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COVID-19: Adult Respiratory Failure and Cardiac Arrest

Adult Inpatient
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For Cardiac Arrest
+ Determine code status
. ding CPR in
patients with COVID-1 for additional detail)

+ CPR should be performed for unexpected cardiac arrests in COVID-

status

+ CPR should NOT be performed for expected cardiac arrest due to
progressive dlinical deteriroation from COVID-19 refactory to
maximal ntensive care

. indication
for Extracorporeal Cardiopulmonary Resuscitation

+ For OHCA patients who artive with ongoing CPR by EMS, a max of
nds of CPR i re un 1y sirongly suggess
ible cause and/or likely meaningful outcome

tecti &

« Don

gloves)
Limit personnel in the room o only those essential
+ Avoid Bag-Mask Ventilation f at all possible

o Provide compression-only CPR prior o intubation
+ Administer oxygen via non-rebreather face mask

Positive COVID-19 or PUI

with Increasing Oxygen Re
or Difficulty Breathing?

ement

+ Notify FCP / Responsible Provider
+ I Med/Surg - Activate RRT (i ot already
at bedside)

Confirm Goals of Care With Patient/Family

+ Document any new treatment limitations:
© DNAR
= DNAR with Treatment Limitations.
= DNARDNI
o DNAR/DNI with Treatment Limitations.
+ Document discussion in event note

|
Escalation of Care
Appropriate

Impending Respiratory Failure?

+ FIO2 requirement >44% (e.q. 6L nasal
cannula) to maintain OZ saturation >31%
OR

+ Venilatory Failure

|

e p—

Treatment
Limitations

« Floor Comfort Care Order Set
« Comfort measures only ICU Order Set

io Impending
Respiratory Failure

Continue to Monitor Respiratory Status

« Consider continuous pulse oxymelry
+ Assess RR 30 min x 3
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Candidate for High Flow Nasal Cannula?

« rquied ;
"
oo me ead mptace) * Don approriste PPE (e eye protection, |+ Ableto protect airway AND
When gown. & of « No lvidmuelv.rmlalory hlluu (eg.
° 3 * Di 1470 acivat -l ansinsi resonse ousid o raspiratory acilosis, of
than bag respvrswfy Yahgue)
 Folowing advanced arway astabishmert, f bag veniation T ——
oo mus uso fhor Rt tobring &
+ Keepth s ca s h o e oo e ot s i i
+ Defibrillate as needed s neoded ies]
+ Pause comprossionsto intubate - RN 1o bing Anesthesia Medication /RS1 Kit fom Orricell 4
+ Postarest conseraions o ring Anesthesia Medication RS Kit fom Omnicell 3 1 i) ot igh Flow Nas

Resources & Updates.

UCM Coronavirus (COVID-19) Resource Center

« Limit personnel in the room to the minimum necessary.
+ Rapid Sequence Intubation:
= If possible, avoid bag-mask ventilation prior to intubation
« Pre-oxygenate with 100% NRFM
* frequied, ok 0 bag with HEPA fiter and gt seal of

o The

provider available should perform
he Intamation wsing A larygoscopy

= Connect to ventilator at first opportunity

*+ Don appropriate PPE (0. NSSRespatr

eye protection, gown, & gloves)

« Start HFNC at 40 Ipm / 100% Fio2

+ Titrate flow rate up to max of 60 fpm if needed
to decrease work of breathing and maintain
RR <30 bpm

« Titrate FI02 down to maintain oxygen
saturation at 92-96%

+ Keep door 1o room closed
+ Transfor patient to ICU bed

rviving Guidelines on Griticaly 11
‘Adults with Coronavirus Disease 2019 (COVID-19)

HFN
\merican Heart Emergency Cardioascular Care: Interim i
‘Guidance for Healthcare Providers during COVID-19 Outbreaic

‘Contemporary Ventiator Management for ARDS

ARDS management outside the ventiator

For clinical questions regarding the care of COVID PUls or COVID patients,
page the COVID Resource Team (p30028).

Recent Updates:
+ 41312020:

© Expanded HFNC to Adult ED rooms with ante rooms
« ani2020
Made revisions to Initial Analgesia and Sedation Settings
o Added
Added links for instructional videos for ventil

tion guidance
o Updated goals of care and treatment limitation steps.

