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General	  Aims	  

•  Learn	  in	  a	  team	  seOng	  
•  Blend	  clinical	  skills	  with	  team	  skills	  
•  Reflect	  cri1cally	  on	  prac1ce	  
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Ground	  Rules	  

•  Par1cipa1on	  
•  Privacy	  
•  Confiden1ality	  
•  Disclaimer	  
•  Debriefing	  
•  Mobile	  phones	  
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Objec1ves	  
•  To	  discuss	  the	  role	  of	  Rapid	  Emergency	  Intuba1on	  
(REI)	  in	  the	  emergency	  department	  

•  Prac1ce	  skill	  of	  intuba1on	  	  
•  Prepare	  and	  plan	  to	  perform	  a	  REI	  
•  Use	  an	  emergency	  algorithm	  in	  the	  event	  intuba1on	  
is	  difficult	  

•  Trouble	  shoot	  problems	  post	  RSI,	  such	  as	  
desatura1on.	  

•  Develop	  skills	  with	  video	  laryngoscopy	  	  
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Pa1ents	  don’t	  die	  from	  failure	  to	  
intubate……they	  die	  from	  failure	  to	  

oxygenate.	  
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DON’T	  GET	  FIXATED	  ON	  THE	  PLASTIC	  



Emergency	  Department	  Airways	  

•  Assessment	  
–  History	  
–  Examina1on	  

•  Look	  
•  Listen	  
•  Feel	  

–  Difficulty	  	  
•  BOOTS	  
•  LEMON	  

–  Available	  Skills	  

Management	  Op1ons	  
•  Simple	  airway	  maneuvers	  
•  Nasal	  Prongs	  
•  Oxygen	  Masks	  –	  variable	  and	  

fixed	  
•  Airway	  Adjuncts	  
•  Bag	  Valve	  Masks	  
•  Non-‐Invasive	  Ven1la1on	  
•  Laryngeal	  Masks	  
•  Intuba1on	  
•  Surgical	  Airway	  
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What	  is	  Rapid	  Sequence	  Induc1on?	  
It	  is	  the	  most	  common	  technique	  used	  in	  ED.	  In	  

experienced	  hands	  it	  is	  a	  safe	  and	  successful	  
	  
Fast	  method	  of	  securing	  the	  airway	  in	  those	  who	  have	  

a	  greater	  risk	  of	  aspira1on	  
	  
Uses	  seda1on	  and	  rapid	  paralysis.	  3	  components:	  
1.  Preoxygena1on;	  	  
2.  Rapid	  ac1ng	  muscle	  relaxant	  	  
3.  Cricoid	  pressure	  
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7	  P’s	  of	  RSI	  

Prepara1on	  (space,	  staff,	  stuff)	  
Pre-‐oxygena1on	  
Planning	  
Posi1oning	  +/-‐	  cricoid	  pressure	  
Paralysis	  with	  induc1on	  
Procedure	  
Post	  ETT	  confirma1on	  and	  care	  
	  
Prepara1on	  Prevents	  Piss	  Poor	  Performance	  
	  September	  

2012	  
©	  Health	  Workforce	  Australia	  



Prepara1on	  is	  vital	  

September	  
2012	  

©	  Health	  Workforce	  Australia	  

In	  order	  to	  perform	  safe	  endotracheal	  
intuba1on	  in	  an	  ED	  you	  need:	  

SPACE—Ideally	  in	  a	  well	  equipped	  resuscita1on	  
room.	  

STAFF-‐-‐-‐At	  a	  minimum	  you	  require	  an	  airway	  
assistant,	  procedure	  doctor	  and	  a	  scribe.	  

STUFF-‐-‐-‐The	  acronym	  STOP	  I	  C	  BARS	  is	  useful	  to	  
assist	  you	  to	  remember.	  



STOP	  I	  C	  BARS	  

S 	  Suc1on	  
T 	  Tubes	  
O	  Oxygen	  
P 	  Pharmacology.	  
I 	  IV	  access	  and	  IV	  Fluids	  
C 	  Connect	  to	  monitors	  
	  	  End	  Tidal	  CO2.	  

