Paediatric Respiratory Assessment

Children are not simply “small adults”
In assessing the respiratory status of children and infants we must bear in mind some physiological, metabolic and psychological differences that differentiate children and adults. 

· Accelerated growth and cell division in children results in a higher demand for energy and    

      oxygen than adults.

· Children and infants cannot accumulate stores of nutrients/energy the way that adults can and   

as a result will tend to tire and fall towards respiratory failure much more rapidly than adults.

· The smaller diameter of infants airways places them at greater risk from conditions which  

      further reduce airway size.

· Children and infants are often unable to indicate the site, severity or quality of their illness and so paediatric nurses must become attuned to recognising and interpreting the posture, body    

      language and behaviour of the respiratory compromised child.

Basic aetiology of respiratory illness.

Respiratory compromise in children and infants is generally the result of either,

· Inadequate airway patency resulting in inadequate ventilation of lungs and alveoli.

Common conditions which cause inadequate airway patency and often result in hospital admission include, inhalation of foreign object (choking), asthma, croup, bronchiolitis, epiglottitis, quinsy and anaphylactic reactions.  

All these conditions act to obstruct or restrict the flow of air to and from the lungs through physical obstruction as in the case of choking, or obstruction via the actions of inflammation and oedema of airways and associated structures, often combined with over production of mucous.

· Inadequate gas exchange within the lungs and alveoli.   

Most commonly caused by middle or lower lobe chest infections (viral or bacterial pneumonias) but may also result from pneumothorax, haemothorax, pulmonary oedema severe asthma and bronchiolitis.

It should be noted that some conditions, most commonly acute asthma and bronchiolitis, may result in both inadequate airway patency as well as inadequate gas exchange. Such children should be closely observed and monitored for rapid deterioration of condition.

Assessing Respiratory Function in Children and Infants

Look & Listen
While measurable observations such as respiratory rate, oxygen saturation and heart rate provide essential and useful data for assessment; we cannot underestimate the value of simply looking and listening to our patient with a clinical eye and ear.  

Initial impression.

Does the child/infant look unwell?  Is the patient active, playful, interacting with objects, toys, parents, siblings and/or staff or is the child miserable, distressed, unable to be distracted or comforted, irritable, lethargic, listless or “floppy”. 

In older children note their speech patterns. Ability to speak only in short sentences or single words is indicative of a severely compromised patient while a child able to converse freely and easily is likely to be more mildly compromised. Note: This is particularly relevant to the assessment of acute episodes of asthma. 

 Children are generally not adept at masking or manufacturing feelings, emotions or symptoms related to illness and so their emotional, psychological and physical presentation will often accurately reflect the severity of their illness. 

Behaviour: (What the child does)

· Comfortable, no obvious distress, interactive with parents, +/- staff, environment.  Generally indicative of a milder presentation however, this indicator must be balanced against findings made during visual and auscultation assessments together with vital signs.

· Restless/Irritable, Distressed, not easily distracted or comforted.  Irritability and restlessness can often result from sleep deprivation, hunger, sudden change of environment and routine, invasive and non-invasive procedures, frequent observations/assessment and administration of therapies and their resultant side effects.  Yet in most cases these children can be comforted and consoled by parents or staff or distracted with involvement of activities or entertainments.

It is important to remember however that increasing irritability and restlessness (particularly in the neonate, infant and young child) is a sign of increasing hypoxia and indicates the need for immediate assessment and intervention. 
· Lethargic/flat.  Never to be confused with “merely sleeping”, the lethargic or flat child will be reluctant, difficult or impossible to rouse, will adopt a dishevelled or sprawled posture in the cot/bed and will often not be distracted, stimulated or involved by even unpleasant or invasive procedures. These children will be unable to maintain adequate oral intake and will require immediate and close ongoing assessment and intervention.

      Severe lethargy in the respiratorily compromised infant and toddler is indicative of advanced    

      hypoxia, exhaustion and potential respiratory arrest.

