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< 5 The Faculty Ui
Based on DAS 2025 Guidelines — Unanticipated Difficult Tracheal Intubation ] _ ‘i'.' Intensive

(Plans A-D) Care Medicine

Authors: A. Munro, M. Madden, G. Dua

Format: Pause—>Play—>Rewind (low-fidelity / table top drill)

Scenario Flow

Learners: Critical Care teams including doctors (all PASSE L REWIND
grades), all nursing staff, anaesthetic teams II ’ «
Facilitators: 1—2 Intensive Care Unit educator(s) / Airway s o e
Lead

1. OVERVIEW

Scenario: A patient on the Intensive Care Unit (ICU) receiving non-invasive ventilation is
clinically tiring and has a significant escalation in their oxygen requirement. The decision
is made to intubate the patient. This is a scenario of a failed intubation in an unanticipated
difficult airway in the ICU. The focus is on decision-making, declaration, communication,
and transition through the DAS 2025 algorithm. This AirDrill is designed to be
performed as a 9lsXall\ (nKanFeG Oenlla) 6LPXlallRn 9(0O6 using the printable
resources on the DAS Education Package. It can also be run simply as a mental
rehearsal for critical care teams.

2. 17(16,9( &$5( 81,7 63(&,),& &216," (5$7,216

Airway management in the non-operating theatre environment is associated with a higher
risk of adverse events including failed intubation, oesophageal intubation, hypoxia and
cricothyroidotomy.? The reasoning for this is complex but includes issues of urgency,
staffing, few opportunities for awake intubation in obese patients or those with anatomical
difficulties, limited physiological reserve (the physiologically difficult airway) and aspects of
ICU logistics. Senior input should be sought early given the recognised risks; these
should be communicated during ICU handover where a deliverable plan should be agreed
with the staff on duty that day.

A checklist should be used for all intubation of all critically unwell patients. This allows
preparation of the patient, gathering of all required equipment and drugs, and facilitates
preparation for difficulty.” It also prompts interventions to improve the physiological status
of the patient and help create ‘flash teams’ which come together at short notice to perform
urgent procedures. This is where the ‘shared mental model is created. Scoring systems
such as the MACOCHA and HEAVEN scores can aid in identifying critically ill patients at
risk for difficult intubation (see appendix).
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7KH I*XIGHILQHV IRV IIKH PDQDJHPHQI RI WDFKHD) LQIXEDILRQ LQ FUILFDIN W0 DGXIVY
SURYLGHV DQ DIJRULIIKP DQG LQIXEDILRQ FKHENILVII IRU XVH LQ DI KRVSLID) IRFDILRQV LQFIXGLQJ IIKH
&80 7KH "$6 JIXIGHIQHV FRQIDLQ DQ XSGDIHG y(PHUJHQF\ 7UDFKHD(I ,QIXEDILRQ
&KHFNIVI| see appenGi[ 6RPH GLIHUHQFHV H[VI EHIZHHQ WKH §*XIGHILQHV IRV HKH
PDQDJHPHQI RI WUDFKHDI LQIXEDILRQ RI FUILFDUN\ W0 DGXUV] DIJRUIWKP DQG IKH =$6
JXIGHIQHV WKHVH ZLl EH FRQVLGHUHG LQ IKH 1™ LlVFXVVIRQ SRLQIV] ZKLVI SUIRJUHVVLIQJ IKURXJIK
IKH VFHQDUR

S(SSI21 ST5U&TUS(

7KH VFHQDUR EHIRZ LQYRIYHV D FiLnLFLan FRPSHIHQI LQ EDVLF DWZD\ PDQDJHPHQI DQG DQ
alrZa\ asslslianli 7KH DWZD\ DVWVLVIDQI PD\ EH DQ ,&8 QXUVH 2SHUDILQJ *HSDUWPHQI
SUDFILILRQHU RU $QDHVIKHILF 1XUVH

