REVIEW OF RE-INTUBATIONS IN A MIXED
GENERAL AND NEUROSCIENCES UNIT AND THE

SQAZ2T

DEVELOPMENT OF EXTUBATION CHECK LIST

Juiliana Hamzah, Antony N Thomas
Critical Care Unit, Salford Royal Hospital

Introduction
« Patients who require re-intubation are more likely to have » This may be a particular problem in patients with neurological
prolonged ICU stays and to die in critical care [1]. disease [2].
Objectives

« To review the electronic intubation records in a mixed general .
and neurosciences unit to identify re-intubations in critical care.

To identify patient factors, risk factors associated and any
changes that could reduce the rate of re-intubation.

Methods

« Allintubations are recorded using a structured note on our unit. .

The numbers of critical care intubations per patient were
calculated and the reasons for re-intubation were classified.

* The records between January 2019 and November 2020 were (Table 1 and 2)

reviewed together with the patients’ other electronic records.
» Chi-squared tests were used to compare categorical data.
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Results

« There were 3657 admissions for 3164 patients admitted in the
study period.

« 367 (12%) died on the unit.
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« 1525 (48%) had a neurological diagnosis.
Died = Survived

* The mean APACHE 2 score was 11 (SD 6). Single intubation

« We identified 455 intubations in 342 patients. Of these 342
patients, 81 (23%) had more than one intubation in critical care
(2=53, 3=24, 4=4) (Table 1).

Chart 1. Mortality in patients who were intubated in the ICU.
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« Of the 261 patients with single intubation, 81 (31%) died (Chart
1) and 136 (52%) had a neurological disease of which 34 (25%)
died (Chart 2).

* The corresponding figures for the 81 patients with multiple
intubations were 24 (30%) deaths (Chart 1), 39 (48%) had a

Chart 2. Neurological diagnosis and related mortality in the intubated patients.

neurological diagnosis of whom 8 (21%) died (Chart 2). . . Number of | Percentage
Reasons for re-intubation re-intubation (%)
* None of these findings was significantly different between the _ _ ' -
Sing|e and mu|t|p|e intubation groups. Failed trial of extubation 181 70.7
« 154 of the first intubations in critical care were documented as ETT change for obstructed tube or leak 52 20.3
re-in_tupations, having had their primary intubations prior to Self extubation 10 39
admission.
_ _ _ _ _ ETT dislodgement 6 2.3
» This gave a total of 256 re-intubations (56% of all intubations). — : :
To facilitate procedure (e.g. imaging, 5 5
« Of the reasons for re-intubation, 181 (70%) had had a failed trial bronchoscopy)
of extubation, 52 (20%) had had a tube obstruction or leak and Tracheostomy dislodgement 1 0.4
only 10 (4%) had self-extubated (Table 2).
_ _ _ _ _ Failed tracheostomy tube change 1 0.4
« 33 re-intubations in 28 patients had signs of laryngeal oedema
Total 256

(78% were females).

Table 2. Reasons for re-intubation.

Conclusions

* On our unit, there was no difference in the [
mortality or the number of patients with a
neurological diagnosis between patients who

Extubation check ||St S‘RFT for consultant staff

had had one or more than one intubation on
the unit.

* Qver half of all the intubations on our unit were
re-intubations, most were associated with trials
of extubation.

» To address this problem, we produced a
checklist to facilitate best practices around
trials of extubation (Figure 1) [3].
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Document and communicate

Pre- plan (up to 24 hrs.)

1. Pre extubation

Consider

1. Spontaneous breathing
&al- e.g. One hour Pressure

support 5cm H20 with 5 cm
CPAP

2.Lung recruitment post
breathing trial

3.Risk of laryngeal oedema-

Female, > 6 days intubation,
traumatic intubation, burns

4. Leak test-

Clear airway then slowly deflate
cuff- (Consider day before)
Audible leak, Volume loss
around cuff >110 ml (difference
between inspired/exhaled
volumes), Volume loss around
cuff >24% tidal volume

5. No leak of high risk
Consider direct laryngoscopy &
Dexamethasone 3.3mg four
hourly for 12 to 24 hours.

2. Planning for Extubation:

People: Nursing staff, review other
activities on pod, Physiotherapist for
post extubation support.

Equipment:

Consider if patient would benefit
from nasal high flow/NIV (most non-
straight forward extubations: Nasal
high flow or NIV for e.g. COAD).
Check preparedness to reintubate:
See B@ease checklist

Do staff have PPE equipment?
Potential delirium:

Not required devices removed and essential
devices secure (e.g. nasal bridle), staffing
and location appropriate

Does the patient have a potentially
difficult airway?

Consider availability of difficult airway
equipment and competent staff, review

D.A.S guidelines.

Will the patient need nebulised
adrenaline (e.g. 1m1/1:000 in 4mINaCl) or
bronchodilators?

Consider Doxapram if the patient is
morbidly obese.

3. Extubation

Do staff have PPE?

Upper airway clear and
subglottic tube aspirated?

Feed stopped and
aspirated? Insulin
paused?

Post extubation oxygen
set up and ready to go

(Not very straight forward-
Nasal CPAP, COAD consider
NIV)

Can the patient be
ventilated/re-intubated if
required post extubation?

Communicate with
nurses- Patient position,
process for extubation
and who will do it?

\

4. Post Extubation

Document extubation in
‘Extubation record’ of
lines and devices insertion
document

Communicate clear plan
for on-going adjustments
to respiratory
support/oxygen therapy
and NG
feed/insulin/swallow
assessment.

Prescribe nebulised
adrenaline or
bronchodilators or change
from MDIs

Communicate with senior
nurse on the pod and
physiotherapists

Communicate how long
you want airway
equipment left at the bed
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Figure 1. Extubation checklist
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