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Pump o Lung Failure?
Ventimask, CPAP o NIV?

In PS / shock room ...



Utilizzo della Ventilazione Meccanica Noninvasiva
per il trattamento dell’Insufficienza Respiratoria
Acuta nel Dipartimento di Emergenza-
Accettazione. Barboni E, et al. Linee guida SIMEU
"NIMV nel DEA” 2005

CONCLUSIONI

<< ... Anche in "emergenza” la NIMV non
puo rappresentare un “tentativo”, ma parte

di un piano terapeutico integrato, che non
trascura ipotesi diagnostiche e prognostiche

ragionate, I'ottimizzazione della terapia
medica, la garanzia della continuita

assistenziale attraverso il coinvolgimento di

strutture e competenze specialistiche. >>



Prima sessione

QUANDO A CASA MANCA IL RESPIRO: approccio razionale nel pz con insufficienza
respiratoria acuta dall’extra all'infra-ospedaliero

Moderatori: A. Fabbri (Forli) , N. Binetti (AUSL Bologna Nord)

PUMP o LUNG FAILURE? Ventimask, CPAP o NIV?
(9.30-10.20)
* Dicosa parliamo: pump failure - lung failure 9:30-9:45
Sabrina Lupacciolu, Scuola Specializzazione Medicina Emergenza-Urgenzaq,
Modena
* |n exira ospeddliero...
Claudia Morselli, 118-PS-Medicina d’Urgenza, Imola 9:45-10:05
* InPS /Shockroom...

Rodolfo Ferrari, PS- Medicina d’urgenza S. Orsola-Malpighi Bologna 10:05-10:25

« Competenze infermieristiche nella gestione paziente con dispnea acuta
In extra ospedaliero... - Romano Guatteri, PS- 118 Reggio Emilia- 10:25 — 10:40
In PS/shock room... - Francesca Chierici, PS Ferrara - 10:40-10:55

Discussione (relatori e moderatori) 10:55-11:10
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Respiratory rate, oxygen saturation and oxygen therapy

Clinical review required if saturation is outside target range. Observation frequency

Continuous oxygen / PRN / Not on oxygen therapy Target range: 88-92% 94-98% Other
Date Example Date
Time 08.00 Time
Respiratory 20 Respiratory
rate rate
Oxygen Oxygen
saturation % 94% saturation %
Oxygen N Oxygen
device or air device or air
Oxygen flow 4 Oxygen flow
rate |/min rate |/min
Your initials* LW Your initials*

*All changes to oxygen delivery systems must be initialled by a registered nurse or equivalent.

If the patient is medically stable and in the target range on two consecutive rounds, report to a registered nurse to consider weaning off
oxygen.

*Codes for recording oxygen delivery on observation chart

A Air (not requiring oxygen, or weaning or on "PRN" oxygen) |[H28 Humidified oxygen at 28%
(also H35, H40, H60 for humidified oxygen at 35%, 40%, 60%)

N Nasal cannulae RM Reservoir mask
TM Tracheostomy mask
SM Simple mask CP  Patient on CPAP system
NIV Patient on NIV system
V24 Venturi24% V28 Ventri28% V35 Venturi 35% OTH Other device:

V40 Venturi40% V60 Venturi 60% (specify which)







Equazione della PaCoO,

Alveolar ventilation litres/min
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Thorax

AN INTERNATIOMAL JOURMNAL OF RESPIRATORY MEDICINE

Guideline for emergency
oxygen use in adult patients

British Thoracic Soclety
Emergency Oxygen Guideline Group

Per la maggior parte degli argomenti trattati, non piu di una “manciata” di studi
osservazionali. Raccomandazioni di grado C (Studi caso-controllo o di coorte)

o di grado D (opinione di esperti o singoli casi clinici)



Hazardous journeys

Parachute use to prevent death and majur trauma related

Lo gl‘avilatit}nal -:.hallcng v 5}-'5[('.111alic review of
randomised controlled trials
Gordon C 5 Smith, Jill P Pell

What is already known about this topic

Parachutes are widely used to prevent death and
major injury after graviational challenge

Parachute use is associated with adverse effects
due to failure of the intervention and iatrogenic
injury

Stuadies of free fall do not show 100 mortalin

What this siudy adds

Mo randomised controlled rials of parachute use
have been undertaken

The basis for parachute use is purely observational,
and its apparent efficacy could potentially be
explained by a “healthy cobort” effect

Individuals who mnsist that all interventions need
o be validated by a randomised controlled rial
need tocome down to earth with a bump

BMJ 2008327145961

Abstract

Objectives To determine whether parachutes are
effective in preventing major trawma related vo
gravitational challenge,

Diesin Svsternatic review of randomised controlled
[rizls,

Data sources: Medline, Web of Science. Embase, and
the Cochrane Library databases; appropriate intermet
sites and citation lists,

Study selection: Studies showing the elfects of using
a parachute during free fall.