(DFK VHFILRQ FRWHVSRQGV IR D 3iDQ $=" 1Q IKH "$6 DIJRUWIKP 8VH SDXVHV to
UHICHFI DQG HQVXUH SDUILFLSDQIV YHUEDILVH NH\ VIDQGDUGLVHG SKUDVHV VXFK DV [VXVIDLQHG
H[KDIHG &2 { yIDUHG LQIXEDIRQ| 16IRS 7KIQN &RPPXQLFDIHI )DFLUUIDIRY DUH IKHUH IR
SURYLGH anticipatory SURPSILQJ ZUIK FILQLFDI FXHV DSSURSUDIH IR #KH 0HYH) RI IKH 0HDUQHU
SUHYHQI IKIQJV JRIQJ RIlI WDFN DQG DIRZ IRU IRFDI GLVFXVVIRQ RI FRQIH[I HTX.SPHQI
DYDUDELUN RI VXSSRUI IKDII LV UHIHYDQI iR KLV IHDP  6RPH RI IKHVH GLVFXVVLRQV PD\ (HDG IR
FKDQJHV 1Q SURFHW HTXISPHQI DQG (RFDIRQV LQ \RXU GHSDUIPHQI 3MHDVH VHH
DFFRPSDQ\IQJ )aFllfalRrs JX.Ge WR =$6 $Lr=rl,s and "ePR 9lGeRs IRU IXUIKHU
JX.GDQFH

35( %5,()

%HIRUH UXQQLQJ WKH VFHQDUIR IDFLIDIRUWV VKRXIG IDNH D IHZ PLQXIHV #R VHI {KH VFHQH DQG
FUHDIH RSILPDJ) FRQGLILRQV IRU HITHFILYH (HDUQLQJ

SettinJ the scene ,QIRGXFH IKH VHVVIRQ DV D (RZ ILGHII\ =UW EDVHG RQ IKH *$6
DIJRUWKP  ([SIDLQ WKDW IKH DLP LV §R EXWG VKDUHG PHQID) PRGHIV LQFUHDVH JXLGHILQH
IDPLULDWN DQG UHKHDUVH GHFLVIRQ PDNLQJ DQG FRPPXQLFDILRQ DV D WHDP

JorPat 7KH VHWIRQ XVHV D 3DXVH+3ID\+5HZIQG VIUXFIXUH )DFLLUDIRVYY FDQ SDXVH IKH
VFHQDUIR D NH\ GHFLVIRQ SRLQWV DNRZ WKH IHDP R GLVFXVV RSILRQV WKHQ SID\ IRUZDUG RU
UHZIQG ¥R UHSID\ D VHIPHQW ZUK GLIIHUHQI GHFLVIRQV 7KHUH LV QR IRUPDI DVVHVVPHQI
(PSKDVLVH KD KLV LV D VDIH VSDFH §R DVN TXHVHIRQV PDNH PLVIDNHV DQG H[SIRUH
XQFHUIDLQIN\ ,QYLH WKH IHDP IR VSHDN XS DQG FKDNHQJH HDFK RIKHU FRQVIUXFILYHO\

5o0le of the facilitator )DFLLIDIRVY JXIGH IKH VFHQDUR 10RZ SURYLGH FILQLFD) FXHV NHHS WKH
JURXS RQ WDFN DQG SURPSI UHIIHFILRQ D SDXVH SRIQIV  7KH (HYH) RI VFHQDUR FRPSIH[LIN\ FDQ
EH DGIXVIIHG GHSHQGLQJ RQ WKH (HYHI RI YKH IHDUQHUV
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. %5,0

e A patient on the ICU is receiving non-invasive ventilation for bacterial community
acquired pneumonia. No significant airway risks were identified at admission.

e The patient is clinically tiring, distressed, and their SpO2 has dropped to 88% on
maximal NIV settings. Their blood pressure is trending down, currently 95/60 mmHg,
with a heart rate of 125 bpm.

e Jtis aP and the 2n &all &onsultant is at home.* > &an FhanJe the tlPe and
aYallaEllLt\ deSendlnJ on the teaP and Fonte[tf

e Talk through with your team what you are going to do. Learners can ask for equipment,
which will be given in the form of paper representations.

