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Presentation
Road Map

» Review the history of

ventilator liberation
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» Review historic timeline of vent

weaning and modalities
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» RT Driven Extubation Protocol

» Advocating for daily weans
Initiating daily weans
Monitoring weans

Assessing for extubation

vV v v Vv

Extubating appropriate patients

» Without an MD at bedside or MD
order in place




General Overview
regarding Extended Vent
Days

» Cost

» Ventilator-Associated Pneumonia
(VAP)

Money

-
I’m the
problem its

Ventilator-Induced Lung Injury
Expensive

Ventilator-Induced Muscle
Weakness




CQEEDOMY

History of
Ventilator
Liberation

(No not that kind)




“[improving patient care] through the
clinical application of the principles of
respiratory physiology.”

“It is our practice to limit
~endotracheal intubation to
approximately forty-eight hours...to
know the proper timing and rate of
weaning from the respirator requires
~considerable judgement and
experience. As a rule, weaning should
start as soon as possible.”

- Bendixin (1961)



Weaning in
the 1960s

Gradually increased time off the
ventilator with supplemental oxygen
via t-piece




In 1961, 400 patients a year ventilated, few
were vented for longer than 2 days without
tracheostomy.

« Patient Disconnected from ventilator
for three to four minutes every half
hour.

» |f successful, this duration is
gradually increased.

* Once the patient can breathe
independently during the day, move
air without difficulty, walk short
distances, and maintain stable
ventilation shown by blood gas
readings, removal of the
endotracheal tube may be
considered.




Difficulty with monitoring specific values in weaning
patients



Monitoring
Parameters

Sahn and Lakshminarayan’s 1973
report first identified these.

- In 100 patients minute
ventilation <10L/and maximal
inspiratory pressure >30cmH20
“correlated well with the ability
to discontinue mechanical
ventilation.”




More to Monitor

1977 Henning et al used esophageal-balloon catheters to
make detailed measurements of work of breathing. Vent-
dependent patients had higher work readings.

1982 Cohen et al. reported via electromyographic
recordings in difficult-to-wean patients noted
diaphragmatic fatigue associated with abdominal paradox
(inward motion during inspiration) and respiratory alternans
(alternating predominance of rib-cage and abdominal
breathing).
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1986 Milic-Emili proposed CROP index - Compliance , Rate,
Oxygenation, and (maximal inspiratory) Pressure.

o amasrseeene

1997 Jaeschke et al. Supported review of f / Vt.




What the
CROP is this?

CROP index

This index incorporates measures of compliance, respira-
tory rate, oxygenation and negative inspiratory pressure,
thus CROP in the equation:

CROP = dynamic compliance X

(PaO2/PAO3)

negative inspiratory pressure X
rate

One pediatric study by Thiagaran et al. [12] found a
CROP index >0.15 was the most sensitive index for
predicting extubation success.



A Comparison of Four Methods of
Weaning (Esteban et al. 1995)

»  Prospective randomized multicenter study involving 456 patients that
recelved mechanical ventilation for an average of 7.5 +/- 6.1 days.

o« Conducted from Oct 1992 through October 1993 in Med/surg ICUs of 14
teaching hospitals in Spain.

 No single hospital contributed more than 10% of the patient
population.

o Patients received mechanical ventilation for a men of 7.5+/-6.1
days before weaning was started. Other inclusion criteria included:

» Improvement and/or resolution of underlying cause of
acute respiratory failure

» Adequate gas exchange with P:F Ratio above 200 with
PEEP of less than or equal to 5cmH20.

« Core bodytemp below 38C

« Hemoglobin level above 10 g/dl
» No further vasoactive and sedative agents.

» Physician must also agree that the patient was in stable
condition and ready to be weaned.




Classic
SIMV
Wean

These patients

randomly sorted into
1 of 4 weaning
techniques
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Classic

SIMV

Wean
PSV Wean

These patients

randomly sorted into

1 of 4 weaning

techniques Tnials of
T-Piece

4

Daily SBT



For all of the groups, failed
extubation is considered if
reintubation was necessary within 48
hours of extubation or if extubation
was not possible after 14 days of
weaning.




