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• Add bronchiolitis to problem list

• Utilize bronchiolitis admission order set

• Initiate supportive care:

• Nasal suction

• Soothe/swaddle

• Anti-pyretic if febrile

• Optimize hydration

END

Discharge home with 
instructions & follow-up care 

Discharge Criteria

• Off oxygen for 4 hours 
• Mild to no respiratory distress 
• No wall suctioning required for 4 hours prior to 

discharge
• Able to maintain adequate oral intake: >= 75% of 

expected oral intake for 4 hours prior to 
discharge   

• Follow-up care available
• Return criteria & supportive care reviewed with 

family

NO

YES

Does the patient 
meet the bronchiolitis 
clinical care guideline 

criteria? 
(see Box A & B)

Reassess
as needed

Weaning Guidance

• If on supplemental oxygen, wean by a minimum 

of 1L at least every 4 hours as tolerated to 
maintain saturations >=90%

• When patient has been off oxygen for 1 hour and 

saturations are stable at >=90%, discontinue 
continuous monitors, notify provider to 
discontinue monitoring order and transition to 
spot check pulse ox with vitals

• Continue to assess need for suctioning

Assess Respiratory Distress per Box C
note: clinicians should reassess respiratory distress 

classification as needed per patient symptoms

MILD

• Bulb nasal suction

• Spot check pulse ox with vitals if on 

room air

• Supplemental oxygen if persistently 

<88% 

• Continuous monitors only if on oxygen

• Continue normal feeds 

MODERATE

• Bulb or wall nasal suction

• Spot check pulse ox with vitals if on 

room air

• Supplemental oxygen if persistently 

<88% 

• Continuous monitors only if on oxygen

• Normal feeds as tolerated

• Consider IV fluids or NG feeds if PO 

intake inadequate (<75% of 
maintenance needs) or increased 
respiratory distress with feeds

SEVERE

• Wall nasal suction

• Can consider nasopharyngeal suction if 

no improvement with nasal suction

• Supplemental oxygen if persistently 

<88%

• Continuous monitors 

• NPO, IV fluids pending respiratory 

support needs

• If distress remains severe, escalate 

respiratory support (consider HFNC, 
CPAP, BiPAP)

SEVERE

• Wall nasal suction

• Can consider nasopharyngeal suction if 

no improvement with nasal suction

• Supplemental oxygen if persistently 

<88%

• Continuous monitors 

• NPO, IV fluids pending respiratory 

support needs

• If distress remains severe, escalate 

respiratory support (consider HFNC, 
CPAP, BiPAP)

WEANING

• Consider escalation to moderate or severe 

respiratory distress classification for worsening 
work of breathing, suctioning needs

 

• Consider immediate escalation of care for any of 

the following: apnea, bradypnea, decreased 
responsiveness, diminished/absent breath 
sounds, poor perfusion, hypoxemia despite 
supplemental oxygen

ESCALATION

Does the 
patient meet 

discharge 
criteria?

YES

NO

Bronchiolitis Algorithm
Inpatient

Bronchiolitis Algorithm
Inpatient

A. Inclusion Criteria

• 1 – 24 months

• Diagnosis of bronchiolitis

B. Exclusion Criteria

• Prematurity (GA <34 weeks 

and <6 months of age)

• Chronic lung disease 

requiring baseline 
medications or oxygen

• Unrepaired congenital heart 

disease or hemodynamically 
significant cardiac disease 
requiring cardiac medications 

• Anatomic airway defects 

including those with recent 
repair

• Neuromuscular disease

• Immunodeficiency

C. Respiratory Distress 
Classification

• Mild: Accessory muscle use, 
mild indrawing of subcostal 
and intercostal muscles, mild 
tachypnea, no grunting 

• Moderate: accessory muscles 
use, moderate indrawing of 
subcostal and intercostal 
muscles, moderate 
tachypnea, occasional 
grunting 

• Severe: use of all accessory 
muscles, severe indrawing of 
subcostal and intercostal 
muscles, severe tachypnea, 
regular grunting 

D. Additional Considerations

• Lapses in assessing 

suctioning need (>4h) may 
lead to increased length of 
stay

• Repeated nasopharyngeal 

(“deep”) suctioning may 
lead to nasal edema and 
may be associated with 
increased length of stay

• Bronchodilators are not 

routinely indicated. If a 
one-time albuterol trial is 
performed, indication and 
response should be 
documented.

• Nebulized hypertonic saline 

can be considered in 
admitted children, 
especially if hospital course 
protracted. 