Main outcome measure Death or major rauma,
defined as an injury severity score = 15,

Results We were unable o identifv any randomised
controlled irials of parachute intervention.
Conclusions As with many interventions intended o
prevent il health, the effectiveness of parachutes has
not been subjected o rigorous evaluation by using
randomised controlled trials Advocates of evidence
hased medicine have criticised the adoption of
mterventions evaluatad by using only ohservational
data. We think that evervone might benefit if the most
radical protagonists of evidence hased medicine
organised and participated in a double blind,
randormised, placeho controlled, crossover trial of the
paarac huate,



g:::; L; Medical emergencies where oxygen is likely to be required until patient is stable and within target saturation
Medical emergencies requiring high conceniration oxygen in all cases

+ Shock, sapais. major frauma

+ Candiac amest and during resusciation

+ Anaphylaxs

+ Carbon monowide of cyanide potsoning
Madical emergencias whers patisnts are fikely lo need oxygen therapy (ranging from low to high conceniration depending
on disease severily), with target saturation range 54-98%

+ Pnaumoniz

« Asthma

+ Acule heart lalue

+ Pulmonary embolism

Medical emergencies whare patiants are likely to need controllsd oxygen, with farget saturation range 88-92%
+ Acute exacemation of chionic cbistiuctive pumenary disease (COPD)
+ Moute liness in patients with cystic fibrosis
+ Acule respiratory liness in patients with obesity hypovantilation syndrome or morbid obesity
« Acute respirabory s in patkents with chronk: neuromuscular oF musculoskeletal conditions

Box 2: Commeon medical emergencies for which oxygen was given routinely in the past but is now advised only
if the patient is hypoxaemic?

+ Myocardial infarction or unstable coronary artery syndrome

+ Siroke

+ Ongoing managament of survivors of candiac amast with resiored sponiangous circulation

+ Sickle cell crisis or acute anasmia

+ Obslatric amargencies

+ Most potsonings (other than carbon menoxide or cyanide peisoning)

+ Metabolic and renal disorders with fachypnoea due to ackdosis (Kussmaul breathing)



Box 3: Devices for oxygen administration

+ Resarvolr mask (non-rebraathing mask) tor critical liness or severs hypooaemia (gl 1)
« Vanturd mask for controllad eygen therapy (espectally for oxygen-sansitve patiants) (igs 2/ and 51
+ Masal cannulas for most medium dose oxygen tarapy {adjuist low to Increase o decrease blood cxygen level) (g 41

] Wlwmm;lrmnammmmmmmulm.MWMWWWHMWMWWWWW
may aecur (fig 51}

+ Tracheostomy maske lor "neck breathing” patients (g 8/}

Box 4: Alternative methods to increase tissue oxygen delivery

+ Safeguarding the airway

+ Optimising circulating volume to maintain issue perlusion

+ Comecling severs anagmia

+ Enhancing cardias cubput

+ Awoiding of reversing respiratory depressants such as benzodiazepines or opiates

+ Increasing fraction of inspired cxygen (FI0) If the patient is hypoxaermic

+ Establighing and treating the underlying cause of hypozasmia (such ag bronchospasm, heart tallune)

+ Mare spadaligad treaiments, iInchuding non-inwasive or invasive ventilation lor senously il patients alter assesament by senior dinicians

Tips for preseribers

+ Advize patients not requinng caygen and their lamilies that oxygen was overused in the past and is not required in most circum siances
unigss the biood oxygen level is low, even if breathlassness is presant

+ Excesstve cxygen therapy (hyparoxaemia) in seriousty il patients (such as survivors of candiac amest or those admitied to intensive
Care uniig). may be associaled with increased mortality

+ Alm foF cocygen saturation of 9d4-085% for most patients and BE-929% for most patients at risk of hyparcapnic regpiratory tailure (some
hypercapnic patlents may have a lower individualised taryet range based on previous blood gas resulis)

