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tc "Ordering AEDs "
1.  Improving Emergency Airway Management within the VA
By Erik Stalhandske, MPP, MHSA, program manager

Over 11,000 times a year within the VA, there is an emergency airway management event that occurs outside of the operating room. Well-trained, competent individuals handle the majority of these emergencies. They have the requisite skills in airway management and the appropriate tools available. However, in a number of cases, clinicians attempt to perform airway management without sufficient proficiency, expertise, support, or adjunctive devices that allow confirmation of the placement of the tracheal tube.


To address this issue, NCPS has been working on an initiative with the VHA Director of Anesthesia, Dr. Michael J. Bishop. This initiative, which will culminate in official guidance, will require that each facility establish an emergency airway management program that:

· Delineates that those performing intubations must have privileges or scope of practice to perform intubations

· Establishes the criteria for privileging clinicians

· Ensures there is a training program for those seeking to be privileged in intubations

· Directs that an adjunctive device be used to confirm tube placement


Inadvertent esophageal intubation is one possible adverse outcome from an emergency airway management event. If not identified in a timely manner, esophageal intubations can result in serious injury or death to the patient. Root Cause Analyses (RCAs) submitted to the NCPS SPOT database confirm that adverse events during non-OR emergency intubations occur in the VA.

Root Causes and Emergent Airway Management

Examples are provided below from root causes from RCAs:

· Assessment of exhaled carbon dioxide was not used to verify tracheal placement of ET tube because such devices are not readily available outside of the OR; this resulted in an undetected esophageal intubation.

· The resident was uncertain of the ET tube's location and inserted an additional tube because there was no way to verify if either tube was in the lung, thereby resulting in a delay in establishing the patient's airway.

· The surgical and medical residents both believed they were in charge of the patient and the leader of the code team; this resulted in a delay in establishing the patient's airway.

· Due to the unavailability of the CRNA, a resident was called to re-intubate a patient and was unable to establish an airway; the patient's condition deteriorated until the CRNA arrived and successfully intubated the patient.

Sampling of Proposed Actions and Outcomes

Many VA facilities have implemented actions to improve emergency airway management. Below are some examples.

	Action
	Outcome Measure

	Restructure respiratory therapist assignments to optimize coverage. Update policy so that the first respiratory therapist responding to a code will attempt intubation.
	Proportion of codes with respiratory techs in attendance, and proportion where respiratory tech performs intubation.

	Drills and mock codes on the unit will be instituted to emphasize the importance of caregiver roles and communication. Consider using a pin/hat (bright color) to identify leader of code.
	Mock codes occur and are documented every month with documented leader. Rates of unanticipated esophageal intubation.

	For all intubations including tube exchanges, the clinician will enter a progress note indicating the results of exhaled carbon dioxide assessment. Database will be adapted to include a field for results of exhaled CO2 assessment.
	Clinician entries will be reviewed by the appropriate committee on a quarterly basis. If no undetected esophageal intubations are cited, then medical record and emergency effectiveness sheets will be reviewed.

	Assemble specialized airway management equipment and supplies to be brought to each cardiac arrest by the resident or caregiver on-call. Anesthesia and Respiratory Services will develop a procedure to ensure its availability, including the replenishment of supplies.
	Tracking data will confirm that kits are brought to 100% of codes.

	Anesthesia standby will be required for all intubations (elective and emergent).
	Proportion of total intubations with anesthesia present. (Goal is 100%)

	CO2 analyzers will be purchased and stocked on all code carts. Anesthesia and respiratory techs will be trained in the use of the CO2 analyzers.
	Committee will verify that CO2 analyzers are on the code carts. Monthly, compare the number of analyzers being used to the number of codes requiring intubations.

	Since the current ACLS training program relies on self-reporting of training, develop a systematic program that identifies and verifies training requirements for privileging in intubation.
	100% of those performing intubations are privileged and trained for intubation.


Survey of Facilities


To gather national rates of difficult and unanticipated esophageal intubations in the VA, NCPS developed a survey in conjunction with VHA's Chief of Anesthesia.


The survey was e-mailed to Patient Safety Managers at all 163 VA hospitals in September 2002 and returned to NCPS by December 2002. 135 surveys were returned to NCPS, representing an 83% response rate. Only three lacked complete information and nine of the facilities that responded do not perform non-OR emergency intubations. In total, the survey respondents estimated that there are 11,007 non-operating room, emergency intubations per year in the VA. Given that we had non-respondents, this is a low estimate.

Difficult cases and unanticipated/unplanned esophageal intubations


Respondents estimated that 12.3% (n=1,354) of non-OR emergency intubations in the VA were unusually difficult to accomplish; further, that 6.5% (n=715) of the total intubations resulted in at least one episode of inadvertent esophageal intubation. This equates to nearly four cases per day that are difficult to accomplish and two per day that result in inadvertent esophageal intubation.

Who is taking care of emergency airway management and use of adjunctive devices


At most VAMCs, multiple disciplines provide coverage for emergency airway management. However, the proportion shifts dramatically from regular tour to off-tour duties. During regular tour hours, an Anesthesia provider is available in 86% of the facilities. During off tours, only 45% of facilities have anesthesia providers available. (Note: We do not have good data on what proportion of the intubations are actually performed by each type of provider.)


Over half of VA facilities use colorimetric analyzers (CO2 analyzers) to confirm tracheal placement in addition to clinical assessment of breath sounds. Less than 1% use only syringes or only self-inflating bulbs. Thirty percent of all reported cases use no adjunctive devices; this equates to nine cases a day or 3,370 per year within the VA with no adjunctive devices confirming tube placement.
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What to do about this issue


In addition to developing requirements for those who will have privileges and scope of practice to perform intubations, it is also important to use an adjunctive device to confirm placement. As can be seen in the above pie chart, CO2 analyzers are the most popular adjunctive device by those that use them. However, facilities should also consider syringes and bulbs, as they are cheap, effective, and reliable in confirming tube placement. They also yield important complementary clinical information, especially during cardiac arrests and other low output states.

Summary

Patient Safety Managers may want to examine their policies on emergency airway management in anticipation of new national guidance. Special attention should be given to who performs intubations, what competency requirements now exist, and who will be responsible for competency assessments and proficiency programs.

The Chief of Anesthesia may be the most appropriate person to oversee this issue.

2. Lessons learned from the big blackout of August 2003

Contributions from VISN 3: Rosario-May Mayor, RN, MA, patient safety officer; from VAMC Detroit: Michael V. Olson, chief, facilities management; from VAMC Bronx, Robert M. Walton, chief, facilities management, John Rocco, information technology specialist, Phil A. Zablocki, information technology specialist.

