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STANDARD OPERATING PROCEDURE

SUBJECT: Post Anesthesia Patient Extubation in the Post – OP area

1. PURPOSE: To detail the procedures and steps for patient extubation in the post-op area of post-surgical patients of the FST.

2. SCOPE: All assigned and PROFIS personnel.

3. REFERENCE: Morgan and Mikheal, Clinical Anesthesiology, 3rd ed. 1997.

GENERAL: 

The intent of every anesthetic conducted in the operating room of the Forward Surgical Team is for eventual extubation of the patient while in the operating room. However, this is not a realistic expectation if MASCAL or other more pressing tactical medical situations arise and valuable operating room time must be maximized. The maintenance of a patent airway for every patient is of utmost importance to all caregivers in the FST.

PROCEDURE:

1. An anesthesia care provider will be present when available for all extubations in the post-op area. If this is not possible, another licensed individual, MD, AN or 91W will conduct the extubation. The person or persons overseeing this event will be familiarized in endotracheal intubation by direct laryngoscopy. The anesthesia care providers will provide and ensure that individuals on the FST have been familiarized with endotracheal intubation and direct laryngoscopy. Furthermore, it is the expectation that all personnel conducting extubation procedures be ACLS qualified.

2. Certain equipment will be available for all extubations at the patient’s bedside. This includes the following: 

a. Suction with tubing and yankuer tip

b. Ambu bag

c. Oral airways/ nasal airways

d. Oxygen

e. Functioning Laryngoscope with Miller/Macintosh blades

f. Endotracheal tubes sizes appropriate for patient

g. Induction agent ie. Amidate or Pentothal

h. Muscle relaxant to include succynylcholine and non-deplorizer ie. Vecuronium

i. Tape

3. Patients will meet certain physiologic criteria for extubation before caregivers proceed with extubation. These include:

a. In the event that an MD or CRNA is not available for extubation the patients will undergo a t-piece trial of 15 minutes at an FIO2 of 0.40 or greater on a spontaneously ventilating patient. During this trial the patient should be stable as evidenced by respiratory rate of less than 25 and greater than 10bpm, pulse oxymetry of greater than 97%, and the absence of profuse pulmonary secretions will be determined.

b. Prior to extubation Patient will be spontaneously breathing and appear to be in no distress. 

c. Patient will be following simple commands. These may include patient squeezing caregivers hand, sticking out their tongue, and sustained headlift for 5 seconds.

d. Vitals signs will be within normal limits, patients who are unstable will not be extubated without physician or CRNA being present. Blood pressure will be within 20 percent of baseline. Pulse-oxymetry will be greater than 95% on room air after t-piece trial confirmed.

4. The following is the specific sequence to be followed for patient extubation after the above criteria have been met or exceeded.

a. Insert bite block or oral pharyngeal airway before patient fully arouses in order to prevent the patient from biting the endotracheal tube and creating a negative pressure pulmonary edema event.

b. Once patient has met the above critieria. Suction the patient’s airway to ensure that all secretions are removed.

c. Using a 10cc syringe empty the pilot balloon of air.

d. Have the patient take a deep breath.

e. With the Ambu bag connected remove the endotracheal tube in one smooth motion while giving a positive pressure breath.

f. After extubation confirm the patient continues to spontaneously breathe while ruling out laryngospasm.

g. A larygospasm can be diagnosed if the patient appears to be attempting to ventilate and the chest rocks back and forth and no air movement is auscultated over the chest wall. This can be a life-threatening scenario and must be treated immediately. Negative pressure pulmonary edema can also be induced when the patient attempts to breathe against a closed glottis.

h. If a laryngospasm occurs, call for a CRNA immediately and an FIO2 of 1.0 should be available.

i. Attempt to give a positive pressure breath.

j. If still unsuccessful administer 20mg succynlycholine IV and prepare to ventilate the patient by positive pressure. 

k. If re-intubation is indicated a CRNA should be available. If this not possible due to the tactical medical situation, the most experienced laryngoscopist available will re-intubate the patient.

5. After successful extubation is complete patients will be monitored for at least one hour before evacuation. A CRNA or MD will clear patients before transport to higher medical authority. This can be accomplished by a verbal report by licensed personnel or direct evaluation.
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