing
asthma deaths.28

The following essential points should
be addressed with the child and parents
during the post attack asthma review:
• Education about asthma and disease
management
• A review of the maintenance 
anti-inflammatory treatment
• A review and advice on adherence to
preventer medication
• Checking and improving the inhaler
technique with the use of a spacer, and
encouraging self-monitoring with a
peak flow meter where appropriate
• Completing an updated personalised
written asthma action plan
• Helping the family identify and avoid
triggers
• Tackling modifiable factors, including
parental smoking

The National Review of Asthma Deaths
(NRAD) report Why asthma still kills
found that in more than 60% of asthma
deaths, potentially preventable factors
were identified.28 A key recommendation
from the report is for practices ‘to adopt
a system of establishing the risk profile
of a patient and put a treatment plan in
place that is appropriate to their risk
profile’.

GPs should consider referral to a
secondary care asthma clinic if the child
has had two attacks or more in the past
year. Any child with life-threatening
features seen in hospital should also
have a secondary care follow-up.

Prevention of future asthma attacks
Optimal treatment of chronic asthma is
the most effective way of reducing the
risk of future attacks; this involves
stepping up to the adequate dose of
inhaled corticosteroids and/or other
controller medication. Children will
require regular asthma reviews to gauge
the baseline symptom control and
response to medication. 

It is important to check inhaler
technique at each visit. Good inhaler
technique is vital to prevent future
asthma attacks. International studies,
including studies from the UK, have
consistently shown that the majority of
asthma patients including children have
poor inhaler technique.29,30 There is
excellent guidance on inhaler technique
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Asthma affects 1.1 million children in the UK, and up to 50%
experience asthma exacerbations each year. Preschool
children under the age of five years have the highest rate
of acute wheezing episodes of all age groups with asthma,
nearly four times higher than those aged five to 17 years.
Wheezing in preschool children responding to short-
acting beta

2
-agonists (SABAs) should be considered a

form of asthma.

Asthma is characterised by airway inflammation and
hyper-responsiveness to a variety of triggers. Acute
asthma attacks are the result of bronchoconstriction and
airway oedema. A previous asthma attack is the most
important risk factor for future episodes. Modifiable risk
factors include poor symptom control, suboptimal
treatment regimens, over-reliance on SABAs and poor
adherence to preventer therapy.

Viral respiratory tract infections, especially rhinovirus
type 4, are powerful triggers of asthma and wheeze in
susceptible children. Other triggers include exposure to
indoor allergens such as house dust mites, moulds and pet
fur, and outdoor aeroallergens such as pollens. Exposure
to cigarette and vape smoke are powerful and avoidable
triggers and should be enquired about, with appropriate
advice offered to parents. Exposure to air pollution can
also lead to asthma attacks requiring hospitalisation.

Attempting a peak expiratory flow measurement 
can be very useful in children aged five years and over
when the child presents with an exacerbation. It helps
grade the severity of the attack and supports making a
correct diagnosis especially when performed before and
after salbutamol.

Inhaled SABAs such as salbutamol are the first-line
treatment for acute asthma in children. For patients
experiencing a mild attack, 200-400 µg (2-4 puffs) may
be sufficient and can be increased to 10 puffs if needed.
During a severe attack intensive salbutamol nebulisation,
every 20 minutes within the first hour is usually effective. 
It is important to remember that 10 puffs of salbutamol are
the equivalent of a nebuliser dose. Ipratropium bromide
produces a slower bronchodilator response than a SABA,
but the combination of the two produces a synergistic
effect. It should be given early to treat children with a poor
response to a SABA. Although the treatment is useful to
ameliorate the attack the child is still likely to need transfer
to hospital via ambulance. Early systemic corticosteroids,
prednisolone or dexamethasone, are advised for school-
age children with a moderate or severe asthma attack. 

Following an asthma attack all children should receive 
asthma education as well as an updated personalised
asthma action plan. Patients and/or their parents must be
able to demonstrate appropriate use of inhalers. A GP
review should be carried out within two working days of
an asthma attack.


