
 

  
  

Hypoxia 
Non-CO retainer < 92%, CO retainer (Chronic lung disease) < 88% 2 2 

Targets 
94-98% - non-CO

2 
retainer 

88-92% - CO2 retainer 

- 

- 

Try to achieve saturation targets within minutes 

Reduce RR within 1 hour 
• 

• 

RR < 10 

RR > 10 

BBVM + IPPV 

Start with assessment of RR 

Basic Oxygenaꢀ on & Basic Venꢀ laꢀ on 

- 

- 

Prop up (Provided BP Normal) 

Suggestive of COPD/Asthma → 

Nebulization 

- NRBM 10-15 l/min 

- Suggestive of HF → IV Frusemide if 
SBP> 90 

- Next - 

HypoxiaꢀCorrected HypoxiaꢀNotꢀCorrected 

Move to Circulation 
- 

- 

Correct BP Refer Shock Guideline 

Refer to the Guide on escalation of 

respirator support and initiate 

HFNO/NIV/IPPV 

Exclude other major 

presentations 

Treat the cause simultaneously 

(Refer SOB Workup) 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

Acute Asthma 

Anaphylaxis 

Pneumonia 

COPD Exacerbation 

Pulmonary Embolism 

Pneumothorax 

Interstitial Lung Disease 

Pleural Effusion 

ACS 

Acute Pulmonary Edema 

DKA 

Sepsis 

Anemia 

Source: Major presentations in Medical Practice. ISBN 978-624-6246-12-9 



 

  
  

Targets 

RR < 25 Guide for escalaꢀ on ofꢀrespiratory support 
SpO2- 94%-98% non-CO2 retainer, 88-92% in CO2 retainers (HCO3 30 or more on the VBG) 

Timing to achieve targets 

Saturation-within minutes 

RR- within hours 

Parameter 
Respiratory rate, 
work of breathing 

Saturation 

Normal 

Normal 
Normal 
No 

respiratory respiratory 

failure failure 

Normal 

Impending Late Type 2 

respiratory 

failure 

Near fatal type 2 

respiratory 

failure 

PCO2 Normal 
Late Type 1 

respiratory failure 

Impression Early Type 1 

respiratory 

failure 

Early Type 2 respiratory 

failure 

Basic 

Ventilatory 

Support 

Prop up if BP 

normal, Nebulize if normal, Nebulize if 
Rhonchi 

IV Frusemide if 

evidence of acute 

Prop up if BP Prop up if BP normal, Prop up if BP normal, Nebulize if Rhonchi Prop up if BP normal, Nebulize if Rhonchi Prop up if BP normal, 
Nebulize if Rhonchi 

