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 June  May 

Number of 
intubations 

3 5 

Indications 

Trauma Medical: Trauma Medical: 

0 

ICH/Stroke: 0 
Overdose/Ingestion: 1 
Sepsis/Resp Failure: 1 

Cardiac Failure: 0 
Arrest: 0 
Other: 1 

0 

ICH/Stroke: 0 
Overdose/Ingestion: 2 
Sepsis/Resp Failure:1 

Cardiac Failure: 0 
Arrest: 2 

Team-leader 
FACEM AT Other FACEM AT Other 

2 1 0 2 3 0 

Intubator 
FACEM AT Other FACEM AT Other 

0 2 2 1 1 3 

 
Airway ax 
performed 

Yes 2  / No 1  Yes 5 / No 0 

Checklist 
utilisation 

Yes 2 / No 1 Yes 3 / No 2 

ApOx used Yes 2 / No 1 Yes 3 / No 2 

Induction rx 
Ketamine Propofol Other Ketamine Propofol Other 

2 2 0 4 0 1 No agents 

Paralytic rx 
Rocuronium Suxamethonium Rocuronium Suxamethonium 

2 1 4 0 

Laryngoscope 
Direct Video Direct Video 

1 2 0 5 

First pass 
success rate 

33% 80% 

 

Intubation 
manoeuvres 

Nil NPA/OPA BVM LMA Repositioned Cric Nil NPA/OPA BVM LMA Repositioned Cric 

0 0 2 0 0 0 4 0 0 1 0 0 

Desaturation 2 1 

Hypotension None None 

Equipment 
Failure 

1 None 

Aspiration None None 

Oesophageal 
intubation 

1 None 

Mainstem 
intubation 

None None 

Laryngospasm None None 

Drug error None None 

Airway 
trauma 

None None 

Cardiac arrest None None 
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Please contact K Ostrowski or M Raos should any issues arise regarding airway management within the department 

Case Observations 
Consistency is key. The use of the airway checklist is a key element to providing a consistent 
approach to Emergency Department airway management. We would like to highlight the value of 
the airway checklist as an aide memoire and a touchstone for other important interventions such as 
apnoeic oxygen and verbalizing a plan. An airway checklist is not going to intubate the patient for 
you, it’s not going to make a better mask seal or improve your technique. The airway checklist is 
there as a prompt to remind us that all our bases are covered, to prime the team and to give a 
sense of order to a potentially chaotic moment.  

 
 
                               Code Brown Scenario of the Month:  

Unpredicted Anatomically Difficult Airway 
 
Unpredicted difficult airway can be defined any number of ways: a Cormack Lehane Grade of 3 or 4, 
an intubation attempt which exceeds 10 minutes or an Intubation Difficulty score of 1-5 
(moderately difficult) or >5 (very difficult). The rate of unpredicted difficult intubations vary across 
specialties, locations and indications and range between 1-10% of all intubations. If we first prepare 
the patient via our current airway management checklist then we can mitigate a large proportion of 
the difficulties we encounter with anatomical view, oxygenation and tube delivery. What about 
when you’ve done all these and you’re still staring into the abyss getting PTSD type flashback to 
your first speculum exam at medical school. 
 
Preparation  
We harp on about this but you should have a positive mindset going in, incrementalize the task, 
visualize the goal, make your plan and share your model. As part of the visualization think about all 
the small manoeuvres you can use to improve your view some: ELM, lifting the head off the bed, 
turning the patient’s head to the left and advancing the blade to lift the epiglottis. We advocate for 
assessing all intubations regards airway anatomy and marking the cricothyroid membrane prior to 
intubation so that physically and psychologically you are prepared for cricothyrotomy. Have the 
CMAC on remembering that we have 3&4 MacIntosh Blades and a D blade for each CMAC (there’s 
also a size 2 for the reusable CMAC). Use the bougie for each intubation such that when you need it 
you are familiar with the tactile feel of tracheal rings and “hold-up”. 
Note: The blades on the disposable CMAC are not interchangeable with the reusable blade 
system. 
 
Specific techniques when you have an anatomically difficult airway 
 
Fibre optic intubation –  
Something which we talk about Anaesthetists doing but get little practice at ourselves. Most 
effective if used first up on the airway in which anatomical or physiological difficulty is predicted. 
Use in the rescue situation is not advocated for operators without experience. 
 
Bougie –  
Reports from Driver et al show that routine use of the bougie improves the first pass success rate 
across all intubation types including difficult airways. When faced with a CL3 or 4 use the coudet tip 
to lift the edge of the epiglottis then advance the bougie along the midline feeling for both the 
tracheal ridges and “hold-up” (where the bougie hits carina then right main bronchus and will no 
longer advance).  
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D blade tips 
The D blade can facilitate a better view at the expense of ETT delivery. Remember the D blade 
technique is a midline technique, mould the stylet to the shape of the D Blade and have it loaded 
prior to intubation. If you’re having trouble getting the ETT into position try dropping your right 
hand 90 degrees to the right to change the axis of delivery.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
LMA facilitated intubation –  
In this technique where you are unable to deliver the tube or your intubation time has elapsed 
consider placing an LMA to bag the patient prior to the next attempt. In lieu of removing the LMA 
prior to the next attempt leave it in situ and run a lubricated 6.0 ETT down the middle of the LMA 
channel. This is best done with flexible endoscopy to facilitate placement – however if you are a 
novice at fibre-optic intubation the can’t intubate scenario is not the best time to learn.  
 
Reverse corkscrew or corkscrew –  
When delivering the ETT between the cords and encountering difficulty with delivery because of 
snagging on the supra-glottic structures bring the ETT back 1cm rotate 90 degrees counter 
clockwise and advance the tip again. This should move the bevel from the arytenoid to the midline 
allowing easier passage.  
 
Hot-switch –  
When delivering the ETT and there is hold up past the vocal cords you are in the sub glottis space. If 
the ETT is held up then you are encountering sub glottis stenosis. The most practical approach is to 
leave the bougie in situ then perform a hot switch to a smaller by 0.5 ETT. If the patient is having 
difficulty oxygenating additional oxygen can be delivered by using the Rapi-Fit bougie adapter as 
the ETT exchange is happening.  
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        Equipment Fact of the Month: 
    Rapi-Fit Adapter 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
This nifty bit of kit slides on the end of the bougie and allows you to oxygenate down the central 

channel. It is in drawer 3 of the airway trolley and won’t give you big volumes but will give you a lower 
saturation dip as you search for that smaller ETT to swap onto the bougie.  It snaps onto the end of the 

bougie and has an ETT adapter to allow oxygen to flow through the bougie as a rescue device.  
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Word on the Street 

 
The bottom line:  This multi-centre randomised prehospital trial looking at LMA vs ETT prehospital airway 
management did not show a favourable functional outcome at 30 days. How this relates to the ED is 
unclear, but when a patient arrives in ED post cardiac arrest and is ventilating well through an LMA the 
focus should be on addressing other reversible causes of arrest and maximizing other interventions and 
returning to the airway and exchanging for an ETT if needed.  
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