A once daily SBT
led to extubation
3x as quickly as

compared to IMV.

Probability of Successful Weaning

Table 2. The Length of Time from the Initiation of
Weaning to Successful Extubation in the Four

Groups.

WeEaNNG TECHNIQUE

FigsT

THIRD
MEeDIAN  QUARTILE QUARTILE

days
Intermittent mandatory ventilation 5 3 11
Pressure-support ventilation 4 2 12
Intermittent trials of spontaneous g3 2 6
breathing
Unce-daily trial of spontaneous 3 1 6
breathing
10
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Table 3. Rate of Successful Weaning with the Var-
ious Techniques and According to Base-Line Char-
acteristics. *

R Table 4. Outcomes in Patients Who Were Difficult to Wean from
ELATIVE RATE oF

SUCCESSFUL WEANING Mechanical Ventilation.*

(95% CONFIDENCE
VARIABLE INTERVAL) P VALUE

SUCCESSFUL CONTINUED MECHANICAL
Weaning technique WEANING AND VENTILATION AFTER

0 jaily trial of spontane-  2.83 (1.36-5.89)  <0.006 WeaNnG TECHNIQUE ExtupaTioN  REINTUBATION 14 Days
ous breathing vs. intermit-
tent mandatory ventilation

Once-daily trial of spontane- 2,05 (1.04-4.04)
ous breathing vs. pressure-

v, of patietiis (%)

Intermittent mandatory 20 {69.0) 4 (13.8) 5(17.2)
ventilation

support ventilation

Dlme-dm-ly trial of spontane- .24 {0.64-2.41) " Pressure-support ventilation 23 (62.2) T(18.9) 4(10.8)
ous breathing vs. intermit- Intermittent trials of sponta- 27 (81.8) 5(15.2) 1 (3.0)
tent trials of spontanecus neous breathing

Once-daily trial of sponta- 22 (71.0)
neous breathing

*The percentages do not total 100 percent in the g
tilation and a once-daily trial of spontaneons bpes
and weaning was intermupled becanse gls
support group.




Table 4.  Systematic Reviews Evaluating Use of Pressure Support Ventilation With Spontaneous Breathing Trials

sy oy (NXsd  Subiecn o Fincings
Pellegrini et al** 2016 12 2,161 SBT technique did not affeg
tality (RR 1.11 [95% CI
Pre-specified subgroup
liberation in simple-to-w
Burns et al® 2017 31 3,541 PSV comy
Liet al* 2020 10 3,165 There
—0.10 [95% CI —0.59 to O:
[95% CI —2.20 to 0.55] d).
Cardinal-Fernandez =~ 2022 7 705 In this network meta-analysis, a fixed level of PSV wa
et al”’ bility of a su.
highest prob
Ye et al*® 2023 9 3,115 In this netwo

The Push for PSV Trials

lative ra tri . best to worst was PSV
30 min 30 min and PSV 120
min we Jaus \ 82.5% for 30 min

o for T-piece 120 min).
. 60.9%) may result in
A, 41.8%) and PSV 30 min

T-piece 120 min (S
lower re-intubation rates, followed
(SUCRA, 34.4%).




Study

Study Objective

Oxygenation Criteria for
SBT Initiation

Research continues through the 90s

Flo2 During SBT

Oxygenation Criteria fo
SBT Termination

Brochard
et al’

Esteban
et al’®

Ely et al*

Esteban
et al*

Esteban
et al’

Tanios
et al'’

Girard
et al’

Fernandez
et al*®

Comparison of 3 methods of
weaning

Comparison of 4 methods of
weaning

RT protocol to notify
physicians when patients
successfully complete SBT

SBT with T-piece or pressure
support

Evaluation of SBT duration

Evaluate effect of including
rapid shallow breathing
index in a weaning protocol

Efficacy and safety of a paired
sedation and weaning
protocol

1 h reconnection of mechani-
cal ventilation after

Spo, > 90% with an Fip, 0.40
P.0,/Fio, > 200 mm Hg
P,0/Fio, > 200 mm Hg
P,o, > 60 mm Hg with

