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Inclusion Criteria: 
Age less than 2 years 

Clinical symptoms of viral Upper Respiratory Infection (URI)- cough, congestion, 
respiratory distress, tachypnea, difficulty feeding, wheeze, fever, etc. 

Exclusion Criteria: 
Cardiac disease requiring medication 

Anatomic airway defects 
Neuromuscular disease 

Immunodeficiency 
Chronic lung disease 

Clinical Recommendations Summary: 
The following are not routinely recommended: 

• Viral testing (except febrile infants less than 28 days or if influenza or Covid 
suspected) 

• Chest XR 
• Albuterol 
• Steroids 
• Racemic Epinephrine 
• Antibiotics 
• Chest physiotherapy 
• Hypertonic Saline 
• Montelukast 

 
Risk Factors for Severe Course of Illness: 

• Less than 12 weeks of age 
• History of Prematurity less than 36 weeks 
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Emergency Department 
 

Family Teaching
• Viral illness, treated with suctioning and 

hydration
• Suction education (when, how)
• Signs of respiratory distress
• Hydration frequent smaller feeds
• Cough may last 2-4 weeks, do not use 

OTC cough and cold medications 
• Avoid tobacco smoke 

Severe RS 9-12
• NPO, IV fluid bolus
• Suction if needed
• Consider HFNC
• Suction + re-score q1hr

Wheezing?

Mild RS 1-4
• Supportive cares
• Wean O2 as able
• Hydration PO 
• Suction + re score prn

​Moderate RS 5-8
• Supportive cares
• Wean O2 as able
• Hydration PO vs IV
• Suction + re-score q2hr

No

Respiratory 
Score?

Clinically 
Improved? Yes

Initial assessment 
Suction
Initial Respiratory Score (RS)
O2 as needed if SpO2 less than 90% awake or less than 88% asleep
Rapid Covid PCR
Assess hydration status, small frequent feeds vs IV fluid if dehydration or severe respiratory distress
If febrile, antipyretics

Discharge

Admit

No

Yes

​**Admission criteria
• Moderate to severe respiratory distress  
• Requiring supplemental O2 or HFNC 
• Apnea or respiratory insufficiency 
• Unable to adequately feed
• Consider if caretaker unable to provide 

adequate care, no transportation, poor follow 
up

PICU evaluation if
Inadequate response to floor-level HFNC
Apnea with bradycardia or cyanosis 

Respiratory failure, poor perfusion or lethargy 

Meets 
**Admission 

Criteria?

Yes

​*Discharge Criteria
• Sufficient oral intake
• Off supplemental oxygen
• Stable respiratory exam
• Family teaching complete
• Return criteria reviewed
• Adequate home resources and 

access to follow up

*Meets 
Discharge 
Criteria?

Yes

​Albuterol trial
Consider IF severe respiratory distress 

OR 
Increased risk of asthma: 

Greater than 12mo of age AND wheeze 
AND one of the following: 
      -personal history of atopy 
      -recurrent wheeze 
      -strong family history of atopy or asthma)

*If RS decreases by greater than/equal to (≥) 2 
points, continue Albuterol PRN

No

No

Infant 
less than 60 

days with 
fever?

Use Febrile 
Neonate CPGYes
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Inpatient  
 

O2 weaning/pulse ox
• Once SpO2 greater than 90% (greater than 88% asleep) 

for 4hrs, transition to intermittent pulse ox q 4 hours and 
PRN

Hydration
• Consider NPO if RR >60 or worsening distress with feeds 
• Mild to moderate distress, encourage small frequent feeds

Severe (RS 9-12)
• NPO, IV fluids
• RT assessment 
• Suction as needed
• Re-score q1-2 hrs

Mild (RS 1-4)
• Supportive cares
• PO hydration
• Re-score prn

​Moderate (RS 5-8)
• Supportive cares
• PO/IV Hydration
• Suction
• Re-score q4hrs and prn

Respiratory 
Score?

Clinically 
Improved?

Yes

Family Teaching
• Viral illness, treated with 

suctioning and hydration
• Suction education (when, how)
• Signs of respiratory distress
• Hydration frequent smaller 

feeds
• Cough may last 2-4 weeks, do 

not use OTC cough and cold 
medications 

• Avoid tobacco smoke 

Clinically 
Improved?

No

No

           Initial assessment
           Suction + Initial Respiratory Score (RS)
           O2 as needed if SpO2 less than 90% awake or less than 88% asleep
           Assess hydration status, small frequent feeds vs IV fluid if 
           dehydration or severe respiratory distress 

Discharge

Yes

Initiate HFNC 
(see page 4)

Meets 
*Discharge 

Criteria?
Yes

​*Discharge Criteria
• Sufficient oral intake
• Off supplemental oxygen for 

greater than 4hrs
• Stable respiratory exam
• Family teaching complete
• Return criteria reviewed
• Adequate home resources 

and access to follow up

Signs of Clinical Deterioration 
• Early: worsening respiratory work, 

irritability, PO refusal
• Late: Respiratory fatigue, decreased 

alertness, increased O2 requirement, 
lethargy, apnea

No
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High Flow Nasal Cannula 
 

Clinical 
Improvement?
(RS, HR, RR, 

comfort)