e Allow the learner to state anything they would do prior to commencing intubation, e.qg.:
o Airway assessment including proactive
palpation of the cricothyroid membrane and
declaration of Plan D incision technique.

o Ascertain minimum skillset and number of team
members needed.

o Delegate roles including monitoring, drugs,
time-keeping.

o Ask what specific techniques are used to
engage the team — e.g. discussing specifics of
the different anticipated and unanticipated
steps, transition points to be identified, and
giving them opportunity to raise concerns before
the procedure starts.

o Optimise cardiovascular system, complete
intubation checklist, share plan for failure.
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PLAN A - Tracheal Intubation

Peroxygenation
Facemask +
nasal oxygen

Plan A: Tracheal Intubation

IF DIFFICULTY EXPERIENCED, CALL FOR HELP

- Use a videolaryngoscope
- Ensure adequate neuromuscular blockade
- Ensure time awareness

If unsuccessful, consider:

PLAN A: TRACHEAL INTUBATION
(maximum 3+1 attempts)
Verify

success with
two-point check:

1. Waveform
capnography

- Introducers (bougie, stylet) 2. Visual
- External laryngeal manipulation confirmation
- Removing cricoid force (if applied) Airway Assistant
- Optimising position - Monitor attempts and elapsed time
- Changing blade type or device - Prompt and provide equipment
N J I - Prepare SAD for Plan B \ 4
Declare failed intubation
Ensure eFONA kit immediately accessible
MOVE TO PLAN B: Supraglottic Airway Device
Scenario . . o
flow: — Attempts at 9ideolar\nJoscop\ confirm a poor glottic view (Grade 3-4)
Dﬁ —> VIGHRIDU\QJRVFRS\ attempts fail (max 3+1)
_— Allow team to optimise (head-up position, external laryngeal
Facilitator manipulation inFt)roduce(r use) PP 7
prompts: P :

)

Discussion
points:

Moving Rn

Lil

State that the learner is unable to intubate at each attempt
After each attempt, prompt optimisation DQG/or transition
Oxygenation maintained if peroxygenation is achieved between attempts

&hecNlist "LG SUHSDUDILRQ IRU LQIXEDILRQ LQFIXGH FRPSIHILRQ RI DQ
LQUXEDILRQ FKHFNOWVIT* =LVFXVV 3IDQ $ ©

AssessPent $QILFLSDILRQ DQG SUHGLFIRWV Rl DQDIRPLFDI DQG
SK\VLRIRJILFD) DLZD\ GLHLFX0N $VVHVV DQG LGHQILI\ FUFRIK\URLG PHPEUDQH
3reo[\Jenation and pero[\Jenation +RZ ZDV IKLV SHUIRUPHG" = KDI
LI WKH SDILHQW ZDV DJLIDIHG""

(ar0\ KelS seeNlnJ = KR ZRXIG PDNH IKLV FDN DQG KRZ ZRXIG \RX GR i
LQ WKLV VLIXDILRQ FRQIH[I™ = KR ZRXIG \RX DVN IRU KHIS"*

“eFlarallRn )DUHG LQIXEDILRQ GHFIDUHG ORYLQJ IR 3(DQ %

7eFKnLFal rePLnGers OD[ DIHPSIV RSILPLVDILRQ

SHUR[\JHQDILRQ WILPHI\ IWDQVUILRQLQJ SUWLPLQJ LQ SDUDWHI IRUH)21%
ODQDJHPHQI Rl FDUGLRYDVFXIDU VIDIXV

5R0e RI alrZa\ asslslianii 3URPSILQJ PRQURIQJ SUPLQJ

7eaP FKallenJe = KDIl LI IKH LQIXEDIRU ZDQIHG IR FRQILQXH ZUIK PX0ILSIH
DIfHP SIV**

— 2SIRQV IR UHSID\ VFHQDULR, RU IR FRQILQXH IR 30DQ %

DAS AirDrills: This document is for educational use only
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PLAN B - Supraglottic Airway Device (SAD)

