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Asthma Exacerbation Clinical Pathway

Asthma Exacerbation: Ambulatory Algorithm

Asthma Exacerbation: i i . .
Children's MEI’CY Evidence Based Practice
Ambulatory KANSAS CITY
/’}-'_:_:- 2 years o[qge in ambulatory clinics u:r_l':
signs and symptoms
\\.ﬁ_ of asthma exacerbation B

Please follow Standard Work for activation of
emergency response and consider:
* Epinephrine (via Epi-pen) :
= 7500 <25 kg 0.15 mg /0.3 mL {1:2000) (M (EpiPen |r)
=2 25 kg 0.3 mg /0.3 mL (1:1000) IM (EpiPen)

Is there
impending/actual
respiratory
ailure?

No * Bog ond mask ventilation
L)
= Initiate owygen to achieve SpO; 2 0%
« Administer:
« Albuteral (MDI with spacer) -
< 20 kg: 4 puffs
= 20 kg 8 puffs
-Reassess after 20 minutes- _
= If edditional albutera| is given, administer
Systemic steraid;
= If avaifable, dexpmethasone (link to evidence)
0.6 mg/kg x1 dose PO (Max: 12 mg)
“0F=
» Prednisolone/Pregdnisone
2 mgrkg x 1 dose PO (Max: 60 mg/day)
Discharge Criteria Please follow Standard Work
All of the fallowing: T T for emergency transfers and
* Resolution of respiratory distress (—-_;’___,. s the T consider early transfer to
* Resolution of hypoxemia (Sp0; = 90% on mﬁf&f'bnwr e q"""lql"".{-'}_'sc""'m_-' Emergency Department via
FOGIT AiF) S 1 1 114 ’____,_f"g EMS or CM Transport {not by
* Do not anticipate albuterol will be needed H"“'T’" private vehicle)
miore frequently than q4 hours Mild/Moderate
= Ability of caregiver to provide g4h
albuterol at home Assess response to treatment |
Discharge Checklist
» Continwe yellow zone therapies on
= Determing T | rokd plan based on discharge criteria? care plan and follow-up with PCP
initial steroid administered and patient
needs
» Consider "stepping up” green zone Nex
therapies if indicated ¥
* Provide Asthma Action Plan and asthma B
education * Reassess and continue treating with
* Arrange appropriate follow-up with either { albuterol every 20 min until improved or \
PCP or Asthma Provider emergency transport arrives |
* Confirm pt has access to prescribed = If notimproved with albuteral x3: Transfer ta |
medications within 2-3 hours after higher level of care (Emergency Department via
discharge EMS or CM Transport (not by private vehicle)
Other Resources
* Asthma Beference Guide
* Caregiver Smoking Cessation
Asthma Exacerbation Algorithms:
|+ Emergency Department
- Inpatient

* These clinical pathways do not establish a standard of care to be followed in every case. It is recognized that each
case is different, and those individuals involved in providing health care are expected to use their judgment in
determining what is in the best interests of the patient based on the circumstances existing at the time. It is impossible
to anticipate all possible situations that may exist and to prepare a clinical pathway for each. Accordingly, these clinical
pathways should guide care with the understanding that departures from them may be required at times.
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Asthma Exacerbation: Urgent Care Algorithm

Asthma Exacerbation: Ch“d ren's Mercy

Urgent Care KANSAS CITY Evidence Based Practice

f,.ﬂ;thma Exacerbation Algorithms P> 2 years of age in the urgent
| - Emergency Department care with signs and symptoms
l\\__ npatient _ of asthma exacerbation

15 there
impending/actual

Please follow Standard Work for activation of
emergency response and consider:

« Epinephrine (via Epi-pen)

peae|  *7.5t0< 25 kg 0.15 mg / 0.3 mL{1:2000) IM

respiratory {EpiPen Jr)
failure? » 225 kg 0.3 mg £ 0.3 mL (1:1000) IM {EpiPen)
N * Bag ond mosk ventilation
Mild—{ hation mild, moderate, Severe
Moderate
9
Albuterel Dosing: * Initiate oxygen to achieve Sp0; . mlm:l-u. oxygen to achieve Spo; = 90% + Initiote oxygen to achieve SpO, = 90%
+ Continuous albuterol alone: 0.083% = 90% * Administer: * Place v
25mg/3mL) « Administer: « Dexamethasons (Link to Evidence) * Start NS fluid bolus 20 mLfkg
* If combined with ipratrepium 0.5% = Albuterol (MDI with spacer) 0.6 mgikg PO x1 dose (Max: 12 mg) .
Administer
solution (0.5 mL = 2.5 mg) < 20 kg: 4 puffs {2nd dose on day 2 may be considered) + Methylprednisolone
= 20 kg B puffs -or- 2 mgfkg IV (Mas: 60 mg)
Discharge Criteria -and- + Prednisolone/Prednisone and-
All of the following: + Consider systemic steroid if = 2 2 mgfkg/day PO x3-5 days (Max: 60 mg/day) » Continuous | Albuterol  if available
+ Resolution of respiratory distress albuteral treatments are -and- (nebulized)
+ Resolution of hypoxemia (Sp0; = required: = Albuteral (MDI with spacer) o
90% 6N Feom aif) « Dexamethasene (Link to <20 kg 4 puffs - WATBURERSI (2.5 mg) single nebulizer
+ Do not anticipate albuterol will be Evidence] 2 20kg: 8 puffs with 500 mecg Ipratropium Bromide:
needed more frequently than q& 0.6 mg/kg PO x1 dose (Max: -or- be repeated g20 min prn x3 doses
hours 12 mg) « Continuous | Albuteral  (nebulized) may 7 a pr
* Ability of caregiver to provide q4h -ar- -or- Consider early transfer to higher level of
albutersl at home = Prednisolone/Prednisone = Albuteral (2.5 mg) single nebulizer with 500 care
2 mg/kg/day PO x3-5 days mcg Ipratropium Bromide: may be repeated
Discharge Checklist (Max: 60 mg/day) §20 min pra 13 doses
= Continue yellow zone therapies on
cistharge Consider early transfer to higher level of care
+ Determine systemic steroid plan [_.’ if pt continues with moderate status after 3
bosesd on initial Ferold adminiztened Mo | back-to-back doses of albuterol + ipratropium
and patient needs I5 pt improving

* Consider “stepping Up” green 2one
therapies if indicated s
* Provide Asthma Action Plan and

Yos pt improving? N
asthra education

with albuterol?

* Arrange appropriate follow-up with o Transfer to
either PFCF or Asthma Provider b higher level of care
+ Confirm pt has access to prescribed via EMS
medications within 2-3 hours after
discha j
rge o Qoesthe ptlmelet o
ischarge criterial
Other Resources
+ Asthma Reference Guide
+ Caregiver Smoking Cessation s
+ Complete discharge checklist
= Discharge pt with home asthma care QR code for
plan and follow-up with PCP mokile

* These clinical pathways do not establish a standard of care to be followed in every case. It is recognized that each
case is different, and those individuals involved in providing health care are expected to use their judgment in
determining what is in the best interests of the patient based on the circumstances existing at the time. It is impossible
to anticipate all possible situations that may exist and to prepare a clinical pathway for each. Accordingly, these clinical
pathways should guide care with the understanding that departures from them may be required at times.
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Asthma Exacerbation: Emergency Department Algorithm

i

Children’s Mercy

KANSAS CITY

Asthma Exacerbation: Evidence Based Practice

Emergency Department

0.083% (2.5 mg / 3 mL)
+ If combined with ipratropium
0.5% solution (0.5 mL = 2.5 mg}

Intensive Care Indications

Any of the following:

* Prolonged continugus albuteral
for > 4 hrs with worsening
symptoms

+ Inadequate ventilation with
hypercapnea (PCOy on capillary
blood gas > 45)

+ Meed for high flow nasal canniula
er non-invasive ventilation due
to concern for respiratory failure

* Persistent hypoxemia (5p0; <
S90%) despite supplamental O (=
3 L'min or = 40% FO;with
non-rebreather)

+ Alvered level of consciousness
[drowsiness)

o

//P:> 2 years of age in the rmﬂg:n:y_\

department with signs and symptoms of
l\x asthima exacerbation

——

Is thera

failure?