Optimize cares
Re-assess in 60 min

*Admit to IPS

Re Evaluation Huddle

ED 60 min Inpt 90 min

Yes

No

Admit to 
PICU No

Pre HFNC cares
• Optimize NP suctioning
• RT evaluation and notify MD
• Ensure PIV in place and NPO
• NS fluid bolus complete and start MIVF
• Tylenol 15mg/kg PO if appropriate
• CXR if concern for pneumonia OR if significant hypoxemia
• High risk for RAD? Consider Albuterol trial 

Inclusion Criteria- Inpt
• Age greater than 42 weeks 

PMA to less than 2 years with 
resp Score greater than/equal 
to (≥) 8 after supportive cares

• OR concern for respiratory 
fatigue

• OR significant hypoxia  
<90 days: >1 lpm
3-6mo: >1.5 lpm
6mo-2yr: >2 lpm

Exclusion Criteria- Inpt
• Concern for respiratory failure
• Chronic medical condition
• Cardiac disease requiring 

medication
• Anatomic airway defects
• History of intubation
• Neuromuscular disease
• Immunodeficiency

HFNC Initiation Huddle  
(RT, RN, MD, Charge RN)
• Pre-HFNC RS
• HFNC start (RT only)
• 1.5-2L/Kg/min suggested starting flow rate (not 

to exceed15L/min total for non-ICU inpatient)
• FiO2 to maintain O2 sat >90%

Clinical 
Improvement?

*If Covid POSITIVE:
• Admit to negative pressure room if able
• Transport with RT OFF HFNC (NC O2) to minimize exposure risk 

Yes

NUTRITION on HFNC
• Once HFNC wean begun
• PO trial IF: RR<60 + alert + breathing comfortably
•   1st 1oz trial: RN observed Pedialyte 
•   2nd 1oz trial: formula or breast milk
• Then, small frequent feeds
• Stop PO if: worsening distress, concern for aspiration, 

fatigue, cyanosis, difficulty feeding
• Consider NG if above criteria not met and patient has been 

NPO>24hrs

​Respiratory Therapy
• Q4hr RT eval with RS and suction
• Assess for wean readiness/HIFLO Holiday q4hr
• Once stable on low flow x4 hr, transition to 

conventional NC 1-2L O2

Inpatient HFNC Management

​RN 
• VS q2hr until improving then q4hr
• Suction prn
• Notify RT/MD if concern for worsening respiratory 

status
• FiO2 wean by RN or RT (goal >90%)
• Flow rate wean by RT ONLY

!
Flow rate 

greater than 
2L/Kg/min 

or greater than 15L/min 
total, admit to ICU

!
If Non-IPS 

patient at MB, 
consult IPS for 
HFNC initiation 

and transfer of care
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High Flow Holiday 
 

SpO2 >90% 
on FiO2 ≤ 40% 

AND 
HR wnl when 

calm?

High Flow Holiday
• From any flow rate, turn off HFNC and 

remove cannula from nose*
• Monitor at bedside for 5-15 minutes

Continue routine 
HFNC cares

Yes

No

Reassess within 
30-60 min

Exclusion Criteria for HIFLO HOLIDAY:
• Born less than 32 weeks gestation
• Cardiac disease requiring home medications
• Chronic lung disease or on Home O2
• Neuromuscular disease

Inclusion Criteria for HIFLO HOLIDAY:
• Age greater than 30 days 
• Bronchiolitis
• On HFNC

Clinical 
Decompensation? 

(severe WOB & 
increased HR, 

and/or RR)

NO PASS
Return to prior HFNC settings
Document outcome in chart

SpO2 greater 
than/equal to 

90%?

PASS to LFNC
Place patient on low-flow NC O2
Document outcome in chart

PASS to RA
Maintain on RA with attention 
to suctioning and hydration
Document outcome in chart

Yes

No

Yes

No

HIFLO Holiday readiness assessment: 
(By RT BID and PRN with assessments)

*If HFNC flow >10L, consider decreasing flow 
by 50% RA with subsequent Holiday
*If HFNC machine permits, consider trial of 1-
2L 100% FiO2
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Respiratory Scoring 
 

 

 O Points 1 Point 2 Points 3 Points 
Respiratory Rate 

< 2 months 
2 months- 1 year 
1-2 years 

 
<50 
<40 
<30 

 
50-60 
40-50 
30-40 

 
61-69 
51-59 
41-44 

 
≥ 70 
≥ 60 
≥ 45 

Respiratory Work 
(retrac�ons/ 

accessory muscle 
use) 

None Subcostal OR 
intercostal 
retrac�ons 

2 of the following: 
Subcostal, 
intercostal, 

substernal, OR 
nasal flare 

3 of the following: 
Subcostal, intercostal, 

substernal, 
supraclavicular, nasal 
flare, head bobbing 

Dyspnea/Mental 
Status** 

Normal level 
of alertness, 
feeding well, 

normal 
vocaliza�ons 

More fussy 
than baseline 

OR mild 
difficulty with 

feeding 

Difficulty feeding, 
decreased 

vocaliza�on OR 
agitated OR 

restless 

Stops feeding, no 
vocaliza�on, OR 

drowsy/confused 

Ausculta�on Good air 
movement, no 
wheezing, +/- 

crackles 

Mild wheeze 
present, end 

expiratory 
only 

>end expiratory 
wheeze OR 
prolonged 
expiratory phase 

Inspiratory AND 
expiratory wheeze OR 

diminished breath 
sounds OR both 
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