+ lssue 8 personal "Ouygen Alert Card® and educational rmaferals to pathents with & history of hypercapnic respiratory fallure fo engure
that they are not endangenad by excessive oxygen Marspy’

+ Prescribing cxygen to & target range is simple and safer than irying 1o prescribe a fized “dosa” of oxygen. The iarget range needs 1o
be et just once for each palient, alihough the device and fow rate may need to be changed several timas it the patient's condition
changes. Documant all such changes on the bedsige cbeervations chart alongside the oxygen saturation

« Allowing the clinictans who are adrminisienng ooygen o aalect the most appropriate devies and How rate while maintaining the patient
within the desired saturation range enhances pallent salety and patlent comiort

+ Engure that bedside air outhets (which could be mistaken lor an conpgen outlet in an emargency]) are either ramoved, coverad, or claarly
laballed
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- INSUFFICIENZA di POMPA
- A\VCO,
- SHUNT (Va/Q=0)

* A\ spazio-morto

- Ipoventilazione alveolare




BE ALERT!

EXPECT THE
UNEXPECTED
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BTS guideline
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BTS guideline for emergency oxygen use in adult
patients

B R O'Driscoll,’ L S Howard,? A G Davison® on behalf of the British Thoracic Society

EXECUTIVE SUMMARY OF THE GUIDELINE Munitnring and maintenance of target saturation
Philosophy of the guideline » Oxygen saturation and delivery system should
be recorded on the patient’s monitoring chart

» DX}-’gEI’l is a treatment for h}?poxaemla, not alongside the oximetry result.

breathlessness. (Oxygen has not been shown to
have any effect on the sensation of breath-
lessness in non-hypoxaemic patients.)

» Oxygen delivery devices and flow rates should
be adjusted to keep the oxygen saturation in

. s the target range.
» The essence of this guideline can be sum- & 5

marised simply as a requirement for oxygen to
be prescribed according to a target saturation
range and for those who administer oxygen
therapy to monitor the patient and keep within  Weaning and discontinuation of oxygen therapy
the target saturation range.

» The guideline suggests aiming to achieve
normal or near-normal oxygen saturation for
all acutely ill patients apart from those at risk
of hypercapnic respiratory failure or those
receiving terminal palliative care. Oxygen is one of the most widely used drugs and is

1eard arrace the whale ranme ~F ermacialitice Thea

» Oxygen should be signed for on the drug chart
on each drug round.

» Oxygen should be reduced in stable patients
with satisfactory oxygen saturation.

» Oxygen should be crossed off the drug chart
once oxygen is discontinued.



Non c'e nulla di piu difficile
di una linea

Pablo Picasso
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Adult Bradycardia
(With Pulse)

Assess appropriateness for clinical condition.
Heart rate typically <50/min if bradyarrhythmia.

Y
Identify and treat underlying cause

Maintain patent airway; assist breathing as necessary

Oxygen (if hypoxemic)

Cardiac monitor to identify rhythm; monitor blood pressure and oximetry
IV access

12-Lead ECG if available; don’t delay therapy

3 Y

-
Persistent bradyarrhythmia
4 causing:

No :
Monitor and observe I<—- * Hypotension?
e Acutely altered mental status?

¢ Signs of shock?
¢ |schemic chest discomfort?
\0 Acute heart failure?

>
5 ¢ Yes .
Doses/Details
Atropine Atropine IV Dose:
S R First dose: 0.5 mg bolus
If atropine ineffective: Repeat every 3-5 minutes
¢ Transcutaneous pacing Maximum: 3 mg
OR i
¢ Dopamine infusion Dopamine IV Infusion:
OR 2-10 mcg/kg per minute
* Epinephrine infusion Epinephrine IV Infusion:

2-10 mcg per minute
6 v

Consider:

e Expert consultation
¢ Transvenous pacing

» d .
American Heart ”
© 2010 American Heart Association

Association

C l[‘Clllﬂthll Learn and Live
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La NIV: dove ?

