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The acute management of wheezy 
children in primary care  
- A primary care initiative
dr deNISe dUIGNAN, GP ASSISTANT, MOUNT MARTIN SURGERY, OLD HILL, LEIxLIP, 
CO KILDARE

W
heezy children are a common occurrence in 
general practices in Ireland today. A study was 
completed to investigate how acutely wheezy 
children are managed in primary care. This study 
researched the verbal and written advice given 

by health professionals to parents of acutely wheezy children. 
Subsequently, a written action plan was formulated for use in 
the management of acutely wheezy children. This initiative has 
greatly improved the clinical care of affected children and less-
ened parental anxiety, at a time that can be very worrisome. 

Wheezing is common in infancy and childhood. Studies have 
found that 30% of children suffer a wheezing episode during a res-
piratory infection, before the age of three.1,2 By age six, almost half of 
children will have experienced at least one wheezing episode.3,4,5

Infants are prone to wheeze as a result of multiple factors. 
Firstly, in children under five years of age half of their total airway 
resistance comprises of the smaller airways. Any marginal ad-
ditional narrowing further limits the airflow and generates a 
wheeze. The tracheal cartilage composition and airway smooth 
muscle tone in infants ensures that their airways are more compli-
ant, more susceptible to collapse and thus they have increased 
resistance and increased likelihood of wheeze.1

Wheeze has a multitude of causes. The phrase ‘all that wheezes 
is not asthma’ is an important consideration when faced with a 
wheezy child. 6 The classification of wheeze in children includes 
multiple-trigger wheeze and episodic (viral) wheeze.7,8 Other 
important differential diagnosis to consider include an inhaled 
foreign body, allergies, gastroesophageal reflux disease, infec-
tions (bronchiolitis, bronchitis, pneumonia, upper respiratory 
infections), obstructive sleep apnoea, cystic fibrosis, immunodefi-
ciency and congestive cardiac failure.3

Wheezing illnesses in childhood carry a significant burden of 
disease.1 Parental understanding and knowledge of wheezing dis-
orders in children, and their treatment is frequently inadequate. It is 
particularly well documented that such ill understandings pertain 
to medication use.5 It is also well documented that good education 
and support is essential in the management of wheezy children.7

Short acting beta-2 agonists are the drug of choice for an acute 
wheeze.5,9 The Global Initiative for Asthma (GINA) guidelines 
outline the initial recommended treatment for a wheezing 
episode, and it includes 2 puffs of a reliever inhaler every 4-6 
hours, as needed for a day or more until they are symptom 
free.8 The SIGN guidelines recommends that if a child is acutely 
wheezy they may require 2-4 puffs of their reliever inhaler every 
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20 minutes, to a maximum of 10 puffs. This treatment should be 
used cautiously in infants (under two-years-old) as paradoxical 
responses have been shown in studies on this age group. The 
European Respiratory Society Task Force outlined guidelines for 
the treatment of wheezing in children, and includes the use of 
a short course of oral corticosteroids for children with severe 
wheeze. Oral steroids have not been shown to be useful in the 
treatment of mild to moderate wheeze associated with viral 
respiratory infections.10,11 Literature suggests that if oral steroids 
are deemed appropriate, in the case of a severe wheeze, then 
a three day course is usually sufficient.14 Most wheezy children 
will outgrow their symptoms and preventative medication is 
often not required.10 However, some children have frequent 
symptoms and asthma assessment is an integral part of 
their management. Spirometry can be completed to aid the 
diagnosis of asthma, being most accurate when a child is eight 
years of age or older. Some of these children will then require 
preventative medications.3,10 For acutely wheezy children already 
taking inhaled corticosteroids (ICS) as part of their preventative 
medications, it has been suggested in the ICGP asthma guidelines 
that doubling the dose of these ICS for 7-14 days may be 
beneficial.16 On the contrary, the SIGN guidelines indicate that 
such practice needs more evidence to standardise its use.9,12

Investigations are limited to children with recurrent wheeze or 
unexplained wheezing that is unresponsive to bronchodilators. A 
chest radiograph is indicated in such cases to rule out congenital 
lung anomalies, parenchymal lung disease, cardiac abnormalities 
and some foreign bodies. In cases where the chest radiographs yields 
no results a bronchoscopy may be indicated. Further investigations 
must be focused for a specific aetiology and should bear in mind the 
child’s age, for example, sweat testing if cystic fibrosis is suspected.3

role of a written management plan
Although there has been limited research into the effectiveness 
of using a written management plan for viral (episodic) wheezy 
children, written management plans for asthmatic children are 
well established.13 They serve many functions. Initially, they act as 
a communication tool between the parent and the practitioner. It 
also acts as a reminder of the treatment plan that is in place. Data 
suggests that such management plans should include the type of 
medication, when to use it, how long to use it for and how to use 
it.13 In addition, it is imperative that the management plan is tai-
lored to the individual patient, and their clinical needs. The GINA 
guidelines recommend that healthcare professionals instruct par-
ents or caregivers on how to recognise signs of a wheeze recur-
rence or a sign that the child may be worsening from a respiratory 
viewpoint.8 It is also suggested that written management plans 
include details of access to medical services, if needed.8,9

Remarkably, despite the known importance of written manage-
ment plans for such patients, there is no research looking at their 
use among Irish general practices, and thus the prevalence of 
their use is unknown. 

development of the management plan
A questionnaire was designed to collect information on the verbal 
and written advice used by general practices in the management 
of wheezy children. The questionnaire was designed in line with 
the BTS asthma guidelines, SIGN asthma guidelines and the GINA 
guidelines.

