
 

 

 

 Scenario Development Template 

 

Case Summary: 60yo M who presents with a severe community acquired pneumonia. He is sent to the floor. He was originally on 4L NP 
but then progresses to having saturations of 90% on 50% FiO2 by the time he reaches the floor. He should be moved to IMCU. NIPPV 
and/or high-flow oxygen is tried. He does not tolerate this and requires intubation. 
 

Chief complaint: 
SOB, fevers, sputum 
 

Past medical history: HTN 
Medication: Trandolapril 4mg po daily 
Allergies: None 

 

Patient information 

Age: 60 Gender: M Name: 
Gordon 
MacDonald 

Weight: 90kg BMI: 33    Manikin:  

Physical 
Exam 
Findings: 

Increased WOB, increased RR Moulage:  

Scenario Title: Hypoxic respiratory failure Learning Objectives: 

 2.1.1.1. Immediately life-threatening […] pulmonary […] dysfunction and 
abnormalities. 

 2.1.2.1. Dyspnea 

 2.1.4.1. Acute dyspnea 

 2.1.4.3. Cough 

 2.1.4.8. Pneumonia 

 2.1.13.1. Pneumonia 

Author: Allen Tran 

Last edit: June 21, 2016 

Set up:  

Confederates: 

Duration (min): 30 min 

 Scenario: 15 min 

 Debriefing: 15 min 

Learners:  

 Level/type 

 Number of learners 

CanMeds Core 
Competencies 

Health advocate Medical Expert Collaborator 

Communicator Professionalism Manager 



 

 

 

 

Aids Lab: Imaging: 
 

ECG:  Pictures:  

Equipment          

         

 
Scenario detailed Flow: 

Phase Time  
(min) 

Expected Actions and Interventions 
 

Skills demonstrated 

Phase 1:  

 General appearance: SOB, unwell 

 T 37, HR 100, RR 33, Sat 80% on 4L  
90% on 50% FiO2, BP 140/80 

 CNS: Normal 

 Resp: Increased WOB/RR, initially has 
central cyanosis, bronchial BS to left 
base 

 CVS: Mildly tachy but otherwise normal 

 Abdomen: Normal 

0 min -Resident asked to see the new patient that 
arrived to the floor 
-Should notice central cyanosis or get repeat 
sats, which are not great. Call RT and get the 
patient on more oxygen 
-Could repeat CXR, which will look the same 
-ABG 
-Can give the patient a few minutes to see if 
he settles on the higher O2 

-Recognizing signs of hypoxia 
 

Phase 2: Improvement/deterioration: 

 General appearance: 

 T          , HR    , RR    , Sat %     , BP   / 

 CNS: 

 Resp: 

 CVS: 

 Abdomen: 

 
2 min 

-Saturations are still only 90% on 50% but he 
will desat to 85% with any movement 
-Patient still SOB and uncomfortable 
-Should decide to move to IMCU and try 
either high flow oxygen (Airvo) or NIPPV 

-Understanding when a sick 
patient needs to be in a more 
monitored setting 
-Knowing other methods of 
oxygen delivery 
-Recognizing severe hypoxemia 
through a PaO2:FiO2 ratio 

Phase 3: Resolution: 

 General appearance: 

 T          , HR    , RR    , Sat %     , BP   / 

 CNS: 

10 min -Patient is tried on high flow oxygen or NIPPV 
-Still feels SOB and is not improving (sats of 
90% while on max airvo – 40L/100% or not 
tolerating the BiPAP machine) 
-Decision for intubation should be made for 

-Knowing when to intubate a 
patient 



 

 

 

 Resp: 

 CVS: 

 Abdomen: 

refractory hypoxemia 

 

Debriefing points 
 

1. PaO2:FiO2 ratio can be used to quantify severity of 
hypoxemia 
>300 is normal 
200-300 is an acute lung injury 
<200 is severe 

3. Indications for mechanical ventilation 
-Hypoxemic failure 
-Hypercapnic failure 
-Airway protection 
-Facilitate investigations with no other options 
-Pulmonary toilet 

2. Methods of oxygen delivery 
-NP – Oxygen delivered in litres per minute. Variable 
amounts of FiO2 depending on force of nasal inhalation 
-Venturi mask – fixed amounts of FiO2 
-High flow oxygen (airvo/vapotherm) – high flow 
humidified oxygen delivery devices that add a small 
amount of PEEP 
   -One study compared it to NIPPV (TV goals of 7-10ml/kg) 
and standard O2 for pure hypoxemic failure. All had equal 
intubation rates. Fewer days on the vent and less 
mortality with high flow O2. 
-NIPPV – best data for CHF (CPAP), hypercapnic failure due 
to COPDE, or post-extubation. Retrospective data of 
benefit in immunocompromised but a prospective study 
didn’t show benefit. Conflicting evidence on benefit for 
purely hypoxemic failure. Maybe beneficial in pneumonia 
if the patient can handle their secretions 
  -Contraindications: Need for intubation, unable to handle 
secretions, inability to cooperate/protect airway, 
decreased LOC (not from hypercapnia), facial 
trauma/surgery, high aspiration risk, recent esophageal 

4. 



 

 

 

anastomosis 
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