Lo schema del semaforo

ICU RICU/ WARD ER
/HDU

Personale

Sicurezza -

Monitoraggio

Ventilatori + Presidii

Esperienza e Familiarita







In PS / shock room

Non abbiamo la diagnosi
Non aspettiamo la diagnosi

Non possiamo fidarci della / affidarci alla
letteratura scientifica medica
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_ Eosinophilic
Viral bronchitis
wheeze

(children)

Emphysema

Obliterative
bronchiolitis

/

Hyperventilation / Non-smoking

syndrome (HVS) fixed obstruction

Infective ABPA

(bacterial)
asthma

Bronchiectasis

Overlap in disordered airway function
Wardlaw AJ, et al. CEA 2005



Exacerbation-like respiratory symptoms in individuals
without chronic obstructive pulmonary disease:
results from a population-based study

Tan WC, et al. Thovax 300469705717, doi:10.11 36/ thomognl- 201 3-205048

ABSTRACT

Rationale Exacerbations of COPD are defined clinically
by worsening of chronic respiratory symptoms. Chronic
respiratory symptoms are common in the general
population. There are no data on the frequangy of
exacerbation-like events in individuals without
spirometric avidence of COPD.

Aims To determine the occurrence of "exacerbation-like’
everts in individuals without giflow limitation, their
associated risk factors, healthcars utilisation and social
impacds,

Method We analysed the goss-sactional data from
5176 people agad 40 years and older who participated
in a multisite, population-based study on lung health.
The study cohort was stratified into spirometrically
definad COPD {posk-bronchodilator FEV/FYC < 0.7) and
non-CORD {post bronchodilator FEVFVC = 0.7 and
without szl-reported dodor diagnosis of airway
diseases) subgroups and then into those with and
without respiratory 'exacerbation-like' events in the

past year,

Results Individuals without COPD had half the
frequency of "sxacrbation-like' events compared with
those with COPD. In the non-COPD group, the
independent assodations with "exacerbations’ induded
female gender, presance of wheezing, the wse of
respiratory medications and self-perceived poor health. In
the non-COPD group, those with sxacerbations were
more likely than those without exacerbations to have
poorer health-related quality of life (12-item Short-Form
Health Survey), miss social adivities (58.5% w 18.8%),
miss work for income {41.5% vs 17.3%) and miss
housework (55.6% vs 16.5%), p<0.01 to <0.0001.
Conclusions Events similar to exacerbations of COPD
can ocaur in individuals without COPD or asthma and
are associatad with significant health and socioaconamic
outcomes, They incease the respiratory burden in the
community and may contribute to the falke-positive
diagnosis of asthma or COPD.



| Original Research COPD |

ZCHEST

Factors Predictive of Airtflow Obstruction Among
Veterans With Presumed Empirical Diagnosis and

Treatment of COPD

Bridget £ Collins, MOy Laura C. feemster, MOy Sepoo T, Rinne, MO FhD; and ODawid A, Au, MDD

RESULTS: Among patients empirically treated for COPD (M = 3,209), 62% had AFO. Risk fac-
tors such as older age, prior smoking status, and underweight status were associated with AFO
on spirometry. In contrast, comorbidities often associated with somatic symptoms were asso-
ciated with absence of AFO and included congestive heart failure, depression, diabetes, obe-
sity; and sleep apnea.
conNcLusIons: Comorbidities associated with somatic complaints of dyspnea were associated
with a lower risk of having airflow limitations, suggesting that empirical diagnosis and treat-
ment of COPD may lead to inappropriate treatment of individuals who do not have AFO.
CHEST 2015; 147(2):369-376

“All That Wheezes Is Not
Asthma” (or COPD)!

David 4. Kaminsky, MO FCCP
Burington, VT

This famous quote was made by Chevalier Jackson in
the Boston Medical Quarterly in 1865." At the time,
Jackson, an otolaryngologist, was concerned about foreign
body aspiration causing wheezing and being misdiagnosed
as asthma. Today, this adage reminds us that there are
many causes of wheezing and shortness of breath besides
the common and classic diagnosis of asthma. Among
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TOO MUCH MEDICINE

Chronic obstructive pulmonary disease: missed
diagnosis versus misdiagnosis

Martin R Miller professor of medicine’, Mark L Levy general practitioner®

TInstiuts of Oocupational and Ervironmental Medicina, University of Birmingham, Birmingham B15 2TT, LK: *Harrow Chiniczal Commissioning Group,
Londorn, LK

Summary box
Clmcal confexi—The prevalence and mortality of chronic obstructive pulmonary disease (COPD) is increasing globally

Diagnostic changse—A new diagnostic threshold for alfflow obsiruction (FEV/FVG <0.7) was intreducad in 2001 (GOLD). This confrasts
with internationally agreed critera using statistically delined lower limits of nomal {LLN) for ditlerent populations

