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Acutely wheezy patient with asthma and no
known diagnosis of COPD

1. Establish
severity

2. Start
treatment

If moderate, check ABG and:

If mild, start inhaled or
nebulised salbutamol
and consider oral
prednisone

Start high flow oxygen aiming sats
>93% (4-6L/min Hudson or 2-4L/min
NP if >50 years old or smoker)

If severe, start treatment as
for moderate asthma and
obtain urgent review by
team registrar or SMO before
asking for a medical consult

and
nebulised/inhaled salbutamol or duolin
q20-30 mins
and
40mg prednisone od or 100mg IV
hydrocortisone qid
and
IV antibiotics if febrile or infective
symptoms
and monitor PEFR q2hrly until >60%
use this link to calculate predicted PEFR:
https://www.mdcalc.com/estimatedexpected-peak-expiratory-flow-peak-flow

If no response to
initial treatment

Chest xray to rule out pneumothorax or if
clinical evidence of pneumonia/effusion.
Conisder ‘cardiac wheeze’ if evidence of
CHF

Reference: Acute asthma formulary (Otago) https://pulse.southerndhb.govt.nz/sites/MIDASpub/SitePages/ViewDoc.aspx?doc=24354
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Acutely wheezy patient with known COPD

1. Establish
severity

Signs of severe exacerbation include:
- Exhaustion
- Confusion/LOC
- Hypotension
- Arrhythmia
- Bradycardia

Team consultant or registrar
must review patient before a
medical consult is requested

If oxygen sats <90%
on room air – check
arterial blood gas and
use a Venturi mask in
CO2 retainers to
ensure accurate FiO2
delivery

2. Start
treatment and
complete
workup

Nebulised salbutamol plus ipratriopium
(duolin) over 10 mins q15-30 mins
using air (not high-flow oxygen), until
clinical improvement. Watch for
hypokalemia.

+

FBC, U+E, CRP
ECG
CXR
Sputum culture

and
40mg prednisone once daily
and
IV antibiotics if febrile or infective
symptoms
and
consider concurrent heart failure
and
consider DVT prophylaxis
and request chest physiotherapy

Reference: Exacerbation of COPD formulary https://pulse.southerndhb.govt.nz/sites/MIDASpub/SitePages/ViewDoc.aspx?doc=24356
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Confused patient

1. Confirm the
diagnosis

Confirm delirium with 4A’s test
https://www.mdcalc.com/4-test-delirium-screening
or similar. Consider collateral history. Examine the patient.

2. Identify
the cause

3. If focal
neurology or
no cause
found

Infection?
- High or low temp
- Septic screen
- Consider biofilm
infection if indwelling device (eg
IDC, drain, CVC)

Dehydration?
- JVP, urine outpt
- Postural BP
- Tachycardia?
- Daily weighs
- Diuretics?

Drug/Alcohol
withdrawal?
- Collateral hx.
- Review all meds
- Drug levels (eg.
digoxin, lithium,
anticonvulsants)
- Steroids?

Metabolic?
- Glucose, U+Es,
Ca/Mg/PO4,
LFTs, INR, TFTs,
B12/Folate, CK,
troponin, blood
gas, ECG

Urinary retention?
- Bladder scan if not
obvious clinically
Pain?
Check use of
analgesia, minimise
opioids and give
regular
paracetamol

CT head +/- lumbar puncture
ESR
Autoimmune screen
VDRL serology

4. Manage
underlying
cause and
agitation, if
present

- Involve family, provide low-stimulus environment, optimise nutrition and
hydration, provide glasses and hearing aids, allow natural sleep pattern + consider
melatonin if disrupted
- Avoid sedatives unless necessary, DON’T USE BENZOs unless EtOH withdrawal
- Haloperidol 0.25-0.5mg q30mins, up to 5-10mg in total
- Use quetiapine 6.25mg per dose if Parkinsons or other contraindication
to haloperidol
- Minimise unnecessary interventions eg. IV drips, catheters, oxygen tubing

If no response to
initial treatment

Reference: https://pulse.southerndhb.govt.nz/sites/MIDASpub/SitePages/ViewDoc.aspx?doc=80139
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Fast atrial fibrillation suspected
GET A 12 LEAD ECG TO CONFIRM
Examine patient

1. Assess
stability

STABLE
- no symptoms of ischaemia
- no acute CHF
- no hypotension, altered GCS

2. Evaluate
cause

FBC, U+Es, Ca/Mg/PO4, TSH, CRP
Septic screen if possible infection

3. Rate-control

UNSTABLE
- symptomatic ischaemia (eg. chest
pain with ECG changes)
or
- acute CHF
or
- hypotension, altered GCS

- Airway and oxygenation
- IV fluid bolus if clinically dry
- Telemetry
- Replace electrolytes if deplete
- Beta-blockade eg. metoprolol or
bisoprolol. Use diltiazem if beta-blocker
intolerant (use short-acting oral if naïve to
drug prescribed)
- If NBM use IV metoprolol 1-3mg boluses
while on telemetry
- Digoxin loading if already on both agents

Prepare to escalate level of
care and obtain urgent
review by team registrar or
SMO before asking for a
medical consult

No response or deterioration

https://pulse.southerndhb.govt.nz/sites/MIDA
Spub/SitePages/ViewDoc.aspx?doc=24202

Successful rate-control HR <110/min

4. Anticoagulation

- If post-op patient, discuss with Surgeon
regarding anticoagulant stand-down period
- Calculate CHADS-Vasc score to determine
annual stroke risk
https://www.mdcalc.com/cha2ds2-vascscore-atrial-fibrillation-stroke-risk
- If score ≥2 advise patient/family to discuss
starting anticoagulation with GP and inform
GP by phone at time of discharge

5. Cardiac
structure and
function

If first episode of AF and no previous
ECHO, request outpatient ECHO on
discharge with copy of result to GP.
Document if heart murmur
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