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Introduction 

  

We hope that you enjoy your Immediate Life Support (ILS) course and that you will find it 

engaging, informative and enjoyable. It is a serious subject which can really make the 

difference between life and death. The skills you will learn will help you improve a person’s 

chances of survival. 

Although we work in an environment that theoretically specialises in the mind more than the 

body, mental wellbeing works alongside physical health and needs to work efficiently, so it 

is equally important to look after and monitor both. It is our duty of care to look after the 

whole person and we hope that the training you receive highlights the importance of this. 

It is a very practically based subject matter; therefore it is easy to get ‘skill fade’. We 

understand this and as a team, we are more than happy for you to contact us if you have 

any concerns or wish to practise at any time. Hopefully with our support and your 

commitment to give our service users, visitors and colleagues the best care possible, we will 

confidently carry out these lifesaving skills. 

ILS Trainers: 

John Merrigan 

ILS L&D Officer 

Tel: 01604 306596 

Mobile:  07921371060 

Email: Jpmerrigan@standrew.co.uk 

 

Karina Cox 

Life Support Facilitator/Partner 

Tel: 01604 302755 

Email: krcox@standrew.co.uk 
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Why is ILS relevant 
in Mental Health 
Care? 

It is not always thought that serious medical incidents will 

happen in a mental health setting as we specialise in 

treating the mind. There are however associated physical 

conditions that go hand in hand with mental illness such as 

obesity, respiratory problems, problems associated with 

illicit drug abuse and acute trauma from self-harm and 

suicide attempts. We have service users who through the 

nature of the degenerative conditions that they suffer from 

can be at high risk of acute problems. We must be able to 

identify when things are not right and promptly intervene. 

The National Patient Safety Agency’s (NPSA) Rapid 

Response Report (2008) into Resuscitation in Mental Health 

& Learning Disabilities settings identified ILS as a minimum 

standard after a failed resuscitation incident in April 2008. 

Following this trigger incident and a review of NPSA data, a 

wide variation in the standard of resuscitation was identified 

within mental health and learning disability patients. A high 

quality standard approach was immediately actioned and 

implemented. This includes: 

•Basic Life Support (BLS) training for all staff to include 

management of choking.  

•Access to pocket masks in all patient areas. 

• Access to Automated External Defibrillators (AEDs) within 

three minutes in all patient areas.  

• Access to Immediate Life Support (ILS) trained staff on 

units where rapid tranquilisation, physical intervention and 

seclusion are used. 

 

There are times when physical restraint, rapid 

tranquillisation and seclusion are required. There are risks 

to patients associated with these techniques and we need to 

be able to confidently recognise problems and manage 

effectively at ILS level. ‘All staff involved in administering or 

prescribing rapid tranquillisation, or monitoring service users 

to whom parenteral rapid tranquillisation has been 

administered, should receive on-going competency training 

to a minimum standard of Immediate Life Support (National 

Institute for Health and Care Excellence (NICE) 2015).  

Many cardiorespiratory arrests are preventable, and ILS 

teaches you to recognise and initiate basic treatment 

approach to stop, or slow the deterioration.  If an arrest does 

occur, the skills you learn are more likely to succeed in 

resuscitating the patient.  

ILS ‘provides the skills and knowledge to identify the causes 

of cardiopulmonary arrest. It promotes the prevention of the 

deteriorating patient through recognition and treatment 

using the systematic ABCDE approach and simple airway 

management. ILS uses non- technical skills to promote 

leadership and team membership. It enables effective 

management of patients in cardiac arrest and promotes safe 

defibrillation (AED) until the arrival of the emergency 

ambulance’ (Resuscitation Council UK 2016).  

Factors, Decision Making and Management in 

Resuscitation Incidents 

During your training it will become apparent that the 

technical skills you learn are all important factors that 

contribute to a successful resuscitation - the most apparent 

being defibrillation and chest compressions. There are 

other factors that will also help deliver effective and above 

all, safe care to your patient. These are the non-technical 

skills that include communication, leadership, decision 

making and situational awareness.  

Situational Awareness 

Your perception and understanding of what is happening 

during an incident and the effect of your decisions is your 

situational awareness. When there are a group of ILS 

providers present there may be differing degrees of 

awareness. For a team to function well there needs to be a 

shared relevant awareness so not to add confusion. This 

information can include -Who is present? Their role and 

ability? Obtaining information leading up to the arrest, 

confirming the diagnosis, Implementing any immediate 

actions, Consider the impact of interventions, decide on 

treatment plan and delegate to other trained personnel that 

are present. 

 

Leadership and team working 

This is one of the most important non-technical skills used 

that leads to successful management of a critical situation. 

Sometimes a natural leader quickly becomes apparent, but 

in a cardiac arrest situation people might hesitate. When 

more than one ILS provider is present never be afraid to 

Show assertiveness and step in and assume responsibility. 

This is needed right from the beginning to allow everyone to 

work to the best of their ability, support each other and 

share the responsibility.  

If the leader stays calm, so does the team and delegating 

tasks is beneficial to the outcome of the patient. 

Decision Making 

Whoever takes the leadership role at an arrest incident will 

collate the information from those present and with 

personal observation will determine the most appropriate 

course of treatment. These decisions will include: 

 Confirmation of a cardiac arrest 

 Calling for help- 6666 

 Starting CPR 

 Airway management  

 Using the AED and delivering the shock 

Again, these decisions once made, should be 

communicated in a precise, clear and calm manner. You 

will not always be expected to be a leader during a cardiac 

arrest, but you could be the first there before more 
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experienced staff arrives, so you may have to take the lead 

whilst you await others. If this is the case, assume the role 

and verbally say so- you should then: 

 Make sure help is definitely called for and the right 

information has been conveyed 

 Follow the resuscitation protocols 

 If you are the only ILS trained person present, 

allow BLS trained staff to help with compressions/ 

basic ventilations and defibrillation. Make sure you 

are specific about who is doing what so all tasks 

are covered. 

 When other team members arrive, provide a brief 

clear handover including all relevant points. 

 

Communication 

Most serious untoward incidents happen not because of 

lack of knowledge, but lack of communication. The way we 

convey information whether it is summoning help, with 

colleagues during the incident or handing over, is vitally 

important to the outcome of the patient. Clear unambiguous 

communication is key as well as a methodical approach, 

even though there is a sense of panic during an emergency 

situation. If you get called to a deteriorating patient then the 

information you can gather and pass on will be important. 

The Institute of Medicine defines that the quality of care we 

provide is safe, effective, patient centred, timely, efficient 

and equitable. Be it hospitals, resuscitation teams, Doctors, 

Nurses or ILS providers, it should be ensured that they 

deliver these qualities to improve the care of deteriorating 

or cardiac arrest patients. Hospitals use communication 

tools SBAR (Situation, Background, Assessment, and 

Recommendation) or, RSVP (Reason, Story, Vital signs, 

Plan) to effectively communicate between all clinical levels.  

SBAR is a structured method of communicating vital 

information. It reduces the risk of miscommunication and 

minimises delay in treatment or action. St. Andrews 

Healthcare endorses the use of the SBAR tool as an 

essential part of good quality care and this should be used 

in clinical practice. (Appendix 4- Page 38). 

Recognising the Deteriorating Patient and 

Prevention of Cardiorespiratory Arrest 

Identifying the deteriorating patient and preventing 

cardiorespiratory arrest is the initial link in the chain of 

survival.  

Clinical signs of deterioration are evident in 80% of cases 

over a few hours before arrest with hypoxia and 

hypotension that have not been recognised or treated 

effectively (Resuscitation Council UK 2011). 

The chain of prevention can help healthcare staff to 

prevent and detect patient deterioration and cardiac arrest. 

The five rings of the chain (see picture below) 

1. Education – how to observe patients; 

interpretation of observed signs; the 

recognition of signs of deterioration and the 

use of the ABCDE approach and simple 

skills to stabilise the patient pending the 

arrival of more experience help. 

 

2. Monitoring – patient assessment and the 

measurement and recording of vital signs 

which may include the use of electronic 

monitoring devices. 

 

3. Recognition – encompasses the tools 

available to identify the patient in need of 

additional monitoring or intervention, 

including National Early Warning Scores 

(NEWS) to escalate monitoring or to call 

for expert help. 

 

4. Call for help – protocols in place for 

summoning a response to deteriorating 

patient should be universally known and 

understood. 

 

5. Response – any response to a 

deteriorating patient must be assured by 

the appropriately skilled and trained 

staff.
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The Chain of Survival  

 

The chain of survival depicts the core principles of ILS. If 

we keep all four links of the chain intact, then the patient 

will have the best possible chance at survival. If one of the 

links is broken, then we cannot expect for a patient to 

survive. 

Recognising the deteriorating patient in the hours before 

arrest can be detected by determining a National Early 

Warning Score (NEWS) and following the clinical response 

to NEWS triggers to guide to next stage in the care 

pathway. If it is clear that a patient is deteriorating quickly, 

then call for help. Do not wait for a patient to reach a 

higher NEWS score. 

The second link in the chain is Early CPR. This should 

begin as soon as cardiorespiratory arrest is identified. This 

element is critical within the chain as we are effectively 

acting as a pump, pushing the existing oxygenated blood 

around the body ‘buying time’ and keeping the tissues and 

organs vitally perfused. 

 

 

 

 

 

 

 

  

 

The third link in the chain is Early Defibrillation. This 

equally critical element is essential to restore normal 

cardiac output. . This pulse of electrical current halts the 

chaotic activity of the heart, giving it a chance to start 

beating again in a normal rhythm. 

                                                                                                                    

For every minute that a patient is in cardiac arrest and 

waiting for defibrillation, their survival chances decrease by 

10%. After ten minutes, the chances of survival are less 

than 10%. 

The fourth link in the chain is Post Resuscitation Care. 

This element of the chain will ensure that the patient goes 

on to the nearest emergency department with the 

emergency services to receive on-going care to restore 

their quality of life. 
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NEW Score Frequency of 

monitoring 

Clinical response 

0 
 

Minimum 12 hourly 

 Continue routine NEWS2 monitoring with every set of 
observations 

Total  

1-4 

(if 3 in one parameter, see 

box below) 

 

 

Minimum 4-6 hourly 

 Inform Registered Nurse (Nurse in Charge) who must 
assess the patient  

 Registered Nurse must inform Physical Healthcare 
(during hours of operation) or the Duty Doctor, who will 
review and decide whether escalation of care is 
necessary 

 Ensure patient’s raised NEWS is discussed at every 
medical and nursing handover or subsequent referral 

3 in single parameter 

 

Minimum 1 hourly 

 Registered Nurse must inform Physical Healthcare 
(during hours of operation) or the Duty Doctor, who will 
review and decide whether escalation of care is 
necessary 

 Ensure patient’s raised NEWS is discussed at every 
medical and nursing handover or subsequent referral 

Total score 

5 or more 

Urgent response threshold 

 

Minimum 1 hourly 

 Registered Nurse to immediately inform Physical 
Healthcare (during hours of operation) or the Duty Doctor 

 Registered Nurse to request urgent assessment by 
Physical Healthcare or Duty Doctor with core 
competences in the care of acutely ill patients (a medical 
emergency should be activated by dialling ext 666 if 
contact with the above cannot be made immediately) 

 Registered Nurse may immediately activate a medical 
emergency by dialling ext 6666 according to their clinical 
decision 

 Provide clinical care in an environment with monitoring 
facilities 

Total  

7 or more 

 

Emergency response 

threshold 

 

Continuous monitoring 

of vital signs 

 Registered Nurse to assess patient, and activate a 
medical emergency by dialling ext 6666 

 Call for an emergency ambulance by dialling ext 6666 

 Emergency assessment by Physical Healthcare team 
and/ or Duty Doctor with advanced airway management 
skills 

 Clinical care in an environment with monitoring facilities 
(transfer to Emergency Department via ambulance) 

 

 If a decision is made not to follow the clinical response guidance above, this MUST be documented 
in the patient records with the rationale for the decision 

 Physical Healthcare Nurses availability: 
Northampton site availability is 08:00 – 20:00 Monday to Friday 
Regional sites availability is 09:00 – 17:00 Monday to Friday, times vary according to staff availability 

 All patients MUST have a management plan documented in the medical notes with an agreed 
escalation plan 

 

Exceptions to clinical response to NEWS – Can be signed by ANY grade Doctor, but MUST be 

countersigned within 12 hours by a Speciality Doctor or RC and reviewed daily and care planned in RiO 

Date Variances/Exceptions Signature PRINT Name 
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National Early 
Warning Score 
(NEWS) 

National Early warning scores have been 
developed by the Royal College of Physicians in 
order to standardise the assessment and 
response to acute illness. They facilitate early 
detection of deterioration by assessing 
observations, categorising severity of illness and 
requesting medical review at certain trigger 
points.  

