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Title: What was the Respiratory Rate? The significance of respiratory rate assessment and reassessment in
trauma patients.

Report By: Steffan Paton

2nd Party Appraiser: Sandy MacQuarrie

Clinical Scenario: You arrive at the scene of a conscious 52 year-old patient who has experienced a fall
from height of 4 metres resulting in multiple traumatic injuries. During your treatment you conduct multiple
sets of vital signs surveys, repeating the observations you deem most important to track the trends of your
patients condition while in your care. It is likely the initial and subsequent assessments of their respiratory

rate are not accurate or do not end up assessed at all.

PICO (Population, Intervention, Comparison, Outcome) Question: For the prehospital trauma patient,
does accurately assessing and reassessing the respiratory rate (and the change in respiratory rate) act as a

better predictor of morbidity and mortality?

Keywords and Strategy: (Respiratory rate or change in respiratory rate) AND (trauma or traumatic) AND
(prehospital or pre-hospital) AND (morbidity or mortality) AND/OR (assessment or outcome or outcomes).
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Comments:

- Itis clear a large gap in clinical assessment currently exists. This gap requires appropriately constructed
studies that focus on the parameter of RR to better inform current best-practice.

- Minor findings have been uncovered leading to knowledge that a change in respiratory rate is significant
in trauma patients. This finding has not been subsequently researched.

- The prioritisation of RR assessment has been decreased due to perceptions of unimportance

- There is data to suggest that RR can have a part in assisting the early warning of a patients deterioration,
however, the quality of this data can vary greatly.

- An increase of 8 breaths per minute is synonymous with an increase in morbidity by a factor of 3.4 times.

- Acoustically measured RR is useful for non-intubated patients in the prehospital environment.

- Patients are under-triaged as a result of incorrect RR measurements.

Consider: Considerations must be made if a change in the RR of a patient is assessed while in the clinicians
care in order to aid prediction of deterioration with support from other vital signs. At this point in time, it
would not be supported by evidence to base predictions solely off of RR alone, but following future research
this may become a more heavily weighted vital sign.

Clinical bottom line: Respiratory rate (and a change in respiratory rate) does exhibit some importance in the
prediction of morbidity and mortality in prehospital patients. The current data, however, does not specifically
mention the ability for the respiratory rate as a better or worse predicting factor for morbidity and mortality
in trauma patients in comparison to other vital signs. The data instead involves respiratory rate as a part of a
set of data that then predicts a larger trend for the prognosis of each patient. More research is desperately
needed to answer this question and it can be noted that there is both a significant lack of research on this
topic and neglect towards the measurement of a respiratory rate in both in-hospital and pre-hospital settings.
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