
In-patient Asthma Clinical Practice Guideline


Plan of Care
Point of entry (ER and/or Primary Care Clinic)
Admit to Floor
Day   1
Day 2
Day 3

CONSULTS
Family Practice and/or PEDs on-call admit MD
Consult prn [RT, d/c planner (if home equipment needed)], Consider enrollment in EFM program 
Consult to Peds asthma clinic 

----------------------------------(
------------------------------------(
Allergist as needed (at 

PCM discretion)

------------------------------------(

DIAGNOSTIC 

STUDIES
Pulse Oximetry  1st 8 hrs continuous if indicted and there  

                           after  saturation q1h prn. 

RSV                    For child < 2 yr., cardiac, BPD, or 

                            premature

Chem-7              If clinical signs of dehydration

CXR                   <1 yr., 1st time wheezing  episode or fever UKO

Theo Level         If on Theo at home

ABG                   Severe distress, hypoventilation. Repeat  prn. 
Pulse Oximetry   Q 4h  (Pulse Ox obtained within 30 min of admit to floor).

Repeat labs as needed.

CBG if perfusion is adequate
Continue to monitor pulse oximetry

Obtain Theo level if on Theophylline. 
Pulse Oximetry q8h

Consider CXR and/or Sinus X-ray if no improvement

Still requires  O2 if:

- P Ox < 94%     

- Remains febrile

- If nebs remain at q3h or less


Once O2 weaned and saturations remain 95% or greater, D/C pulse oximetry. 

Checks pulse ox and 

document prior to discharge. 



ASSESSMENT/

TREATMENTS
H&P

PEFR                   Pre/Post TX for child > 6 

O2                        If POX <95 by any means the pt         

                             tolerates; TKS > 94%.

Scale Weight in Kg   ---------------------------------(
V/S                        Per ER/Clinic SOP-----(
Nursing Assess   Per ER/Clinic SOP-----(
Routine I/O            ---------------------(
Nebulization         Bronchodilator adm (Atrovent q4-6H). 
PEFR     Pre/Post TX for child >6

O2          If POX <95 by any means the pt  tolerates; TKS > 94%.

Daily Wt in Kg----------------------(
V/S        ----------------------(
Nursing Assess  Per unit SOP--------(
Routine I/O--------------------------(
Nebulization     (1st TX within 1 hr of admission) Bronchodilator q2-4h       
Continue O2 as needed

----------------------------------(
----------------------(
----------------------(
----------------------(
--------------------------(
Nebulizer q 2-4 hours as indicated
Wean as needed

----------------------------------(
----------------------(
----------------------------------(
----------------------(
--------------------------(
----------------------------------(
Room Air

----------------------------------(
----------------------(
----------------------------------(
----------------------(
--------------------------(
----------------------------------(
Nebulization q 4 hours 

or greater

MEDICATIONS/IV FLUIDS
Consider IV access after airway secured for severe distress, or mild to moderate not responding to TX.

Consider Antibiotics   For purulent sputum or fever/ identifiable bacterial infection on exam (1st dose within one hr of admission)

Corticosteriods administered for mod-severe distress. *Sedatives & Mucolytics should be avoided.

Maintain IV as ordered

----------------------(
----------------------(
If PO intake adequate convert IV to HL. 

Wean to oral as indicated or D/C if indicted

Wean to oral  or D/C if indicated
----------------------------------(
----------------------------------(
As pt improves wean dose, frequency or route as ordered. 
D/C IV 

----------------------------------(
----------------------------------(

NUTRITION
NPO
Advance Diet as tolerated 
----------------------------------(

----------------------------------(

----------------------------------(


SELFCARE/

ACTIVITY/

SAFETY
Bedrest
BRP when age and condition appropriate
Progress activity as tolerated
----------------------------------(

----------------------------------(


TEACHING (INDIVIDUALIZED WITH PATIENT/

PARENT SITUATION)
Plan of care and disease process reviewed
Review disease process with family and plan of care 

Explain EFM program - initiate enrollment paperwork . 
Instruct MDI usage 

Reinforce Day 1 Teaching

Discuss trigger management 

Home plan of care 

What to do if no response to TX

Instruct on PEFR monitoring and record keeping
Discuss allergen avoidance 

Review medications
Continue to reinforce 

previous teachings. 

Obtain discharge order 

and prescriptions.

F/U appointment with PCM within 72-96H of D/C.

D/C Planning

Identify d/c planning needs on admit as needed
Follow up & Continue as needed
----------------------------------(

-------------(


RN INITIALS AM/NOC











MD INITIAL






ABBREVIATIONS  ;  TKS = To keep Sats;   POX= Pulse  Oximetery   RSV:  ??? Virus       Theo=  Theophyline    TX=Treatment   RT=Respiratory Therapy  D/C=Discharge  CBG=Capillary Blod Gas   PEFR=Peak End  ????  EFM = Exceptinal Family Member Program  

MDI=Metered Dose Inhaler 
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