How is NEWS used and beneficial here at St 
Andrews? 

The Royal College of Physicians (2012) 
suggested that NEWS should be implemented for 
Prehospital assessment to improve 
communication of the severity of acute illness to 
the hospital. 

News should routinely be used when a patient 
presents as acutely clinically unwell. 

News is an aid for clinical assessment and 
should be used to support competent clinical 
judgement. 

News can also be used as a monitoring system 
to track clinical condition over a period of time. 
This will help you build up of a picture of how 
your patient normally presents and enable you to 
recognise early signs of deterioration. 

News scores are based on six physiological 
observations 

• Respiratory rate 

• Oxygen Saturations 

• Temperature 

• Systolic Blood Pressure 

• Heart Rate 

• Level of Consciousness 

Each observation is plotted on the News chart 
and given a score based on severity. Should 
supplemental Oxygen be used, then this box 
should be ticked and an additional score of 2 
points are added to the total score. Once a total 

score has been determined, turn the NEWS 
sheet over and follow the clinical response guide. 
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POST- FALL ASSESSMENT 
 

 
NAME OF PATIENT 

 

DATE AND TIME OF FALL  

WARD  

 

This section is to be completed on the floor before moving the Patient                                                                                                                                                                                                                                     
√ Tick and sign 

 
LEVEL OF CONSCIOUSNESS 

Responsive as normal  

Less responsive than usual  

Unresponsive or unconscious  

  
SIGNS OF PAIN 

No evidence of pain or discomfort  

Showing signs of pain or complaining of pain  

 
WHERE IS THE PAIN? 

 

 
INJURY OR WOUNDS 

 
 
 

No evidence of injury, bleeding, wounds  

Evidence of swelling, bruising, bleeding  
 

 

Evidence of Bony Deformity  

Evidence of leg rotation  

Evidence of leg shortening  

 
WHERE IS THE INJURY / 

WOUND? 

 

 
 
 
 
 
 
 

 
 

MOVEMENT AND MOBILITY 

Able to move all limbs as normal for the patient  

Right arm Yes  

Left arm Yes  

Right leg Yes  

Left Leg Yes  

Able to move limbs but has pain on movement  

Right arm Yes  

Left arm Yes  

Right leg Yes  

Left leg Yes  

Unable to move limbs as normal for the patient or 
there is a major change in mobility  

 

Right arm Yes  

Left arm Yes  

Right Leg Yes  

Left Leg Yes  
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Example of National Early Warning Score Chart 

  

 

 

OBSERVATIONS 

PULSE  BLOOD 
PRESSURE 

 BLOOD 
SUGAR 

 NEURO 
OBS (IF 

REQUIRED 

 

 
TEMPERATURE 

  
SpO2 

  
RESPS 

   

If further concerns consider use of the National Early Warning Score  
 

DATE AND TIME OF 
ASSESSMENT 

 

NAME AND SIGNATURE OF 
PERSON ASSESSSING 
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Neurological Observations 
 

NAME OF PATIENT 
 

DATE AND TIME OF FALL  

WARD  

 
 

 

NEUROLOGICAL OBSERVATIONS 

 
 

PUPILS INEQUALITY 
/ REACTION TO 

LIGHT 
(normal pupil size is 

from 2-6mm in 
diameter – average 

3.5mm) 

Date         

Time         

Yes         

No 

 

        

If “No” 
pupils sizes 

R         

L         

 
 
 

LIMB WEAKNESS 
(any differences 

between the right 
and left side of the 

body) 

Able to move 
arms and legs as 

normal for the 
patient 

        

Unable to move 
arms and legs or 
the movement is 
limited which is 

not normal for the 

patient  

        

 
 
 

VERBAL RESPONSE 

Normal for the 
patient 

        

More confused / 
Uses 

inappropriate 
words / 

Incomprehensible 
 

        

 
RAPID CHANGE IN 

BEHAVIOUR 

Yes 

 

        

No         

         

SEVERE OR 
INCREASING 
HEADACHE 

Yes 

 

        

No         

 
PERSISTENT 
VOMITTING 

Yes 

 

        

No         

Name of person 
assessing 

Print and Sign    
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Neurological observations should be completed for all patients, where head injury has occurred 
or cannot be excluded: 

- Patient witnessed hitting their head 

- Unwitnessed fall 

NEWS chart should be completed along with a Neurological Observations chart. 

 

Continue Neurological Observations for 24-48 hours 

- Half hourly for 2 hours 

- Hourly for 4 hours 

- Then 2 hourly 

 

 if the red flag is present immediately inform ward doctor / call 6666 

 

 

                                                 

Unequal pupils 

 

 

 

 

 

 

 

 

 

https://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwjmsaKx7ITQAhXLXRoKHed3BIQQjRwIBw&url=https://mmcneuro.wordpress.com/2013/02/26/anisocoria-unequal-pupils/&psig=AFQjCNEIDy8Lv6iQovPDuPe2UhyzeWad5Q&ust=1477996555597036
http://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwjU0ZHd7YTQAhVDvBoKHQhtCjUQjRwIBw&url=http://www.clspectrum.com/articleviewer.aspx?articleID=104098&bvm=bv.137132246,d.ZGg&psig=AFQjCNELmH0YqXD8-81h6hxoZ6xPNMrE9A&ust=1477996833578650
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Sepsis 

Each year in the UK there are 150,000 cases of 

Sepsis, resulting in a 44,000 deaths – more than 

bowel, breast and prostate cancer combined 

(The UK Sepsis Trust 2016). 

Sepsis is caused by the way the body responds 

to germs, such as bacteria, getting into your 

body. The infection may have started anywhere 

in a sufferer’s body, and may be only in one part 

of the body or it may be widespread.  

The body’s immune system goes into overdrive, 

setting off a series of reactions including 

inflammation, swelling and blood clotting. This 

can lead to a significant decrease in blood 

pressure, which can mean the blood supply to 

vital organs such as the brain, heart and kidneys 

are reduced. 

Sepsis is life threatening and if not recognised 
and treated quickly can lead to multiple organ 
failure and death. 

Signs and symptoms of sepsis 

Early symptoms of sepsis usually develop 
quickly and can include: 

•High temperature (Pyrexia) 

•Chills and Shivering 

•Fast Heart Rate 

•Fast Respiratory Rate 

Severe Sepsis or Septic Shock symptoms can 
also include: 

•Low blood pressure 

•Cold, pale, mottled, skin 

•Confusion 

•Dizziness or feeling faint 

•Nausea, vomiting, diarrhoea 

 

 

 

 

How is Sepsis treated? 

When detected early, sepsis can be treated with 

antibiotics pre-hospital. When detected at this 

stage most patients will make a full recovery.  

Patients with severe sepsis and septic shock will 

require admission into hospital to an intensive 

care unit where the body’s organs can be 

supported whilst the infection is being treated. As 

a result of problems with the vital organs, 4 in 

every 10 people with severe sepsis will die. In 

septic shock 6 in 10 will die. 

What should we do? 

•Full set of physical observations 

•Completion of a NEWS chart and follow 

the clinical response guide 

•Look for any of the symptoms 

highlighted above from the UK Sepsis 

trust 

•If any one of the symptoms is present- 

seek medical help urgently- call 6666. 

  

http://sepsistrust.org/public/do-i-have-sepsis/new-paeds-sepsis-card-4/#main
http://sepsistrust.org/public/do-i-have-sepsis/image-3/#main
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The ABCDE 
Approach 

The Airway, Breathing, Circulation, Disability, 

Exposure/Examination (ABCDE) approach is a way of 

systematically assessing patients and should be used 

when assessing the deteriorating or critically Ill patient. 

 

In clinical assessment and treatment, you always start 

with a complete ABCDE assessment and repeat at 

regular intervals. The more critical a patient is, the more 

regularly you must reassess. If at any stage you come 

across a problem then you must resolve that before you 

move on.  

 

The aim of the initial treatment is to keep the patient alive 

and achieve some improvement to their condition buying 

time for further interventions.  It may take a few minutes 

for any signs of improvement to show.  Just remember to 

recognise when you need to call for help, remember to 

use SBAR for effective communication. 

 

Ensure personal safety by wearing gloves or aprons if 

appropriate. Initially, ask the patient a simple question 

such as “How are you?” This can provide valuable 

information. A normal verbal response implies that the 

patient has a patent airway, is breathing and has brain 

perfusion. If the patient can only speak in short 

sentences, they may have extreme respiratory distress. 

Failure of the patient to respond is a clear marker of 

serious illness. 

 

Use the AVPU score (see Disability) to determine 

response levels. If a patient is unresponsive, check that 

the airway is clear, then simultaneously “look, listen and 

feel” for 10 seconds. Bare the chest, look for chest rise 

and fall. Listen for air movement. The chest should rise 

and fall twice in 10 seconds for a respiratory rate of 12 

per minute. Feel for a carotid pulse. If adequate breathing 

and circulation are present, place the patient in the 

recovery position and monitor vital signs. 

Gather a history as soon as possible. Determine what the 

presenting complaint is. What is the past medical history? 

Does the patient take any medications? Are there any 

allergies? This may help you determine the cause of the 

problem and form an overall picture of the patient.  

Remember to assess promptly to make sure help is 

on its way.  

If the patient is unresponsive, with a pulse and has a 

respiratory rate of less than 10 per minute (1 rise and fall 

within the 10 second check), then assisted ventilations 

with a bag and valve mask or pocket mask are required to 

increase respirations to a minimum of 12 per minute. (1 

ventilation per 5 seconds). 

 

If the patient is unresponsive, having occasional gasps 

(agonal breathing), not breathing and has no pulse- start 

CPR protocol.  

Request 6666 call to be made with accurate details and 

ensure an ambulance is called. 

Continue with BLS until the emergency bag/kit and more 

help arrives. Once the emergency kit has arrived, 

continue with ILS. 

ABCDE Assessment 

AIRWAY (A) 

We need to know if a patient’s airway is clear and patent. 

When using the systematic ABCDE approach, we cannot 

move onto B unless we deal with A. 

What can cause an obstruction? 

 Blood 

 Vomit 

 Saliva/bronchial secretions 

 Direct trauma 

 Pharyngeal swelling (infection, oedema) 

 Bronchospasm- narrowing of the small airways 

in the lung 

 Blocked tracheostomy or laryngectomy 

 Foreign objects 

 Food 

 

Are there signs of a partial or full obstruction? 

 Cyanosis  

 Difficulty in breathing 

 Unable to speak properly 

 choking 

 Use of accessory muscles 

 Paradoxical chest and abdominal movements  

whilst breathing (seesaw respirations) 

 Wheezing 

 Highly agitated behaviour 

 Panic/ distress 

 Full obstruction there may be no breath sounds 

from mouth 

 Audible sounds- stridor  

 

Treatment 

In the conscious patient, knowing the underlying 

cause of the obstruction will guide you to the 

appropriate management. For example, Choking 

would lead you into a series of 5 back blows and 5 

abdominal thrusts until the object is removed. 

Oedema from anaphylaxis would require emergency 

medications to see improvement. 
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      In a full obstruction that is not cleared, the patient will 

become unconscious. After this point, any foreign object 

should be carefully removed with magill forceps- only 

going as far as you can see. The airway should then be 

cleared of any fluids using suctioning. The airway should 

be opened using the head tilt, chin lift manoeuvre. An 

airway adjunct should then be placed. Give high 

concentrations of oxygen through a non-breather face 

mask (mask with a reservoir bag) at 15 litres per minute. 
Consider placing the patient in the recovery position and 

monitor the patient until further help arrives. 

