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1. INTRODUCTION 

Extubation is a potentially dangerous time for ICU patients as they may have deconditioned 
muscles, poor nutrition, upper airway oedema due to prolonged translaryngeal intubation, inability 
to clear secretions, decreased level of consciousness due to persistent effects of sedatives and 
analgesics and critical illness polyneuropathy.  The incidence of failed extubation is between 6 and 
47%. The complications following extubation include increased incidence of nosocomial infection, 
ICU and hospital length of stay, and mortality.  
 

 2. PROCESS 
 
 

Recommendation (Action) Justification (Rationale) 

No patient should be extubated 
unless discussed with the ICU 
Consultant or senior trainee 

The person sanctioning extubation must be able to reintubate 
if required 

Ideally extubations should not 
be performed out of hours 

Any patient may present a difficult airway 

Suction above the cords before 
cuff deflation  

Both a cuff leak test or deflation of the cuff prior to extubation 
may expose the patient to risk of aspiration from oral 
secretions 

The RSBI is of limited use Several studies have shown some benefit from using the a 
RSBI </= 57 to predict successful extubation. Others have 
found it less useful and clinical experience remains the best 
predictor of successful extubation 

The guideline is intended for 
patients who have endotracheal 
tubes only 

There is a separate tracheostomy weaning and decannulation 
guideline. 

This guideline should be used in 
combination with the SBT 
guidelines 

Not all patients suitable for SBT will be suitable for extubation 
but there will be some overlap and patients must pass the 
SBT to be extubated 

Successful extubation requires 
all the necessary organs to be 
functioning  

Good neurological function, competent airway, minimal 
secretions, good respiratory muscle strength and adequate 
cardiovascular reserve are essential for successful extubation 

Accidental extubation or self-
extubation is not covered by 
these guidelines 

This scenario requires the immediate assistance of a doctor 
with advanced airway skills 
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3.   GLOSSARY 
 
 SBT Spontaneous Breathing Trial 
 LOS Length of stay 
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The use of this guideline is subject to professional judgement and accountability. This guideline has been 
prepared carefully and in good faith for use within the Department of Critical Care at Brighton and Sussex 
University Hospitals.The decision to implement this guideline is at the discretion of the on-call critical care 

consultant in conjunction with appropriate critical care medical/ nursing staff.  


