SAMPLE ER ASTHMA PROTOCOL

1. PURPOSE:

A.           To more efficiently and effectively deliver care for the pediatric asthmatic patient in the ED, thereby improving patient and parent satisfaction and possibly decreasing the hospital admission rate.

2. LEVEL:

A.
   Interdependent

3. ASSESSMENT/NURSING INTERVENTIONS/EVALUATION/DOCUMENTATION:

A. Triage Nurse

1. Identifies potential asthma protocol patient at triage

2. Exclusions from protocol:

  a.      Impending respiratory failure requiring emergent PICU admission

b. Age < 2 years

c. No prior history of wheezing

  3.         If < 2 years and h/o recurrent wheezing/RAD, possible protocol candidate. Check with ED attending

4.         Notifies Charge Nurse


B.   Charge Nurse


1.
Notifies ED attending regarding status of protocol patient

2.
Places distressed patient in room

3,
Assigns patient care nurse

4.
Places on supplemental oxygen if:

a.   Distressed or,

b.   Saturation <90% or
c.   Peak flow < 80% of predicted or personal best (>5 years of age)

C.    ED Nurse

1.
Ensures

a.    Patient is on supplemental oxygen

1. If distressed, or
2.
Oxygen saturation <90%, or
 b.      Peak flow < 80% of predicted  or  personal best (>5 years of age)


c.      Medical baseline assessment has been done

d. Nursing assessment to determine:

1. Current medications

2. Prior ICU or intubated admissions

3. Retractions

4. Wheezing

5. Vital signs with Oxygen saturation

a. On room air unless significantly distressed

b. Places on oxygen if distressed and record initial saturation

6. Severity of asthma exacerbation (see Severity of Asthma Exacerbation chart page 5 of the protocol)
a. Method of administering nebulized treatments (small vs large volume nebulizer)

b. Use of steroids

c. Medications to use in nebulizer

 e.         If  patient is age >5 years

7.       Height in inches for patients > 5 years of age

2.      Peak flows are performed and documented

· Before the first, 2nd, and 3rd treatment

· 10 minutes after the 3rd treatment and at discharge

2. Documentation
a.      History of Congenital Glaucoma
b.      History of exposure to varicella (chicken pox) in the past three (3) weeks

c.      Response to therapy after each treatment (if using small volume nebulizer) or    q20 minutes (if using continuos large volume nebulizer)

2. PEFR and percentage of predicted or personal best

2.
Retractions

3. Wheezes

4.
Adequacy of air movement

4. Condition at time of discharge

3.
Initiates nebulization treatments- OPTIONS:
a. If severity of exacerbation is determined to be mild, use “back to back“ nebulizations treatments, as needed. If patient is > 5 years of age, peak flow measurements should be performed and documented before the first, 2nd, and 3rd treatment and 10 minutes after the 3rd treatment. 

b. Medication dosing for 1st (first) “back to back“  nebulization treatment:

3. <50 kg: Albuterol (one (1) plastic bullet =2.5mg=3 ml)
4. >50 kg: Albuterol (two (2) plastic bullets=5mg= 6 ml)
c.       Medication dosing for 2nd(second) and/or 3rd (third) back to back nebulization treatments:

5. Albuterol dosing as listed above 

6. Ipratropium (Atrovent ®) one-half  plastic bullet =250 micrograms = 0.25 mg = 1.25 ml.

d. Treatment to be given @ 20 to 30 minute intervals, timed from the initiation of one treatment to the initiation of the next, for the first three treatments as needed.

Note: Not every patient will require three nebulizations.  If the nurse feels that all three nebulizations are not necessary (based on a significant response to therapy), this should be discussed with the ED physician.


e. If ED discharge is anticipated and the family does not currently use home nebulizations, the “last“ albuterol aerosol should be administered by MDI with a spacer devise (2 puffs). A MDI with spacer devise regimen should  be incorporated into their out-patient management plan.  
 f.       If severity of exacerbation is determined to be moderate to severe, use the  “continuous“ areosol therapy with the large volume nebulizer.(MiniHEART ® Hi-Flo Continuous Nebulizer)

7. Suggested dosages for large volume nebulizer: 

a. Albuterol:

  <50 kg: (Three (3) plastic bullets =7.5 mg= 9 ml)

>50 kg: (Six (6) plastic bullets =15mg= 18 ml) 