Fio, = 0.40
P,o, > 60 mm Hg with

FIO2 =040
P.0/Fio, > 150 mm Hg or

Spo, > 90% at Fio, = 040

Spo, > 88% on Fio, = 0.50

Spo, > 90% on Fip, = 0.50

Fio, was kept at level used during
mechanical ventilation

Fio, at same level as used during
mechanical ventilation

No change made in Fyp,

Fio, at the same level as used
during mechanical ventilation

Fio, at the same level as used
during mechanical ventilation

Changes of ventilator setting only
allowed at the discretion of the
managing physician

Fio, at the same level as used
during mechanical ventilation

No change made in Fp,

P,0, < 50 mm Hg
Spo, < 90%

Spo, < 90%

Spo, < 90%
Spo, < 90%

P,o, < 60 mm Hg or

Spo0, < 90% on Fio, = 0.40

Spo0, < 88% for = 5 min

po, < 90%

Helped to shape guidelines on
oxygenation monitoring



AARC Clinical Practice Guidelines

Table 2.  American College of Chest Physicians/American Thoracic Society 2017 Guidelines for Liberation From Mechanical Ventilation

1. For acutely hospitalized patients ventilated > 24 h, the initial SBT should be conducted with inspiratory pressure augmentation (5-8 cm H,O) rather
than without (T-piece or CPAP).
2. For acutely hospitalized patients ventilated for > 24 h, use protocols attempting to minimize sedation.

3. For patients at high risk for extubation failure who have been receiving mechanical ventilation for > 24 h, and who have passed an SBT, extubate to
preventive NIV.

4. For acutely hospitalized patients who have been mechanically ventilated for > 24 h, use protocolized rehabilitation directed toward early mobilization.

5. Manage acutely hospitalized patients who have been mechanically ventilated for > 24 h with a ventilator liberation protocol.

6. Perform a cuff leak test in mechanically ventilated adults who meet extubation criteria and are deemed at high risk for postextubation stridor.
7. For adults who have failed a cuff leak test but are otherwise ready for extubation, administer systemic steroids at least 4 h before extubation; a repeated
cuff leak test is not required.

From Reference 10.
SBT = spontaneous breathing trial
NIV = noninvasive ventilation

PSV preferred over
t-piece

Sedation
“Vacation”

Cuff Leak




Implementation of a

Respiratory Therapist
Driven Extubation

Protocol




POV Therapist asking
MD to extubate at

0700

Q9

>4 S

Why Push for an RT
Driven Protocol?

Patients’ extubations were found to
be delayed despite meeting criteria

Resident Physician Hesitancy
Lack of Attending Physician Presence

Proximity to end of shift



Step 1 - Talk it Out

Evening RT discusses with ICU team regarding patient eligibility for RT
Drive Extubation.




Evening
Evaluation

» Whose In?

» Initial Reason for Intubation
Solved

» Sp02 >90%
» FiO2 setting < 50%
» PEEP setting < 8cmH20

» Pulse < 130 bpm
» Respiratory Rate < 38 bpm

S ' » Again, Clarify weaning plan with
i Primary Team for neurosurgical
patients, or if an ICP monitor is
present.




VC-AC @ Airway press|
etCO:zlow

Air trapping

Evening
Evaluation

» To Consider

» Upcoming planned surgery, major procedure,
or off unit imaging

pH < 7.250r > 7.50
Complex or Difficult Airway

DNI or active goals of care discussions

vV v VY

For Spinal Cord Injury Patients; follow the
Spinal Cord Injury Protocol




:18:33 VC-AC @Airway pressv

AutoFlow irttgp?; low EV e n -i n g
Evaluation

» Whose Out?

