Airway Algorithm Review [Instructor Coordinator Module]
I. Introduction/Objectives

a. Notes:

a. This class is designed to prepare instructor coordinators (IC’s) to deliver the airway algorithm class and help build consistency in airway education within the State of Maine.  In addition to receiving the full airway review, IC’s will focus on the development of the airway program, the concept and content of the new airway protocol as well as basic review of practical skill evaluation and remediation.  

b. This airway review portion will be primarily a psychomotor review and will be focused on reinforcing fundamental airway management and introducing the concept of a step-by-step rescue airway algorithm.

c. In order to provide the optimal practical learning environment, it is suggested that student to intubation style manikin not exceed four to one.  An “ideal setting” would include one lead instructor directing the class and one assistant instructor circulating to confirm and correct individual students.

d. This lesson plan was developed using the 2004 AAOS Paramedic Airway Management Text and EMT Teaching by Richard Cherry.  Both texts are suggested as companion pieces.  AAOS Copies are available through Jones and Bartlett Publishers, Subury, MA and EMT Teaching is available through Brady/Prentice Hall Publishers, Upper Saddle River, NJ.

b. Objectives

a. Cognitive

1. The student will recall and list at least two quality assurance concerns regarding airway management that brought about the airway review.

2. The student will recall and list what providers are mandated to take the airway review.

3. The student will recall and list what new airway equipment is mandatory for services under the new protocol.

4. The student will recall and list at least two optional airway equipment items under the new protocol.

5. The student will recall and list the compliance dates (both service and provider) for the new protocol.

6. The student will recall and list at least two reasons for always using airway adjuncts when artificially ventilating a patient.

7. The student will recall the danger of ventilating a patient too rapidly.

8. The student will recall the danger of ventilating a patient with too much volume.

9. The student will recall and list at least three criteria (patient signs or symptoms) for aggressive airway control (“taking over an airway”)

10. The student will recall and list at least three indicators of a difficult intubation.

11. The student will recall and list at least three frequent provider mistakes that make intubation more difficult.

12. The student will recall and list at least three methods for affirmative endotracheal tube confirmation.

13. The student will recall and list at least one limitation and or complications of laryngeal mask airway use.

14. The student will recall and list at least three limitations and or complications of dual lumen airway use.

15. The student will recall and list at least two indications and at least two contraindications/limitations for surgical airways.

16. The student will understand the importance of and recall and list the appropriate sequence of skills included in the revised airway algorithm.

17. Given the practical skills check sheets, the student will recall and list the necessary components of skill competency.

18. The student will recall and list the MDPB’s recommended procedure for students unable to achieve skill competency in the given classroom period.

b. Psychomotor

1. The student, given appropriate equipment, will demonstrate the proper use of BLS airway adjuncts including NPA’s and OPA’s.

2. The student, given appropriate equipment, will demonstrate appropriate bag valve mask ventilation technique with focus on mask seal, Sellick’s maneuver, and proper depth and rate of ventilation.

3. The student, given appropriate equipment, will demonstrate appropriate use of at least two intubation adjunctive devices.

4. The student, given appropriate equipment, will demonstrate appropriate use of at least two endotracheal tube securing devices.

5. The student, given appropriate equipment, will demonstrate appropriate use of at least two endotracheal tube placement confirmation devices.

6. The student, given appropriate equipment, will demonstrate proper insertion of the laryngeal mask airway device.

7. The student, given appropriate equipment, will demonstrate proper insertion of the dual lumen airway device.

8. The student, given appropriate equipment, will demonstrate proper technique for needle cricothyrotomy using a commercially available dilator type device.

