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She couldn’t get up and so remained on the floor, 
fully conscious but in considerable pain until her 
daughter called round on her way home from work at 
approximately 6pm. She has been in the department 
for 4 hours now and has sustained a fractured pubic 
ramus. She also had a CT head scan but this was 
essentially normal.
The SHO is worried because when she first took the 
history the patient was alert and chatty but she 
started hallucinating after being given opiate 
analgesia and was quite agitated with this.
Since the team were worried this may have been 
secondary to her head injury rather than the opiate, 

she was given a small dose of intramuscular 
haloperidol in order to help her comply with a CT 
head scan and the agitation quickly settled.
However, on returning to review her later, the patient 
has dramatically deteriorated. She is now struggling 
to speak and is drooling. She couldn’t swallow the 
tea the nurses tried to give her. She now cannot sit 
up unaided, her posture has changed and she is 
struggling to hold her head up from her chest. Her 
daughter is very distressed. Blood sugar and 
observations are normal. The patient has been 
referred to the medical team but it is likely to be 
some time before they can assess her.

Three things are probably going through your mind at 
the moment:

1.What has happened?
2.What must you do?
3.What must you NOT do?

The crucial part of her history is her Parkinson’s 
Disease (PD). Parkinson’s medications are time 
critical and during her time on the floor at home as 
well as her time in the ED, she has almost certainly 
missed several doses of her Parkinson’s medication 
(it’s hard to overestimate how often this happens and 
similarly in epilepsy).

THE CASE
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Your patient is a 70 year old lady with a 
history of type 2 diabetes and Parkinson’s 
disease, for which she is on a number of 
medications. She is usually fairly 
independent but fell in the kitchen whilst 
preparing her lunch, hurting her hip and 
banging her head on the hard tiled floor.
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She has also been given haloperidol which is 
contra-indicated in Parkinson’s.
This patient urgently needs her PD medications. 
These will now have to be given via nasogastric (NG) 
tube since the patient is unable to swallow. This must 
be done as a priority. A transdermal patch (of 
rotigotine) is available if the NG is not possible, but 
the first line option is to give her usual medications 
urgently via NG.
It is also important to check the patients CK. Not only 
has this patient had a long lie, but people with 
Parkinson’s can develop a Neuroleptic Malignant 
Syndrome like disorder if their medications are 
suddenly stopped or if they are given a dopamine 
antagonist such as haloperidol, as in this case.
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• Tremor
• Rigidity
• Bradykinesia (slowness of movement) with difficulty initiating movement
• Dyskinesia (abnormal movement, eg wriggling)
• Postural instability (increases risk of falls)
• End of dose deterioration (deteriorating before next tablet is due)
• Freezing (periods of being unable to move)
• Motor fluctuations (alternating between dyskinesia and bradykinesia).
• Non-motor Symptoms
• Autonomic postural hypotension, urinary urgency, erectile dysfuntion
• GI nausea, constipation (can be severe), volvulus
• Neuropsychiatric depression, anxiety, hallucinations, REM sleep disorder, 

cognitive impairment (including PD dementia), impulse control disorders, at 
risk of delirium

• Speech and Swallow drooling, dysarthrophonia, impaired swallow
• Respiratory aspiration pneumonia if impaired swallow

Motor Symptoms

So what is Parkinson’s Disease (PD)?

Many people think Parkinson’s (PD) is just a tremor, 
but it is much more than this. Parkinson’s is a 
complex neurodegenerative condition. It is not 
completely understood but is related to the 
progressive loss of dopamine producing neurons 
within the brain. The triad of signs commonly quoted 
is tremor, rigidity and bradykinesia. However, 
Parkinson’s has many additional signs and 
symptoms, both motor and non-motor, which affect 
patients in many different ways.

Managing Parkinson’s in the ED
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HALOPERIDOL AND OTHER 
ANTI-PSYCHOTICS, 
PROCHLORPERAZINE AND 
METACLOPRAMIDE BLOCK 
DOPAMINE AND ARE 
CONTRAINDICATED IN 
PARKINSON’S.

PARKINSON’S MEDICATION 
IS TIME CRITICAL

Managing Parkinson’s in the ED
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Why do I need to know about PD in ED?

People with PD rarely present purely because of PD itself. However, patients may attend ED with 
complications of their PD (for example falls, delirium, severe constipation or aspiration). In addition, PD may 
complicate the presentation and treatment of any emergency for example pre-existing autonomic instability 
will make sepsis or hypovolaemia more difficult to assess, and the requirement to take regular time critical 
medications makes managing reduced conscious level or need for sedation/anaesthesia more difficult. 
Patients in ED may delay/miss their PD medication since this may not be seen as the immediate priority by 
ED staff. This can cause life threatening complications.