The questionnaire was distributed to 50 local general practices.

results
Twenty four general practices returned the questionnaire (48% 
response rate). Of them, only two (8%) use a written action plan in 
the management of wheezy children.

Written Management Plan Used

Yes

No

Sometimes

Fig. 1 The use of written management plans for parents of 
wheezy children

The questionnaire sought to evaluate the verbal advice that is 
given to parents of wheezy children. Regarding the use of a short 
acting b-agonist (reliever inhaler) 63% of the respondents advised 
the use of 2-4 puffs every 3-4 hours in the 24 hours after review by 
the general practitioner. If the child was clinically worsening, 37% 
of the general practitioners surveyed advised the parents to use 2 
puffs every minute, while simultaneously calling an ambulance or 
awaiting medical review (Fig. 3).Advice regarding use of reliever medication in the 24 hours 
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 2-4 puffs every 
20mins in the 
first hour

  2 puffs every 
1 minute if 
worsening

  2 puffs every 
3-4 hours if 
improving

Fig. 2 Verbal advice regarding the use of reliever medication 
in the first 24 hours post GP review

The majority of the general practitioners surveyed indicated that 
they verbally advise a reduction in the use of the reliever inhaler in 
days 2-3 following the review. 68% recommended 2-4 puffs of the 
short acting b-agonist every 4-6 hours during these days, once the 
child was clinically improving. Parents of these wheezy children 
were advised in 67% of cases to further reduce the use of the 
reliever inhaler from day 4 onwards to 2 puffs as required. 71 % of 
the respondents advised parents to increase the use of the reliever 
inhaler if the child showed signs of worsening at any stage.

45% of general practitioners indicated that they educated 
parents about the use of oral steroids, if required. This included 
advising their use for three days only and then stopping them. A 
greater number of the doctors surveyed (67%) routinely advised 
parents of children with an acute wheezy episode to continue 
using their preventer inhaler, if on one. A further 13% of general 
practitioners recommended that the dose of any preventer in-
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haler should be increased during the acute wheezy episode.
All of the general practitioners surveyed are educating parents of 

wheezy children about certain clinical signs which indicate whether 
the child is improving or deteriorating. 100% of the general practi-
tioners interviewed are educating parents about at least one clini-
cal sign which indicates an improvement and at least one clinical 
sign which can indicate a deterioration in the child (Table 1).

sigNs Of CliNiCAl 
deteRiORAtiON

sigNs Of CliNiCAl 
iMPROveMeNt

Faster breathing Breathing is slower 
Too breathless to walk/play/
feed 

Eating, drinking and talking 
better 

Becoming grey/pale/blue Less coughing
Coughing/wheezing more

Table 1. Signs which were verbally advised about to parents 
of wheezy children

discussion
This research reveals that the cohort of Irish general practices 
studied are failing to use written management plans when faced 
with wheezy children. 84% of the general practices surveyed 
never give a written management plan to parents of wheezy chil-
dren. These results are in stark contrast to the recommendations 
from the GINA guidelines.10.

These results also indicate that the general practitioners inter-
viewed are educating parents more about what signs to monitor 
for, and less about the use of medication.

Parents of wheezy children play an integral role in their care. 
Wheezing can cause great parental distress and they are the 
judge of whether the child is worsening and whether medical 
intervention is necessary. It is paramount that health profession-
als are educating parents about what medications to use, how 
to use them, how long to use them for, what signs to monitor for 
and what to do if the child is worsening. This is in line with studies 
which demonstrated that parental education is an integral part of 
the management of wheezy children.18,19

A key recommendation as set out in the GINA guidelines is the 
creation of a partnership between parents/caregivers and health 
care providers. Literature suggests that parents must be actively 
involved in the management of their wheezy children.13 Educat-
ing parents and caregivers is a fundamental requirement which is 
needed to facilitate this.

Based on this research it is evident that we are missing daily op-
portunities to optimise treatment plans for wheezy children and 
acting against best practice guidelines. The European Respira-
tory Society Task Force highlighted that parental knowledge of 
wheeze and its treatment is often inadequate.7 The findings of 
this study are akin to these results.

development of written management plan
In order to create a coordinated and structured approach to the 
management of acutely wheezy children in primary care, a writ-
ten take home management plan was developed (Fig. 3).

