AIM

Evaluation and Ma nagement of Croup in the  Sustain low unnecessary resource utilization for children with croup (testing,
SSMHealth imaging, treatment)
" Emergency DePartment or Urgent Care e Optimize inpatient admissions and decrease unnecessary ICU admissions for
CardinalGlennon ptimize inp y
Children’s Hospital Clinical Practice Guideline patients with croup
INCLUSION CRITERIA USE WITH CAUTION/SPECIAL CONSIDERATIONS
EXCLUSION CRITERIA * Clinical appearance consistent with croup, typically with one or more of the following This guideline may not consistently or appropriately apply to patients
« Age less than 6 months or over 6 years * Barky cough with the following conditions, despite having suspected viral croup:
 Toxic appearance * ?o?drse voice or cry . #ary;:goma:ac!a
* Impending or active significant respiratory failure manifested il _ _ racheomalacia
: . : * Fever, increased work of breathing may or may not be present and are less likely to e  Subglottic stenosis
by severe increased work of breathing, hypoxemia, poor S th £ the above find Y o
respiratory effort, or altered mental status Ab e]'cn 'Clat'}’e O GO BTACIE EI] CINMANGE B SR e e H?SCU a ;'_rl_‘g i ol fictul
« Known or suspected foreign body aspiration SEEE O @ EllEle erivslie BIei @I M EEREsE? aglea d'IStuda
 Known vocal cord paralysis/dysfunction Elypotloma o netgrg-m.uscu 2l Blsker
* Presence of tracheostomy or active airway anomaly omplex co-morbidities

ASSESS CROUP SEVERITY
Does the patient have any of the following?
1.  Stridor at rest
2. Moderate to severe tachypnea
3. Moderate to severe retractions

NO YES
MILD CROUP MODERATE/SEVERE CROUP

*  Administer Dexamethasone (oral) *  Administer

e 0.6mg/kg (max 12mg) Dexamethasone (oral): 0.6mg/kg (max 12mg)
*  Minimize agitation and discomfort AND

* Allow child to be held/sit on parent’s lap Nebulized racemic epinephrine (0.5mL of 2.5%)

«  Minimize agitating interventions *  Minimize agitation and discomfort

«  Consider antipyretic/analgesic therapy if indicated *  Allow child to be held/sit on parent’s lap
*  Ensure ability to tolerate oral fluid and assess hydration status *  Minimize agitating interventions
«  Assess discharge criteria, discharge home if criteria are met and *  Consider antipyretic/analgesic therapy if indicated

there is no other indication for admission or transfer *  Ensure ability to tolerate oral fluid and assess hydration status
Support airway and breathing as indicated

CONSIDER ALTERNATIVE DIAGNOSES (See Page 2)

NO IF CROUP IS STILL SUSPECTED, PROCEED WITH ALGORITHM

AND PROVIDE ADDITIONAL RESPIRATORY SUPPORT
INTERVENTIONS AS INDICATED

Improvement with
racemic epinephrine?

\ 4

DISCHARGE CRITERIA

* No stridor at rest
* Minimal to no retractions, tachypnea, or other signs of respiratory distress
* No hypoxemia or need for respiratory support above baseline YES
e Ability to maintain hydration with oral intake \/
* Family comprehends diagnosis, treatment, goals of care, return precautions OBSERVE FOR UP TO 2 HOURS
* Family has appropriate means to communicate changes in clinical status and

coordinate follow up care, including access to transportation A 2-hour observation is recommended for most patients, when able
* No other indication for admission r T T T T T * If ashorter period of observation is deemed necessary due to closure of a site, high

l clinical volume/demand, or family preference, shared decision making should be utilized
RECURRENCE OF STRIDOR WITHIN OBSERVATION PERIOD to determine optimal observation period and disposition, including follow-up
CONSIDER ADMISSION OR TRANSEER * Repeat nebulized racemic epinephrine
Admission Criteria * Minimize agitation/discomfort
* 3 or more doses of racemic epinephrine required * Support airway and breathing as ind.ic<:ated _ _
* There is minimal evidence of benefit to admission solely due to ) Ob;erve for up to 2 hours after administration of racemic
administration of 2 doses of racemic epinephrine without other admission epinephrine o , _ o
indications or circumstances necessitating admission * A2-hour observation is no’F rqulred prior to admission v

* If admission is occurring after the 3™ dose of racemic epinephrine, a 2-hour after the 3" dose of racemic epinephrine DISPOSITION

observation period is not required provided the patient is otherwise stable for :

the anticipated level of care/unit being admittedto | TToT-TmTmTmmmmmmmmmmmmmm T >« Assess Discha rge Criteria and Admission/Transfer Considerations
e Persistent or recurrent respiratory distress, hypoxemia, or oxygen requirement * Disposition as appropriate

above baseline

e Severe croup not improving with racemic epinephrine
e Discharge criteria not met

Transfer Considerations (Cardinal Glennon Access Center: 888-229-2424)

e Patient requires admission and is currently being treated at a facility without
inpatient pediatric services

* Patient unable to receive ongoing observation or care at current facility

* For patients being considered for admission, consider Direct Admission if above
admission criteria are met and patient is clinically stable
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ALTERNATIVE DIAGNOSES

Diagnostic Findings

The presence of the following MAY suggest an alternative diagnosis to croup
* Biphasic stridor

* |ll or toxic appearance

e Unvaccinated or under-vaccinated status

* Recurrent episodes of croup within 30 days

e Recurrent visit for stridor within 24 hours

* Lack of response to racemic epinephrine

» Suspected or witnessed choking episode/foreign body ingestion

Alternative Diagnoses to Croup include, but are not limited to:
* Bacterial tracheitis
* Epiglottitis
e Airway anomaly
* Foreign body aspiration
* Anaphylaxis
* Mass effect
* Retropharyngeal abscess
* Hemangioma
* Mediastinal Mass
* Intracranial Mass

This guideline was developed by the listed authors using publicly available evidence and expert opinion and is approved
for clinician use in the SSM Health System by the below committees. The guideline is intended for use by providers
treating pediatric patients and may broadly be provided to the majority of patients being treated for the addressed
condition(s). The guideline is not meant to replace clinical judgement in individual cases, and care must be taken to
address the needs of each individual patient and family to ensure appropriate, timely, and quality care is provided in
each clinical encounter. As medicine is always changing and evolving, SSM Health, the listed authors and committees,
and any other party involved in the authorship and distribution of this guideline is not responsible for errors, omissions,
or outcomes related to clinician use of the guideline
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