
ENGLISH 

My Asthma Plan N 

, 
Physician's Name: _______________ _ 

Physician's Phone #: ____________ Completed by: ___________ Date: _____ ~ 

Controller Medicines How Much to Take How Often Other Instructions 

__ times per day 
EVERYDAY! 

__ times per day 
EVERYDAY! 

__ times per day 
EVERYDAY! 

__ times per day 
EVERYDAY! 

Quick-Relief Medicines How Much to Take I How Often Other Instructions 
NOTE: If this medicine i~ needed 
frequently, (all physician to consider 

Take ONLY as needed increasinci"controJler medications. 

Special instructions when I feel . good, 0 not good, and 0 awful. 
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I teel £O(ut._ 
(My peak flow is 

in the GREEN lone.) 

I do not teel good. 
(My peak flow is in the YellOW zone.) 

My symptoms may include one 
or more of the following: 

• Wheeze 
• Tight chest 
• Cough 
• Shortness of breath 
• Waking up at night with 

asthma symptoms 
• Decreased ability to do 

usual activities 
• 

I teel awful. 
(My peak flow is if! the RED zone.) 

Warning signs may include one or 
,""""",,,,11 more of the following: 

• Its getting harder and harder 
to breathe 

lil".!"';n. 

ORIG INAL (Pat;..nt) CANARY (School I Child Car. I Work I Otlll'r Support SYltem,) 

PREVENT asthma symptoms everyday: 

D Take my controller medicines (above) everyday. 

D Before exercise, take __ puffs of _______ _ 

D Avoid things that make my asthma worse like: 

CAUTION. I should continue taking my everyday controller 
asthma medicines AND: 

o Take __________ __ _ 

If I still do not feel good, or my peak flow is not back in the 
Creell ZOlle within one hour, then I should: 

D Inctease ______________ _ 

o Add ___________ _ 

o (all _____________ _ 

MEDICAL ALERT! Cet lie/pI 

o Take_--c-c-:-_::-::-______ _ 
until I get help immediately. 

o Take ____________ _ 

PINK (Ci,,"t) ~2001 . Public Health In,titutt (RAMP) 



SPANISH 

Mi Plan de Asma 

Nombre del doctor~' ____ _______ _ 

ee ono: R I' d ea Iza 0 par: F h ec a: 
Medicamentos de uso diario Cuanto Tomar Cuantas Veces Otras Instrucciones 

_ _ veces al dia 
(ADA DIA 

__ veces al dia 
(ADA DIA 

-- veces al dla 
(ADA OIA 

__ vetes al dia 
CADA DIA 

Medicamentos de efecto Cuanto Tomar 

Instrucciones especiales cuando me siento • biett, 0 mal, y • "my mal. 

Me siento VI,"n.~ 

Me sientc mal. 

(Mi flujo de aire 
maximo estit en la 

zona VERDE.) 

(Mi f1ujo de aire maximo esta en la lona AMARilLA.) 
Mis sintomas induyen uno 0 

mas de los siguientes: 
• Silbido al respirar 
• Sensadon de opr~i6n en 

el pecho 
• los 
• Falta de aliento 

~ • Despertar por la noche (On 
a?: slntomas de asma 
;i . Menos energia para las 
« actividades diarias 
<C • 2 ----------

Me sientc muy mal. 
(Mi flujo de aire maximo esta en la zona ROJA.) 

Los signos indicativos incluyen 
~,,~~"" uno 0 mas de los siguientes: 

• Se me hace mas y mas 
dificil respirar 

• La falta de respiraci6n no 
me deja dormir 0 hacer 
actividades de costl.Jmbre 

LImo/Min. 

ORIGINAL (Patifnl) CANARY (School I Chi ld Care I Woo<. I Oilier Supporl Systems) 

EVITAR: sintomas del asma todos los dias 

o Tomar las medicinas indicadas arriba todos los dias. 

o Antes de hacer ejercicio tomar ____ inhalaciones _____ _ 

o Evitar cosas que empeoren mi asma tales como: 

PRECAUCI6N: debo seguir tomando la medicina de 
uso diario y: 

o Tomar _____________ _ _ 

Sf todavia no me siento bien a mi flujo de aire maximo no esta 
en la Zotla Verde dentro una hora, entonces debo de: 

o Aumentar ______________ _ 

o Aiiadir ______________ _ 

o Llamar a _____________ _ 

JALERTA/ jObtetlga aYllda medica! 

o Tomar,--__ ,--__ --,_--,,--____ _ 
inmediatamente, hasta que reciba ayuda. 

o fumar ___________________________ __ 

PINK (Chart) <Ct2001. Publk HfJlth In~jtute (RAMP) 



CHINESE 
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PROVIDER INSTRUCTIONS FOR ASTHMA ACTION PLAN (Adults and Children over 5) 

o DETERMINE THE LEVEL OF ASTHMA SEVERITY (see Table 1) 

o FILL IN MEDICATIONS 
Fill in medications appropriate to that level (see Table 1) and include instructions, such as 
"shake well before using', "use with spacer", and 'rinse mouth after using'. 