VA facilities affected by this summer’s blackout rose to the challenge of carrying out basic services in support of patient safety. Below is a synopsis of how two facilities, VAMC Detroit and VAMC Bronx, dealt with several emergent problems and learned how to better position their facilities to enhance response to potential future occurrences.

VAMC Detroit

Problem: Pressure in the city’s main water system wasn’t sufficient for all facility requirements.

Response: The booster fire pumps were disconnected from automatic operation because they would be ineffective due to lack of water pressure. A fire watch was initiated and the Detroit Fire Department notified. A “bucket brigade” was developed to carry water from an atrium fountain to the fifth and sixth floors to flush toilets. The boilers had to be shut down. In particular, this meant no steam for cooking or sterilization in the Supply Processing and Distribution Department. To keep patients fed, cold meals were served, consisting of such things as lunch meats, breads, chips, etc. Sufficient instruments had been previously sterilized in readiness for emergency surgeries; elective cases were cancelled. Drinking water had been stored for use; additional water was purchased. Hemodialysis operated effectively, as enough city water was available to maintain the dialysis water treatment system.

Lessons learned: Store as much drinking water as possible. As this is a “dated” item, there needs to be a balance/strategy on what constitutes a reasonable amount.

Problem: Reduced electrical power

Response: All eight generators started immediately and the automatic transfer switches operated as designed. Stored flashlights and batteries were available; additional batteries were purchased. The emergency power maintained air conditioning units in the Surgical Suite and Animal Research facility only. Critical care patients were moved from the Medical and Surgical Intensive Care Units to the Recovery Room. To ensure other patients weren’t overheating due to the lack of A/C, temperature readings were taken throughout the facility.

Lessons learned: (1) Ensure all generators operate well and that sufficient fuel is available. (2) Check the emergency electrical distribution system to ensure that all items listed as being attached to the system actually are attached. (3) Keep flashlights and batteries available and in secure locations. It is amazing how often these are not where they are supposed to be.

Problem: Potential loss of oxygen supply for home care patients

Response: As contractors generally provide equipment for patients who require oxygen through the prosthetics program, provisions had been developed in the contract for backup situations. The contractor performed as required, contacting all appropriate patients to ensure their oxygen supply had not been disrupted.

Lessons learned: (1) Have an accurate, up-to-date list of patients receiving home care available, emergency numbers for the appropriate contractor(s), and back-up provisions should an emergency occur. 

(2) Ensure the facility has recent, confirmed agreements with suppliers and vendors for replenishment of supplies; the midst of an emergency is a difficult time to forge new business relationships.

VAMC Bronx

Problem: The main backup generators started up, but failed because the generator control logic did not allow transfer switches to close. Two existing under-voltage relays had never been tested in the “cold load pick-up” mode. They may have been out of calibration, though they had been calibrated within the last three years as recommended. In this case, the generators were configured to start simultaneously during a power failure. The “cold load pick-up” created by the generators coming on-line at once, however, caused them to shut down due to the control logic. The problem was not experienced during monthly generator tests. The normal control test sequence is to synchronize the 4,160 volt generators with the utility company feeder and then transfer the load to the generators so that no outage occurs during the test.  When a triennial electrical outage test was performed, the generators were started up prior to the last feeder outage to minimize the outage time.

Response: Individual generators for Life Support and Nursing Home Care Unit started up and operated successfully. Intensive Care Unit, Operating Room, and SCI ventilator patients had power, resulting in no harm to critically ill patients.

Lessons learned: (1) Test the main backup generators under all potential scenarios; test several times annually under full blackout conditions. (2) Calibrate all critical control relays every 1-2 years as per control vendor recommendations to ensure proper operation. This is especially important regarding the older, induction-disk type relays. The medical center now plans to conduct generator tests with a “cold load pick-up” several times annually to determine if logic is working correctly.

Problem: The medical center’s main emergency generators started up, but did not transfer power. Because the power for the generator cooling systems was on the secondary side of the transfer switch, the cooling systems did not get power and the generators overheated without ever transferring load. This resulted in damage to engine cooling system hoses on one of the generators.

Response: The emergency generator had to be repaired prior to use. The medical center is investigating the installation of a distribution panel and a 4,160-volt to 480-volt transformer on the primary side of the transfer switches — specifically to power all generator accessories, such as the cooling systems.

Lessons learned: Ensure that all emergency generator accessories are powered directly by the generator and do not rely on the transfer switch closing in order to operate.

Problem: The medical center’s Life Support generator started up and operated normally, but shut off after approximately 10 hours because the day tank was empty. Although the medical center had adequate fuel in the exterior underground storage tank, the day tank fuel transfer pump did not receive power from the Life Support generator. This transfer pump was powered by normal power and when the main emergency generators failed, there was no power to the pump. This had not been determined during many years of testing because normal power was available for the other circuits during the generator testing.

Response: The facility obtained a small portable generator to power the fuel transfer pump in order to restart the Life Support generator. The circuit for the pump has now been transferred over to a Life Support generator electrical panel. This will ensure it is powered automatically by the generator.

Lessons learned: Ensure that all emergency generator accessories are powered directly by that emergency generator and do not rely on other generators to supply power.

Problem: When the medical center’s main 4,160 volt emergency generators failed, the 480-volt Life Support generator did not supply power to all critical loads in the medical center. The Medical and Surgical units, Mental Health unit, elevators, medical air, vacuum, fire pump, telephone system, radio systems, etc., received no power. The electrical distribution system had been designed in the mid-1970s and did not distinguish between Critical, Life Safety, and Equipment branches as required by the National Fire Protection Association (NFPA) codes. A complete blackout hadn’t been experienced since the replacement hospital was opened in 1980; further, the emergency power was designed to power up the entire medical center using 4,160-volt generators. Many features of the emergency generators and distribution system can contribute to unreliable emergency power. This includes the control logic for the generators and the distribution of normal and emergency power using the same wiring, transformers, secondary switchgear, etc. There are no transfers for individual electrical risers except for those on the Life Support generator.

Response: A project is being developed to upgrade the electrical distribution system to comply with NFPA code. Four hundred and eighty-volt generators and transfer switches are scheduled to be installed in equipment such as Critical and Life Safety risers.

Lessons learned: Ensure that the medical center electrical distribution system is in accordance with NFPA codes and that critical loads are on reliable emergency generator sets.

Problem: The Uninterrupted Power Supply (UPS) on each BCMA backup PC was capable of generating enough power to view the Medical Administration Records (MARs), but not enough to print them. The amount of power needed to print the MARs would have drained the UPS and caused the backup PC to reboot.