Managing Parkinson’s in the ED
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Cardiovascular

Postural hypotension is common in PD. This may 
be the presenting complaint or can complicate any 
condition causing haemodynamic compromise.

Respiratory

Aspiration pneumonia due to impaired swallow -
ensure medication is not missed.

Gastroenterology

Constipation can be severe. Sigmoid volvulus can 
occur and may be recurrent.

Falls

Often multi-factorial but remember PD itself causes 
postural instability and postural hypotension. Added 
to this there may be other contributing co-morbidites. 
Any acute illness can also lower the threshold to fall. 
Don’t blame PD without excluding acute illness.

Medication related

Patients may develop nausea, delirium, 
hallucinations or postural hypotension after 
medication changes. Speak to local PD team for 
advice. Missed PD medication or administration 
of dopamine antagonists (most anti-psychotics, 
including haloperidol; metoclopramide and 
prochlorperazine) can cause rapid deterioration. 
Neuroleptic Malignant Syndrome may result – give 
their PD medication urgently, via NG if necessary.

Psychiatry

Hallucinations, depression and anxiety are 
common. Patients may have PD related cognitive 
impairment or dementia and are vulnerable to 
delirium. Rarely patients may develop dopamine 
dysregulation symptoms and may shop around ED 
departments for extra medication.

Remember: People with PD can present with any 
emergency condition. The pitfall is focussing 
exclusively on the presenting complaint and 
overlooking the PD. This may impact on the 
emergency assessment and will deteriorate rapidly if 
time critical medications are delayed or missed.

References/further reading:

• HEFT: Parkinson’s Disease
• LITFL: Parkinson’s
• Wiki EM: Parkinson’s
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Extra Resources:
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In my experience, facial fractures can bleed and 
bleed and bleed Trying to secure the airway can be 
an anaesthetists nightmare. Here’s why:

1. It’s 2 am, they are in an unfamiliar environment 
(resus) and are often relatively junior!

2. Significant bleeding (and I mean significant!) 
from Le Fort and mandibular fractures can 
obstruct the airway. The blood supply to the face 
comes from the sphenopalantine and greater 
palatine arteries (branches of the external 

3. carotid artery) as well as carotid artery (that 
supplies the nasal cavity). Thats a lot of arteries 
leading to a lot of bleeding!

3. The loss of normal facial bone structure coupled 
with the fact that you will have two suction tubes 
into the mouth in an attempt to clear the blood, 
will make bag-mask ventilation difficult. (You 
need two- person technique!)

4. There will likely be oedema to the soft palate 
from the mid facial fractures. The patient may 
also have a traumatic brain injury rendering him 
unable to self maintain his damaged airway. 

PREPARATION 
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You put an adult trauma call out and start 
preparing for the patient.
You feel a bit like you have taken the blow 
yourself, but preparation is key, so get ready.

Floating in the Face of Danger: MaxFax injuries in the ED

My advice is to get your difficult airway 
trolley into the resus bay.



OK, your trauma team is present and the patient is 
wheeled in. If he is awake and you are not 
concerned over a cervical spine injury, sit him 
upright and forward to allow for postural 
drainage of the torrential blood flow. Keep him 
like that until the induction drugs go in, then lie him 
flat.
What if you are concerned about his C-spine? He 
comes in supine,with three point immobilisation of 
his cervical spine. There is a lot of blood. His airway 
is obstructing.
What can you do?. Can or should you sit him upright 
and risk worsening any potential C-spine injury?
If you don’t do something his airway will obstruct.

Take the blocks and tape off and turn him to a left 
lateral position. This still maintains some 
immobilisation and also allows for drainage of blood. 
Get two suction units and remove the rigid yankeur 
from the end and just use the tubing itself to control 
the bleeding if it is torrential.

Fracture Assessment

How can you diagnose, by examination only, if the 
patient has a Le Fort fracture and which one he has?
Stand on the patients right hand side. Place your left 
hand on his forehead to stabilise it. With your right 
hand, hold the upper teeth and anterior maxilla and 
gently rock the hard palate.

Le Fort I:

Its a transverse fracture of the maxilla at the level of 
the nasal fossa. There is separation of the body of 
the maxilla from the pterygoid plate and nasal 
septum. Only the teeth and hard palate move.