IF DIFFICULTY EXPERIENCED, CALL FOR HELP
PLAN B: SUPRAGLOTTIC AIRWAY DEVICE

e N ( N
STOP, THINK AND COMMUNICATE
Confirm Consider:

(maximum 3 attempts)

Peroxygenation| | - 2 generation SAD ventilation - Waking patient up
Facemask + - Ensure adequate neuromuscular blockade with « Intubating trachea via the SAD
nasal oxygen . f q ) ; . -
If unsuccessful, consider: wavetorm - Proceeding without intubation
- Changing size capnography - FONA (tracheostomy or

- Alternative SAD cricothyroidotomy)

Airway Assistant L
- Monitor attempts and elapsed time

- Prompt and provide equipment
- Ensure that eFONA kit immediately
available

Declare failed SAD ventilation
Open eFONA kit

MOVE TO PLAN C: Facemask Ventilation

Scenario , , , o _
flow: = 2nd generation SAD insertion after failed intubation.
— First attempt fails; second succeeds with sustained ETCO,
@ trace.
Facilitator — Allow clinician to alternate between Plan B and Plan C as per DAS ICU
prompts: intubation guidelines (see appendix), but Pa[LPXP alliePSlis at each
r’ —> Pause once effective oxygenation/ sustained ETCO2 achieved
@ = Allow team to STOP, THINK AND COMMUNICATE options
* Declaration: "We have Oxygenation and sustained ETCO2 achieved via
SAD"
* “eFLslRn PaNLnJ Leave SAD in place to await senior anaesthetic
support, intubate via SAD, or obtain front of neck access
. . e 7eFKnlFal Why a 2nd generation SAD? Why remove cricoid force for
DIIs)gliJ:tssl.on SAD insertion? How to intubate via SAD? (dependent on learner)

* +elS anG esFalallRn Involve ITU consultant on call, senior anaesthetist,
surgeon, and theatre coordinator early
e 7eaP FRPPXnlFallRn
o “We have a functioning SAD, oxygenation stable, default plan is to
wake the patient..."
o If senior anaesthetist arrives now, what would be the ideal

handover? 37hls Ls a Fannot IntuEate Fan o[\Jenate sltuatlon Ln a
FrittFal)\ unZell Satlent Zlth resSlrator\ lallure, Ze haYe

attePSted«
o Learner should display use of clear, standardised language with
SBAR
Moving Rn . . .
— Options to replay scenario or to continue to Plan C

DAS AirDrills: This document is for educational use only
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PLAN C — Facemask Ventilation

Plan C: Final Attempt at Facemask Ventilation

ENSURE HELP PRESENT OR ON THE WAY

Deliver
100% oxygen

PLAN C: FINAL ATTEMPT AT FACEMASK

- Adequate neuromuscular blockade

- Optimise patient position ventilation _> » Reversing

- Adjuncts (oropharyngeal and/or nasopharyngeal airway) with neuromuscular blockade

- Two-person technique waveform and waking patient up
capnography +  FONA (tracheostomy or

- Adequate depth of anaesthesia

VENTILATION STOP, THINK AND COMMUNICATE

Confirm Consider with senior input:

Airway Assistant cricothyroidotomy)

- Assist facemask ventilation
- Ensure adjuncts in use

- Open eFONA kit

Declare cannot intubate,

cannot oxygenate

MOVE TO PLAN D: Emergency Front-of-Neck Airway

Scenario
flow:

=)

Facilitator
prompts:

)

Discussion
points:

Moving
on:

> «

!l

3 attempts at SAD insertion fail
Team attempts mask ventilation, further desaturation.

Optimise (two-person technique, airway adjuncts, full paralysis)
Ensure patient is asleep and paralysed

Dependent on learner can state patient is hypotensive

There is no ETCO2, help arrives....

