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I > Criteria for use I

For all cases or suspected cases of bronchiolitis at the Whittington Hospital. This
guideline is to be used by paediatric and emergency department staff treating
children with this condition.

I » Background I

Bronchiolitis is an acute infectious disease of the lower respiratory tract that occurs
primarily in young infants (< 2 years). It is a seasonal viral illness characterised by
fever, nasal discharge and dry, wheezy cough.

Annual epidemics typically occur mid-November to late March. Roughly one third of
infants will develop bronchiolitis in the first year of life. Peak incidence is 3-6 months
and 90% of infants requiring hospitalisation are less than 1 year of age.

Infection only confers partial immunity so re-infection is common throughout life.
After the age of 3, infection is usually milder and confined to the upper respiratory
tract.

RSV virus is responsible for 75% of cases of bronchiolitis, rhinovirus is the second
most common virus. Other viruses responsible include influenza, para-influenza,
adenovirus and metapneumovirus

> Risk factors for severe disease I

e Infants less than 12 weeks of age

« Infants with cardiac disease

« Preterm infants (<37 weeks gestation). Infants born at less than 32 weeks
gestation are at particularly increased risk of hospitalisation and severe disease

« Infants with lung disease e.g. chronic lung disease, premature, cystic fibrosis

« Infants with neurological, neuromuscular disease or who are
Immunocompromised
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I > Clinical features

Classically it starts with coryzal symptoms and associated fever. After 2-3 days,
the infection spreads to the lower respiratory tract causing increasing cough and
shortness of breath. Apnoea is a frequent complication especially in the younger
infant, and may be the presenting feature in some infants. There may be associated
feeding difficulties +/- vomiting. Examination shows increased respiratory effort,
inspiratory crackles and wheeze on auscultation. +/- signs of dehydration. Most
infants /children improve within 3-4 days.

Common features:

« Rhinorrhoea (Runny nose)

« Cough

« Poor Feeding
« Vomiting

« Pyrexia

« Respiratory distress (increased respiratory rate, subcostal/intercostal recession,
tracheal tug)

 Apnoea
« Inspiratory crackles +/- wheeze
e Cyanosis

Differential diagnosis

« Viral induced wheeze (>12 months old)
« Bacterial pneumonia

« Chronic pulmonary disease

« Foreign body aspiration

« Congenital heart disease/heart failure
« Vascular ring

e Sepsis

« Severe metabolic acidosis



I » Assessment I

It is important to assess whether the infant has mild, moderate or severe illness. The
table below gives symptoms so children can be categorised into a red, amber or
green group. This directs ongoing management.

I — .
Resp rate

=12 months less than 50 breaths/min 50-80 breaths/min >60 breaths/min
=12 months less than 40 breaths/min 40-80 breaths/min =60 breaths/min
Sats in air 96% or above 93-959%, =93%

Chest None Moderate Severe
recession

Nasal Absent May be present Present

Flaring

Grunting Absent Absent Present

Feeding + Normal. No vomiting 50-75% fluid intake over =50% fluid intake over
hydration 3-4 feeds +- vomiting. 2-3 feeds +- vomiting.
Reduced urine output.  Significantly reduced
urine output (half of
usual wet nappies)

Apnoeas  Absent Absent Present

Skin *CR <2 *CR 2-3 seconds. CR=>8
*Normal colour skin. -Pale/mottled -F’ale{mottledﬁashenfblua
+Moist mucous -Pallour reported by *Cyanotic lips and
membranes. parent/carer. tongue.

-Cool peripheries.

Behaviour +Alert. *Irritable *Unable to rouse
*Normal behaviour Mot responding *Wakes only with
normally to social cues E’:"mgm stnmtglaﬁcn
-Decreased activity m:;mm social
*hio cile “Weak, high pitched or
continuous cry
=Appears ill to a health
care professional

\= i
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Assess, look for life threatening signs
and symptoms

s
If all green features and ' Ifany amber features | [l If any red features
no amber or red |

E{}xygen support required? ] Commence high flow
oxygen support. Seek
senior A+E assistance

and bleep paediatric
registrar on 3111.