This action plan was based on the evidence that an acutely 
wheezing episode is best treated as follows:

1. An inhaled short-acting b2-agonist, in an age appropriate 
child

2. A trial of oral steroids should be considered in children with a 
severe wheeze

3. Inhaled corticosteroids are not routinely recommended for 
the treatment of an acute wheeze

4. A preventer inhaler should be continued if it is part of the 
maintenance treatment of a recurrent wheezy child.4

In addition to medication use, the written management plan 
which was developed also details signs that parents can monitor 
for which indicate either an improvement or deterioration in their 
child. It clearly indicates to parents when they should seek medical 
advice and the necessary contact numbers needed are included on 
the action plan. The written management plan is discussed during 
the consultation and tailored to the individual needs of the child.

The take home message that is given to parents of wheezy chil-
dren needs to be written as well as verbal, and requires information 
on medication use, clinical signs and when to seek medical advice. 
This improves the care given to acutely wheezy children and em-
powers their parents to actively participate in their care at home.

The written management plan has improved my clinical prac-
tice, enhanced the care of children with wheeze and also serves 
to educate their parents. Management of wheezy children is now 
in line with recommended national and international guidelines. 
Parents have been empowered to actively participate in their 
child’s care at home. The written management plan serves as a 
communication tool, acting in conjunction with the verbal advice 
given during the consultation. The take home management plan 
acts as an aide – memoir, therefore parents no longer have to 
remember an abundance of verbal information given to them. 
The written management plan aids the delivery of a structured 
approach to wheezy children, while simultaneously empowering 
their parents to effectively manage them at home.

Practice nurses are well placed to educate parents on how to ef-
fectively manage their wheezy children at home. They could offer 
advice and support to the parents of acutely wheezy children, us-
ing the written action plan as a framework. Practice nurses would 
thus improve patient compliance through education, thereby 
improving the health outcomes of affected children.

references on request

Practice nurses 
are well placed to 
educate parents on 
how to effectively 
manage their wheezy 
children at home. 
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MCQs

Q1 What % of children experience 
wheeze before the age of 3?
a. 10%
b. 25%
c. 30%
d. 50%

Q2 Why are infants and children 
more predisposed to wheeze?
a. The tracheal cartilage 

composition and airway 
smooth muscle tone in infants 
ensures that their airways 
are more compliant, more 
susceptible to collapse and thus 
they have increased resistance 

and increased likelihood of 
wheeze

b. Exposure to allergens and 
environmental agents

c. Infants and children are at risk 
of respiratory tract infections 
because of their age

d. Passive smoking

Q3 The drug of choice for 
management of wheeze is:
a. Oral steroids
b. Antibiotics
c. Inhaled corticosteroids
d. Sort acting beta agonists

Q4 The percentage of general 
practices using written 
management plans for wheeze 
in children in this study was:
e. 5%
f. 8%
g. 20%
h. 25%

Q5 Written management plans 
should include: 
a. Information on medication use
b. Information clinical signs 
c. Information when to seek 

medical advice
d. All of the above

WHeeZe MANAgeMeNt PlAN fOR YOuR CHild

dAY 1
Give blue inhaler (reliever inhaler)  
2-4 puffs every 3-4 hours
Give prednisolone ___mg  ( __ tablets) 
once daily
Use brown inhaler (preventer inhaler)  
as usual (if this applies)

If my child is worsening what do I do?
Give 2 puffs blue inhaler every 20 
minutes and seek medical advice

dAY 2
Give blue inhaler (reliever inhaler)  
2-4 puffs every 4-6 hours
Give prednisolone ___mg  ( __ tablets) 
once daily
Use brown inhaler (preventer inhaler)  
as usual (if this applies)

If my child is worsening what do I do?
Increase the blue inhaler to that used 
in Day 1 and seek medical advice

dAY 3
Give blue inhaler (reliever inhaler)  
2-4 puffs every 4-6 hours
Give prednisolone ___mg  ( __ tablets) 
once daily
Use brown inhaler (preventer inhaler)  
as usual (if this applies)

If my child is worsening what do I do?
Increase the blue inhaler to that used 
in Day 1 and seek medical advice

dAY 4
Give blue inhaler (reliever inhaler)  
2 puffs when required
Use brown inhaler (preventer inhaler)  
as usual (if this applies)

Fig 3. Written Management Plan for acutely wheezy children, Dr Denise Duignan, 2014©

 
How do I know my child is getting better?
•	 breathing is slower and easier
•	 eating better
•	 drinking better
•	 Talking better

How do I know my child is getting worse?
•	 breathing is faster
•	 Too breathless to walk/feed/play
•	 Skin is becoming more pale/blue
•	 Coughing more
•	 Wheezing more

Contact Numbers

GP Surgery 

Out of hours GP 

Emergency 999
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