· Drooling.  Most commonly associated with Quinsy (inflammation due to infection of tissue between the tonsil and pharynx, often secondary to tonsillitis) severe croup and epiglottis. Drooling is characteristic of the child unable or unwilling to swallow oral secretions due to pain, or fear of invoking a full airway obstruction. In teenagers, children and toddlers, the sufferer will tend to adopt a posture which allows oral secretions to drain via the mouth rather than pool in the throat, consequently avoiding invoking the swallowing reflex. 

Drooling is indicative of a child (or adult) with a severely compromised airway and children displaying such behaviour should be assessed frequently for signs of diminishing airway patency.  Deterioration of airway patency due to rapidly increasing inflammation can easily result in respiratory arrest.

Visual assessment. (Looking)

In order to perform a visual assessment we must first be able to see what we are looking at. Loosen or remove clothing to expose the child’s neck, chest and abdomen so that a clear and unobstructed view of the upper torso can be obtained.

Colour.   Cyanosed or dusky colour changes in the child/infant’s lips, oral mucosa and  

peripheries are often a late sign of severe respiratory distress resulting in hypoxia and indicate    

that immediate intervention is necessary.

In the absence of an underlying febrile illness, respiratorily compromised children will often display a generalised pallor resulting from the shunting of blood away from peripheries and toward the lungs and vital organs. 

Work of breathing. (Respiratory effort)  Work of breathing refers to the amount of physical effort/energy required in order for the child/infant to move air in and out of the lungs. Work of breathing is assessed by observing the following criteria and can be described as absent, mild, moderate and severe.

· Nasal flaring:  Identified through observation of the child’s nose during periods of inspiration, 

      Nasal flaring is seen as a widening or flaring of the outer nares. Nasal flaring is a sign of 

      respiratory distress and is a very significant finding in an infant.

· Tracheal tug: Seen during periods of inspiration as a “depression” or “sinking in” of the skin at the site covering the trachea, immediately above the sternum. An observable tracheal tug is indicative of respiratory distress and is consistent with conditions resulting in severe airway obstruction.  A tracheal tug is most commonly seen in children suffering severe croup, however it may also be associated with inhalation of a foreign object and in infants with bronchiolitis.

-   Sternal recession:  Seen most commonly in infants (but not exclusively), sternal recession 

     occurs on inspiration and is similar in appearance to the “sinking in” of the tracheal tug, except   

     it occurs at the site of the sternum.  A sternal recession is also indicative of respiratory distress 

     and is a very significant finding in an infant. Sternal recessions are commonly seen in infants 

     suffering severe. bronchiolitis.

-   Rib retraction and accessory muscle use: In an effort to overcome excessive resistance to the 

     movement of air in and out of the lungs the body will often enlist the aid of intercostal and   

     accessory muscles. These muscles are normally not required in performing the act of breathing. 

     However, in the event of respiratory illness and distress their involvement is seen as retraction 

     of the skin and muscle around the ribs on inspiration. 

     Rib retraction indicates respiratory distress and is a significant finding in all age groups. It is   

     commonly seen in children suffering acute asthma. 

· Correct use of MDI/appliances.  (Asthma).  Asthmatic children (often with assistance 

    from their parents) regularly self medicate using MDI (metered dose inhaler) and spacer   

    appliances. It is important that during the course of their admission, asthma sufferers are 

    observed and assessed to ensure that an appropriate and effective technique is applied in  

    coordinating the use of MDI and spacer.  Guidelines for assessing correct MDI/spacer technique 

    can be obtained from paediatric clinical nurse specialists and educator. 

Auscultation (Listening)

what cannot be heard, is often more significant than what can

The purpose of respiratory auscultation via use of a stethoscope is to determine the patency of airways and lungs and to evaluate the quantity, quality and efficacy of air moving within these structures.

This assessment is conducted by systematically listening to and evaluating, left and right sided, anterior and posterior, upper, middle and lower lung fields. 

· Air entry. Of primary concern is the volume and extent of air movement throughout the respiratory system. Air entry refers to the extent to which air is able flow through upper airway structures and the bronchial tree to infiltrate and expand upper, middle and lower lung fields. 