Provide parents/carers
with discharge advice

Mo

i}

| Is feeding sufficient to |
| maintain hydration? |

' «Consider discharge home with safety netting if patients happy (remember
symptoms tend to reach their most severe on day 3 or 4)

Consider refeffi'r:t:r:i "c;:;'ﬁbspital at home or arranging follow up in children’s
ambulatory care.

Green:

These patients can be managed in ED and discharged home. However advise
parents that the symptoms tend to reach their most severe on the 3rd or 4th day of
illness.

There is no benefit to giving any hypertonic saline neb in ED and then discharging
the patient home. There is a risk of bronchospasm following hypertonic saline
administration and patients should be closely observed following this.

Amber:

Clinical decision needs to be made whether these infants need to be managed in
hospital, by hospital at home or discharged. Hospital at home is only an option for
children who have an Islington GP.

Red:
Any infant with any red symptoms must be discussed with the paediatric registrar
and will need admission. There should be a low threshold for admission.



I » Management I

IModerate Disease (Amber)

Discuss with paediatrics:

« Most will need to be seen by a member of the paediatric team.

« They May need admission to the Children’s Assessment unit (CAU)/ Ifor ward for
a period of assessment of oxygen saturations, respiratory effort and feeding.

« Supportive measures are the mainstay of treatment.

Investigations :
« Not normally needed
« NPA if admitted

Oxygen/ High Flow Nasal Oxygen (HFNO)

« If they have mild to moderate recession, or an oxygen requirement then give
supplementary humidified oxygen via nasal cannula. To Maintain Sats >92%

« If they are requiring more than 0.5 L/min oxygen, they should be considered for
High Flow Nasal Oxygen (HFNO). See HFNO guideline.

Feeds/Fluids:

« Offer smaller volumes of feed 2- 3 hourly

« Oral: If no increased oxygen requirements with feeds and respiratory rate is less
than 50/min

« Oro/nasogastric: if respiratory rate is between 50-60/min but no increase in
respiratory distress during feeds

« Intravenous: If respiratory rate > 60/min or if there is an increase in respiratory
distress with gastric feeds. Administer 2/3 maintenance.

Hypertonic (3%) saline :

« Consider trial of 2 doses of nebulised hypertonic (3%) saline of 4ml per dose, in
oxygen. If symptoms improve, nebulisation may be repeated, and continued if
there is clear clinical benefit. Please document in the patient notes any reason for
not continuing (eg. bronchospasm).

« There is a risk of bronchospasm following hypertonic saline administration and
patients should be closely observed following this. As such some centres will
routinely use it together with Salbutamol.

« If used alone:

o Every 2 hours for 3 doses
o Then every 4 hours for 5 doses
o Then every 6 hours until discharge
» If used with bronchodilators or adrenaline:
o 6-8 hourly until discharge

* Note: A systematic review on the use of nebulised hypertonic (3%) saline has
shown some benefit in the out-patient and in-patient setting for moderate disease
(clinical severity score improvements, reduced length of time on supplementary
oxygen and reduced length of hospital stay).
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« If the infant improves following Hypertonic saline, this does not mean that they
are well enough to be discharged. The family will not have the ability to repeat
this at home. Instead they should be admitted to CAU or Ifor ward and reviewed
4-6 hours post neb. If they are well at this point then they can be considered for
discharge.

Bronchodilators:

« Consider nebulised ipratropium 125mcg or nebulised salbutamol 2.5mg

» Reassess 10-20 minutes after administration and only continue if clear benefit.

« Note: systematic reviews have shown that there is only modest benefit from
bronchodilators in short term clinical scores.

|Severe Disease (Red)

Refer immediately to paediatrics. Will all need admission.

Investigations

« NPA.

« FBC/U&E (only if siting an i.v cannula)

« ABG: only if tiring or Fi02>40% or requiring ventilatory support.

