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[J Continuous Positive Airway Pressure (CPAP) is a recognized supportive therapy for Type 1 Respiratory

Failure in the context of COVID-19 pneumonia.

[J CPAP treatment should be considered in COVID-19 Pneumonia where patients are not maintaining Sats

90-94% on 8L of oxygen therapy (as per Swansea Bay Guidelines — see enclosed).

[0  WardJand ITU offer beds for CPAP. |n those felt suitable for ICU referral , if there is clinical concern of
very severe illness or co-morbid factors, early discussion with ICU is advised to discuss the most

appropriate location for CPAP delivery
[1  The number of beds available for ward-based CPAP is likely to expand to meet the need and thus
discussion with Ward J staff and the bed managers is vital. COVID-19 Pneumonia is the only indication

for acute ward-based CPAP on ward J.

[J In conjunction with initiating CPAP therapy appropriate treatment for COVID-19 Infection should be

initiated (Dexamethasone, Remdesivir, BD LMWH).

[J Patients who are not tolerating CPAP or have rapidly deteriorating respiratory failure should be escalated

to ITU promptly if for escalation or considered for palliation.

[J Completion of this document is ESSENTIAL prior to commencing CPAP.
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Pathway for the use of Ward-Based CPAP in the management of

COVID-19 Pneumonia and Type | Respiratory Failure

Patient from ED or ward referred urgently to CPAP TEAM via RED NIV Alert (On-call medical SpR,
NIV unit nurse, outreach team +/- Respiratory Team) as per CPAP protocol (see overleaf)

1l

Patient reviewed and deemed suitable to trial Ward Based CPAP

Arrange with bed managers to fast track patient to Ward J. CPAP to be started in Ward J or ITU only
(patients cannot be transferred on CPAP)

Il

Counsel the patient on the use of CPAP and initiate CPAP as soon as possible

During working hours, the respiratory SpR/Consultant should be informed about a patient in whom CPAP is
initiated.

The CPAP management plan MUST be completed and signed by medical SpR/Consultant.

PRIOR to commencement of CPAP, a decision regarding treatment escalation/ceiling of treatment in the
event of treatment failure should be clearly documented in the notes AND communicated to all staff.

Those patients who may be suitable for treatment escalation should be discussed with ITU early

Paper copies of this document should be kept to a mimimum and checks made with the electronic version to ensure that the printed version is the most recent.
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Patient Details (addressograph)

Please tick as appropriate:

Paper copies of this document should be kept to a mimimum and checks made with the electronic version to ensure that the printed version is the most recent.
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First you must decide:
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Patient Details (addressograph)

[J Does the patient meet the criteria (after reviewing inclusion criteria and contra-indications) for ward-based CPAP?

[J CXR reviewed to exclude pneumothorax/consolidation/bullous lung disease?

[J Is there any contra-indication for ward- based CPAP?

[J If yes, what is the reason for considering ward based CPAP

Example patient:
Use clinical frailty scale with

term stable disability,
learning disability, autism or
younger age.

caution in patients with long-

Escalation Decision Making

e.g. poor physiological reserve,
marked frailty, severe co-
morbidities

Yes/No
Yes/No

Yes/No

Possible CPAP candidate
Uncertain ICU candidate

Clear CPAP candidate
Likely ICU candidate

e.g. moderate physiological
reserve, frailty, significant co-
morbidities

e.g. good physiological reserve,
not frail, minimal co-morbidities

When to referto ICU?

Only if Medical Consultantfeels
ICU opinionis appropriate.

e.g. for second opinion
regarding potential ceiling if
disagreement with
patient/family or genuine
uncertainty.

Consider palliative team input
to assistin a joint decision
making/managementplan

If felt that escalationto ICU
treatment would be potentially
appropriate—then early referral
to ICU is highly desirable.

ICU likely to ask for discussion
with Medical Consultantfirst

Early discussion if poor response
or clinical concern.

All patientswith multiple organ
impairment (e.g. CPAP and AKI).

