A 2-year audit of the Emergency Airway Service in a

Singaporean Regional Hospital

Background and Goals:

Compared to in-theatre intubation, emergency out-of-theatre
endotracheal intubation (EEI) is associated with higher rates
of failed intubation and hypoxia. In 2011, an Emergency
Airway Service (EAS) was set up to manage airway
emergencies outside OT. The team comprises of an
anaesthetist, a trainee and a nurse with specialised
equipment readily available in a runaway trolley. We
describe the characteristics and outcomes of EAS activation
in our hospital.

Materials and Methods:

Following institutional review board approval, we
conducted a 2-year retrospective audit of EAS activations
(April 2014 to April 2016). EAS forms and electronic
records were reviewed. There were 135 activations, of
which 90 with record forms were analysed.

Results and Discussion:

Activations originated mainly from General Ward (37%),
A&E (19%), Medical ICU (19%) and High Dependency
Units (18%). Reasons for intubation included respiratory
(58%), cardiac (16%), airway (14%) and neurological (8%).
Median patient age was 62 years (range 18-86).
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Intubation was attempted in 84 (93.3%) cases by the EAS
team. 83 (99%) cases were intubated successfully while 1
(1%) required open tracheostomy. Mask ventilation and
intubation were deemed difficult in 29 (35%) and 33
(39%) cases respectively.

References

Emergency
Airway
Service
runaway

- trolley

|

[

Difficulties were attributed to anatomical (53%),
pathological (28%) and operator (19%) reasons. Techniques
used included videolaryngoscopy (73%), direct
laryngoscopy (23%), fibreoptic bronchoscopy (3%), and
tracheostomy (1%). Capnometry / capnography was used in
53 (63%) cases to confirm endotracheal intubation. All-
cause 30-day mortality was 68% in patients who required
EAS activation during their hospital stay.

We reported a higher incidence of difficult intubation
compared to earlier studies, likely because the EAS was
activated only when the primary team had failed intubation
or anticipated difficulty. We suggest the videolaryngoscope
as the first-choice device during EEI as there is good
evidence that it improves glottic view and first-pass success
rate. Also, we encourage our EAS team to use capnography
to confirm correct tube placement, in accordance with
recommendations from the National Audit Project 4.

Conclusion:

Our EAS has been successful in managing airway
emergencies and EEI outside the operating theatre. We
recommend that others involved in this procedure to
similarly audit their practice as part of a quality
improvement process.
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