Diagnosis

ED/Urgent Care Management and Disposition

Inpatient Care

Pediatric Bronchiolitis Management Algorithm
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Clinical Diagnosis Bronchiolitis

History

* URTI prodrome

* Age < 24 months (most < 12 months)
» Season

* Apnea (< 4 weeks of age)

» Sepsis-like illness

Physical Exam

* Respiratory
effort/distress

* Crackles and/or
wheeze

» Nasal congestion

* Fever (none too high)
» Hypoxia

» Dehydration

* Poor Perfusion
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Consider Alternate Diagnosis

» Asthma: older age, atopic history,
previous wheeze

» Upper airway obstruction: stridor

* Cardiac failure

» Metabolic acidosis

 Sepsis/ other infections
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Bronchiolitis Supportive Care
* O, to keep sats >90%

* Nasal Saline and Gentle Suction <« Maintain comfort

* Assess for Hydration/ Feeding

Assess for Severe lliness

Consider Other Interventions if Potential ICU Care Required

Go to SEVERE (ED or Admitted) - box below

Bronchiolitis RED FLAGS:

Patients at HIGHER RISK OF SEVERE DISEASE
* Chronic lung disease of

Pediatrician Consultation

recommended prematurity
» Premature (less than 35 weeks + Congenital airway or lung
gestation) malformations/cystic fibrosis

» Age less than 52 weeks post » Congenital heart disease
conceptual age requiring medications or O,
» Abnormalities in cough clearance:+ Congenital and acquired

Decision to Admit or Discharge tracheostomy, neuromuscular immunodeficiency
Consider iliness severity, risk factors disease * Pulmonary hypertension
|
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Discharge from ED/Urgent Care Admission Criteria/Considerations Admit/Transfer to Site
* Respiratory distress: None to minimal * Moderate/Severe respiratory distress with Pediatrician Inpatient Services
+ O, saturation > 90% awake » O, required to keep O, saturation >90% while awake » Encephalopathy/depressed LOC
* Feeding well » Dehydration/ poor fluid intake (<50% of normal feeding) + Agitation not due to hunger
* Family able to provide care * Fluids: Nasogastric preferred over IV » Marked work of breathing
» Family supports for care are inadequate » O, required is more than >1 Ipm via
I + Infant at high risk for severe disease (see Red Flags) nasal prongs
* Provide Parent Education regarding  Consider young age with apnea/ severity risk » Apneal/significant respiratory pauses
care at home and when to seek + Consider day of illness: » Signs of sepsis/septic shock
medical assessment tends to worsen over first 72 hours and peak at 3-5 day + PCO2 >= 50mmHg
« Community Followup = - & pH<7.3 )

Regular reassessment of severity of iliness
Respiratory distress including RR and WOB, O2 needs, feeding, fatigue

Contact RAAPID for
transfer or consultation
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MILD/ MODERATE Respiratory Distress

Continue Supportive Care
» Nasal saline and suction
* O, to keep sats 92-97% or for WOB
* Feeding: consider NPO if RR > 60 with WOB,
copious secretions
* Fluids: Nasogastric preferred over IV
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Bronchiolitis Recovery Phase
* Peak of illness past (improving work of breathing and
improving feeding)
* Feeding: able to maintain hydration PO
* No respiratory supports except O,
i

Preparing for Discharge

* Trial off O, (w/o nasal * Nasal saline and gentle
prongs) every 4-8 hours suction
until O, sats = 90% awake+ Parent education
and = 88% asleep on  Support feeding return to
room air normal
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Discharge

* Provide Parent Education regarding care at home and
when to seek medical assessment

» Community Followup

WOB: Work of Breathing LOC: Level of consciousness
(suprasternal, intercostal or HFNC: High flow nasal cannula
sternal wall retractions/ indrawing) URTI: Upper respiratory

NPO: Nothing by mouth tract infection
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Worsening Symptoms (WOB, lethargy)
 Ensure in site with specialty pediatric care < Assess for Severe Symptoms
+ Consider PICU consult

Improvement

Return to
Mild/Moderate
Supportive Care

SEVERE (ED or Admitted)

» Grunting
+ PCO2 >= 60 mmHg
» Apneal/ respiratory pauses

» Severe retractions

* Poor oral intake (associated
with other symptoms)

* Lethargy

« Suction

* NPO
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» Consider IV
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2 * Chest x-ray + Blood gas

Follow recommendations

3 Treatment Options for Severe lliness with Potential
Requirement for PICU

* HFENC (if supported at site)

* May consider treatments that have NOT been proven to be

effective in routine bronchiolitis management:
* nebulized epinephrine,
* nebulized saline/ hypertonic saline or
+ salbutamol (> 6 months only)
» Do not continue treatment if not effective based on pre- and
post-assessment
» Consider secondary or co-infection: antibiotics if suspected

Remains Severe or Continues to Deteriorate Transfer to PICU

Prepare for possible intubation/non-invasive ventilation
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