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Acute Upper Airway Obstruction

A blockage of any portion of the upper airway can cause obstruction and impair the movement of air through the respiratory
system. Stridor and change of voice are common signs of upper airway obstruction and should be escalated immediately.

South West Regional Guidelines:

www.watch.nhs.uk/quidelines - Upper Airway Obstruction

For Clinicians | University Hospitals Bristol NHS Foundation Trust (uhbristol.nhs.uk) - Croup Management

Clinical Presentation: Differential Diagnosis (Not post-extubation):
Blockage of any portion of the airway above the thoracic - Croup ' Subglotti_c ste_nosis
inlet. - Foreign body inhalation (especially in ex-prem)

- Peritonsillar abscess
(quinsy)

- Retropharyngeal abscess

Stridor, suprasternal retractions and change of voice - Anaphylaxis

are common signs of upper airway obstruction . Epiglottitis

When deciding whether to admit to critical care,  Bacterial tracheitis - Vocal cord paralysis

also consider immediate senior doctor review and - Laryngomalacia - Laryngeal mucosal
(congenital causes)

Intensive Care / WATCh involvement if signs of lesions
impending respiratory arrest:
. Change in mental state / pallor or duskiness Indications for Intubation:
. Decreased recession / decreased breath sounds . Suspected epiglottitis
If no signs of impeding respiratory arrest, continue with | | ® Inhalational injury
management flow diagram if croup is the working diag- o Reduction of conscious level
nosis (Page 2)
. Exhaustion
. Refractory hypoxia or hypercapnia
Considerations for Intubation: Utilise local paediatric intubation checklist
. Call for senior anaesthetic and ENT support to be present at the intubation
. Consider location —for access to equipment theatres is ideal but balance against the risk of transporting a child with an un-
stable airway
. Temporise as much as safely able while getting people and equipment ready (adrenaline nebulisers, PEEP if tolerated)
. Anticipate a smaller ETT requirement than indicated by age—start with %2 size smaller than standard calculations, uncuffed
ETT preferred in pure upper airway obstruction (discuss with WATCh). DO NOT CUT
. Have 10 available unless IV access is in situ at induction
. Gas induction is preferred whenever possible. IV induction is an alternative when benefits (e.g. equipment availability) out-
weigh risks of worsening airway obstruction. Muscle relaxant may make mask ventilation easier
. Place and aspirate NG tube to decompress stomach
. Anticipate a difficult airway and ensure equipment and personnel for emergency oxygenation plans are prepared (including

front of neck access). This includes an ENT surgeon where possible.

Management Following Intubation:

o Secure ETT, continuous EtCO2 monitoring
. CXR for ETT position

. Place two secure points of IV access —peripheral access is usually sufficient unless peripheral access is difficult or shock is
present.

. Maintain sedation with IV morphine and midazolam infusions and muscle relaxation with a continuous infusion of Rocuroni-
um

o Specific treatments if not already instituted e.g. Dexamethasone 0.25 mg/kg IV for croup, antibiotics
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1. Rapid senior review, paediatrics and
intensive care /anaesthetics

2. Nebulised Adrenaline (0.4mL/kg of
1:1000 solution to a maximum of 5mL—can be
repeated after 30 minutes if necessary)

3. Prioritise Oral dexamethasone 0.6mg/
kg as a single dose (N.B. max 12mg/

day ) otherwise Nebulised Budesonide as
a single dose (2mg) if persistent vomiting

Assess severity using Westley Clinical Scoring System — add up total score for all 5 parameters
Inspiratory Stridor Air Entry Cyanosis Intercostal Recession | Level of consciousness
Not present 0 [ Normal 0 [ None 0 | mild 1 | Normal 0
When active/ 1 Mildly decreased 1 [ when active/ 4 | Moderate 2
agitated agitated

Altered 5
At rest 2 Severely decreased 2 | Atrest 5 [severe 3
Score > 6 Score 3-6 Score £2
SEVERE—consider MET Call 2222 MODERATE MILD

Give single dose oral dexame-
thasone (0.15mg/kg), consider
repeat doses every 12 hours if
required OR 0.3mg/kg if protracted
croup OR oral Prednisolone 1-
2mg/kg- a repeat dose may be
required at 12 hours

Consider single dose oral
dexamethasone (0.15mg/kg) if
mild, OR oral Prednisolone if
likely to be a delay (1-2mg/kg-
a repeat dose may be required
at 12 hours)

or respiratory distress prevent oral admin-
istration of dexamethasone

4. Minimise stress, pulse oximetry,
oxygen if sats < 92%

- Minimise stress
- Sit upright on carers lap

- Perform medical examina-
- tion, do not inspect airway

- No stridor at rest
‘ - No recession

- Normal observations

Good response:
Observe for at least
4 hrs to monitor
rebound symptoms

Severe Respiratory

Distress:

- Give 2nd Adrenaline
neb

- Administer 15L/min

. Recurrence : Admit
oxygen via non-

rebreathe mask

- Consider alternative
diagnoses

Poor response: Involve Intensive Care /
WATCNh, consider Paediatric Medical
Emergency Call and Intubation

l

Observe for up to 4 hours

!

Minimal Improvement. Senior
review prior to discharge.
Consider admission if:

Discharge home with appropriate
advice

- Stridor at rest
- Poor response to treatment

- Recurrent presentations in 24
hrs

- Inadequate fluid intake

- Uncertain diagnosis

- Parental anxiety

- Structural airway abnormality

- Late evening presentation
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