II. Significance of airway (physical) [slide 2]
a. Primary life saving/preserving function

b. Critical failure

III. Significance of airway (topical) [slide 3]
a. Recent studies (Quality Assurance Concerns)

a. Gausche et al

1. Found no significant survival outcome difference in pediatric ET vs. pediatric BVM (ETI success rate of roughly 74%)

a. Limitations: Urban study with very short transport times (average patient contact time=22 minutes) did not assess effects of longer transport times.

b. Burton et al

1. Retrospective analysis 1997-2001 found only 41% of 1342 eligible ET providers intubated at least 1 person.  Only 2% attempted a pediatric ET (ETI success rate of 84% adults and 77% peds)

a. Limitations: Retrospective analysis relied on run sheet reporting of “success” or “failure”, neither of which has been defined uniformly among providers.

c.  Kendal et al.

1. Direct visualization of incoming field ET.  Found 88% ETI success rate

a. Limitations: considered right main stem a “failure” (add 2%)

d. Marcolini et al. 

1. Data review found instance of medical cricothyrotomy very high.  

a. Should that be the next step after intubation failure?  No.  Introduces concept of “rescue airway”

b. PALS

a. Latest revision adopted BVM over ETI model

1. How does that translate out to long transport times?

c. We must improve!

IV. MDPB’s approach to QA concerns [slide 4]
a. Comprehensive review

b. Creation of algorithm

V. New Airway Protocol [slides 5-8]
a. Initiated 4/1/05 [slide 5]
b. The goal is for all intubating providers to receive training by a “yet to be specified date”-Rules change will likely occur [slide 5]
c. Providers may use new protocol when trained but not until trained [slide 5]
d. Creates algorithm concept [slide 6]
a. Step by step

b. Rescue airway concept

1. Plan A, B, C, D

c. Adds new equipment

1. The goal is for all services to be compliant with mandatory equipment by a “yet to be specified date”-Rules change will likely occur [slide 5]
e. Mandatory Equipment [slide 7]
a. LMA’s

1. Cost concern: All LMA’s are available in disposable form.  Unit cost= $14.75

2. MDPB approved non-intubating LMA’s only
f. Optional Equipment [slide 8]
a. Dual Lumen Airways (Combitubes)

1. Latex concern

b. Intubation adjuncts

1. Gum elastic Bougees (Tube changers)

2. Lighted styllettes

c. Commercial Tracheotomy Kits

1. Pertrach, Quick Trach, etc.

2. Note MDPB approved cric kits only if they follow the method of piecing the cricothyroid membrane

VI. Classroom Objectives [slide 9]
a. Practical walk through airway management from BLS to ALS

b. Introduce idea of algorithm

c. Review fundamental Concepts

d. Hands on all the way

e. Debunk Myths

f. Trade Tips

VII. Basic Anatomy Review [slide 10]
a. Review passage of air from nose/mouth to alveoli

VIII. Oxygen is Good [slide 11]
a. Always a positive 1st step

b. Must be ventilating appropriately

IX. Why Manage? [slides 12-14]
a. Obvious issues

a. None present

b. Obstruction

b. Respiratory Failure

a. S/Sx

c. Rate Issues (?)

a. Too fast/slow with signs of “failure”

d. Respiratory “distress” vs. respiratory “failure”

a. How do we differentiate?

1. Signs of hypoxia

a. Mentation

b. Color 

c. Pulse Ox

2. Signs of poor ventilation

a. Lung sounds (volume)

b. Effort

c. Capnography

b. Respiratory distress=increased effort with compensating oxygenation and ventilation

c. Respiratory failure=increased effort with signs of failing oxygenation and or ventilation.

X. Step 1 Open and Clear [slide 15]
a. Clear and Suction

b. Review of manual airway opening maneuvers

a. Jaw thrust

b. Head tilt-chin lift

c. Sniffing position

1. Aligning the axes

a. Moving air from the oral pharynx, through the hypopharynx to the larynx.  (Aligning each of these axes give air that path)