 

BREATHING (B) 

 

Best clinical practice denotes that when conducting a 

full assessment of a patient, we count a respiratory 

rate for a full 60 seconds. This more in depth 

assessment is important, especially in patients whom 

have received rapid tranquilisation where respiratory 

depression is a risk and ILS is required. 

 

It is important to look for shallow respirations, equal 

chest rise and fall, tracheal tugging, use of accessory 

muscles and tripod orthopneic positioning if the patient 

is in distress. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Example causes of breathing problems 

 Anxiety 

 Asthma 

 COPD 

 Pneumonia 

 Trauma to chest/ airway 

 Physical restraint  (positional asphyxia) 

 Allergic reaction (anaphylaxis) 

 Rapid tranquilisation 

 

Actions and Treatment 

 Count the respiratory rate. Normal adult rate 

is 12 - 20 breaths min.
  

A high rate and 

increasing is a warning that the patient may 

deteriorate quickly. The easiest way of taking 

the breaths for an alert patient is by 

pretending to take the pulse again watching 

the chest. Appear to gaze past so not to 

embarrass the patient in case they think you 

are looking at their chest or simply tell them… 

 Assess the quality of each breath. Is it 

shallow or deep/ regular or not. Does the 

chest expand equally on both sides? Are the 

breath sounds quiet or noisy? Rattles usually 

mean secretions and a wheeze could suggest 

an obstruction. 

 Record the oxygen saturation.  

 Treatment for critically ill patients is oxygen 

therapy at a high concentration (15L). In 

patients with chronic obstructive pulmonary 

disease (COPD), high concentrations of 

oxygen may depress breathing. Over a period 

of time their bodies learn to live off a lower 

level of oxygen and a higher level of carbon 

dioxide, this is known as hypoxic drive. 

However, these patients will suffer from organ 

damage and cardiac arrest if they are allowed 

to become hypoxic. This group do need to be 

kept at a saturation of between 88-92%, but 

when critically ill should be given high 

flow oxygen initially. 

    

If a patient’s breathing is judged to be 

inadequate or absent then you will need to 

support the breathing with assisted 

ventilations. If this is the case, immediate 

assistance is required.  

 

Picture 2: Respiratory System 

 

Picture 1: Normal Respiration 
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Circulation (C) 

 

In order to assess a patient’s circulation, simply 

looking at them to determine their colour will tell 

you a great deal 

 Look at the colour of the hands and 
fingers: are they blue, pink, pale or 
mottled?  
   

 Assess the limb temperature by feeling 
the patient’s hands: are they cool or 
warm?  
   

 Measure the capillary refill time (CRT). 
It is assessed by applying cutaneous 
pressure for five seconds on a fingertip 
held at heart level (or just above) and 
counting the time it takes for capillary 
refill after the pressure has been 
released. The normal value for CRT is 
usually less than two seconds.  
   

 Assess the state of the veins: they may 
be under-filled or collapsed when 
hypovolaemia is present.  
 

•Determine the patient’s heart rate  

 Is it regular or irregular? 
   

 Palpate all the peripheral and central 
pulses, assessing for presence, rate, 
quality, regularity and equality.  
   

 Measure the patient’s blood pressure.  

In an emergency we need to know that the blood 
pressure is adequate. Having a radial pulse 
present indicates a blood pressure of at least 
90 systolic. 

If blood pressure is low, the patient may have 
symptoms such as fainting, pallor or dizziness. 
Causes of low blood pressure can be due to: 

-Medications 

-Hypovolaemia- causing low blood pressure from 
an internal or external blood loss. 

-Dehydration  

-Anaphylaxis due to angioedema. 

Manage the patient by repositioning and 
raising the legs to increase the blood 
pressure with the aim of restoring the radial 
pulse (above 90 systolic). 

 
If a patient’s blood pressure is high, there 
are associated risks. 

-Risk of Stroke/CVA  

-Risk of Heart attack/M.I   

• Reassess the pulse rate and BP 
regularly (every 5 minutes), aiming for 
the patient's normal BP or, if this is 
unknown, a target > 90 mmHg systolic.  

 
  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Picture 1: The Circulatory System 
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Disability (D) 

This part of the systematic assessment 
focuses upon the neurological aspect. It 
assesses motor and sensory responses, 
looking for impairment and looking to assist 
and determine the underlying cause of unwell 
or unconsciousness if not already apparent. 

 

 Examine the pupils (size, equality and 
reaction to light Page 15). 

  

 Assess the patient’s conscious level 
using AVPU (below)  
   

 Measure the blood glucose level using 
a glucose meter in clinics 
   

 Perform a FAST test assessment for 
stroke/CVA (Page 14). 

In patients that have sustained a head injury with 
loss of consciousness, it is important to have 
them assessed by the ambulance service. A loss 
of consciousness is significant and needs further 
assessment. 

In patients that have sustained a head injury with 
no loss of consciousness, it is very important that 
they are monitored by staff for 24-48 hours 
after incident for head injury symptoms- Nausea, 
vomiting, headaches, visual disturbances, 
confusion, balance problems, unusual behaviour, 
rising blood pressure, unequal pupil sizes or 
fitting. A 6666 call should be made and 
ambulance requested. 

AVPU 

 ALERT - If they are looking around then 

they are classified as Alert. 

 VOICE - If the patients eyes are closed 

then use your voice and say a basic 

command such as ‘open your eyes’. Use 

their name if you know it as you will more 

likely gain a response. They may also be 

hard of hearing or completely deaf, so 

kneel by their torso and gently press 

down on both shoulders. If the patient 

responds, they are classified as verbally 

responsive 

 PAIN – Firmly apply a squeezing 

pressure to the trapezius muscle (top of 

neck / shoulders). If the patient responds, 

they are classified as a pain responsive 

 UNRESPONSIVE - If there is no 
response to the above stimuli, then until 

proven otherwise the patient is classified 
as UNRESPONSIVE 

Remember- always use the AVPU score to 

appropriately determine the responsive level 

of your patient. This is important information 

for the Ambulance Service when prioritising 

the 

call. 

 

 

Exposure / Examination (E)  
  
In order that patients are examined properly, and 
detail is not missed, full exposure of the body 
may be necessary. This should be done in a way 
that respects the dignity of the patient, prevents 
heat loss and enable you to assess for injuries or 
swelling. 

 Expose the patient so that you can see 
any injuries, deformities and look at chest 
movement 

 Examine the patient thoroughly for signs 
of internal or external bleeding. 

 Look for a rash, wounds, contusions, 
swellings, deformities, pallor 

 Feel for areas of pain, tenderness and 
guarding 

 Review the patient notes and charts 

 Review the vital signs 

 Check that the correct medications have 
been prescribed and administered   

 Take a full clinical history from the 
patient, relatives, friends, and other staff.  

 Check temperature 
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CEREBRAL VASCULAR 
ACCIDENT (CVA) OR 
STROKE 

A stroke happens when the blood supply to your 
brain is cut off. If your brain doesn't get enough 
blood to provide the oxygen and nutrients it 
needs, your brain cells will become damaged or 
die. 

Every year in the UK, around 150,000 people 

have a stroke. It's the third most common cause 

of death in the UK, and also the leading cause of 

severe disability. 

Most people who have a stroke are over 65, but 

many are younger than this. Anyone can have a 
stroke, including babies and children. 
 
A stroke is a medical emergency, so recognising 
the symptoms quickly and getting treatment in  
hospital as soon as possible is very important. 
 

Types of stroke 

 Ischaemic stroke happens when the 
blood supply to part of your brain is 
blocked by a blood clot or a piece of fatty 
material. This is the most common type 
of stroke.  

 Haemorrhagic stroke is caused by 
bleeding inside your brain. This can 
happen when a blood vessel bursts 
inside your brain or, more rarely, on the 
surface of your brain.  

 Transient ischaemic attack (TIA or ‘mini-
stroke’) is an episode when the blood 
supply to your brain is interrupted for a 
short time. The symptoms are only 
temporary – they won’t last for more than 
24 hours.  

 Stroke from cervical artery dissection is 
caused when the lining of one of the 

arteries in your neck is torn, restricting 
the blood supply to your brain.  

Symptoms of Stroke 

The symptoms of stroke vary depending on what 
type you have and the part of your brain it affects. 
Symptoms of stroke may include: 

 Loss of facial tone on one side 

 Loss of power or strength in the arm/leg 
on one side 

 sudden loss of sight in one or both eyes, 
or disturbed vision 

 Slurred speech 

 confusion or difficulty getting words out 

 loss of balance or co-ordination 
 severe headache 

F.A.S.T Test 

It is important that we complete a FAST test on a 

patient presenting with any of the symptoms 

above as soon as we recognise any of them. 

FAST test is a widely known tool for assessing 

whether a person has positive signs of a stroke.  

Like a heart attack, this is a time critical 

emergency which needs prompt emergency 

intervention. A person who is FAST test positive 

should be in an acute Stroke Centre and treated 

within 4-5 hours of the onset of the first symptom 

signs. This can prevent permanent damage and 

life changing disabilities if we act FAST. 

 

 

 

Call 6666 

http://www.bupa.co.uk/individuals/health-information/directory/i/ischaemic-stroke
http://www.bupa.co.uk/individuals/health-information/directory/h/haemorrhagic-stroke
http://www.bupa.co.uk/individuals/health-information/directory/t/transient-ischaemic-attack-tia
http://www.bupa.co.uk/individuals/health-information/directory/c/cervical-artery-dissection
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Examination of the Pupils 

Normal pupils are equal, round, regular, and 
centred within the iris.  We use the acronym 
PEARL to describe the assessment of normal 
pupil function- Pupil’s Equal, And Reactive to 
Light  
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Ideally we would like pupils to be PEARL, but 
when they are not, it can be a sign of 
neurological impairment 

Other causes of unequal pupil sizes may include: 

 Aneurysm 

 Bleeding inside the skull caused by head 
injury 

 Brain tumor or abscess 

 Excess pressure in one eye caused by 
glaucoma 

 Increased intracranial pressure 

 Infection of membranes around the brain 
(meningitis or encephalitis) 

 Migraine headache 

 Seizure (pupil size difference may remain 
long after seizure is over 

 
 
 
Anisocoria is the medical definition of unequal 
pupil size. The pupil is the black part in the center 
of the eye. It gets larger in dim light and smaller 
in bright light. 
 
Considerations 

Slight differences in pupil sizes are found in up to 
1 in 5 healthy people. Usually, the diameter 
difference is less than 0.5 mm, but it can be up to 
1 mm (0.05 inch). 

Also, for unknown reasons, pupils may 
temporarily differ in size. If there are no other 
symptoms and if the pupils return to normal, then 
it is nothing to worry about. 

Unequal pupil sizes of more than 1 mm that 
develop later in life and do NOT return to equal 
size may be a sign of an eye, brain, blood vessel, 
or nerve disease. 

Common Causes 

The use of eye drops is a common cause of a 
harmless change in pupil size. Other prescribed 
medications can cause temporary changes and 
can account for pupil differences. 

 

 

Abnormal Normal? 

https://www.google.co.uk/url?q=http://lonerwolf.com/body-language-eyes/&sa=U&ei=vr5DU4i5EImr4ASMjoGgAw&ved=0CEoQ9QEwDg&usg=AFQjCNEp6kMsjD4_kktEfpvJernFNRSEDw
http://www.scripps.org/articles/2097-brain-tumor-children
http://www.scripps.org/articles/3584-abscess
http://www.scripps.org/articles/1294-glaucoma
http://www.scripps.org/articles/2074-meningitis
http://www.scripps.org/articles/247-encephalitis
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Anaphylaxis 

In modern times we are exposed to less allergens and 

less dirt and as such anaphylactic reactions are 

increasing. 4451 hospital admissions for anaphylactic 

shock were recorded in the UK for 2015/16 compared 

to 3735 in 2011/12 (Allergy UK 2016). 

