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systematic review noted no useful
studies of either treatment so could not
draw any conclusions.2

In primary care therefore the
treatment options are very limited. 
The criteria for referral highlighted in
table 1, p14, should be sought. When
discharging a child home information
should be provided on the red flag
features, table 2, p14. 

There is no evidence to make any
recommendations as to what fluid
advice is most appropriate when
sending a child home, however, most
clinicians recommend small amounts of
fluid frequently.

In secondary care the mainstay of
treatment remains supportive care.
Suction should be administered if the
respiratory distress is felt to be caused
by upper airway secretions. Oxygen
should be administered when saturation
is persistently below 92%. Fluid should
be administered through an enteral
tube if oral intake is inadequate.1

CONCLUSION
Bronchiolitis is a very common and
sometimes serious illness in young
children. It represents a large burden on
primary care resources especially in the
winter months. 

Treatment options are limited. The
only current vaccine is a monoclonal
antibody palivizumab. This is expensive
and requires monthly injections so is
reserved only for those children with
significant comorbidity. 

There is a novel treatment using
nanotechnology to target the RSV virus
in phase I clinical trials but even if
effective it is likely to be some time
before this treatment is available.

The recently published NICE
guidelines provide a clear description of
the typical clinical features based on a
robust review of the evidence.1 If these
features are present clinicians should
have the courage to make a positive
diagnosis without the need for further
investigations. Evidence-based criteria

‘Inform parents
that the cough 
can persist for up
to three weeks’

key points
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Bronchiolitis shows a seasonal pattern with peak  
incidence occurring in the winter. Around 2-3% of
children require admission to hospital. Admission rates
are highest in infants less than three months old and
those with underlying comorbidities. It typically affects
children in the first year of life peaking between three
and six months of age.

Infants will have a coryzal prodrome lasting one to 
three days before developing a persistent cough. Fever
and reduced feeding are common and very young infants
may present with apnoeic episodes. Symptoms normally
peak between days three to five of the illness.

There will be evidence of increased work of breathing
such as tachypnoea, indrawing/recession, head bobbing,
grunting, nasal flaring or tracheal tug. Auscultation
typically reveals wheeze and/or crepitations throughout
both lung fields. Pneumonia should be considered if the
fever is greater than 39° C or the chest signs are
persistently focal.

Most children with bronchiolitis do not need to be 
referred to secondary care and can be managed safely at
home. Immediate referral to hospital should be arranged if
there is: apnoea (observed or reported), the child looks
seriously unwell, severe respiratory distress, marked chest
recession or a respiratory rate >70 breaths/minute, central
cyanosis or persistent oxygen saturation < 92% when
breathing room air.

When sending a child home key safety information 
should be given to parents. This includes: how to recognise
developing red flag symptoms such as worsening
increased work of breathing, fluid intake 50-75% of normal
or no wet nappy for 12 hours, apnoea and cyanosis,
exhaustion; how to get help if red flag symptoms develop;
and arrangements for follow-up, if necessary.

Treatment of bronchiolitis consists largely of supportive
management. The respiratory distress in bronchiolitis is
caused by mucosal oedema and secretions rather than
bronchoconstriction. Salbutamol and ipratropium have
never been shown to produce any sustainable or clinically
important benefits. Nor is there evidence to support
antibiotics, montelukast, inhaled or systemic corticosteroids.
Most clinicians recommend small amounts of fluid
frequently.

We welcome your feedback
If you would like to comment on this
article or have a question for the
authors, write to:
editor@thepractitioner.co.uk 

Useful information 

Information sheet on bronchiolitis 
for parents
http://patient.info/health/bronchiolitis-
leaflet

‘Most clinicians
recommend 
small amounts 
of fluid frequently’

are provided to assist in identifying the
sickest children requiring referral to
secondary care. The important red flag
features are described and should be
discussed with parents when sending a
child home. A greater understanding of
the clinical presentation and these
evidence-based criteria should aid in
improving the management of
bronchiolitis.
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