IV Frusemide if evidence of IV Frusemide if evidence of 

Prop up if BP normal, 
Nebulize if Rhonchi Support Nebulize if Rhonchi 

IV Frusemide if evidence 

of acute pulmonary 

oedema 

IV Frusemide if evidence of acute 

pulmonary oedema 

IV Frusemide if evidence of acute 

pulmonary oedema Rhonchi 
IV Frusemide if 

evidence of acute 

acute pulmonary oedema acute pulmonary oedema 

pulmonary oedema pulmonary oedema 

Nil FM 5- 

10L/min 

NRBM 10- 

15/L/min 

Follow early 

advanced 

therapy 

NRBM 10- 

15/L/min 

Follow early 

advanced 

therapy 

NRBM 10- 

15/L/min 

Follow early 

advanced 

therapy 

NRBM 10- 

15/L/min 

Follow early 

advanced 

therapy 

NRBM 10- 

15/L/min 

Follow early 

advanced 

therapy 

NRBM 10- 

15/L/min 

Follow early 

advanced 

therapy 

Ambu ventilation 

with 100% O2+ 

nasal 
Basic 

Oxygenation 

cannula 

Advanced 

Ventilation + 

Advanced 

+/- HFNC 

60L/min 

HFNC 

60L/min 

CPAP/BiPAP HFNC 

60L/min (If 
NIV is 

BiPAP Single BiPAP dual limb/ NOV Dual limb/ 

limb IPPV Maximum o2 IPPV 

flush Maximum 

Oxygenation contraindicat O2 flush 

ed) 
Type of 
ventilatio 

n 

Negative 

pressure 

spontaneou spontaneous 

Negative 

pressure 

Negative 

pressure 

spontaneous 

Negative 

pressure 

Positive 

pressure 

Negative 

pressure 

Positive 

pressure 

spontaneou 

s 

Positive pressure 

spontaneous 

Spontaneous / 

mandatory 

positive pressure 

ventilation 

spontaneous spontaneous spontaneou 

s s 

Key problem 

Treat the underlying 

cause 

SOB Hypoxia Hypoxia Hypoxia Hypoxia Hypoxia 

Preventive Refer SOB 

measures workup Hypoxia workup Then SOB Hypoxia workup → Then SOB workup 

workup 

Source: Major presenta  ons in Medical Prac  ce. ISBN 978-624-6246-12-9 



 

  
 

 

  

Indicaꢀ ons for HFNC 

• 

• 

• 

• 

• 

Type 1 respiratory failure 

Intubaꢀ onꢀ(pre-oxygenaꢀ on andꢀapnoeic oxygenaꢀ on) 
Post-extubaꢀ on respiratory distress 
Do-not-intubate/ palliaꢀ ve seꢀ ngs 
Oxygen supply during invasive procedures,ꢀe.g. BAL,ꢀTOE, upper GI endoscopy 

Contraindicaꢀ ons for HFNC 

• 

• 

• 

• 

epistaxis 

base of skull fracture 

surgery to the nose or upper aero-digesꢀ ve tract 

nasalꢀobstrucꢀ on; e.g. nasalꢀfracture, tenacious secreꢀ ons, tumour 

Indicaꢀ ons for NIV 

• An acute exacerbaꢀ on of chronic obstrucꢀ ve pulmonaryꢀdisease (COPD) withꢀa 
respiratory acidosis (pH 7.25-7.35) 

• Type IIꢀrespiratory failure secondaryꢀto chest wall deformity or neuromuscular 
disease Cardiogenic pulmonaryꢀoedemaꢀwhichꢀisꢀunresponsive to CPAP 

Contraindicaꢀ ons for NIV 

• 

• 

• 

• 

Facial burns/ trauma/ recent facialꢀorꢀupper airway surgery 
Vomiꢀ ng 
Fixed upper airway obstrucꢀ on 

The presence of anꢀundrained pneumothorax 

Relaꢀ ve contraindicaꢀ ons include: 

▪ 

▪ 

▪ 

▪ 

Recent upper gastrointesꢀ nal surgery 

Severe co-morbidiꢀ es 
Confusion/agitaꢀ on/decreasedꢀlevel of consciousness 
Bowel obstrucꢀ on 

Targets 

• 

• 

RR<ꢀ25 

SpO2- 94%-98% non-CO2 retainer, 88-92% in CO2 retainers (HCO3 30 or more 

on theꢀVBG) 

Timing to achieveꢀtargets 

• 

• 

Saturaꢀ on-within minutes 
RR- withinꢀhours 

Source: Major presentaꢀ onsꢀin Medical Pracꢀ ce.ꢀISBN 978-624-6246-12-9 



 

  
  

High Flow Nasal Cannula (HFNC) 

The high flow nasal cannula (HFNC) is a special device that can deliver a conꢀ nuous flow of gas 

between 20 and 60 L/min and offers many physiological advantages that other oxygen delivery systems 

do not. It requires specific devices, (i.e. Opꢀ Flow™, Airvo etc.) which blend compressed medical air 
andꢀoxygen to deliver a conꢀ nuous flow of 20-60 L/minꢀthroughꢀa warmed andꢀhumidifiedꢀcircuit. 

How does it work? It’s the Flow. 

