
Understanding 
Bronchiolitis   
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Brent is a 2006 graduate of the Emory University Physician Assistant 
Program. He is originally from Edison, Ga and now resides in 
Columbus, Ga where he is in general practice at Rivertown 
 Pediatrics. He is a currently a member-at-large on the SPAP Board. 

With the holidays and colder weather comes something else for 
us in pediatrics, bronchiolitis.  By now I am sure that most 
providers have seen a few cases and for front line peds 
probably more like a few a day.  Bronchiolitis is a frustrating 
condition for providers and can be very frightening for 

caregivers.  It is one of the major causes of illness and hospitalization in kids under 2 years of age.  
Recent research has told us that we do not need medications to treat bronchiolitis instead we treat 
with conservative measures only.   

 Bronchiolitis is usually a viral illness in children under the age of 2 years caused by several 
different viruses with the most commonly known being RSV, but bronchiolitis can also be bacterial at 
times with the most common being Mycoplasma pneumoniae.  Upper respiratory symptoms such as 
rhinorrhea often precede lower respiratory symptoms but are not always present.  Early illness may 
be confused with a common upper respiratory infection or asthma if a wheeze is heard.  Often 
caregivers will state that the patient started wheezing a few days ago but has never wheezed in the 
past.  A rapid test for RSV is available, but many providers feel that it is of limited utility since 
bronchiolitis can be caused by many different viruses other than RSV and the diagnosis of 
bronchiolitis is a clinical one.  

 The diagnosis of bronchiolitis can sometimes be a challenge, especially for newer providers, 
and can be complicated by other conditions such as asthma, otitis media and pneumonia.  Severe 
cases may warrant hospitalization and need to be identified as quickly as possible.  Indications for 
admission per Up To Date include any of the following: Toxic appearance, poor feeding, lethargy, 
dehydration, moderate to severe respiratory distress, dyspnea, cyanosis, respiratory rate of 70 or 
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greater, pulse ox of under 95% on room air or caregivers not being able to care for the child.  Age 
under 12 weeks of life is a risk factor for severe disease but by itself is not a reason for admission.   

 For the majority of the cases the diagnosis is straight forward, and our job turns to education 
and reassurance.  In simple uncomplicated cases of bronchiolitis, no medications, test or treatments 
are needed.  In the past albuterol and oral steroids were the standard of care but recent studies and 
The American Academy of Pediatrics guidelines say that for uncomplicated cases no treatment is 
needed or warranted.  This includes not ordering x-rays, labs or pulse ox readings along with not 
prescribing any medications.  Educating caregivers about the disease process and warning signs to 
watch for is the new norm.  Informing caregivers that signs and symptoms of the disease may last 
up to 3 weeks or more is important, so they are aware of the length of time the child will be sick but 
also how long they may be out of childcare. Caregivers are encouraged to use bulb suction to clear 
the nose, run a cool mist humidifier in the child’s room, encourage fluids and to sleep in the same 
room with the patient so they can respond quickly to any difficulty breathing.  Follow up should occur 
in one to two days either in person or by phone to check on disease progression, hydration levels 
and to answer any questions.   

 Palivizumab (brand name Synagis) is a monoclonal antibody used in the prevention of 
serious disease due to RSV.  It is used in very limited populations of infants and children under 2 
years of age that meet increasingly stringent criteria that is updated periodically.  The medication is 
given to patients that met the criteria (http://pediatrics.aappublications.org/content/134/2/415.full) 
starting before RSV season and given monthly usually for 5 months.  The extremely high cost of the 
vaccine has prevented it from becoming widely used to prevent serious disease from RSV in the 
general population.  General precautions of hand hygiene, limiting exposure to infants and children 
to others with signs and symptoms of respiratory tract infections and avoiding cigarette smoke are 
the mainstays of prevention.      

 RSV does seem to cause reactive airway symptoms after the acute infection has resolved, 
but studies differ on percentage of patients effected and the duration of effect.  A meta-analysis of 
15 studies did show an association with hospitalization and RSV under age 3 years and an increase 
in wheezing and asthma later in life.  These studies estimated that 22% of patients under 3 years of 
age would develop asthma by age 5 years.  Also, these studies showed that the magnitude of IgE 
response at the time of the RSV infection had a positive correlation with the development of reactive 
airway disease.  Research continues to study RSV and its effects as well as work on an RSV 
specific treatment, but recent trials of a medication have stalled out. 