In borderline cases advice should normally be sought from the on-call physician before referralto ICU

Suitable for ward-based CPAP
and for referral to ICU if needed

Suitable for CPAP

OR

not for escalation to ICU

Does the patient need discussing with ICU? Yes / No

(clinical concern, very severe illness, other organ failure, borderline candidate)

Outcome if diSCUSSE . it et e e s

Maximal level of therapy:.......

Are symptom control medications prescribed? Yes / No
(consider if concerned about early CPAP failure)

Do indicationsfor palliation need documenting? Yes / No

Consider resuscitation status. Has an All Wales DNACPR form been completed?

Yes [

No

Consultant/Registrarsignature: wumsmssses s

Date/time: v/ unaefvenes -

T
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COVID-19 Oxygen Escalation Pathway

Admission with suspected Covid

&im to maintain Owygen 5p02 90-54% throughout Mote: &iming for hyper-oxygenation 15 not recommended

COVID-19 Decision Support Tool (CDST)

Senior dinician to consider using CD5T to support decision making

CPAP and escalation to ITU CPAP ceiling of care Mot for Escalation
eg. CDST=8 e.g COST 8 or 8 e.g. CDST =59
GREEN
DMA CPR order signed
RR= 20, sp02 90-943%, administer 02 (up to 8 litres) via nasal

cannulae/facemask, consider proning

Ward based care
Observe and monitor if deteriorates escalate to YELLOW
VELLOW COwygen via facemask
RR=20 and/or S5p02 <90% on & litres of 02
Put out 2222 “RED NIV Alert” If symptomatic consider
palliation
Meanwhile, start oxygen 15 litres non re-breath mask & proning if possible

Start CPAP 10cmH20 with 6-15litres 02 (in 1 or ITU only)

To aid comfort {e.g. oramorph 2.5 - 10mg) or benzodiazepine [e.g. lorszepam 0.5 - 1Img poo)

Review for response if RR =20 &/or 5p02 <20%

CPAP ceiling of care

|

Review appropriateness of CPAP every
24 hours

Consider palliation if failing to improve,
see palliative care guidelines

Paper copies of this document should be kept to a mimimum and checks made with the electronic version to ensure that the printed version is the most recent.
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Flow diagram decision tool for Conscious Patient positioning with confirmed or
suspected COVID-19

For a suitable patient who has increasing oxygen requirements and support to maintain target 5a02 (90-
94% or 88-92% risk of hypercapnia) AND suspected / confirmed COVID-19 with patient consent.

N IES

Consider Prone and re-positioning if patient able to: Continue
Continue with Rotate to front and adjust position INDEPENDENTLY. NO with current
current Communicate and co-operate with procedure. positioning
positioning No anticipated airway issues and Haemodynamically and consider
stable. escalation
YkS
Contraindications: Continue
*  Respiratory distress (e.g. RR 35+, Type 2 Respiratory Failure, accessory with current
muscle use). YES positioning
*  |Immediate need for intubation. e and consider

*  Hasmodynamic instability or newy worsening arrhythmia
*  Agitation, altered mental state or non-cooperative.
*  Unstable spine/ thoracic injury/recent abdominal surgary.
*  Chest drain.
*  Non-escalation of care/ palliation
*  Aspiration risk.
*  Patient unable to tolerate position
Relative contraindications:
*  Facial injury
*  Neurclogical problems (e.g. frequent seizures)
*  Morbid obesity
*  Pregnancy (27/3™ trimeaster)
*  Pressure sores/ ulcers present in weight bearing areas.

escalation

Assist patient to new position.

Explain and communicate procedure/ benefits.

Ensure oxygen therapy and lines etc. are secure with adeguate length of tubing and lines.
Ensure additional pillows are available for support and comfort.

Re-positioning of bed to reverse Trendelenberg (whole bed tilt head up) may aid comfort.
Monitor observations and Oxygen saturations throughout.

Sedation should not be administered to facilitate re-positioning of patient.

Meonitor Observations in particular Oxygen saturations for initial 15 minutes:
Sa02within target range (90-94%) or (88-92% as directed).

