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Croup - Paediatric Full Clinical Guideline – Joint Derby and Burton 
 

Reference no.: CH CLIN G 01/Jan 20/v006 

 
 

Aim and Purpose 

To provide clear and standardised guidelines when managing children 
with croup throughout Children’s Services 
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a. Background 

 

Definition: Croup (aka: laryngotacheobronchitis) is common viral respiratory disease 

in childhood causing generalised inflammation of airways, manifesting with clinical 

features of upper respiratory obstruction. 

* Incidence 1.5 – 6% children < 6 years 

* Up to 31% of children with croup seen in outpatients will require 
admission. 

* The age range most commonly affected - 6 months to 3 years with a 
peak incidence at 2 years old 

* Peak admission rates September to end of December, but occurs 
throughout the year 

Clinical Features 

* Prodrome: May have 12-48 hours of non-specific upper respiratory 
tract infection symptoms (coryzal, non-specific cough, mild fever) 

* Hoarseness 

* Barking Cough – ‘Seal-like’ 

* Stridor – as a result of Subglottic narrowing 

* Respiratory distress – tracheal tug and sternal/intercostal recession 

* Agitation/lethargy 

* If severe: symptoms of respiratory failure 

Causative Viruses 

* Parainfluenza virus: typically types 1 and 3 

* Respiratory syncytial virus (RSV) 

* Influenza A or B 

* Adenovirus 
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Differential Diagnosis 

Table showing possible differential diagnosis and features that might suggest alternative 

diagnosis to croup. 

Differential Diagnosis Possible differentiating features 

Bacterial Tracheitis Painful cough, ‘toxic appearance’, poor 

response to treatment. May have preceding 

croup or URTI 

Epiglottitis Rare since HiB vaccine. 

Sudden onset ↑temp, dysphagia, drooling, 

non-barking cough, sitting upright with head 

extended 

Foreign body in upper airway No prodrome/fever, sudden onset 

dyspnoea/stridor, clear history of 

ingestion/inhalation of foreign body 

Retropharyngeal/peritonsillar abscess Drooling, dysphagia, occasional stridor, 

neck stiffness, unilateral cervical 

lymphadenopathy, gradual onset 

Allergy Urticarial rash, associated swelling of face 

and tongue, history of allergies 

Smoke inhalation History of exposure, burns to face/body, 

black sputum, clinical features of carbon 

monoxide poisoning 

Diphtheria History of inadequate immunisation, 

prodrome: 2-3 days of pharyngitis, 

membranous pharyngitis on examination 

Angionerotic oedema Fever uncommon, swelling of face, tongue 

or pharynx 
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b. 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%) 
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c. Management of Croup 

 
Overview: 

Main aims of croup management are symptomatic relief and preventing further 

airway compromise. This is achieved with: supportive care, corticosteroids and 

nebulised adrenaline. If severe, the patient may need intubation for impending 

respiratory failure. 

Supportive care: 

 General measures when managing child – as stated under assessment 

 Antipyretics 

 Oxygen: to maintain saturations >92% 

Corticosteroids: 

Their use has been shown to have an average of a 12-hour reduction in length of 

stay and 50% reduction in number of return visits/admissions for treatment in 

moderate-severe croup. In those that have required intubation for croup, it has been 

shown to reduce the duration of intubation, assisting intubation and reducing need for 

re-intubation. Caution advised in use of corticosteroids in child exposed to 

varicella virus (possible increased risk of varicella complications). 

Different corticosteroid doses or routes of administration have not shown any 

significant difference in patient management. In addition, it is less likely to 

distress the child, easier to administer and is more cost-effective oral 

dexamethasone is the treatment of choice. Consider nebulised if unable to tolerate 

oral, vomiting or severe hypoxia affect oral and IM administration. 

 Oral Dexamethasone: 0.15mg/kg as a single dose. The effects of treatment have 

been shown to be apparent within 2 hours, with further benefits within 10 hours of 

dose. No significant difference found between 0.15mg/kg and 0.6mg/kg doses and 

there is inadequate evidence of benefit in using single or multiple doses of steroids. A 

dose of 0.6 mg / kg should be used for those intubated prior to extubating. 