XI. Step 2 Maintain (OPA’s and NPA’s) [slides 16-17]
a. Indications

1. Hands free airway

2. More efficient air entry

3. Gastric distention prevention

a. Remember a full belly impedes the diaphragm

b. Measuring and insertion

1. Ear to corner of mouth

2. Insertion using the rigid suction catheter as tongue depressor

3. Insertion using upside down twist

b. NPA’s

a. Indications 

1. Same as OPA’a

b. Measuring and insertion

1. Ear to nose

2. Lubricate

3. Right nostril first

4. Straight in

5. Stop if met with resistance

c. Contraindications and limitations of both

a. Gag reflex

b. Clenched jaw (OPA)

c. Basilar skull fracture (?) (NPA)

XII. Step 3 Ventilate (Start Simple) [slide 18-19]
a. Ventilatory control not airway control

a. Need both!

b. Procedure

a. Good Seal

b. Depth 

1. Squeeze until chest rise

a. Gas exchange issues-Need to allow time for ventilation

i. Danger=Rising CO2 due to poor ventilation

b. Potential drop in cardiac output due to inter thoracic pressure.

i. Danger=Shock/Hypotension (theoretic)

c. True rate (per AHA, European Resuscitation guideline, TBI, etc.)

1. 10 in adults (1/6 seconds) 20 in children (1/3 seconds) 20 for hyper-oxygenation/hyperventilation.

a. Gas exchange issues-Need to allow time for ventilation

i. Danger=Rising CO2 due to poor ventilation

b. Consider capnography to keep CO2 at 40 (36 for hyperventilation)

c. Common problems/complications

a. Gastric distention

b. Non-secure airway

c. Questionable efficacy (?) especially in the conscious patient.

XIII. Cricoid Pressure [slide 20-21]
a. Why is it valuable

a. Isolates trachea and prevents gastric distention

1. Even in BVM ventilation

b. Can present glottic open more clearly in ETI

XIV. Step 4 Control the Airway (ETI vs. BVM-When one is more appropriate than the other) [slide 22]
a. Short term vs. long term management

a. Seizures, narcotic overdoses, hypoglycemia and other correctable situations require less definitive management.  BVM appropriate.

b. Difficult airway assessment

1. Risk Benefit Analysis

a. Is the risk of managing a difficult airway worth the potential benefit with respect to transport time, ability to manage BLS, etc.?

c. Pediatrics (?)

1. Gausche study vs. risk of gastric distention

b. Indications for ETI

a. Definitive airway control

c. Contraindications for ETI

a. Trismus

b. Epiglottitis

c. Gag (?)

XV. Airway Control Decision Assessment [slide 23]
a. Time/distance issues

b. Personnel/equipment issues

a. Do you have the capabilities and the tools to manage a difficult airway?

b. Do you have a plan “B”

c. What if everything goes wrong?

c. Complications of ETI

a. The skill is not without dangers

b. Trauma

1. Dental

2. Orotracheal

3. Pharyngeal

4. Laryngeal

c. C-Spine

1. Even with in line immobilization, there is cervical movement

d. Rising ICP

XVI. Step 4 Control the Airway (Pre-Intubation) [slides 24-25]
a. Anticipating the difficult intubation

a. Obesity

b. Small body habitus

c. Small jaw

d. Large teeth

e. Burns

f. Trauma

g. Anaphylaxis

h. Stridor

b. Pre-intubation

a. Hyper-oxygenate (20/minute)

b. Prepare equipment

1. Everything present, within reach and working?

2.  Is there a plan “B”

XVII. Step 4 Control the Airway (Orotracheal Intubation) [slides 26-33]
a. Quick procedure review

a. Procedure

1. Sweep left [slide 26]
2. B.U.R.P. [slide 27]
3. Landmark review [slide 28]
4. Be flexible, it may not be perfect at first (take your time) [slides 29-30]
5. Re-adjust/Cricoid pressure [slide 31]
b. Common provider mistakes [slides 32-33]
a. Make circumstances easier not harder

