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Standard Operating Procedure for management of 
deteriorating suspected/confirmed Covid-19 patient  
 
 

1. Resus environment: 
 
1.1 PPE availability and responsibility: 
 
Follow trust guidance on PPE for aerosol generating procedures (AGP) and for non-AGP. 
 
AGP PPE station is set up in the antechamber of R3:  
Cupboard has Long sleeve gowns, Clear visors and different types of FFP3 masks.  
Drip stand is for drying the visors once cleaned. 
Resus nurse in charge has overall responsibility to restocking, overseen by Matron. 
 
 
1.2 Equipment: 
 
All equipment required for delivering patent’s care during AGP should be brought into cubicle 
from the clean side.  
 
Accidental opening or use of the equipment from the cupboards inside the cubicle 
does not render the cupboard contents contaminated. 
 
Equipment not removed from packaging is not to be disposed unless visibly soiled.   
 
 
 
 

2. Escalation of care in suspected/confirmed Covid-19 patient: 
 
 
2.1 Teams:  
 
Emergency Department (ED) 
CRT 
Mobile Endotracheal Intubation Team (MErIT) formed to support the CRT with the 
endotracheal intubation of patients with severe respiratory failure. At present there are two 
MErIT 24/7 with plans to have multiple teams available as the elective lists drop and 
anaesthetists are more available. 
 
 
2.2 Referrals: 
 
Adult Escalation Plan – Appendix 1 is to be used as a crude guide for escalation of care 
(available on S Drive). 
 
Deteriorating patient should be referred to CRT via ext 58913 / bleep 0610. 
CRT will activate Mobile Endotracheal Intubation Team (MErIT) for intubation as needed- 
please see the MErIT document attached 
In peri-arrest situation fast bleep CRT and MErIT (Team 1- 0981/Team 2 0982) 
Decision to admit to intensive care rests with CRT. 
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2.3 Confirmed/suspected Covid-19 patients requiring intubation  
 
PPE for AGP must be worn by all members of the team in the cubicle during AGP!!! 
 
2.3.1 Equipment:  
 
MErIT will bring their own kit for intubation, including drugs and PPE. This may not always 
be possible, depending on their demand and ability to restock, so as a backup there will be 
two Covid-19 intubation boxes in Resus replicating MErIT kit (without drugs, PPE and 
syringes) as of 23rd March. 
 
Other items they MErIT may use from ED are: 

 
Glydoscope (please use single use ordinary stylet instead of reusable) 
Ambuscope 
NG tube 
Ventilator tubing/ HME filter/ Sidestream ETCO2  

This list is not exhaustive and will also be situation dependent  
 
 
2.3.2 Drugs:  
 
There are now 5 RSI boxes in Resus fridge  
There is enough stock of other required drugs as well(for sedation/paralysis/cardiovascular 
support etc.) 
 
 
2.3.3 Intubation: 
 
MErIT- primarily intubating team 
 
Minimal number of people to be in the cubicle during intubation (3 in the dirty and 1 in the 
clean area).  
MErIT will be sufficient for intubation of most of the patients. MErIT consists of 3 team 
members:  
1st Intubator-Anaesthetic Consultant 
Airway assistant-Senior ODP 
2nd intubator/drug giver/monitoring- Anaesthetic Consultant or trainee 
 
ED Nurse will be the Runner on the clean side of cubicle 
 
MErIT will use own action cards to assemble the kit and as a checklist (please see Appendix 
2, available on S drive).  
 
ED- backup intubating (or airway management) team  
 
If patient is peri-arrest, but CRT and MErIT are unavailable, ED Consultant or Registrar will 
have to manage the patient until they arrive. This means that RSI may need to be delivered 
by ED team.  
RSI is to be performed by ED team only if clinician feels that RSI is within their skill set and 
can be delivered safely. In cases when RSI cannot be delivered by ED team, iGel can be 
used for oxygenation and ventilation until help arrives (ensure HME filter is attached to iGel, 
followed by ETCO2 sidestream on the clean side of HME filter). 
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If ED team is to deliver RSI, all Covid-19 specific rules and procedures need to be followed: 
 
 PPE for AGP as per Trust guideline 
 Minimal number of people in the hot room (usually 3, as above) and a clean 

runner outside 
 Covid-19 intubation box is to be used for single point of kit access 
 All equipment needed is to be assembled outside the cubicle 
 Emergency Department Covid-19 RSI checklist must be used (please see 

Appendix 3, available on S Drive) 
 All Covid-19 specific aspects of pre-oxygantion and ventilation to be adhered 

to in order to minimise aerosolistaion (see section 2.3.4) 
 
  
2.3.4 Covid-19 specific aspects of per-oxygenation and ventilation: 
 
- Pre-oxygenation:  
 
- Mapleson C with HME filter immediately after the angle piece with two handed 
technique (tight mask seal is important to minimise the aerosolisation) for 5 min 
- Consider low PEEP (5 cmH20) 
- Every time mask is removed from the patient, oxygen needs to be turned off 
- If BVM is used (not to be used as a first line method of pre-oxygenation), HME filter must 
be attached immediately after the mask  
- Ventilation is to be avoided, however, if significant desaturation during apnoeic phase, 
small volume/low pressure breaths can be delivered, as long as tight seal with two handed 
technique is maintained 
 
- Ventilation: 
 
- Once ETT passed, cuff has to be inflated before ventilation 
- Breathing circuit must be built in this order: ETT (+/- inline suction+/- catheter mount), 
followed by HME filter, followed by side stream ETCO2, followed by ventilator tubing. Side 
stream ETCO2 has to be on the clean side of HME filter 
 
- Suggested ventilation modes:  

- Volume controlled ventilation: Vt 6ml/kg IBW, PEEP 10, RR 14, I:E 1:2, FiO2 
100% (titrate down once established on the ventilator to aim SpO2 94-98%) 
 

- Pressure controlled ventilation: moderate to high PEEP,  driving pressure < 
15cmH2O, Pplat <=30cmH2O, Vt 6ml/kg 

 
ETT must be clamped for every circuit disconnection!!! 
 
 
2.3.5 Post intubation: 
 
MErIT team may place NG tube before CXR. 
MErIT will commence maintenance drugs 
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2.3.6 Transfer and on-going care: 
 
-While in Resus patient will be managed by: 
Plan A: CRT 
Plan B: MErIT 
Plan C: ED 
This will depend on what is happening in the rest of Resus/ED/hospital and all teams will 
need to be flexible as required 
 
-Aim for early transfer to definitive care in ICU 
-Unless clinically essential aim to avoid secondary transfers to CT en-route to ICU 
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Appendix 1- Adult Escalation Plan for Patients with Confirmed or Suspected Covid-19 
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Appendix 2- MErIT action cards 
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Appendix 3- Emergency Department COVID-19 RSI Checklist 
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