YHS o

Adapted from intensive care society guidance April 2020
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Flow diagram decision tool for Conscious Patient positioning with confirmed or

suspected COVID-19

vis

Continue process as tolerated by patient.
Changing positions every 1-2 hrs aiming to
achieve prone positioning time as long as
possible.

When not prone aim to be sat between 30-60
degrees upright.

Monitor Oxygen saturations after every position
change and as indicated

Titrate down oxygen requirements as able.

NO

Y

If Deteriorating:

Ensure oxygen is connected to patient.
Increase Oxygen supply

Change patient position

Consider return to upright or supine position
Escalate to critical care if appropriate.
Discontinue if:

No improvement with position change
Unable to tolerate position

Deterioration and patient increasing work of
breathing (use of accessory muscles).

Patient position changes

Review Sa0, / NEWS
15mins after position
change. Stay with
patient initial 15
minutes.

Prone
Aim to achieve
prone position as
long as possible

1. Lying on
your belly

4. Lying on
your left

side

3. Sitting up

Next Review: September 2022

Remain in each
position for % hour -2

2. Lying on
your right
side

Adapted from intensive care society guidance April 2020
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COVID-19 Guideline for Withdrawal of NIV

patients with suspected/proven COVID-19

The aim of this guidance is to ensure symptom control in patients whose condition is irmeversibly deteriorating, entering the last hours to days of life
and who are symptomatically dependent on Mon-Invasive Ventilation (MIV or CPAP). For those not symptomatically dependent it may be possible to
ensure symptom control using standard end of life care medication guidance (see COIN). Palliative Medicine advice available 24/7 if required (see

number below).

Checklist

- Ensure patient is not for escalation
- Ensure DNA-CPR order is signed & ceiling of treatment agreed by senior clinician
- Discussion with patient and family
- Ensure medication is prepared and syringe driver available on ward

Is the patient deteriorating rapidly or has the decision
been made to withdraw active medical therapy?

W E3
Yes Mo
J o
Goal

To ensure symptom control on NIV/CPAP withdrawal in patients assessed as
symptomatically NIV /CPAP dependent

If concarn regarding symptoms
contact senior doctor for review

A
Is the patient on regular opioid medication? —_— Yes
1 i
Mo
\L, \L If already on opioids, the
Subcuatanous Option Intravenous Option stat/PRN doses
p p should be 1/6th of total
(where IV route is not (for most control and relief of equivalent daily dose with a 50%
possible) symptoms) increase. Please discuss with Pall
\Lr \L Med on-call if advice required re:
. . dosing.
Morphine 10mg AND Morphine 2mg to 5mg AND
Midazolam 10mg Midazolam 2mg to Smg
e 4
Observe for effect Observe for effect
allow 30-60mins allow 15 minutes
o J

If symptoms controlled and therapeutic sedation achieved wean NIV/CPAP. If
symptoms of distress evident on weaning - pause and repeat stat doses as

Hospital Palliative Care Team
contactable 8:30am - 5:30pm

Mon - Friday via ext 39244,

On-call palliative medicine

above
B N
Further attempt to wean NIV/CPAP monitoring for evidence of symptoms of
distress.
L 4
If symptoms controlled: Symptoms remain uncontrolled:
L 4
Remove NIV/CPAP Consider Levomepromazine
& replace with Oxygen 25mg subcut. Consider contacting
via face mask on-call palliative medicine for advice

advice available at all other
times OOH via switchboard

S

Consider commencing syringe driver over 24hrs
Morphine 20mg AND Midazolom 20mg AND
+/- Levomepromazine 25mg

W

This may take 4 hours for full effect

Ensure PRN doses charted (1 hourly subcut)
- Morphine 5mg
- Midazaolam 5mg
- Levomepromazing 12.5mg
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Authorisation Form for Publication onto COIN/COVID-19 Intranet Page

Please ensure that all questions are answered — if not applicable please put N/A
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COVID-19 Pneumonia and Type 1 Respiratory
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