b. Take your time

c. Equipment preparation

d. Suction 

e. Plan A, B, C, D

XVIII. Step 4 Control the Airway (Helpful Adjuncts-Lighted Stylette) [slide 34]
a. Lighted stylette review

a. Light in front of neck mean tube is in anterior position

XIX.  Step 4 Control the Airway (Helpful Adjuncts-Gum Elastic Bougee/Tube Changers/Tube Introducers) [slide 35]
a. Gum elastic bougie/tube changer/Tube Introducer procedure

a. Tube over tube changer

b. Small diameter allows for ease of access into glottic opening

c. Can feel tracheal rings

1. Caution: rigid tube changers and tube introducers can cause soft tissue trauma

d. Tube feeds over tube changer

1. Caution: do not dislodge tube changer while feeding tube

XX. Step 4 Control the Airway (Nasotracheal Intubation) [slides 36-38]
a. Indications review [slide 36]
a. Direct laryngoscopy cannot be obtained

b. Conscious/breathing patients (gag reflex lessened)

b. Contraindications review [slide 37]
a. Apnea

b. Inability to pass through the nares

c. Blood clotting/anticoagulation problems (relative)

d. Basilar skull fx (relative)

c. Quick procedure review [slide 38]
a. Pre-intubation

1. Hyper-oxygenate

2. Prepare equipment

a. 1.0-0.5 smaller than oral

b. Lubricate

c. Twist to emphasize curve

b. Insertion 

1. straight back

c. Assess the glottic opening

1. BAAM, or feel

d. Insert on inspiration

d. Common provider mistakes [slide 38]
a. Take your time

b. Equipment preparation

XXI. Step 5 Confirm the Airway [slide 39]
a. Significance of confirmation

a. Catastrophic failure concept

b. Traditional (unreliable) techniques

a. Fogging the tube

b. “I think I’m in”

c. Affirmative confirmation techniques (must use two)

a. Capnography

1. The gold standard

2. Allows real time and continuing definitive tube confirmation

b. Colorimetric CO2

1. Beware states that impede CO2 exchange

a. Arrest

b. Shock 

c. PE

d. Hypotension/Hypovolemia

2. Beware states where CO2 may be detected in the esophagus

a. Gastric distension

b. Ingestion of antacids or carbonated beverages

3. Beware tube in the hypopharynx

a. Can give a false positive CO2 reading

c. Esophageal Detector Devices

1. If in trachea squeezing should allow quiet, free flow of air

2. Esophageal will not allow air or will pass air with flatus-like noise

3. Cannot use on child less than 20 kg as their trachea is collapsible

4. Beware Pulmonary edema or ARDS diminishing air flow in trachea and giving a false negative

5. Beware morbidly obese patients or pregnant patients with significantly diminished functional residual capacity giving a false negative

6. Gastric distension does not cause false positives

d. Pulse Oximetry (?)

XXII. Step 6 Securing Tubes [slide 40]
a. If your tube gets pulled out on transfer, you haven’t secured it well enough

b. Commercial devices

c. Improvised devices

a. IV tubing

d. No Tape!

e. C-collars/immobilization

a. C-spine study showed movement of head caused tube to dislodge.  Can prevent this with c-collar.

XXIII. Step 7 Alternatives to Intubation (LMA) [slides 41-50]
a. LMA developed in 1981 in London by Dr Archie Brain [slide 42]
b. Indications [slide 42]
a. ETI not possible (failed attempts)

b. Alternative not substitute (rescue airway)

c. Limitations/Contraindications [slide 43]
a. Non-secure airway

1. Especially in obese/pregnant  patients

b. Sized based

c. Not a med route

d. Sizing [slide 44]
a. <5kg Pediatric =Size 1

b. 5-10 kg Pediatric =Size 2

c. 20-30 kg Pediatric =Size 2.5

d. 30-50 kg Pediatric =Size 3

e. 50-70 kg Adult=Size 4

f. 70-100 kg Adult (or poor seal with size 4) =Size 5

g. Or manufacturer’s recommendation

e. Quick rule of thumb [slide 45]
a. Average adult male = 5

b. Average adult female = 4

c. Or check LMA

f. Procedure review [slide 46]
a. Hyperoxygenate the patient

b. Select the appropriate tube size

c. Inflate to test cuff

d. Deflate without distal wrinkles

e. Lubricate posterior cuff with water soluble lubricant

1. Avoid excessive lubrication on or around anterior surface of the cuff or in the bowl of the mask

f. Position head (slight flexion of neck)