Response: Since the ICU had a backup generator that functioned, the staff was able to print MARs for their area. They did not realize, however, that they could do so for the whole hospital. The computer room staff recognized that they had the capability to print MARs for the entire facility and did so.

Lessons learned: Ensure that staff members understand whether or not they have the capability of printing MARs at their workstations; develop a plan regarding who should be responsible for printing them during such an emergency.

NCPS Observation: Many of these situations confirm the value of end-to-end testing of contingency plans to confirm that they will work as intended. HFMEATM provides a framework for this process.

3.  Preventing Surgical Fires at the Birmingham, Alabama VAMC

By Jimmie G. Davis, BVAMC Patient Safety Manager

At Birmingham VAMC, we take the issue of surgical fires and their prevention very seriously. There has been a collaborative effort underway to educate and train staff in our process for prevention of such fires. The training consists of three elements.


The first element has been conducted during monthly surgical resident meetings. Resident physicians have been trained at these meetings to control heat sources regardless of the type equipment utilized. For example, they have been instructed that when draping patients they need to either allow adequate time for the wet area to dry, or to absorb any wet areas with a towel prior to the start of the procedure. They also learn to maintain ambient oxygen levels near 21% by not tenting over nasal oxygen equipment.


All OR staff have had in-service training in potential OR fire events. This training consisted of a lecture and video on surgical fires, and actual simulation of a fire in the OR suite. Staff practiced extinguishing a live fire according to service guidelines and completed a post-test evaluation.


The BVAMC will report any surgical or near miss fires to the Patient Safety Manager who in turn will work with the Hospital Safety Officer and other appropriate staff to investigate the events and recommend corrective action to prevent future occurrences.

_1130329980.xls
CO2

		Cases Using Colemetric CO2 Analyzers										Percent of Cases Using Colemetri CO2 Analyzers

				Actual		Estimate		Total						Actual		Estimate		Total

		Number of Cases		590		10416.5		11006.5				Mean		55.30%		52.80%		57.40%

		Number of Cases Using CO2 Analyzers		433.3		6739.9		7163.2				Median		90%		65%		80%

		Percentage of Cases Using CO2 Analyzers		73.40%		64.70%		65.10%				Mode		0.00%		0.00%		0.00%

		Missing Values		1, 0		2, 0		3, 0				Standard Deviation		48.3		45.2		45.2

		(# of facilities,  # of cases)										Interquartile Range		100		100		100

												Range (Min/Max)		0.0% - 100%		0.0% - 100%		0% - 100%

												Missing Values		0		2, 0		2,0

												(# of facilities, # of cases)				(2.3% of observations)		(1.5% of all observations)

		Number of Facilities:		82





Bulbs

		Self Inflating Bulbs										Self Inflating Bulbs Percent

				Actual		Estimate		Total						Actual		Estimate		Total

		Number of Cases		590		10416.5		11006.5				Mean		0.70%		2.10%		1.60%

		Number of Self Inflating Bulbs		30.5		101.9		132.4				Median		0.00%		0.00%		0.00%

		Percentage of Cases using Self Inflating Bulbs		5.10%		1%		1.20%				Mode		0.00%		0.00%		0.00%

		Missing Values		1, 0		2, 0		3, 0				Standard Deviation		4.4		10.2		8.7

		(# of facilities,  # of cases)										Interquartile Range		0		0		0

												Range (Min/Max)		0.0% - 30%		0.0% - 75%		0.0% - 75%

												Missing Values		0		1, 0		1,0

												(# of facilities, # of cases)				(1.1% of observations)		(0.7% of all observations)

		Number of Facilities:		5





Syringes

		Table 11. Cases using syringes *										Table 12. Percent of cases using syringes

				Actual		Estimate		Total						Actual		Estimate		Total

		Number of Cases		590		10416.5		11006.5				Mean		6.50%		3.30%		2.90%

		Number of Cases Using Syringes		6		374.5		380.5				Median		0.00%		0.00%		0%

		Percentage of Cases Using Syringes		1%		3.60%		3.50%				Mode		0.00%		0.00%		0%

		Missing Values		1, 0		2, 0		3, 0				Standard Deviation		25		14.2		13.2

		(# of facilities,  # of cases)										Interquartile Range		0		0		0

												Range (Min/Max)		0% - 100%		0% - 100%		0% - 100%

												Missing Values		0		2, 0		2,0

												(# of facilities, # of cases)				(2.3% of observations		(1.5% of all observations)

		Number of Facilities:		14





All

		Table 11. Cases using  CO2 analyzers, self inflating bulbs and/or syringes*										Table 12. Percent of cases using CO2 analyzers, self inflating bulbs and/or syringes

				Actual		Estimate		Total						Actual		Estimate		Total

		Number of Cases		590		10416.5		11006.5				Mean		62.50%		64%		63.50%

		Number of Cases Using All 3		469.8		7216.3		7685.9				Median		90%		90%		90%

		Percentage of Cases Using All 3		79.60%		69.30%		69.80%				Mode		0.00%		100%		100%

		Missing Values		1,0		2,0		3,0				Standard Deviation		60		49.3		53

		(# of facilities,  # of cases)										Interquartile Range		100		100		100

												Range (Min/Max)		0.0% - 200%		0.0% - 200%		0.0% - 200%

												Missing Values		0		2,0		2,0

												(# of facilities, # of cases)				(2.3% of observations)		(1.5% of all observations)





Other

		Adjuctive Device		ID		#/%		# of Inubs		Other Devices?		Which Devices?

		ABG Post		1		110 E		110 E		Y		End Cap CO2, CO2 Anaylzer						ABG Post

		CXR, Chest X-Ray		27		12 E		12 E		Y		Breath Sounds						1		Act		0		Est		110		Total		110

		CXR, Chest X-Ray		27		12 E		12 E		Y		CXR, Chest X-Ray								% Of Intubations				1.084117676		E												Total Number of Intubations				590		A

		CXR, Chest X-Ray		28		25 E		25 E		Y		End Cap CO2, CO2 Anaylzer						CXR																								10146.5		E

		CXR, Chest X-Ray		32		80 E		80 E		Y		CXR, Chest X-Ray						17		Act		198		Est		756.2		Total		954.2												11006.5		T

		CXR, Chest X-Ray		32		80 E		80 E		Y		O2 Saturation						CXR		% Of Intubations				7.4528162421		E

		CXR, Chest X-Ray		35		10 E		10 E		Y		End Cap CO2, CO2 Anaylzer						CXR		% Of Intubations				33.5593220339		A

		CXR, Chest X-Ray		36		55 E		110 E		Y		End Cap CO2, CO2 Anaylzer		CXR, Chest X-Ray				Epigastric