1 . HFNC washes out nasopharyngeal dead space, improves oxygena  on, decreases the work of 

breathing and respiratory rate. 

▪ 

▪ 

The highꢀflow rate makesꢀbreathingꢀmore efficient because it washes out the dead space. 
When a paꢀ ent is in distress, the wash out of dead space makes breathing more efficient 
because it significantly decreases the amount of re-breathed carbon dioxide and acts as a 

conꢀ nuous reservoir of new gas. 

▪ Thisꢀulꢀ mately decreases the respiratory rate andꢀwork of breathingꢀin your paꢀ ent. 

2 . HFNC delivers flow, not pressure like CPAP or BiPAP, but the flow can generate an es  mated 2-5 

cm H2O of PEEP. 

▪ Even these low levels of upper airway pressure can increase the funcꢀ onal residual capacity 

(FRC) andꢀlungꢀrecruitment 

3 .HFNC can match your distressed pa  ent’s inspiratory flow, high-flow nasal cannula can deliver 
near 100% FiO2－more than a NRB can. 

▪ HFNC is a beꢀ er oxygen delivery and respiratory support device than the standard non- 

rebreather oxygen mask, venturi-mask, and simple low flow nasal cannula in a hypoxic 

paꢀ ent. 
 Source: Majorꢀpresentaꢀ onsꢀin MedicalꢀPracꢀ ce.ꢀISBNꢀ978-624-6246-12-9 



  
 

 

  

▪ 

▪ 

▪ 

In respiratory distress, a paꢀ ent’s inspiratory flow and minute venꢀ laꢀ on are much higher than 

theꢀ15ꢀL/min flow of oxygen fromꢀa non-rebreather mask. 
This means with each breath room air is being inhaled along with the supplemental oxygen, 

ulꢀ mately decreasingꢀthe total FiO2 beingꢀdelivered to your paꢀ ent. 
HFNC can beꢀ erꢀmatch the inspiratoryꢀflow and minuteꢀvenꢀ laꢀ on of most paꢀ entsꢀto deliver 
a consistent amount of oxygen and less inhaled ambient roomꢀair 

1. Heat and humidifica  on make the high flow tolerable and probably helps with secre  on clearance. 

▪ Paꢀ ents are able to tolerate the high flow rates from a HFNC because of heaꢀ ng and 

humidificaꢀ on. Prior to reaching the paꢀ ent’s nose, the air can be humidified to 100% and 

warmed to body temperature. 

▪ 

▪ 

Thisꢀbothꢀimproves paꢀ entꢀcomfort andꢀpreserves mucociliary funcꢀ on. 
It improves secreꢀ on management and can reduce re-intubaꢀ on related to upper airway 

obstrucꢀ on. 
▪ It can also decrease the amount of energy the paꢀ ent expends heaꢀ ng and humidifying 

inspired air. 

▪ 

▪ 

Don’t set it and forget it; increase the flow to match your pa  ent’s distress. 

Beware of the paꢀ ent on 60 L/min of flow and 100% FiO2 who remains in respiratory distress! 

This paꢀ ent is failing despite a tremendous amount of support from the high flow device 

andꢀwillꢀneed escalaꢀ on of respiratoryꢀsupport to NIV. 

2. HFNC is effec  ve at pre-oxygena  on and apneic oxygena  on during an intuba  on a  empt. 
▪ Leaveꢀthe HFNC cannula in placeꢀthroughout inducꢀ on and laryngoscopy,ꢀasꢀthe conꢀ nuous 

highꢀflow promotes apneic gas exchange. 

▪ If the paꢀ ent is already being treated with a HFNC, our pracꢀ ce is to leave it in place with 

maximal flow andꢀFiO2 duringꢀinducꢀ onꢀand laryngoscopy. 

3. Similarly, in a pa  ent with a difficult airway who requires an awake fiberop  c intuba  on, consider 
ini  a  on of HFNC while preparing to intubate. 

