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Nebuliser Avoidance Strategy 

During the COVID 19 pandemic aerosol generating procedures should be minimised as far as 

possible to minimise viral spread. Nebulisation is not classed as an aerosol generating procedure 

(AGP), however it does significantly increase the risk of higher droplet concentration in the air 

and if airway clearance is increased as a result of the nebuliser. For this reason, nebulisation 

during in-patient admissions should be carefully considered and minimised as able, balancing 

optimising patient outcomes with safety.  

Bronchodilators are indicated for people with obstructive airways disease and not a treatment 

for Covid-19 viral pneumonia without an underlying indication. The use of nebulisers in the day- 

to-day management of asthma and/or COPD is rarely appropriate or necessary, but they are 

indicated for acute severe asthma with life-threatening features (this recommendation is not 

evidenced based as there has not been an appropriate trial) Nebulisers are highly inefficient and 

deliver only 10% of the prescribed dose to the lungs.  

 Salbutamol 400 microgram delivered by a MDI* through a spacer device (with tidal

breaths between each puff) has been shown to be clinically equivalent to 2.5 mg

salbutamol via a nebuliser (grade A evidence). In severe cases up to 10 puffs (1 mg) of

salbutamol can be administered via a MDI and a spacer device, and can be repeated as

necessary depending on the clinical response, just as nebulisation is repeated as necessary.

Nebulised salbutamol should therefore only be used for patients with significant

bronchoconstriction which has not responded to MDI plus spacer therapy and should be

reviewed every 24 hours.

 If a patient is prescribed an inhaler containing a long-acting antimuscarinic (LAMA; e.g.

Braltus, Spiriva or LABA/LAMA; Spiolto, Duaklir) continue the prescription via the inhaler –

there is no clinical benefit to prescribe ipratropium via the nebuliser for these patients.

* use patient’s own salbutamol inhaler if possible to reduce UK demand on purchasing inhalers

Other nebulised medications: 

 Nebulised mucoactive/mucolytic agents should be carefully considered on an individual

basis, ensuring that effective airway clearance is balanced with the need to reduce nebulised

therapies where possible.

 Nebulised hypertonic saline is known to significantly increase cough and its effects are

immediate, therefore its use in infected patients needs to be kept to a minimum.

 Nebulised antibiotics should normally be stopped if the patient is receiving intravenous

antibiotics.

Important Information 

 Nebulisers should be administered via a mouth piece, wherever possible, to minimise the

amount of particles escaping to the environment.

 Staff should leave the room whilst nebulisers are being administered, unless there is a

specific need for them to be present.

 Nebuliser parts should be cleaned in a disposable bowl, and the water removed to the sluice.

Then left to air dry on a paper towel.

 Hand-washing sinks should not be used for this purpose. They are for hand washing only.

 Room ventilation should be maximised.
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