		CXR, Chest X-Ray		36		110 E		110 E		Y		End Cap CO2, CO2 Anaylzer		CXR, Chest X-Ray				1		Act		0		Est		11		Total		11

		CXR, Chest X-Ray		37		2.2 E		44 E		Y		End Cap CO2, CO2 Anaylzer						Epigastric		% Of Intubations				0.1084117676		E

		CXR, Chest X-Ray		48		92 A		92 A		N								Fiberoptic																				% of Total Intubations						Number of Intubations

		CXR, Chest X-Ray		53		3 E		148 E		Y		End Cap CO2, CO2 Anaylzer						3		Act		42		Est		171		Total		213						Adjuctive Device		Actual		Estimate		Total		Actual		Estimate		Total

		CXR, Chest X-Ray		62		125 E		125 E		Y		End Cap CO2, CO2 Anaylzer						Fiberoptic		% Of Intubations				1.6853102055		E										ABG Post		0		1.084117676		0.9994094399		0		110		110

		CXR, Chest X-Ray		79		234 E		234 E		Y		End Cap CO2, CO2 Anaylzer						Fiberoptic		% Of Intubations				7.1186440678		A										Auscaltion		0		3.3016311043		3.0436560214		0		335		335

		CXR, Chest X-Ray		87		24 E		24 E		Y		End Cap CO2, CO2 Anaylzer						O2 Saturation																		Chest X-Ray, CXR		33.5593220339		7.4528162421		8.6694226139		198		756.2		954.2

		CXR, Chest X-Ray		92		53 A		53 A		Y		Pulse Oximeter						2		Act		0		Est		166.4		Total		166.4						Epigastric		0		0.1084117676		0.099940944		0		11		11

		CXR, Chest X-Ray		92		53 A		53 A		Y		CXR, Chest X-Ray				Syringe		O2 Saturation		% Of Intubations				1.6399743754		E										Fiberoptic		7.1186440678		1.6853102055		1.9352200972		42		171		213

		CXR, Chest X-Ray		109		11 E		11 E		Y		Epigastric		CXR, Chest X-Ray		Syringe		Pulse Oximetry																		O2 Saturation		0		1.6399743754		1.5118339163		0		166.4		166.4

		Epigastric		109		11 E		11 E		Y		Breath Sounds		CXR, Chest X-Ray				2		Act		0		Est		8.4		Total		8.4						Pulse Oximeter		0		0.082787168		0.076318539		0		8.4		8.4

		Fiberoptic		109		11 E		11 E		Y		Breath Sounds		Epigastric				Pulse Oximetry		% Of Intubations				0.082787168		E										Totals		40.6779661017		15.3550485389		16.3358015718		240		1558		1798

		Fiberoptic		112		42 A		42 A		N								Auscaltion

		Fiberoptic		119		160 E		160 E		Y		End Cap CO2, CO2 Anaylzer		ABG Post				7		Act		0		Est		335		Total		335

		O2 Saturation		119		160 E		160 E		Y		End Cap CO2, CO2 Anaylzer		O2 Saturation				Auscaltion		% Of Intubations				3.3016311043		E

		O2 Saturation		124		6.4 E		8 E		Y		Breath Sounds

		Pulse Oximeter		124		1.6 E		8 E		Y		CXR, Chest X-Ray

		Pulse Oximeter		127		6.8 E		68 E		Y		End Cap CO2, CO2 Anaylzer

		Auscalation		12		60 E		60 E		N										Adult CapnFlo		% Of Intubations				9.4811018578		E

		Auscalation		16		9 E		9 E		N

		Auscalation		20		57 E		57 E		Y		End Cap CO2, CO2 Anaylzer								Adult Capno Flo		9		962 E		962 E		N

		Auscalation		24		20 E		20 E		N										1		Act		0		Est		962		Total		962

		Auscalation		128		125 E		125 E		N

		Auscalation		129		40 E		40 E		Y		End Cap CO2, CO2 Anaylzer								Breath Sounds		12		60 E		60 E		N

		Auscalation		18		24 E		24 E		Y		End Cap CO2, CO2 Anaylzer								Breath Sounds		16		9 E		9 E		N

		CO2 Analyzer																		Breath Sounds		20		57 E		57 E		Y		End Cap CO2, CO2 Anaylzer

																				Breath Sounds		24		20 E		20 E		N

																				4		Act		0		Est		146		Total		146

																				Stethescope		128		125 E		125 E		N

																				Stethescope		129		40 E		40 E		Y		End Cap CO2, CO2 Anaylzer

																				2		Act		0		Est		165		Total		165





None

		ID		Annual Counts

		146		0 A		0

		139		0 A		0

		140		0 A		0

		141		0 A		0

		143		0 A		0

		101		0 A		0

		145		0 A		0

		144		0 A		0

		46		1 A		1				1

		78		10 E				10		1

		85		100 E				100		1

		113		112 E				112		1

		56		115 A		115				1

		122		12 E				12		1

		97		22 A		22				1

		83		25 E				25		1

		138		30 E				30		1

		81		32 E				32		1

		133		33 A		33				1

		63		35 E				35		1

		23		4 A		4				1

		105		40 E				40		1

		60		5 E				5		1

		110		50 E				50		1

		134		56 E				56		1

		89		60 E				60		1

		116		60 E				60		1

		17		60 E				60		1

		102		66 A		66				1

		22		70 E				70		1

		55		75 E				75		1

						241		832		23





Adjuctive Device Tables

		





Adjunctive Device Summary

		CO2 Analyzers

		Self Inflating Bulbs

		Syringes

		Other Methods of Verifying Placement

		No Adjuctive Devices



Method of Verification
(Facilities may indicate more than one method to verify placement.)

Number of Cases per Year
(% of cases per year)

Survey Results: Graph 4
Adjunctive Device Use in Non-OR Emergency Tracheal Intubations

1073
(9.75%)

1774
(24.9%)

380.5
(3.5%)

132.4
(1.2%)

7163.2
(65.1%)

7163.2

132.4

380.5

1798

1073



Big Tables

		Cases Using Adjuctive Devices																				Number of Facilities Using Adjuctive Devices

				Total		Estimate		Actual						Actual		Estimate		Total				Method		Number of Facilities

		Total # of Cases Reported		11006.5		10416.5		590				Total # of Cases Reported		590		10417		11007