 In summary, bronchiolitis is a seasonal mostly viral illness that is one of the leading causes of 
hospitalization under age 2 years.  The majority of cases can be managed by caregivers at home 
without medications. Testing and imaging are not needed to diagnose bronchiolitis and should be 
avoided in most cases.  Albuterol, epinephrine, oral steroids and supplemental oxygen have been 
proven in studies to not improve outcome in patients, but some questions have arisen about these 
studies since most studies excluded patients with a history of asthma or atopic presentation such as 
eczema.  Caregiver education and reassurance are important part of our treatment plan and follow 
up by phone or in person should take place 1-2 days after diagnosis.  
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CALL FOR SPEAKERS 
We are now accepting applications for speakers for our annual CME 
conference in Houston, Texas! 

Click here to submit a speaker application form. 

SPAP Member Spotlight 
Rachel LaCosta, PA-C 
Rachel is a PA practicing in pediatric oncology at Children's Medical Center in Dallas. A native Texan, 
Rachel received her undergraduate degree from the University of Dallas in Biology. Passionate about 
pediatric medicine, she attended the University of Texas Medical Branch to pursue her degree in Physician 
Assistant Studies. At UTMB, she volunteered in the newborn nursery and was an active member of the 
Pediatric Student Association. After graduation, Rachel briefly worked in pediatric radiation oncology 
before finding her dream job on an inpatient pediatric oncology team. The inpatient APP team consists of 
eight PAs and NPs who work 12-hour shifts rotating between days, nights, weekends, and holidays. The 
strong team dynamic and physician support allow the team to function at the highest level with a great 
degree of autonomy. Rachel has served as a clinical preceptor, developed resources for new hire APPs, 
developed a clinical curriculum for PA students on the pediatric oncology rotation, and created a resource 
manual for effective PA preceptorship. This fall, Rachel served as a small group instructor for UT 

 3

SOCIETY FOR PAS IN PEDIATRICS  MARCH 2018 

https://fs26.formsite.com/LzjAeQ/unbupmjpgn/index.html


Southwestern students' patient evaluation course. Rachel is currently pursuing her PhD in Health Sciences 
from Rush University and hopes to be involved in PA education in the future. 

How did your career as a PA start?  

Upon graduation from PA school, I was eager to find a position in pediatrics and was most 
interested in working in the inpatient setting. Unfortunately, at the time of my graduation, 
there was a scarcity of inpatient pediatric positions for a new graduate PA. I broadened my 
horizons and found a position working at UT Southwestern Medical Center in radiation 
oncology. I worked alongside the physician that provided radiation therapy to the pediatric 
patients who were referred from Children's Medical Center in Dallas. Through this role, I was 
able to gain a working knowledge of oncology and developed relationships with the oncology 
team at Children's. Eventually, a position opened on the inpatient oncology APP team, and I 
was elated to join a team of highly successful PAs and NPs caring for children with cancer.  

What does your average day at work look like? 

Each shift is different! On day shift, my colleague and I 
round with the attending in the morning, write a daily 
progress note for each patient, then take admissions from 
the clinic or emergency room for chemotherapy or sick 
admissions. On a typical day shift, I may care for 6-10 
patients, depending on the patient census and acuity level. 
On night shift, I cover all 16-18 patients on the APP team. 
Night shifts involve tasks such as updating discharge 
summaries and filling out a daily "jot sheet" for each patient 
that includes vital signs, labs, chemotherapy schedule, and 
medications, to help the day provider while presenting on 
rounds. During night shift, I also am available to take new 
admission from the emergency room as well as parent calls 
with medication questions, symptom management, and ER 
referral if needed. 

How did you first hear about SPAP? 

I first heard about SPAP as a PA student! I am very passionate about membership in 
professional organizations on the local, state, and national level, as well as in one's specific 
practice setting. The advocacy that these groups provide for our profession makes the 
membership fee more than worth it. 

Why pediatrics?  

Children are such a unique patient population. Each and every day, their resilience, joy, and 
spirit inspire me. I feel so privileged to be able to make a difference in a child's life by 
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providing compassionate care. Building a relationship and rapport with the patient's family is 
also extremely rewarding. I could never work outside of the pediatric world! 

What is your favorite part of being a PA?  

Really and truly, having the opportunity to make a difference in a child's life is the best part 
of being a pediatric PA. I also genuinely value the relationships that I have developed with 
the PA and NP colleagues on my team, the fantastic physicians that support PA practice in 
pediatric oncology, and the rockstar nursing team that are supporting the patient at the 
bedside 24/7. I love the work-life balance that being a PA has provided, to allow me to have 
quality time with my husband, travel with my close friends, and pursue other personal goals. 

Any advice for new PAs or PA students?  

Find your passion! You may enter PA school with an interest in one patient population or 
specialty, yet find another area that fascinates you. Take advantage of your time as a 
student to learn and explore different areas of medicine through your rotations. Don't fall 
victim to simply "memorizing for the exam"--take the time to commit the difficult concepts to 
memory because, I promise you, it will be worth it when you take the PANCE and begin 
clinical practice!
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