
OUTDOOR EMERGENCY CARE ,  5th Edition                   Instructor’s Manual

Chapter 13  Respiratory Emergencies

OEC Instructor Resources: Student text, Instructor’s Manual, PowerPoints, Test Bank, IRCD, myNSPkit (online resource), sample inhaler, stethoscope

OEC Student Resources: Student text, Student CD, myNSPkit (online resource)
Chapter Objectives

Upon completion of this chapter, the OEC Technician will be able to:

13-1. Define the following terms:

· diffusion
· dyspnea
· respiration
13-2. List the major anatomical structures of the lower airway.

13-3. Identify the primary muscle of respiration.

13-4. List the accessory muscles of respiration.

13-5. Describe the physiology of breathing.

13-6. Compare and contrast normal and abnormal breathing.

13-7. List the normal breathing rate for individuals in the following age groups:
· infant
· child
· adult
13-8. Identify the most common cause of airway obstruction.

13-9. List the signs and symptoms of acute respiratory distress.

13-10. List the signs and symptoms of the following respiratory emergencies:

· asthma
· COPD

· spontaneous pneumothorax

· pulmonary embolism

· hyperventilation
13-11. Describe and demonstrate how to assess a patient who is having difficulty breathing.

13-12. Describe and demonstrate the appropriate treatment of a patient in respiratory distress.

Essential Content
I.
Anatomy and physiology
A.
Upper and lower airway
1.
Diffusion

2.
Dyspnea



3.
Respiration




a.
Inhalation/inspiration




b.
Exhalation/expiration


B.
Lower airway


1.
Begins at larynx and terminates at alveoli



2.
Contains pleural space



3.
Breathing cannot occur without muscles of respiration



4.
Circulatory system complements the respiratory system



5.
Nervous system plays important role

C.
Normal breathing


1.
Rate



2.
Rhythm



3.
Quality

II.
Common respiratory emergencies

A.
Obstruction/choking


B.
Chronic obstructive pulmonary disease (COPD)


C.
Asthma


D.
Hyperventilation syndrome (HVS)


E.
Pulmonary embolus (PE)


F.
Spontaneous pneumothorax


G.
Other respiratory system-related conditions

III.
Assessment


A.
Scene size-up

B.
Primary assessment of ABCDs; correct life-threatening conditions


C.
Note overall appearance


D.
Recognize signs and symptoms of acute respiratory distress

1.
Choking or gagging 

2.
Inability to speak 

3.
Open mouth breathing

4.
Panting, gasping

5.
Breathing through pursed lips 

6.
Tachypnea (greater than 30 rpm in adults)

7.
Bradypnea (less than 10 rpm in adults)

8.
Cyanosis

9.
Nasal flaring

10.
Sitting in an upright or tripod position

11.
Changes in level of responsiveness 

E.
Secondary assessment


1.
Chief complaint


2.
Ability to speak


3.
SAMPLE history


4.
Assess for crepitus


5.
Obtain complete set of vital signs



a.
Respiratory rates can indicate impending respiratory failure



b.
Vital signs are dynamic and change over time


6.
Auscultation of patient’s lungs with a stethoscope by OEC Technician should be to assess if air is moving in and out of the lungs to determine oxygenation




a.
Can determine by assessing LOC, respiration quality and quantity, capillary refill, and skin color



7.
Listen for normal versus abnormal breath sounds 



8.
Preferable to have patient seated unless patient has a suspected spinal injury



9.
Place stethoscope in specific areas for 15–30 seconds




a.
Upper lobes—anterior




b.
Lower lobes—anterior 




c.
Upper lobes—posterior




d.
Lower lobes—posterior

10.
Pulse oximeter

IV.
Management


A.
Ensure open and clear airway and effective circulation


B.
Choking: allow patient to clear or intervene if patient unable to speak


C.
Allow patient to assume position of comfort if no head or spinal injury


D.
Administer oxygen



1.
Mask versus cannula

V.
Use of inhalers
A.
Also known as “puffers” or metered-dose inhalers (MDIs)



1.
If local protocol allows, you may need to assist a patient



2.
Make sure the patient is using his or her own inhaler; check expiration

a.
Remove the protective cap from the mouthpiece

b.
Shake the inhaler vigorously for 3–5 seconds

c.
Instruct the patient to breathe out

d.
Holding the inhaler upright, instruct the patient to place the lips around the mouthpiece (if the MDI includes a spacer, instruct the patient to place the lips around the open end of the spacer) 

e.
Instruct the patient to breathe in slowly

f.
As the patient breathes in, depress the top of the inhaler once to administer a single dose of medication
g.    Instruct the patient to hold the breath for at least 10 seconds after inhaling to ensure that the medication reaches the lower airways

h.
If needed, a second dose may be administered in 30–60 seconds by repeating steps c–g
Case Presentation
You respond to the summit restaurant to evaluate a patient with “breathing problems.” Upon arrival, you find a 62-year-old male complaining of severe shortness of breath, cough, and chest pain. He is able to speak only a few words at a time and says, “I can’t . . . catch . . . my breath.” Additional questioning reveals that the man is from out of state and took the gondola to the top to see the view before the gondola stopped running. He hiked around the summit with his wife for about 30 minutes before he began to have breathing problems. The patient admits to a long history of cigarette smoking and appears to be in considerable distress. 
What should you do?

Case Update

You notify dispatch to have ALS awaiting the patient’s arrival at the gondola base and then place the patient on a nonrebreather mask at 15 LPM of supplemental oxygen. The patient’s wife relates that the patient has a history of asthma. He is diaphoretic, somewhat pale, and is sitting upright in a “tripod” position. You note audible wheezing during his single-word responses to your questions. His heart rate is 118, his respirations are 42 and shallow, and he has a blood pressure of 168/104. His wife tearfully relates that when he got this bad in the past, he had to use an inhaler and was placed on a ventilator. She removes the patient’s inhaler from her purse and hands it to you.
What do you think is wrong? What should you do?

Case Disposition

Your evaluation of the patient shows him to be in acute respiratory distress due to an asthma attack. You quickly obtain a SAMPLE history and perform a secondary assessment, which reveals shortness of breath and audible wheezing. You assist the patient in self-administering his albuterol inhaler as other team members prepare the patient for a trip down to the base.  

Several team members accompany you during the trip down in case the patient stops breathing. You also bring an airway bag that contains nasal and oral airways, a bag-valve mask, a portable suction unit, and an extra D cylinder of oxygen. During transport you continue administering supplemental high-flow oxygen with a nonrebreather mask and monitor the patient’s vital signs and breath sounds. By the time you reach the base, the patient appears to be breathing much more easily. In addition, the patient’s color has begun to return to normal, and he is no longer diaphoretic.  

You give a quick hand-off report to ALS providers, who continue treatment and transport of the patient to a local hospital, where the patient is evaluated, placed on additional medication, and later discharged.

Discussion Points

Is altitude an issue at your area or where you will be providing care as an OEC Technician?

Have you ever had to use an inhaler to help with breathing, or suffered from asthma?  

What are some of the medical conditions that should raise concerns for the OEC Technician in the SAMPLE history?

Where can you observe signs of cyanosis on a patient?

Does your area allow the use of a pulse oximeter?

What size of oxygen tanks does your area have or use? Do you have access to portable oxygen tanks?

Have you or a family member ever suffered from a respiratory incident?

Have you or a family member ever suffered from clots (DVT)? 
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