Penn Medicine COVID-19 Clinical Guide: Extubation

See complete SharePoint guideline for details — Updated 10/21/20 — Recommendations may evolve rapidly — Do not save file — If printed, update frequently — See latest version here

VLP/SBT

Use the Ventilator
Liberation Protocol

SBT @ PS 0-5 PEEP 5 for 2h
If SBT & extubation screen
passed, proceed to CLT

Assess all COVID-19
patients for high risk or
difficult airway and
discuss extubation plan
with attending provider

Anticipating Extubation

CLT

e Do within <24h of extubation
e CLT requires provider order

Failed

e CLT<110ml & no steroids °
given within 24h, start steroids

e CLT<110ml & steroids given
within last 24h, consider trach

Consider Trach

GA Passed

If CLT 2 110mL consider
extubation

Steroids

If no steroids in last 24h, give
methylpred 40mg IV Q12h x 2 or
dexamethasone 8mg IV Q12h x
2 (first dose 12h prior to
extubation)

Repeat CLT after 2nd dose

If passed = consider extubation

Cuff Leak Testing

If failed = consider trach

Prepare

Don airborne + droplet

+ contact precautions
Drape patient’s face with
plastic sheet or towel

* Place on AC/VC, VT 8-10ml/kg .
* Record inhaled & exhaled Vt d
with ETT cuff inflated (should .
be <20mL difference)

» FAILED:
Leak <110 mL
(do NOT extubate)

» PASSED:
Leak 2110 mL
(+ airway patency;

consider extubation)
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* Note average of 3 lowest
exhaled Vt (cuff down)

* Leak =inhaled Vt (cuff up) -
avg exhaled Vt (cuff down)
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Suction ETT & oral secretions
Deflate ETT cuff

Record exhaled Vt for 6 breaths
Inflate cuff

Return to previous cc/kg Vt

Sequential Expired Vt After Cuff Down
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Attempting Extubation

Prepare
Hold enteral feeds >1h .
Gather materials® .

Consider anti-tussive medsP®

Pull ETT

Turn off vent (PB) or place in
“standby” (Servo, Hamilton)

Deflate endotracheal cuff .
On inspiration, remove ETT d
into towel or plastic bag® .

Set Up

Extubate in AlIR if available
Anesthesiologist PRN at HUP/
PPMC/CCH, always at PAH/MCP
1RT1RNinroom, 1 RN out
Airborne/droplet/contact PPE

Drape Patient
Drape patient’s face & chest

Remove oral enteral access
Suction ETT & oral secretions

a) Drape (surgical or clear plastic), towel or plastic bag (for ETT), 02 device
b) Lidocaine via ETT, low dose opioid, or dexmedetomidine
c) Sleeve bag/towel over ETT as it is removed, seal closed over entire ETT

Post Extubation Care
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*  HFNC 10-60 LPM up to 100% * Sa02 goal 92-96%
FiO2 vs. Helmet CPAP 50 LPM * Observe closely 20-30 min
up to 60% FiO2 PEEP 5-10 vs. e If I~ WOB or Sa02 <92%,

consider reintubation

/
@0 Next Steps )

Intubated >48h: consult SLP
* Intubated <48h: NPO x 4h followed
by RN bedside eval

NC 2-6 LPM vs. NRB 10-15 LPM

If hypercapnia risk, consider
NPPV with non-vented mask &

exhalation filter
Surgical mask over patient’s
nose, mouth & 02 device

Created by Jen Ginestra, MD, Pulmonary & Critical Care Medicine; Adapted from UPHS Critical Care Committee Guidelines
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