• Systemic corticosteroids, 

CXR, and/or viral testing 
are not routinely 
recommended.

• Antibiotics are not 

routinely recommended 
unless there is evidence of 
or strong suspicion for a 
concurrent bacterial 
infection

© Ann & Robert H. Lurie Children’s Hospital of Chicago                                                                                                                                                                                             Last update: 05.02.2024 AS

This clinical care guideline is meant as a guide for the healthcare provider, does not establish a standard of care, and is not a substitute for medical judgment which should be applied based upon 
the individual circumstances and clinical condition of the patient.

EvidenceEvidence

https://luriechildrens.sharepoint.com/:b:/r/sites/ClinicalCareGuidelinesinPractice/Shared%20Documents/High%20Flow%20Nasal%20Cannula/High%20Flow%20Nasal%20Cannula%20Algorithm.pdf?csf=1&web=1&e=GbYioB
https://luriechildrens.sharepoint.com/:b:/r/sites/ClinicalCareGuidelinesinPractice/Shared%20Documents/High%20Flow%20Nasal%20Cannula/High%20Flow%20Nasal%20Cannula%20Algorithm.pdf?csf=1&web=1&e=GbYioB


Algorithm
Department

Bronchiolitis Algorithm
Appendix

Bronchiolitis Algorithm
Appendix

© Ann & Robert H. Lurie Children’s Hospital of Chicago                                                                                                                                                                                             Last update: 07.19.2024 AS

This clinical care guideline is meant as a guide for the healthcare provider, does not establish a standard of care, and is not a substitute for medical judgment which should be applied based upon 
the individual circumstances and clinical condition of the patient.

References

Al-Ansari K, Sakran M, Davidson BL, Sayyed RE, Mahjoub H, Ibrahim K.  Nebulized 5% or 3% Hypertonic or 0.9% Saline for Treating Acute Bronchiolitis in Infants.  Journal of Pediatrics 2010; 157: 630-4.
Anil AB, Anil M, Saglam AB, Cetin N, Bal A, Aksu N. High Volume Normal Saline Alone Is as Effective as Nebulized Salbutamol-Normal Saline, Epinephrine-Normal Saline, and 3% Saline in Mild Bronchiolitis. 
Pediatric Pulmonology 2010; 45(1):41-7.

Briggs SB, et al. Decreasing Goal Oxygen Saturations in Bronchiolitis is Associated with Decreased Length of Stay. Hospital Pediatrics. 2023; 13(8):688-694.

Brooks, C. G., Harrison, W. N., & Ralston, S. L. (2016). Association Between Hypertonic Saline and Hospital Length of Stay in Acute Viral Bronchiolitis: A Reanalysis of 2 Meta-analyses. JAMA Pediatr, 170(6), 
577-584. doi: 10.1001/jamapediatrics.2016.0079

Florin, T. A., Byczkowski, T., Ruddy, R. M., Zorc, J. J., Test, M., & Shah, S. S. (2014). Variation in the management of infants hospitalized for bronchiolitis persists after the 2006 American Academy of 
Pediatrics bronchiolitis guidelines. J Pediatr, 165(4), 786-792 e781. doi: 10.1016/j.jpeds.2014.05.057

Grewal S, Ali S, McConnell DW, Vandermeer B, Klassen TP.  A randomized trial of nebulized 3% hypertonic saline with epinephrine in the treatment of acute bronchiolitis in the emergency department.  
Arch Pediatr Adolesc Med. 2009 Nov;163(11):1007-12.

Ipek IO, Yalcin EU, Sezer RG, Bozaykut A. The efficacy of nebulized salbutamol, hypertonic saline and salbutamol/hypertonic saline combination in moderate bronchiolitis. Pulmonary Pharmacology & 
Therapeutics 2011; 24: 633-7.

Jacobs JD, Foster M, Wan J, Pershad J.  7% hypertonic saline in acute bronchiolitis: a randomized controlled trial.  Pediatrics. 2014 Jan;133(1):e8-e13.

Kusik BA, Al Qaghi SA, Kent S, Flavin MP, Hopman W, Hotte S et al. Nebulized Hypertonic Saline in the Treatment of Viral Bronchiolitis in Infants. Journal of Pediatrics 2007; 151: 266-70.

Kuzik BA, Flavin MP, Kent S, Zielinski D, Kwan CW, Adeleye A, Vegsund BC, Rossi C.  Effect of inhaled hypertonic saline on hospital admission rate in children with viral bronchiolitis: a randomized trial.  
CJEM. 2010 Nov;12(6):477-84.