« CXR; only if deteriorating, requiring ventilatory support, or if suspect superadded
bacterial infection

Oxygen/ Optiflow

« If they have mild to moderate recession, or an oxygen requirement then give
supplementary Humidified oxygen via nasal cannula. To Maintain Sats >92%

« If they are requiring more than 500cc of oxygen, they should be considered for
High Flow Nasal Oxygen (HFNO) ie Optiflow. See Optiflow guideline.

Fluids
« Intravenous: If respiratory rate > 60 breaths per minute or if there is an increase
in respiratory distress with gastric feeds . Give 2/3 maintenance fluids.

Hypertonlc (3%) saline :

Consider trial of 2 doses of nebulised hypertonic (3%) saline of 4ml per dose, in
oxygen. If symptoms improve, nebulisation may be repeated, and continued if
there is clear clinical benefit. Please document in the patient notes any reason for
not continuing (eg. bronchospasm).

« There is a risk of bronchospasm following hypertonic saline administration and
patients should be closely observed following this. As such some centres will
routinely use it together with Salbutamol.

« If used alone:

o Every 2 hours for 3 doses

o Then every 4 hours for 5 doses

o Then every 6 hours until discharge
+ If used with bronchodilators or adrenaline:

o 6-8 hourly until discharge

* Note: A systematic review on the use of nebulised hypertonic (3%) saline has
shown some benefit in the out-patient and in-patient setting for moderate disease



(clinical severity score improvements, reduced length of time on supplementary
oxygen and reduced length of hospital stay).

Adrenaline:

» Consider trial of 2 doses of nebulised adrenaline 0.5ml/kg of 1;1000 (maximum
dose 3 ml) in oxygen . If symptoms improve, nebulisation may be repeated after
30 minutes.

« Note: A systematic review on the use of nebulised adrenaline has shown some
benefits in the out-patient setting (clinical score improvements and improved
oxygenation). However, as firm evidence for the use of adrenaline in bronchiolitis
is currently lacking, this protocol does not support its routine use but a trial may
be appropriate to assess the individual infants response.

Bronchodilators:

« Consider nebulised ipratropium 125mcg or nebulised salbutamol 2.5mg

« Reassess 10-20 minutes after administration and only continue if clear benefit.

» Note: systematic reviews have shown that there is only modest benefit from
bronchodilators in short term clinical scores.

I » Assisted Ventilation I

High Flow Nasal Oxygen (HFNO) (see HFNO guideline)

e For Mild to moderate Respiratory distress consider HFNO

« If they are requiring more than 0.5L/min of oxygen, they should be considered for
High Flow Nasal Oxygen (HFNO).

The Cochrane review from 2014 http://www.ncbi.nlm.nih.gov/pubmed/24442856
would suggest There is insufficient evidence to determine the effectiveness of HFNC
therapy for treating infants with bronchiolitis. There was no clear evidence of a
difference in total duration of oxygen therapy, time to discharge or total length of stay
between groups (optiflow and headbox).

The current literature shows mixed results. The followingTwo papers would indicate

there is a benefit:

» Evidence showing optiflow improves respiratory distress score, O2 sats and
patient comfort score - Spentzas T, Minarik M, Patters AB, Vinson B, Stidham G.
Children with respiratory distress treated with high-flow nasal cannula. J Intensive
Care Med 2009;24:323-8.

« Evidence showing it reduces intubation rates - McKiernan C, Chua LC et al. High
flow nasal cannula therapy in infants with bronchiolitis. J of Pediatrics April
2010;156 (4):634-638.

HFNO, is not a substitute for CPAP. Everyone is agreed on that HFNO is very well
tolerated, more so than other forms of oxygen support.
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CPAP
Indications for CPAP:

« Requiring Fi02>40% to obtain sats of 292%.