Le Fort II:

Its a pyramidal fracture through the central maxilla 
and hard palate. The hard palate and nose move, 
but not the eyes.

Le Fort III:

There is craniofacial dysjunction. The entire face is 
separated from the skull. The fracture line runs 
through the frontozygomatic suture line, the orbit and
base of the nose and ethmoids. The whole face 
moves.
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Le Fort IV:

Is a Le Fort III along with a fracture to the 
frontal bone.
Radiopaedia have an excellent blog on the 
different classifications with great 3D pictures 
which I really suggest you read.

In Short:

Le Fort I is a floating palate, Le Fort II is a 
floating maxilla and Le Fort III is a floating 
face!
In all cases, you can help stop the bleeding by 
also grabbing the upper incisors and pulling 
the mid face forward as a temporising 
measure to disimpact the maxilla.

Back to the case in question: you have now 
you have diagnosed the patient with a Le Fort 
III and it is continuing to bleed..

Airway Management

You need to secure the airway. When I was an 
ED registrar, chaotic scenes like this, often led 
to chaotic intubations. I have since learnt a 
valuable lesson (thanks to a paramedic friend 
of mine):

“Neel! lets take 10 
seconds for 10 

minutes”
Those few words have saved me so many 
times. Take 10 seconds to gather your team 
and explain what is about to happen. It will 
save you 10 minutes of messing around later! 
Your job is to bring order to chaos!

http://www.scancrit.com/2016/02/07/lateral-trauma-position/
http://www.scancrit.com/2016/02/07/lateral-trauma-position/
http://www.scancrit.com/2016/02/07/lateral-trauma-position/
http://www.scancrit.com/2016/02/07/lateral-trauma-position/
https://radiopaedia.org/articles/le-fort-fracture-classification
https://radiopaedia.org/articles/le-fort-fracture-classification
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For instance in this situation you could:

1. Allocate roles (have a very low threshold 
to phone the boss on this case).

2. Set a target oxygen saturation level, that if 
the patient desaturates to below this you 
are going to tell whoever is intubating to 
pull out and ventilate again.

3. Mark on the neck where the cricothyroid 
membrane is, just incase you get into a 
cant intubate, cant ventilate situation 
(CICV). Have the surgical airway kit out 
and open. Read this for revision.

4. Go through the RSI checklist. Have the 
DAS failed intubation algorithim to hand. 
Listen to HEFT EM Cast for a refresher!

5. I would have the IGEL or LMA out of the 
packet ready to insert if needed. 
Remember Igel size +3 = size of ETT that 
can be passed through Igel. Realistically if 
you’re using a size 4 Igel, a size 7 ETT is 
too tight. Go for a size 6 ETT- bearing in 
mind you would need a size 10Ch Bougie 
not the normal 15Ch one!

6. Get two suction units ready and remove 
the rigid yankeurs (they tend to get 
blocked with clots too easily otherwise) 
and check there is enough battery power 
in them.

7. Get your video laryngoscope ready before 
the RSI (if you are lucky enough have 
one).

8. Induce the patient in the left lateral 
position or sat up right (if no concerns 
about the cervical spine). Only lay them 
flat when you are ready to insert the 
laryngoscope (you can intubate in the left 
lateral position but it is more difficult.)

Now there are various options on how to 
intubate this patient. They depend on the time 
of day, what available staff there are (eg ENT) 
and what available kit you have.

The options I can think off are:

1. RSI with direct laryngoscopy
2. Awake trachesotomy
3. Awake fiberoptic intubation
4. Awake direct laryngoscopy with 

intubation.

LIFTL has a great post on the pros and cons of 
each.

Lets say the patient is hypotensive and 
becoming more unconscious, you’ve put out a 
code red and are pre-loading him with blood. I 
would use a reduced dose of fentanyl (1mcg/
kg) with ketamine (1-2mg/kg- as it gives 
sedation and preserves the respiratory drive) 
and rocuronium (1.5mg/kg). I appreciate there 
may be some arguments about that. Im not a 
fan of propofol especially in the unstable 
trauma patient!

Phew! It all went according to plan and the 
patient is now intubated! Before you start high-
fiving everyone, you need to think about how to 
control the bleeding.