g. Insert LMA upward against the hard palate and push the device inward and backward with the index finger until resistance is met

h. Use the other hand to push down the LMA before removing the index finger

i. Ensure that the black line on the airway tube is oriented anteriorly toward the upper lip

j. Let go

k. Inflate the cuff with just enough air to obtain a seal [slide 47]
1. Do not hold the tube during cuff inflation

2. Air volume is variable depending on cuff size and individual patient anatomy

a. General guideline:

i. Size 1=4 ml

ii. Size 2=10 ml

iii. Size 2.5=14 ml

iv. Size 3=20 ml

v. Size 4=30 ml

vi. Size 5=40 ml

3. Note “pop” as unit seats itself

l. Ventilate the patient

m. Auscultate breath sounds and confirm tube placement

n. Place bite block to prevent tube occlusion if patient bites down

o. Secure tube

g. Common problems [slide 48]
a. Failure to seat properly

b. Sizing difficulties

c. Non-secure route (aspiration)
h. MDPB has approved all “non-intubating”  LMA type devices [slide 49]
i. LMA Video [slide 50]
XXIV.  Step 7 Alternatives to Intubation (Dual Lumen “Combitubes”) [slide 51-56]
a. Combitube (describe dual lumens) [slide 51]
b. Indications [slide 52]
a. Same as LMA

c. Limitations/Contraindications [slide 53]
a. No Pediatrics

b. Only patients >5’tall for combitube 

1. 4’-5’6 tall for combitube SA model

c. No patients with pathologic esophageal disease

1. Pressures can cause esophageal damage

d. No gag reflex

e. Not for patients who may have ingested caustic substances

f. Latex

d. Procedure review [slide 54]
a. Hyper-oxygenate the patient

b. Select correct sized tube (Regular or SA, based on patient height)

c. Test integrity of cuffs

d. Lubricate tube with a water soluble lubricant

e. Attach fluid deflector elbow

f. Lift tongue and jaw upward with one hand

g. Insert tube with other hand so that curve of tube matches natural curvature of the pharynx, maintaining a midline position until the teeth or gums lie between the two printed bands on the tube.

e. Inflate Cuffs [slide 55]
a. Inflate #1 blue pilot balloon with 100 ml of air

b. Inflate #2 white pilot balloon with 15 ml of air

f. Ventilate [slide 56]
a. Ventilate through the longer, blue tube marked “#1”.  If auscultation of breath sounds is positive and auscultation over the epigastric is negative, continue ventilations.

b. If auscultation of breath sounds is negative and auscultation over the epigastric is positive, immediately begin ventilating through the shorter clear tube labeled “#2.”  Confirm tracheal ventilation by auscultation of breath sounds and absence of sounds over the epigastric.

c. If auscultation of breath sounds is negative and auscultation over the epigastric is negative, the tube may have been advanced too far in the pharynx.  Deflate #1 blue pilot balloon and move the tube 2-3 cm out of the patient’s mouth.  Re-inflate #1 blue pilot balloon with 100 ml of air and ventilate through the longer #1 blue tube.  If auscultation of breath sounds is positive and auscultation over the epigastric is negative, continue ventilations.

g. Secure the tube.

XXV. Step 8 Cricothyrotomy (The Last Resort) [slide 57]
a. Indications

a. Unable to secure a patent airway with more conventional means

b. Trauma vs. medical

1. Note: AAOS Paramedic Airway Management suggests, “even if you are unable to intubate a patient but can provide an effective mask to face seal and adequate tidal volume with a BYM device, cricothyrotomy would not be appropriate.”

