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Introduction
This guideline describes the approach to the need for the provision 
of emergency anaesthesia and airway management for trauma 
patients within the South West London & Surrey Trauma Network. 
It is not a substitute for safe clinical judgement, but a guideline 
for the purposes of standardisation and facilitation within the 
Network. In line with the NICE guidance RSI should commence 
within 45 minutes.

Personnel
Induction of anaesthesia and definitive airway placement in trauma 
patients involves patients by selection those with the potential for 
immediate complication and difficulty, and as such should be 
undertaken by the most experienced operators available.

The intubator’s assistant should be of a trained skill level appropriate 
to fully support the intubator and be entirely familiar with the 
process of rapid sequence induction and the consequences of a 

failed initial attempt at intubation and the ensuing processes.

Trauma patients may present a difficult airway either by virtue of 
the nature of their injuries or restrictions on movement placed as a 
result of their injuries. An intubator trained in the management of 
difficult airways must be available at all times in the event of a failed 
initial intubation or the expectation of difficulty at assessment.

Cricoid pressure should be provided by an assistant who has been 
trained to provide it adequately and is responsive to the requests 
of the intubator.

Equipment
Equipment for anaesthesia and airway management should be 
readily available at all times and checked on a daily basis.

Monitoring should be of a standard to comply with the Association 
of Anaesthetists of Great Britain & Ireland’s minimum safe 

monitoring standards (4th edition, 2007 at this version) and be 
maintained consistently until the cessation of anaesthesia.

The difficult airway equipment location should be made known 
to all involved in trauma anaesthesia, be stocked to a standard to 
comply with the provision of the latest Difficult Airway Society 
guidelines (2015 at this version) and be regularly checked for 
completeness.

Drugs
Intravenous fast-acting opioids should be considered as co-
induction agents for intubations to mitigate the impact of 
intubation on intra-cranial pressure and cardiovascular stability.

The use of suxamethonium is not recommended because of the 
risk of accelerated oxygen desaturation reducing the safety margin 
in an unanticipated difficult airway.
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Patient Preparation
➢Start pre-oxygenation with 100% 

oxygen with good mask seal & 
capnography
➢Apply all monitoring to patient
➢Does airway assessment mandate 

additional help? If so, call for help
➢Position optimisation
➢Head-up ramp position considered?
➢Rigid collar loosening & manual 
in-line stabilisation needed?

➢Adequate IV access with flushes or 
IV to run

Equipment Preparation
➢Equipment list assembly & check:

•Suction
•Laryngoscope 

(2 blade sizes, 2 handles)
•2 sizes of ET tubes
•Self-inflating bag/Waters circuit
•Bougie
•Supraglottic airway

➢Difficult airway trolley
➢Drugs available
•Induction agents

•Paralysing angent
•Vasopressor

•Maintenance agent & infuson device
➢Ventilator ready

Personnel preparation
➢Role allocation
➢1st intubator
➢2nd intubator
➢Intubator skilled assistant
➢Cricoid pressure
➢Drug injection
➢(Manual in-line stabilisation)
➢Location of additional help known

Problem preparation
➢Access to alternative airway 

equipment
➢Any more help needed?
➢Plan for difficult airway prepared 

(DAS 2015)
A Laryngoscopy & tracheal 

intubation
B Supraglottic airway use
C Facemask ventilation

D Cricothyroidotomy
➢Any specific problems anticipated? 

➢Do not start until fully prepared
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