Anaphylaxis is life threatening and can be sudden in 

onset. In the most extreme form, anaphylactic shock 

can be fatal without early recognition and 

management. An anaphylactic reaction is caused by 

the immune system reacting inappropriately to a 

substance or food it perceives to be at threat by the 

sudden release of histamine, from cells within the 

blood and tissues.  

The body cannot control the amount of histamine that 

is released and this causes the tissues to swell. 

Histamine also causes smooth muscle to relax. This in 

turn lowers the blood pressure and the heart rate will 

rise to compensate.   This mechanism is so sensitive 

that minute quantities of the allergen can cause a 

reaction. 

 

 

 

 

 

 

 

What causes anaphylaxis? 

There are common causes which are universally 

known but the list increases with time with more 

unusual items. The most prevalent are Bee and wasps 

stings, nuts, fish, shellfish, food i.e. strawberries, 

bananas, milk, gelatines, penicillin, hair dye, latex but 

to name a few. 

 

Who is at risk from anaphylaxis? 

If a patient has suffered from an allergic 

reaction/anaphylaxis in the past – whatever the cause 

– then any future reaction is also likely to be as severe. 

If a significant reaction to a tiny dose occurs, or a 

reaction has occurred on skin contact, this might also 

be a sign that a larger dose may trigger a severe 

reaction. It is particularly important that those with 

asthma as well as allergies are seen by an allergy 

specialist because asthma can put a patient in a higher 

risk category. Where foods such as nuts, seeds, 

shellfish and fish are concerned, even mild symptoms 

should not be ignored because future reactions may be 

severe. 

Recognition 

The reaction will be sudden and the progression very 

rapid. The main problems are associated with the 

airway in terms of the swelling of the tongue and the 

complications that this ensues. Breathing will be 

affected - quite often patients will be tachypnoeic, 

wheezing and be unable to speak in full sentences. 

Circulation will be affected. Patients will become 

tachycardic and hypotensive. Patients will also display 

additional signs and symptoms that may include skin 

and mucosal changes (flushing, urticaria, angioedema) 

and gastrointestinal symptoms such as diarrhoea, 

vomiting and abdominal pain as smooth muscle is 

present within the intestines. Patients will also feel very 

distressed and panicked which can exacerbate the 

symptoms.  

If we look at the ABCDE approach to the recognition of 

anaphylaxis we can ascertain the correct treatment 

promptly.  

Airway 

 Difficulty swallowing and breathing 

 Hoarse voice 

 Swelling of the tongue and throat 

 Stridor (High pitched wheeze ) 

 Feeling of the throat closing up 

Breathing 

 Shortness of breath 

 Increased breathing rate 

 Wheeze 

 Fatigue 

 Cyanosis 

Circulation 

 Sign of shock (pale, clammy) 

 Raised pulse rate 

 Low Blood pressure (hypotension) 

Disability 

 Anxiety/ panic 

 Lowered level of response 

 Confusion due to Hypoxia 

 Lowered level of consciousness 

Exposure 

 Skin and/or mucosal changes often feature 
first: 

 Erythema (patchy / general red rash) 

 Urticaria, also called hives, weal’s, welts, 
nettle rash 

 Angioedema of eyes, lips, throat  

https://www.google.co.uk/url?q=http://www.rushdenosteopath.co.uk/news/2012/02/anaphylactic-shock-act-quickly/&sa=U&ei=yoFfU6SOEefI0AXtsoDICg&ved=0CC4Q9QEwAA&usg=AFQjCNH-eTzCFRgyd8kRQVCAA3iYH1091Q
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Treatment 

 Call for help- 6666 

 Assess ABC 

 Position Patient dependant on their breathing. 
If difficulty then sitting upright. If faint or 
lowered level of consciousness then lying 
down legs raised 

 Establish airway 

 Administer high flow oxygen through a non-
rebreather mask (15 Litre) 

 Administer Adrenaline 1:1000 (IM) 
Adrenaline is a vasoconstrictor, has a 
short half-life and non-cumulative effect. It 
is the first line treatment for anaphylaxis. 

 Monitor using pulse Oximeter 

 Reassure.... 

 Full set of observations 

 Repeat Adrenaline 1:1000 after 5 minutes if 
there is no improvement 

 If the patient becomes wheezy and showing 
signs of respiratory distress- treat with 
Salbutamol 5mg nebuliser 6-8 Litres oxygen 
per minute 

 Consider Ipratropium Bromide 500mcg 
nebuliser 6-8 Litres oxygen  per minute (once 
only) 

 Consider Prednisolone 40mg 

 Consider 3
rd

 dose of Adrenaline 1:1000 after 
another 5 minutes 

 Consider further doses of Salbutamol 5mg 

 Collect relevant information for handover to 
crew/ Monitor patient until ambulance crew 
arrival 

 Prepare for cardiac arrest 

 

If cardiac arrest occurs remember good quality 
compressions, oxygenation and the use of the AED 
are important. The use of prolonged CPR is needed as 
the body systems were healthy before this incident; 
therefore the success of recovery is greater. 

Picture 1: Severe allergic reaction to the tongue 

 

 

 

 

 

 

 

 

 

 
 

Picture 2: Severe allergic reaction to face 

 

Picture 3 above: Erythema in allergic reaction 

Picture 4 below: Hives swelling in allergic reaction 

 

 

 

http://www.bing.com/images/search?q=allergic+reaction&view=detailv2&&id=6227CF0AA694252B6B47AA1AB6DF8EEFDFFCB755&selectedIndex=0&ccid=S22oGXE7&simid=608022690025048027&thid=OIP.M4b6da819713b4bbd5f7b8676074ae508H0
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Oxygen 

Introduction 

 
Oxygen should be regarded as a drug. It is 
prescribed to prevent/treat hypoxia. The 
concentration of oxygen prescribed aims to bring 
oxygen saturation (SpO2) to normal or near 
normal oxygen saturation. However, this depends 
on the condition being treated; an inappropriate 
concentration may have serious or even lethal 
effects (British Thoracic Society Guideline 2008).  
 
In an emergency situation, a Patient Group 
Directive (PGD) administration of high 
percentage Oxygen to adults in an emergency 
allows staff to commence oxygen therapy without 
a prescription. 
 

Personnel who may administer 
oxygen 
 

Emergency situations 
 
In an emergency situation an oxygen prescription 
is not required. Oxygen should be given to the 
patient immediately without a formal prescription 
or drug order but documented later in the 
patient’s clinical record. 
 
All peri-arrest patients and patients who become 
acutely critically ill should be given high 
concentration oxygen. Patients with COPD and 
other risk factors for hypercapnia who develop 
critical illness should have the same initial target 
saturations as other critically ill patients pending 
the results of arterial blood gas results after 
which these patients may need oxygen therapy 
set to appropriate target oxygen saturation range 
as part of their continuing medical management 
plan. 
 
 
All patients who have had a cardiac or respiratory 
arrest should have high concentration oxygen 
provided along with basic or immediate life 
support. 
 
A subsequent written record must be made of 
what oxygen therapy has been given to every 
patient along with the recording of all other 
emergency treatment. 
 
Any registered nurse, allied health professional or 
doctor can commence oxygen therapy in an 
emergency. Some non-professional staff who has 
received specific training may also commence 
oxygen in a medical emergency. Medical, nursing 
and allied health professional students can 

commence oxygen therapy in an emergency 
under supervision. 
 

Monitoring and Recording Oxygen 
 
The patient's oxygen saturation and oxygen 
delivery system should be recorded on the vital 
signs chart alongside other physiological 
variables. 
 
All patients receiving oxygen therapy should have 
regular pulse Oximetry measurements. All 
recordings of oxygen saturation should be 
associated with respiratory rate recording at the 
same time (NCEPOD, 2005).The frequency of 
Oximetry measurements will depend on the 
condition being treated and the stability of the 
patient. Critically ill patients should have their 
oxygen saturations monitored continuously and 
recorded with a frequency appropriate to their 
physiological condition. Patients with mild 
breathlessness due to a stable condition will 
need less frequent monitoring. 
 
Oxygen therapy should be increased if the 
saturation is below the desired range and 
decreased if the saturation is above the desired 
range (and eventually discontinued as the patient 
recovers, usually in consultation with parent 
medical team). 
 
 
Patients should be monitored accurately for signs 
of improvement or deterioration. 
 
Clinicians should also monitor skin colour for 
peripheral or central cyanosis and respiratory 
rate.  
 
Patients with noisy or laboured breathing or 
respiratory rate of less than 10 or more than 30 
should be acted upon immediately, calling for 
help and 6666, regardless of oxygen saturations. 
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Oxygen Therapy 

High levels of supplemental oxygen for adults 

with critical illness 

Table 1 High Flow Oxygen Therapy 

 

 

Controlled or low dose supplemental oxygen 

for adults with COPD 

Table 2 COPD Oxygen Therapy 

COPD patients will suffer from organ 

damage and cardiac arrest if they are 

allowed to become hypoxic. This group 

do need to be kept at a saturation of 

between 88-92%, but when critically ill 

should be given high flow oxygen 

initially using a Non-Rebreathing 

mask. 

 

 

Target saturation  88 – 92% 

Administer the initial oxygen dose until reliable SP02 

measurement is available, then adjust oxygen flow to 

aim for target saturation within the range of 88-92% 

Condition: 

 

 Chronic 

Obstructive 

Pulmonary 

Disease 

 

Initial dose: 

 

4 Litres per 

minute 

 

 

Administration: 

 

Medium 

Concentration 

Mask 

 

 Chronic 

Neuromuscular 

Disorders 

 Chest Wall 

Disorders 

 Morbid obesity 

 shock  

 

4 Litres per 

minute 

 

 

Medium 

Concentration 

Mask 

 

 

NB: if the 

oxygen 

saturation 

remains below 

88% 

 

Administer 5 - 

10 litres per 

minute until 

reliable Sp02 

measurement 

can be 

obtained and 

then adjust 

oxygen flow 

for target 

saturation 

within the 

range 88-92%  

 

Medium 

Concentration 

Mask 

 

Target saturation   95 – 98% 

 

Administer the initial dose until vital signs are normal, 

then reduce oxygen dose and aim for target saturation 

within range of 94-98% as per table below 

Condition: 

 Cardiac Arrest or 

Resuscitation 

 Basic Life 

Support 

 Foreign 

Body airway 

obstruction 

 Carbon 

monoxide 

poisoning 

Initial dose: 

 

Maximum 

dose until 

the vital 

signs are 

normal 

 

 

Administration: 

 

Bag-Valve-

mask 

 

 

 Anaphylaxis 

 Major pulmonary 

haemorrhage 

 Sepsis e.g. 

meningococcal 

septicaemia 

 shock  

 

15 litres per 

minute 

 

Non Re-

breather mask 

 

 Active convulsion 

 Hypothermia 

 

 

 

 

 

 

Administer 

15 litres per 

minute until 

reliable 

Sp02 

measurem

ent can be 

obtained 

and then 

adjust 

oxygen 

flow for 

target 

saturation 

within the 

range of 

95%-98%  

 

Non Re-

breather mask 
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Non-Rebreathing Mask 

The non-rebreathing mask covers both the nose 
and mouth of the patient is attached around the 
patient's head using an elastic cord. The mask 
has an attached reservoir bag, which connects 
oxygen tubing to an external oxygen 
cylinder/supply. Before a Non-Rebreathing mask 
is placed on the patient, the reservoir bag is 
inflated to greater than two-thirds full of oxygen, 
at a rate of 15 litres per minute.  

Approximately ¹⁄₃ of the air from the reservoir is 
depleted as the patient inhales, and it is then 
replaced by the flow from the O2 supply. If the 
bag becomes completely deflated, the patient will 
no longer have a source of air to breathe. 

Exhaled air is directed through a one-way valve 
in the mask, which prevents the inhalation of 
room air and the re-inhalation of exhaled air. The 
valve, along with a sufficient seal around the 
patient's nose and mouth, allows for the 
administration of high concentrations of oxygen, 
approximately 60% - 80% O2. 

The patient must partially deflate the reservoir 
bag during inspiration or the high oxygen 
concentration will not be achieved, and the mask 
will provide only the liter flow rate setting on the 
flowmeter. 

