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CLINICAL VIGNETTE

A 34-year-old woman with moderate persistent asthma
presents for evaluation of increased cough, wheezing, and
shortness of breath with chest tightness. These symptoms
began approximately 4 days ago after 5 days of nasal conges-
tion and sore throat that resolved. She reports that her 4-year-
old daughter had a similar ‘‘cold’’ recently but improved much
more quickly than she did. Before her daughter began day care
1 year earlier, the patient’s symptoms were well controlled
with an inhaled corticosteroid only. At her last clinic visit,
3 months prior, she denied nocturnal symptoms and only
required her short-acting bronchodilator about once a week
with a medium-dose inhaled glucocorticoid and long-acting

b-agonist. She is currently using her short-acting bronchodi-
lator 3 times daily with this recent illness. Despite these
efforts, her peak expiratory flow measurements remain less
than 70% of her personal best. She calls requesting prescrip-
tions for prednisone and an antibiotic and is scheduled for a
same-day appointment. She denies fevers, chills, or chest pain
but reports minimal yellow sputum.
The patient was given a diagnosis of asthma as an infant after a

hospitalization for respiratory syncytial virus (RSV) bronchiolitis
but has not been hospitalized for asthma since that time. She
believes that throughout her life it has generally taken her longer
to recover from colds and has been frequently treated with
antibiotics in addition to steroids for ‘‘bronchitis’’ complicating
her asthma exacerbations but denies receiving a clear diagnosis of
recurrent pneumonias, sinusitis, or otitis media. She has a history
of eczema and known triggers for asthma symptoms, including
upper respiratory tract infections, tobacco smoke, cats, and some
tree pollens but denies these other exposures recently.
Her physical examination is remarkable for a temperature of

37.18C, a heart rate of 92 beats/min, a respiratory rate of 22
breaths/min, and oxygen saturations of 96% while breathing
ambient air. There are diffuse end-expiratory wheezes on exam-
ination but an otherwise unremarkable auscultatory examination
and no dullness to chest percussion or increased work of breathing
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at rest. Spirometry reveals an FEV1 of 62% of predicted value that
increased to 69% of predicted value after inhaled bronchodilator
therapy in the clinic. A chest radiograph appears normal.
The patient’s most recent exacerbation is believed likely

secondary to a previously resolved upper respiratory tract viral
infection and not complicated by a bacterial cause. The indica-
tions for antibiotics during an asthma exacerbation are reviewed
with the patient, as well as the potential adverse effects of
antibiotics, including allergic and adverse reactions, increased
antibiotic resistance, and its potential role in driving further

atopy. The patient is given a 7-day course of prednisone and
reminded to use her inhaled bronchodilator regularly with
appropriate technique and monitor her peak flow daily. She
is scheduled for a follow-up appointment in 1 week’s time
and instructed to contact the provider sooner with any clinical
concerns.
The full version of this article, including a review of relevant

issues to be considered, can be found online at www.jacionline.
org. If you wish to receive CME or MOC credit for this article,
please see the instructions above.
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