7/11/2024

®| LIVE]

EEEEEEEEE

Emerald Coast ACEP 2024




Lit Matters:
Imaging Post OHCA

Drew Kalnow, DO FACEP
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Extubation in the
Emergency Department

Andy Little, DO

What we will be covering

* Patient Selection

* When to consider

* The algorithm
* The Steps
* Post Extubation Considerations




Why are we talking about this?

+ Ventilators are not an infinite resource

+ COVID reaffirmed that we need to be better at selecting who we
do and don’t intubate

« Letting patients just “Get the tube out upstairs” is not always the
best option
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WARNING

THIS IS NOT A ONE SIZE FITS ALL TALK
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Patient Selection

* Alcohol-intoxicated head trauma patients following normal CT
head
« Patients requiring short-term airway protection for procedural
dation (e.g. end py in the ED)
* Overdose patients with short-term CNS obtundation (e.g. GHB
intoxication)

+ Patients who require palliation (remember to consider organ
donation)

When to Consider

* When you first intubate the patient

* Use a slightly smaller ETT than usual (e.g. size 7.0 or 7.5 instead of 8.0
on an adult male)

* Use fentanyl and propofol for sedation (wear off rapidly)

* Avoid ongoing neuromuscular blockade

* Consid inuing low dose f yl infusion at the time of
extubation to control discomfort of intubation or pain from other
sources

* Prolonged ED Stay
* Patient wakes up




When to Consider

* Resolution of initial indication for intubation

* Able to oxygenate and ventilate on minimal ventilator
settings

« Awake and able to follow commands

* Hemodynamically stable

* Uncomplicated initial intubation

* Expected to maintain airway p y post-ex
* The anticipated hospital course does not require mechanical
ventilation
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Step 1- Assess Risk

* Resolution of problem requiring Intubation

+ It was NOT a difficult intubation

* Vitals
* Spo2 >95, on <40° FiO2, PEEP < 5, RR<30, TV > 6ml’kg
+ SBP >100, HR <100
« **** ANY of the above NOT met DO NOT Extubate

Step 2- Test Readiness

* Turn DOWN Sedation - keep pain medicine ON
+ Initiate a “Weaning trial” (decrease PEEP, Decrease FiO2)
= Sit up to 45 degrees
* Wake Up Patient
« Cough on the vent
* Write words/Follow commands
« Vital Signs

*wxx ANY of the above NOT met DO NOT Extubate




Step 2- Test Readiness

* Respiratory rate <30 breaths per minute and more than 8 breaths per minute

* Heart rate <140 beats per minute and more than 60 beats per minute

+ Systolic blood pressure less than 200 mm Hg and more than 90 mm Hg or less
than 20°. change from baseline

* Oxygen saturation greater than 92°, PaO2 greater than 70 mm Hg (on FiO2
<0.4 and PEEP 8 cm H20)

* Spontaneous tidal volume >5 mL’kg

* No signs of increased work of breathing, severe anxiety, or altered mental
status

#*** ANY of the above NOT met DO NOT Extubate
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Step 3- Prepare

* Prepare to remove the tube
¢ Turn OFF the sedation, keep ON the pain medicine
o Turn up the FiO2 to 100 for 1 minute
¢ Insert bite block
* Suction the mouth/tube
» Get adjuncts to the bedside

Step 3- Prepare

Have RT at the bedside at the time of
extubation if possible




Adjuncts
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Step 4- Extubate

* Synchronize with exhilaration
«» Deflate balloon

* Remove Tube

* Suction Oropharynx

Step 5- Post Extubation Care

* Apply 4-6L via HFNC or 10L via Venti Mask
* Observe for 1-2 hours before allowing PO

FAILURE
* Apply Non-Invasive ventilation
* Prepare For Difficult Intubation
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Post extubation considerations

*Have a low threshold to use HFNC, or Bipap in the initial post-
extubation phase
*When intubating the patient consider placing a 0.5 smaller tube to
help prevent post-extubation stridor
+Treat Post extubation stridor
*Steroids:
* Methylprednisolone: 40 to 125 mg intravenous (IV) every & to 8 hours
* Dexamethasone 5 mg IV every 6 hours
*Nebulized epinephrine:
*5 to 10 mL of undiluted “code epinephrine” (0.1 mg/mL, 1:10,000)
+ 0.5 mL of a 2.25% racemic epinephrine diluted in a volume of 2 te 4 mL
*Prepare for a difficult airway if you need to re-intubate
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Take Homes

+Post-extubation can be safely performed on a SELECT number
of patients in the Emergency Department

*Understanding who and how is key to being able to perform
this safely and effectively.

WARNING

THIS IS NOT A ONE SIZE FITS ALL TALK
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ED or No ED?
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Lit Matters:
Lytics Before Transfer
for Thrombectomy?
Drew Kalnow, DO FACEP
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111 Hospitals
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. Zone 1: Distal to nail bed

. Zone 2: Distal to distal phalanx
. Zone 3: Distal to lunula

. Zone 4: Distal to DIP joint
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. 1 Artery and 1 vein

. Good tissue
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y Zone 4
Thumb/Index
Clean Cut
“Hand Experts”
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Less is More?
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<5mm is acceptable
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ED or No ED?
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Lit Matters:
More with less? Whole Blood
Transfusion in Traumatic
Hemorrhage

Drew Kalnow, DO FACEP
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