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Case

o /8 year old male admitted with pneumonia who had an episode

of vomiting followed shortly thereafter by worsening respiratory
status...

* When you walk into the room, you see an agitated patient with a
respiratory rate of 30/min and oxygen saturation of 95% on non-
rebreather mask

« Pt is pulling non-rebreather mask from his face and appears
anxious



What Next?



“Call Anesthesia”



Intubation

e More than just a “procedure” in this high-risk population

* Need a multi-disciplinary, team-based approach



Acute Respiratory Failure

 Commonplace but one of the “highest-risk” conditions that we
routinely manage

e Complications:
— Failed airway
— Severe Hypoxia
— Cardiovascular collapse/hypotension
— Cardiac arrest







Acute Respiratory Compromise

 Incidence: 45,000 cases/per year in-hospital the US (likely
underestimate)

 In-hospital mortality: 39%
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However, 6% suffered cardiac arrest during the episode

In-hospital mortality: 83%




Acute Respiratory Failure - Cardiac Arrest

Worst outcome as Is oftentimes almost equal to in-hospital death

Incidence:
— Anesthesia Operating Rooms: 1 in 10,000

— Emergency Department: 1-5%
— In-hospital: 5-15%

Possibly preventable

Risk factors -
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Time from Intubation to Cardiac Arrest
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Hemodynamics not always considered and
Intervention was rarely given

e Only 10% of patients with ARF received a fluid bolus

* None of pre-intubation hypotensive patients received a fluid bolus



Is This Preventable? What Should We Do?



Optimize Pre-Oxygenation

 Non-rebreather versus BVM
 Non-invasive ventilation

 Other evolving concepts — high-flow nasal oxygen



Hemodynamic Management

e Optimize hemodynamic status
— Fluids (almost always initiate fluid bolus)
— Pressors (push dose versus infusion if needed)

« Ensure optimal monitoring prior to intubation and continuing



Post-intubation Care

Ensure tube placement (ETCO, — ideally, quantitative)

Continue to optimize hemodynamics — remember that any push
dose pressor has short half-life!

Post-intubation monitoring — continuous ETCO, +/- arterial line

Arterial blood gas within 15-30 minutes and optimize ventilator
settings

Sedation plan (pre-planning plus ‘right’ choice)



Acute Respiratory Failure Checklist

(Jaber et al. Intensive Care Medicine 2010)



Pre- Post- Intervention

(Jaber S. Intensive Care Medicine 2010)



Wait — there Is not enough time in an
emergent situation for a checklist



Captain Sullenberger: Hey, uh...this Is Cactus 1549 — hit
birds and have lost thrust In both engines...returning back
towards LaGuardia







Approximately 10-15 seconds after the bird strike, the co-
pilot begins the “double engine failure” checklist










However, Captain Sullenberger turned on the auxiliary
engines within seconds and the co-pilot never actually
finished the checklist before they hit the water...
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code

vitals/resuscitate)

Transfer to the ICU rapidly
(if not there)
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Conclusions

« Acute respiratory distress/failure/compromise Is a common
occurrence

 [ntubation during acute respiratory distress Is more than just an
“alrway procedure” and a team-based approach Is essential

e The key elements of success:
— Optimize pre-oxygenation
— Optimize hemodynamics
— Anticipate difficult airways
— Good post-intubaton care
— Consider “PRE-EMPT” or similar approach
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