		CO2 Analyzers		7163.2		6739.9		433.3														CO2 Analyzers		82

		Self Inflating Bulbs		132.4		101.9		30.5														None		23

		Syringes		380.5		374.5		6														Chest X-Ray, CXR		17

		Other Methods of Verifying Placement		1798		1558		240														Syringes		14

		No Adjuctive Devices		1073		832		241														Auscalation		7

		3 Main Adjuctive Devices		7685.9		7216.3		469.8														Self Inflating Bulbs		5

																						Fiberoptic		3

		Percentage of Cases Using Adjuctive Devices																				O2 Saturation		2

				Actual		Estimate		Total														Pulse Oximeter		2

		CO2 Analyzers		73.40%		64.70%		65.10%														ABG Post		1

		Self Inflating Bulbs		5.10%		1%		1.20%														Epigastric		1

		Syringes		1.00%		3.60%		3.50%

		Other Methods of Verifying Placement		40.68%		24.60%		24.89%

		No Adjuctive Devices		40.85%		7.99%		9.75%

		3 Main Adjuctive Devices		79.60%		69.30%		69.80%

		Cases Using Other Adjuctive Devices

		Adjuctive Device		Actual		Estimate		Total

		ABG Post		0		110		110

		Auscaltion		0		335		335

		Chest X-Ray, CXR		198		756.2		954.2

		Epigastric		0		11		11

		Fiberoptic		42		171		213

		O2 Saturation		0		166.4		166.4

		Pulse Oximeter		0		8.4		8.4

		Totals		240		1558		1798

		Percentage Of Cases Using Other Adjuctive Devices

		Adjuctive Device		Actual		Estimate		Total

		ABG Post		0		1.084117676		0.9994094399

		Auscaltion		0		3.3016311043		3.0436560214

		Chest X-Ray, CXR		33.5593220339		7.4528162421		8.6694226139

		Epigastric		0		0.1084117676		0.099940944

		Fiberoptic		7.1186440678		1.6853102055		1.9352200972

		O2 Saturation		0		1.6399743754		1.5118339163

		Pulse Oximeter		0		0.082787168		0.076318539

		Totals		40.6779661017		15.3550485389		16.3358015718

										Survey Response Rate

										Total # Emailed to VHA Facilities:		163

										Total # of Surveys Returned to NCPS:		135

										# with at least 1 Intubation:		123

										# with 0 Intubations:		9

										# with No Response or N/A		3

										Number of Unreturned Surveys		28

										Response Rate (135/163):		82.82%

										Table 1.  Reported Number of Intubations From 135 VHA Facilities

										Question		Actual		Estimate		Combined

										Annual # of non-OR emergency intubations		2542		8465		11,007

										Annual % of non-OR emergency intubations that required prolonged attempts or unusually difficulty to accomplish		7.50%		13.70%		12.30%

										Annual % of non-OR emergency intubations that resulted in at least one episode of unanticipated esophageal intubation		1.10%		8.30%		6.50%		715.455

												27.962		702.595

										Annual # of Out of OR Emergency Intubations

												Actual		Estimate		Combined

										N (# of facilities)		43		89		132

										Mean		59.1		95.1		83.4

										Annual # of Prolonged Attempts or Difficulty

												Actual		Estimate		Combined

										N (# of facilities)		29		93		122

										Mean		5.9		11.7		10.3

										Annual Number of Unaticipated Esophogeal Intubations

												Actual		Estimate		Combined

										N (# of facilities)		26		90		116

										Mean		1		6.7		5.4

												Combined		Estimate		Actual

										Number Requiring Prolonged Attempts		10.3		11.7		5.9

										Number of Unanticipated Esophogeal Intubations		5.4		6.7		1

										Number of Intubations With No Reported Complications		67.7		76.7		52.2

										Table 5.

										Caregivers Who Perform Tracheal Intubation During Regular Tour

										Caregiver		Number of Facilities		% of 123				off tour chart

										Anesthesiologist/CRNA		104		84.60%				55		44.72%

										Med/Surg Resident		58		47.20%				56		45.53%

										Respiratory Therapist (RT & RRT)		44		35.80%				44		35.77%

										ER Physician / Triage MD		58		47.20%				43		34.96%

										Pulmonary Physician		54		43.90%				16		13.01%

										Physician Assistant (PA)		3		2.50%				0		0.00%

										Registered Nurse (RN)		1		0.80%				0		0.00%

										EMT-P		2		1.60%				0		0.00%

										Other		43		35.00%				41		33.33%

										Table 6.

										Caregivers Who Perform Non-OR Emergency Intubations During Rest of Tours

										Caregiver		Number of Facilities		% of 123

										Anesthesiologist/CRNA		55		44.70%

										Med/Surg Resident		45		36.60%

										Respiratory Therapist (RT and RRT)		44		35.80%

										ER Physician / Triage MD		43		35.00%

										Officer of the Day/Medical Officer		25		20.30%

										Pulmonary Physician		16		13.00%				41

										Resident (unspecified)		11		8.90%		the resident unspecified is combined

										Staff MDs/DOs		8		6.50%		with Med/Surg Resident category

										Anesthesia Resident		4		3.30%

										Critical Care/Urgent Care Physician		4		3.30%





Survey Response Rate

		Total # of Surveys Returned to NCPS:

		Number of Unreturned Surveys



Survey Response Rate

83%
(135)

17%
(28)

135

28



Average Annual Number Cases

		Actual

		Estimate



Total # of Cases Reported

Average Annual Number of Non-OR Emergency Intubations Reported
(Average Number of Out-of-OR Intubations  = 11,007; 135 VA Facilities Reporting)

590

10417



Intubation Summary Information

		# with at least 1 Intubation:

		# with 0 Intubations:

		# with No Response or N/A



Summary of Intubation Responses

9
(6.7%)

3
(2.2%)

123
(91.1%)

123

9

3



Average Annual Number of Intubs

		Number Requiring Prolonged Attempts

		Number of Unanticipated Esophogeal Intubations

		Number of Intubations With No Reported Complications



Combined

Survey Results: Graph 1
Annual Number of Non-OR Emergency Intubations
Per Facility
(Number of Out-of-OR Emergency Intubations = 83.4; 132 Facilities)

5.4
(6.5%)

10.3
(12.3%)

67.7
(81.2%)

10.3

5.4

67.7



Caregivers During Regular Tour

		Anesthesiologist/CRNA

		Med/Surg Resident

		Respiratory Therapist (RT & RRT)

		ER Physician / Triage MD

		Pulmonary Physician

		Physician Assistant (PA)

		Registered Nurse (RN)

		EMT-P

		Other



Number of Facilities

(Facilities may indicate more than one caregiver performing intubations)

Number of Facilities 
(% of 123)

Survey Results
Caregivers Performing Tracheal Intubations During Regular Tours

43
(35%)

2
(1.6%)

1
(0.8%)

3
(2.5%)

54
(43.9%)

58
(47.2%)

44
(35.8%)

58
(47.2%)

104
(84.6%)