Formulation: 2 mg /ml 

 Nebulised Budesonide: 2mg nebulised as a single dose. Can be used if unable 

to tolerate oral, vomiting or severe hypoxia affecting oral and IM administration. 

Some benefit seen within 30 minutes – maximum 2 – 4 hours 

 IM/IV Dexamethasone: May distress child further and therefore worsen upper airway 

obstruction. Senior consultation advised before administration. 
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Nebulised adrenaline 

In a child with severe croup: treat with nebulised adrenaline and follow the Emergency 
Management of Airway protocolin Derby and Upper airway obstruction guideline at 
QHB to contact the appropriate teams. Alert Dolphin HDU in Derby and Ward 1 in 
QHB. .  
Provides temporary relief of symptoms of airway obstruction with effects evident within 10-30 

minutes of administration. Clinical effects typically last 1 hour but can last up to 2 hours. 

Caution should be taken in giving repeated doses as it become less effective and may 

produce paradoxical deterioration. 

Nebulised Adrenaline; 

* Dose – 0.4 ml / kg of 1 in 1000 (maximum 5 ml) nebulised with oxygen 

* Rapid onset of action – reduces airway obstruction and croup severity within 
10 minutes 

* Duration of effect Short – lasts 2 hours 

* Repeated doses may be given but become less effective and may produce 
paradoxical deterioration. 

* It may provide critical time for arrival of anaesthetist prior to intubation 

* It should only be given in Critical Care Areas, i.e. CED or Dolphin, where child 
can be closely monitored and advanced airway management is readily available. 

* Clinical review is essential before repeat doses given and response must be 
assessed after each dose. 

* No clear evidence of increased benefit over nebulised Budesonide but 
probable more rapid onset of action. 

* Cost – with saline £0.30p 
(There is some evidence to suggest the use of L-epinephrine may be preferred over 
nebulised adrenaline, however, this is not currently available for use at RDH.and 
QHB) 
  

Severe Croup or Deteriorating Upper Airways Obstruction 

The management of a severe croup or where there is clearly deteriorating upper airways 

obstruction requires Multidisciplinary Input : 

 Paediatric / CED Consultant 

 Paediatric Anaesthetist/Anaesthetist at QHB 

 Paediatric ENT Consultant/ENT consultant at QHB (may need to be contacted via 

ENT Registrar on Call) 

If the airway needs supporting then ideally this would be undertaken in Paediatric Theatres 

where all necessary equipment is available. In severe airway compromise this may not 

always be possible and transfer to paediatric theatre may cause further deterioration and 

delay. This may necessitate that intervention takes place in CED or on Dolphin HDU or QHB 

ED or ward 1 

Re-assessment: 

Patients with croup should be regularly re-assessed and their response to treatment 

should be monitored. Severity of symptoms can be assessed according to the table 

used in initial assessment. The peak response of treatment can be seen 4-6 hours 

after treatment, although improvement may be noted earlier. See pg. 8 for factors to 

consider when discharging a patient. 
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d. Factors to consider in decision to admit or discharge 
 
Please note these are not admission or discharge criteria but highlight areas to consider 
alongside clinical presentation of child. 

 
If child in need of further assessment and observation then consider admission onto the 
CED Observation Unit or PAU at QHB for short-term monitoring. 
 
 
At Discharge: 
 

 Advise to return directly to CED or ED at QHB following initial assessment 
if worried child deteriorating at home with croup, thus avoiding delay. 

 At discharge: offer  information/advice leaflets to carers/parents and 
highlight concerning symptoms  

 

 

May indicate need for admission May indicate discharge with 
appropriate advice (Red Flags) 

Long distance for hospital Mild severity – may still have some 
benefits of glucocorticoid use 

Limited/no transport to hospital Good response to treatment 

Presentation overnight where parents may 
struggle to monitor child appropriately 

 

Adverse social factors  

Poor understanding and ability for parents 
to recognise deterioration in child 

 

Poor response to treatment  

Moderate-severe croup  
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