Controlling the bleeding

It just so happens that your trauma unit has a 
max fax theatre, which is used once a week for 
local elective cases. You need to get a pair of 
epistats and some bite blocks and a semi rigid 
cervical collar.

https://lifeinthefastlane.com/ccc/airway-in-facial-trauma/
https://lifeinthefastlane.com/ccc/airway-in-facial-trauma/
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The maxilla is fixed in position by the epistats.
There are various accounts on which order this 
happens. I have always been taught that after the 
patient has been intubated:

1. Insert the epistats, like a nasopharyngeal 
airway, along the floor of the nose. Dont 
inflate the balloons yet.

2. Insert the bite blocks either side of the ETT. 
There is a groove on them that the ETT 
should sit next to.

3. Apply the C-spine collar. (Remember it has 
been undone for the RSI).

4. Inject 10 mls of saline to the posterior balloon 
(white port) of each epistat simultaneously, 
otherwise you risk disruption of the fractures.

5. Inject up to 30mls of saline to the anterior 
port of each epistat (usually green) again 
simultaneously. I would do this 10mls at a 
time until haemorrhage control is achieved.

Now you have done all you can to stabilise the 
patient and transfer on for a CT scan or to the 
nearest MTC. Your can finally give yourself that 
deserved high five.

Key learning points are:

1. Maxfax injuries can have torrential bleeding. 
Preparation for the intubation is key. Keep the patient 
upright if they are conscious or in a left lateral 
position to allow postural drainage.

2. Team work and good leadership are important. Take 
time if you need to enable yourself to take control of 
the case and reset everyone before the intubation, 
so they are all on the same page as you.

3. Know how to pack the face after the intubation. 
Remember to inflate the balloons of the epistat 
simultaneously only at the end.

References:

• UK HEMS SOP on max fax bleeding
• Radiopaedia: Le Fort Classification
• Life in the Fast Lane: Surgical Cricothyroidotomy
• Life in the Fast Lane: Airway in Facial Trauma
• Difficult Airway Society Guidelines 2015

An Epistat (bottom left picture) is a nasal 
catheter which has an anterior and posterior 
balloon. They are inserted in the same way as 
a nasopharyngeal airway, along the floor of the 
nose. The posterior balloon holds 10mls of 
saline and the anterior balloon holds unto 30 
mls. The key to success is inserting an epistat 
into each nostril first before inflating the 
balloons. Then simultaneously inject the 
balloons with saline (using two people is easier 
than one person using both of their hands).

The overall aim is to create a rigid vertical 
structure:

• The mandible is stabilised on top of the semi- 
rigid cervical collar.
• The hard palate is held in place against the 
stable mandible by the bite blocks (top right 
picture).

Floating in the Face of Danger: MaxFax injuries in the ED
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A heart murmur can also be a sign of cardiac abnormality. 
When children present to the ED a cardiac cause for their 
symptoms is not usually top of our list of differential 
diagnoses because respiratory and musculoskeletal 
cases are far more common reasons for pain and 
dyspnoea. This coupled with the way that cardiac 
problems present (with vague symptoms easily 
attributable to more common illnesses) make these rare 
clinical scenarios into the stuff of our worst fears.

In short, heart murmurs are almost always nothing to 
worry about. Almost.

Lets look at a few made up cases to illustrate how to 
approach the Oooh-Ive-heard-a-murmur-what-now? 

Case 1

A 3 year old child presents with a febrile illness. 
Lets say that they have an otitis media. They 
have a heart rate at the top of the reference 
range for their age and you hear a murmur. The 
murmur is soft, easily heard (but not loud), 
systolic and heard best at the left sternal edge. 
There is no radiation.

What now?

3 CASES
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Children are often found to have heart a 
murmur when seen in the Emergency 
Department (ED), but when does a heart 
murmur actually mean something?

Paediatric heart murmurs & what to make of them



In emergency medicine, we are all about the 
focussed history and examination. We have to be in 
order to keep all of our patients safe (if you come 
from a paediatric background, it is time to stop 
drawing those family trees and see a few more 
patients every shift please). That focussed approach 
works well, but when we find something that we 
werent expecting, we need to go back and get more 
information. In this case, we want to know if the child 
is known to have a heart murmur. Have they had an 
echo done in the past? We also need to feel the 
precordium for heaves and thrills and be happy that 
the pulses have a normal character and volume. 
Make sure that the femoral pulses are palpable, with 
no brachio-femoral delay. Check for hepatomegaly. 
Most importantly, make sure that the child does not 
have increased work of breathing and does not 
seem unexpectedly unwell. Ideally, we need to get a 
blood pressure checked.

What next?

