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PAEDIATRICS  

CROUP 

Stridor is a common presentation from autumn to spring when the incidence of croup 
increases. However there are other serious causes of stridor: 

 Croup Epiglottitis Bacterial 
Tracheitis 

Anaphylaxis Foreign 
Body 

Age 6 months to 
5 years 

Young adults 
and non-
immunised 
children 

Throughout 
childhood 

Throughout 
childhood 

Throughout 
childhood 

Onset 1-2 days <24 hours <24 hours Sudden Sudden 

History Coryza, 
barking 
cough (seal-
like) 

Sore throat, 
dysphagia, 
minimal or 
absent 
cough 

Rattling 
cough, sore 
throat 

Known trigger 
eg. bee sting, 
nuts 

Playing with 
small object, 
onset during 
eating 

Signs Temperature 
<38.5, not 
toxic, harsh 
stridor, 
hoarse voice 

Temperature 
>38.5, toxic, 
upright 
position, 
very still, 
drooling 

Temperature 
>38.5, toxic, 
mucopurulent 
secretions, 
soft/absent 
stridor 

Facial 
swelling, 
urticaria, 
cardiovascular 
compromise 

Afebrile, 
coughing, 
gagging, 
distressed 

Other causes of stridor: 

Infective: Diphtheria, whooping cough, retropharyngeal abscess 

Non-infective: post-tonsillectomy bleed, airway burns, facial or laryngeal trauma, coma 

Clinical signs of upper airway obstruction: 

 Stridor 

 Chest wall recession 

 Accessory muscle use 

 Drooling of saliva 

 Hoarse or altered voice 

 Cyanosis 

 Dyspnoea 

 Drowsiness 

 Feeding problems in infants 
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Croup 

Caused by viral URTI which spreads to affect the larynx and trachea with narrowing of the 
airway due to subglottal oedema. Illness usually last 3-5 days. Uncommon in children older 
than 5 due to changes in airway anatomy. 

Causative organisms: parainfluenza virus (>80%), respiratory syncytial virus, adenovirus 

Severity assessment: use the Westley Score. Mild: 0-2, Moderate: 3-6, Severe: >7 

 Westley Croup Score  

Stridor Not Present 0 

 When agitated/active 1 

 At rest 2 

Intercostal Recession Mild 1 

 Moderate 2 

 Severe 3 

Air Entry Normal 0 

 Mildly decreased 1 

 Severely decreased 2 

Cyanosis (or SpO2 <92%) None 0 

 When agitated/active 4 

 At rest 5 

Level of Consciousness Normal 0 

 Altered 5 

Do not upset the child or examine the pharynx as this may precipitate laryngospasm. 
Oxygen can be wafted by holding a face mask close to the face by the parent. 

Mild Croup: oral dexamethasone 0.15mg/kg or prednisolone 1mg/kg or nebulised 
budesonide 1-2mg in 5ml saline.  These children are usually suitable for discharge. 

Moderate Croup: dexamethasone, prednisolone or budesonide. Consider discharge after 
period of observation if the child improves. Otherwise admit to paediatrics. 

Severe Croup: steroid as above and nebulised adrenaline 5ml 1:1000 – repeat as necessary. 
Discuss with senior immediately as child may require intubation. Admit to paeds/PICU. 

Epiglottitis & bacterial tracheitis: O2, nebulised adrenaline, urgent anaesthetic & ENT 
review, IV antibiotics. May require early intubation or, if the airway is lost, a surgical airway. 

Inhaled Foreign Body: remove from pharynx if visible (get senior help as FB may move 
further into airway). Attempt cough initially. Neck/CXR. Refer for bronchoscopy. 

 