» High Ventilator Settings (PEEP of >8 cmH20,
FiO2 > 50%)

ICP Monitoring/Neuro Status
Hemodynamic Instability

» On Multiple Pressors, escalating
pressors, active bleeding

Nitric or Flolan use
APRV (Airway Pressure Release Ventilation)

HFOV (High Frequency Oscillatory
Ventilation)

» Initial Reason for Intubation not corrected




PROPOFO[

Injectable Emulsion, USP

500 mg/50 mlL
(10 mg/mL)

CONTAINS BENZYL ALCOMOL
FORI¥ IRAVENOUS ADMINISTRATEN
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Step 2 - Daily Morning
SBT Screening
Evaluation

» Coordinate with RN for timing
of sedation vacation

» Make sure head of bed is >30°

» Calculate Richmond Agitation-
Sedation Scale (RASS)

>
>




Step 2 - Daily Morning
e SBT Screening
Evaluation

£ & » Coordinate with RN for timing

= g.,.',",.,.”...,,.. ~ of sedation vacation

W 4 > Make sure head of bed is >30°
i

%

)| [ - » Calculate Richmond Agitation-
lt‘”mﬁmm I, 48 Sedation Scale (RASS)
o Tl WL RO N E v » Moderate Sedation - -3

R RN » Light Sedation > -2
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Step 2 - Daily Morning
SBT Screening
Evaluation

» Coordinate with RN for timing
of sedation vacation

'- > Make sure head of bed is >30°

: » Calculate Richmond Agitation-
Sedation Scale (RASS)

» Drowsy - -1
» Alertand Calm > 0




Step 2 - Daily Morning
SBT Screening
Evaluation

Coordinate with RN for timing
of sedation vacation

Make sure head of bed is >30°

Calculate Richmond Agitation-
Sedation Scale (RASS)

» Restless > +1
» Agitated > +2




Step 2 - Daily Morning
SBT Screening
Evaluation

§ » Coordinate with RN for timing
of sedation vacation

| a’ » Make sure head of bed is >30°

» Calculate Richmond Agitation-
Sedation Scale (RASS)




“The Early RT gets the Tube”

-Me thinking of slide titles circa 5 minutes before this presentation

» Aim for start time between 0400 - 0500
» Patient rested overnight
» Outside of shift change / rounding hours

» Place patient’s head at at least 30°

» Transition to Pressure Support Ventilation
» Pressure Support Ventilation (PSV) 5cmH20
» PEEP 5c¢cmH20

» Length of Trial: 1 hour Goal



L’V‘\f”_w\ During the Trial

avL

» Warning Signs to watch

‘%r » Pulse < 60 or > 130 bpm
» Sustained Respiratory Rate > 38 bpm

» Systolic Blood Pressure > 180mmHg or
< 90 mmHg

» Sp02 < 88% despite increasing FiO2 to
50% or higher

\IL/L__ » ETCO2 increase/decrease > 10mmHg

» Significant change in respiratory
pattern, diaphoresis, or paradoxical
breathing pattern




Post SBT Trial

» Obtain the Following Values after successful 1 hour SBT
» FVC (Forced Vital Capacity in mL/Kg of Ideal Body Weight)
» NIF (Negative Inspiratory Force cmH20)
» RSBI (Rapid Shallow Breathing Index)




Forced Vital
Capacity

>

Aim for a target of over 10
mL/Kg of Ideal Body Weight.

The first comprehensive study
was by Sahn and Lakshminarayan
in 1973.

100 patient study

Minute ventilation of less than
10L/min closely related to the
ability to stop mechanical
ventilation.

>ex Female Male

Height

actual body weight
Optional, for calculating adjusted body weight Ibs 5
n obese patients

Result:
Please fill out required fields.

»» Next Steps & Creator Insights

FORMULA

Ideal Body Weight (Devine formula):

* |deal body weight (IBW) (men) = 50 kg + 2.3 kg x (height, in - 60)

* |deal body weight (IBW) (women) = 45.5 kg + 2.3 kg x (height, in - 60)

s Note: this formula is only an approximation, and is generally only applicable for
people 60 inches (5 foot) tall or greater. For patients under 5 feet, one commonly-
used modification is to subtract 2-5 Ibs for each inch below 60 inches (written
communication with leading expert Dr. Manjunath Pai, 2018).