“eFlarallRn 3)alled 6AD 9entllatlon” then 3&annot ntuEate, Fannot
o[\Jenate” and yMoYe to 3lan D + ePerJenF\ )ront ol 1eFN AlrZa\
6LIXalllRnal $Zareness Patient likely to be haemodynamically unstable at
this point

5Rie allRFalLRn Evidence of clear leadership and active followship i.e.,
clinician directs; airway assistant opens eFONA kit; nurse calls ENT support,
if available

3reSarallRn IRr €)21$ Priming by opening of eFONA kit after failed SAD
ventilation, verbally confirm cricothyroid technique, confirm paralysed,
position patient, transitioning with anticipation of immediate progression to
eFONA

7eaP FRPPXnLFallRn Closed-loop confirmations: "(17 Falled on thelr
Za\ and e)21A Nt oSen and read\

— Options to replay scenario or to continue to Plan D

DAS AirDrills: This document is for educational use only
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PLAN D - Emergency Front-of-Neck Airway (eFONA)

ENSURE HELP IS PRESENT

S )
PLAN D: EMERGENCY FRONT-OF-NECK AIRWAY
) Scalpel (size 10), bougie, tube (6.0 mm) Confirm
:‘I’_“t'““ef - Maximal neck extension ventilation
CEsy © - Full neuromuscular blockade with
t; (LO /"e‘:x:;?;: - Suction available — waveform
PP Y If unsuccessful, consider: capnography
- Smaller tube
- Extending incision
- Changing position and/or operator
N J L Airway Assistant \ Y,

- Provide eFONA equipment
- Load tube onto bougie

- Remove bougie
Inflate cuff
- Connect to circuit and capnography

Scenario
U — CICO declared; SerlRrP e)21$% (learners talk through steps of eFONA)
=
Facilitator
prompts: —> Discuss eFONA steps/method
/’} —> Reinforce leadership, role clarity, and calm communication
A
 “eRlarallRn 3(PerJenF\ Iront ol neFN alrZa\ reTulred. 9ertlFal ,nFlslon
teFhnlTue.
* 5R0le asslInPenll Leader allocates tasks: 3;;; attePSt to Palntaln
o[\Jen, ;;; SerlorP the InFlslon, ;;; asslsts Zlth Nt
e Communication: Concise handover when help arrives: “CICO
Discussion declared, eFONA performed, sl]le 6.0 tube in situ, sustalned
points: capnography ZaYelorP confirmed.”
* Discussion points:
o Who should do the eFONA? What if a senior anaesthetist arrives
at this time?
o What eFONA technique should be performed, if not previously
confirmed?
o Continuation of oxygen delivery (via SAD) during eFONA
o Monitors in ICU may be different and have an impedence
respiratory waveform which can be mistaken for capnography.
= - Kall ZRX0G WKe ne[ll slieSs Ee Ln lIKLs sliiXallLRn"*
(include checking depth of tube, converting to surgical tracheostomy,

chest xray +/- bronchoscopy to exclude complications)

DAS AirDrills: This document is for educational use only
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. DEBRIEF THEMES

"$6 LniXEallRn JXLGellnes Specific to the critically unwell patient. Differences include
alternating between plan B (2nd generation supraglottic airway) and plan C (face mask
ventilation) — maximum 3 attempts each, use of other FONA techniques in expert hands e.g.
percutaneous tracheostomy.

« LanJXaJde FRnslsllenF\ Use standardised phrases such as "Failed intubation™ and
"Cannot intubate, cannot oxygenate™.

 +elS seeNlnd Early escalation and clarity regarding in-hours vs out-of-hours pathways.
Anticipate difficulty and consideration of requesting anaesthetic help prior to induction.

+ &KeFNlslis Ensure an Intubation Checklist is used consistently. Include opportunity for all
team members to ask question and express any concerns before starting.

« 7eaP FRPPXnlFallRn Closed-loop communication, graded assertiveness, clear
leadership and active followership.

« 1Rn WleFKnLFal sNLils Avoid task fixation; ensure timely transitioning between plans;
display early priming for eFONA, maintain situational awareness.

* (lleFiLye (eaGersklS Demonstration of ‘'hands-off' leadership, short pauses to share
mental model and confirm location on the algorithm.

*  $lrza\ Stannlnd anG slralleJ\ 30an $ Including palpation of cricothyroid membrane
and confirmation of eFONA technique based on assessment.