▪ For anꢀurgentꢀorotracheal intubaꢀ on with a paꢀ ent siꢂngꢀupright, thisꢀapproach offers pre- 

oxygenaꢀ on while the proceduralist readies equipment and applies topical anestheꢀ c to the 

mouthꢀandꢀgloꢂs. 
▪ The nasal cannula does not obstruct the proceduralistꢀandꢀoffers respiratory support during 

theꢀawake intubaꢀ on. 

Source: Majorꢀpresentaꢀ onsꢀin MedicalꢀPracꢀ ce.ꢀISBNꢀ978-624-6246-12-9 



  
 

 

  

High Flow Machine Setup 

Steps 

. Prepara  on of Breathing Circuit & Chamber/Nasal Interface 1 

1 . Water Chamber Prepara  on: 

o Fillꢀthe sterile water into the water chamber up to the lower levelꢀof the black line 

aroundꢀthe chamber. 

o 

o 

Fit theꢀconnector into theꢀwaterꢀchamber to bridge the machine. 

Insert the water chamber into the machine. 

2 

3 

4 

. 

. 

. 

Water Bag Setup: 

o Prepare a sterile water bag andꢀconnect the tube aꢀ ached to the water chamber. 

Breathing Circuit Connec  on: 

o Connect the breathing circuit (tube) to the machine. 

Nasal Cannula Selec  on: 

o 

o 

Criteria for Selec  on: 

▪ 

▪ 

The nasalꢀcannula shouldꢀocclude 50% of the nostrils. 

The nasalꢀcannula should meet theꢀprescribed flow rate. 

Flow Ranges for Nasal Cannulas (L/min): 

▪ 

▪ 

Adults: 

▪ Smallꢀ(Orange):ꢀ10–50 

Medium (Blue): 10–60 

Extra Large (Green):ꢀ10–60 

▪ 

▪ 

Juniors: 

▪ 

▪ 

▪ 

▪ 

Smallꢀ(Red):ꢀ2–8 

Medium (Yellow): 2–20 

Large (Purple): 2–20 

Extra Large (Green):ꢀ2–25 

5 . Final Connec  on: 

o Aꢀ ach the selected nasal cannula to the breathing circuit (tube). 

Source: Majorꢀpresentaꢀ onsꢀin MedicalꢀPracꢀ ce.ꢀISBNꢀ978-624-6246-12-9 



  
 

 

  

2 . Machine Seꢂngs 

1 . Power On the Machine: 

Turn on the machine. 

Mode Selec  on: 

o 

2 . 

o Set theꢀmode based on the paꢀ ent group: 

▪ 

▪ 

Junior: 2–25 L/min 

Adult: 10–60 L/min 

o Long-press the triangle buꢀ on forꢀ3 seconds to select the mode. 

3 

4 

5 

. 

. 

. 

Temperature Seꢂng: 

o 

o 

Unlock by pressing twoꢀarrow keys simultaneously. 

Adjust the temperature: 

▪ 

▪ 

Junior: 34°C 

Adult: 37°Cꢀ(recommended) — canꢀincreaseꢀby 34°Cꢀif needed. 

Flow Rate Seꢂng: 

o 

o 

Unlock by long-pressingꢀtwo arrow keys simultaneously. 

Set the flow rate: 

▪ 

▪ 

Junior: 2 × weight (kg) L/min 

Adult: 30ꢀL/min (aboveꢀ30 L/min ifꢀneeded). 

FiO₂ Seꢂng: 

Adjust FiO₂ usingꢀthe O₂ flow meter. o 

Final Note 

Before connecꢀ ng the nasal cannula to theꢀpaꢀ ent: 

• 

• 

Run the machine for at least 5 minutes with room air only (do not supply O2). 
Thisꢀpracꢀ ce is subject to the ꢀ me of emergency. 

Source: Majorꢀpresentaꢀ onsꢀin MedicalꢀPracꢀ ce.ꢀISBNꢀ978-624-6246-12-9 



  
 

 

  

Administra  on of NIV- BIPAP/CPAP 

Conꢀ nue basic venꢀ laꢀ on andꢀoxygenaꢀ on support 

• Venꢀ laꢀ on 

i. 
ii. 