104

58

44

58

54

3

1

2

43



Caregivers Performing Off-Tour

		Anesthesiologist/CRNA

		Med/Surg Resident

		Respiratory Therapist (RT and RRT)

		ER Physician / Triage MD

		Officer of the Day/Medical Officer

		Pulmonary Physician

		Resident (unspecified)

		Staff MDs/DOs

		Anesthesia Resident

		Critical Care/Urgent Care Physician



Number of Facilities

(Facilities may indicate more than one caregiver performing intubations)

Number of Facilities 
(% or 123)

Survey Results
Caregivers Performing Intubations During Off-Tour Hours

55
(44.7%)

45
(36.6%)

44
(35.8%)

43
(35%)

25
(20.3%)

16
(13%)

11
(8.9%)

8
(6.5%)

4
(3.3%)

4
(3.3%)

55

45

44

43

25

16

11

8

4

4



Combined Caregiver 

		Anesthesiologist/CRNA		55

		Med/Surg Resident		56

		Respiratory Therapist (RT & RRT)		44

		ER Physician / Triage MD		43

		Pulmonary Physician		16

		Physician Assistant (PA)		0

		Registered Nurse (RN)		0

		EMT-P		0

		Other		41



Regular Tour

Off Tour

Total of Facilities
(% of 123)

Disciplines Available for Intubations
Regular Tour vs. Off Tour

43
(35%)

2
(1.6%)

1
(.80%)

3
(2.5%)

54
(43.9%)

58
(47.2%)

44
(35.8%)

58
(47.2%)

104
(84.6%)

41
(33.3%)

16
(13%)

43
(35%)

44
(35.8%)

56
(45.5%)

55
(44.7%)

104

58

44

58

54

3

1

2

43



Adjuctive Device Summary

		CO2 Analyzers		CO2 Analyzers		CO2 Analyzers

		Self Inflating Bulbs		Self Inflating Bulbs		Self Inflating Bulbs

		Syringes		Syringes		Syringes

		Other Methods of Verifying Placement		Other Methods of Verifying Placement		Other Methods of Verifying Placement

		No Adjuctive Devices		No Adjuctive Devices		No Adjuctive Devices



Actual

Estimate

Total

Method of Verification
(Facilities may indicate more than one method to verify placement.)

Number of Cases per Year

Survey Results
Adjunctive Device Use in Non-OR Emergency Intubations

241
(40.9%)

240
(40.7%)

6
(1%)

30.5
(5.1%)

433.3
(73.4%)

832
(8%)

1534
(24.6%)

374.5
(3.6%)

101.9
(1%)

6739.9

(64.7%)

1073
(9.8%)

1774
(24.9%)

380.5
(3.5%)

132.4
(1.2%)

7163.2
(65.1%)

433.3

6739.9

7163.2

30.5

101.9

132.4

6

374.5

380.5

240

1558

1798

241

832

1073



Other Adjuctive Devices

		ABG Post

		Auscaltion

		Chest X-Ray, CXR

		Epigastric

		Fiberoptic

		O2 Saturation

		Pulse Oximeter



Total

Methods of Verifying Placement
(Facilities may indicate more than one method to verify placement.)

Number of Cases per Year 
(% of cases)

Survey Results: Graph 5
Other Methods of Verifying Placement of Endotracheal Tube

110
(1%)

311
(2.8%)

11
(0.1%)

213
(1.9%)

166.4
(1.5%)

8.4
(0.1%)

954.2
(8.7%)

110

335

954.2

11

213

166.4

8.4



Methods of Verification

		CO2 Analyzers

		None

		Chest X-Ray, CXR

		Syringes

		Auscalation

		Self Inflating Bulbs

		Fiberoptic

		O2 Saturation

		Pulse Oximeter



Number of Facilities

Method of Verification
(Facilities may indicate more than one method to verify placement)

Number of Facilities
(% of 123)

Survey Results: Graph 6
Number of Facilities Using Specific Methods of Verification

82
(66.7%)

31
(25.2%)

17
(13.8%)

14
(11.4%)

6
(4.9%)

5
(4%)

3
(2.4%)

2
(1.6%)

2
(1.6%)

82

23

17

14

7

5

3

2

2




_1130329873.xls
Main_Query

		ID		VISN		Facility Name		Facility Number		Annual Counts Q 5		Q_11a		Q_11b		Q_11c		Adjunctive Devices Q 11d		CO2 Only		Syring Only		Bulb Only		None		Multipule or Other		N/A		# of Facilities		# of Cases		Cases Not Covered

		137		21		San Francisco		662		150		142.5		0		0		electronic CO2nalyzer (portable) 142.5		1																7.5

		108		1		Northampton		631		1		1		0		0		0		1

		47		11		Ann Arbor		506		97		1.9		0		0		0		1																95.1

		121		21		VAPAHCS		640		10		10		0		0		0		1																0

		120		7		RHJ VA Med Center		534		100		100		0		0		0		1																0

		88		23		VA Nebraska - West Iowa		636		104		104		0		0		0		1																0

		3		5		VMC - Martinsburg		613		110		110		0		0		0		1																0

		29		4		Philadelphia		642		110		110		0		0		0		1																0

		1		16		Gulf Coast VAHCS		520		110		110		0		0		Adult Capno Flo - 110,asy Cap II - 5.5 (used as backup)		1																0

		76		3		VANJHCSast Orange Campus & Lyons Campus		561		120		114		0		0		0		1																6

		42		19		Denver VAMC		554		118		118		0		0		0		1																0

		68		10		Chillicothe		538		50		12.5		0		0		0		1																37.5

		74		10		Cleveland, OH		541		120		120		0		0		0		1																0

		86		21		Central CA		570		150		135		0		0		0		1																15

		70		12		HINES		578		145		145		0		0		0		1																0

		7		4		VA Pittsburgh Health System University Drive		646		150		150		0		0		0		1																0

		13		6		Richmond		652		168		151.2		0		0		0		1																16.8

		49		6		Durham VAMC		558		159		159		0		0		0		1																0

		38		3		Bronx VAMC		526		165		165		0		0		0		1																0

		77		8		James A. Haley VAMC		673		168		168		0		0		0		1																0

		73		21		VA NCHCS		612		17		17		0		0		0		1																0

		114		16		Alexandria, LA		502		190		180.5		0		0		0		1																9.5

		135		12		Madison VAMC		607		24		19.2		0		0		0		1																4.8

		4		5		VA Maryland Health Care System		512		200		190		0		0		0		1																10