Mo

Isthe \

e

impending/actual respiraton =—/yes—-

In addition to severe therapies below, consider:
« Epinephrine:
* For Adele Holl ED
= 1 mg/mL solution, 0,01 mgfkg IM
+ For CM Kansas ED
= 7.5t0< 25 kg 0.15 mgf0.3 mL (1:2000) IM
(EpiPen |ry
=2 25 kg 0.3mg/0.2 mL (1:1000) 1M (EpiPen)
» Continuous positive airway pressure
* Non-invasive positive ainway pressure -or-
endaotracheal intubation

’ﬂubauon mild, moderate, of
swcjiff)

-
Moderate

Sevar

Discharge Criteria

Al of the following:

* Resoclution of respiratory
distress

+ Resolution of hypoxemia (Sp0;
 90% on room air)

+ Do not anticipate albuteral will
be needed more frequently
than g4 hours

+ Ability of caregiver to provide
gdh albuteral at home

+ Inftiate cxygen Lo achieve Sp0;
= 90%

= Administer:
= Albuteral (MDIwith Spacer)

< 20 kg: 4 puffs
z 20 kg 8 puffs
=and-
* Consider systemic steroid if = 2
albuterol treatments are
required:
= Dexamethasone (Link to
Evidente)
0.6 mgikg PO x1 dose (Max: 12
mg)

=0

= Prednisolone/Prednisone
2 mg/kgiday PO x3-5 days
(Max: G0 mgfday)

Discharge Checklist

* Determine

indicated

education

Asthma Provider

within 2-3 hours after discharge
Other Resources

+ Asthma Reference Guide
T Cessati

* Continue yellow rone therapies on discharge

i i based on initial
sterold administered and patient needs

» Consider "stepping up™ green zone therapies if

* Provide Asthma Action Plan and asthma

+ Arronge appropriate follow-up with either PCP or

* Confirm pt has access to prescribed medications

* Initiate coygen 1o achieve SpO; = 90%
= Administer:
+ Dexamethasone (Link to Evidence)
0.6 mgikg PO x1 dose (Max: 12 mg)
{2nd dose on day 2 may be considered)
~0F-
« Prednisolone/Prednisone
2 mgfkgiday PO x3-5 days (Mao: 60 mg/day)

-and-

= Albuteral (MDI with spacer)
< 20 kg- 4 puffs
=20 kg 8 puffs
-ar-
= Continuous | Albuteral | (nebulized)
< 20 kg 10 mgihe
=20 kg 15 mghr

= Consider (if not already administered)
= Magnesium sulfate
50 mg/kg IV (Max dose; 2 grams)
= lpratropium bromide (nebulized) 1500 mcg =1
during first hour of continuous | Albuteral

« Inftiote oxygen Lo achieve Sp0y = 90%
* Place IV
« Start M5 fluid bolus 20 mLkg
+ Administer
= Methylprednisclone
2 mg/kg IV g24 hrs -or- divided g12 hrs (Max:
60 mgiday)
-and-
= Continuous | Albuteral  (nebulized)
< 20 kg: 10mgihr
= 20 kg- 15 mgrhr
-with-
« |pratropium bromide (nebulized) 1500 mcg x1
during first hour of continuous | AlBUbEmR

Prowide (If not already administered):

+ Magnesium sulfate
S0 mg/kg IV (Max dose: 2 grams)

Review indications for transfer to intensive care

v

=Admit to Gen Peds or PICU
- Inpatient algorithm
= Continue ED care and reassessments umntil

transfer

| Assess response to treatment [

¥

Does the
pt meet discharge
criveria?