Fationaie for change—The new diagnostic criterion was simple so could be easily implemented in non-specialist selings
Leap of falth—Treatrment of pecple identifed by GOLD crtera would reduce morbidity and martality

Increass in disaase—The new dediniion estimates COPD prevalence &t 239 in those aged over 40 years in England and Wales
compared with 13% using LLN criterla

Ewidance of misdiagnosis and missed diagnesis—Up 1o 13% of people thought to have COPD on GOLD criterta have been found to be
migdiagnosed

Harms from migdtagnosis snd mizsed diagnosis—Cardiovascular monakty i unexpectedly high among mildly breathless patients with
GOLD gagnosed COPD

Limitations—Few studies have compared patient outcomes with GOLD and other critena lor diagnosing COPD

Contlusions—COPD management programmes and guidelines should adopt LLN critenia lor delining airliow obstruction 1o avoid
overdagnosis in elderly peaple and missed diagnosis in younger patients



Edema Polmonare Acuto




Systolic
Heart Failure

Figure 1. Autopsy (left) and echocardio-
graphic (right) examples of the left ventri-
cle imaged at the midventricular cross
section in systolic heart failure (top), a
nomal heart (middle), and diastolic heart
failure (bottom). Diastolic heart failure is
characterized by a pattem of concentric
LV remodeling with a normal or near-
nomal end-diastolic volume, increasad
wall thickness and mass, and a high
ratio of mass to volume. By contrast,
patients with systolic heart failure exhibit
aecceantric remodeling with an increasad
end-diastolic volume, little change in wall
thickness, and a low ratio of mass to
volume. (Cardiac gpacimen photographs
courtesy of Dr Manvin Konstam.
Reprinted from Journal of Cardiac Fail-
ure, volume 9, Konstam MA, “*Systolic
and diastolic dysfunction’ in heart fail-
ure? Time for a new paradigm,” pp 1-2,
Copyright 2003, with permission from
Elsavier.)



Intensive Care Med (2005) 31807811
DOT 10, 1007 /5001 34-005-2649-6

Andrea Bellone
Marco Veltorello
Alessandra Monari
Francesca Cortellaro
Damele Coen

Fig. 1 Trial profile

ORIGINAL

Noninvasive pressure support ventilation
vs. continuous positive airway pressure
in acute hypercapnic pulmonary edema

60 patients

admitted to Emergency Room with
symploms suggestive of APE

sl BRSO

17 patients
Anerial COZ tension
<45 mmHg

exchusion _.1

) J

]

18 patients

randomized to CPAP

group

'

18 patients
analized

3 patients 4 patients
irnrmadiataty radiological
intubated diagnosis
L ¢ l
36 patients
enraiied 3 patients 1 patient
PRELUMmonia pulmonary fibrosis
4
¥
18 patients
randomized o NIPSY
Qroaap
18 patiants
analized




Stroke volume

(cardiac performance)

Mormal

HF + treatment

End-diastolic pressure
(preload)



Decreased RV inflow

Positive pressure inspiration
IVC constriction
Release of abdominal compression

Increased RV inflow

Positive pressure expiration
Release of inspiratory hold

Release of IVC constriction
Abdominal compression
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Le catene della sopravvivenza

Catena della sopravvivenza IHCA e OHCA

IHCA

Sorveglianza Riconoscimento RCP immediata Defibrillazione Supporto vitale
e prevenzione e attivazione del di alta qualita rapida e assistenza post
sistema di risposta arresto avanzati
all'emergenza

OHCA

Riconoscimento RCP immediata Defibrillazione Sistema di Supporto vitale
e attivazione del di alta qualita rapida Emergenza Territoriale e assistenza post
sistema di risposta di base e avanzato arresto avanzati
all'emergenza
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Dispnea

Definizione: Sensazione di respiradione diffcolosg asociaa o meno @ qualingue dpo 8 dificold
oggerriva della vensilazione

Parametri da rilevare® P4, FC, Sp(3, FR(passibilmente ECG)

* Segni di shock**

* FR <1# o> 3 atti'min
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Approccio sistematico

L valuta
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Principio di elettroneutralita
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Rapporto PaO: / FiO:

P;F {ras exchange
= 400} nosmal

300-200 noderately impaired




Fisiopatologia

perfusione

DO:
Ca02x CO

ventilazione ossigenazione

DO: = Oz presente nel sangue (Ca0:2) x portata cardiaca (CO)

DO2= (Hb x Sa0:2 x 1,34) x (FC x SV)
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Selezione del Pazienti da
trattare con NIV in urgenza