« Failure to improve on HFNO

« Severe intercostal recession

+ PaC02>6.5Kpa

« PH<7.30

« Apnoea - may be of benefit but be VERY CAUTIOUS as CPAP does not provide
a back up respiratory rate

Feeding on CPAP

« Start Intravenous fluids initially, 2/3 maintenance.

« Consider continuous nasogastric feeds if condition stable/improving after 12
hours

« Insert nasogastric tube prior to CPAP to avoid gastric distension and aspiration of
gastric contents

Intubation and ventilation
Consider early Anaesthetic review.

Some infants will continue to deteriorate on CPAP or will clearly need intubation at
initial assessment. Indications for intubation:

« Drowsiness/exhaustion

« Recurrent apnoea despite CPAP

« Worsening hypoxaemia

« Worsening hypercarbia

« Reduced conscious level

intubation
See Children’s Acute Transport Guideline (CATSs) for more information
http://site.cats.nhs.uk/in-a-hurry/cats-clinical-guidelines/

+ Pre-oxygenate

Fluid boluses and resuscitation drugs available

« Consider modified rapid sequence induction with ketamine 1-2 mg/kg
(bronchodilator activity): see induction of anaesthesia guideline

CXR post intubation

Management following intubation
« Sedate and paralyse for ventilation
« Pursue a pressure limited permissive hypercapnia strategy (pH > 7.2)
« Limit PIP <35 cm H20
« Keep tidal volume 5-8 ml/kg
« Rate <30 bpm; high rates may lead to air-trapping
e |: Eratio of 1:2
« PEEP of 5-7 is often necessary to counteract intrinsic PEEP
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e Failure to apply extrinsic PEEP at 85-100% of intrinsic PEEP will result in
progressive over inflation and haemodynamic compromise.

« Regular chest physiotherapy and suctioning for mucus plugging.

« Check CXR for ETT position and to exclude pneumothorax.

Indications for HDU/ITU care
« Failure to maintain O2 sats >92% with increasing oxygen therapy.
« Deteriorating respiratory status with signs of increasing respiratory
distress and/or exhaustion.
« Recurrent apnoeas

> Corticosteroids I

No role for inhaled or systemic corticosteroids in bronchiolitis.

> Antibiotics I

Do not use routinely in bronchiolitis as risk of associated serious bacterial
infection is low

Consider however in infants with severe disease and in those requiring assisted
ventilation

> Physiotherapy I

Should not be part of routine management

No evidence of benefit.

> Investigations I

Bronchiolitis is a clinical diagnosis and as such there are no specific
investigations that need to be done.
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Temperature children with bronchiolitis can be afebrile or have a low grade fever.
Children with temperature >39 C need careful evaluation to exclude another
cause of respiratory symptoms.

Nasopharyngeal aspirate for RSV should be done for all children who are going
to be admitted. (Not for diagnostic purposes but in case cohort nursing is needed
on the ward).

Chest x-rays DO NOT need to be done in a child who appears to have
‘straightforward’ bronchiolitis.

o Chest x-ray findings are non-specific and frequently lead to the use of
antibiotics with no demonstrable benefit. This is often because
atelectasis (commonly seen in bronchiolitic chest x-rays) frequently
prompts doctors to administer antibiotics)

Sever Bronchiolitis: in those who are who are not responding to treatment or
where you are considering intubation, the following investigations should be
considered:

o FBC, U+E (high risk of SIADH), Blood gas, Blood Cultures, CXR

> Discharge criteria I

Maintaining 75% of normal intake orally

Sats above 94% in air and stable when patient sleeping

> Follow-up I

No routine follow up is required.

Parents should be safety-netted to return if their child is taking less than half of
usual feeds or develops signs of increased work of breathing.

Advice to parents on discharge

o Resolution of symptoms - warn parents it can take up to 21 days for a
complete resolution of symptoms. A minority of infants will still have
symptoms at 4 weeks.

o Smoking - there is strong evidence to suggest that smoking increases
the risk of admission with bronchiolitis. If parents willing to accept
referral to stop smoking please contact specialist nurse at Whittington
to organise referral.

o Re-infection - inform parents that this may occur

o Persistent wheeze - inform parents that there is an increased risk of
wheezing post bronchiolitis, more so if family or personal history of
atopy.
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Give parents a patient information leaflet (appendix A) (print last two pages of
document).