Mo
¥
= Continue care as abowve
* Recommend {if not already administered):
« Corticosteraid {oral, IV, or IM)
+ |pratropium bromide (nebulized)
+ Magnesium sulfate IV

Does the

Discharge with heme asthma
care and PCP follow-up

pt meet discharge
criteria?

QR Colde for
maobile access

(Greater than 4 hes continuous albuterol should
prompt discussion with Gen Peds team andfar PICL
about appropriote unit of odmission)

* These clinical pathways do not establish a standard of care to be followed in every case. It is recognized that each
case is different, and those individuals involved in providing health care are expected to use their judgment in
determining what is in the best interests of the patient based on the circumstances existing at the time. It is impossible
to anticipate all possible situations that may exist and to prepare a clinical pathway for each. Accordingly, these clinical
pathways should guide care with the understanding that departures from them may be required at times.
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Asthma Exacerbation: Inpatient Algorithm

Asthma Exacerbation: i (i : .
\ ChlldrensMercy Evidence Based Practice
Inpatient KANSAS CITY
P;mn[ > 2 yrs of age admitted to the gene_r.;lhh
Albuteral Dosing: ediatric service for asthma exacerbation
+ Continuous albuterol alone: 0.0B3%
(25mg/3mL)
+ If combined with ipratropium 0.5% - is the

solution (0.5 mL = 2.5 mg) il exacerbation mild, moderate Severe ¥
ar seyere? -
+ Initiate oxygen to achieve 5p0; = $0%
Intensive Care Indications = lnitiate oxygen to achieve Sp0; * Administer:
Any of the following: z90% Moderate « Methylprednisolone IV
. :r:rong_m;:l continuous albuterol for > | | « Administer: 2 mgkg/day 24 OR divided g 6 to 12
rs waorsening sympioms « Albuteral (MDI with spacer) « Initi Max: 60 mgfda
.l wiate vantilation wi <20 kg: 4 puff Initiate oxygen to achieve SpO; = $0% gfaay
ea (PCO, on capillary blood g 4 pufts » Administer: -and-
WI‘,P? ﬁﬁa;‘m 2 [ 2 20 kg 8 puffs » Dexamethasone (Link to Evidence) « Continuous | Albuteral | {nebulized)
o Had tor f T 0.6 mgikg PO x1 dose (Max: 12 mg) < 20 kg: 10 mg/hr
TR e T CA TG = Consider systemic steroid if = 2 [2nd dose on day 2 may be considered) = 20 kg: 15 mgfhr
concern for respiratory failure albuterol treatments are -or- )
= Persistent WFW“E};W:‘MJ required: + Prednisalone/Prednisone if not afrecdy odministered’
despite supplemental O (= 2 Limin » Dexamethasone (Link to 2 mg/kgiday PO x3-5 days (Max: 60 mg/day) * Magnesium sulfate IV
or = 40% Fi0 with non-rebreather) Evidence) -and- 50 mg/kg (Max: 2 grams) .
+ Altered level of consciousness 0.6 mg/kg PO x1 dose « Albuterol (MDI with spacer) + Ipratropium bromide (nebulized)
(drowsiness) {Max; 12 mg) <20 kg: 4 puffs 1500 meg x1 with centinuous L Albuterol
-ar- = 20 kg: 8 puffs « Epinephrime:
+ Prednisolone/Prednisone -af- « For Adele Hail
Discharge Criteria
All of mlf;um“: Z mg/kg/day PO x3-5 days + Continusus [AlbBltersl (nebulized) 1 mg/mL solution, 0.01 mg/kg IM
+ Resolution of respiratory distress (Max: 60 mg/day) < 20 kg: 10 mg/hr * For M Kormsos
 Resolution of hypexemia (SpO; 2 > 20 kg: 15 mg/hr T.5to <25 kg 015 mg £ 0.3 mb (1:2000) IM
: (EpiPen 1}
90% on room air) » Consider (if not already administered) ) )
+ Doss not require alburteral mors - Magnesium sulfate =25 kg: 0.3 mg / 0.3 mL (1:1000) IM (EpiPen)
frequently than g4 hours 50 mgikg IV [Max dose: 2 grams) Review indications for transfer to intensive care
= Ability of caregiver to provide gdh
albuterol at home r { +
* Providers, nurses, and RT will continue to evaluate and communicate with one another to:
Discharge Checklist = Discuss patient care goals and any deviations from the expected course of illness.
« Continue yellow zone theraples on = In general, RT will space albuteral according to Respiratory Care Plan, (Bronchodilater Weaning Protocal Linkl
discharge Special Considerations:
= Determine i = Consider "High Risk Asthma” order for pt with >4 acute care asthma visits in the last year, or history of PICU admission.
based on initial stercid administered » For patients whe are followed in Advanced Asthma Interdisciplinary Respiratory Clinic, consult Pulmanalogy and de not
and patient needs space albuterol per Respiratory Care Plan
* Consider "stepping up” green zone » If patient is unable to tolerate nebulized medications via face mask due to behavioral discomfort wath interface, albuterol
therapies if indicated may be nebulized through high flow nasal cannula at flows < 0.25 Lkg/min with max of 10L/min and max 40% FIO2,
« Provide Asthma Action Plan and Mild Moderate Sev‘er\e
asthma education Y ¥
* Arrange appropriate follow-up with Albuterol frequency: g4 hr Albuterol frequency: gZ - 3 hr Albuterol frequency: Continuous
either PCP or Asthrna Provider - Albuteral dose: < - 4 puf + Albuteral dose: < - & puff: » Albutere| dose: See dosing under
= Confirm pt has access to prescribed 20 kg: 4 puffs 20 kg: 4 puffs
e within 2-3 h aft =20 kg B puffs = 20 kg & puffs SEVEre management
:Lm; !ns L L + Consider: Incentive Spirometry, PeP + Consider: Incentive Spirometry, PeP * RT assessment: every 30 min for
rg RT assessment: every other treatment RT assessment: every other treatment the first br and g1 hr after
Create/Adjust Asthma Action Flan
Asthma Education
Does
Discharge with home asthma care the patient meet .
plan and follow-up with PCP discharge

