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PROVIDE INITIAL MECHANICAL VENTILATOR SETTINGS

















STATUS ASTHMATICUS


Mode = A/C		Rate = 6-10


TV = 5-6 cc/kg IBW	FiO2 = 100%


PEEP = 0


Ex. A/C 8/400/100/0 (for 70kg patient)














CONVENTIONAL STRATEGY


Mode = A/C		Rate = 12


TV = 8-10 cc/kg IBW	FiO2 = 100


PEEP = 5


Ex. A/C 12/700/100/5 (for 70kg patient)





POST-INTUBATION MANAGEMENT


Check End Tidal CO2 by CO2 detector immediately post-intubation and again prior to connecting to ventilator– changes from purple to yellow color


Auscultate for Bilateral Breath Sounds – ETT length should be ~ 20-22cm (tip to lip)


Monitor SaO2 and check ABG, Order CXR


Sedative drip: Fentanyl (~100 mcg/hr) or MSO4 (~2-5 mg/hr) or Propofol (~5 mcg/kg/hr) +/- Ativan 1-2 mg Q6 hrs








PRE-OXYGENATE


Ambu-bag ~3-5 min. and Attempt to obtain highest level of oxygenation – preferably >95% SaO2





PREPARATION - EQUIPMENT SETUP


Secure IV access


Place on Cardiac Monitor and Pulse Oximeter


Obtain Bag valve device (Ambu-bag)


Obtain Yankauer suction


Obtain Oral +/- Nasal airway – remove dentures


Obtain Laryngoscope with Mac #3 blade and intact light


Obtain ETT – size 7.0-8.0 – with stylet and intact cuff 




















PATIENT REQUIRES INTUBATION


Is there a rapidly reversible etiology – Narcan (narcotic OD)? Lasix (CHF)? Nebs (bronchospasm)?


Call Anesthesia (anesthesia desk x47475)


Obtain pertinent info for the anesthesiologist - anticipate the difficult airway 





POSITION = “Sniff” 


Neck flexed, Head extended











Mount Sinai MICU Guidelines for the Management of 


Acute Respiratory Failure – The “P”s





Please note: Due to the dynamic and unpredictable nature of airway management, these guidelines should be applied in a multi-disciplinary fashion with the assistance of an anesthesiologist, intensivist, respiratory tech and nurse. Choose a strategy that takes into account patient, co-morbidities, equipment, and physician skill level. Be Prepared!!!











INTUBATE – with the aid of an anesthesiologist

















PROBLEM GUIDE





High Peak Airway and High Plateau Pressure: PTX, Pulm Edema, ARDS, worsening PNA, Atelectasis (lobar or whole lung), Mainstem Intubation, Obesity, Massive Ascites


High Peak Airway and Low Plateau Pressure: Bronchospasm, Biting ETT, Secretions, Mucous plugging


Low Peak Airway: ETT disconnected from ventilator	Low Exhaled TV: Lost airway, Cuff deflation





ARDS DEFINITION:


1. B/L Infiltrate


2. PO2/FiO2 ratio < 200


3. PCWP < 18 or no evidence of left atrial hypertension by clinical or echo





Why Pre-oxygenate? 


Replaces N2 in FRC with O2 which provides ~3-5 minute window of appropriate oxygenation during apnea.








Predict Difficult Airway


Anatomy


Limited mouth opening


Limited neck extension


Short thyromental dist.


Stocky short neck


Receding mandible


Clinical


Prior difficult intubation, 


Obesity, Unstable neck – spine (trauma, RA), Angioedema, Bleeding














ARDS


Refer to MICU ARDSnet Protocol.


TV = ~6cc/kg IBW


Ex. A/C 20/420/100/5





Lorin


Nierman


Greenspan Leibowitz6/04





PRE-MEDICATE


Fentanyl bolus 50-200 mcg IV – onset 1-2 minutes, lasts ~ 1 hr OR


Versed bolus 1-4 mg IV - onset 3-5 minutes, lasts ~ 30-60 min OR


Consider Etomidate: 0.3 mg/kg (usual dose ~20 mg IV) - onset ~20 sec, lasts 5-10 min OR


Consider Propofol: 0.5- 2.0 mg/kg IV - onset ~20 sec, lasts 8 min – monitor for hypotension


No Paralysis – unless supervised by a senior anesthesiologist or intensivist