 

FIGURE 1: A Non-Rebreathing Facemask. 

Hudson Mask (Medium Concentration 
Simple Face Mask) 

 
The simple face mask is a medium-flow oxygen 
mask that fully covers the patient’s mouth and 
nose. It has open side ports. 
 
As the patient takes a breath, oxygen is mixed 
with air creating a concentration of between 40-
60% inspired oxygen. 
 
 It is a variable performance mask which is 
generally used with 3 to 10 litres of oxygen per 
minute and can be titrated to effect. 
 
 
If the flow is set too low (less than three litres per 
minute of oxygen) the mask may contribute to re-
breathing which will allow a patient to retain 
carbon dioxide. 
 

FIGURE 2: Medium Concentration Mask 
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Nebulisation 

A nebuliser is a device that converts liquid into 
aerosol droplets to enable the delivery of a 
therapeutic dose of a respirable drug in aerosol 
form in a relatively short period of time (5-10 
minutes). In the emergency situation, 
nebulisers driven by oxygen should be used 
in order to deliver a therapeutic dose of 
medication directly into the lungs.  
 
Compressed air driven devices are used in the 
community and in hospitals for long term 
management of conditions such as COPD. 
 
 
 The drugs most commonly administered through 
nebulisation are bronchodilators (salbutamol and 
ipratropium) which are mainly used in the 
management of respiratory conditions such as: 
 

 Acute exacerbations of asthma and 
COPD  
 

 Long term treatment of COPD for 
patients who are unable to competently 
use any type of inhaler device or do not 
respond to conventional doses of inhaled 
bronchodilators 
 

 Long term treatment of patients with 
brittle asthma 

 
Other uses include: 
 

 Nebulised salbutamol may also be used 
in the management of any form of 
respiratory distress. 
 

 Sometimes varying strengths of sodium 
chloride are nebulised to aid with the 
expectoration of sputum. 
 

 
 
 
 
 
 

 

 

 

 
 
 
 
 
 
 

Assembling the oxygen driven 
nebuliser set 

The nebuliser set has three components:  

 Chamber (also called the 'pot' or 'acorn')  

 Mask 

 Tubing  

 The medication can be inserted into the 
top of the chamber prior to attaching the 
mask.  The base of the chamber has a 
gas inlet to which the oxygen tubing 

should be attached.   

 

 

Above:  Oxygen driven nebuliser therapy as used in the 

emergency situation. 

Below: Air driven nebuliser  
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 You can also unscrew and open up the 
acorn as alternative way to insert the 
medication. Care should be taken when 
opening the pot as there is a detachable 
mushroom shaped piece of plastic inside 
and without it the nebuliser would not 
work properly. 

 

 It is important to take care when 
selecting which gas to use. The use of 
oxygen as the driving gas can be harmful 
for patients who are at risk of 
hypercapnia (C02 retention) (i.e. a 
patient with severe COPD) and these 
patients normally need nebulisers driven 
by air (with nasal oxygen if necessary). 
Oxygen may be used in an acute 
exacerbation, but the duration of 
nebulisation limited to six minutes – this 
will reduce the risk of hypercapnia but 
ensure that most of the nebulised dose is 
delivered. 

 

 For patients with other conditions or who 
are dependent on higher levels of 
oxygen, the use of medical air as the 
driving gas exposes them to the risk of 
hypoxaemia (low and inadequate arterial 
oxygen levels) where patients are 
dependent on very high levels of oxygen, 
discontinuing it even for a few minutes 
taken to give a nebuliser driven by air 
can prove fatal. 

 

 Patients on supplemental oxygen should 
continue to have their oxygen 
saturations monitored before, during 
and after nebulised treatment with the 
aim of keeping oxygen saturations in 
the target range. All patients should 
have their response to treatment 
assessed regularly and the dose and 
frequency of nebulised medication 
adjusted accordingly. Nebulised drugs 
have more side effects than their inhaled 
counterparts since a higher dose is given 
by the nebulised route.  

General procedure for administering 
nebulised drugs 
 

1. Assemble equipment (nebuliser, 
nebuliser chamber, tubing, mask)  

 
2. Sit the patient up, Either in bed or in a 

chair  
 

3.  Make the patient comfortable and advise 
them to breathe gently through the mouth 
encouraging relaxation. 
 

4.  Ensure that the medication it is correct, 
the right dose and is within the expiry 
date. Open the drug solution by twisting 
off the end tab. Place the medication in 
the nebuliser chamber and squeeze 
slowly, ensuring that all the contents are 
emptied in.  

 
5. Use a gas flow rate of between 6 – 8 

litres per minute to drive the nebuliser 
since this will deliver at least 60% of the 
droplets at a size below 5 microns (which 
is required for adequate penetration into 
distal airways). 

 
 

Nebulised bronchodilators 
 
 
Dose of drug prescribed Product to use 

 Salbutamol 2.5mg 2 x 2.5mg/2.5ml ꞊ 
5mg/5ml 
 

 *Ipratropium 250micrograms 1 x 2 ꞊ 
500micrograms (See  

 
 
 
Salbutamol and Ipratropium bromide can be 
mixed immediately before use and administered 
as one nebulisation.  
 

Salbutamol- is a β2 agonist. It causes 

relaxation of smooth muscle in the lung and 

dilation and opening of the medium and large 

airways in the lungs. After inhalation, salbutamol 

acts within 3-5 minutes with a peak at 15-20 

minutes. Overall duration is 4-6 hours. It can 

cause tremor, palpitations, tachycardia, 

headache and muscle cramps and 

hypokalaemia. 

Ipratropium Bromide- Ipratropium is an 

anticholinergic and muscarinic agonist which 

works by causing smooth muscles to relax. It 

works well in conjunction with salbutamol for 

airway dilation. Onset 15-30 minutes and lasts 3-

5 hours. It can cause dry mouth, nausea, 

headache, urine retention and constipation. 

Caution should be used in patients with 

glaucoma (protect eyes from the mist). 

 

 Salbutamol 5mg (Can be repeated- 
No max dose) 

 

 Ipratropium Bromide 500micrograms 
(Once Only) 

 

  (See Emergency Drugs Appendix) 
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Asthma 

Asthma is a common condition that affects the 

airways. The typical symptoms are wheeze, 

cough, chest tightness, and shortness of breath. 

Symptoms can range from mild to severe. 

Treatment usually works well to ease and prevent 

symptoms and is usually with inhalers. A typical 

person with asthma may take a preventer inhaler 

every day to manage symptoms and use a 

reliever inhaler as and when required should 

symptoms flare up. This section gives a general 

overview of asthma. 

 What is asthma and who does it affect? 

Asthma is a condition that affects the smaller 

airways (bronchioles) of the lungs. From time to 

time the airways constrict (narrow) in people who 

have asthma. This causes an acute 

exacerbation. The extent of the narrowing, and 

how long each episode lasts, can vary greatly. 

What causes asthma? 

 
Asthma is caused by inflammation in the airways. 

It is not known why the inflammation occurs. The 

inflammation irritates the muscles around the 

airways, and causes them to squeeze (constrict). 

This causes narrowing of the airways. It is then 

more difficult for air to get in and out of the lungs. 

This leads to wheezing and breathlessness. The 

inflammation also causes the lining of the airways 

to make extra mucus which causes cough and 

further obstruction to airflow. 

 

 

What causes asthma symptoms? 

People with asthma have sensitive airways that 
are inflamed and react to triggers and 'set off' 
symptoms. There are two main ways that 

symptoms can be set off, but some patients can 
have both allergic and non-allergic asthma. 

In allergic asthma, symptoms are caused by an 
allergic reaction when contact is made with an 
allergen. Common allergens include pollen, pets 
and house dust mites. 

In non-allergic asthma, symptoms are caused 
by an inhaled irritant or another factor, but are not 
caused by an allergic reaction. Common irritants 
include cigarette smoke and car exhaust fumes. 
Common factors that can trigger asthma 
symptoms include exercise, cold weather, colds 
and flu. 

Asthma attack 

When asthma symptoms occur and worsen, this 
is known as an asthma attack. This can be an 
acute exacerbation or gradual. 

Signs and symptoms of a severe asthma 
attack: 

•Wheezing, coughing, chest tightness 

•Unable to speak in full sentences 

•Increased respiratory rate/Laboured breathing 

•Confusion, exhaustion 

•Cyanosed lips or fingers 

•Reduced Peak Flow 

How to manage an asthma attack

 

1. Encourage the patient to sit and remain 
calm as panicking will make things 
worse. 

2. Take one puff of the Ventolin reliever 
inhaler (PGD) every 30-60 seconds up to 
a maximum of 10 puffs. Use a spacer if 
one is available. 

3. Call 6666 if the condition is worsening 
despite use of the inhaler. 

4. Oxygen driven Nebuliser therapy for 
acute exacerbation of asthma using 
Salbutamol 5mg and Ipratropium 500mcg 
(PGD). 

 
 

https://www.asthma.org.uk/advice/triggers/pollen/
https://www.asthma.org.uk/advice/triggers/animals-and-pets/
https://www.asthma.org.uk/advice/triggers/animals-and-pets/
https://www.asthma.org.uk/advice/triggers/dust-mites/
https://www.asthma.org.uk/advice/triggers/smoking/
https://www.asthma.org.uk/advice/triggers/pollution/
https://www.asthma.org.uk/advice/triggers/exercise/
https://www.asthma.org.uk/advice/triggers/weather/
https://www.asthma.org.uk/advice/triggers/colds-and-flu/
https://www.asthma.org.uk/advice/triggers/colds-and-flu/
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Pulse Oximetry 
 
Pulse Oximetry is used to assess a patient’s 

arterial oxygen saturation. It is simple and quick 

to use, providing an objective measurement 

which, without a pulse Oximeter, you may not 

recognise poor saturations until they have 

decreased to 80-85%. Because of their simplicity 

of use and the ability to provide continuous and 

immediate oxygen saturation values, pulse 

oximeters are of critical importance in emergency 

medicine and are also very useful for routine 

monitoring of patients. 

It is routinely placed on the finger to gain a 

reading by a probe which contains light-emitting 

diodes (LED’s) with a photoreceptor opposite. 

The light transmits through the tissue and some 

of this gets absorbed. The ratio of the 

transmitted to the absorbed light is used to 

generate the peripheral arterial oxygen 

saturation (SpO2) which is displayed as the 

digital reading, waveform, or both.          

If a finger is not possible, you can use it on a toe 

or an earlobe 

 

 

There are complications that may occur which 

could result in false or no reading at  

 Nail varnish or false nails 

 hypothermia/cool extremities 

 Bright overhead lights (Fluorescent or 
xenon) 

 Carbon monoxide poisoning 

 Irregular cardiac rhythms 

 Reduced pulse volume/ hypotension 

 Presence of other haemoglobins: 

carboxyhaemoglobin (carbon monoxide 

poisoning 

 

Although the pulse Oximeter is a good tool for 

monitoring the patient, it is important to 

remember that you must read your patient, NOT 

the machine as it has its limitations. It must not 

be used in isolation, but used alongside other 

investigations for a full clinical picture. For an 

accurate reading, arterial blood gases need to be 

acquired as soon as possible. When you place 

this on the patient at the beginning of the 

observations, always take an initial manual pulse 

check to make sure that the pulse rate you see 

on the screen is accurate. People with an 

irregular cardiac rhythm will show an inaccurate 

reading. If this is the case, use it for the 

saturation reading but maintain manual pulse 

checks.  

Oxygen saturation levels are as follows: 

 95%-100%- target range 

 88%-92%- target range for COPD 
patients 

 90%-94% evidence of hypoxia 

 85%-90% serious/severe hypoxia 

 <85% critical hypoxia 
 

Picture 1 Portable Finger Probe 

If they are struggling to put a sentence 

together, look pale or cyanosed, 

struggling to catch their breath but their 

SPO2 Sats are within the healthy range, 

what would you do? 

