
 

Vent withdrawal/terminal extubation algorithm 
 

First, and most important, please plan to do this when you are able to optimally control the 
situation. A physician ought to be present/able to be readily present throughout the entire 
process. 
 
If you are at all unsure about how to do this, please contact the palliative care team at 
your institution - the last thing any of us want is for a family to watch their loved one die 
distressed from dyspnea when we can avoid it. We are happy to be involved in all of 
these cases and prefer to meet the family in advance and to be involved with planning 
and preparation. The dosing amounts here may make many clinicians uncomfortable, so 
PLEASE contact palliative care for their assistance instead of underdosing the patient 
and risking unnecessary distress and suffering. 
 
Additionally, it is important to have a supply of medications available in the room and setup to 
be immediately used. 
 
This guide assumes that the patient was not previously on comfort care, so some steps (i.e. 1-5) 
may already have happened. 
 

1. Notify Organ Procurement Organization if not already done 
2. Discontinue cardiac monitor, vital sign monitoring and all device alarms 
3. Discontinue all previously ordered lab work & diagnostic test, tube feeds, IV infusions 

except analgesia and sedation, other medications except as needed for comfort 
4. Remove all devices not necessary for comfort (e.g. SCDs, pulse ox, BP cuff) 
5. Notify Chaplain 
6. Work with RT to check for air leak with ET cuff deflated 

a. If no air leak: 
i. Discuss with family and your team that you may want to leave the ET tube 

in place while simply withdrawing ventilator support 
ii. If the ET tube is withdrawn without an air leak, you run a high risk of 

airway occlusion leading to rapidly escalating respiratory distress, which 
typically should be avoided 

7. DIscontinue neuromuscular blocker (if used) for at least 90 minutes and verify TOF 4:4 
prior to discontinuation of ventilatory support 

8. Throughout the process from here on out, please use the following (9 & 10) to guide 
opioid and benzodiazepine dosing. Ensure you achieve adequate patient comfort 
BEFORE discontinuing mechanical ventilation. 

9. Analgesia: (select opioid based on patient factors, such as any that are currently being 
used, known adverse reactions to opioids previously, etc) 

a. Give opioid bolus based on opioid needs for the past hour (or as appropriate), 
followed by IV drip in the amount (mg/hr) equal to the initial bolus. Titrate for pain 

 



and respiratory distress every 5 minutes by giving additional bolus of 50-100% of 
the previous bolus dose and increase the drip rate equal to the most recent bolus 
dose.  

i. I.e. Patient has used 100mcg of fentanyl in the past hour, so bolus 
100mcg of fentanyl at the same time as starting a fentanyl drip at 
100mcg/hour. When patient is having distress, bolus fentanyl 50-100mcg 
and increase drip rate by that bolus dose (so to 150-200mcg/hr). Repeat 
every 5 minutes as needed. 

10. Anxiolytics/sedatives: (select benzo again based on patient factors, such as any that 
are currently being used, known adverse reactions to benzos previously, etc) 

a. Give benzo bolus based on opioid needs for the past hour (or as appropriate), 
followed by IV drip in the amount (mg/hr) equal to the initial bolus. Titrate for 
respiratory distress, anxiety and fear every 5 minutes by giving additional bolus of 
50-100% of the previous bolus dose and increase the drip rate equal to the most 
recent bolus dose.  

i. I.e. Patient has used 1mg of versed in the past hour, so bolus 1mg of 
versed at the same time as starting a versed drip at 1mg/hour. When 
patient is having distress/anxiety, bolus versed 0.5-1mg and increase drip 
rate by that bolus dose (so to 1.5-2mg/hr). Repeat every 5 minutes as 
needed. 

11. Discontinuation of mechanical ventilation: 
a. Once adequate analgesia and sedation are achieved: 
b. Change ventilator to pressure support, based on their recent needs. Do not 

adjust FiO2 or PEEP at this time. 
i. Reduce/mute apnea, heater and other ventilator to minimum settings and 

volumes. 
ii. Reduce FiO2 to 0.21 and PEEP to 5 over a minimum of 5 minutes, and 

adjust analgesia and sedation to reduce discomfort and dyspnea. Ensure 
patient is comfortable before proceeding with further reduction and to next 
step. 

iii. Reduce PS by increments of approximately 25-33% over 5-20 minutes to 
PS of 5, and adjust analgesia and sedation to maintain comfort after each 
reduction before proceeding with further reduction and to next step. 

iv. Once patient is comfortable on PS of 5: 
1. Extubate to room air 
2. Place on trach mist with 2-4L oxygen to reduce dyspnea 
3. Continue to titrate analgesia and sedation as above to maintain 

patient comfort 

Adapted from Legacy Health Services ICU extubation orders 