Adjusted Body Weight (ABW), for use in obese patients (where actual body weight = IBW):
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Rapid Shallow

Breathing Index

Respiratory rate

breaths/min

Tidal volume

Please fill out required fields.
7> Next Steps & Creator Insights
FORMULA

RSBI (breaths/min/L) = f/vr,

where fis respiratory rate and Vy is tidal volume in L.

FACTS & FIGURES

Interpretation:

RSBI Interpretation
<105  Likely successful wean to extubation (97% sensitive, original study), "positive”

>105  Likely to fail extubation, "negative”



Additional Attributes
to Consider

I Cuff Leak Present -

Secretions manageable

« Strong Effective Cough
» Gag intact
« Swallow intact

I Patient Following Commands -

Patient able to Lift head off

I bed -




If Patient meets ALL of
the Extubation
Criteria, RT will
extubate per RT

Protocol

If Patient does NOT meet ALL of the
Extubation Criteria, discuss with ICU Team




Ventilator Weaning Protocol Process (Medical and Surgical 1ICU) ———
2/24/2020 UniyersityVermont

X RT and ICU provider collaboration
( Intubated Patient ) during evening rounds to verify
appropriatness for RT driven
l extubation eligibility

Screening evaluation between
PERFORM SCREEMING EVALUATION 0400 — 0500

Coordinate with daily awakening

®  RT coordinates with nursing
10 ensure interruption of
sedation and assessment
of daily awakening

Weaning Criteria
*  5p02>%0%
Pulse < 130
Respiratory Rate < 38
PEEP < 8 cm H20, FiQ2 < 50%
Place head of bed » 30 deg
Clarify plan for neurasurgical patients
or if ICP moniter present

SBT Termination Thresholds
Pulse < 60 or> 130
Sustained RR > 38
1 hour SBT Systolic BP = 180 or < 90 mmHg
successful? S5p02 < 88% on FIOZ 0.5 or higher
ETCO2 change > 10 mmHg
Significant change in respiratory pattern,
diapheoresis

Extubation Readiness Criteria
= RSBI<80(0PS5PEEP)
Motify LIP to NIF =-20 cm H20
discuss . FVC > 10 mifkg IBW
extubation Cuff leak?
{requiras MD Manageable secretions?
order) Cough, gag, swallow?
Follows commands?
Head lift?

RT extubates per protocol
{RT responsible for orders and documentation)

( Extubated Patient )




PLACING THE EXTUBATION IN THE RESPIRATORY
THERAPIST'S HANDS — CAN WE BE SUCCESSFUL?

DARCEY LAFRENIERE, ALEX GAMBERO, EMILY PARENT, CHRIS CHAMBERS, MARK HAMLIN
EESPIRATORY THERAFY, UNIVERSITY OF VEEMONT MEDICATL CENTER, BURLINGTON VT

Background

Many patients who are mechanically vertilabed are oflen @xtubated lang after
bing chnically reacly. Exterced and urnecessary mechanical ventilation fime
can bead bo several negative aulcomes, such as increased sk of infection,
Venator Indused Lurg Injury (VILI), Vensator Associated Evants (VAE] and
increased length of stay (LOS). A our academic medical center, patients’
exiuibations wars faund o be delayed (after meeting criteria) for several reasare,
including resident physician hesitancy, lack of attending MD presence, of
proximity b end af shift.

Our goal wis 16 define and implament a pratoee with 2 sat of abjective critera
for weaning and extubation. Using this protecal, the Respiratary Tharapist (RT)
would extubiate the pasient withsut 8 physician evakiation - eliminating dekay and
shertaring the caurse of meshanisal ventikaticn without any inpkanned
reiniubations.

