State of Wisconsin 
Emergency Medical Services

Sample Medical Guidelines
	Pediatric Asthma

(Includes Reactive Airways Disease and Bronchospasm)


Note: 
· Asthma is usually a disease that develops in childhood. There is usually an identifiable trigger, like infection, weather changes or exposure to certain allergens (e.g., dogs, pollen, smoking, etc.). 

· The so-called classic triad of dyspnea, cough and wheezing may not always be present.

· Patients with a history of near fatal asthma or have had prior admissions to an ICU are at increased risk of recurrent severe attacks and asthma-related death.
· Remember: “All that wheezes is not asthma!” 

· The absence of wheezing may be indicative of extreme airflow obstruction. 
	Priorities
	Assessment Findings

	Chief Complaint
	Difficulty breathing, shortness of breath, coughing

	OPQRST
	Determine onset, duration and progression, triggering events, response to treatment at home, and subjective severity

	Associated Symptoms/ Pertinent Negatives
	Chest pain, fever/chills, cough/productive of what, recent changes in sputum color.  Consider other possibilities such as croup, allergic reaction, foreign body ingestion, etc.

	SAMPLE
	Exposure to a known allergen. History of asthma or previous bronchospasm.  Current or past medications for these problems (e.g., albuterol, Atrovent, Advair, prednisone, antibiotics). Compliance with these mediations recently.

	Initial Exam
	Check ABCs and correct immediately life-threatening problems.

	Detailed Focused Exam
	General Appearance: Tripod positioning, purse-lipped breathing? Severity of distress?

Skin: Cool, moist and pale? Warm, dry and flushed? Urticaria? Cyanosis?

Respiratory Effort: Using accessory muscles, signs of fatigue; two-word sentences?

Lung Sounds: Wheezes, rales, rhonchi or stridor?  Decreased or absent lung sounds?  Prolonged expiratory phase? Absence of wheezing?

Heart Sounds: Rate, regularity?

Neuro: ALOC, lethargy, somnolence, agitation?

	Goals of Therapy
	Improve oxygenation and ventilation; reduce distress and the work of breathing.

	Monitoring
	BP, HR, RR, EKG, SpO2, serial auscultation of the chest.



	EMERGENCY MEDICAL RESPONDER (EMR)


· Routine Medical Care

· Allow/assist the patient to assume a position of comfort (usually upright).

· Oxygen 

· Assisted Ventilation.  Support ventilation with BVM if apnea or hypopnea occurs.

· Airway Adjuncts: If there is loss of consciousness and no gag reflex, insert an oropharyngeal or advanced airway, if approved.  Use a nasopharyngeal airway with gag reflex.

	EMERGENCY MEDICAL TECHNICIAN (EMT)


· Assist with patient-prescribed medications

· Albuterol with or without Atrovent MDI 2 Puffs, if approved.
· Nebulizer Therapy:

· Albuterol Unit Dose (2.5 mg in 3 ml) administer per hand held nebulizer or mask, if approved.  May repeat X 2 additional doses.
· Consider Atrovent (0.5mg in 3ml) if approved.
Contact medical control for the following:

· More doses of Albuterol/Atrovent
· Continuous Albuterol nebulizer treatments 3 unit doses back to back

	ADVANCED EMT (AEMT)


· Continue with airway support and medications as directed
· Consider IV/IO NS @ TKO
Contact medical control for the following:
· Epinephrine IM 0.01mg/kg (1:1000) max dose 0.5mg 
	Intermediate 


· Consider  IV NS @ TKO

· For severe asthma, consider  Epinephrine IM 0.01mg/kg (1:1000) max dose 0.5mg 

	Contact medical control for the following:
· Repeat Epinephrine IM if the signs of severe distress continue after 10 minutes.  


	PARAMEDIC 


· Advanced airway as indicated 
· Consider Solu-Medrol 2 mg/kg IV max 125 mg
	Contact Medical Control for the following:

· Additional doses of these medications appear to be needed.

· For refractory asthma:  Epinephrine IV 0.01mg/kg (1:10,000) max single dose 0.1mg repeat every 5 – 10 minutes as ordered by Medical Control.
· Consider Magnesium Sulfate IV 50 mg/kg max 2 g over 10 minutes 
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