Air entry is commonly described as,

       -   “Good”.        Normal, although often with associated respiratory noises. 

       -   “Decreased” Discernibly less than corresponding and surrounding lung fields and airways.                   

       -   “Tight”         Minimal air entry, often with associated soft wheeze and whistles.

 -   “Nil”             No audible movement of air.

In the well child, the typical “whoosh” of freely moving air on deep inspiration and expiration will be heard throughout all structures and lung fields. The sound will be soft, free of wheeze, moist crackles or other noise and will be equal left to right, anterior to posterior.

The respiratorily compromised child will often exhibit an audible decrease in air entry at and below the area(s) most affected.  Air entry over any structure or lung field assessed as being, less than “Good”, is a significant finding in any age group. 

Assessments indicating “Tight” or “Nil” air entry over any respiratory structure indicates serious respiratory compromise.

 “Nil” air entry to upper airways and bronchial tree (silent chest) indicates that immediate intervention and review is necessary if respiratory arrest is to be avoided.

· Upper, middle & lower lung fields.   In order to ensure greater consistency, and to allow comparison of assessments conducted by different health professionals, the lungs are divided into imaginary thirds, upper, middle and lower lung fields. The bronchial tree and upper respiratory structures are described in addition to this. 

· Respiratory sounds: Inspiratory and expiratory.   It is important to also compare and contrast   

      inspiratory and expiratory air movement and associated respiratory sounds over the same lung   

      field.    Asthmatics for example will often have more difficulty moving air out of their lungs  

      than drawing air in, consequently findings such as these can be useful where diagnosis 

      may be inconclusive.  

      Similarly, patients presenting with mild to moderately severe Croup will often display an 

      inspiratory stridor while the more severely compromised Croup sufferer may exhibit both an 

      inspiratory and expiratory stridor.

· Cough: A voluntary or involuntary response to irritation of the airway, coughing is synonymous with a variety of respiratory conditions typically including URTI (upper respiratory tract infection or “common cold” and “flu”), partial upper airway obstruction, pneumonia, asthma, croup, bronchiolitis and pertussis (whooping cough).

Where coughing is a presenting symptom it’s assessment should address,

       -   Frequency.   Infrequent, frequent or persistent. 

       -  Quality.        Moist, productive or “fruity”. Dry, hacking or non-productive. Strong and 

                               effective or weak and ineffective

       -  Characteristic sounds. 

                               A “barking” like cough is indicative of croup while a “whoop” like 

                               sound when coughing is typical of pertussis (whooping cough). Paroxysmal 

                               coughing is a rapid repetitive and prolonged bout of coughing which the 

                               sufferer is unable to voluntarily suppress. The paroxysmal cough is commonly 

                               seen in patients (often infants) suffering bronchiolitis, croup or whooping 

                               cough

-    Wheeze.   A high-pitched “hissing” sound   heard on inspiration and expiration caused by  

      high-velocity flow of air through a narrowed airway. Wheezing is synonymous with acute 

      episodes of asthma and is indicative of significant respiratory compromise. Wheezes may be 

      isolated to a particular airway structure or lung field, scattered across a number of structures or 

      lung fields, or widespread throughout all or most structures and lung fields.
-   Crackles.   Frequently heard in association with viral and bacterial URTI’s, pneumonias and  

    asthma, crackles present as a coarse “crackling” or “popping” sound created when air   

    moves rapidly through respiratory structures constricted by excessive collections of mucous. As  

    with wheezes, crackles may be described as isolated, scattered or widespread.  Crackles are 

    often indicative of the loosening or movement of consolidated or tenacious mucous and may 

    coincide with the development of a productive cough

-   Whistles.  Akin to a high-pitched wheeze, whistles heard on inspiration or expiration indicate a 

    small volume of air passing at high velocity through a severely narrowed airway or lung field.  

   Whistles are often heard in conjunction with scattered or widespread wheezes and as such are 

    most commonly (but not exclusively) associated with acute episodes of asthma.