We need to refer a child with a murmur acutely 
(usually to general paediatrics) if:

1. They are more unwell than expected
2. They have respiratory symptoms which are 

otherwise unexplained
3. There are concerning clinical examination 

finding (e.g. hepatomegaly)

A well child with none of the above red flags 
probably needs an outpatient echo if:

1. The murmur is loud
2. The murmur is diastolic
3. The murmur radiates outside of the  

precordial area

If the child is well, there are no red flags and the 
murmur sounds benign (as in the original description 
for this case) then the child can be discharged with 
safety netting advice. The presumption is that this is 
a physiological murmur which has been heard 
because the illness is causing increased cardiac 
output and therefore turbulent blood flow.

The final piece of the jigsaw is that you need the 
help of your patients GP. It is common practice to get 
the child to see their GP as soon as possible once 

they are well. It is likely that when they are seen, the 
murmur will no longer be heard. In these 
circumstances: case closed. If the murmur persists, 
the GP can refer the child (either for an echo or to 
paediatrics if they dont have direct access to this), 
assuming that the child remains red-flag-free.

Case 2

A two month old baby presents with a runny nose, 
cough and a low grade temperature. The parent has 
noticed that their baby has started to have slightly 
fast breathing and has not been feeding as well as 
they normally do. On examination, the baby has a 
slight wheeze, mild recession and basically looks 
like the other babies with bronchiolitis that you have 
seen that week. All except for one thing: they have a 
soft systolic murmur that you can just about hear 
over the wheeze.

What now?

In short, refer to the acute paediatric medical team. 
This child might have bronchiolitis and a flow 
murmur, but there is every chance that they are just 
pretending to have bronchiolitis. Babies who have a 
ventricular septal defect (VSD) might not be picked 
up on screening (newborn baby checks etc.) and 
may have no overt symptoms, until they get their first 
cold. Then, shortly after becoming snotty, the illness 
tips them into heart failure. What does heart failure 
look like in a baby? Well, they have increased work 
of breathing, a bit of a wheeze and struggle to feed. 
Does that sound like bronchiolitis or does that sound 
like bronchiolitis?

Other clues that give these mimics away are:

1. Excessive tachycardia
2. Hepatomegaly
3. More pale or mottled
4. The course of the illness is different they 

continue to get worse, while bronchiolitis 
symptoms peak at day 3-4 of the illness.

What next?

Monitor the baby closely while waiting for the 
paediatric team to see the baby. If they have 
significant work of breathing, hold off from letting
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them have a feed just now. A chest X-ray will 
probably be useful for the paediatricians.

Case 3

A fourteen year old presents a few days into a flu-
like illness. They have been seen by both GP and 
ED in the past few days, and have been told that 
they have a viral illness. On both occasions they 
were advised about symptomatic treatment. The 
parents are concerned that the young person is not 
getting better. On examination, there is a barely 
audible systolic murmur.

What now?

Don’t presume this to be a flow murmur. Firstly, in 
the context of viral illness, flow murmurs are most 
commonly heard in younger children. Secondly, the 
scenario is all wrong for that. In Emergency 
Medicine it is always possible to put two and two 
together, thinking about the scenario as a snapshot 
rather than fully appreciating the whole issue of the 
context of that snapshot. In this case, the temptation 
would be to say that illness plus murmur equals flow 
murmur. When you take into account the childs age 
and the fact that the murmur was not heard on 
previous visits you get a very different differential. 
One possible diagnosis here is viral myocarditis. 
Other possibilities include bacterial endocarditis.

What next?

An ECG and a chest X-ray should be performed. In 
some EDs you might be able to access urgent 
echocardiography. The likely outcome for this patient 
regardless of availability of investigation is that they 
should be referred acutely to paediatrics. If we are 
going to talk about adding two plus two, then a child 
who has a protracted illness and who develops 
significant clinical signs late in the illness will almost 
always warrant referral for observation at the very 
least.

One general rule which works quite well for 
symptoms in children (in the context of heart 
problems) is this: An isolated sign or symptom is 
almost never indicative of significant pathology. Two 
signs or symptoms is always worth taking very 
seriously. Take chest pain in children. I don’t expect 
chest pain to be due to a cardiac cause in children 
(because it almost never is). However chest pain in 
combination with syncope, dyspnoea or palpitations 
is presumed to be pathological until said pathology is 
excluded.

So, as with many presentations in children, 
everything is normal except when it isn’t.

Many thanks to Dr. Carrie Mackenzie (Consultant 
paediatrician) who peer reviewed and proof read this 
piece.

The author, Edward Snelson, runs his own excellent 
educational blog on paediatric tips here.
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