2.        Ipratropium (Atrovent ®):


 Regardless of patient weight: 
          (Two (2) plastic bullets= 1.0 mg= 5 ml)
3.       For < 50 kg, add extra diluent of 6 cc NS (20 ml total)

4.
For >50 kg, no extra NS diluent needed (23 ml total)

5.       Total solution is  delivered over a one (1) hour period with 8 liters of    oxygen/minute.




            g.      If  “continuous”  nebulization is used, the patient must be reassessed every 20          minutes during the nebulization.
4.
Administers steroids concurrently the starting of nebulized treatment in the moderate to severe exacerbation patients.

a.    Contraindications for steroid administration

8. Active varicella or herpes infection, or history of exposure to varicella in past 3 weeks.
2.
Appropriate dose of oral steroids already given in last 6 hours.  

9. If parents decline steroids, document.

b.    Dosage of oral Dexamethasone
5. Initial dose 0.6 mg/kg rounded up to the nearest 4 mg increment (maximum dose of 16 mg).
2.
May be repeated at full dose in cases of emesis within 30 minutes of administration.

a. Parenteral equivalents may be used at the discretion of the ED attending (based on the patient‘s severity or inability to tolerate the oral route).


b.     The patient should be sent home with a filled prescription for a  second dose of decadron to take 12-24 hours after first dose.

6. Ensures appropriate patient teaching is delivered prior to discharge

a.     MDI and spacer use

b.     Initiation of a controller medication if indicated

c.     Home nebulizers

c.       Home peak flow meters

d.       Determines need of involvement of respiratory therapy who will be available         for discharge teaching within a reasonable time frame.

7. Ensures discharge instruction include:

a.      Medication regimen

b.       Expected/routine follow-up plan

8. Generally with PMD

c.       Emergent follow-up plan

9. With ED

D. ED Attending

10. Concurs with the initiation of protocol

11. Assigns ED resident to perform baseline assessment

12. CXR ordered only if:

a.
No baseline films have been obtained during prior evaluations

b.
Suggestion of air leak (clinical signs of pneumothorax or pneumomediastium).

c.
Clinical indication of bacterial pneumonia

d.
Clinical indication of foreign body aspiration

4.
Ensures timely disposition of patient

a.
Most patients can be discharged 30 to 60 minutes after last nebulizer treatment.

b.
Potential admissions to hospital (persistantly symptomatic patients) generally should be treated in the ED for approximately 3 hours after the administration of steroids before making a final disposition decision  (unless clinical status deteriorates), allowing steroids time to take effect.

5.
Notifies Primary Care Physician of the current ED visit and discharge plan.

Severity of Asthma Exacerbations
	
	Mild
· Use small volume nebulizer

·  Albuterol only 

· No initial steroids
	Moderate
· Use large volume nebulizer

·  Albuterol & Atrovent 

· Steroids with start of neb.
	Severe
· Use large volume nebulizer

·  Albuterol & Atrovent 

· Steroids with start of neb.
	Respiratory Arrest Imminent

	Breathless
	Walking

Can lie down
	Talking

Infant-softer shorter     cry
Difficulty                feeding

Prefers sitting
	At rest

Infant stops      feeding

Hunched forward
	

	Talks In
	Sentences
	Phrases
	Words
	

	Alertness
	May be agitated
	Usually agitated
	Usually agitated
	Drowsy or confused

	Respiratory Rate
	Increased
	Increased
	 Often >30/min
	

	
	Guide to rates of breathing associated with respiratory distress in awake children:
        Age                                                   Normal Rate
     <2 mon                                                     <60/min

     2-12 mon                                                  <50/min

     1-5 years                                                   <40/min

     6-8 years                                                   <30/min
	

	Accessory Muscle and Suprasternal Retractions
	Usually not
	Usually
	Usually
	Paradoxical thoracoabdominal movement

	Wheeze
	Moderate, often only end-expiratory
	Loud
	Usually Loud
	Absence of wheeze

	Pulse
	<100
	100-120
	>120
	Bradycardia

	
	Guide to limits of normal pulse rate in children:
Infants                       2-12 months                Nl rate=  <160/min

Preschool                   1-2 years                                    <120/min

School Age                2-8 yars                                      <110/min
	

	Peak Flow

 5 years of age
% predicted of  % personal best
	Over 80%
	Aprox. 60-80%
	<60%
	

	SaO2% (on RA)
	>92%
	88-92%
	<88%
	


*Table adapted from Global Iniative for Asthma. National Institute of Health. Publication number 95-3659. January 1995. Pg.100.