-   Stridor.  Difficult o describe but unmistakable once heard, stridor is a medium to high pitched 

    continuous respiratory sound heard predominantly on inspiration. The sound is formed when 

    decreased volumes of air move rapidly through a partial obstruction of the trachea or larynx and  

    is a defining symptom of croup.  Stridor may be “strong”or “soft” and while most commonly 

    inspiratory in nature, may also occur on expiration.     

    While stridors can frequently be heard without the use of a stethoscope, it should be noted that 

    the loudness of the stridor will seldom accurately reflect the severity of the illness. A “soft 

    inspiratory stridor” without accompanying “good air entry” is a child heading towards potential 

    respiratory arrest

-   Grunting respirations.  “Grunting” is as it sounds, an audible slow, even, release of air upon 

    expiration. The act of expiratory “grunting” serves to increase end respiratory pressure and so 

    prolong the period available for gas exchange within the lungs and alveoli. The residual 

    pressure maintained within the lungs when expiration of air is restricted and controlled assists in 

    keeping alveoli open and effective. This is essentially a natural form of CPAP (continuous 

    positive airway pressure) frequently used with respiratorily compromised patients treated in 

    intensive care units.

    Grunting respirations indicate severe respiratory distress and are a critical finding, particularly in 

    the infant. They are associated with conditions, which cause poor respiratory gas exchange, 

    pneumonias, pneumothorax, haemothorax, pleural involvement, pulmonary oedema, and acute 

    severe asthma. 

-  Apnoea.  An absence of spontaneous respiration lasting from a few seconds to an excess of 20 

   seconds, apnoeas are most frequently seen in infants (particularly premature infants) suffering 

   severe bronchiolitis but may also be associated with other respiratory, cardiac and congenital 

   related conditions.  Apnoeas are predominantly self-resolving, the majority of incidences lasting 

   less  than 30 seconds. 

   Apnoea monitors are used with neonates and infants with a history or high risk of apnoea. These  

   monitors sense abdominal movement resulting from respiration and may be calibrated to alarm at   

   10 or 20 seconds following ceacation of respiration.   The child suffering an apnoeic episode 

   should be observed for signs of mottling or cyanosis of the lips, mucosa, peripheries, nail beds   

   etc. The duration of the episode should be noted and interventions (if any) required to stimulate 

   resumption of respiration should be documented. Children suffering recurrent apnoeic episodes 

   require close observation and resuscitation equipment should be always at hand. Oxygen therapy 

   is indicated.

   Neonates and infants suffering frequent or extended periods of apnoea should be nursed and  

   observed in an isolete.  In some presentations, physical stimulation of the chest may become 

   necessary in order to trigger inspiration.  The likelihood of such apnoeic episodes evolving into 

   respiratory arrest should not be underestimated. 

IT IS ESSENTIAL THAT ALL NURSING STAFF RECOGNISE AND RESPOND IMMEDIATELY TO AN ALARMING APNOEA MONITOR.

Measurable observations    

-  Respiratory  Rate.  RR will rise in an effort to compensate for the effects of decreased air entry 

   and/or decreased gas exchange and will often reflect work of breathing.  Infants and children  

   displaying a marked tachypnoea may soon tire and fall toward respiratory arrest if interventions 

   are not initiated to increase gas exchange and ease work of breathing so as to lower respiratory 

   rate.  RR is an important indicator of respiratory function and a key indicator for respiratory 

   distress and as such, must be monitored, reported and documented closely.

-  Heart rate.  As with RR, HR will also increase in response to increasing work of breathing and 

   decreasing air entry and/or gas exchange. Similarly, elevated tachycardia is an indicator of 

   respiratory distress and should be closely monitored, documented and reported. 

   It should be remembered that some interventions applied in the treatment of respiratory illnesses  

   elicit tachycardia as a known side-effect. Most common among these are beta-agonists such as 

   Salbutamol (Ventolin), the mainstay treatment of acute asthma.