criteria?

* These clinical pathways do not establish a standard of care to be followed in every case. It is recognized that each
case is different, and those individuals involved in providing health care are expected to use their judgment in
determining what is in the best interests of the patient based on the circumstances existing at the time. It is impossible
to anticipate all possible situations that may exist and to prepare a clinical pathway for each. Accordingly, these clinical
pathways should guide care with the understanding that departures from them may be required at times.
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* These clinical pathways do not establish a standard of care to be followed in every case. It is recognized that each
case is different, and those individuals involved in providing health care are expected to use their judgment in
determining what is in the best interests of the patient based on the circumstances existing at the time. It is impossible
to anticipate all possible situations that may exist and to prepare a clinical pathway for each. Accordingly, these clinical
pathways should guide care with the understanding that departures from them may be required at times.
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Objective of Clinical Pathway
To provide care standards for the patient diagnosed with asthma exacerbation throughout the care continuum.

Background

Efficient and effective treatment of asthma exacerbation is key to decreasing the need for hospitalization,
decreasing the length of stay when hospitalization is required, reducing readmissions, and mitigating adverse safety
events. At Children’s Mercy Kansas City, patients with asthma exacerbations may receive care in the ambulatory
clinics, urgent care clinics (UCC), emergency departments (ED), medical/surgical inpatient units, or pediatric intensive
care. It is imperative that we provide consistency of care and safe transitions between care settings. This clinical
pathway provides evidence-based strategies and decision support for providers caring for patients with asthma
exacerbation.