		131		16		VAMC NOLA		629		180		190		0		0		0		1																-10

		118		18		El Paso Health Care C&R		756		2		2		0		0		0		1																0

		40		12		VHACHS Westside		537A4		40		20		0		0		0		1																20

		51		9		James H. Quillen VA		621		230		23		0		0		0		1																207

		8		19		Grand Junction VAMC		575		30		24		0		0		0		1																6

		14		16		Central Arkansas Veterans Health Care System		598		240		240		0		0		0		1																0

		18		15		Harry S. Truman Memorial Veterans Hospital		589A4		50		25		0		0		0		1																25

		103		19		VA Montana Health Care System		436		25		25		0		0		0		1																0

		132		23		Iowa City, IA		636A8		30		27		0		0		0		1																3

		82		23		Minneapolis		618		300		270		0		0		0		1																30

		31		4		Wilmington		460		29.5		28.9		0		0		0		1																0.6

		106		23		St Cloud VAMC		656		3		3		0		0		0		1																0

		117		20		Spokane VAMC		668		30		30		0		0		0		1																0

		126		7		VAMC Atlanta		508		300		300		0		0		0		1																0

		130		3		Buffalo VAMC		528		350		332.5		0		0		0		1																17.5

		93		20		Roseburg Healthcare System		653		4		4		0		0		0		1																0

		45		1		VA CT Heathcare System		689		42		42		0		0		0		1																0

		64		10		Cincinnati VAMC		539		43		43		0		0		0		1																0

		41		23		Sioux Falls Royal C. Johnson VAMC		438		50		47.5		0		0		0		1																2.5

		6		16		Houston VAMC		580		490		490		0		0		0		1																0

		44		11		NIHCS - South Campus		610		5		5		0		0		0		1																0

		33		20		Boise, Idaho VAMC		531		50		50		0		0		0		1																0

		107		7		Augusta, GA		509		524		524		0		0		0		1																0

		30		4		VAMC, Wilkes-Barre, PA		693		78		58.5		0		0		0		1																19.5

		69		22		SDVAHS		664		66		59.4		0		0		0		1																6.6

		115		1		Manchester		608		6		6		0		0		0		1																0

		72		17		South Texas VHCS		671		60		60		0		0		0		1																0

		54		9		TVHS - Alvin C. York		626		71		71		0		0		0		1																0

		50		9		Huntington VAMC		581		73		73		0		0		0		1																0

		96		12		Milwaukee VAMC		695		92		73.6		0		0		0		1																18.4

		2		5		Washington DC		688		94		74.3		0		0		na		1																19.7

		15		15		St. Louis VAMC		657		79		75		0		0		0		1																4

		59		23		Black Hills Health Care (Ft. Meade)		568		10		9		0		0		0		1																1

		65		23		Fargo VAMC and ROC		437		30		9		0		0		0		1																21

		58		16		Overton Brooks VAMC, Shrevport		667		100		90		0		0		0		1												59		5938.5		10

		61		2		Albany VAMC		528		100		0		75		0		0				1										1		75		25

		10		3		Hudson Valley VAHCS		620		20		0		0		20		0						1												0

		136		19		Cheyenne		442		3		0		0		3		0						1								2		23		0

		17		15		VAMC Marion, IL		657A5		60		0		0		0		0								1

		22		20		Portland VAMC		648		70		0		0		0		There have been sporadic attempts inCU to some of the devices but nothing routinely.  Moving in direction of hand held CO2 analyzers								1

		23		4		Altoona VAMC		503		4		0		0		0		0								1

		25		4		Louis A. Johnson VAMC		540		104		0		0		0		0								1

		46		10		Columbus, OH		757		1		0		0		0		0								1

		55		9		Lexington		596		75		0		0		0		0								1

		56		9		Louisville KY		603		115		0		0		0		0								1

		60		23		Black Hill Health Care (Hot Springs)		568		5		0		0		0		0								1

		63		12		VACHCS - LS Division		537A4		35		0		0		0		0								1

		78		18		Northern Arizona		649		10		0		0		0		0								1

		81		16		Fayetteville VA Medical Center		564		32		0		0		0		0								1

		83		12		Iron Mountain		585		25		0		0		0		0								1

		85		4		Louis A. Johnson		540		100		0		0		0		0								1

		89		6		Salisbury, NC		659		60		0		0		0		0								1

		97		18		West Texas VA Health Care System		519		22		0		0		0		0								1

		102		2		Syracuse VAMC		528A7		66		0		0		0		0								1

		105		11		VA Illinois, Danville		550		40		0		0		0		0								1

		110		2		Bath		528A6		50		0		0		0		0								1

		113		8		VAMC Bay Pines		516		112		0		0		0		0								1

		116		12		North Chicago VA		556		60		0		0		0		0								1

		133		15		Topeka, KS		589A		33		0		0		0		0								1

		134		15		Dwight D.isenhower VA		677A4		56		0		0		0		0								1

		138		6		Asheville, NC		637		30		0		0		0		0								1

		122		20		Jonathan M. Weinwright (Walla Walla, WA)		687		12		0		0		0		0								1

		9		8		San Juan		672		962		0		0		0		Stethoscope 962								1						25		2139

		5		6		Hampton VAMC		590		30		30		0		15		0										1								0

		11		1		White River Junction VAM & ROC		405		15		6.5		0		1.5		0										1								7

		12		16		Muskogee VA Medical Center		623		60		0		0		0		CXR 60										1								0

		16		15		John J. Pershing VAMC		657A4		9		0		0		9		chest x-ray 9										1								0

		19		15		Robert J. Dole VAM & ROC		589A7		36		34.2		0		36		0										1								0

		20		15		Kansas City VAMC		589		57		55.3		0		0		Chest x-ray 57										1								0

		24		4		Butler		529		20		0		0		0		CXR 20										1								0

		26		4		Coatesville VAMC		542		23		11.5		0		11. 5		0										1								0

		27		4		Erie VAMC		562		12		0		0		0		X-Ray 12, Breath Sounds 12										1								0

		28		4		Lebanon VAMC		595		25		25		0		25		Chest X-rays 25										1								0

		32		10		Dayton		552		80		0		0		0		02 Saturation 80, Chest X-Ray 80										1								0

		34		23		VA Central Iowa Health Care System		636A6		40		24		12		0		0										1								4

		35		1		Togus, Maine VAM&ROC		402		10		10		0		0		Chest X-Ray 10										1								0

		36		16		VAMC Oklahoma City, Oklahoma		635		110		44		0		55		Pulse OX Non-OR 55, CXR Placement Non-OR 110										1								0

		37		17		Central Texas Veterans Health Care System		674		44		28.6		0		0		Fiberoptic 2.2										1								13.2