* LRFal GeSarliPenlial leeGEaFN Where is the equipment found, does everyone know this,

and could locations etc be improved?

(PRILRnal LPSaFll Encourage supportive hot and cold debrief and psychological safety



DAS AirDrills &rlilFal &are

%DVHG RQ " $6 *XLGHILQHV + 8QDQILFLSDIHG = LILFXW 7UDFKHD) ,QIXEDILRQ 3(DQV $ =
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Tracheal intubation of critically ill adults

I q intensive care The Faculty of O,
A society Intensive Care Medicine RC A

Pre-oxygenate and checklist

Position: head up if possible

Assess airway and identify cricothyroid membrane
Waveform capnograph

Pre-oxygenate: facemask / CPAP / NIV / nasal O, (
Optimise cardiovascular system
Share plan for failure

Note the time ]

4

Plan A: Tracheal intubation

Laryngoscopy Succeed

2 Confirm with capnograph ]
Maximum 3 attempts e

Maintain oxygenation

= Continuous nasal oxygenation
+ Facemask ventilation between attempts First Call HELP
Irs .
Neuromuscular block - * Video laryngoscopy
Video or direct laryngoscopy +/- bougie or stylet failure * Get front of neck
External laryngeal manipulation airway(FONA)set

Remove cricoid
\S J

Fail [ Declare "failed intubation" j

QD
8o
g
>
e ©
& i
© 8 T
= O > .
= é'g g Plan B/C: Rescue oxygenation
= © = .=
< B ( )
% B Stop, think,
o B 2 S 2" generation Fgcemask communicate
4 5 ° ° supraglottic * 2 person ;
o INRS girv?,a « Adjuncts yions
O e é 2 y M» + Wake patient if planned
> B « Wait for expert
- @ : - 3 -
4 = Maximum 3 attempts each g}:\‘;";ay‘i;"a Supraglotic
o Change device / size / operator .
x o frontor P ¢ « Front of neck airway
w 9 pen front of neck airway se y L )

Fail [ Declare "can't intubate, can't oxygenate" )

Plan D: Front of neck airway: FONA

Use FONA set
Scalpel cricothyroidotomy Other FONA techniques

Trained expert only

Extend neck Non-scalpel cricothyroidotomy
Neuromuscular blockade Percutaneous tracheostomy
Continue rescue oxygenation Surgical tracheostomy

This flowchart forms part of the DAS, ICS, FICM, RCoA guideline for tracheal intubation in critically ill adults and should be used in conjunction with the text.
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Pri nt
O Reliable intravenous access

O Assessment
O Aspiration risk
O AT considered
O Cricothyroid membrane
identified
O Physiologically optimised
O Fluid / vasopressor /
inotrope
O Aspirate / consider
nasogastric tube
O Position optimised
0 Head-up
0 Pre-oxygenation
0 3 mins or ETC, 2 90%

O Consider HFNO / CPAP
I NIV

O Peroxygenation considered

Prepare equipment

D Apply Monitors

0O Sp0,/ waveform

capnography / ECG / BP
O Check equipment

O Tracheal tubes x 2

0 Videolaryngoscope

O Bougie / stylet

0 Working suction

0O Oropharyngeal /

nasopharyngeal airway

0 SADs

0O Tube tie / tape

O Fexible bronchoscope /
Aintree catheter

O Timer
D Check drugs
O Induction agent
O Opioid
O Muscle relaxant
O Vasopressor / inotrope

O Maintenance of
anaesthesia

Pre!

0 Allocate roles
0O Team leader
O 1# Intubator
0 2 Intubator
O Airway assistant
ODrugs
O Monitoring patient
O Runner
O Timer
O Cricoid force
O Physiological difficulty
expected?

OWho is assigned to
manage this?

O Who will we call if difficulty is
encountered?

O Where are they?

O Contact details

0 Who will perform eFONA?

Communicate airway
strateqy to team

D If tracheal intubation fails, can
we wake the patient?

