3.
VA Northern California Health Care System

Policy Statement 11-99






July 3, 2008

VA Northern California Health Care System
Policy Statement 11-99



July 3, 2008
EMERGENCY AIRWAY MANAGEMENT

1.
PURPOSE
To detail VA Northern California Health Care System (VANCHCS) policy regarding out-of-operating room airway management in accordance with VHA Directive 2005-031.
2.
POLICY
It is VANCHCS’ policy that those performing out-of-operating-room (OR) emergency airway management will be competent to perform such activities, will demonstrate such competencies prior to performing emergency airway management, and that when an endotracheal tube is used, a device will be used to confirm its correct placement along with auscultation.  Within VANCHCS, the following devices will be used: esophageal bulbs and end tidal CO2 colorimetric detectors.  The Section Chief of Anesthesia will develop and administer the components of the training and assurance of competencies. 

a.  Clinical staff whose normal duties include the performance of multiple intubations and airway management on a regular basis may be deemed competent and granted specific privileges or scope of practice for airway management based upon demonstrated training and experience, including the periodic assessment of current competency.  This needs to be accomplished as part of the normal re-privileging process and address the specific elements listed below.


b.  When used in combination with auscultation, esophageal bulbs and end tidal CO2 colorimetric detectors are highly effective with excellent sensitivity and specificity for identifying appropriate endotracheal tube placements. However, they are not foolproof.  ETCO2 detectors may provide a false indication of esophageal intubation in cardiac arrest patients because of poor systemic perfusion that delivers little CO2 to the lungs for exchange, or in cases of florid pulmonary edema.  Esophageal bulbs, on the other hand, may provide a false reading of esophageal intubation in obese patients or those with copious pulmonary secretions.  In recognition of this, our local policy will follow the American Heart Association’s 2004 Handbook of Cardiovascular Care, which recommends the syringe or bulb as an initial check in cases of cardiac arrest, and the use of a colorimetric device if there is a perfusing rhythm.

c.  Individuals who are privileged or have a scope of practice to perform airway management will be included in provider-specific data analysis, which compares a provider’s specific data in this area against aggregate data from providers with comparable clinical privileges.  (See Attachment A for data elements to be captured.)  Periodic review of both aggregate and provider-specific data concerning intubation and airway management is the responsibility of the executive committee of the medical staff. 

d.  Resident staff or other clinical trainees are to be considered in compliance with this policy if they perform endotracheal intubation and airway management under the supervision of a licensed independent practitioner who is appropriately privileged for airway management within our facilities, or an Advance Practice Nurse or Certified Registered Nurse Anesthetist (CRNA) who has a scope of practice that includes airway management as specified in this policy.  
Otherwise, trainees performing intubation and airway management in an unsupervised setting must meet the requirements for demonstrated knowledge and clinical competency consistent with the requirements for staff clinicians.


e.  The Chief of Staff will provide an assessment of the number and type of clinical staff whose expected duties would include endotracheal intubation and airway management in a non-operating room setting.   

f.  This policy only addresses emergent and urgent situations out of the operating room, such as a “code” where there is current or anticipated respiratory distress.  The response may involve bag and mask ventilation, oral or nasopharyngeal airway, tracheal intubation, or surgical airway.  NOTE:  Excluded from this policy are airway management within the OR and non-urgent airway management and oxygenation of patients. 


g.  In extraordinary circumstances where an individual is not available with the demonstrated competency in airway management, per the requirements of this policy, clinicians may exercise their judgment in the appropriate response with the overarching goal being the care and safety of the patient.  NOTE:  If this situation should occur, the Chief of Staff and Section Chief of Anesthesia must conduct an analysis as to why this vulnerability existed and initiate appropriate system fixes to minimize a repeat occurrence.
3.
PROCEDURE
The Section Chief of Anesthesia will ensure that there is evidence of competency for those individuals (as designated in 2.e. by the Chief of Staff who will perform out-of-operating-room emergency airway management.  Advanced Cardiac Life Support certification is not adequate to satisfy this requirement. 

a.  Development of Initial Competency for Privileging or Establishing a Scope of Practice:  Clinicians who will be performing out-of-operating room airway management must demonstrate the subject matter expertise and technical and procedural skills to establish competency.  Following demonstrated competency, these clinicians may be granted privileges or a scope of practice to perform this procedure.