-  Temp.  Commonly associated with underlying infective (viral or bacterial) illness of known or 

   unknown focus, febrile conditions in the respiratory compromised child are typical in cases of 

   URTI/Flu, pneumonias and quinsy. Elevated temperatures may also raise HR and RR but are 

   generally not significant in determining respiratory status.

-  Blood Pressure.  Significant in respiratory compromise related to trauma, as may be the case 

   with diagnosed (or suspected) haemothorax, pneumothorax or in the case of respiratory distress 

   following surgery. In the haemodynamically stable child, blood pressure rarely provides 

   significant findings when applied to respiratory assessment.   

-  Sa02 (oxygen saturations).   By measuring the amount of oxygen being carried by individual 

   haemoglobin as they pass under a sensor, oxygen saturation is displayed as a percentage of the 

   haemoglobin’s maximum oxygen carrying potential.  This number provides an indication as to 

   the efficiency of gas exchange within the lungs and can be most useful in indicating the severity 

   of congestive respiratory conditions such as pneumonias, asthma, bronchiolitis, severe URTI’s    

   and Flu like illnesses. Sa02 monitoring is also applied in assessing respiratory status post theatre 

   and can be invaluable in titrating oxygen flow rates so as to match patient requirements.

   Children requiring oxygen therapy must have respiratory assessment/ review conducted hourly. 

   O2  therapy should be considered/commenced when Sao2 consistently falls below 92% or/and

   respiratory effort is such that supportive oxygen therapy is indicated. Oxygen flow should be 

   titrated to provide Sa02 not exceeding 99% as longer term over oxygenation can have 

   detrimental flow-on  effects, particularly in the infant. Applying and weaning 02 therapy must be 

   performed considering all respiratory assessment criteria, not Sa02 alone.

   It should be noted that applying Sa02 monitoring in the assessment of croup, quinsy, epiglottitis 

   or similar upper airway obstructive conditions is inappropriate. In these conditions falling Sa02 

   is a late indicator of impending airway occlusion. Other signs associated with severe respiratory 

   distress will present well before a significant drop in Sa02 occurs.

   Sa02 monitoring is a valuable tool which, when used in conjunction with other respiratory 

   assessment tools, assists greatly in the formation of an accurate and competent review of 

   respiratory function.    It is possible however to conduct an accurate and complete 

   respiratory assessment, without access to a Sa02 monitor. 

Collating findings. (putting it all together)

There is no such thing as a stupid question.

The most difficult part of paediatric respiratory assessment is often in knowing what the information collected and observed actually means, particularly when some of it can seem contradictory. All findings are significant, even in isolation (some more than others eg: nil air-entry) but generally all are better evaluated in combination. By comparing findings (initial impression, behaviour, visual assessment, auscultation, measurable observations) and determining the degree to which these findings support a common theme or outcome, a comprehensive and accurate impression of respiratory status can be found. 

Having made your assessment, get a second opinion. Test your assessment skills by requesting that a colleague conduct their own respiratory assessment and compare notes.  It is well worth becoming familiar with the behaviour, appearance and sounds of the respiratory well child. By becoming familiar with the sounds associated with normal, healthy air entry, it becomes much easier to detect, identify and describe decreased air-entry and abnormal respiratory sounds. 

If in doubt, seek the opinion of a senior nursing staff member to assist you in forming a clinical opinion from your findings. Include in your opinion, those findings which most strongly support this opinion.  Always consider the possibility/likelihood of alternative scenarios and outcomes.

Having derived a clinical opinion of respiratory status based upon the findings of a comprehensive respiratory assessment we must then determine if/what treatment and management interventions are required. Once again consult with senior staff if unsure. Such interventions may range from none, application of oxygen therapy, application of medication as per MR11, review by Paediatric medical officer, Medical Emergency Team (MET) intervention or Code Blue alert response. 

Determining the most appropriate treatment and management interventions in response to changed respiratory condition is best achieved in a consultative and inclusive manner. Form your own opinion and strategy but consult with another nurse to confirm the validity of your thinking. 