Propped-up 

Nebulize ifꢀsuggesꢀ ve of Asthma/COPD 

iii. Ifꢀcrepts+ꢀ& suggesꢀ veꢀof heart failure -> IV Frusemide 

• Oxygenaꢀ on 

i. 
ii. 

Face mask 5-10L/min 

NRBM 10-15L/min 

Re assess the pa  ent RR and SpO2 

ifꢀRR>25/min or SpO2 <94% or 

SpO2 <88% in chronic CO2 retainers (HCO3 >30 inꢀABG/VBG)→ꢀConsider escalaꢀ on to High 

Flow NasalꢀCannula (HFNC)/ NIV- CPAP-BIPAP 

Star  ng BiPAP ven  la  on 

1 

2 

3 

4 

. 

. 

. 

. 

Plug the machine 

Connect the machine to high flow 25L oxygen flow meter(25-70L) andꢀstartꢀ251 oxygen flow rate 

Switch on the machine 

Unlock theꢀmachine &ꢀgo to seꢂngs and select opꢀ ons as menꢀ oned below 

• 

• 

• 

• 

• 

Pathology- Normal 
Mode - ST 

IPAP-10 

EPAP-5 

BackupꢀRate – 15 

5 . Select theꢀappropriate mask 

• 

• 

Ifꢀtheꢀmask is a vented mask canꢀdirectly connect to the inspiratory limb. 
Ifꢀtheꢀmask is a non-vented mask connect addiꢀ onal venꢀ latory port to theꢀmask before 

connecꢀ ng to the inspiratory limb. 
6 

7 

8 

. 

. 

. 

Run the Machine - Feel the gas flow coming out from the machine 

Explainꢀabout Non-InvasiveꢀVenꢀ laꢀ onꢀto the paꢀ ent. 
Slightly remove the NRBMꢀandꢀfitꢀthe NIVꢀmask. 

Fit theꢀmask ꢀ ghtly to reduce leak <25L/min 

Keep ꢀ dalꢀvolumeꢀ(TV)ꢀat 6-8ml/kg 7ml/kg 

• 

• 

• Adjust TV 7ml/kg by increasingꢀAP (adjust IPAP by 1cmꢀH20 increments - Correctꢀvenꢀ laꢀ on 

withꢀachieving the target TV. 

9 . Aster achievingꢀtargetꢀTVꢀif SPO2 less than 94% 

• Increase FiO2 by increasing 02 flow rate above the 25L up to 701 

Source: Majorꢀpresentaꢀ onsꢀin MedicalꢀPracꢀ ce.ꢀISBNꢀ978-624-6246-12-9 



  
 

 

  

• Increase EPAP by 1cmH20, Keep the same AP (Each 1cmH20 increment in EPAP should follow 

1cmH20 increment in IPAP to maintainꢀconstantꢀ(try to maintainꢀAP > 5cmꢀH2O) (If the 

paꢀ ent having obstrucꢀ ve lung disease (BA/COPD) never increaseꢀEPAP above 5cm H2O.) 

• 

• 

• 

Increase Iꢀꢀ me (min/max) 
Increase fall ꢀ me 

Decrease rise ꢀ me. 

1 

1 

0. Re assess the paꢀ ent clinically aster setup and arrangeꢀABG/VBG one hour asterꢀstarꢀ ng NIV 

Target RR <25 

• 

• 

SPO2 294 

PCO2 <45 

1. while maintainingꢀSPO2294 IfꢀPCO2ꢀ245 

• 

• 

• 

Increase TVꢀup to 8ml/kg 

Decrease EPAP 

Increase fall ꢀ me. 

