Appendix C
Intubation
Have a low threshold for intubating the patient[1]. Intubated patients may have a lower risk of aerosol contamination of the aircraft than other respiratory support systems (NIV,facemask). If the patient coughs a lot when on a non-rebreather mask, consider intubation. The decision to prophylactically intubate the patient in such cases must weigh up their predicted clinical course against the inevitable pressure on ventilated ICU beds. Intubation is potentially an aerosolizing procedure, and so should be undertaken with proper precautions. Planning should focus on minimizing the number of staff, and the amount of equipment which contacts the infected patient[1, 2].Remember that your personal protection is the priority[3].Utilise full PPE, including double gloving, when managing the airway of any suspected or confirmed case of COVID-19[2, 4].
Personnel
· Intubation by a sole operator may be appropriate. Use the most experienced intubator[1, 2, 5].
· Utilise competent clinical staff who have already been in contact with the patient as an airway assistant
· Position the airway assistant behind the intubator to minimize their exposure
· One clean person as a spotter and “runner” for additional equipment
 
Equipment
· Consider placing a high-efficiency particulate air (HEPA) filter on the expiratory limb of the ventilator circuit to protect the ventilator. Ventilator manufacturers are providing advice on where to position filters, depending on the position of the expiratory valve
· Bag/valve/mask (BVM) with an HEPA filter and a positive end-expiratory pressure (PEEP) valve
· Attach a closed in-line suction set-up to the ventilator circuit prior to induction. Portable suction units may require a high-performance viral filter to be fitted
· Perform a kit dump in a clean area, on a procedure trolley that can be taken into the patient’s room
· Use disposable equipment where possible. Consider using stylet rather than bougie due to the potential elastic recoil of the bougie flinging droplets
· Prepare standard medications for induction, ongoing sedation and rescue blood pressure management prior to entering the room
· Have a specific clear waste bag for any non-disposable equipment which will need to be decontaminated
 
Intubation procedure
· Discuss the airway plan prior to applying PPE, and plan for increased difficulty with communication while wearing PPE
· The use of video laryngoscopy is advocated in order to keep the face of the intubator furthest away from the airway[2]
· NIV and high flow nasal oxygen for pre-oxygenation should be avoided as it may aerosolize the virus[6]
· Avoid awake fiberoptic intubation unless specifically indicated, atomized local anaesthetic may aerosolize the virus[7]
· Plan the timing of moving the patient to the transport stretcher. It will be easier to package them if they are moved prior to intubation, but movement of the conscious patient may trigger coughing and require multiple assistants
· Turn off oxygen at the wall before removing the patient’s oxygen mask to avoid aerosolizing droplets
· Consider suxamethonium as paralytic to minimize apnea time as BVM should be avoided, if the operator is familiar with this drug. Remove outer set of gloves and use them to cover disposable laryngoscope prior to putting it in the bin immediately after placing the endotracheal tube(ETT)
· Be prepared for rapid desaturation of the patient. If manual ventilation prior to intubation is absolutely necessary use small tidal volumes and a two-handed seal if needed[1, 2]
 
Post intubation
· Transfer the patient immediately to the ventilator, or clamp the tube prior to disconnecting the BVM to avoid passive exhalation
· Discard all opened kit
· N95/P2 masks should be discarded immediately after leaving the room where the intubation took place[8]
· If called to transfer a patient already on a ventilator, the ventilator should be paused and the ETT clamped prior to connection to the transport ventilator
· [bookmark: _GoBack]Ensure that suction units have HEPA filters on the air-outlet side if the manufacturer cannot guarantee that this air is pathogen-free
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