AFFIX TRIAGE LABEL HERE

AFFIX PATIENT IDENTIFICATION LABEL HERE
U.R. NUMBER:

SURNAME:

GIVEN NAME:

DATE OF BIRTH: / / SEX:

EMERGENCY DEPARTMENT: PAEDIATRIC ASTHMA CLINICAL PATHWAY

The Northern Hospital

Last updated October 2001 (Version2) MR 38K

INCLUSION CRITERIA:
* >2vyearsto <16 years
* Exhibits signs consistent with mild, moderate or
severe asthma

EXCLUSION CRITERIA:
e <2yearsto>16 years
< Exhibits signs consistent with “critical” asthmatic
condition (see algorithm — page 2)

TRIAGE OR INITIAL ASSESSMENT:

(circle where appropriate)
Mental state ¢ normal / agitated / confused / drowsy
Ability to talk/cry ¢ normal / hoarse / some
limitation / able to speak in (" sentences or ? words
Accessory muscle use/recession ¢ none / mild /
moderate / marked
Wheeze ¢ nil / on expiration / on insp. & expiration /
audible without stethoscope / silent chest

Temp: RR: HR: SpO0.:

Skin - Colour: PINK / PALE / CYANOSED
- Temp.: COOL / WARM / HOT / DRY
- Central Cap. refill (<2 sec): Y /N

Other:

RESPIRATORY HISTORY:

(circle where appropriate)

NEW or REPEATED dyspneoa/asthma presentation?

Does the patient have an Asthma Action Plan? Y /N
Previous admissions with asthma? Y/N No..
Previous ICU admissions? Y /N

Does the patient smoke (Y / N) or live with a smoker (Y / N)?

Trigger factors?

Interpreter required? Y / N

PARENT(s)/GUARDIAN(s):
Signed: Contact No’s: Home -
The following MUST be completed by the triage nurse: Mobile - Bus.: -
CATEGORY™"™): 1/2/3/4/5 Signed:
PRIMARY NURSE HISTORY: CUBICLE: WEIGHT: ALLERGIES:

Time:

IMMUNISATIONS UP TO DATE? Y /N

CURRENT MEDICATIONS:
Maintenance:

Current episode:

Other:

SIGNATIIRF:




Every staff member who documents within this clinical pathway must

Initial Nursing record their signature on the Signature Register (see p. 9).
Assessment
(seep. 1) All Patient Outcomes and Discharge Outcomes boxes must be initialled

“y” (yes) or “n” (no). If you initial “n”, please document in the Variance
Record on p.10 of this document.

» Confused/drowsy L

Critical "

(excluded from current
pathway)

. Maximal accessory muscle
use/recession

. Exhaustion

. SpO; <90% (R.A.)

Waiting Room Management

«  Salbutamol nebuliser prn Stage 3a: Discharge
* Ongoing obs & >2 hourly salbutamol
documentation by NTS ;ebuliseg;s
—Pp times or earlier
. Consider emla application Patient Outcomes
(initial Y / N to indicate complete prior to
discharge)
Y N
Mild (=49 > Respiratory status
. Normal mental state improved
. Subtle or no accessory Stage 1 Stage 2 .
e ysslecesson y X e s
+  Sp0;>95% (RA) Continuous to 20 minutely >20 minutely to 2 hourly (initia o acharge)
. Able to talk normally salbutamol nebulisers. salbutamol nebulisers 1 Asthma Action Plan
. . . Consider adding . o
Nil nebuliser Rx required — Ipratroprium bromide if 0. if SpO, <92% complete & DIW
stage 3 severe x3 in 1° hour Decision made re: patient’s gltl{gzginrt;ggﬂcate if pt
1 x salbutamol neb & HMO . o disposition —
R/V after 20 minutes P O:2if SpO, <82% admission/discharge adequate Plan & puta

IV cannulation if severe line through this page)

Oral prednisolone Early patient/parental 2 Follow-up organised
Good response —stage 3a Oral prednisolone education commenced ) o
(to remain in ED 60 mins (1mg/kg/D) or IV steroid if Nursing Review: 3 Dlscharge medlcatpns
post-nebuliser Rx) vomiting 10-20 mins post all nebs or | fgezcr:ﬁfs & explained
Poor response —Tx as Involve consultant level MO minimum 30 minutely if .p
moderate (stage 1) if moderate or severe longer intervals between 4 Written GP
Nursil P nebulisers Correspondence
ursing Review:
* (Cat2/3) 10-20 mins post all nebs or Medical Review: 5 Correct MDI/Spacer
Moderate more if required Hourly or earlier as technique demonstrated

. Normal mental state Medical Review: requested by nursing staff 6 Education material given

*  Some accessory ‘ 3
muscle use/recession 10;)2?_ mlgz post 3
«  Sp0,92-95% (RA.) |y nebulised dose ormore .