1 

1 

2. Monitoring 

• Conꢀ nuous monitoringꢀed SPO2, RR, PR and 3ꢀleadꢀECG BP, TV every 5 min 

3. De-escalaꢀ on of NIVꢀsupport 
• Consider de-escalaꢀ onꢀwhen the paꢀ ent is receiving ꢀ dal volumes exceeding 6-8ꢀmL/kg with 

theꢀgiven IPAP/EPAP seꢂngs, and there is clinical improvementꢀwithꢀreduced work of 

breathing. 
• 

• 

• 

• 

• 

Beginꢀby reducingꢀoxygenaꢀ on throughꢀa gradual decrease in EPAP. 

Simultaneously decrease IPAP while maintainingꢀa AP of >5 cmH2O. 

OnceꢀEPAP is reduced to 5-7 cmH2O, conꢀ nue decreasingꢀIPAP further as tolerated. 

Adjust the oxygen flow rate downward usingꢀthe flowꢀmeter. 

Transiꢀ on to a non-rebreather mask (NRBM) with an oxygenꢀflow rate of 10-15 L/minꢀonce 

theꢀseꢂngs reach minimal levels (IPAP 10/ EPAP 5) 

Source: Majorꢀpresentaꢀ onsꢀin MedicalꢀPracꢀ ce.ꢀISBNꢀ978-624-6246-12-9 



  
  

Intuba  on in the emergency room 

1 . Idenꢀ fy indicaꢀ on for intubaꢀ on 

1 

2 

.Keepꢀairway patentꢀand conꢀ nue advanced venꢀ laꢀ on with IPPV 

.Paꢀ entꢀwith patent airway but requiringꢀadvanced respiratory support with IPPV according 

to escalaꢀ on criteria. 
3 .To keep airway protected in anꢀunconscious/airway -threatened paꢀ ent and conꢀ nue 

advanced venꢀ laꢀ on with IPPV 

Immediate 

Urgent 

RSI 

DSI 

Drug Assisted 

Dry 
Emergency 

Routine 

(No drugs/ 

cardiac arrest) 

Indication 

Immediate- Unable to provide basicꢀvenꢀ latoryꢀsupport e.g.,ꢀNeck trauma, airway injury 

Urgent-ꢀEncourage Resuscitaꢀ on supported intubaꢀ on, ifꢀlow SPO2 and BP correct with O2 and IVF, 

inotropes. 

2 

3 

.ꢀIdenꢀ fy and treat reversible causes that may negate need for intubaꢀ on 

.ꢀConꢀ nue basic andꢀadvance venꢀ latory support up to NIV 

BasicꢀAirway> Basic Venꢀ laꢀ on> Advance Venꢀ laꢀ onꢀHFNC/NIV> Advance airway 

4. Idenꢀ fy difficult airway withꢀairwayꢀassessment (LEMON) andꢀanꢀ cipate difficult intubaꢀ on 

▪ 

▪ 

▪ 

▪ 

▪ 

Look 

Evaluate 3-3-2 rule 

Mallampa   score 1,2,3,4 

Obstruc  on 

Neck mobility 

5 .ꢀPreparaꢀ on for RSIꢀ(PEACH) 

.1 Posi  oning- pre oxygena  on and intuba  on 5 

Source: Majorꢀpresentaꢀ onsꢀin MedicalꢀPracꢀ ce.ꢀISBNꢀ978-624-6246-12-9 



  
  

5 .2 Equipment 

▪ 

▪ 

▪ 

▪ 

▪ 

Monitoring- capnography, pulse oximeter, 3-leadꢀECG, non invasiveꢀBP 

Basicꢀairwayꢀ&ꢀother resuscitaꢀ on equipment 
Advance airwayꢀequipment 
Equipment for failed intubaꢀ on 

