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Summary

As junior doctors rotate during their training, we are exposed to a variety of difficult airway equipment. Provision of such equipment and familiarity in an emergency is an essential part of critical care training. We reviewed the equipment available on the ITU’s of the North West rotation and then surveyed 60 trainees to establish their experience and confidence in various airway techniques. We conclude that the provision of essential difficult airway equipment in the hospitals of this region is not standardised and there are some ITUs which lack basic equipment altogether. This makes training in these techniques difficult, and rotating trainees, who may be very inexperienced in such life saving skills, can be left exposed in emergency situations.

Introduction

The Difficult Airway Society (DAS) has produced guidelines1 detailing techniques and equipment which should be provided in various difficult airway situations. Such situations not uncommonly arise in the ITU when the immediate availability of airway equipment, from experience, is not always ideal. With more trainees on the ITU not necessarily coming from an anaesthetic background, experience with difficult airway equipment can be limited. This problem can be compounded by different types of equipment being present in the hospitals of a rotation, or even in different sites in the same hospital. Equipment is often single use and sterile wrapped to further reduce the chance of gaining familiarity with it’s use.

Methods

We contacted the 18 hospitals throughout the Northwest rotation which trainees attend and ascertained what difficult airway equipment was immediately available both in the main theatre suite and ITU. To ensure accuracy, we either visited the units ourselves, or asked someone that we knew working there to complete the audit forms on our behalf. We also surveyed 60 of the region’s trainees from SHO year 2 and above to establish the training received and experience acquired in difficult airway techniques.

Results & Discussion
We used the DAS guidelines as a basis for which equipment we thought should be available. There is obviously a dilemma as to how far one should go in replicating infrequently used equipment in both theatre and critical care areas, and often this depends on local factors such as layout of the ITU and it’s proximity to the theatre complex. The DAS suggests that wherever anaesthetics are given and intubation is expected to be performed, then there should be a basic set of equipment immediately available to deal with the unexpected difficult airway. We thought that it was reasonable that this equipment should be present on the ITU in order to state that the equipment was present. This list includes a difficult airway trolley, various laryngoscope blades, a classic laryngeal mask airway (LMA), a cricothyroidotomy kit and capnography. For more advanced equipment such as fibreoptic devices and specialist LMAs, as long as these were easily available, perhaps from an adjoining theatre suite, we deemed these to be present. This is because these pieces of equipment are designed to intubate in a more controlled manner, as opposed to emergency ventilation or intubation. 
The DAS suggests that the equipment should be ‘stocked in dedicated trolleys’ and whilst almost all theatre suites had these, only 8 of 18 ITUs did. Some of the equipment was stocked on the cardiac arrest trolley, and some was simply brought round from a nearby theatre if required. We felt that in the emergency unanticipated difficult airway, such equipment should be immediately present. 15 ITUs had McCoy blades available, and 50% had other blades and laryngoscopes available.

The LMA has secured its place in both routine and emergency airway management and is the first adjunct  suggested after the oral airway in the ‘can’t ventilate’ scenario. 16 ITUs had a classic LMA immediately available, but only 50% had an Intubating LMA and only 3 units had a Proseal® LMA.
There were some more worrying deficits in provision of equipment with only 4 units having microlaryngeal tubes immediately available, and 8 units not having any specific cricothyroidotomy equipment. Whilst there is often percutaneous tracheostomy equipment available with personnel skilled in its use, this is not currently considered an emergency rescue technique for the difficult airway scenario, and cricothyroidotomy is considered as safer in the hypoxic patient who is proving difficult to oxygenate. 3 of the units surveyed did not have immediately available bedside capnography. These units did have transfer monitors available but these needed to be set up and left to warm up – time you don’t have in the hypoxic patient when you are concerned about the location of an endotracheal tube. Not all units used capnography as a matter of routine when intubating patients on the ITU even if it was available which considering its essential place in routine anaesthetic practice is perhaps an area that needs addressing.2
Whilst conducting this survey, we noted that a lot of difficult airway equipment was single use and sterile wrapped, with only one of each item present. This meant that actually looking at the items to ascertain exactly what was present was sometimes difficult, and obviously trying to figure out how pieces of equipment fit together is best not attempted for the first time during a failed rapid sequence induction on the ITU. Not all of the equipment came with instructions and diagrams that were accessible without opening the packet and then de-sterilizing the equipment. We have photographed some our cricothyroidotomy equipment and left these along with instructions in it’s use with our difficult airway trolley at one hospital in order to try and combat this. Another approach would be to use a ‘spare’ item as a demonstration model, but this is only really practical if the item is shared with the anaesthetic department to ensure that there are sufficient numbers in circulation.

We also considered who would be called on in an emergency to use the equipment in the emergency situation and questioned 60 of the region’s anaesthetic trainees from SHO year 2 and above (12 SHOs and 48 SpRs) who had worked in Intensive Care. Interestingly, we found that only one third of trainees had used the intubating LMA more than 5 times and that only 57% were happy to use it unsupervised. 42% of trainees had used the Proseal® LMA with some 60% being confident to use it unsupervised. These LMAs are both recommended as being of proven value by the DAS in the difficult airway situation. 
We also asked about experience and confidence in performing cricothyroidotomy, and how much training had been given to the individual trainees. The results are shown in the figure.

[image: image1.wmf]All Grades - Experience with cricothyroidotomy

n=60

Never

Never

Never

1-5

1-5

1-5

>5

>5

>5

0

10

20

30

40

50

60

Training

Surgical

Needle


More than two-thirds of our trainees were unhappy to perform a surgical cricothyroidotomy and one-third unhappy to perform needle cricothyroidotomy. This raises issues regarding training and experience in these procedures which thankfully occur rarely, but can be life saving in the emergency. They are taught on specialist airway courses, as part of anaesthetic training in our region and also as part of ATLS courses. We did notice however that trainees are increasingly exposed to percutaneous tracheostomy and that these skills increase confidence and experience in needling the trachea. Nearly two-thirds of the trainees had performed more than 10 tracheostomies as the operator. As detailed previously, this is not considered a rescue technique in the “can’t intubate, can’t ventilate” scenario, but is certainly an advanced airway technique which can be performed rapidly and relatively safely in skilled hands. This is an area in which rotating trainees to critical care will gain some exposure, and the principles can be learned and adapted to the difficult airway situation.
Conclusions

Our data demonstrated that not all ITUs had a full compliment of difficult airway equipment as suggested by the DAS guidelines and a wide variety of equipment was available throughout the region. Equipment needs to be available to allow training, accessible to allow familiarity and ideally standardised. Most trainees surveyed were experienced in core techniques, but exposure to specialist LMA use and cricothyroidotomy training was very limited. 
We conclude that the provision of essential difficult airway equipment in the hospitals of this region is not standardised and there are some theatre suites and especially ITUs which lack basic equipment altogether. This makes training in these techniques difficult and rotating trainees, who can be very inexperienced in such life saving skills, can be left exposed in emergency situations.
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