I not already there, transfer to ICU or

2 !
|

Failure

+ Critical care or ED RN, respiratory therapist, and
P o

Consider intubation i

the ICU
*+ aitainul PPE (9. NOSIResiaor,oyeprtecion, gown,
&gloves)

+ Hold at ETTiventilator tubing junction o prevent
disconnection during transportation

a Damyste Tt o ranspotaton s g a e tubing circut remins

i tod or Confirmed

+ Unabi 2%
+ Persistent respiratory distress

+ Unable to wean FIO2 1o 60% or less within 4-
6 hours

Titrating off HENC

+ POMIAPCM olfios s eadership o e un e ptent
is being transferred to in order
o Paade win e aczeping mrsiog "

+ Ona the patient s transported, RN contacts EVS at 55537
clean. SOP:

o Increased threshold for hyp
6LNC from 40%/5L
> Added Trial of HFNC details and order into workflow

* Replaced lossroevant Asrosol Generatng Procedres
mation with link to the UCM Aerosol Generating Procedures

Guidalimos
= Added links to SCCM/Surviving Sepsis and AHAECC
recommendations.
+ 312612020:
o Allowed for HFNC, BIPAPICPAP in COVID Cohort Units.
= Added link to palliative care order set
- 324120
o Grammaristyle updates
o Add link to Recommendations Regarding CPR in Patients with COVID-
19 document
= Added EDIOHCA considerations including termination of resuscitation
recommendation for OHCA without ROSC in the field and post arrest
recommendations.

archived updates

and Wasle Removal for Suspecled or Confirmed Coronavius
Disease 2019 (COVID-19)..

Initial Ventilator Management

+ Set tidal volume to Geclkg of ideal body weight (1BW)
o Calculate IBW using height and sex (emcalculator)

« Titrate FIO2 down from 100% to 60% to achieve saturation
95%

 Hunable 1 wean o 0% ncrase PEEP n Incremens of
2:and check plateau pres

= For every increase in PEEP there should be a change in
plateau by the same amount or less

o until FIO2 can
less, plateau pressure >30, or plateau pressure increases
more than PEEP change

« I PJF ratio <150 after inital PEEP tiation, consider Proning
= Inform bedside critcal care nurse of ntent to prone patient
= Call 8South Charge RN for proning help (x6-8500),if

needed

+ I notin shock, startdiuresis

Initial Analgesia and Sedation Settings

+ Use the sedation order set
+ Start with analgesia

= Fentanyl IV pushes and/or gtt ftrated to score of 4 on Non-
Verbal Pain Scale (NVPS)

+ Add sedation as necessary:
= Dexmeditomidine or Propofol
 Tieat sadtie to Richmond Agtaion Sedtion Scale
\SS)of 010 -2
* lsignifcant vetlatordyseynctronypersiss despite PEEP
titration and adequat
o Consider neuromuscular biockade (NMB) with
Gisaticurum ol  patnt s deepy sedated (RASS =4
or5)

o Do not ftrate analgesic or sedative until NMB is
discontinued

Continued Ventilator Management and Weaning

« Liberation from Mechanical Ventiation Educational video

* For proned patents, atemptsupinaton cay and can ramain
Supine if P/F ratio >150 after supinatio

o Call 8South Charge RN for assistance with supination (x6-
8500)

+ Continue diuresis as tolerated
+ Wean FiO2 as tolerated

*+ Wean PEEP s olerted to maintin adequate sauraton on
R 03 s o

« I PEEP decreased to Bom H20 or less may consider
Srontanco meating wl (58T)

+ Pair spontaneous breathing trial with awakening from sedation

*+ Mpssses SET.axubste 1o HENG I FIO2 s 40% or PEEP
requirement was >5cm H;

* Discuss posible xtubation o homet NIV especialy for
patients on PEEP of 8-10cm:

o Helmel Ventiation Education Video
= Helmet Ventiation resource: call 61888 for Load RT
support

Decrease F102 3 oerated o maintan

saturation 92.96%

2. Once Fo2 weaned o 40% anston o 6L
and assess fordesaturaton andlor

et s ro. KR S30)

If any distress, transition back to previous

FIO2 of 40% and flow rate on HFNG.

Nete Thro i o et 1ttt down flow e once 02 goatof
0% s achiou Simply g0 rom High i o fow fow orygen
oo FI02 f 40% s s

Aerosol g Procedures.

+ GPR intubation, BIPAPICPAP and HFNC are
‘aerosol generating procadures.
+ Don appropriate PPE (¢.g. N95/Respirator,
eye protection, gown, & gloves)
o Mainlain for 45 minutes post
intubation/aerosol generating procsdure
> Afr 45 mi sl mask s approprite
i the absence of additonal acrosol
generating peocec
The following is contraindicated and should
bo avoided except with the expross
permission of Dr. Kress or Dr. O'Connor:
o Any use of BIPAPICPAP in suspected or
confirmed COVID patients
o Use of HENC in suspected or confirmed
COVID atnts osted a2 COVD

*+ Heimet ventiaton may be considerd s the

direction of the MICU ser
. see ’
‘Generaling Procedurt VID
PUla Patients for

nd COVID Posi
addiional recommendations