Drugs-ꢀinducꢀ on,ꢀparalysis 

IVꢀFentanyl 2-3 mcg/kg 

IVꢀMorphine 0.1 mg/kg 
PainꢀRelief 

Etomidateꢀ0.3ꢀmg/kg 

Propofol 1.5–2.5 mg/kg 

Ketamine 1ꢀ-ꢀ2ꢀmg/kg 

Midazolamꢀ0.1-0.3ꢀmg/kg 

Sedation 
RSI 

Suxamethonium 1.5ꢀ- 2 mg/kg 

Rocuroniumꢀ1ꢀ- 1.2ꢀmg/kg 

Muscle 

paralysis 
Dugs 

IVꢀFentanylꢀ2-3 mcg/kg 

IVꢀMorphine 0.1 mg/kg 
PainꢀRelief 

Sedation 
IV Ketamine 1mg/kg, further doses of 0.5mg/kg to 

achieve complete dissociation 
DSI 

Suxamethonium 1.5 - 2 Muscle 

paralysis mg/kgRocuronium 1 - 1.2ꢀmg/kg 

5 .3 A  ach 

Minimumꢀstandard monitoring 

Two sources of oxygen- preoxygenaꢀ on and apneic oxygenaꢀ on- Ambu, HFNC, NIV 

.4 Checks 5 

Intubaꢀ on Check List (Annex 01) 

Idenꢀ fy backup plans 

AMPLE history 

IV access with two funcꢀ oningꢀcannula, contralateral armꢀBP 

ABCDEꢀassessment, idenꢀ fy and treat HOP killers 

5 .5 Help and assign roles 

6 

7 

8 

9 

.ꢀPre-oxygenaꢀ on 

.ꢀApnoeic oxygenaꢀ on 

.ꢀPretreatment ifꢀindicated 

.ꢀInducꢀ onꢀagent andꢀmuscle relaxantꢀinꢀquick successionꢀinꢀprecalculated doses 

Source: Majorꢀpresentaꢀ onsꢀin MedicalꢀPracꢀ ce.ꢀISBNꢀ978-624-6246-12-9 



  
 

 

  

1 

1 

0. Cricoidꢀpressure or BURP with loss of consciousness 

1. laryngoscopy and proceed with intubaꢀ on 

FollowꢀPlan A>B>C>D inꢀdifficult airway guideline (Annex 02) 

Plan A: Posi  on, Maneuver (BURP), Blade, View 

▪ 

▪ 

▪ 

▪ 

▪ 

Grade 1- just insert the tube 

Grade 2- S  llet 
Grade 3A- macoid blade 

Grade 3B- bougie, connector of size 2 tube 

Grade 4- Fiber op  c laryngoscope/Video laryngoscope 

Plan B- LMA 

Plan C- Face mask ven  la  on 

Plan D- Difficult airway drill/ FONA (Annex 03) 

No 10 blade, Bougie, size 6 ET tube 

1 2. Confirmꢀtracheal tube placement 

▪ 

▪ 

▪ 

▪ 

▪ 

Hold tube in lest hand 

Conꢀ nue ambuꢀvenꢀ laꢀ on by the assistant 

Inspect B/L symmetrical chestꢀwallꢀexpansion 

Wave form capnography 

Five-point auscultaꢀ on and confirmꢀtube posiꢀ onꢀwith the right hand 

1 

1 

1 

3. Cricoidꢀpressure removed 

4. Secureꢀtracheal tube with tape/ꢀ e 

5. Post intubaꢀ on review 

▪ 

▪ 

▪ 

▪ 

▪ 

Reassess vitals usingꢀABCDE- HR,ꢀBP, SPO2, RR 

Tube- Lip level 22-24 women, 24-26 men,ꢀcheck cuffꢀpressure ideal is to use a pressure gauge 

Use a sucꢀ onꢀcatheter to clearꢀmaterialꢀform proximal airway 

Conꢀ nue monitoring 

Request a chest xray to examine posiꢀ on of tube 

1 

1 

6. Prepare dugs for sedaꢀ on and paralysis 

▪ 

▪ 

▪ 

Sedaꢀ on- midazolam 

Paralysis- long-acꢀ ngꢀneuromuscular blocking agent if indicated e.g.; vecuronium 

