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SUMMARY & PURPOSE:
To outline the nursing management of a patient receiving a Spontaneous Awakening Trial (SAT) and Spontaneous
Breathing Trial (SBT) from a sedative and/or analgesic in Critical Care.

A SAT is a scheduled interruption of a continuous sedative, and/or analgesic infusion for clinical assessment
purposes and to determine the sustained need of the continuous drug infusion.

SBTs are defined as periods of minimal ventilatory support, such as ventilatory circuit with continuous positive
alrway pressure (CPAP) and/ or pressure support ventilation (PSV).

POLICY:
e SAT’s are evidence based practice standards that are done as part of the RN's patient assessment on all
patients that meet inclusion criteria. A physician order is not necessary to initiate an SAT.

e A SBTis considered when a patient successfully passes the SAT.

e The clinical indication and goal of therapy should be established on initiation and then re-evaluated regularly
for each patient receiving sedation and/or analgesia as continuous infusions.

SCOPE/APPLICABILITY:
There are no exemptions to this policy.

All references to Policies must go to the BHSF Master Copy on the BHSF Intranet; do not rely on other versions / copies of the Policy.
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PROCEDURES TO ENSURE COMPLIANCE:
Spontaneous Awakening Trial (SAT)

1.

Assess patient for inclusion/ exclusion criteria
Inclusion criteria:
a. Patientis on a continuous infusion of a sedative / analgesic / paralytic.
b. The patient has met the goal of therapy - the reason they were started on the continuous infusion
(comfort, ventilator synchrony, decreased agitation).
No active seizures
No alcohol withdrawal
RASS between +1 and -1
No paralytics
No myocardial ischemia
The patient is hemodynamically stable:
i Mean arterial pressure (MAP) between 65 and 100mmHg
ii. Heart rate (HR) is greater than 50 and less than 120 ppm.
iii. Respiratory rate (RR) is greater than 8 and less than 30 bpm.
i, Fractional Inspired oxygen (FIO, is less than / equal to 60%.
j.  Positive end-expiratory pressure (PEEP) is less than / equal to + 8CmH20.
k. Oxygen Saturation (02Sat) is equal to or greater than 94%.
Exclusion criteria:
a. Thereis a written physician order not to perform drug holiday.
b. The patient is receiving paralytics
c. The patient has any one of the following conditions:
i. active seizures
ii. alcohol withdrawal
ifl. myocardial ischemia
iv. RASS greater than +1
V. at risk for intracranial hypertension
The patient is hemodynamically unstable.
The patient has not met the goal of drug therapy.
FIO, is greater than 60%.
PEEP is greater than + 8.
02Sat is less than 94%.
Patient is receiving induced hypothermia therapy.
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Pre-SAT:
a. Confirm that exclusion criteria are not present.
i If the patient does not meet the inclusion criteria the SAT is not done and the patient will be
reassessed the next day or sooner as indicated
b. Document baseline vital signs and other parameters as appropriate:
i Richmond Agitation Sedation Scale (RASS).
ii. Glasgow Coma Scale (GCS).
iil. Pain scale.

Initiation of SAT:

a. Notify Respiratory Therapy (RT) of the plan to do a SAT.

b. Make elCU aware of planned SAT.

c. Stop the continuous infusions of both sedative and narcotic.

d. Assess patient {drug half-life will vary depending on the drug, how long it was infusing, the patient's age
and in the presence of kidney and/or liver dysfunction).

e. Evaluate sedative holiday outcome:
i.  Check for ventilator synchrony.
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ii. Re-assess sedation level (RASS) frequently.
iii. Evaluate if patient still meets clinical goal without sedative infusion.
iv. Assess the patient's:
1) Wakefulness and responsiveness.
2) Ability to follow commands.
3) Agitation level.
4) Pain level (aggressively treating pain).
Collaborate with physician to convert to intermittent doses of sedative:
Titrate analgesic as needed (aggressively treating pain).
SAT failure is indicated by any of the following:
i Anxiety, agitation, or pain
ii. Respiratory rate > 35/min
ifi. Oxygen saturation < 88%
iv. Respiratory distress
V. Acute cardiac arrhythmia
i. Re-start sedative infusion if patient fails SAT. Resume at 50% of the previous hourly infusion
rate. Titrate to achieve RASS of 0 to 1.
Evaluate analgesic holiday outcome:
i. Check for continued comfort.
ii. Re-assess pain level frequently.
iii. Evaluate if patient still meets clinical goal without analgesic infusion.
iv. Collaborate with physician to convert to intermittent doses of analgesic:

V. Re-start analgesic infusion if necessary. Resume at 50% of the previous hourly infusion rate.
Titrate to achieve RASS of 0 to 1. Titrate to achieve comfort acceptable to patient and achieves
goal.

Post SAT

i Collaborate with pulmonary physician and respiratory therapist to proceed with spontaneous
breathing trial.

Spontaneous Breathing Trail (SBT):

1. Initiation of SBT:

a.

Notify pulmonary physician/ elCU if patient successfully completes SAT, to begin the SBT. Make
elCU aware of planned SBT.

b. Collaborate with Respiratory Therapy (RT) to screen patient for SBT:

f.

g
h.

i. RASS between +1 and -1
ii. Oxygen saturation 2 92%

iii. FiO2 £ 60%
iv. PEEP < 8.0 cm H20
V. No myocardial ischemia
vi, No vasopressor use
vil, Inspiratory efforts

If patient fails the screening, return patient to sedation as listed above. Reassess the patient the
next day or sooner as indicated.
If patient passes SBT screen, work with RT as patient is placed on the SBT.
Monitor patient for signs of SBT intolerance:
i. Anxiety, agitation, or pain

ii. Respiratory rate > 30/min

iii. Oxygen saturation < 88%

iv. Respiratory distress

V. Acute cardiac arrhythmia
If patient fails the SBT the RT will place patient back on previous ventilator settings and notify physician.
If patient passes SBT RT/RN collaborate with pulmonologist for patient extubation.
Consider physical therapy consult to evaluate patient for early mobilization
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2. Post SAT/SBT:

a. Assist RT with extubation process. Monitor patient’s response.

b. Assess patient for respiratory distress:

i. Stridor

ii. Respiratory Rate >30o0or<8

iii. Oxygen Saturation < 88%

iv. Reassess RASS (sedation/ lethargy/ agitation)

Re-assess patient frequently for breakthrough pain, anxiety, agitation.

Ensure patient safety.

Refer to physician orders to re-adjust medications as needed.

Alert pharmacy of all changes in medications as appropriate.

Monitor hemodynamic parameters.

Monitor for drug withdrawal; if suspected notify physician.

i.  Opiate withdrawal - anxiety, restlessness, insomnia, NN/D, muscle spasms.
ii. Benzodiazapine withdrawal - anxiety, insomnia, HTN, tremors, diaphoresis.
iii. Propofol withdrawal - agitation, confusion, convulsions.

i.  Document outcome of SAT/SBT
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RELATED POLICIES, PROCEDURES, AND ASSOCIATED FORMS:

HH Departmental Policies:
e  400-2510-200-30 Sedation and Analgesia in the Critical Care- Critical Care
e  400-2510-200-50 Management of Patients on Ventilators- Critical Care
e  400-4500-2345 Extubation - Respiratory

ENFORCEMENT & SANCTIONS:
Violations of this policy will be referred to the appropriate management personnel for follow up and for applicable

sanctions,
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