 

http://www.mortonmedical.co.uk/M-Pulse_Oximeter~p~8914.htm
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Airway 
Management 

Choking 

In patients that are choking, our main priority is to 

rapidly ensure a patent airway as the patient can 

quickly become hypoxic within minutes.  

The airway can become blocked for example by 

food or foreign objects and needs to be cleared. 

A mild or partial blockage can usually be cleared 

by coughing and may be accompanied by stridor 

as the air passes through the narrowed airway. 

A severe or full blockage does not let any air 

pass and will quickly lead to unconsciousness. 

First, we confirm if the patient is choking and ask 

them to cough. 

 If this is ineffective, we then deliver up to 5 back 

blows, lean the patient forward, then with the 

heel of the hand strike firmly between the 

patients shoulder blades, after each checking to 

see if the obstruction has been removed. 

If this has not worked, deliver up to 5 abdominal 

thrusts. Clench a fist and place it between the 

navel and the diaphragm. Cover with the other 

hand. Stand sideways on to the patient and using 

and in and up motion provide the abdominal 

thrust.  Check between each one to see if the 

obstruction has been removed. 

Repeat the cycle of up to 5 back blows and 5 

abdominal thrusts until the object is removed or 

the patient becomes unconscious. 

 

 

 

If the obstruction is removed using these 

techniques, then it is important to have the 

patient assessed by a doctor. A Datix form 

should then be completed and events 

documented in the patient progress notes on Rio. 

Should your patient however become 

unconscious, guide them to the floor and check 

the AIRWAY. Look inside the mouth for any 

obstructions such as vomit, blood, foreign 

objects, food or loose teeth.  

Should the airway be obstructed by foreign 

objects or solid food, it should be cleared using 

Magill forceps- For  unconscious patients only 

and to be inserted into the mouth closed and 

opened up once inside. 

Do not put your fingers in the mouth of a 

conscious or unconscious patient.  

It is still important to ventilate a patient, even 

when clearing the airway was unsuccessful. 

When unconscious, muscles in the airway will 

relax allowing some air flow past any obstruction 

that remains in the airway. 

 

 

http://www.bing.com/images/search?q=back+blows+choking&view=detailv2&&id=DD5B66D37AEF58ECC08D2B490242F8BB912822CE&selectedIndex=26&ccid=f+VNMkKa&simid=608019133861332164&thid=OIP.M7fe54d32429a131b7ac031cc11874256o0
http://www.bing.com/images/search?q=Abdominal+Thrust+Steps&view=detailv2&&id=846E6883AE49A3D0975E17CDEC73F53A6B94C51D&selectedIndex=11&ccid=p3KeymsN&simid=608055726987218401&thid=OIP.Ma7729eca6b0d4b4dcd51d8fba2275736H0
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Suctioning 

If the airway is obstructed by fluid- vomit, blood or 

mucus, then the airway should be suctioned. 

Only as far as you can see and into what you can 

see. It is good practice that if a patient is actively 

vomiting their head is turned to the side to allow 

for postural drainage until suctioning is ready to 

commence to reduce the risk of aspiration of fluid 

into the lungs. 

 

 

 

If the portable electric suction has not arrived, 

then the manual suction should be used in the 

meantime. Once arrived, the portable electric unit 

should be used to remove fluids from the airway. 

It is intended for intermittent operation and can 

hold higher volumes of fluid. Higher vacuum 

levels should be selected for oropharyngeal 

suctioning. Lower levels should be selected for 

tracheal suctioning. 

4 key rules for suctioning 

• Only suction as far as you can see 

• Suction down the sides 

• Suction on the way out 

•No more than 10 seconds of suctioning at a time 

 

When the airway is clear in the unconscious 

patient, we now need to open up the airway. We 

do this by using the Head tilt, Chin lift method. 

This raises the relaxed tongue away from the 

back of the pharynx, opening the airway. It is 

impossible for a person to swallow their tongue 

due to the physiology; it will just slide back 

causing an obstruction. 

Jaw Thrust 

If you suspect a spinal injury, you can keep the 

head and neck in a neutral alignment by using 

this manoeuvre. If the head has dropped to the 

side, holding the sides of the head keeping the 

ears clear so the patient can still hear you, slowly 

turn the head to its neutral position. Placing your 

thumbs on the cheekbones, hook your index and 

middle fingers around the curve of the jaw and 

push the jaw upwards. As the muscles are 

naturally relaxed this will happen easily. 

If the jaw will not open, the airway will still need to 

be opened and maintained. Revert back to using 

the head tilt, chin lift manoeuvre. Any damage to 

the spine will have already been done and by 

maintaining an airway you will not make matters 

worse. Remember, they will die if they cannot 

breathe and our aim is to preserve life. 

http://www.google.co.uk/imgres?q=jaw+thrust&start=239&um=1&hl=en&safe=active&biw=1280&bih=883&tbm=isch&tbnid=esGTvzraBhHUtM:&imgrefurl=http://www.concursoefisioterapia.com/2010/02/manobra-de-tracao-de-mandibula-jaw.html&docid=POx5BYRt31Af1M&imgurl=http://3.bp.blogspot.com/_P-MzoBY5JIc/S1derfSM0nI/AAAAAAAAAsE/saaRILhCjCM/s400/tra%C3%A7%C3%A3o+mandibula.JPG&w=400&h=300&ei=lP3yTvzsHdCp8APj89nNAQ&zoom=1&chk=sbg&iact=rc&dur=0&sig=113216728983376741587&page=12&tbnh=146&tbnw=195&ndsp=22&ved=1t:429,r:9,s:239&tx=96&ty=73
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Oropharyngeal 
Airway (OPA)       

Once the airway is clear and open, this airway 

adjunct will prevent obstruction of the airway by 

the tongue. It can be used on ALL unresponsive 

patients whether they are breathing or not. It 

allows an unconscious patient to maintain a 

patent airway. We can use it in conjunction with a 

high flow oxygen mask or Bag Valve Mask 

ventilations.  

An OPA will stay in place as long as the patient 

remains unresponsive and tolerant of it. If the 

patient’s response level improves, the patient 

may gag as the response returns and it can be 

simply removed. 

Sizing of the OPA 

In the emergency bag you will have 3 sizes of 

OPA, Size 2 (green) small adult, Size 3 (orange) 

medium adult, Size 4(red) large adult. 

Measure from the Incisors to the same side angle 

of the jaw. 

 

 

It is important that the airway is clear from any 

fluids before insertion an OPA, as this will still 

obstruct the airway once we have positioned it. 

We must also ensure it is correctly sized. 

Otherwise we can compromise the airway rather 

than opening it by pushing the tongue back in the 

pharynx, if the patient’s measurement is in 

between sizes, use the bigger of the two. 

Insertion Technique 

•Insert the OPA upside down with the tip toward 

the roof of the mouth 

•Rotate the OPA 180°; continue with insertion as 

illustrated below. 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.aic.cuhk.edu.hk/web8/Hi res/oropharyngeal 1_CMYK.jpg
http://www.aic.cuhk.edu.hk/web8/Hi res/oropharyngeal 2_CMYK.jpg
http://www.aic.cuhk.edu.hk/web8/Hi res/Guedel 3.jpg
http://www.aic.cuhk.edu.hk/web8/Hi res/Guedel 2.jpg
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Nasopharyngeal 
Airway (NPA) 

The nasopharyngeal airway (NPA) is a simple 

airway adjunct used to secure an airway in an 

unconscious patient. It can be used as an 

alternative airway adjunct to the oropharyngeal 

airway (OPA) should the presentation of the 

patient require a different management method. 

For example, if a patient had been fitting and 

presented with a snoring airway and trismus of 

the jaw, an OPA would be unsuitable, but the 

NPA would be ideal to maintain an open airway. 

Sizing the NPA  

Measure from the corner of the nose to the 

tragus of the ear to correctly size the NPA. 

 

Insertion of nasopharyngeal airway 

 Wear gloves. 

 Measure the correct size NPA 

 Check the right nostril for patency 
(Right nostril is anatomically larger) 

 Thoroughly lubricate the airway using 
water-soluble jelly. This is essential 
as nasal passages are particularly 
dry. 

 Insert the airway into the R nostril, 
beveled end first and towards 
septum. 

 Pass the airway vertically along the 
floor of the nose, using a slight 
twisting action, into the posterior 
pharynx  

 If there is resistance remove the 
airway and try the left nostril. Once 
inserted the flange should be at the 
level of the nostril. 

 

 

 

•Head-tilt, chin-lift or jaw-thrust must still be 

maintained, even when an OPA or NPA is 

inserted. 

• Not to be used in patients with significant facial 

or head trauma. 

 

 

http://www.aic.cuhk.edu.hk/web8/Hi res/Nasopharyngeal airway.jpg
http://www.aic.cuhk.edu.hk/web8/Hi res/nasopharyngeal_CMYK.jpg
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Supraglottic 
Airway (igel) 

During cardiac arrest, it is very important to 

maintain high quality chest compressions with 

minimal interruption for airway interventions. An 

igel is considered to be the ‘gold standard’ in ILS 

for airway management as it can be inserted with 

minimal interruptions. 

The igel is a unique airway device that represents 

years of research and development. The igel 

design was inspired by the physiology of the peri-

laryngeal framework meaning that the shape, 

softness and contours of the igel accurately 

mirror the laryngeal structures to create the 

perfect fit.  

I-gel gets its name from the soft gel-like material 

from which it is made. It is the innovative material 

that has enabled the development of a unique 

non-inflatable cuff. This key feature means that 

insertion of the igel is easy, rapid and 

consistently reliable. Insertion can be achieved in 

less than 5 seconds by a proficient user. It 

provides safe and rapid airway management and 

works with the patient's anatomy so that 

compression and displacement trauma are 

significantly reduced or eliminated. 

The igel is a good alternative to bag-valve-mask 

ventilation and is associated with less aspiration 

of gastric contents. 

What size to use? 

The cage packs are colour-coded for quick and 

easy size identification. igel is available in three 

adult sizes which are based upon body 

weight: 

Size 3 igel for small adults 30-60kg (4st 

10lbs-9st 6lbs) 

Size 4 igel for medium adults 50-90kg (7st 

12lbs- 14st 2) 

Size 5 igel airway for large adults 90+kg (14st 

2lb+) 

 

 

 

Application 

• Select correct size igel based on patient weight 

(kg) 

• Remove sterile packaging 

• Remove igel from the cradle; do not put it down 

on any surface. 

• Apply lubricant to the dimple on the cradle and 

lubricate the back and sides of the igel. 

• Make sure the writing/numbers are facing 

toward you. 

• Ensure the patient is in the head tilt, chin lift 

position. 

• Insert the igel until it will go no further/ you 

reach resistance. Upper teeth should be around 

the level of the black line on the bite block. 

• Secure the igel in place using tape. 

• Test chest rise/fall. If inadequate, move to the 

next size of igel. Re-test. 
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Emergency 
Management 

Safety 

Firstly ensure your personal safety and that of 

your colleagues, this is of paramount importance. 

You can then go on to check that the 

environment is safe for your patient. 

Consider personal protective equipment (PPE) 

such as gloves and aprons. This is for not only 

your protection, but that of the patient as well. 

There is a low risk of cross infection, but following 

the local infection control Policies will help 

minimise risks. 

If patients have been in contact with poisons or 

corrosive substances, then be aware and avoid 

direct contact i.e. mouth to mouth or direct 

contact with substance if it has the ability to be 

absorbed through the skin. 

Check for Response 

How you immediately deal with this depends on 

whether you are on your own or with other staff 

members, as multiple persons present can mean 

concurrent actions taking place. If you see the 

patient collapse or find them evidently 

unconscious whilst on your own, shout for help 

before you do anything else, at least you know 

help will be on its way. You can then assess how 

responsive they are using the AVPU score. 

 Responsive? Help will still be required 

the majority of the time, so whilst waiting 

start your ABCDE approach and record 

your observations. If basic treatments are 

used, record the observations on their 

effectiveness and the times given. Gain 

any relevant medical history and 

paperwork and get your handover ready 

(think SBAR see appendix 4 page 38) 

 Not Responsive? You approach checking 

the airway and breathing, dependant on 

whether the emergency kit is there or 

nearby will depend on the level of 

training used at this stage. Be sure help 

is or has been called for, turn the patient 

on their back if not already in position, 

check the mouth for obstructions then 

open the airway by either the head tilt, 

chin lift or jaw thrust technique. 