Analgesia-ꢀmorphine 

7. Prepare andꢀconnect to the venꢀ lator 

▪ 

▪ 

▪ 

Check the tubing 

Plug 

Venꢀ latorꢀseꢂngs 

Source: Majorꢀpresentaꢀ onsꢀin MedicalꢀPracꢀ ce.ꢀISBNꢀ978-624-6246-12-9 



  
  

▪ 

▪ 

Connect to the venꢀ lator 
first correct venꢀ laꢀ on (MV= TV * RR), thenꢀcorrectꢀoxygenaꢀ on 

1 . Select mode 

Obstrucꢀ ve- SIMV volumeꢀcontrol 

Restricꢀ ve/ Paralysed- SIMV pressure control (VC cause more volumeꢀ& baro trauma) 

2 

3 

. 

. 
TV- 6-8ml/kg 

RR 

▪ 

▪ 

Restricꢀ ve- Rate that achieved targeted SPO2 and capno, usually around 25-30 

Obstrucꢀ ve- 8-12/min 

4 . PEEP 

▪ 

▪ 

Restricꢀ ve- start atꢀ5ꢀand increase 

Obstrucꢀ ve- 0 to less than 5 

5 

6 

.ꢀTrigger low- both restricꢀ ve and obstrucꢀ ve 

. PS- 10 

7 

8 

9 

.ꢀAdjust RR while keeping TVꢀat 6ml/kgꢀunꢀ lꢀcapnoꢀor HRꢀcome to targetꢀ(capno 35-45, HR<120) 

.ꢀFIO2ꢀ– 100% iniꢀ ally 

.ꢀIncreaseꢀoxygenaꢀ on 

Obstrucꢀ ve- 

Increase FIO2 

low PEEPꢀ0ꢀto 5 

Reduce Iꢀꢀ me andꢀincreaseꢀE ꢀ me 

Increase rise ꢀ me 

Increase fall ꢀ me 

Restricꢀ ve- 

Increase FIO2 

Increase PEEP 

Increase Iꢀꢀ me andꢀdecrease E ꢀ me 

Reduce rise ꢀ me 

Reduce fall ꢀ me 

1 8. Assess ongoingꢀneed for paralysis 

▪ 

▪ 

Conꢀ nue paralysis- head injury, post cardiac arrest, massive fluid shists causingꢀsever acidosis 

Off paralysis all other situaꢀ ons 
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2 

2 

9. Look forꢀspontaneous breaths, keep theꢀtrigger low 

▪ 

▪ 

No spontaneous breaths- further reduce trigger 

Spontaneous breaths present- Adjust trigger unꢀ lꢀpaꢀ ent takes 25% spontaneous breaths (8) 

out of total breaths (32) and 75% mandatoryꢀbreaths (24) out of total breaths. 

0. ABG inꢀone hour 

▪ 

▪ 

▪ 

CO2 

CO2 normal- contꢀsame seꢂngs 
CO2 - Start weaning 

- increaseꢀTVꢀand RR 

1. Weaning off fromꢀa venꢀ lator 

▪ 

▪ 

▪ 

▪ 

▪ 

Reduce FIO2 first- blood Pao2>600ꢀreduce FIO2 100%> 80% >60%, keep atꢀ60% 

Reduce mandatory breaths 20>15 

Increase spontaneous breaths 8>10>15 

Adjust TVꢀwith PS 

Total RR<25, 75% spont breaths, 25% mandatory breaths out of total breaths extubate and 

change to NIV 

2 2. Spontaneous BiPAP in venꢀ lator or NIV 

▪ 

▪ 

▪ 

Dualꢀlimbꢀvented mask 

PS 10, PEEPꢀ5, PIP 15 

IPAP 15, EPAP 5 >> IPAP 10/ EPAP 5 >> HFNC >> NRBM 

Source: Majorꢀpresentaꢀ onsꢀin MedicalꢀPracꢀ ce.ꢀISBNꢀ978-624-6246-12-9 



  
  

Annex 
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