Methods

Every wening during reunds, weaning and extiibation evaliatin for every
ventilaled pasient weuld be discussed betwesn the RT and resident physician

provider. f weaning readiness criteria was mat, a daiy 1 hour spontanssus
breathing trial (SET) would be perfarmed bebween the RTIFEGE04:00 - 08200
anm.

Weaning reaciness was defined as having:
= FIO2 =50% with a BP02 >00%
+ PEEP {Pasitive End Expiratory Pressuse) < 8 emH20
= HR =130
« RR <38
SBTs were condusied on Pressure Suppart Weritation (PSV) § and PEEP B,
BBTs were tamminated if ary of the following thrashald valles were obsened:
= HR =80 ar> 130
Sustained RR > 38
Systalic Blocd Prassura > 180 or <90 mmHg
SPO2 « 85% despite increasing FIO 2 io B0%
ETCOZ increasaidecrease > 100mmHg
Significant change in nespitatory patiern, diapharesis, or paradoxical
breathing patiern
If & surcassful SBT was completed, the RT wauld perform pulmanary mechanics,
@ Rapid Shallow Braathing Index (RSB1) and assess extubation readiness (par
peotoeal).

Nen b= who met extubation criteris woukd be axtubated by the RT.
g Criteris was definad as:
Rbreatha/mind (0 PS, & PEER)
X
el Bedy Wisight (IBW)

aible (oaugh, gag, swallow intact)
mands, able 1o i head off bad

fr\Vermont
CENTER

Buccess was defined as remaining ventiliator free for 72 hours post-extidhation.
Al patimnds wha met the initial weaning criteria would have 3 smart nole temgalate
placed imo their char, regandless of whather they wens exiubated or not (Sea
Figure 1), This bath served 2= a tracking foal for dats collection, and helped
faclitate communication with the atiending physician and the rest of the ICU
team.

Vent Wean

Patient jqualfiasdoaes rot qualfy) tor RT diven esubalion prodocsl, as Secussed with
piysl clan ™. Wl proceed with SBT in fe moming.

This patent [RT Did'Did Mot Meet Spontanecus Ereathing Triall.
Patient JRT dididid nol iolenade weaning irial}
Flaced back on previous vent seming dus o ™.
Exfubafion criteria was (RT exfubalion meknot mef}

RAgs

Fug e

=

P SET ASEI

Al leak was [Fresend Mot present)

Secratons ane ™

Patant {115 not} folowing commands
Patient met al orieria for exdubation. and was estubalied io ™.

Patiert mat af oriiera for subation. but was not exubated because ™ and was placed back
on previous vent sefings ————————

Figure 1: Tiis it Sarsat Pmeams sttt woss £reeed b2 rmmure o sapects of
L] el prigsady @l it huirl.

Results

Thesre wiere 3 Sotal of 34 patients during the svaluation period who met eriteria for
‘weaning and complated a successful 1 hour weaning trial 21 of thess patients
were in ol Medical ICU (MICU) and 13 were inour Surgical/Neuresungical 1ICL

(sIcu).
Out of the total 34 patients, 12 {35.3% ) were succasshully extubated by an RT

feliowing the protocal, O in MICU and 3 in SICU (Table 1). The average fme from
end of & successul SET and extubation was 65 minutes.

Poor neurslogical staiiss, provider daclined, planned procadures, and ceher (12,
5, 2, 4) respectively, were given as reasans for nol extubaling the cther 22
patients {Table 2).

Mare of patients that were sy babed via the BT driven profocal required
reintubation within the 72 bour window.

Disclosures

All authors conflict of inberast: nane

Al ress arch Runding, spanearships, provision of sguipment, or other financial suppaet: nane

Conclusions

Iimplernenting a respiratory theragy diven weaning and exhibation pretscal can
facilitaie swocessful and imely extubagion by RTs. Safaty measures as outlined
it cur pratacel, along with attending Fhysican suppor in eur G, supparsd
this praciice change at our academic medical cerer. With cleary defined criteria
and a care plan in place, RTs can evaluale, assess and perfom exiubation
without direct physician guidance.

