Renelle Romano
Pediatrics
PGY-1

You are a resident in the ER and asked to do a respiratory
assessment of a 4 y/o know asthmatic, who was brought in
by her parents for respiratory distress while at a friend’s
birthday party at a nearby petting zoo. Parents inform you
that she had a cough and runny nose this morning but was
otherwise in her regular health.
Vitals on arrival:
BP: 112/70 mmHg, HR: 124 bpm, RR: 32/min, T: 37.0 C,
SpO2: 96%
On assessment:
She is irritable, diaphoretic, drooling at the mouth,
intercostal retractions and pupils of 2mm. GCS is 15/15.
Lung auscultation revealed bilateral wheezing.
Your initial management is:

a. Albuterol neb combined with ipratropium bromide x 3

and dexamethasone 0.6 mg/kg
b. Dermal decontamination (removal of patient’s clothes
and washing skin with soap and water) and 100% O2
via face mask.
c. Rapid sequence intubation using: atropine, ketamine

and succinylcholine
d. Bag-valve-mask (BVM) ventilation with 100 percent
oxygen
e. Two large bore IV and NS 20cc/kg bolus
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§ Organophosphates

are cholinesterase inhibitors capable
of causing severe cholinergic toxicity following
cutaneous exposure, inhalation, or ingestion.

§ Acetylcholinesterase

is responsible for the hydrolysis of
acetylcholine and thus inhibition leads to accumulation
of acetylcholine and cholinergic toxicity.
§ Muscarinic: DUMBELS Defecation, Urination, Miosis, Bronchorrhea/Bronchos
pasm/Bradycardia, Emesis, Lacrimation, Salivation.
§ Nicotinic: fasciculations, muscle weakness, and
paralysis.
§ CNS: central respiratory depression, lethargy, seizures,
and coma

B.

Initial resuscitation requires assessment of airway,
breathing and circulation with intubation in patients
with depressed mental status. Patients who are stable,
decontamination is the next priority. This involves
complete removal and disposal of the patient’s clothes
and vigorous irrigation of affected areas to prevent
recontamination and contamination of staff.

§ Atropine

- competes with acetylcholine at muscarinic
receptors, preventing cholinergic activation. Dose:
0.05mg/kg IV and titrated until appropriate
atropinization: clearing of respiratory secretions and
the cessation of bronchoconstriction. Has no effect on
nicotinic, i.e. neuromuscular junction.

§ Pralidoxime - cholinesterase reactivating agents; dose:

25 to 50 mg/kg. Indicated in patients with signs of
neuromuscular dysfunction, cholinergic toxicity and
exposure to organophosphates that cause delayed
neurotoxicity. Must be administered with atropine
given the transient oxime-induced acetylcholinesterase
inhibition that occurs which can result in worsening of
symptoms.

A. Patient in the vignette is an known asthmatic who

presents with respiratory distress and wheezing,
however, drooling and miosis make acute asthma
exacerbation unlikely. Administration of
bronchodilators and steroids is inappropriate.

C. Patients who have marked mental status depression

require immediate intubation. However, this patient
has a GCS of 15 and is hemodynamically stable
making decontamination the next priority after initial
ABC assessment.

* It is important to note that patients with normal
mental status or vitals may rapidly develop respiratory
failure due to a combination of CNS respiratory center
depression, nicotinic receptor mediated diaphragmatic
weakness, bronchospasm, and copious secretions; thus
requiring early intubation. In such a case,
succinylcholine is not the neuromuscular blockade of
choice given that there is exaggerated and prolonged
neuromuscular blockade in poisoned patients when
used.

D. Epiglottitis is a differential given preceding Hx of URI

and acute onset of respiratory distress, irritability
and drooling. However, the patient has been afebrile
and miosis and wheezing is not usually found on
examination. Patients with signs of total or near-total
airway obstruction (“tripoding” or “sniffing” position,
panicked appearance, drooling, severe respiratory
distress or cyanosis) should be managed with BVM
with 100% O2 and airway specialists
(anesthesia/ENT) contacted with assistance of a
definitive airway; ideally done in the OR.

E. Patient in the vignette is hemodynamically stable, it is

of greater importance to decontaminate patient to
prevent further deterioration.
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