B 	  Blades	  and	  bougie	  
A 	  Alterna1ve	  devices	  	  	  	  	  	  
CMAC	  posi1on	  

R 	  Rescue	  techniques	  
	  LMA	  

S 	  Surgical	  technique	  
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RSI	  drugs	  

Induc1on:	  Propofol,	  
Thiopentone,	  Ketamine	  

Paralysis:	  
Suxamethonium,	  
Rocuronium	  

Adjuncts:	  Metaraminol,	  
Opiates	  

Post	  Intuba1on:	  Seda1on,	  
Analgesia	  and	  paralysis	  
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Posi1on	  and	  Pre-‐Oxygenate	  
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Planning	  
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Paralysis	  and	  Procedure	  
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Check	  Posi1oning	  
Check	  correct	  posi1on	  by	  
seeing	  the	  chest	  rising	  
symmetrically	  

Ausculta1on	  
End	  1dal	  CO2	  colormetric	  
or	  waveform	  

O2	  satura1ons	  
Pa1ent	  colour	  
Mis1ng	  of	  ETT	  

September	  
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Recognising	  a	  malposi1oned	  ETT	  
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R	  J	  TRACHEA	  
§  Expired	  end	  1dal	  CO2	  

capnograph	  shows	  a	  square	  
wave	  for	  5	  or	  more	  breaths	  
(this	  is	  the	  most	  reliable	  
method	  

§  The	  ETT	  was	  witnessed	  to	  go	  
through	  the	  cords.	  

§  The	  ETT	  leak	  is	  readily	  
obliterated	  with	  4	  -‐	  5	  ml	  air	  

§  Chest	  wall	  excursion	  is	  easily	  
achieved	  with	  BMV	  

§  Bilateral	  breath	  sounds	  are	  
auscultated	  in	  the	  axillae	  

§  Mist	  forms	  in	  the	  ETT	  
§  The	  SaO2	  remains	  above	  95	  

%	  

D MAIN	  BRONCHUS	  
§  Chest	  wall	  excursion	  is	  

reduced	  on	  the	  leo	  
§  Breath	  sounds	  are	  reduced	  

on	  the	  leo	  
§  The	  SaO2	  remains	  90	  –	  94	  %	  

ACT	  
• Withdraw	  the	  ETT	  while	  
ausculta1ng	  
• Confirm	  with	  US	  

DDDOESOPGAGUS:	  
§  Chest	  wall	  excursion	  is	  

absent	  in	  both	  axilla	  
§  The	  SaO2	  falls	  below	  90%	  

(Can	  take	  several	  minutes	  in	  
pre-‐oxygenated	  healthy	  
people)	  

§  A	  persistent	  burping	  sound	  
escapes	  around	  cuff	  despite	  
filling	  with	  air	  

§  The	  stomach	  expands	  with	  
ven1la1on	  

§  Other	  signs	  of	  tracheal	  
placement	  are	  absent	  

ACT	  
Remove	  the	  ETT	  

Box	  5:	  	  Recognizing	  a	  malposi3oned	  ETT:	  3	  pa8erns	  of	  placement	  of	  the	  ETT 



Post	  Intuba1on	  Care	  

•  Seda1on	  and	  
Analgesia	  

•  Ven1lator	  seOngs	  
•  Adjuncts	  –	  NGT,	  
IDC,	  Lines	  

•  DOCUMENTATION	  
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F	  -‐	  luids	  

A	  -‐	  nalgesia	  

S	  -‐	  eda1on	  

T	  -‐	  hromboembolic	  prophylaxis	  

H	  -‐	  ead	  Up	  

U	  -‐	  lcer	  Prophylaxis	  

G	  -‐	  lycaemic	  Control	  

Box	  5	  –	  FAST	  HUG	  checklist	  for	  post	  intuba3on	  care 

DON’T	  EVER	  FORGET	  THE	  ONGOING	  CARE	  OF	  THE	  CONDITION,	  SEEK	  THE	  
CAUSE,	  MANAGE	  CO-‐MORBIDITIES	  and	  AVOID	  COMPLICATIONS	  

	  



What	  if	  the	  pa1ent	  desaturates	  
aoer	  intuba1on?	  