(e.g. patient failing to
improve satisfactorily)

Patient Outcomes

s frequent if severe
. Some limitation of (initial Y / N to indicate complete prior Stage 3b:
talking Patient Outcomes to proceeding to next stage) Admission/Transfer
(initial Y / N to iv_wdioate complete prior Y N
v ':lo proceeding to next stage) Respiratory status Ongoing nebuliser Rx prn
. improved Pt/parents prepared for
Severe ©"? Respiratory status Y — go to stage 3a admission or transfer
- Agitated/distressed improved N — i) reconsider Rx Nursing Review:
Y —go to stage 2 ii) go to stage 3b i
. Moderate to marked : ; 9 9 10-20 mins post all nebs or
N — i) reconsider Rx N -~ ” .
accessory muscle (r/o clinical Medications as charted minimum 30 minutely if longer
use/recesilon pathway if critical) All nursing R/Vs within interval between nebulisers
* Sp0,<92% (RA.) N ii) go to stage 3b time limits Patient Outcomes
. Marked limit in ability s . (please initial Y / N if complete prior to
to talk Medications as charted Pt/parents educated re: Ly admission/transfer)
«  N.B. Wheeze & All nursing R/Vs within plan of care and Y N
accessory muscle use time limits atntlmpated length of Respiratory status stable
may | with fatigue All medical R/Vs within siay for transport
+  Previous ICU time limits Medications as charted
admissions > . L
All nursing R/Vs within
P time limits
* Patients with moderate asthma should be observed fora Pt/parents educated re:
minimum of 120 minutes after their last nebuliser therapy 0.2 plan of pt disposition

before they are discharged.




EMERGENCY DEPARTMENT RECORD

AFFIX PATIENT IDENTIFICATION LABEL HERE
U.R. NUMBER:

SURNAME:

GIVEN NAME:

DATE OF BIRTH: / / SEX:
DATE: / / DAY:

NB: It is a legal requirement that time of assessment/review is recorded with each documented entry.

PAST HISTORY: TIME
CURRENT TREATMENT:
ALLERGIES:
p.3




TIME

M.O.’s signature:

(M.O.’s signature must also be registered in the Signature Register on p. 9)

NURSE INITIATED The standard dose of Salbutamol to be initiated by Nursing staff is a 5mg nebule via O neb.

Date & Time Drug Strength | Dose Route | Nurse’s Signature | Nurse’s Name
MEDICALLY PRESCRIBED:
Date Drug Dose | Route | Time Signature Time Given By:
to be Given
Given




AFFIX PATIENT IDENTIFICATION LABEL HERE
U.R. NUMBER:
SURNAME:

EMERGENCY DEPARTMENT GIVEN NAME:
OBSERVATION CHART

DATEOFBIRTH: /| SEX:
DATE: __ [/ DAY:

TIME | TEMP H.R. RESP (o]} (O]} ADDITONAL MEDICATIONS GIVEN INITIALS

SAT L/min OBSERVATIONS/COMMENTS




TIME TEMP H.R. RESP 0, 0O, ADDITONAL MEDICATIONS GIVEN INITIALS
SAT L/min OBSERVATIONS/COMMENTS
For additional Observation Chart space, please attach MR62 to rear of Clinical Pathway document
MOBILITY
| = Independent S = Supervision
A = Able to assist N = Not able to assist
DISCHARGE TIME Please circle

ON TROLLEY OFF TROLLEY
I/S/AIN I/S/AIN

Bed Rope / Slide Sheet / Backboard Hoist / Wheelchair /

Stick / Crutches /

DEPARTED WITH

Walking Frame

1 Assist / 2 Assist

Additional Mobility Details: ...........ccooiuiiiiii




The Northern Hospital Emergency Department AFFIX PATIENT IDENTIFICATION LABEL HERE

185 Cooper Street, Epping, Vic., 3076 U.R. NUMBER:
Telephone: 9219 8000 _
Facsimile: 9219 8633 (ED) SURNAME:

GIVEN NAME:

ASTHMA ACTION PLAN

DATE OF BIRTH: | SEX:
DATE: / / DAY:
When well
Preventer (if prescribed) SIGNED:
.................................................................. USE ..coiiiiiiiiiiiiiiiieeeee eeeee.... times/day
.................................................................. USE .ioiiiiiiiiiiiiiiiiiiiciieiiies eeen. ..., times/day
Reli&Ver . ... USE i (for relief of wheeze or cough)
Symptom controller (if prescribed) .....ovvvveeirenennn... USE iiiiiiiiiiiiciiee,
Before exercise take ..., USE i

When not well (at the first sign of cold or significant increase in wheeze or cough), take:

RelieVver: ..o USE i e, times/day
Preventer: ... ... USE .o e times/day
................................................................. USE .ioiviiiiiiiiiiiiiiiiiiieiceies eeen..... times/day
Symptom controller: ..o USE .o e times/day

When your symptoms get better, return to the doses in the “When well” section

If symptoms get worse

EXIra StePS 10 taKE: .o s
Emergency medication: ... Strength: ...

If you follow this plan, but your symptoms get worse, see a doctor immediately or call an ambulance.

Danger signs

* Symptoms get worse quickly

* Wheeze, chest tightness or shortness of breath continue after using the reliever medication or if they
return within minutes of taking the reliever medication

* Severe shortness of breath, inability to speak or cry because of breathlessness, blueness of lips or
drowsiness, exhaustion or disinterest in surroundings noticed.

If any of these danger signs develop, immediate action is needed: CALL AN AMBULANCE on “000”.

While waiting, give ... every ............ MINUEES, Via ...
Take this action plan with you when you visit the Doctor.

Please leave this copy of the Asthma Action Plan in this document. It should be photocopied for the family and
facsimiled to the GP.




AFFIX PATIENT IDENTIFICATION LABEL HERE
U.R. NUMBER:
SURNAME:
GIVEN NAME:
DATE OF BIRTH: / / SEX:
DATE: / / DAY:

Dear Doctor ,

This patient has been discharged from the Emergency Department at The Northern Hospital
following treatment for

The patient was treated with the following medications:

1.

2.

3.

4.

Other:

An appointment WILL / WILL NOT (circle) be made for this patient in The Northern Children’s
Specialist Centre. If an appointment has been requested, the patient will be contacted by mail
within 5 working days. If they do not receive this letter they are asked to please call the Centre on
9219 8417.

The patient was discharged with the medications listed on the attached Asthma Action Plan.
We have asked the family to seek review at your surgery at their earliest convenience. We have

also suggested that they should see you, or return to our ED if the condition of the patient should
fail to improve significantly or deteriorate within the next 48 hours.

Thank-you for continuing the management of this patient.

Yours sincerely,

(Dr. please print).

Please leave this copy of the GP Correspondence in this document. It should be photocopied for the family and
facsimiled to the GP. 0.8




EMERGENCY DEPARTMENT: PAEDIATRIC ASTHMA CLINICAL PATHWAY GUIDELINES

STANDARD:
The paediatric patient with asthma will receive optimal care as outlined in the Clinical Pathway from the time
they present to the triage desk to the time they are discharged, admitted or transferred.

PATIENT OUTCOMES:
1. Uneventful passage through TNH ED with well-communicated and documented assessment and
management congruent with disease severity.

a) The patient will receive complete triage or initial assessment and timely reevaluations where necessary.
b) Medical and nursing reassessment with relevant documentation will occur at key points stipulated.

c) By the time of discharge, the patient and their parent(s)/guardian(s) will have adequate knowledge of
the asthma disease process and management with good understanding their of discharge plan and
follow-up appointments.

DOCUMENTATION:

» The Clinical Pathway is part of the medical record and therefore, all healthcare staff should complete
and sign the appropriate sections. It is a legal requirement that the hospital documentation for all
children who fit the stated criteria should be undertaken within this document. All documentation
must be legible.

» Every staff member who documents within this clinical pathway must record their signature on
the Signature Register below.

VARIANCE:
» Avariance is the difference between what is expected for the typical patient and what actually happens.

* Variances are documented using the Variance Record at the rear of the document.

ABOUT THIS CLINICAL PATHWAY:

» Information about the use of this clinical pathway is available on the intranet site. Please see the
Shortcut to Clinical Pathway: Paed Asthma CP-2.doc, and in the resource folder located in the book
cupboard near the door of the steri. room (where drugs are drawn up). Laminated examples of the
pathway are also posted on the wall opposite the stainless steel paediatrics’ trolley outside cubicle 34.

» Further information is available by asking the ED NUM, an ED nurse educator or the ED Medical
Director.

