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 Assessment 

General measures during assessment 

 Calm the child: sit child upright on family/carer’s lap. Re-assure family/carer.  

 Do not use tongue depressor to examine throat. 

 Do not take blood tests or site IV line. 

N.B.: If the child becomes agitated this will increase the degree of airway obstruction. 

Assessing severity 

Croup can be classified according to clinical features. The table below can be used as a guide 

to assess croup severity. 

Although many trusts use the Westley croup score, substancial varability in clinical impression 

limits it’s use in clinical settings.  

 Mild Moderate Severe Impending respiratory 

failure 

 Cough ‘seal-like’ 
barking cough 

‘seal-like’ 
barking cough 

‘seal-like’ barking 

cough 

‘seal-like’ barking cough 

may or may not be present 

 

Stridor None at rest,  

Only if agitated 

Audible at rest Marked at rest Marked at rest 

Sternal/ 

intercostal  

recessions 

None at 
rest 

Present 
at rest 

Marked at rest  
Evident difficulty in 
breathing 

Marked at rest. 
Asynchronous chest wall 
and abdominal movement. 
If exhausted may decrease. 

Colour/ 
02 Saturation 

Pink in air 
02 Sat > 92% in 

air 

Pink in air 
02 Sat>90% in 

air 

Pallor/cyanosis  
02 Sat < 90% in air 

Pallor/cyanosis  

02 Sat < 90% in air 

Level of 
conciousness 

Normal 
Conscious 
level 

Normal 
Conscious 
level 

Agitation 
Lethargy 

Agitation 
Lethargy 
Confusion 
Decreased conscious 
level 

 
After initial assessment the patient should be re-assessed regularly to monitor improvement 
or detect increasing disease severity. 
 
Key factors to consider when assessing severity: 

* Heart rate – Tachycardia is present with increased respiratory effort 

* Level of consciousness – exhaustion, restlessness, confusion are ominous 
signs. The degree of respiratory distress may appear less for severe airway 
obstruction as child tires. 

* Hypoxia is a late but ominous sign.  Although mild oxygen desaturation may 
be the result of ventilation: perfusion mismatch, it is a late sign in upper 
airway obstruction implying it must be severe and is an indication for urgent 
intubation. Monitor oxygen saturation (keep > 92%) 