Is	  there	  a	  disconnec1on?	  	  
Is	  the	  ETT	  in	  the	  trachea?	  
Is	  the	  ETT	  obstructed?	  	  
Has	  the	  pa1ent	  developed	  a	  pneumothorax	  or	  
severe	  hypotension?	  

Is	  there	  a	  problem	  with	  the	  ven1lator?	  
Is	  there	  breath	  stacking?	  Bronchospasm?	  	  

September	  
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Systema.c	  approach	  to	  desatura.on	  in	  an	  intubated	  pa.ent	  
STEP	  1.	  EXCLUDE	  CAUSES	  ABOVE	  THE	  AIRWAY 

1.  Check	  O2	  supply 
2.  Check	  connec1on	  of	  O2	  tubing	  to	  ven1la1on	  device 
3.  Detach	  pa1ent	  from	  the	  ven1lator	  and	  manually	  bag	  with	  bag-‐mask	  device 
4.  Consider	  replacing	  exis1ng	  bag	  and	  mask	  device	  with	  alterna1ve	  bag-‐mask	  

STEP	  2.	  EXCLUDE	  CAUSES	  IN	  THE	  AIRWAY 
1.  Check	  the	  posi1on	  of	  the	  ETT	  at	  the	  lips 
2.  Inspect	  the	  ETT	  for	  external	  obstruc1on	  (eg.	  kinking) 
3.  Check	  the	  filter	   
4.  Confirm	  the	  posi1on	  of	  the	  ETT	  in	  the	  trachea	  (CHECKS	  ETT) 
5.  Suc1on	  the	  ETT 

STEP	  3.	  EXCLUDE	  “PATIENT”	  CAUSES	   
1.  Inadequate	  Minute	  Ven1la1on	  (Vm)	  –	  hypoven1la1on,	  bronchoconstric1on 
2.  Alveolar	  gas	  exchange:	  endobronchial	  intuba1on,	  atelectasis,	  pulmonary	  venous	   
3.  Conges1on,	  aspira1on 
4.  Space	  occupying	  lesion:	  eg.	  Pneumothorax 
5.  Circula1on	  causes:	  hypotension,	  reduced	  venous	  return 



Now	  the	  CMAC	  video	  laryngoscope	  
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Scenario	  
BAT	  call	  	  
	  50	  year	  old	  male	  
	  Head	  injury	  –	  GCS	  7	  
	  BP	  156/78	  	  
	  HR	  70	  
	  Sats	  98%	  
	  BSL	  7.2	  
	   	   	   	   	  ETA	  2min	  
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Summary	  

•  Assessment	  for	  difficulty	  is	  essen1al	  
•  Prepara1on	  and	  Planning	  provides	  the	  
op1mum	  environment	  for	  intuba1on	  

•  In	  ED	  airways	  the	  first	  go	  should	  be	  the	  best	  
go	  

•  Everyone	  should	  know	  the	  Plan	  A/B	  and	  C	  
•  Re-‐assess	  the	  pa1ent	  with	  ABCs	  if	  there	  is	  
deteriora1on	  

•  Remember	  to	  con1nue	  to	  manage	  the	  pa1ent	  
September	  
2012	  
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Disclaimer	  
	  

Care	  has	  been	  taken	  to	  confirm	  the	  accuracy	  of	  the	  informa1on	  
presented	  and	  to	  describe	  generally	  accepted	  prac1ces.	  	  However	  the	  
authors,	  editor	  and	  publisher	  are	  not	  responsible	  for	  errors	  or	  omissions	  
or	  for	  any	  consequences	  from	  the	  applica1on	  of	  the	  informa1on	  in	  this	  
presenta1on	  and	  make	  no	  warranty,	  express	  or	  implied,	  with	  respect	  to	  

the	  contents	  of	  the	  presenta1on.	  

Copyright	  and	  Permission	  to	  Reproduce	  
	  

This	  work	  is	  copyright.	  It	  may	  be	  reproduced	  for	  study	  or	  training	  
purposes	  subject	  to	  the	  inclusion	  of	  an	  acknowledgement	  of	  the	  source:	  
Health	  Workforce	  Australia	  EdWISE	  program.	  It	  may	  not	  be	  reproduced	  

for	  commercial	  usage	  or	  sale.	  	  
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