o FILL IN PEAK FLOW VALUES ANDIOR SYMPTOMS 
Patients over the age of six may be given peak flow meters to monitor their asthma. Fil l in 
the values for the patient's personal best peak flow in the green section (if a personal best 
has not been established, use a predicted peak flow from outside reference charts). Use 
80% of the personal best value in the yellow section, and 50% in the red. See peak flow 
chart (Table 2) below to help with the calculation. Review symptoms in each zone and write 
individualized symptoms in blank lines. 

o ADDRESS ISSUES RELATED TO ASTHMA SEVERITY 
These can include allergens, smoke, rhinitis, sinusitis, gastroesophageal reflux, sulfite 
sensitivity, medication interactions, occupational exposures, and viral respiratory infections. 

o FILL IN AND REVIEW ACTION STEPS 
Put a check mark in the boxes next to the actions the patient should follow and complete 
the recommendations. Review the whole plan with the patientlfamily so they are clear on 
how to adjust the medications, and when to call for help. 

o DISTRIBUTE COPIES OFTHE PLAN 
Give the top copy of the plan to the patient, the next to school/day carelworkl caretaker/or 
other involved third party, and file the last copy in the chart. 

o REVIEW ACTION PLAN REGULARY (Step Up I Step Down Therapy) 
A patient who is always in the green zone for some months may be a candidate to 'step 
down" and be reclassified to a lower level of asthma severity and treatment. A patient 
frequently in the yellow or red zone should be assessed to make sure inhaler technique is 
correct, compliance is good, environmental factors are not interfering with treatment, and 
alternative diagnoses have been considered. If these considerations are met, the patient 
out a new asthma action plan when changes in treatment are made. 

TABLE 1 : Severity and medication chart (When categorizing. an individual should be assigned 10 the most severe grade in which anyone feature occurs.) 

Mild Intermittent Mild Persistent Moderate Persistent Severe Persistent 
Days with 

~21 week >21 week but <11 day Daily Continuous 
Symptoms 
Nighttime 
Symptoms 

~21 month >21 month >1 I week Frequent 

PEF or FEV1* .::,80% .::,80% >60%-<80% ~60% 

PEF <20% 20-30% >30% >30% 
Variability 

Long Term 
No daily medication One daily medication: One to two daily medications: Three daily medications: 

needed. • Inhaled corticosteroid (low dose) An anti-inflammatory An anti-inflammatory 
Control Daily OR • Inhaled corticosteroid • inhaled corticosteroid (high dose) 

Medicines • Cromolyn OR nedocromil OR (medium dose) AND a long-acting bronchodilator 

• A leukotriene modifier • long--acting inhaled beta2-agonist OR 
(check age specifications) OR OR, especially if nighttime symptoms: • sustained-release theophylline OR 

• Sustained-release theophylline An anti-inflammatory • long-acting beta2-agonist tablets 
(but not preferred therapy) • Inhaled corticosteroid AND corticosteroid tablets or syrul2 long 

(low, medium, or high dose) term 
AND a lona-actina bronchodilator 

TABLE 2: Peak flow value calculation chart (100%,80%,50%) 

Greiln - 100% 100 110 120 130 '" '" '" HO '" '" 20' '" '" '" '" '" '" '" '" '" 30' '" '" '30 '" '" '50 '" '" '90 
Yellow- 80% " 88 '" '" '" '" '" 136 '" m 160 '" H6 "" 192 200 208 2" '" 232 '" '" '" 2" '" '" 288 29<l '" "2 
Red - 50% 60 " 60 88 70 " 80 88 '" " 100 108 '" '" 120 '" 130 138 '" '" 160 '88 160 188 '" '" 180 '" '''' '98 
Green _ 100% '" '" '" '" .... , '" '" '" 'SO '" SO, OJ, '" '" '" SO, OS, '" 'SO '" 600 61' '" '30 ... '" '" '" '" GO, 
Yellow- 80% 320 328 336 '" 382 360 368 ". '" ", '00 '" '" '" '" '" '" '" '" '" '" '88 '''' '" 812 '" '28 ". '" '" Red - 50% 200 208 210 210 220 ", '" '" 2" ,,, 

"" '" '" '" '" '" 280 288 "" '" '00 308 310 '" 320 '" '" 338 >I, >I, 

This Asthma AClion Plan was dave/0p6d by /I committee facilitated by the Regi<mal Asthma Management and Prevention (RAMP) Initiativa. a program of the Public Health Institute. /I is based on th6 I"8COf11mendations from too National 
Heart. Lung. and Blood Institute·s. "Guidelines ~th" Diagnosis and Management of Asthma: NIH PublicaUon No. 97-4051 (ApnI1997). The information conlained herein is intended forthe IJse and convenience of physicians and other 
medical (1<lrsonnel. and may not ba appropn8fe for IJse in 8/1 circumstances. Decisions to adopt 8ny particular recommandati<m mlJst be made by qlJalmed medical personnel in the light of availabie resources and the circumstances 
presented by individual palifMlts. Neither the Public Health Instituta nor the individuals, and insiffoJtkmal parUeipants in the RAMP Initiative make any warranty Or guarantee, express or imp/lad, of th6 quality. fitness. (1<lrformance or results 
OflJS6 of the information or products describad in the form or the GlJidelines For additional informali<m. please contact RAMP at (510) 883-9980. http://www.rampasthma.OfQ e 2001 , PlJbUe HQaUh Institute (RAMP) 


