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Shock
[bookmark: _GoBack]Shock refers to inadequate tissue perfusion with a relatively or absolutely inadequate cardiac output. The inadequate tissue perfusion leads to an initial reversible injury, however, sustained shock eventually leading to irreversible tissue injury. Shock is grouped into five classes based on the underlying mechanism that impairs circulation and hence tissue perfusion (Olaussen et al., 2014). The first group is cardiogenic shock which refers to failure at the level of the heart and its pumping abilities. Cardiogenic shock results from low cardiac output due to myocardial pump failure. It may be caused by myocardial damage (infarction), ventricular arrhythmias, extrinsic compression (cardiac tamponade) or outflow obstruction (for example pulmonary embolism). The second group is hypovolemic shock which results from low cardiac output due to loss of blood or plasma volume. The most common causes include hemorrhage or fluid loss from severe burns (Guyton & Hall, 2006).  
The third group is septic shock which refers to a systemic response to microbial infection which leads to generalized arterial vasodilation and venous pooling of blood. The cause of septic shock is the arterial vasodilation and venous blood pooling that stems from the systemic immune response to microbial infection. The clinical examples of causes of septic shock include overwhelming microbial infections, endotoxic shock, gram-positive septicemia, fungal sepsis and infections by super-antigens such as toxic shock syndrome. The less common group of shock is neurogenic shock which is characterized by loss of vascular tone with peripheral pooling of blood. The most common causes of this type of shock include the loss of vascular tone which is associated with anesthesia or secondary to a spinal cord injury. The last group of shock is anaphylactic shock which results from systemic vasodilation and increased vascular permeability that is triggered by an immunoglobulin E-mediated hypersensitivity reaction. It occurs following re-exposure to an allergen (Guyton & Hall, 2006). 
The clinical evolution of shock also depicts some of the clinical manifestation of the condition and it follows this sequence from hypotension to tachycardia in an attempt to increase tissue perfusion to tachypnea (fast breathing). The skin depicts decreasing temperature levels from warm skin to cold skin to cyanosis. Renal insufficiency ensues before obtundance occurs followed by death. The other clinical manifestations of the condition include anxiety and increased thirst that might be followed by confusion, unconsciousness, or cardiac arrest, as complications worsen (Guyton & Hall, 2006). 
The evaluation of the condition is generally based on a combination of symptoms, physical examination, and laboratory tests (American College of Surgeons, 2018). The main aspects of physical examination that raises suspicions for shock include a decreased pulse pressure that can be obtained from by subtracting diastolic blood pressure from systolic blood pressure or a fast heart rate (Guyton & Hall, 2006). The heart rate divided by systolic blood pressure, known as the shock index (SI), of greater than 0.8 supports the diagnosis more than the low blood pressure or a fast heart rate in isolation (Olaussen et al., 2014). 
The treatment of shock is based on the likely underlying cause (2). The basic clinical guidelines for the management of shock include establishing an open airway and sufficient breathing. Efforts to maintain a normal blood temperature should also be made with the addition of vasopressors used in the cases of septic and anaphylactic shock. For septic shock, appropriate antibiotics should be administered to curtail the progression of the infection. For anaphylactic shock, appropriate interventions should be taken to remove the offending allergen and the patient given anti-histamines to reduce the effects of histamine released during the exposure to the allergen. The cardiogenic and neurogenic shock, the underlying cause should be appropriately identified and sufficiently treated for example giving anti-arrhythmias to correct ventricular arrhythmias. For hypovolemic shock, any ongoing bleeding should be arrested and drugs to prevent diarrhea and or vomiting should be administered.  Intravenous fluid, such as Ringer’s lactate or packed red blood cells, is often administered in the cases of hypovolemic shock (American College of Surgeons, 2018).
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