O Plan A
0O Videolaryngoscope
O Bougie / stylet
0O Drugs

0 eFONA kit immediately
accessible

D PlanB
O SAD insertion
0 Open eFONA kit
O PlanC

0 Final attempl at
facemask ventilation

0 PlanD

O eFONA

D Any questions or concerns for
team members?

This is an example checklist and should be adapted in line with institutional policies and procedures.

ATI, awaks trachesl Intubation; ETOZ, and-tidal oxygan; HFNO, high-flow nasal oxygen, CPAP, continuous positive alrways C NIV,

50N, aFONA, pency front-ol-neck alrway

A33(1DI;

+(A9(1 &5IT(5IA

* +\SR[aePla Oxygen saturation value < 93% at the
time of initial laryngoscopy

S&2511G S<ST(OS T2 35(DI&T DI))I&U/T ILTUBATI21

0$&28&+$ 6&25(

A higher score corresponds to a higher difficulty of
intubation:

* ([WrePesRI sl]e Paediatric patient (<8 years of age) e Mallampati Score Il or IV : 5 points

or clinical obesit
y e Obstructive Sleep Apneoa : 2 points

*  $nalRPLF FKallenJe Any structural abnormality that
is anticipated to limit view

e ORPLUIEIRRG I0XLG Clinically significant fluid noted in ~ ® Limited Mouth Opening <3cm : 1 point
the pharynx/hypopharynx

e Reduced Mobility of Cervical Spine : 1 point

e Coma: 1 point
. ([sanJXLnaWLRn_ S_gspected anaemia raising « Severe Hypoxaemia (<80%) : 1 point
concerns about limiting safe apnoea times.

*  1eFN PRELUN LssXes Limited cervical range of * Non Anaesthestist Intubator : 1 point

motion
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" $6 LU= U0V )DFLLIDIRU 8VHU *XLGH

" $6 W&ISV 3UPLQJ HGXFDILRQDI YLGHRV

" $6 $L%LUIHV 7HFKQLFDI VNI VIDILRQV

6XSSIHPHQIDU\ IWH +XPDQ )DFIRUVV FRQVLGHUDILRQV 1Q 3IDQV $ = ~$6 IXIGHIQH

$&_12 - L("*(0O(176

The authors would like to thanks Dr A Higgs, Dr J Wong, Dr A Tomlinson and Dr E Mellanby for
their review and contributions.

50(@&(6

&RRN 70 = RRGDI) 1 +DUSHU - %HQJHU - ODIRU FRPSILFDILRQV RI DWZD\ PDQDJIHPHQI LQ IKH 8 . UHVXIIV RI IKH
JRXUIK 1DILRQD) $XGUI BURIHFI RI IKH 5R\D) &RIUHJIH RI $QDHVIKHILVIV DQG WKH =LILFXN $WZD\ 6RFIHIN 3DU  LQIHQVLYH
FDUH DQG HPHUJHQF\ GHSDUIPHQIV %ULILVK -RXUQDOI RI $QDHVIKHVLD >,QIHUQHIE

OD\ + $YDLDEMH IURP KISV DFDGHPLF RXS FRP EID
DUILFIH
+JJIV$ OF*UDIK %$ *RGGDUG & 5DQJIDVDPL - 6XQIKDUDIQIDP * *DIH 5 HIl DI *XIGHILQHV IRU IKH PDQDJHPHQI RI
IUDFKHD0 LQIXEDILRQ LQ FULILFDIUN L DGXUIV %ULILVK -RXUQD) RI $QDHVIKHVLD >,QIHUQHIE )HE + $YDLDEMH
IIRP KISV
ZZZ NFIHQFHGLUHFY FRP VFIHQFH DUILFIH SLL 6 ;
*LHUKY 35 $EERI O+ %DUNHU ®3 +DUWRS *ULIWKY " = _HHQDQ "> _LYLQJIRQ O% HI DI 7KH $QDHVIKHVILD 7HDP
-X0 GRL J D
Y (" %$& -

To help us further improve the education resources, please complete laFLllaliRr and learner feedback
using the QR link below.