SIGNATURE REGISTER

NAME (PRINT) SIGNATURE INITIAL DESIGNATION




VARIANCE RECORD

DATE | TIME VARIANCE EXPLANATION OF VARIANCE ACTION TAKEN & OUTCOME SIGNED
(24 hr SOURCE OUTCOME CODE (e.g. Combined sick leave and meal
clock) CODE (e.g. Nursing staff unavailable) break — ward staff called to assist)
(e.g. B5)

Instructions for Use

Any time a “NO” or “N” is recorded in a box in the algorithm (see p. 2), a variance needs to be recorded in the
above table. As a variation is any deviation from the expected outcome, variance patterns will be analysed to
ascertain compliance and rationale for non-compliance with this clinical pathway. It will therefore, assist in the
evaluation of the quality of the care, as well as help to further refine the clinical pathway.

If an activity is relevant for the child, but is achieved before or after the expected time-frame, indicate that a
variance has occurred by completing the above table. E.g. a patient with moderate asthma is discharged under
120 minutes of receiving their last nebulised therapy.

If the variance table is full, please go to the intranet site and reprint this page. Please remember to label it and
attach it to the rear of this document. If you have any queries regarding the use and implementation of this clinical
pathway, please address them to the NUM of the ED.

VARIANCE SOURCE CODE

A. PATIENT 6. pt/family decision 4. R/V not undertaken 2. delay in test results

1. patient condition 7. other 5. nursing staff unavailable 3. supplies/equip’t availability
2. infection (incl. possible) | B. CLINICAL 6. delay in drug administration 4. other

3. co-existing morbidities 1. delay in medical consult | 7. other D. COMMUNITY

4. non-compliance @ Rx 2. all cubicles full C. HOSPITAL 1. delay in transport availability
5. taken off pathway 3. observations incomplete | 1. delay in T/F to ward 2. other




SOME NOTES ABOUT THIS PATHWAY

« The clinical pathway has been designed to assist in the timely management and disposition of the paediatric
patient with asthma. The sentiments do not translate to the management of adults with asthma and should not
effect the management of such patients. E.g. IB has been shown through RCTs to have a much greater role in
the treatment of adult asthma than it does for children generally.

« Previously, it has not been common practice to record when patients with asthma were reassessed. A “time”
column has been added to the “Emergency Department Record” in order to facilitate this process. The working
party has designated times that it felt were reasonable for patients with asthma to be reassessed by medical staff
(see algorithm, p. 2). Please observe these times and record your reassessments chronologically.

* |tis noted that there is not always a consultant on duty in the ED to assess patients. At such times, the senior
medical officer on duty in the ED should be asked to assess patients who require this level of review (all
mod./severe patients). Consultant also includes review by receiving paediatric consultants/registrars and
intensivists.

ADMISSION INDICATIONS

1. All severe presentations

2. Most moderate presentations

3. Mild presentations — not usually, but need to consider:

l. Pt/parent reliability and compliance

. Social circumstances (adequate support/supervision)

1. Ease of hospital access

V. Patient’s relevant past history — e.g. history of ICU admissions
V. Parental resources — consider parental anxiety and reliability
4. Re-presentations within a short period of time (e.g. 3/7)

5. Failure to adequately improve with ED treatment

. Patient/parent viewpoint

Il. Failure to improve objectively (as noted through ongoing assessment findings)

6. Co-morbid factors

7. First time presentations — many of these children and a parent will require admission for reassurance and

education depending on all of the factors listed above. Other factors may need consideration, such as whether
the parent(s) already have experience with asthma management in a sibling as well as the level and timeliness
of support available from their GP.

DISPOSITION OF THE CHILD WITH ASTHMA

Please consider all of the points above, as well as the time of day or night.

The Clinical Pathway Working Party believes that it is appropriate for the patient with “mild” asthma to be observed
for 60 minutes after their last nebulised therapy prior to discharge home. They agreed that the patient with
“moderate” asthma should be observed for at least 120 minutes after their last nebulised therapy before it is safe for
them to be discharged.

REFERRING TO PAEDIATRIC OUTPATIENTS (AMBULATORY CARE)

1. Parents request to see a paediatrician

Any child with a moderate exacerbation of asthma

Any child with chronicity of interval symptoms — e.g. nocturnal cough or exercise-induced wheeze.

Any child presenting for the first time with wheeze or probable asthma

Any child with whom respiratory control is felt not to have been adequately achieved by earlier treatment.
When it is felt by the ED HMO that the patient is likely to benefit from a specialist opinion or review.

