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   Emergency Airway Management  

    

  

                              Emergency Airway Management 

           Paediatric Trauma Intubation Management Tool 

 

 THINK? 
 Decision to intubate communicated with trauma team  

 Does the child need intubating in ED, or can you await theatre/PICU? 

 Is senior support required, and/or is there time to await senior support? 

 Task Leadership handed over from TTL to Anaesthetist 
 

GET READY 

 WETFLAG calculations visible to you on whiteboard?  

 CRASHCALL.NET accessed? 

 Intubating team to use ‘B@EASE’ intubating checklist 
 Role allocated to additional member of the team to read through checklist 

 Consider video laryngoscopy if skills and appropriate equipment available  
Case specific guidelines (found on subsequent pages): 

Considerations for intubation in cervical spine trauma 

 DAS difficult airway guidelines 

SIGNS OF CARDIOVASCULAR INSTABILITY? 

IF YES 

1 – 1 – 1  
(1 microgram/kg Fentanyl + 

1mg/kg Ketamine + 1mg/kg 

Rocuronium) 

IF NO 

2 – 2 – 1  
(2 micrograms/kg Fentanyl 

+ 2mg/kg Ketamine + 

1mg/kg Rocuronium) 

INTUBATION 

SUCCESSFUL 
 Declare to team  

 TTL to direct next steps 

 

UNSUCCESSFUL 
 Declare to team 

 Appropriately work your way 
through DAS algorithm 

  



                                                         

    

  

Emergency Airway Management 

Paediatric Trauma Intubation Associated Notes 

 
With reference to the flowchart on the previous page  

 

Think? 
- Decision to intubate is made by the anaesthetist, alongside input from the full trauma team 
- Once decision made to intubate, this must be clearly communicated with trauma team leader (TTL) 
- At this point, task leadership is passed to the anaesthetic team  
- Note: Is ED the safest place to intubate this child? Does the child have an anticipated difficult 

airway? If so, is it safer to intubate in theatre? Is this patient safe to transfer un-intubated to PICU or 
theatre? 

- Does a consultant anaesthetist need to be involved in the airway management of this child?  
- Allocate one person to write all WETFLAG calculations on a whiteboard 
- Allocate one person to access CRASHCALL.NET calculations for this patient on a nearby computer 

 

 

 

 

 

GET READY 

- Use the B@EASE intubating checklist 

- Allocate one team member to read out checklist to the entire trauma team  
- B@EASE is a ‘Challenge and Response’ checklist. Ask the question, and await the response 
- No other patient interventions should be performed during this time unless necessary    

 

- If cardiovascular instability is NOT suspected, then we advise safe use of FENTANYL, KETAMINE 
and ROCURONIUM in a ratio of 2-2-1 (2 micrograms/kg Fentanyl + 2mg/kg Ketamine + 1mg/kg of 
Rocuronium) 
 

- If cardiovascular instability IS suspected, then we advise safe use of FENTANYL, KETAMINE and 
ROCURONIUM in a ratio of 1-1-1 (1 microgram/kg of Fentanyl + 1mg/kg of Ketamine + 1mg/kg of 
Rocuronium) 
 

- Drug dose adjustments may be needed depending on the clinical circumstances  
- The anaesthetist should use drugs within their area of expertise 
- Propofol can be safely used providing you prepare for potential cardiovascular effects 
- If you plan on the use of Rocuronium, ensure you are aware of where sugammadex is available  
- Appropriate fluid resuscitation is important prior to induction of anaesthesia   
- Adrenaline is a useful drug if required to preclude cardiac arrest in severely shocked patients on 

induction of anaesthesia. *0.1mL/kg of 1:10,000 adrenaline, made up to 10mL with sodium 
chloride 0.9%*. Safely give 1ml aliquots of this solution as required administered IV/IO 

- Ensure plan for continuing anaesthesia  
 

 

 

 

INTUBATION 

- Ensure you have control of the room and the team 
- Minimise noise and ask for any excess team members to leave the room to reduce distractions  
- IF SUCCESSFUL, then communicate this with the trauma team 
- IF NOT SUCCESSFUL, then communicate this with the trauma team, and work through the DAS 

failed intubation algorithm 

 



                     

    

  

Considerations for intubation in Cervical Spine Trauma 

 
 Risk Factors  

 GCS<13 

 Multi region trauma 

 Focal peripheral neurological signs  

 Paraesthesia in upper or lower limbs  

 Neck pain/tenderness/torticollis 

 Dangerous mechanism of injury  
- Fall from significant height  
- Axial load to head 
- High speed motor collision  
- Ejection from motor vehicle  
- Roll over accident  
- Pedestrian/bicycle vs motor vehicle  

 Young children at risk of C1-4 injuries without radiological changes (SCIWORA) 
 

 

 

 

Preparation  

 Position  
- Flexion may be more dangerous than extension   
- Diaphragmatic breathing easier if patient lies flat 

 Prevention of 2 injury  
- Hypotension – Cord ischemia  
- Risk of neurogenic shock 
- Emergency drugs for cardiovascular instability   

 Personnel  
- Ensure adequate assistance available  
- FONA (Front of neck access) equipment available  

 

 

 

Intubation  

 Remove collar and blocks  

 Manual in-line stabilisation  

 Minimal jaw thrust and chin lift during ventilation  

 Consider video laryngoscopy if equipment and skills available 
 

 

 



                                                         

    

  

 

Acute paediatric intubation checklist                                                                                             

  



                     

    

  

 



                                                         

    

  

Acute paediatric intubation equipment and physiological parameters reference charts.                   

 

 
References  

The North West and North Wales Transport Service (NWTS)  

Advanced Paediatric Life Support. 6
th
 ed. Blackwell Publishing Ltd. 2016.

All physiological parameters are a guide. The patient should be 

        assessed in the context of suspected or confirmed injuries sustained.   

                  All sizes and distances are guides and should be confirmed clinically. 

 



    
    

    

  

Guidance for acute paediatric intubation 

 

- Direct/indirect video laryngoscopy should be the default technique for intubation in the AED if familiar 

with its use. 

- ‘Wake up patient’ may not be a safe option. Consider benefits and risks.  
- These guidelines are applicable to children under one-year and over eight-years-old. 
- Older children may be suitable for DAS adult guidelines   



    
    

    

  

 

Guidance for a cannot intubate and cannot ventilate situation                                                                                          

- Inform TTL of the situation. Call for an ENT surgeon 

- Anaesthetic intervention in children over eight-years-old: Cricothyroid access as 1
st
 line. 

- Anaesthetic intervention in children under one-years-old: Tracheal access as 1
st
 line. 

- Older children may be suitable for DAS adult CICV guidelines: Scalpel cricothyroidotomy.    


