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DIAGNOSTICS

Mind the Gap
Standardising Salbutamol Weaning Plan on Discharge in A&E

Children presenting with wheeze in our AE department are given different
Salbutamol weaning plan on discharge leading to parental anxiety,
inconsistencies in patient care which is a significant patient safety issue.

It's a national problem with variation in the guidance available. Addressing
these inconsistencies through a quality improvement project can enhance
patient outcomes and streamline care processes to ensure safe, consistent,
and high-quality care for paediatric patients.

BACKGROUND

AIM                                  MEASUREMENT

Number of children presenting to 
AE discharged with a Salbutamol 
weaning plan recorded in their 
notes 

1 - Yes, correct Salbutamol weaning 
plan on discharge

0 - No, the Salbutamol weaning 
plan on discharge is incorrect

By August 2025, reduce 
discrepancies in 
Salbutamol weaning 
regime for children 
attending our Accident 
and Emergency 
department from 5/10 to 
2/10 per week.
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RUN CHART

REFLECTIONS & LEARNING
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Discrepancy in Salbutamol 
weaning advice in Accident & 

Emergency department, 
creates confusion for families. 
It compromises care, increases 

risk of deterioration and re 
attendance leading to lack of 

confidence in staff. 
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PDSA CYCLES

CONCLUSION
What worked best were the small, practical interventions that fitted easily into existing

workflows. These improved staff confidence quickly, demonstrating the value of

incremental tests of change. What was less successful was the attempt to implement a

unified guideline. Although evidence-based, this required wider service management and

IT system change, which proved to be a significant barrier and outside the scope of what

a frontline team could achieve quickly. A key learning point I have identified is the

challenge of creating and sustaining change that does not depend on my continued

presence. While the project delivered improvements, initiatives such as teaching and

informal reminders risk fading once the driver of change moves on. For true sustainability,

ownership must be transferred to the wider team and embedded into systems — for

example, creating a video presentation about the salbutamol weaning plan on discharge

as part of induction packs, and nominating ongoing champions.

This project highlighted in me that lasting change comes from building structures, habits,

and shared ownership rather than relying on individual enthusiasm. The Model for

Improvement encouraged testing and learning, but sustaining gains required attention to

leadership engagement, system integration, and ongoing accountability beyond the

project lead.

This Quality Improvement project aimed to reduce discrepancies in salbutamol

weaning plans on discharge from 5/10 to 2/10 per week in paediatric A&E, while

improving staff awareness and junior doctor confidence. The run chart demonstrates a

sequence of seven consecutive points on the same side of the median, highlighted to

show evidence of non-random variation. This run meets the statistical rule for detecting

a significant shift, indicating that the change observed is unlikely to be due to chance

alone. The inference suggests a true improvement in the process, supporting the

effectiveness of the interventions introduced during the project. The Practical

interventions such as short teaching sessions, having a Salbutamol champion, frequent

reminders on the what’s app group with improved communication within the AE staff

successfully reduced errors and increased confidence among the team. Attempts to

implement a unified guideline were ultimately abandoned due to service management

and electronic system barriers, but the project demonstrated that small, pragmatic

changes can have a significant impact on patient safety and consistency in practice.
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