PUEBLO COUNTY MEDICAL TREATMENT PROTOCOLS

RESPIRATORY DISTRESS
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Specific information needed
1. History -- acute change or injury, slow deterioration.

2. Past history -- chronic lung or heart problems or known diagnosis, medications, home oxygen, past allergic reactions, recent surgery, diabetes.

3. Associated symptoms -- chest pain, cough, hand or mouth paresthesia, fever.

Specific objective findings
1. Vital signs.

2. Oxygenation -- color, level of consciousness.

3. Ventilatory effort -- accessory muscle use, forward position, pursed lips.

4. Neurologic signs -- slurred speech, impaired consciousness, evidence of drug/alcohol ingestion.

5. Signs of upper airway obstruction -- hoarseness, drooling, exaggerated chest wall movements, inspiratory stridor.

6. Signs of congestive failure -- neck vein distention in upright position, wet crackling lung sounds, peripheral edema.

7. Breath sounds -- clear, decreased, wet or crackling (rales), wheezing, or rhonchi.

8. Hives, upper airway edema.

9. Evidence of trauma -- crepitus of neck or chest, bruising, steering wheel damage, penetrating wounds.

Treatment
1. Put patient in position of comfort (usually upright).

2. O2 -- flow as necessary for patient comfort.  Administer high flow oxygen for respiratory distress with no evidence COPD.  Titrate to pulse oximetry > 90% if possible.

3. Assess and consider treatment for the following problems if respiratory distress is severe and patient does not respond to proper positioning and administration of O2:

a. Asthma:

i. IV -- volume expander, TKO if respiratory distress severe.

ii. Monitor and record cardiac rhythm in patients over 40.

iii. Albuterol by nebulizer.  May need to repeat or give constant nebulizations with severe wheezing (see albuterol protocol).

iv. Consider epinephrine (see epinephrine protocol).

v. Consider solumedrol (see solumedrol protocol).

b. Pulmonary edema:

i. Sit patient up, legs dangling if possible.

ii. IV -- Saline lock or NS with micro drip, TKO.

iii. Monitor cardiac rhythm.

iv. Nitroglycerin (see nitroglycerine protocol).

v. Consider furosemide (see furosemide protocol).

vi. Assist ventilations and consider intubation if patient has altered mentation.

c. Chronic lung disease with deterioration:

i. Monitor cardiac rhythm.

ii. IV -- Saline lock or NS with micro drip, TKO.

iii. Albuterol by nebulizer.  May need to repeat or give constant nebulizations with severe wheezing (see albuterol protocol).

iv. Consider solumedrol (see solumedrol protocol).

d. Pneumothorax:  watch for signs of tension.  If patient deteriorating rapidly, consider decompression.

4. If diagnosis is unclear, place patient in position of comfort, and administer oxygen.  Transport rapidly for severe distress.

5. Prepare to assist ventilations if patient fatigues or develops altered mentation, or if respiratory arrest occurs.

6. If respiratory failure appears imminent, consider RSI.

7. Consider CPAP/BiPAP.

Specific precautions
1. Don't over diagnose "hyperventilation" in the field.  Your patient could have a pulmonary embolus or other serious problem.  Give them the benefit of the doubt.  Treatment with oxygen will not harm the patient with hyperventilation, and it will keep you from underestimating the problem.

2. Wheezing in older persons may be due to pulmonary edema ("Cardiac Asthma").  Consider also pulmonary embolus or foreign body as less common causes of wheezing.

3. Patients with COPD and respiratory distress are commonly seen in the field and are difficult to evaluate.  Pulmonary edema is rare, and treatment in the field with furosemide is contraindicated in persons with evidence of COPD.  Acute problems may be due to bronchospasm, but epinephrine may have undesirable side effects.  Pneumothorax may occur but is difficult to diagnose.  Albuterol is relatively safe in these patients and can be administered as a constant (or repetitive) nebulization.  Occasionally the patient with COPD must be transported rapidly with supportive care only.  You cannot clear acute-superimposed-upon-chronic respiratory failure in a few minutes.  Intubate only for respiratory arrest or impending respiratory failure.  Discuss the patient with base physician if in question.

BREATH SOUNDS IN RESPIRATORY DISTRESS

	Auscultation
	Location
	Possible diagnosis

	Clear
	Bilateral
	MI, metabolic, pulmonary embolus, anxiety, toxin

	Decreased
	Bilateral
	COPD

	Decreased
	Localized
	COPD, pneumothorax, pulmonary embolus, pneumonia

	Rales
	Bilateral
	Pulmonary edema, pneumonia

	
	Localized
	Pneumonia, pulmonary edema

	Wheezes
	Bilateral
	Asthma, occasionally pulmonary edema, embolus

	
	Localized
	Foreign body, embolus, COPD

	Rhonchi
	Bilateral
	Bronchitis, COPD
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