Establishing an open airway takes 

priority over a c-spine injury. Use 

techniques dependant on the amount of 

help available and time.’ Look listen and 

feel’ 

Once you have opened the airway, check the 

breathing for up to 10 seconds. Use all your 

senses to look for: 

 Rise and fall of the chest and abdomen 

looking for at least 2 to indicate a 

respiratory rate of 12. 

 Breath sounds and the feel of air on your 

cheek (and the smell of the breath can 

indicate what may be wrong i.e. smell of 

alcohol, chemicals, acetone for 

hyperglycaemic event) 

 If there is no chest rise and fall and no 

pulse present then we must move the 

patient to the floor and start CPR. Call 

6666  

 

Patient has a pulse  

If the patient is unresponsive, they are still at 

risk of being critically ill, so keep help on its 

way and assess the ABCDE. Consider 

positioning, give oxygen therapy if required 

and monitor continuously. Handover as 

before SBAR – appendix 4 

Patient has a pulse but not breathing 

(respiratory arrest) 

You still need to assist the patient with their 

breathing by providing assisted ventilations 

using the BVM and watch them for 

deterioration. If breaths are not delivered 

then the patient will go into full 

Cardiorespiratory arrest. Ventilate the lungs 

at approximately 12 breaths per minute (1 

ventilation every 5 seconds). 

Patient has no pulse, breathing or   signs    

of life 

Help should be on its way so until the 

emergency bag arrives, start Basic Life 

Support with a pocket face mask as your 

breathing adjunct, whilst waiting for the more 

advanced equipment. Give chest 

compressions to the centre of the chest. It 

can be found quickly by placing the heel of 

one hand to the centre of the chest with your 

other and on top interlinking the fingers. 
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Position yourself so that your shoulders are 

in line with your hands and you are directly 

above the patient. This allows you to use the 

strength of your body to deliver effective 

compressions in the correct position. 

Compressions should be: 

 At a rate of 100-120 beats per minute 

 At a depth of the third of the depth of the 

chest 

 Ensure recoil of the chest between each 

compression to mimic the contraction 

and relaxation of  the heart therefore 

ensuring adequate blood flow and 

perfusion to the vital tissues, organs and 

brain 

 

 Minimise any interruptions to chest 

compressions (including the use of the 

defibrillator) 

 DO not feel for pulses whilst doing chest 

compressions 

 

 

 You will get tired quite quickly, so 

alternate with colleagues at the end of a 

2 minute cycle. Plan ahead. Allow the 

compressions to stay at a good depth, 

rate. 

  Until the emergency kit arrives with a 
BVM and oxygen, use a pocket face 
mask to provide ventilations at a ratio of 
30:2.  
-   Avoid rapid/ forceful breaths; this will 
increase the risk of gastric inflation and 
subsequent regurgitation  
-  Have an inspiration and expiration time 
of 1 second each 

-  Give enough volume to allow the chest    

to just rise and fall 

• Compressions will need to be 

continuous   until the pocket mask is in 

place. When in place this needs to be 

verbalised. A countdown from 5 on the 

compressions needs to be made in order 

to deliver 2 breaths. The 30:2 ratio can 

begin. 
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Resuscitation at St Andrews 

If we look at the ABCDE approach within St. Andrews, although we are not an acute 

setting, we are still deemed to be a hospital and have the ability to give a high quality of 

immediate care to our service users. There will always be two types of scenario, a 

patient with signs of life or one without; so dependent on that factor will determine which 

branch of the below algorithm you take. 

 

 

 

 

 

 

 

 

 

 

 

Collapsed/ Sick 
Patient 

IS HELP ON ITS WAY 

& Assess Patient 

NO 

CPR 30:2 

With oxygen and airway adjuncts 

6666 call for Ambulance/ 

Emergency kit and back up 

Apply AED pads/analyse 

Rhythm 

Shock if advised 

Advanced Life Support 

When Ambulance arrives/ A&E 

Assess ABCDE 

NEWS SCORE 

Recognise & Treat 

Call 6666 for backup/ Emergency 

Kit and Ambulance if appropriate 

Handover to attending 

Clinical personnel 

YES 
Signs of 

Life 
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Appendix 1 

Adult Advance Life Support 

http://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwiQwvyt843MAhVIShQKHdkJBOgQjRwIBw&url=http://www.medednhsl.com/meded/clinicalgpp/html/3.htm&bvm=bv.119408272,d.d24&psig=AFQjCNEytOnrSNx1udNT1xsnSFpCYlKx5A&ust=1460715445283986
https://www.google.co.uk/imgres?imgurl=https://www.resus.org.uk/_resources/assets/inline/custom/2/5156.jpg&imgrefurl=https://www.resus.org.uk/resuscitation-guidelines/&docid=0xojbqFCHwNPNM&tbnid=dZA1AVLU3p_N2M:&w=99&h=100&safe=active&ved=0ahUKEwjB8KuKko7MAhWFuBoKHa92AcgQMwhlKEEwQQ&iact=mrc&uact=8
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Appendix 2 

 AED Algorithm 

https://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwiqxaDF9I3MAhVDVxQKHV6ACHAQjRwIBw&url=https://www.resus.org.uk/resuscitation-guidelines/adult-basic-life-support-and-automated-external-defibrillation/&bvm=bv.119408272,d.d24&psig=AFQjCNEYYkwrCpiqYTHfVVaUNfo_Tda3BA&ust=1460715772706793
https://www.google.co.uk/imgres?imgurl=https://www.resus.org.uk/_resources/assets/inline/custom/2/5156.jpg&imgrefurl=https://www.resus.org.uk/resuscitation-guidelines/&docid=0xojbqFCHwNPNM&tbnid=dZA1AVLU3p_N2M:&w=99&h=100&safe=active&ved=0ahUKEwjB8KuKko7MAhWFuBoKHa92AcgQMwhlKEEwQQ&iact=mrc&uact=8
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Appendix 3  

Anaphylaxis Algorithm  

http://hdpixa.com/asthma+treatment+algorithm
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 Appendix 4  

SBAR CONTENT EXAMPLE 

 

SITUATION 

   

 Introduce yourself, if you are speaking to an internal  

professional, make sure you are speaking to the correct 

person 

 Identify the patient you are calling about 

 Say what you feel the current problem is/appears to be 

 Explain what you need advice about: 

 i.e. I do not know what the problem is, but the 

patient is deteriorating rapidly 

 The patient is unstable , rapidly deteriorating, I need 

help 

 The problem appears to be cardiac, respiratory..... 

 

Hi, it’s Steve, staff nurse on Spencer 

ward. 

I am calling about Jane Brown who has 

a severe chest infection and is 

exacerbating her asthma 

She has an oxygen saturation of 90% 

not improving with oxygen therapy and 

I am getting worried about her 

 

BACKGROUND 

 

Background information about the patient 

Relevant past medical history 

 

She is 35, is a smoker and has history 

of admissions for chest infections and 

asthma related problems 

Started with a cold 5 days ago and has 

had productive cough for past 3 days 

Now cannot catch breath and using 

accessory muscles to help her breath, 

she is very tired 

 

ASSESSMENT 

 

Include specific observations based on the ABCDE 

approach 

Airway 

Breathing 

Circulation 

Disability 

Exposure 

 

She is very pale, looks slightly 

cyanosed around  the lips 

A: Alert but speaking in very broken 

sentences  

B:   resp rate is 27 , rattling, sats  of 

90%, use of accessory muscles 

C:   Pulse 120, BP of 100/60. CRT > 2s 

D:   She is exhausted, Pupils equal and 

reacting. TEMP 39.3°. BM 9.8 

E:  She is pale, clammy and  cool to 

touch        

 

RECOMMENDATION 

 

State exactly what you want the person you are calling 

or speaking to do to 

What are you doing  i.e. I am giving her oxygen, is there 

anything else I can do? 

can you come and see her urgently 

Can you tell me what I should do as she is not 

improving 

 

I am worried that she will become 

unresponsive soon, please can you 

come urgently 

Her observations are not stable and we 

have her on oxygen, her antibiotics 

have not made an impact. 
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Medications for the initial treatment of medical emergencies  

In adults and adolescents over 12yrs  

 

MI/Heart Attack: 

GTN (glycerol trinitrate) aerosol spray 400mcg/dose; 1 or 2 doses, can be repeated. 

Vasodilator, so lowers blood pressure – check before administration – MUST be above 90 

systolic. 

 

Aspirin; 1 x 300mg tablet – chewed (quicker onset of action); Once only.  Do Not give if 

under 16yrs or to anyone with gastric ulcer. 

 

Oxygen – if indicated 

 

Respiratory Distress: 

Oxygen – high flow, 15 l/min 

 

Salbutamol Nebule 5mg – nebulised (oxygen only 6 – 8 l/min flow); can be repeated if 

necessary. 

Ipratropium Nebule 500mcg – nebulised (oxygen only 6 – 8 l/min flow); Once only 

 

Prednisolone Oral 40mg; Once only 

 

Adrenaline (1:1000) – for Life threatening Asthma, with failing ventilation and continued 

deterioration, despite nebuliser therapy.  Same dose, route, frequency as anaphylaxis – below.  

 

Anaphylaxis:  

Adrenaline (1:1000) 500mcg / 0.5mg per single dose; i/m injection.  Can give repeat dose (1mg 

in total); leave 5 minutes between doses.  

 

*Second line treatment is for airway/breathing problems as per respiratory distress 

 

Seizure:  

Diazepam rectal 10mg in 2.5ml; repeat after 10 minutes if needed.  Total maximum dose 

20mg 

Alternatively use buccal midazolam if prescribed. 

 

Hypoglycaemia: 

Dextrose (glucose) gel – available as 3 x 25g tubes; usually 1 to 2 tubes – but no limit 

(Can be smeared on to buccal mucosa using a gloved finger in unconscious patient with low 

BM) 

Glucagon 1mg/1ml; i/m injection – Once only  

 

 

References: BNF ‘medical emergencies in the community’; Joint Royal Colleges Ambulance 

Liaison Committee (JRCALC) clinical guidelines (2016) and supplementary guidelines (2017)  
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Ipratropium Bromide 

Ipratropium is an antimuscarinic drug which works by causing smooth muscles to relax. Ipratropium 

belongs to the family of medicines known as bronchodilators. Bronchodilators are medications that are 

breathed in through the mouth to open up the bronchial tubes (air passages) in the lungs. 

It works well in conjunction with salbutamol for airway dilation. Onset 15-30 minutes and lasts 3-5 hours.  

Ipratropium is used to help control the symptoms in acute severe of life threatening asthma. It is also 
used to treat air flow blockage and is beneficial in patients with an exacerbation of chronic obstructive 
pulmonary disease (COPD). 

Presentation 

Ipratropium Bromide Nebuliser Solution 250 micrograms/2ml 

Indications     

 Acute Asthma unresponsive to salbutamol 

 Exacerbation of COPD, unresponsive to salbutamol 

 Acute Severe or life threatening Asthma 
 

Contraindications 
 
None in the emergency situation 

Cautions 

 Patients with known or reported sensitivity to Ipratropium Bromide. 

 Pregnancy 

 Breastfeeding 

 Prostatic hypertrophy 

 Acute angle glaucoma – use in a well ventilated space, protect eyes from the mist 

 Patients with Cystic Fibrosis 

Side Effects 

 Dry mouth 

 Nausea 

 Headache 

 Tachycardia 

 Palpitation 

 Paradoxical bronchospasm 

 Blurred vision 

Administration and Dosages 

Adult - 500mcg/4ml nebulised 

Route: Nebulised 

Maximum  Dose: 500mcg/4ml nebulised 

 

A maximum Adult dose of 500mcg once only by registered nursing staff. 
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Salbutamol 

Salbutamol 

Salbutamol is a β2 adrenoreceptor drug. Salbutamol belongs to the family of medicines 
known as bronchodilators. Bronchodilators are medicines that are breathed in through 
the mouth to open up the bronchial tubes (air passages) in the lungs. It causes 
relaxation of smooth muscle in the lungs which are in spasm during acute asthma 
attack. Salbutamol also dilates and opens up the medium and large airways. If given by 
oxygen driven nebuliser, the combination of smooth muscle relaxing action and airway 
moisturisation can relieve an asthma attack quickly. Salbutamol acts within 3-5 minutes 
with a peak at 15-20 minutes. Overall duration is 4-6 hours. 

