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You can use the colors of a traffic light to help manage your asthma medications

1. GREEN = “Good to GO”: Use daily controller medicine

2. YELLOW= CAUTION, feeling “yucky”: Follow action plan

3. RED= STOP and get help from a health care provider

(((((((((((((((((((((((((((((((((((((((((((((((((((((
GREEN – GO


*Use controller medicine EVERY day to prevent asthma attacks
(>80% of personal best)






No cough or wheeze 


Controller Medicine

Dose


Frequency

Can work and play
Breathing well

  

_____________________

_____
puff(s)

_______/day



_____________________

_____
puff(s)

_______/day

Peak Flow:

 > _______


( Take albuterol 15 to 20 minutes before exercise
((((((((((((((((((((((((((((((((((((((((((((
YELLOW- CAUTION
FIRST: Keep taking GREEN ZONE medicine(s) and add albuterol as needed every 4-6                                                                  

(50% to 80% of personal best)                       hours for asthma symptoms





( 2 puffs every 20 mins for up to one hour    OR    ( Nebulizer 2.5mg once and





        Recheck peak flow after one hour

           Recheck peak flow after 20mins






THEN:

                       
If symptoms/peak flow = GREEN

          If symptoms/peak flow = YELLOW


· (
 ( Double ___________ for ___ days
    ( Increase albuterol to ____puffs ___/day

Peak Flow:


        (Inhaled steroid) 
      

     ( Add prednisone ____mg once a day

_____ to _____






    ( Call health care provider
(((((((((((((((((((((((((((((((((((((((((((((((((
RED- STOP – DANGER

(<50% of personal best)


Take albuterol immediately:

Breathing hard and fast
Medicine not helping


 
( MDI- 2 puffs every 20 mins for up to 1 hour
Can’t walk or talk well

Nose open wide




 ( Nebulizer- 2.5mg once
Ribs show






Peak Flow:



Go to emergency room
< _______
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