Target Users
e Physicians (Ambulatory, Urgent Care, Emergency Medicine, Hospital Medicine, Community Physicians, Fellows,
Resident Physicians)
e Nurse Practitioners
Nurses
Respiratory Therapists

Target Population
Inclusion Criteria
e Patients experiencing asthma exacerbations
e Signs and symptoms: acute onset of wheezing, coughing, and/or breathlessness with known or suspected
asthma

Exclusion Criteria
e Patients less than two years of age
e Patients with other chronic pulmonary conditions aside from asthma
e Long-term care of asthma without current exacerbation

AGREE
The National Asthma Education and Prevention Program Coordinating Committee Expert Panel Report (EPR-4)
national guideline and the Global Initiative for Asthma (GINA) international guideline provided guidance to the
Asthma Exacerbation Committee (GINA, 2022; Expert Panel Working Group of the National Heart et al., 2020). See
Tables 1 and 2 for AGREE 1II.

Table 1.

AGREE II Summary for the National Asthma Education and Prevention Program Coordinating Committee Expert Panel
Working Group (Cloutier et al., 2020)

Domain Percent Agreement Percent Justification
Scope and purpose 94% The c'Il'nlcaI questions posed, and target populations were
identified.
The guideline was developed by the appropriate
Stakeholder involvement 92% stakeholders and convened focus groups of patients and

caregivers to garner input on their preferences and values.
The process used to gather and synthesize the evidence
Rigor of development 82% and the methods to formulate the recommendations were
explicitly stated.
The guideline recommendations are clear, unambiguous,
Clarity and presentation 94% and easily identified; in addition, different management
options are presented.
The guideline did not address barriers and facilitators that
could be faced during implementation, monitoring or audit

S o

Applicability 45% criteria, nor other resource costs associated with guideline
implementation.

Editorial independence 94% The recommendations were not biased with competing

interests.
Note: Four EBP Scholars completed the AGREE II on this guideline.

* These clinical pathways do not establish a standard of care to be followed in every case. It is recognized that each
case is different, and those individuals involved in providing health care are expected to use their judgment in
determining what is in the best interests of the patient based on the circumstances existing at the time. It is impossible
to anticipate all possible situations that may exist and to prepare a clinical pathway for each. Accordingly, these clinical
pathways should guide care with the understanding that departures from them may be required at times.
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Table 2.
AGREE II Summary for the GINA Guideline (GINA, 2021)
Domain Percent Agreement Percent Justification
The aim of the guideline, the clinical questions posed, and
(o) 4 ’
Scope and purpose 24% target populations were identified.
It is unclear if the guideline included appropriate
Stakeholder involvement 61% stakeholders. It is unclear if the patient’s viewpoint was
sought.
The guideline developers did not provide how the evidence
Rigor of development 73% was gathered and synthesized, or how the

recommendations were formulated.

The guideline recommendations are clear, unambiguous,
Clarity and presentation 97% and easily identified; in addition, different management
options are presented.
Recommendations for monitoring adherence and treatment
response are included.
It is unclear if the recommendations were biased by
competing interests.
Note: Four EBP Scholars completed the AGREE II on this guideline.

Applicability 90%

Editorial independence 63%

Practice Recommendations

Please refer to the National Asthma Education and Prevention Program Coordinating Committee Expert Panel
Working Group (Cloutier et al., 2020) and the Global Initiative for Asthma (GINA, 2021) guidelines for evaluation and
treatment recommendations.

Additional Questions Posed by the Asthma Exacerbation Clinical Pathway Committee
While Children’s Mercy adopted most of these practice recommendations, one additional question posed by the
clinical pathway committee led to further clarifications in care:

1. In a child greater than 2 years old with an acute asthma exacerbation, are 1-2 doses of dexamethasone (DEX)
as effective as a 3-5-day course of prednisolone/prednisone (PSL) in the prevention of symptom recurrence?

Recommendations from the Asthma Exacerbation Clinical Pathway Committee

Based on the best available evidence and additional considerations related to feasibility, value, and compliance, a
conditional recommendation is made for DEX as the preferred treatment for an acute asthma exacerbation in
children greater than 2 years of age being treated in non-intensive care settings at Children’s Mercy.

