College of Emergency Medicine Template

	Patients Name:    Mr David Gooding       

Patients Age / DOB:   34

Major Problem

Medical

Life-threatening asthma requiring RSI and invasive ventilation despite maximal medical therapy
Suggested EmNTS

Teamwork and co-operation e.g.

· Team leader remains calm under pressure

· Team roles are clearly identifiable

· Team communicates using closed loop communication

Maintaining standards e.g.

· Uses appropriate good practice guidance

Situation awareness e.g.

· Team notices hypotension and this is communicated

· Team gathers information rapidly and updates team of findings

· Team anticipates and prepares for possible complications during transfer

Decision making:

· Option generating re hypotension - team members are encouraged to participate

· Options are communicated within team

Learning Goal

Medical

Phase 1 

Recognise life-threatening asthma

Follow BTS algorithm

Recognise need for invasive ventilation

Phase 2

To use the intubation checklist

To recognise and manage post-intubation hypotension

Narrative Description

David Gooding is being brought in by paramedics with acute severe breathlessness. He has a history of asthma. He presents with life-threatening asthma and deteriorates despite maximal medical therapy. He requires intubation and invasive ventilation and this should be done by the Emergency team with ketamine induction. There is no Boyles machine or anaesthetist available. Post-intubation the patient is hypotensive. The candidate should check the ventilator circuit (no problem), check for severe hypoxia (not present), consider tension pneumothorax and anaphylaxis, give fluids for probable absolute volume depletion and manage relative volume depletion by altering ventilator settings/ manually assisting expiration. 

Staffing

Faculty Control Room:

1 technician to run the technology

Faculty Role Players:

None

Case Briefing

To All Candidates (paramedic to read) 
This is David Gooding 34. He has had bad asthma for years despite inhalers from his GP. He called us as he got really breathless through the night. He has never been this bad before. He has had nebs on the way in but seems to be getting worse.
Manikin preparation

In own clothes

Instructor Directions

On arrival patient is drowsy and breathless. Observations are as below. Despite maximal medical therapy the patient will continue to deteriorate eventually becoming comatose and bradycardic. RSI and invasive ventilation is required. 
Intubation checklist should be available for use.
Suggested ventilator settings:
· Vt low, RR 10-12, PEEP 5, I:E ratio 1:3 or >

Post-intubation hypotension: 

· ET displacement or ventilator failure

· Hypoxia with severe acidosis

· Tension pneumothorax

· Anaphylaxis

· Absolute volume depletion – dehydration due to large insensible losses, poor fluid intake and increased metabolic rate. Loss of sympathetic drive with anaesthesia can unmask this problem
· Relative volume depletion - reduced venous return due to increased intrathoracic pressure and autoPEEP from air trapping

Management:
· Check ventilator circuit

· Exclude/Treat tension pneumothorax

· Optimise medical treatment for bronchospasm

· Exclude anaphylaxis

· Fluid challenge

· Optimise ventilator settings 

· Alter ventilator settings if air trapping is the major problem 

· Reduce the rate and Vt (i.e. MV)

· Increase the expiratory time

· Permissive hypercapnoea with pH not < 7.2

· Assist expiration manually by disconnecting the circuit and pressing on the chest



	


Observations: 







Initial 

	Appearance
	Speaking in single words

Diaphoretic

Accessory muscle use ++

	RR
	40

	AE
	Poor

	BS
	Minimal / Occasion rhonchi

	O2 sat
	88% on 15l/min O2

	PR
	130

	BP
	130/100

	GCS
	13 (BV 4/ BE 3)


ABG (15 l/min NRB)

· pH 7.36   pO2 10.3  pCO2 5.8  Bic 24.2 Lac 2.5

ECG


· Sinus tachycardia

CXR

· Hyperexpanded lung fields

Progress

	Appearance
	Increasingly confused and drowsy

	RR
	Falling

	AE
	Poor

	BS
	Minimal / Occasion rhonchi

	O2 sat
	Falling despite intervention

	PR
	Falling to 50

	BP
	100/80

	GCS
	8


Post-intubation

	RR
	12

	ECO2
	Good trace

	BS
	Better with loud rhonchi

	O2 sat
	94% with FiO2 1.0

	PR
	120

	BP
	70/40

	GCS
	3


ABG (FiO2 1.0)

· pH 7.36   pO2 12.3  pCO2 5.0  Bic 23.4 Lac 3.6
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