> Prevention I

For indications and more details on Palivizumab, please see the Green Book”
Department of Health.

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/14
8494/Green-Book-Chapter-27a-dh_130131.pdf

» Contacts (inside and outside the Trust including ou t-of-hours contacts) I

Paediatric registrar on call — bleep 3111
Paediatric consultant on call (via switchboard)

Children’s Acute Transport Service (CATS): Emergency referral/advice hotline
0800 0850 003

» References (evidence upon which the guideline isba  sed) I
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4. Clinical Assessment Tool for Babies/Children under 2 years with Suspected
Bronchiolitis. West Sussex Hospital Guideline.
(http://www.wsh.nhs.uk/ChildrensServices/docs/pathways/BronchiolitisBronchiolitispathwayfor
inhospitalcare.pdf)

5. Zhang L, Mendoza-Sassi RA, Wainwright C, Klassen TP. Nebulised
hypertonic saline solution for acute bronchiolitis in infants. Cochrane
Database of Systematic Reviews 2013, Issue 7. Art. No.: CD006458. DOI:
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I > APPENDIX A — Patient information leaflet I

http://www.sign.ac.uk/pdf/sign91parent.pdf

SIGHN

What is bronchiolitis?

Bronchiclitis s wihen the liniest air passages inyour baby's
lungs bacome swollen. This can make it more difficult for
your babny ta breathe. Usualy, broncheolifis is caused by a
virus called raspiratory symcylial vires (known as BSV).

Almast all childran will have had an infection caused by
HSV by tha time they ara two. I & most commoan in the
wirler months and usually only causas mild “caold-like’
symploms. Meost chidren get battar an thair gwn.

Soma babies, especially vary young ones, can have
difficulty with breathing or feeding and may need to golo
haspital

i bemnciads

<)

Ctrarted brofahini

Can | prevent bronchiolitis?

Me. The wirus thal causes bronchiolitis in babies also
causes coughs and colds in older childran ard adults so
it i wery difficull to prevenl

What are the symptoms?

« Bronchioitis starts like a simple codd. Your baby
may have a runny nose and somatimas a
lemperalure and a cough,

= After a few days your baby's cough may become
wWorse.

= Your baby's brealting may be faster than fommal
and it may become naisy. He or she may nesd to
make mare effort o breathe.

= Sometimes, in very young babies, bronchiclitis

may causa them e have brial pauses in theair
hraathinn

@0 Information about bronchiolitis for parents and carers

= Az beeatihing becomes mone difficult, your bakwy
rmay rat ba able o take the usual amount of milk
by breast or bottle. You may notice lewar wal
nappies than usual.

= Your baby may be sick alter feeding and become
irritabis.

= How can | halp my baby?

= |1 feading is difficull, try breastfeeding more oftan or
otfering smaller battle feeds mora often

= || your baby has a temperatura, you can give
hirm ar her paracetamol (o example, Calpol or
Disprol}. You musl fallow the instructions that come
with the paracatarmal carefully. If you are not sura,
ask your community pharmacest it paracelamal is
suitable lor your baby, and what dose you should
ghve,

= || your baby is already taking any medicines or
infalars, you should carmy on using these. | you find
it difficult to get your baby o take tham, ask your
dector for adhvics.

= Branchicdites s causad by a virus so anbbiotics won't
help.

kake sure your baby is nol exposed to lobacto smoke.
Passive smoking can =anously damage your baby's
haalth, It makes breathing problems like bronchiolitis
Worsa.

How long does bronchiclitis last?

»  Most babies wilh bronchialitis ged batter within about
two waeks, They may still have a cough for a
Faw mMore woasks.

= Your bhaby can go back 1o nussary or daycars
as so0n as he or she & well anough (thal &5 feeding
normally and with no diffulty breathirg).

