
CONTACT RILEY CHILDREN’S HEALTH
Calling from an ED or inpatient setting? Call the IU Health Transfer 
Center for transfer or consult at 877.247.1177.

Calling from an outpatient setting? Call MyRiley at 1.844.697.4539.
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Disclaimer notice: This guideline summarizes publicly available data and is intended for general information purposes only and does not and is not intended to constitute medical treatment. You accept full responsibility for use of information. We do not make any 
representations to its accuracy, reliability, completeness, timeliness or appropriateness for a particular purpose. We are neither responsible nor liable for any claim, loss or damage resulting from use of this information. The information should not be used in place of  
a visit, call, consultation or advice of a physician or medical specialist. Information contained herein is not exhaustive and does not cover all diseases, ailments, physical conditions or their treatment. The information contained in this guideline is designed for general use.  
Each clinician should use their judgment to meet the needs of each individual patient.
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Clinical suspicion for croup in a patient at least 6 months of age?
Current or recent history of harsh/barking cough and/or intermittent stridor with barking cough

Assess for any red flag symptoms (e.g., recent upper airway manipulation or surgery, risk of foreign body 
inhalation, concern for neck trauma, concern for anaphylaxis, unimmunized and toxic appearing, etc.) 

OR 

Complex past medical history (cystic fibrosis, subglottic stenosis, prolonged intubation, etc.) 

Routine imaging, antibiotics, viral testing, or other laboratory testing not indicated without compelling reason

Persistent/consistent stridor at rest? Excludes stridor with crying/activity, provide patient time to relax and re-evaluate for stridor at rest

If any red flag symptoms or 
complex past medical history, 

consider ENT consult

Administer dexamethasone 0.3 – 0.6 mg/kg (max 12 mg) 
orally. Consider IM or IV if patient is unable to tolerate PO.

Administer dexamethasone 0.3 – 0.6 mg/kg (max 12 mg) orally.  
Consider IM or IV if patient is unable to tolerate PO. 

AND  
Administer racemic epinephrine 2.25%, 3 mL vial nebulization once.  

Expect effect within 30 minutes and duration of 2 hours

Reassess patient’s respiratory status and recurrent of symptoms 
immediately after treatment and then at least hourly 

Place patient on continuous monitoring

Concern for impending respiratory failure 
or no improvement after initial therapy?

Racemic epinephrine 2.25%, 3 mL vial 
nebulization every 2 hours as needed for 

recurrent stridor

Observe at least 2 hours from last dose of 
racemic epinephrine

If at non-pediatric facility, consider transfer if 
giving a second dose of racemic epinephrine

Has patient required 3 or more doses of racemic 
epinephrine via nebulization within 4 hours?

Consider discharge
Discharge criteria (ALL of the below): 
1. Received at least 1 dose of dexamethasone
2. �At least two hours have passed since last dose of racemic  

epinephrine without recurrent of stridor (including any EMS doses)
3. �Patient received two or fewer doses of racemic epinephrine  

within 4 hours 
4. �Mild/improved croup symptoms (no, or minimal stridor with  

agitation and comfortable or mild work of breathing at rest)
5. Able to talk and feed without difficulty 
6. No supplemental oxygen or hydration requirement 

Consider inpatient/CDU admission for croup management
Admission criteria (ANY of the below): 
1. Receives 3 or more doses of racemic epinephrine

2. Persistent stridor at rest, respiratory distress, tachypnea

3. Dehydration or concern for inadequate enteral intake

4. Need for supplemental oxygen

5. Concern for alternative diagnosis

Consider ICU consult if patient requires NIPPV, heliox, or every 
hour interventions due to severe respiratory distress

Call Transfer Center if at OSH
Consider Heliox, ENT consult, and PICU consult/admission

Consider alternative diagnoses (e.g., epiglottis if unvaccinated, 
airway foreign body, airway anatomic malformation, mass, etc.)
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Croup – Emergency 
Department 
This best practice algorithm provides guidance on 
diagnosis and medical management for pediatric croup.