In cases where a child is found to be in clear and obvious respiratory distress well beyond normal parameters, seek immediate assistance and medical review, call a MET response or Code Blue arrest response if you have concerns regarding potential or immanent respiratory arrest.  

Practise.

Respiratory assessment skills are acquired through a combination of knowledge and experience and must be practised if they are to be maximised.  Take every opportunity to look, listen and observe various patients for respiratory function so as to build familiarity with a variety of presentations, sounds, and observations associated with respiratory illness in infants and children.  

Good Luck and Breath easy

BallaratHealthServices
Paediatric and Adolescent Unit.

Paediatric Respiratory Assessment 

Learning and Competency Package

(50% inspiration, 50% expiration, 100% observation!)

Introduction

This respiratory learning package has been designed for use by nursing staff new to the area of Paediatric nursing. It’s purpose is to assist nursing graduates, students and casual staff to achieve a recognised competency in infant and child respiratory assessment and to allow more experienced paediatric nurses to update and consolidate their existing respiratory assessment skills.

The package encourages development of a balanced, accurate and systematic approach to respiratory assessment of infants and children. It draws upon many resources including those of the Royal Children’s Hospital, National Asthma Council of Australia, BHS Centre for Nurse and Health Education and BHS Paediatric and Adolescent Unit to provide an overview of current practise in paediatric respiratory assessment.

While the treatment and management of various respiratory illnesses is constantly developing and changing, essential observational skills applied in paediatric respiratory assessments have not. The context of this learning package is centred upon “respiratory assessment”. Participants should seek the advice of ward CNS, AUM, Paediatric Nurse Educator, Paediatric Medical Staff in conjunction with their own clinical research skills, to identify current treatment and management regimes applicable to patients suffering specific respiratory illness.

Objectives.

Following completion of this package the participant will be able to,

· Apply a comprehensive and systematic approach to paediatric respiratory assessment.

· Recognise and describe the symptoms associated with the respiratory compromised child.

· Differentiate between obstructive upper airway conditions and congestive lower airway conditions.

· Accurately describe and document the child’s behaviour, appearance, chest sounds and measurable observations in relation to respiratory assessment.

· Use the findings made during examination to make an accurate and considered assessment regarding respiratory status, effort and function. 

-    Assess patient’s/parent’s technique in self-administration of MDI and spacers. 

Competency assessment.

Having studied the information contained within the package participants are encouraged to practise skills learned by conducting at least three respiratory assessments under the supervision of a paediatric clinical nurse specialist or educator. These “practise runs” may be performed with any suitable paediatric patient, not only those with a respiratory-based problem. 

The role of the supervising CNS/educator is to support and assist the participant in effectively applying assessment theory to clinical practise.

 Competency assessment may be performed when both the participant and the supervising CNS/educator agree that the required assessment skills have been attained. The participant will then conduct a full paediatric respiratory assessment with a patient nominated by the CNS/educator. The CNS/educator will provide no verbal or non-verbal cues during the assessment and will take the role of observer. 

 The successful participant will demonstrate a comprehensive and methodical approach, accurately describe findings and observations to the CNS/educator, collate these findings to form an accurate clinical opinion of current respiratory status and document these findings in the attached competency assessment sheet. 
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	NORMAL PARAMETERS FOR PAEDIATRIC VITAL SIGNS  

                                 
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	Age:
	
	    H.R
	     H.R.
	Resp
	Systol Bp
	Diastol Bp
	Temp ©

	
	
	  awake
	  asleep
	  rate
	  5-95%
	   5-95%
	

	
	
	
	
	
	
	
	
	

	Neonate
	100-180
	80-160
	30-80
	60-90
	20-60
	36.5-37.5

	Infant 6mth
	100-160
	80-160
	30-60
	87-105
	50-66
	36.5-37.5

	Toddler 2yr
	80-150
	70-120
	24-40
	95-105
	50-66
	36.0-37.2

	Pre-School
	
	
	
	
	
	
	

	child
	
	70-110
	60-90
	22-34
	95-110
	50-78
	36.0-37.2

	School-age
	
	
	
	
	
	
	