Landrigan, C. P., Conway, P. H., Stucky, E. R., Chiang, V. W., & Ottolini, M. C. (2008). Variation in pediatric hospitalists' use of proven and unproven therapies: a study from the Pediatric Research in 
Inpatient Settings (PRIS) network. J Hosp Med, 3(4), 292-298. doi: 10.1002/jhm.347

Luo Z, Liu E, Luo J, Li S, Zeng F, Yang X, Fu Z.  Nebulized hypertonic saline/salbutamol solution treatment in hospitalized children with mild to moderate bronchiolitis.  Pediatr Int. 2010 Apr;52(2):199-202.

Luo Z, Fu Z, Liu E, Xu X, Fu X, Peng D, Liu Y, Li S, Zeng F, Yang X Nebulized hypertonic saline treatment in hospitalized children with moderate to severe viral bronchiolitis.  Clin Microbiol Infect. 2011 
Dec;17(12):1829-33.

Mandelberg A, Tal G, Witzling M, Someck E, Houri S, Balin A, Priel IE.  Nebulized 3% hypertonic saline solution treatment in hospitalized infants with viral bronchiolitis Chest. 2003 Feb;123(2):481-7.

McCulloh, R., Koster, M., Ralston, S., Johnson, M., Hill, V., Koehn, K., . . . Alverson, B. (2015). Use of Intermittent vs Continuous Pulse Oximetry for Nonhypoxemic Infants and Young Children Hospitalized for 
Bronchiolitis: A Randomized Clinical Trial. JAMA Pediatr, 169(10), 898-904. doi: 10.1001/jamapediatrics.2015.1746

Mussman, G. M., Parker, M. W., Statile, A., Sucharew, H., & Brady, P. W. (2013). Suctioning and length of stay in infants hospitalized with bronchiolitis. JAMA Pediatr, 167(5), 414-421.

Parikh, K., Hall, M., Mittal, V., Montalbano, A., Mussman, G. M., Morse, R. B., . . . Shah, S. S. (2014). Establishing benchmarks for the hospitalized care of children with asthma, bronchiolitis, and pneumonia. 
Pediatrics, 134(3), 555-562. doi: 10.1542/peds.2014-1052 doi: 10.1001/jamapediatrics.2013.36

Ralston, S., Comick, A., Nichols, E., Parker, D., & Lanter, P. (2014). Effectiveness of quality improvement in hospitalization for bronchiolitis: a systematic review. Pediatrics, 134(3), 571-581. doi: 10.1542/
peds.2014-1036

Ralston, S., Garber, M., Narang, S., Shen, M., Pate, B., Pope, J., . . . Ryan, M. (2013). Decreasing unnecessary utilization in acute bronchiolitis care: results from the value in inpatient pediatrics network. J 
Hosp Med, 8(1), 25-30. doi: 10.1002/jhm.1982

Ralston, S. L., Lieberthal, A. S., Meissner, H. C., Alverson, B. K., Baley, J. E., Gadomski, A. M., . . . American Academy of, P. (2014). Clinical practice guideline: the diagnosis, management, and prevention of 
bronchiolitis. Pediatrics, 134(5), e1474-1502. doi: 10.1542/peds.2014-2742

Ralston S, Hill V, Martinez M.  Nebulized hypertonic saline without adjunctive bronchodilators for children with bronchiolitis.  Pediatrics. 2010 Sep;126(3):e520-5.

Outcome Measure:
• Length of stay

Process Measures:
• ED discharge rate

Balancing Measures:
• No return to ED rate

This guideline is developed based on the best available evidence and local expert consensus for elements of which evidence are inconclusive.

Bronchiolitis Clinical Care Guideline Overview

Background & Problem:
• Variation in care of bronchiolitis patients has resulted in higher than expected observed/

expected length of stay (LOS) ratio.

Inclusion:
• Patients 1 – 24 months
• ED: clinical impression bronchiolitis
• Inpatient: diagnosis of bronchiolitis

Exclusion:
• Prematurity (GA <34 weeks and <6 months of age)
• Chronic lung disease requiring baseline medications or oxygen
• Unrepaired congenital heart disease or hemodynamically significant cardiac disease requiring 

cardiac medications 
• Anatomic airway defects including those with recent repair
• Neuromuscular disease
• Immunodeficiency

Clinical Leads:
• Mary Elliott, MD (Hospital-Based Medicine)
• Sara Ros, MD (Hospital-Based Medicine)
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Improvement Consultants:
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