Two meta-analyses found no significant difference between DEX and PSL in treating acute asthma exacerbations
for the outcome of symptom recurrence. Both meta-analyses reported less vomiting in children receiving DEX
compared to PSL. The overall certainty of evidence for the two meta-analyses was low to very low based on risk of
bias (underpowered comparisons; open-label studies), indirectness (lack of data for children under 5; studies from
other countries), and imprecision (low number of events).

Measures
e Use of Asthma Exacerbation Power Plan (UCC, ED, inpatient)
e Provision of dexamethasone as systemic steroid of choice for mild to moderate asthma exacerbations (UCC,
ED, inpatient)
Length of stay (inpatient)
Readmissions within 72 hours of inpatient discharge
Revisits to the UCC or ED within 72 hours of a UCC or ED visit

Potential Cost Implications
The following potential improvements may reduce healthcare facility costs and resource utilization and reduce
healthcare costs and non-monetary costs (e.g., missed school/work, loss of wages, stress) for patients and families.
e Decreased frequency of admission
e Decreased inpatient length of stay
e Decrease in readmission or acute care facility re-evaluation in less than seven days of initial exacerbation

* These clinical pathways do not establish a standard of care to be followed in every case. It is recognized that each
case is different, and those individuals involved in providing health care are expected to use their judgment in
determining what is in the best interests of the patient based on the circumstances existing at the time. It is impossible
to anticipate all possible situations that may exist and to prepare a clinical pathway for each. Accordingly, these clinical
pathways should guide care with the understanding that departures from them may be required at times.


https://www.childrensmercy.org/siteassets/media-documents-for-depts-section/documents-for-health-care-providers/evidence-based-practice/critically-appraised-topics/dexamethasone-vs-prednisolone.pdf
https://www.childrensmercy.org/siteassets/media-documents-for-depts-section/documents-for-health-care-providers/evidence-based-practice/critically-appraised-topics/dexamethasone-vs-prednisolone.pdf
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Decreased time to treatment in the ED setting

Increased safety of patient transfer between settings

Decreased unwarranted variation in care

Narrowing gaps in health care disparities related to inequities in transportation, health literacy, and medication
compliance

Organizational Barriers and Facilitators

Potential Barriers
e Variability of the acceptable level of risk among providers
e Different clinical perspectives among providers in the various care settings (acute care, subspecialty care)
e Challenges with follow-up faced by some families

Potential Facilitators
e Collaborative engagement across care continuum settings during clinical pathway development
e High rate of use of the clinical pathway and order sets
e Standardized order set for Urgent Care, Emergency Department, Hospital Medicine, and Pediatric Intensive
Care

Order Sets
e Urgent Care Quick Orders
e EDP Asthma Exacerbation Pathway
e IP Asthma Pathway

Associated Policies
e Division of Emergency Medicine: Asthma Initiation Standing Order
e Continuous Albuterol Administration

Clinical Pathway Preparation

This pathway was prepared by the Evidence Based Practice (EBP) Department in collaboration with the Asthma
Exacerbation Clinical Pathway Committee composed of content experts at Children’s Mercy Kansas City. If a conflict of
interest is identified, it will be disclosed next to the team member’s name.

Clinical Pathway Representation

This clinical pathway was originally created in 2016 with representation from Pulmonology, Urgent Care,
Emergency Medicine, Respiratory Care, Hospital Medicine, Allergy and Immunology, Critical Care, and Evidence Based
Practice.

