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Introduction

* Rapid Sequence Induction (RSI) is an intubation technique used to
minimise the time between loss of airway reflexes and endotracheal tube
placement, in those at risk of aspiration of gastric contents.

 The National Audit Project 4 (2011)" encouraged use of a checklist for all
intubations of critically unwell patients to minimise errors from
inadequate preparation of equipment and prepare the team for potential
difficulty.

Methods

* Informal feedback was that the original RSl checklist was unpopular
because it was clunky and caused anxiety among patients.

* A questionnaire was sent via Microsoft Forms to the anaesthetic
department to evaluate this. 6 anaesthetic nurses and 13 doctors
completed the survey.

Results
* Main findings:

* 74% respondents did not use a checklist for every RSI.

* 47% respondents modify checklist to clinical situation.

* 84% respondents agree that checklist is important for patient
safety.

* Checklist was preferentially used when outside of theatre
environment.

* Comments:

* Checklist can be improved by: “simplicity”, “condensing it”,
“standardisation”, “splitting checklist into stages that can be
completed at different stages of patient journey...checklist
performed in front of an anxious patient is not appropriate”.

* Barriers to using checklist: “staff disengagement”, “time
consuming”, “complacency”.
Conclusion

* Multiple improvements needed to encourage use of checklist by
stakeholders, condense and improve flow, avoid repetition, promote
standardisation across all hospital departments.
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Logical and natural flow within each section.
Use of colour and arrows as a visual cue.
Addition of DAS guideline as aide-mémoire.

Amalgamate the parts of the current theatre,
ED, RCOA and CCU checklists to facilitate its
standardisation across hospital.

Check boxes as cognitive cue.

Incorporate allergies and other patient details
together as these will be included in the WHO
checklist which is completed for every theatre
patient.

‘Team Ready’ timeout just prior to intubation
for concerns to be raised.

‘Team’, ‘equipment’ and ‘airway plan’ can be
discussed prior to patient arrival so they do not
overhear potentially anxiety causing details.

Allows flexibility for the airway team leader to
decide on specifics of position, drug doses,
equipment, preoxygenation methods.
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