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Introduction

Bronchiolitis is an acute inflammatory disease of the lower respiratory tract, resulting from obstruction of small
airways. It is initiated by infection of the upper respiratory tract by any one of a number of seasonal viruses, the
most common of which is respiratory syncytial virus (RSV).

Previous confusion around the clinical management of infants with bronchiolitis has improved with the creation
and integration of clinical practice guidelines. Typical bronchiolitis in infants is a self-limited disease, usually due
to an acute viral infection whose clinical course is not generally altered by aggressive evaluations/interventions,
use of antibiotics, or other therapies. Most infants who contract bronchiolitis recover without sequelae; however,
rates of admissions have increased from 1% to 3% of all infants.

Several studies on the use of clinical guidelines for the management of infant bronchiolitis have shown a
reduction in unnecessary resource utilization with a streamlining of medical care for these infants.

Objectives
In the target population, the objectives of this guideline are to:

decrease the use of unnecessary diagnostic studies;

decrease the use of medications;

provide guidance on the use of appropriate respiratory therapy;
improve the rate of appropriate admission;

improve the use of appropriate monitoring activities; and
decrease length of stay.

Target Users

Include, but are not limited to:

Emergency Medicine physicians, nurses, nurse practitioners, and trainees
Inpatient physicians, nurses, nurse practitioners, and trainees
Respiratory Therapists

Pharmacists

Patients and families

Clinical recommendations summary table
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ED Management Recommendations

Child < 24 months of age presents with features of
Erenchiolitis

)

[ Galher history and complete physical exam

Consider ICU consult it:

Off pathway. Treat emergently. Consider ICU
consull. Refer to Sepsis Pathway
(i applicable)

oes the child have se:
respiratory distress or appear
septic/toxic?

Recurment apnea or cyanosis
- Concem ragarding mpending respirstory failure:
- high or increasing O2 Requirements.
- high or increasing pCO2

NO

= The child at high risk for seve
disease or meel he exclusion
criteria?

Off pathway. Treat emergently.
Supplemental 02 to keep Sp0: > 90%; vES
consider HHFNC as per protacol

ND

Does the child meet
discharge ariteria?

Discharge with parent education
follow-up plan

Does child meet in-patiani
Provide i

admission criteria?

ED Discharge Criteria:
Independent hydration & nutrition
aware

No xygen requrement
Awske SpO2 > B0%

Absence of moderate or severs
respiratory distress.

Adequate suppart in the home

NO

History, symptoms, and signs of viral bronchiolitis

1 Praceding upper respiratory iliness and/or thinorrhea

First episode of respiatory distress with
‘signs: wheezing. accessory muscle uss, lower chest

wall indrawing, crepitations, low 0 saturation, elevaied
respiratory rate for age, cokor change, nasal flaring. cough, runny
congested nose sndjor fever

2 5igns of denydration

4 Exposure (o persons with viral upper respiraiory infecion

o Prasentation typically between November and Agril

Differential diagnosis of wheeziny
include:

= Viral bronchioftis

o Asthma

= Other pulmonary infections eg. Pneumonia

Laryngotracheomala

= Foreign body aspiration

Gastroesophageal refux

young children may

consult with intake medical team

Initiate bronchiolitis medical management (Bronchiolitis Bundle) in ED and

Continue to monitor in ED until in-patient bed is available

= Vascular ring
SN | opin | pa 1 Al i
it [paint. paiat. poni a
CHTER encibmas
a EE] e )
ot | | | Tracheoesophageal fistula
2 Wi ] ]
W manis
a £ e ) The following tests are NOT ordered in bronchiolitis
s unless there is a specific clinical indication:
WotraconSigns |Nooe | bercsalonly | nerosal ik ntrasal + Chest X-mys {onlyordarsd ¥ not following expacied
b “‘”;" """‘;““"‘8"4 clinical coursa or pending ICU admission and/or
| | absorel v wilramig : !
TR [ e e severity or course suggests alternate diagnosis)
¢ Setbe +  Blood work including: GEC. lyles, blood gas, cultures

i 5 e e o

b gLt

Groups at higher risk for severe diseaselexclusion criteria:
« Infants bom prematursly (< 32 weeks gestation}
<2 months of age (post due date)
Hemodynamically significant cardicpulmonary dissase
Immunodeficiency
Medicaly complex chikdren
Severe comorbidiies

Ward Admission Criterla:

- Supplemental O requirements to keep SpO2 > B0% While
away, > 88 while esleep duing ED observation

«+  Infantwith high risk criteria: premature (<32 weeks gestation),
<iKg, < 7 weeks of age, RR >80, HR> 180

»  Signs of distess: grunting, nasal flanng, marked chest
retractions, lethargy

»  Evidence of dehyasation

= Refusalto feed or poor oral intzke

+  Mapr idty e

(only if patient s following sepsis pathway or pending
ICU admission and/or concerned about potential
respiratory failure)

¢ Naso-pharyngeal swabs for respiratory muliplex PCR

testing (nly if ICU/cohorting etc)

Rapid fiu point of care testing in flu season

The following therapies should NOT be ordered for
children admitted with bronchiolitis:

*  MNebulizad Epinephrine
Hypertonic Saline
Salbutamol
Corticosternids

ibiotics (only if not following expected clinical course|
&and examination/imaging consistent with focal
consolidation)
+  Puimonary Physiotherapy