2. Severe facial trauma

3. Complete upper airway obstruction/edema

4. Trismus (?)

c. Last step in algorithm

XXVI. Step 8 Cricothyrotomy (Needle vs. Open) [slide 58]
a. Needle cricothyrotomy is severely limited due to almost no ventilation

b. However, open procedures are not recommended in children less than 8

a. Needle may be only option unless you utilize commercially available kits

b. Infants it may be your only option

c. Commercially available kits that utilize needle type procedure are replacing the needle cric and should be emphasized over the old fashioned way.

XXVII. Step 8 Cricothyrotomy (Needle) [slides 59]
a. Old fashioned “jet insuflation” method outdated due to ventilation (or lack there of) issues.  Commercial “cric” kits provide viable alternatives with same fundamental principals and techniques. 

b. Procedure review

a. Locate cricothyroid membrane

b. Cleanse area

c. Stabilize area and insert needle (styllette/dialator) at 45° angle

d. Continue on per manufacturer’s recommendations (depending on particular device).

XXVIII.  Step 8 Cricothyrotomy (Commercial Needle Dilators) [slides 60]
a. Review of various commercially available products.

b. Procedure review 

a. Principals the same as needle crich.

b. Follow manufacturers guidelines

c. Demonstrate 1 commercial model

1. Eg: Per-Trach, Quick Trach, etc.

XXIX. Step 8 Cricothyrotomy (Open Procedure) [slides 61-62]
a. Procedure Review [slide 61]

a. Identify landmarks

b. Cleanse area

c. Stabilize area

d. 1-2cm vertical incision 

1. Vertical incision to avoid great vessels

e. Puncture membrane and incise 1cm horizontally in both directions from the midline

f. Spread incision apart

g. Insert trach tube

h. Inflate cuff

i. Confirm like intubation

XXX. The Airway, In Algorithm Form [slide 63]
a. Why is there a sequence?

a. Go from basic to complex

b. Least invasive methods are favored

1. Easier management

2. Shorter hospital stays

b. What is the importance of the sequence?

a. It gives us a set of plans.  A, B, C, D

XXXI. Quality Assurance [slide 64]
a. MDPB will add QA follow up piece

a. To answer previous QA concerns

b. To track progress

c. To look to the future

1. RSI

2. CPAP

XXXII. Class Set Up [slide 65] 

a. 6:1 student to instructor ratio

a. MDPB member present

b. Several practical stations 

a. Airway manikin at each station
b. 4:1 student to manikin ratio
c. Lead instructor (with manikin) in front

d. Assistant roving
XXXIII. Practical Evaluation [slides 65-67]
a. Lead instructor [slide 65]
a. Demonstrates skills at head of classroom

b. Leads class, reviews concepts

c. Can assist with evaluation during “practice time”

b. Assistant Instructor [slide 66]
a. Roving 

b. Corrects, instructs, gives individual attention

c. Evaluates competency

c. Competency [slide 67]
a. Check sheets set standard

b. Not looking for skill mastery

c. Evaluate understanding of principals, not necessarily technique

XXXIV. Remediation [slide 68]
a. If a student just does not get it:

a. Allow extra time for individual teaching and review

b. Reevaluate

c. Students not meeting competency standards should be reported to EMS region for further evaluation/training.  

