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ED QUICK QUIZ 

WHAT IS THE DIAGNOSIS? 

BACKGROUND 
 

76 year old lady attends due to 2/7 history of worsening dyspnoea and cough productive of green 
sputum.  

She has a background of COPD including almost monthly attendances due to exacerbations. 

On a good day she is able to mobilise around her flat 

Prehospital her SpO2 was 71% and she was given 15L of O2 via NRB. The ambulance crew have 
given her one salbutamol nebuliser 

 

O/E 

She is extremely short of breath, having to stop mid- sentence to catch her breath. 

She is pursed lip breathing & tripoding 

RR= 35 SpO2= 96% on 15L 
Her chest has coarse crackles on the right side with widespread wheeze 

HR is 110 & BP is 105/64 
Her pulse is bounding peripherally and she is very tremulous 

You decide to treat her for another exacerbation of her COPD 

 

 

 

 

QUESTIONS 

1. What will your initial steps be in her management? 

2. Given her functional status and multiple admissions is there anything else that you should 

establish? 

3. Is there anything on examination which may hint at her likely clinical course & treatment 

requirements? 
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ANSWERS & DISCUSSION 
1. What will your initial steps be in her management? 

 

 Controlled Oxygen- wean this back aiming for SpO2 88-92% 

 Nebulised bronchodilators- Ideally air driven if possible but obviously unlikely here 
Salbutamol 5mg & Ipratropium 0.5mg can be given at same time. You can give ‘back to back’ nebulisers if 
patient is wheezy & not improving 
Consider IV Aminophylline if no improvement with nebulisers- discuss with ED senior first 

 ABG- get a baseline and repeat in approximately 1 hour as this will inform progress & further management. 
Aim for PaO2 >7.5kPa but <10kPa 

 Steroids- PO or IV, both routes have similar onset times 

 Antibiotics if infective cause 

 She will also require a CXR & routine bloods 
 

2. Given her functional status and multiple admissions is there anything else that you should establish? 

It would be pertinent to investigate the course of her previous admissions, obviously this admission may differ from 
previous but it can act as a guide. 

 Is she a known CO2 retainer? Has she previously required NIV/ intubation? 

 Has she got a ceiling of care? Has resuscitation status been discussed? 
 

3. Is there anything on examination which may hint at her likely clinical course & treatment requirements? 

This lady is already giving herself ‘auto- PEEP’ (positive end expiratory pressure). By breathing against pursed lips and 
tripoding, she is physiologically trying to splint open her small airways & alveoli. She is also clearly struggling to 
maintain oxygenation (evidenced by inability to speak in full sentences & may have a CO2 flap already. 

One would suspect she will require NIV, but this decision should ideally be based on her second ABG. 
Non- invasive Ventilation (NIV), has 2 major modalities: 

 CPAP- Continuous Positive Airway Pressure 

 BiPAP- Bilevel Positive Airway Pressure 

CPAP is mainly used in acute pulmonary oedema (APO), a single pressure (usually between 5-10mmH2O) is applied 
and the patient must initiate their own breaths. In APO it reduces left ventricular afterload (lowering diastolic 
pressure) & splints open alveoli thus improving recruitment. 

BiPAP is mainly used in COPD with decompensated type 2 respiratory failure. The ventilator delivers different levels 
of pressure during inspiration (IPAP) & expiration (EPAP or PEEP). It can be set to drive the patient’s ventilatory effort 
where it falls below a set threshold. It splints alveoli open and reduces the work of breathing. 

Contraindications include: 

 Reduced patient conscious level 

 Pneumothorax 

 Haemodynamic instability 

 Recent GI or MaxFax surgery 

 Patient intolerance 

When setting BiPAP it is suggested to start at: 

 IPAP 10 cmH2O EPAP 4cmH2O 

 Rate 12bpm- if the patient’s RR falls below this the machine will activate to trigger ventilation 

 Can add supplemental O2 to maintain SpO2 88- 92%, start at 4L/min 

 Increase in increments of 2cm H2O to a maximum of 20 cmH2O 
 

Repeat ABG one hour after starting NIV. If no improvement by 6 hours this is a poor prognosticator for NIV success 

 