PR

neurnmuscular disease

- Nesdiorule out atemative disgnesis

«  Significent social cencems about adequacy or safety of hame
management

Medical Management: Bronchiolitis Bundle
« Use mnimai handing strategy whenever possble:
bundie cares. dim fights, imit stimulation
«  Assess for fever and treat with antipyretica as indicasd
- Assess hydration status: Consider TFI of 80-100%
ds if ’

Bronchiolitis ED Management Pathway

Printable version

Inpatient Management Recommendations

Management of Bronchiolitis in Infants

. needsd for mik
desatrations

= If SpOZ <80 awake, <88% asieep, apply low flow nasal
cannula. Consider Heated High Flow Nasal Canrua
(HHFNC) for severe respiratory distress as per SickKids.
guidelines

+  Amempt O2 wesn Q12H. Atempt O2 wean OdHafter iniial
sucoessful wean

~  Assess and document work of bresthing now and Q4H
{or sooner as needed

« Inform primary care team of any concems or worsening
patient dlinical siabus.
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Child < 24 months admitted to Peds Medicine with bronchiolitis %—

v

.

..

.

Initiate/continue treatment for bronchiolitis including:
Droplet/Contact precautions
Use minimal handling strategy whenever possible: bundle
cares, dim lights, limit stimulation
Monitoring: Follow BPEWS criteria, if patient does not require
oxygen, is improving, and BPEW's < 4 then spot saturation
monitoring suffident gd-6h
Assess for fever and treat with antipyretics as indicated
Maintain hydration: Consider TFI of 80-100% maintenance
needs if not significantly hypovalemic
Nutrition: Consider more frequent feeds at lower volumes
~Consider
respiratory distress (based on severity criteria)
-1 [D5 0.9 NaCl) can be used as an alternative ta NG feeds at clinidan/
family discretion. Refer to IV Fluid Mana gemert guideline
Reposition and nasal suction as needed for mild desaturations
Apply oxygen via low flow nasal cannula to maintain
saturations »80% when awake; >88% when asleep
Consider Heated High Flow Nasal Cannula (HHFNC) for severe
respiratory distress as per SickKids guidelines
Attempt Oxygen wean Q12H, Attempt Oxygen wean Q4H after
initial successful wean
Assess and document work of breathing now and QdH
(or sooner as needed)
Inform primary care team of any concerns or worsening patient
clinical status.

moderate to severe

Treating typical bronchiol tis:
= Recommended: Oxygen and Hydration
= Evidence equivocal: Nasal suctioning
*  Nob . Epinephrine r 1,
3% hypertonic saline nebulization, codl mist theraples,
corticosteroids, antibictics, antivirals, and pulmonary
physiotherapy.

Far HHFNC note the following:
= HHFNC is only io be used in consultation with RRT. Refer to
SickKids Guidelines

* If on HHFNC weaning flow rale based on work of breathing
and RR: to be done by RRT in conjunction with primary care
team

= HHFNC is not a subsiitute for non-invasive ventilation

= CCRT consult should be considered if child requires
increasing respiratory support despite HHFNG:

The ing tests are NOT inb
unless there is a specific clinical indication:

& Chest X-rays (only ordered if not following expected
clinical course or pending ICU admission and/or
severity or course suggests alternate diagnosis)

* Blood work including: CBC, lytes, blood gas, cultures
(only if patient is following sepsis pathway or pending
ICU admission and/or concerned about potential
respiratory failure)

® Naso-pharyngeal swabs for respiratory multiplex PCR
testing (only if ICU/cohorting etc)

* Rapid fiu point of care testing in flu season

The following therapies should NOT be ordered for
children admitted with bronchiolitis:

* Nebulized Epinephrine

Pathway

Consider a CCRT consult. Refer to
Sepsis Pathway (if applicable)

@

Bronchiolitis In-patient Management

Printable version

Does the child have severs
respiratory distress or appear
septic/toxic?

YES
h 4

Discharge with parent education
Provide follow-up plan

Refer to Discharge Checklist

.
.
.

Implementation and Evaluation Plan

Implementation Plan

Antibiotics (anly if not following expected clinical course:
and examination/imaging consistent with focal

*  Pulmonary Physiotherapy

gl;:m Opoint ~ Lpaint Ipoint Ipaint : Hyﬂerbnic‘Saline
q ] 4 bl » Coricosterids
manths .
] ;:i;“ o i # consalidation)
122 kK] M Al
months
RetractonSigns  Neoe  Inercostalonfy | Interostel wita Interestaland sl
suboustaland or it nasal aring an o
sutema indrawag | chestwal indrawing
Wheezing ~ Nome  Expiraory Inspiratory and Aodibe without
Expiraoey Stithoscupe
P P el Trginir .

Lo N e il i b, e i 5 Lt 30 W s

Discharge Criteria:

«  Respiratory status: consistently improving, tachypnea and work
of breathing have improved; and SpO2 is in an acceptable range
on room air Sp02> B8% when sleeping and SpO2> 80% when
awake

*  Nutritional status: child is on sufficient oral feeds to prevent
dehydration

+  Social: parent or guardian can provide care at home

«  Parent and Family education completed

+  Follow-up instructions provided

«  Follow-up with primary care provider based on indiidual needs

e Education and awareness building by Paediatric Medicine and ED Divisions’ practice champions during
resident/fellow orientation, resident educational rounds, and nursing orientation/staff meetings.
e ED and Inpatient Medical Director to communicate any updates in practice to ED and Paediatric Medicine Divisions

respectively.

Evaluation Plan

¢ Ongoing monitoring of bronchiolitis pathway adherence.

Guideline Group and Reviewers
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