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= Introduction

The COVID-19 pandemic led to the restructuring of stroke services, from a
department linked with A&E at UCLH, to being a standalone department (ESU)
within the National Hospital for Neurology and Neurosurgery. This was seen as
a positive move as it allowed faster and more direct access to a centre that has
facilties for both thrombolysis and mechanical thrombectomy in one location.

There is no direct link, however, to an A&E department and the multidisciplinary
team management of aiway and medical emergencies within this new
environment required allocation of roles to avoid confusion and improve
familiarity with, and access to essential airway equipment. The need to improve
was experienced personally in two emergency intubations, highlighting the need
to develop the organisation and efficiency of the MDT and ensure availability
and understanding of appropriate equipment and PPE.

We undertook a project to improve the communication, equipment and
knowledge shared between anaesthetic, critical care and stroke team members
to improve patient safety and optimise the process of emergency intubation.
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Figure 1: Ainway Troley Infusion Pumps.

Figure 2: Excerpt from SOP showing images of
required aiway equipment

Methods

The key aspects to the project were:

+ Development of a morning team brief similar to the WHO Surgical Safety
Initiative involving the Stroke Team, Critical Care Outreach and Anaesthetic
Teams, with associated Standard Operating Procedure and Flowsheet
(Figure 6). This provided a framework to assign appropriate roles to each
person.

+ Improving access to airway equipment by working with the stroke department
to develop an airway trolley (Figure 1) and drug grab-packs.

+Introducing a Standard Operating Procedure for non-theatre emergency
intubation, with associated intubation checklist. This included images of
airway equipment for staff less familiar with the process of intubation (Figure
2), as well as steps for prevention of secondary brain injury.

Results

Pre-Intervention

Subjective informal feedback prior to the implemented changes suggested that the
main issues were:

Lack of appropriate equipment: Availability of EtCO, monitor,
inappropriate laryngoscope and sizes of endotracheal tubes, limited
mask sizes, no designated airway trolley, infusion pumps and
ventilator

Availability of PPE

Situational awareness: Some team members did not fully
appreciate the urgency of the situation; roles not clearly defined; not
knowing who was who within the team

After Introduction of Morning Brief
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plce? to look at whether
St implementation of the
morning brief had led to a
positive change. 65% of
staff who responded had
worked on the unit before
and after introduction of
the brief and of these,
82% had been involved in
an emergency situation.
Results suggest that the
majority of staff felt
communication (figure 4)
and patient safety (figure
5) had improved and
emergencies ran more
Figure 5 smoothly.

After Introduction of Intubation Protocol and Airway Trolley

Subjective feedback from the anaesthetists suggested that there was a vast
improvement in the equipment available. One anaesthetist commented that they
had an unanticipated difficult airway and all the equipment was brought to him
without hesitation. He felt that had this been prior to the changes, the outcome
could have been extremely different.

Conclusions

Prior to our project, members of the team were not familiar with each other or

their skill-sets, which led to confusion and inefficiency during emergency

situations. Our interventions led to demonstrable improvements in the

multidisciplinary team communication and management during airway

emergencies, as evidenced by qualitative feedback from staff.

Ongoing recommendations include:

+ Continuing to monitor and audit the equipment provision in ESU

+ Faniliarising each new intake of staff with the new protocols.

+ Consider including the radiographeriradiologist in the morning brief so they
feel more part of the team

« Use in situ simulation training to reinforce these changes for team members
involved in the ESU
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Figure 6: Daily Briefing Flowsheet

We would like to thank the ESU team, especially Selina Edwards and Roberto
Macarimban-Inglesant, for engaging with and faciltating acquiring the new airway trolley and dificult
intubation equipment.
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