(1) Subject-Matter Expertise:  The Section Chief of Anesthesia is responsible for the development of the specific subject-matter content and establishing the criteria that demonstrates the required knowledge and expertise in the following areas:




(a) Knowledge of the major anatomic structures of the airway (reference support materials at vaww.ncps.med.va.gov/airwaymgmt/.) 



(b) Ability to formulate and verbalize an appropriate alternative plan if initial attempts at intubation are unsuccessful.  




(c) Knowledge of the indications and contraindications for pharmaceutical agents, especially muscle relaxants, for use in airway management.  NOTE:  In general, muscle relaxants should only be ordered by those who prescribe these drugs on a regular basis, and who are familiar with their risks and properties (reference materials at vaww.ncps.med.va.gov/airwaymgmt/.)


(2) Procedural Skills:  The time and practice necessary to attain procedural and technical competency in endotracheal intubations is highly variable.  A typical trainee without prior experience generally requires more supervised attempted endotracheal intubations than those with the prior experience needed to achieve competency.  The minimum procedural skills that must be demonstrated to the Section Chief of Anesthesia or designee are as follows:




(a) Five successful (i.e., without complications) endotracheal intubations with actual patients, not a mannequin (see Attachment B for skills checklist).




(b) Five successful (i.e., without complications) cases of ventilating unconscious patients using a bag and mask and either an oral or nasopharyngeal airway. 




(c) One successful (i.e., without complications) case of utilizing an alternative method of intubation with an actual patient, not a mannequin.  This includes the use of the Laryngeal Mask Airway (LMA®), Combitube®, or other means.




(d) For non-licensed independent practitioners (non-LIPs), subparagraphs 3.a.(2)(a), 3.a.(2)(b) and 3.a.(2)(c) need to be applied to the establishment of scope of practice and the annual competency assessments.  NOTE:  Non-LIPs that may be appropriate include, but are not limited to, respiratory therapists.

NOTE:  The above requirements may be met with the same patients and at the same time. 

b.  Ongoing Demonstration of Competency for Reappraisal, Renewal of Privileges, and Scope of Practice:  Clinicians who have previously been determined competent for endotracheal intubation and airway management must be reassessed for continued competency at the time of reappraisal for privileging (or for the renewal of scope of practice in the case of non-LIP clinicians).  This assessment needs to include:


(1) Demonstrated proficiency in airway management using all three modalities identified in subparagraphs 3.a.(2)(a), 3a.(2)(b), and 3.a.(2)(c); and 



(2) Assessment of training and experience in the period since previous reappraisal and privileging, and  



(3) Review of relevant provider-specific data analyses on airway management.


c.  It is recognized that for clinicians with established intubation skills, including the use of bronchoscopic assistance, there may not be an opportunity to demonstrate the use of alternatives to intubation such as LMA®, or Combitube® techniques.  For these individuals demonstration of competency, knowledge, and understanding of these alternative techniques to an appropriate clinical mentor is sufficient.

4.
RESPONSIBILITIES

a.  The Section Chief of Anesthesia is responsible for overseeing the competency assessment program.  This includes establishing and updating the content for the cognitive skills of the competency assessment, establishing the criteria and process for procedural skills competency assessment, and managing the actual cognitive and procedural skills assessment.


b.  The Section Chief of Anesthesia will coordinate with the Credentialing and Privileging Committee, providing the necessary information.
5.
TRIENNIAL REVIEW, RESCISSION OR REISSUE DATE 
The Section Chief of Anesthesia will review this policy for rescission or reissue within three years of the date of issue. 
6.
ORIGINAL EFFECTIVE DATE:  November 17, 2005
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