Primary Objective
“Viral croup is an acute inflammatory process in response to a viral infection that causes upper airway obstruction
(primarily of the subglottic region) resulting in inspiratory stridor, barky cough and in more severe cases respiratory
distress. Infection begins in the nasopharynx and spreads to the respiratory epithelium of larynx & trachea. Inflammation
and edema of the vocal folds causes hoarseness” (Tyler, 2017). Delayed identification and treatment of Croup can
significantly impact patient outcomes, but can be reduced with appropriate screening and medical treatment. The intention
of this pathway is to standardize patient evaluation for suspected Viral Croup, expedite appropriate steroid and aerosol
treatments, judiciously consult appropriate subspecialty services (ENT), reduce returns to the Emergency Room, Urgent
Care, or Clinic within twenty-four hours, and prevent unnecessary treatments or imaging.
Inclusion criteria: Patients between six months and six years of age and previously healthy that present with signs and
symptoms of croup. Signs and symptoms may include hoarse voice, barking cough, stridor, retractions, tachypnea or
tachycardia (Johnson, 2009).
Exclusion criteria: Patients under six months of age and greater than six years of age, with known airway abnormality,
hypotonia, neuromuscular disorder, or symptoms suggestive of alternative diagnosis.
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Rationale
A Viral Croup pathway will standardize patient evaluation for suspected croup by expediting which medications are used for first and
second line to treat croup based on severity of Croup symptoms. The pathway will guide appropriate consults by subspecialty
services (ENT). By implementing this pathway workflow in the Emergency Department will be streamlined and will reduce the time
from triage to steroid and nebulizer administration, guide disposition of patient, and decrease number of patients returning to the
Emergency Department, Urgent Care or Clinic. By implementing this pathway workflow in the Urgent Care and Physicians Clinic
area, care delivery will be streamlined and will increase the use of the Croup Smart Set, guide disposition of patient, and decrease
number of patients returning to the Emergency Department, Urgent Care or Clinic. Barriers that could be expected are noncompliance with the pathway, delays as people become more educated and accustomed to using the pathway, incorrect diagnosis of
the patient, and availability of the medications in the various sites may also be barriers.

Metrics
Emergency Department:
1. Decrease return to ED within 72 hours for patients with diagnosis of Croup.
2. Decrease time from patient triage to Dexamethasone administration for patients with a diagnosis of Croup.
3. Decrease time from patient triage to Racemic epinephrine administration for patients with a diagnosis of Croup with triage
score of 2 (stridor at rest) or higher.
Outpatient:
1. Decrease return to ED/CP/UC within 72 hours for patients with diagnosis of Croup.
2. Utilization of the Croup Pathway during the initial evaluation and medical management. Will measure based on use of Croup
Order set/Smart set for patients with diagnosis of Croup.
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3.

Decrease the use of Viral PCR testing in patients with diagnosis of Croup.

Balancing Metric:
1. Missing additional respiratory diagnoses (e.g. bacterial tracheitis/epiglottitis).

Evidence
Severity Assessment
Standard severity assessment of viral croup has been associated with decrease in admissions, increase in appropriate
medical interventions, decrease in LOS, and decrease in return to ED. Mild severity is generally categorized as minimal
stridor, barky cough, suprasternal retractions only, and ability to talk or feed comfortably. Moderate severity of croup is
inspiratory stridor at rest, intracostal and suprasternal retractions at rest, and difficulty talking or feeding. Severe to LifeThreatening croup presents as biphasic stridor or absence due to poor respiratory effort, severe retractions, hypoxemia or
cyanosis, unable to talk or feed.
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Dexamethasone
The use of dexamethasone has been shown effective in the Croup patient population. It has reduced symptoms of croup,
reduced length of stay, reduced rate of return visits to the Emergency Department, and reduced intubation rates. We
recommend one time dosing of Dexamethasone at 0.6 mg/kg. It has not been shown that prednisolone and low-dose
dexamethasone have difference in efficacy of treatment of Croup patients as compared to 0.6 mg/kg dosing.
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Racemic Epinephrine
Racemic epinephrine has been shown to reduce the symptoms of croup within thirty minutes. Racemic epinephrine is
administered as 0.05 mL/kg per dose given via a nebulizer over fifteen minutes. Repeated doses may be warranted for
children with moderate to severe distress.
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Recommendations/Goals
1.
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Develop a standard initial evaluation and treatment plan to provide evidence-based care while improving time to administration
of dexamethasone and racemic epinephrine based on clinical assessment, as well as patient disposition.
Standardize patient disposition with mild, moderate or severe Croup, as well as appropriate ENT consultation.

Implementation Items
1.
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3.

Croup Pathway Emergency Department Algorithm
Croup Children’s Physicians & Urgent Care Algorithm
Revision of Children’s Physicians & Urgent Care Smart set
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