Sintomi e segni di distress respiratorio:

Dispnea di grado moderato-severo
FR > 24 ( > 30 nella forma ipossiemica)
Reclutamento della muscolatura accessoria
Alterazione del sensorio
Anormalita emogasanalitiche:

PaCO, > 45 mmHg (o incremento di 15 - 20)

pH < 7.35 (> 7.10)

P/F < 200 mmHg (< 300)




Acidosis, non-invasive ventilation and mortality In
hospitalised COPD exacerbations

C M Roberts,"* R A Stone,™™ R J Buckingham,” N A Pursey,! D Lowe,' On behalf of
the National Chronic Obstructive Pulmonary Disease Resources and Outcomes Project
(NCROP) implementation group

Conclusions COFD admissions traatad with NIV in usual

chnical practice were savaraly I, many with mixed
melzhalc acdosis. Some ebgible patients Taled to

recane NIV, aothers recaned it inappropriataly. NIV
appaars 1o be olten wsed as & caling of treatment

ncluding patent groups o whom efbicacy of NIV 15

uncartain. The audit raises concarns that challenge the
respratory community 1o lead approprate chincal

mprovements across the acule sector.

Thomx 201166:43—48. do: 101138 2010153114



COPD- 'The Blue Bloater'

COPD- 'The Pink Puffer'










Approccio sistematico

L valuta
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Freguenza respiratoria
e

Pattern ventilatorio



Dispnea

Definizione: Sensazione di respiradione diffcolosg asociaa o meno @ qualingue dpo 8 dificold
oggerriva della vensilazione

Parametri da rilevare® PA, FC, Sply, FR{ possibilmente ECG)

Segni di shock**
FR <1 &= A4 atti'min

Seato saparoso {o GCS<h
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Symptoms of

Acidosis
Central
- Headache Respiratory
- Sleepiness - Shortness of
- Confusion breath
- Loss of - Coughing
consciousness
-Coma Heart
- Arrhythmia
Muscular - Increased
- Seizures heart rate
- Weakness
— Gastric
Intestinal - Nausea
- Diarrhea - Vomiting
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Le catene della sopravvivenza

Catena della sopravvivenza IHCA e OHCA

IHCA

Sorveglianza Riconoscimento RCP immediata Defibrillazione Supporto vitale
e prevenzione e attivazione del di alta qualita rapida e assistenza post
sistema di risposta arresto avanzati
all'emergenza

OHCA

Riconoscimento RCP immediata Defibrillazione Sistema di Supporto vitale
e attivazione del di alta qualita rapida Emergenza Territoriale e assistenza post
sistema di risposta di base e avanzato arresto avanzati
all'emergenza




Prima sessione

QUANDO A CASA MANCA IL RESPIRO: approccio razionale nel pz con insufficienza
respiratoria acuta dall’extra all'infra-ospedaliero

Moderatori: A. Fabbri (Forli) , N. Binetti (AUSL Bologna Nord)

PUMP o LUNG FAILURE? Ventimask, CPAP o NIV?
(9.30-10.20)
* Dicosa parliamo: pump failure - lung failure 9:30-9:45
Sabrina Lupacciolu, Scuola Specializzazione Medicina Emergenza-Urgenzaq,
Modena
* |n exira ospeddliero...
Claudia Morselli, 118-PS-Medicina d’Urgenza, Imola 9:45-10:05
* InPS /Shockroom...

Rodolfo Ferrari, PS- Medicina d’urgenza S. Orsola-Malpighi Bologna 10:05-10:25

« Competenze infermieristiche nella gestione paziente con dispnea acuta
In extra ospedaliero... - Romano Guatteri, PS- 118 Reggio Emilia- 10:25 — 10:40
In PS/shock room... - Francesca Chierici, PS Ferrara - 10:40-10:55

Discussione (relatori e moderatori) 10:55-11:10



all
you
need

IS
less



%co E >j< SIMEU
- — l 7 societd italiana medicina
Congresso Regionale SIMEU Emilia Romagna 2017 d’emergenza-urgenza

TEAM WORKING IN EMERGENZA-URGENZA:

DAL TERRITORIO ALLA MEDICINA D'URGENZA IN UN LAVORO DI
EQUIPE MULTIPROFESSIONALE E MULTIDISCIPLINARE
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Pump o Lung Failure?
Ventimask, CPAP o NIV?

In PS / shock room ...