Presentation 

Salbutamol Nebuliser Solution 5mg/2.5ml 

Indications 

 

 Acute asthma attack where inhaler therapy has not relieved symptoms 

 Expiratory wheezing associated with allergy, anaphylaxis, smoke inhalation or other 
lower airway cause 

 Exacerbation of COPD 

 Respiratory distress 
 

Contraindications 

None in the emergency situation 

Cautions 

 Hypertension 

 Angina 

 Overactive thyroid 

 Late Pregnancy (can relax the uterus) 

 Severe hypertension may occur in patients taking beta blockers 
 

Side Effects 

 

 Tremors 

 Headache 

 Tachycardia 

 Palpitation 

 Cardiac Arrhythmias  

 Peripheral vasodilation 

Administration and Dosages 

Adult - 5mg/2.5 ml Nebulised 6-8 litres per minute 

 

 
Repeated at 10 minute intervals or as necessary until recovery or arrival of emergency 

services 
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Salbutamol Inhaler 

Ventolin Evohaler is used to treat breathing problems in people with asthma and similar 
conditions. This includes relieving and preventing asthma brought on by exercise or other 
“triggers”. These are things, which bring on asthma symptoms in some people. Common 
triggers include house dust, pollen, cats, dogs and cigarette smoke. 

Ventolin Evohaler contains a medicine called salbutamol. This belongs to a group of medicines 
called fast acting bronchodilators. 

 Bronchodilators help the airways in your lungs to stay open. This makes it easier for air 
to get in and out. 

 They help to relieve chest tightness, wheezing and cough. 

Salbutamol inhalers are often referred to as 'reliever' inhalers. They relieve the symptoms of 
breathlessness, and inhalers are normally blue in colour. Although they relieve breathlessness, 
they do not prevent the breathlessness from occurring. 

Presentation 

Salbutamol Inhaler 100mcg 

Indications 

 

 Patients with previously diagnosed with asthma as indicated by wheeze and dyspnoea 
which is relieved by an administration of short acting beta² antagonist such as 
salbutamol. 

 Patients previously diagnosed with asthma who require self-medication  for shortness of 
breath but do not have access to their own inhaler 

Criteria for Exclusion 
 Hypersensitivity to Salbutamol 

 Patients presenting with severe respiratory distress including persistent dyspnoea poorly relieved 
by inhaled salbutamol. (These patients need to be given oxygen driven nebulised salbutamol and 
treated as a medical emergency. Call 6666 for medical assistance and an ambulance) 
 

Side Effects 

 Possible Tremors. 

 Tachycardia 

 Muscle Cramps 

 
Administration and Dosages 

 To relieve asthma - One or two puffs. 

 To prevent asthma - Two puffs 10-15 minutes before exercise or exposure to a “trigger”. 

 In exacerbation- Take one puff of the Ventolin reliever inhaler (PGD) every 30-60 seconds up to a 
maximum of 10 puffs. Use a spacer if one is available. 

 Call 6666 if the condition is worsening despite use of the inhaler. 
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Prednisolone 

 

 

Prednisolone is a corticosteroid. It is a synthetic version of a hormone normally produced by the 

kidneys. Prednisolone works by preventing or reducing inflammation and suppressing the 

immune system response. It is used to treat a number of conditions that are characterised by 

excessive inflammation. 

 

 

Presentation 

 5mg Tablets 

 

Indications 

 

 Acute Severe Asthma 

 Anaphylaxis as a second line treatment- after bronchodilators and IM adrenaline 
 

 

Contraindication 

 Known sensitivity to Prednisolone (Corticosteroids) 
 
 

Side Effects 

 Abdominal Pains 

 Nausea 

 

Administration and Dosages 

Adult - 40mg = 8 x 5mg Tablet swallowed /soluble in water 

 

ONCE ONLY 
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Adrenaline 

Adrenaline is a hormone that is normally produced by the adrenal glands during high stress or 
exciting situations. It is the human body's acute stress response and also called "fight or flight". 
It works by stimulating the heart rate, constricting blood vessels, and dilating air passages. 

Adrenaline (epinephrine) is a man-made version of the hormone and works in the same way. It 
is a vasoconstrictor by nature, thus increases peripheral resistance. In the emergency situation 
it should be used to treat anaphylaxis and reverse the allergic reaction. It also relieves 
bronchospasm in acute severe asthma. 

Presentation 

 Injection 500mcg in 0.5ml Auto Injector pens (Emerade Brand) from Sept 1st 
2017 (replaces Adrenaline 1:1000: 500mcg/0.5mg ampoules) 

Indications 

 Anaphylaxis or acute aangio-oedema with airway   obstruction or acute allergic 
reactions.  

 Acute/Severe Asthma 

Onset of anaphylaxis is usually within 5 minutes but could be up to 72 hours following exposure 
to allergen. 

N.B.: IF IN DOUBT ASSUME ANAPHYLAXIS AND TREAT  

Contraindications 

 No contraindications in the life threatening situation 

Side Effects 

Adverse effects are extremely rare with correct doses injected intramuscularly, however the 
following side effects have been known: 

 Anxiety      

 Tremor 

 Dyspnoea 

 Palpitations 

 Tachycardia 

 Cold extremities 

 Dizziness 

 Headache 

 Nausea 

 Vomiting 
 Excessive sweating 

 Administration and Dosages 

Intramuscular (IM) Auto-injector - Preferred site is the mid-point of the anterolateral aspect of 
the thigh.  Deltoid muscle of upper arm and buttocks are acceptable. Must use different IM 
site for each, subsequent administration. 

 500mcg/0.5mg (IM)  

 Maximum cumulative dose  1mg 

 Frequency: 5 minutes between each 500mcg/0.5mg dose 
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Aspirin 

 

Aspirin (Acetylsalicylic acid) belongs to a group of medications called Non-Steroidal Anti-
Inflammatories (NSAIDS). It has analgesic, anti-pyretic and anti-inflammatory properties. Aspirin 
mainly has an anti-platelet action which makes the blood more viscous, reducing clot formation. 

Presentation 

Aspirin dispersible tablet 300mg  

 

Indications 

 Symptoms of chest pain, possibly of cardiac origin 

 Aspirin should be given unless the diagnosis is very clearly non-cardiac or 
contraindicated. 

 Patients already taking Aspirin 75mg daily can be given a dose of Aspirin 300mg in 
acute chest pain. 

 

Contraindications 

 Hypersensitivity/allergy to aspirin or other non-steroidal anti-inflammatory drug 
(NSAID) 

 Active or suspected gastro-intestinal ulcers or bleeding 

 Pregnancy (3rd trimester) 
 Under 16 years of age (Reyes Syndrome) 

 

Side Effects 

 Nausea and vomiting. 

 Aspirin can irritate the GI mucosa and cause bleeding/ulceration. 

 Hypersensitivity reactions include rashes, 

 Angioedema and bronchospasm. 
 

Administration and Dosages 

Single Dose: 1 x 300mg Tablet dispersible tablet  

Route: Chewed and under tongue (sub-lingual). 

 

Frequency:  Once only 
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Glycerol Trinitrate (GTN) 

 

Glycerol Trinitrate (GTN) is a vasodilating medication that is effective by dilating the coronary 
arteries and relieving coronary spasm. It also systemically dilates enabling less pressure on the 
heart and lowering blood pressure. 

 It should be used in emergency treatment for patients presenting with chest pain which is 
thought to be of a cardiac origin, 

Presentation 

Sublingual Spray – 400 micrograms per metered dose 

 

Indications 

 Cardiac chest pain due to myocardial infarction or Angina 
 

Contraindications 

 Hypersensitivity to nitrates or any constituent of the formulations 

 Hypotension – systolic BP less than 90mmHg  

 Recent cerebral haemorrhage or cerebral trauma 

 Head trauma 

 Unconscious Patients 

 Recent use of viagra 

Side Effects 

 Headache 

 Flushing 

 Dizziness 

 Postural Hypotension 

 Tachycardia 

Administration and Dosages 

One or two 400 microgram metered dose sprays (Blood pressure dependant) 

Route: Sublingual/Buccal 

 Spray under tongue and then close mouth. 

 

Frequency:   

The effect of the first dose should be assessed over 5 minutes. Further doses may be given 
every 5-10 minutes provided that the systolic blood pressure is monitored and remains above 
90mmHg. 
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Diazepam (Rectal) 

 

Diazepam is a central nervous system depressant which has a sedative and anti-convulsant 
effect. The earlier the drug is given, the more likely the patient is to respond. This medication 
has no prophylactic benefit. The patient must be actively fitting in order to receive this. 

Indications 

• Fits lasting 5 minutes or longer and still fitting 

• Repeated seizures with little or no rest in between 

• Status Epilepticus 

 

Cautions 

 Respiratory depression 

 Should be used in caution when alcohol, other CNS depressants or anti-depressants 
have been used 
 
 

Side Effects 

 Hypotension may occur 

 Drowsiness and light-headedness, confusion and unsteadiness. 

 Occasionally amnesia may occur. 

 Respiratory depression may occur. 

 Opioid drugs enhance the cardiac and respiratory depressive effects 
 
 

Administration and Dosages 

10mg/2.5ml Rectal Diazepam. 

Route: PR 

•Care must be taken when inserting the rectal tube and this should be inserted no more than 4-
5 cm. 

•Ensure that once the medication has been delivered, keep squeezing the PR tube until it is 
removed from the patient. 

 

Frequency:  Repeat once after 10 minutes if the patient is still fitting. 

Maximum cumulative dose 20mg 
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Glucagon (Glucagen) 

Glucagon is a hormone that converts glycogen to glucose in the liver. This action will 
cause the blood sugar level to rise. It is presented in a sealed orange box as a lactose 

powder for reconstitution, with a prefilled syringe containing 1ml of water for injection. This 
medication will be found within the locked fridge in the clinic. 

Indications 

• Hypoglycaemia, especially in known diabetics when blood glucose are low <4 mmols  

• Hypoglycaemia when clinically suspected and where oral glucose administration is not 
possible 

• An unconscious patient where hypoglycaemia may be the possible cause 

Presentation 

Glucagon Hydrochloride Injection available as Glucagen Hypokit 1mg/1ml. 

 

 

Contraindications 

• Low Glycogen stores (Recent use of Glucagon) 

 

Side Effects 

•Nausea, Vomiting 

•Diarrhoea 

•Acute hypersensitivity reaction 

•Hypokalaemia 

 

Administration and Dosages 

Adult: 1mg 

Route: IM  

 

(Once only) 
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Glucogel (Dextrose 40% Gel) 

Glucose gel is a monosaccharide (simple sugar). It works by quickly raising the glucose levels 
in the blood. Rapid absorption through the buccal mucosa occurs resulting in an increase in 
blood sugar levels. 

Indications 

•Hypoglycaemia, especially in known diabetics when blood glucose levels are <4 mmols  

•Hypoglycaemia when clinically suspected and the patient has a sufficient level of 
consciousness for there to be no risk of choking or aspiration. 

•Smeared into the buccal space with a gloved finger in an unconscious patient.  

Presentation 

One box containing three single dose plastic tubes of 40% dextrose gel (25 grams each) 

 

Contraindications 

An insufficient level of consciousness and subsequent risk of choking or aspiration  

 
Side Effects 
None 

 
Administration and Dosages 

25mg per tube (Max 3 Tubes) blood glucose levels must be checked after each 

dose/tube. 

 

Additional Information 

 

Glucogel may be repeated to a maximum of 3 tubes as necessary in hypoglycaemic 

episodes. Should this fail to show effective results, glucagon should be used. 

 

 

 