ALTERNATIVE (DIFFERENTIAL) DIAGNOSES

Please consider the following, especially if there is no past history of asthma.
1. Inhaled foreign body, especially if first episode and no allergies.

2. Cardiac failure in an infant with wheeze.

3. Anaphylaxis in any age group.

OTHER INVESTIGATIONS

The following investigations are not considered routine management of the child with mild, moderate or severe
asthma. Each is of course, justifiable and absolutely warranted in many circumstances — some of which have been
listed below as guides.

Arterial blood gases (ABGs) — Not usually necessary unless a patient is in extremis and is not responding to
appropriate therapy. Helpful when considering intubation and mechanical ventilation.

ook wd
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Chest xrays (CXRs) — Not necessary in the majority of patients unless symptoms or signs consistent with infection (e.g.
pneumonia) or a complication (e.g. pneumothorax, mucous plugging, foreign body).

Blood assay — Usually unwarranted unless sepsis is suspected. It has been noted that hypokalaemia may result

from an intracellular shift of K" due to beta-adrenergic usage, which can contribute to myocardial irritability (Kardon,
1996). Concomitant use of O, may reduce cardiotoxicity exacerbated by hypoxia (Schaffer, 1991).

PHARMACOLOGY

Salbutamol (sulfate) — intermittent: 5mg nebule. Neat: 1 — 4 ml 0.5% solution (not nebules) per dose (Shann, 1998).
IV — Salbutamol — please refer to current Paediatric Pharmacopoeia, RCH (at October 2001, this was 1997).
Ipratropium bromide (e.g. Atrovent) — For severe asthma, the addition of 3 doses of either 250ug or 500ug Atrovent
added to nebulised salbutamol is said to confer benefit if given in the first 60 minutes of treatment (RCH, 1999).
Prednisolone — 1 mg/kg/day for 3 — 5 days (max. 50mg). RCH (1999) and NAC Handbook (1998) states that steroid
treatment should be 3 — 5 days if asthma is of sudden onset, but should be given as a weaning course over 10 — 14
days if the exacerbation occurs on a background of unstable asthma.

Intravenous steroid — Dexamethasone 0.1 — 0.2 mg/kg Q6H (max. 8mg/dose)(Paed. Pharmacopeoia, RCH 1997).

NEBULISED THERAPY VERSUS THE USE OF METERED DOSE INHALER(MDI)/SPACERS

There is increasing evidence supporting the use of MDI/spacers over the O, driven nebuliser systems, especially for
mild to moderate exacerbations of asthma (RCH, 1999; Kardon, 1996; NAC, 2001). The former are also said to promote
better skills for patient management of acute asthma attacks at home (RCH, 1999). Evidence showing superior efficacy
over our current system (O, driven nebulisers) has not been great enough for our ED to undergo a change in treatment
regime at this point in time however. There are also outstanding questions such as effective cleaning of multiple-use
equipment and the cost of purchasing spacers to be considered prior to contemplating a shift in the choice of drug
delivery system in our ED. The full reference list is available in resource folder for this clinical pathway.

CLINICAL PATHWAY WORKING PARTY (for versions 1 & 2)

Dr. lan Carson executive Medical Director Ms. Lisa Kuhn (Project Officer) equcator ~ Dr. Luke Sammartino paediatric Registrar
Dr. Jim Goutzamanis paediatrician & ED cons. ~ Ms. Mandy Maberly educator Ms. Sheena Stirling num, canu

Ms. Edwina Harding num, cco Ms. Annabel Milonas coordeduc Emerg course Dr. Faisal Subhani paediatric Registrar
Dr. James Hayes ep consuttant Ms. Belinda Mitchell cns, ep Ms. Stacey Williamson educator, ED
Dr. Stephan Herodotou &b consuitant Dr. Alexander Paspaliaris ep consuttant Dr. Craig Winter Medical Director, ED

Dr. David James Head of Paediatrics, TNH Ms. Jenny Peterson quality Management coord.  Ms. Ann Wregg num, ep

Dr. Chamari Kappagoda Paediatrician Ms. Wendy Porteous cns, eo Thanks to TNH Pharmacy Dept.

AFFIX PATIENT IDENTIFICATION LABEL HERE
U.R. NUMBER:
SURNAME:
GIVEN NAME:
DATE OF BIRTH: / / SEX:

This section has been added to enable folding and filing of the clinical pathway (“Cas. Card’) in
the ED filing system, TNH.

Paed Asthma CP-2.doc
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