» There is usually no nead lo see your doclor i your
baby is recovering weil. I you are worried about
your baby's progress, discuss this wilh your doctar
or haallh visilor,
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When should | get advice?

Cortact your GP d :

you oo wornod about your Bady
vour oaby s hawng dificaty breathing;

your Bady is fakrg less than hal his of hor esial
Tesinty Grvar taeth fo heag laada, or Ras fo el nappy
for 12 howrs

YOUT Doby has & high Ssmperairn; or

your ooby seome: vony brod o emimblo.

Dial 999 for an

ambulance if:

Year haby is having 2 lot ol difficulty breathing
and iz pale o swaaty,

Your haby's tongee and lips ar turning blus; or
Thesre are long pauses in your
haky's braathing

What will happean if | have 10 take
my baby to hospital?

#if hoapilol & docior or nurse will examing yaur

ke

Thg A o nurss will chack your Baby's bepaihing
using o-spocal machime calied o pulss oximeler
Thiez is A Bghi-proks whnzhowdll isguelly B wira i
arsiid your Baln's fega of 190, 1| moaauiss tha
eonyegen inyor babys blood, ard ha'pe coclors ara
PLFERERE IO &RAAE8 Your Daln A breatheg

IF yeue el oads aryGer, [|will B ghan thesugh
fing tubss il the Pods o IHoUGR & M

¥ e Daby Seods Dok 1o hneassh oF i, B oar
she may nood %o sty in hospil,

You will bo-abke to sty with your baby whis bo or
&M i3 0 Fospital

i Daby 'wil pranaily crly seed ooatay © hospital
fora fow days. ¥ow will be able 0 18w your baby
tome whian he or sha & sbie b feed and doesn
P QRN ary More

To-sonlemn The causd ol The Bronshcli, soma of
tha mumus from your baixy's nose may be sashed
for ASY. In Fospial it is imporant bo sepamtn
i with andg withogr e vings o Shop 8 «ings
sprosdng

= ‘ou will rood 0 Siean your hanas with aloobol gel
o wiaah-and gry tharn caraliilsy Baloep andg altes
canng o yor baby

* ‘Ymilors may be resictod jo pevent the sproad of
oo

& | your batry nends help with donding, hoar shie moy
b givean ik Thigiigh a leadging lubae, This s a 2ol
Flasaic lube wrich is passed through your Baby's
nosi or maulh ong down Mo hE or her siemach. i

2 kAP in plaoa Iy waning T tube 10 wour Dain's
chook. The 3ubo wil be remaved whon your baby is
obin i feed agar.

* Gome bakied may read 0 b ghan ks theougha
e 0O A St fhay A0g ETNG endagh Tids,

* A lew Dalees hacome apricusly [ ard reesd 10 g
imo imonsyo e (oortaps in o oo haspiial)
Tor spaicin bRl naiD with hair Draaiking

After lsaving hospital

Aemember, you can ask your GP of heolth vistor foe
BAne OF conct e 1 you bacame warn ad abau] youe
aaby

Will it happen again?

Wit Baky b o [edy 13 gat beoncraoliia agam, AlRDugh
oocosorsly & can hapoon.

Are there ahy long-term effects?

Vst By may 8 hied & (ogh and reman chesty and
whoozy for some tme but this wil sette down gradunly.

Bronchililis doos not usuaily caise long-kerm beeoihing
problams

Usaful contacts

HHS 24
Freami: QBASA 242404 = ey piad. com
Provides hoalth advicoe and indonmation.

rﬂrys‘tal AT
Mark ~_rf“'
14001 =%

Clerily apsprosesd I'J:.-H-h‘-‘“"--h-'|l
Plain English Carmpalgn

Seodtish lodisoobiemiate Giedeiees Setaadk, ¥8 Tl 5o el Filird gt ERT 1EN © s e
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To be completed and attached to any procedural document when submitted to the
appropriate committee for consideration and approval

