Case  4, Patient Name: Isabella Brown
Situation:
A 25 female presents to the emergency department with severe SOB(Shortness of breath)

Background:
PMHX: Brittle Asthma with ITU admissions.
Medication: salbutamol inhaler PRN.
Events: The patient has a recent upper respiratory tract infection and has been using her inhalers more frequently. And gradually becoming worse and now no improvement with them.

Assessment:
Her vital signs are BP 100/55, HR 120, RR 35, SpO2 82% on room air, and Temp 36 C.
Physical exam showed the patient is tired, central cyanosis, clammy and sweaty, using accessory respiratory muscle, unable to speak more than 2 words. She was unable to do Peak flow rate test
She had a Silent chest with poor respiratory effort

Arterial blood gas showed
pH: 7.21
PaCO2: 74 mmHg
PaO2: 47 mmHg
HCO3-: 30 mEq/L
SaO2: 86%
Differential diagnosis : life threatening asthma

Recommendation: 
1. FBC ue CRP
2. arterial line for sequal ABG.
3. Administer high-flow oxygen via a non-rebreather mask to increase the patient's SpO2 to at least 94%
4. Obtain an IV access and administer back to back nebulized salbutamol with ipratropium every 20 minutes as needed to relieve bronchospasm
5. Hydrocortisone 200 mg IV.
6. Administer magnesium sulfate IV to further relax the bronchial smooth muscle
7. if no imporovement then Administer aminophylline 5 mg/kg IV to improve bronchodilation and oxygenation.
8. Monitor the patient's response to treatment, including vital signs, SpO2, and ABG levels.
9. refer to  ITU as patient need close monitor and high chance of intubation of no improvement despite treatment.

