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recommend that a positive diagnosis
should be made in the presence of
typical clinical features, see table 1,
above. Laboratory or other testing is of
no value in confirming the diagnosis.
Consider pneumonia if the fever is
greater than 39°C or the chest signs are
persistently focal.1 NICE recommends
the use of pulse oximetry in primary
care if it is available and the clinician has
been appropriately trained.

REFERRAL CRITERIA
The majority of children with
bronchiolitis do not need to be referred
to secondary care and can be managed
safely at home. Table 2, below, lists the
criteria for immediate referral to hospital
recommended by NICE. This should
usually be by dialling 999 for an

ambulance. The guidelines also
recommend considering referral to
hospital if the child has any of the
following:
•A respiratory rate > 60 breaths/minute
•Difficulty with breastfeeding or
inadequate oral fluid intake (50-75%
usual volume)
•Clinical dehydration

When deciding whether to refer,
consider risk factors for severe disease
such as chronic lung disease,
haemodynamically significant congenital
heart disease, age under three months,
premature birth, neuromuscular
disorders or immunodeficiency.1 

Also take account of factors which
may affect parents’ ability to look after 
a child such as social circumstances or
their ability to identify deterioration.1 

When sending a child home key
safety information should be provided,
see table 3, below. NICE reviewed the
literature to try to establish what levels of
oral intake should be used for referral,
admission and discharge criteria and
how best to identify this but no useful
evidence was found. The guidelines give
a range of intake from 50 to 75% and we

need to use our clinical judgment about
each individual patient. It is important to
inform parents that the cough can persist
for up to three weeks in many patients.1

PRIMARY CARE MANAGEMENT
Treatment of bronchiolitis consists
largely of supportive management
although there remain wide variations in
clinical practice.1,2,5

Bronchodilators such as salbutamol
and ipratropium bromide have often
been tried as therapies because of the
clinical similarity with asthma. However,
the respiratory distress in bronchiolitis is
caused by mucosal oedema and
secretions rather than bronchoconstriction.
These treatments have been extensively
studied and have never been shown to
produce any sustainable or clinically
important benefits in bronchiolitis and
should not be used.1 

There is often concern that we are
being presented with a child with early
onset asthma rather than bronchiolitis
who might benefit from these
treatments. The NICE guidelines point
out that this is rare in younger children
(less than one year) but should be
considered if there is recurrent episodic
wheezing and a strong history of atopy.

Nebulised therapies such as adrenaline
and hypertonic saline have been
considered because of their potential to
reduce mucosal oedema and secretions.
None of these treatments has been
shown to produce consistent or
clinically important improvements in
children with bronchiolitis.1,2

Most recently the SABRE trial, a large
high quality multicentre UK study of
hypertonic saline in 317 inpatients with
bronchiolitis failed to show any benefit.6
NICE felt that this evidence outweighed
a few small earlier studies which seemed
to suggest some benefit from hypertonic
saline.

Other treatments considered by NICE
included antibiotics, inhaled and
systemic corticosteroids and
montelukast. There is no evidence to
support any of these treatments in
bronchiolitis and hence they should not
be used.

Nasal drops or home nasal suction
were not studied by NICE. Another

Table 1

NICE criteria for clinical diagnosis of bronchiolitis1

Diagnose bronchiolitis if the child has a coryzal prodrome lasting one to three
days, followed by:
•Persistent cough and
•Tachypnoea and/or chest recession and
•Wheeze and/or crackles on chest auscultation

Table 2

NICE recommendations for immediate referral to hospital1 

•Apnoea (observed or reported)
•Child looks seriously unwell to a healthcare professional
•Severe respiratory distress for example grunting, marked chest recession or 
a respiratory rate >70 breaths/minute
•Central cyanosis 
•Persistent oxygen saturation < 92% when breathing room air

Table 3

Key safety information for parents caring for children at home1

•How to recognise developing red flag symptoms:
— Worsening increased work of breathing
— Fluid intake 50-75% normal or no wet nappy for 12 hours
— Apnoea and cyanosis
— Exhaustion
• Importance of not smoking in the infant’s home
•How to get help if red flag symptoms develop
•Arrangements for follow-up if necessary

‘A positive diagnosis
should be made 
in the presence 
of typical 
clinical features’ 

‘Laboratory or
other testing 
is of no value in
confirming 
the diagnosis’