Asthma Exacerbation Revision Representation
e Jade Tam-Williams, MD | Pulmonology | Committee Chair
Katie Macmillan, MD | Critical Care Medicine | Committee Member
Cara Holton, MD | Critical Care Medicine | Committee Member
Kate Kyler, MD, MSc | Hospital Medicine | Committee Member
Jesi Neuhart, MD, FAAP | Hospital Medicine | Committee Member
Kylie Smith, BS, RRT-NPS, AE-C | Asthma Program Coordinator | Committee Member
Madison Buchanan, BHS, RRT-NPS | Respiratory Care | Committee Member
Grace Arends, MD | Emergency Medicine | Committee Member
Erin Scott, DO | Emergency Medicine | Committee Member
Michelle DePhillips, MD | Emergency Medicine | Committee Member
Stephanie Duehlmeyer, PharmD, BCPPS, AE-C | Ambulatory Pharmacy | Committee Member
Celtina Reinert, PharmD, CSP | Ambulatory Pharmacy | Committee Member
Nikita Raje, MD | Allergy, Asthma, and Immunology | Committee Member
Amanda Nedved, MD | Urgent Care | Committee Member

EBP Department Members:
e Kathleen Berg, MD, FAAP | Evidence Based Practice
e Jarrod Dusin, PhD, RD, CPHQ | Evidence Based Practice

* These clinical pathways do not establish a standard of care to be followed in every case. It is recognized that each
case is different, and those individuals involved in providing health care are expected to use their judgment in
determining what is in the best interests of the patient based on the circumstances existing at the time. It is impossible
to anticipate all possible situations that may exist and to prepare a clinical pathway for each. Accordingly, these clinical
pathways should guide care with the understanding that departures from them may be required at times.
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Additional Review & Feedback
e The clinical pathway was presented to each division or department represented on the clinical pathway
committee, as well as other appropriate stakeholders. Feedback was incorporated into the final product.

ﬁ Children's Mercy | gigence sased practice Date Finalized: 07/2025

Clinical Pathway Development Funding
The development of this clinical pathway was underwritten by the following departments/divisions: EBP,
Pulmonology, Respiratory Care, Emergency Medicine, Hospital Medicine, Urgent Care, and Allergy & Immunology.

Approval Process
This pathway was reviewed and approved by the Asthma Exacerbation Clinical Pathway Committee, content
experts, departments/divisions, and the EBP Department.

Approval Obtained

Department/Unit Date Approved
Pulmonology August 2025
Allergy & Immunology August 2025
Respiratory Care August 2025
Pediatric Intensive Care Unit August 2025
Emergency Medicine August 2025
Hospital Medicine August 2025
Urgent Care August 2025

Version History

Date Comments
10/2016 Version la: Inpatient care standards based on EPR-3 and GINA guidelines.

5/2019 Version 1b: Emergency Department and Urgent Care Clinics care standards based on EPR-3
and GINA guidelines
7/2022 Version two: Updated all previous guidelines (Urgent Care Clinics, Emergency Department,
and Inpatient) and developed new guidelines (Care Continuum, and Ambulatory) using the
EBP-4 (2020) and GINA (2021) guidelines as foundational guidelines.
7/2025 Version three: Algorithms revised and updated synopsis. Removal of Care Continuum
algorithm. Update of Dexamethasone CAT.

Date for Next Review: August 2028

Implementation & Follow-Up

e Order sets consistent with clinical pathway recommendations were maintained for each care setting
(Emergency Department, Inpatient, Intensive Care).

e Policies were reviewed.
Care measurements may be assessed and shared with appropriate care teams to determine if changes need to
occur

e Clinical pathways are reviewed every 3 years (or sooner) and updated as necessary within the EBP Department
at CMKC. Clinical pathway committees are involved with every review and update

Disclaimer
When evidence is lacking or inconclusive, options in care are provided in the clinical pathway and the power plans
that accompany the clinical pathway.

These clinical pathways do not establish a standard of care to be followed in every case. It is recognized that each case
is different, and those individuals involved in providing health care are expected to use their judgment in determining
what is in the best interests of the patient based on the circumstances existing at the time.

It is impossible to anticipate all possible situations that may exist and to prepare clinical pathways for each.
Accordingly, these clinical pathways should guide care with the understanding that departures from them may be
required at times.
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