bk - This gainsh o e & iy ik
axtuation critirin mad wens extsbat i, sucorerhily extsbeder, and it el wees axussied
Gtk of e P diwen pritac

Reapinas For Exnubunion Outtide of Froto

Mabki 2: This paingh scmmis rusiboar of pudiir s ectubued cusicde H FET diwan protecol ind i
=urrisy of aberds er 2eh esen
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30
25
20
15
10
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Extubation Criteria Evaluations

34

Passed Dail
Weaning Tria

Met Extubation
Criteria

Sucessful
extubation By
RT (>72 hrs)

Extubation
Outside of
protocol




Reasons For Extubation Outside
of Protocol

Compromised Physician Planned Other
Neuro Status declined procedure




Future
Considerations

Expanding Parameters

If 100% of weaning patients are
successful, are we weaning enough
patients?

Increasing RSBI threshold
Increasing Minute Ventilation threshold

Increasing Pressure support to 5cmH20
for RSBI assessment

Adding additional monitor values to
trend

End-Tidal CO2 changes

Submit your ideas ©



Next Steps

» Continue to promote daily
weaning and review readiness for
extubation

» Continue data collection to
evaluate changes in length of
stay, reintubation rates, and
compliance with RT Protocol
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Step 1: ET must communicate with ICU licensed independent practitioner (LIP) during evening shift or overnight to determine
patient eligibility for BT driven extubation the following m oming, or when patient m eets the criteria in Step 2. The purpose
of thisis to confirm stabilization of initial reason for intubation, and to ensure that there are no other non-respiratory bamiers
to extubation (see step 3).

Step 2: PERFORM SBT SCEREENING EVALUATION DAILY (recomm ended start tim es:

UVMMC (0400-0500). AHMC (0730-0830)
CVMC (0400-0300) PMC (0700-0900)
CVPH (0400-0600)

Coordinate with RN re: timing of daily awakening.
Respiratory therapist (R T) will docum ent in flowsheet and note (see docum entation requirem ents in Step 6).

The following criteria must be met prior to RT protocol initiation of a spontaneous breathing trial (SBT):
¢ Sp02=00%
Pulse < 130
Respiratory Rate <38
Fi02 < 0.5 and PEEP (Positive End Ex piratory Pressure) < § cm H20
Place head of bed > 30° (per HOB guidelines)
Clarify weaning plan with prim ary team for neurosurgical patients, or if an ICP m onitor is present

Patients on the following support DO NOT meet criteria for the weaning protocol
*  Nitric Oxide or Flolan

APRV (Awrway Pressure Release Ventilation) Bi-level Ventilation

Inverse Ratio Ventilation

HFOV (High Frequency Oscillatory Ventilation)

Its Policy ©

Additional comments: If spinal cord injury, use SCI protocol

Step 3: START SBT
A spontaneous m ode of ventilation with P3 (pressure support) 5 and PEEP (positive end ex piratory pressure) 5 are
considered to be the desired m inim al support for spontaneous breathing trials. If the patient is currently on greater than 35 of
PEEP, reduce their setting to PEEP 3 for the duration of the breathing trial aslongas they are stable. Breathing trial not to
extend longer than 1 hour.

Terminate wean if any of the following threshold values are observed. Docum ent all rea sons for term ination of the wean.
(Patient is to return to previous ventilator settings and notify LIP)

Pulse < 60 or> 130

Sustained RR > 38

Systolic Blood Pressure > 180 or <90 mmHg

Sp02 < 88% despite increasing FIO2 to 50% or higher

ETCO2 increase/decrease > 10 mmhg

Significant change in respiratory pattern, diaphoresis, or paradoxical breathing pattem

Step 4: POST SBT TRIAL

Obtain the following values after successful 1 hour SET trial:

RSBI

AT




On your way out, consider the following:

\6, o V
g M@

RTs are present with RTs are coordinating with RTs are collecting data to Promote Physician
weaning patients from nurse/resident colleagues support next step in Champions who are
sunset to sunrise for successful daily trials ventilator liberation allowing the RTs to get the

job done
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