Yes/No Comments
1. Does the procedural document affect one
group less or more favourably than another
on the basis of:
* Race No
e Ethnic origins (including gypsies and No
travellers)
» Nationality No
» Gender No
» Culture No
» Religion or belief No
e Sexual orientation including lesbian, gay No
and bisexual people
° Age NO
» Disability - learning disabilities, physical No
disability, sensory impairment and mental
health problems
2. Is there any evidence that some groups are Yes Infants who ere born
affected differently? premature are at higher risk
3. If you have identified potential No
discrimination, are any exceptions valid,
legal and/or justifiable?
4, Is the impact of the procedural document No
likely to be negative?
5. If so can the impact be avoided? N/A
6. What alternatives are there to achieving the N/A
procedural document without the impact?
7. Can we reduce the impact by taking N/A

different action?

If you have identified a potential discriminatory impact of this procedural document, please
refer it to the Director of Human Resources, together with any suggestions as to the action
required to avoid/reduce this impact.

For advice in respect of answering the above questions, please contact the Director of
Human Resources.
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Checklist for the Review and Approval of Procedura

| Document

To be completed and attached to any procedural document when submitted to the relevant

committee for consideration and approval.

Title of document being reviewed:

Title
Is the title clear and unambiguous?

Is it clear whether the document is a guideline,
policy, protocol or standard?

Rationale

Are reasons for development of the document
stated?

Development Process

Is it clear that the relevant people/groups have
been involved in the development of the
document?

Are people involved in the development?

Is there evidence of consultation with
stakeholders and users?

Content
Is the objective of the document clear?

Is the target population clear and
unambiguous?

Are the intended outcomes described?
Evidence Base

Are key references cited in full?

Are supporting documents referenced?
Approval

Does the document identify which committee/
group will approve it?

Dissemination and Implementation

Is there an outline/plan to identify how this will
be done?

Yes/No

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

N/A
N/A

Yes

Yes

Comments

18



Title of document being reviewed: VESIN Comments

8. Document Control

Does the document identify where it will be Yes
held?
9. Process to Monitor Compliance and
Effectiveness
Are there measurable standards or KPIs to Yes

support the monitoring of compliance with and
effectiveness of the document?

Is there a plan to review or audit compliance Yes
with the document?

10. | Review Date
Is the review date identified? Yes

Is the frequency of review identified? If so is it Yes
acceptable?

11. | Overall Responsibility for the Document

Is it clear who will be responsible for co- Yes
ordinating the dissemination, implementation
and review of the document?

Executive Sponsor Approval

If you approve the document, please sign and date it and forward to the author. Procedural
documents will not be forwarded for ratification without Executive Sponsor Approval

Name Date
Signature

Relevant Committee Approval

The Director of Nursing and Patient Experience’s signature below confirms that this procedural
document was ratified by the appropriate Governance Committee.

Name Date
Signature

Responsible Committee Approval — only applies to re  viewed procedural documents with
minor changes

The Committee Chair’s signature below confirms that this procedural document was ratified by the
responsible Committee

Name Date
Name of Name &
Committee role of
Committee
Chair
Signature
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Tool to Develop Monitoring Arrangements for Policie

s and guidelines

What key element(s)
need(s) monitoring as per
local approved policy or
guidance?

Who will lead on this
aspect of monitoring?

Name the lead and what is
the role of the
multidisciplinary team or
others if any.

What tool will be used to
monitor/check/observe/As
sess/inspect/ authenticate
that everything is working
according to this key
element from the approved
policy?

How often is the need to
monitor each element?

How often is the need
complete a report ?

How often is the need to
share the report?

What committee will the
completed report go to?

Element to be monitored Lead Tool Frequency Reporting arrangements
A) General Dr John Moreiras We already have a HDU - yearly Paediatric clinical
adherence to Audit tool. Will add use governance group.
guideline of opitflow to it.

B) Use Optiflow
(HFNO)

Bronchiolitis specific
audit

- Every 2 years
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