	   7yrs
	
	65-110
	60-90
	18-30
	97-112
	57-80
	36.0-37.2

	Adolescent
	
	
	
	
	
	
	

	   15yrs
	
	60-90
	50-90
	 12-20
	112-128
	66-80
	36.0-37.2

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	       FLUID REQUIREMENTS
	
	
	

	
	
	
	
	
	
	
	
	

	
	Weight:
	          Fluid requirements
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	3-10 kg
	100ml/kg per day IV; 150ml/kg per day oral
	
	

	
	10-20 kg
	1000 ml + (50ml/kg for each kg over 10 kg) per day
	

	
	> 20 kg
	1500ml +  (20ml/kg for each kg over 20 kg) per day
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


References: Whaley and Wong, 1989.    RCH Paed Handbook, 1994.    Hazinski, 1992
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Paediatric Respiratory Assessment

       Competency Assessment Sheet.

Assessment Date/Time:

Participant:

Assesor/ Designation:

Correct MDI/Spacer technique.  Competency requires all 5 steps
1. Collect appropriate spacer/mask

2. Perform MDI medication check
3. Appropriate explanation to child/family

4. Demonstrate appropriate spacer use

5. Demonstrate cleaning/ storage of equipment.
Competency achieved:    Y     N

Assessment Work Sheet.

Patient’s Age:

Patients Admission diagnosis:

Measurable observations.

Temp:……   HR:………    RR……….    BP……….  Sao2……….  O2…………..

Initial impression:

Observable findings:

Findings from auscultation:

Respiratory Status/ Clinical opinion:

Interventions indicated/ ongoing plan:

Assessors comments:

Use Of Spacers
Inhalation is the best way to take asthma medications.

We now know that asthma medication given through a puffer and spacer relieves asthma symptoms just as well as a nebuliser.

 It is important to remember the following when using a puffer and spacer:

A puffer and spacer are better than using a puffer alone as more medication gets to the lungs where it is needed.

The number of puffs given in hospital is usually more than would be given at home.
The child and family need to know how to use the puffer and spacer properly for the medication to work as well as it can.

Select correct size spacer for the child.  Approximate guide is under 6 years space chamber and face mask over 6years to adult size volumatic.  Consider age and developmental stage when choosing spacer.
Large Volume Spacers (eg Volumatic)

How to use large volume spacer

1. Collect and assemble spacer
2. Collect MDI   (metered dose inhaler)–check drug, dose and expiry date.

3. Explain procedure to child/family and sit upright where possible.

4. Remove the protective cap from the puffer

5. Shake the puffer vigorously and insert it firmly into the end of the spacer.
6.  Place the mouthpiece of the spacer in their mouth, making sure that they seal their lips around it. Hold the spacer level. 

7. Press the puffer ONCE to release a dose of the medicine into the spacer.

8.  Do not remove puffer.

9.  Get the child to breathe in and out slowly and deeply through their mouth 4-5 times.

10.  Observe spacer valve movement

11. Remove puffer and repeat steps 5-10
Small Volume Spacers (eg. Space chamber)

How to use a small volume spacer
1. Assemble spacer and age appropriate mask

2. Collect MDI –check drug ,dose and expiry date

3. Explain procedure to child / family and sit upright where possible.

4. Remove the protective cap from the puffer.

5. Shake the puffer vigorously and insert it firmly into the end of the spacer.
6. Place the mask over the child’s face, making sure that it covers the mouth and nose.

      Try to get a good seal on the skin so no air can get in.

7. Press the puffer once to release a dose of the medication into the spacer. Do not remove the puffer.

8. Allow the child to breathe in and out 4-5 times. This usually means leaving the mask in position for 15-20 secs.

9. Observe spacer valve movement
10. Remove puffer and repeat steps 5-9

Spacer care

Spacers will be reused.

New spacers should be washed in detergent and air dried prior to first use ( decreases static and improves drug delivery )
Used spacers should be washed in detergent then autoclaved. On return to ward dip in detergent then air dry. ( Do not rinse ,rub or towel dry.)