1. THESE STUDENTS MAY NOT UTILIZE NEW PROTOCOLS!

XXXV. Questions/Conclusions/Remediation [slide 69]
APPENDIX I (LMA COMPETENCY SHEET)

When demonstrating the insertion of a Laryngeal Mask Airway the provider should:

Pass Fail

(  )    (  ) Verbalizes the indications for the airway

(  )    (  ) Verbalizes the contraindications for the airway

(  )    (  ) Proper use of PPE

(  )    (  ) Assembles all necessary equipment

(  )    (  ) Selects appropriate LMA size

(  )    (  ) Ventilates patient prior to insertion

(  )    (  ) Properly prepares LMA for use, including proper cuff deflation

(  )    (  ) Lubricates tube on posterior surface only

(  )    (  ) Opens and clears airway and positions head properly

(  )    (  ) Inserts device properly into oropharynx and advances correctly

(  )    (  ) Inflates cuff / pilot balloon to achieve proper seal       

(  )    (  ) Ventilates effectively and auscultates breath sounds

(  )    (  ) Verbalizes appropriate breath sounds for correct placement

(  )    (  ) Properly utilizes bite block device

(  )    (  ) Properly secures device in place

(  )    (  ) Utilizes end-tidal carbon dioxide detection device

(  )    (  ) Verbalizes proper suctioning method

Student Name_________________________________________________________
Final Performance PASS FAIL

Comments_____________________________________________________________

Instructor / Examiner Print Name_________________________ 

_________________

Credentials

Instructor / Examiner Signature__________________________ 

*Skill evaluation sheet reprinted from MA Office of EMS

APPENDIX II (COMBITUBE COMPETENCY SHEET)
When demonstrating the insertion of dual lumen airway (Combitube®), the provider should:

Pass Fail

(  )    (  ) Verbalizes the indications for the  airway                           

(  )    (  ) Verbalizes the contraindications for the airway

(  )    (  ) Proper use of PPE

(  )    (  ) Assembles all necessary equipment, selects proper size device

(  )    (  ) Ventilates patient prior to insertion

(  )    (  ) Tests cuff integrity properly (blue 100cc, white 15cc)

(  )    (  ) Lubricates tube

(  )    (  ) Attaches fluid deflector elbow to #2 lumen

(  )    (  ) Opens and clears airway and positions head properly

(  )    (  ) Inserts device properly into mouth and gently advances to correct depth

(  )    (  ) Inflates pilot balloons in correct order and volume of air, removes syringes

(  )    (  ) Ventilates through correct lumen and auscultates breath sounds

(  )    (  ) Verbalizes appropriate breath sounds for correct placement

(  )    (  ) Verbalizes proper suctioning method

(  )    (  ) Verbalizes proper method for repositioning

(  )    (  ) Verbalizes proper ET intubation method with ETA in place

(  )    (  ) Properly secures device in place

Student Name_________________________________________________________
Final Performance PASS FAIL

Comments_____________________________________________________________

Instructor / Examiner Print Name_________________________ _________________

Credentials

Instructor / Examiner Signature__________________________ 
*Skill evaluation sheet reprinted from MA Office of EMS

APPENDIX III (IC AIRWAY UPDATE EQUIPMENT LIST)

Instructor Station

(1) LCD projector

(1) Cutaway airway manikin

(2) Different sized oral pharyngeal airways

(2) Different sized nasal pharyngeal airways

(1) Bag-valve-mask

(1) Endotracheal tube and styllette

(1) 10 ml syringe

(1) Laryngoscope blade and handle

(1) Gum elastic bougie or tube changer device

(1) Lighted styllette (optional)

(1) Esophageal detector device

(1) Colorimetric ETCO2 detector

(1) Commercially available tube holder (hard plastic screw type)

(1) LMA 

(1) LMA video disc or tape

(1) 60 ml syringe

(1) Dual lumen airway set

At least (1) style of commercially available cricothyrotomy kit

Student Stations 

(Note: specified equipment must be available for each student station if more than one station is utilized)

(1) Intubation head

(2) Different sized oral pharyngeal airways

(2) Different sized nasal pharyngeal airways

(1) Bag-valve-mask

(1) Endotracheal tube and styllette

(1) 10 ml syringe

(1) Laryngoscope blade and handle

(1) Esophageal detector device

(1) Colorimetric ETCO2 detector

(1) Commercially available tube holder (hard plastic screw type)

(1) LMA

(1) 60 ml syringe

(1) Dual lumen airway set

