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BLS

• Assess & support ABCs

• High flow O2

• Assess V/S, including SpO2

• Assess history & physical, determine degree of illness

• Minimize stimulation – keep pt calm and consider allowing parent to 

hold the child &/or O2 mask if their presence calms the child

• The hallmark of upper airway obstruction (croup, epiglottitis, foreign body airway obstruction) is inspiratory stridor.

• Do not attempt to visualize the throat or insert anything into the mouth if epiglottitis is suspected.

Monitor & reassess

ALS

• Cardiac monitor

• Consider nebulized saline

Base/Modified Base Hospital Order Only

Nebulized epinephrine

• 1:1000 - 0.5 mL/kg (max: 5 mL) nebulizer or BVM

• For doses <5 mL, mix with NS to = 5 mL of volume 

OR

Racemic epinephrine

• One (1) - 0.5 ml vial of 2.25% inhalation solution

• Mix with NS to = 5 ml of volume

YES

If full upper airway occlusion suspected

• Ensure proper airway positioning and BVM seal

• Attempt to ventilate and reassess

• Perform needle cricothyrotomy as airway of last resort 

NO
Croup or Epiglottitis 

suspected?

Monitor & 

reassess
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