
Weaning guideline

The ideal for all patients once starting to recover is that they are breathing spontaneously on the 
lowest pressure support possible. The single best way to assess if PS adequate is respiratory rate 
which should usually be <35bpm.
All patients should have a ventilation review at least daily to assess if extubation may be possible. 
This will usually be during a sedation hold. Follow the traffic light process below:

!!        

* If morbid obesity or COPD then extubate straight onto NIV (BIPAP or CPAP)

COPD patients can be extubated onto BIPAP before they meet the extubation criteria above 
(consultant or senior trainee decision only).
Those who fail extubation: Patients who are reintubated have worse outcomes. NIV may have a 
role in preventing reintubation (especially if post extubation glottic oedema, COPD or pulmonary 
oedema) but evidence shows that outcome is worse if reintubation is delayed by NIV. If you try NIV  
you must reintubate if no significant improvement 1h after commencement.

www.icmteaching.com

www.icmteaching.com

Underlying disease resolving/resolved?
PaO2 >8 on FiO2 <.4 or PaO2/FiO2 ratio >26.6 kPa
PEEP <8
Temp <39
No or minimal vasopressors/inotropes
Off sedation
Awake or waking off sedation
Hb>7

30 minute SBT as above
RR <35
PaO2 >8 on FiO2 <0.4
HR <140 or change <20%
SBP <180 and >90
Awake, obeys commands

3 minute Spontaneous Breathing Trial (SBT) 
Either low level pressure support if no tube compensation 
(PEEP 5 PS 5-7) or CPAP 5
RR <35
TV >5mls/kg
Rapid Shallow Breathing Index (RSBI) <100 (RR/TV in 
litres)

NO

YES

Continue 
ventilation

YES

Continue 
ventilation

Continue ventilation. 
Slower wean may be needed. 
Consider tracheostomy
Either:
Daily CPAP SBTs of increasing 
duration.
PS reduced by 2-4 twice a day 
until on 5 (without ATC) or 0 (with 
ATC)

NO

NO

EXTUBATE*

YES

Once 2 - 24h managed
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