		43		12		Tomah VAMC		676		6		6		0		6		0										1								0

		48		18		Amarillo HCS		504		92		0		0		0		x-rays: 92										1								0

		52		9		Memphis		614		120		12		0		108		0										1								0

		53		9		TN Valley Nashville		626		148		148		0		0		Fiberoptic 3										1								0

		62		3		Northport		632		125		125		0		0		Stethoscope 125										1								0

		66		11		VA Northern Indiana Health Care System-Fort Wayne		0610		17		8.5		0		8.5		0										1								0

		67		11		VA Northern Indiana Health Care System-Marion		0610		5		2.5		0		2.5		0										1								0

		71		8		West Palm Beach VAMC		548		80		80		0		80		0										1								0

		75		18		NMVAHCS		501		130		104		6.5		0		0										1								19.5

		79		18		Carl T. Hayden VA Medical Center		644		234		234		0		0		Fke Chest X-Ray 234										1								0

		87		18		Southern AZ		678		24		.48		0		0		clinical assessment / ascultation - 24										1								0

		90		21		VASNHCS Reno, NV		654		42		37.8		8.4		0		0										1								0

		91		20		PSHCS, Seattle		663		101.5		101.5		30.5		0		0										1								0

		92		11		Saginaw		655		53		0		0		0		x-ray 53, pulse oximetry 53										1								0

		109		6		VAFNC		565		11		0		0		0		Ausculation Lungs & epigastric 11, X-Ray 11										1								0

		112		6		Beckley VAMC		517		42		0		0		0		Chest X-Ray 42										1								0

		119		7		WJB Dorn VAMC		544		160		152		0		0		Sa02 Monitor 160, ABG Post 160										1								0

		124		11		Battle Creek Veterans Affairs Medical Center		515		8		0		0		0		Chest X-Ray 6.4, Breath Sound 1.6										1								0

		127		7		BVAMC (Birmingham, AL)		521		68		68		0		0		Fibro-optic brochoscopy 6.8										1						2202.5		0

		128		7		CAVHCS (Montgomery, AL)		619		125		0		0		0		Chest X-Ray 125										1						43.7		0

		129		7		Carl Vinson VAMC		557		40		30		0		0		Chest x-ray 40										1				36		2158.8		0

		125		6		Salem VAMC, Salem VA		658		na		0		0		0		x-ray .99												1

		101		21		Honolulu		459		0		0		0		0		0												1

		139		1		Bedford		518		0		0		0		0		0												1

		140		1		Newington		689 A4		0		0		0		0		0												1

		141		2		Canandaigua		528A5		0		0		0		0		0												1

		143		3		Lyons		561A4		0		0		0		0		0												1

		144		23		Grand Island/Lincoln		636A4-5		0		0		0		0		0												1

		145		23		Knoxville, IA		636A7		0		0		0		0		0												1

		146		19		S. Colorado HCS		554A4		0		0		0		0		0												1

		80		1		Providence		650		na		NA		na		na		na												1

		100		20		Anchorage VA		463		None		NA		na		NA		NA												1

		147		19		Sheridan, WY		666		na		na		na		na		na												1		12		0

																																				672.7
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Sheet2

		TWO OR MORE ADJUNCTIVE DEVICES																		No Adj Dev

		ID		Facility		Total		# of Cases		CO2		Bulb		Syringe		CXR		PULSE

		5		Hampton VAMC		30		30		30				15						0

		11		Battle Creek Veterans Affairs Medical Center		15		8		6.5				1.5						0

		19		Robert J. Dole VAM & ROC		36		36		34.2				36						0

		26		Coatesville VAMC		23		23		11.5				11.5						0

		28		Lebanon VAMC		25		25		25				25		25				0

		34		VA Central Iowa Health Care System		40		36		24		12								0

		36		VAMC Oklahoma City, Oklahoma		110		110		44				55		110		55		11

		43		Tomah VAMC		6		6		6				6						0

		52		Memphis		120		120		12				108						0

		66		VA Northern Indiana Health Care System-Fort Wayne		17		17		8.5				8.5						0								35

		67		VA Northern Indiana Health Care System-Marion		5		5		2.5				2.5						0

		71		West Palm Beach VAMC		80		80		80				80						0

		75		NMVAHCS		130		110.5		104		6.5								0

		90		VASNHCS Reno, NV		42		42		37.8		8.4								0

		91		PSHCS, Seattle		101.5		101.5		101.5		30.5								0								2202.5

				TOTAL		780.5		750		527.5		57.4		349		135		55		11								2158.8

								739

		ONE ADJUNCTIVE DEVICE + OTHER																								No Adj. Dev

		ID		Facility		Total		# of Cases		CO2		Bulb		Syringe		CXR		FIBER		ABG		O2		AUSC

		16		John J. Pershing VAMC		9		9		0		0		9		9										0

		20		Kansas City VAMC		57		57		55.3		0		0		57										1.7

		35		Togus, Maine VAM&ROC		10		10		10		0		0		10										0

		37		Central Texas Veterans Health Care System		44		30.8		28.6		0		0				2.2								2.2

		53		TN Valley Nashville		148		148		148		0		0				3								0

		62		Northport		125		125		125		0		0										125		0

		79		Carl T. Hayden VA Medical Center		234		234		234		0		0		234										0

		87		Southern AZ		24		24		1		0		0										24		23

		119		WJB Dorn VAMC		160		160		152		0		0						160		160				8

		127		BVAMC (Birmingham, AL)		68		68		68		0		0				6.8								0

		129		Carl Vinson VAMC		40		40		30		0		0		40										10

				TOTAL		919		905.8		851.9		0		9		310		12		160		160		149		44.9

								860.9								308		10		8		8		126

		OTHER ONLY

		ID		Facility		Total		# of Cases		CXR		PULSE		EPIGA		O2		AUSC

		12		Muskogee VA Medical Center		60		60		60

		24		Butler		20		20		20

		27		Erie VAMC		12		12		12								12

		32		Dayton		80		80		80						80

		48		Amarillo HCS		92		92		92

		92		Saginaw		53		53		53		53

		109		VAFNC		11		11		11				11				11

		112		Beckley VAMC		42		42		42

		124		Battle Creek Veterans Affairs Medical Center		8		8		6.4								1.6

		128		CAVHCS (Montgomery, AL)		125		125		125

				TOTAL		503		503		501.4		53		11		80		24.6





Sheet1

						Number of Cases		% of 11,007

		ADJUCTIVE DEVICES

				Only CO2 Analyzers		5939		54

				Only Self Inflating Bulbs		23		0.2

				Only Syringes		75		0.7

				Other or Multiple Methods of Verification		2163		19.7

		NO ADJUCTIVE DEVICES				2807		16.7

		SUM				11007		91.3





Tables

				# of Cases		% of Cases		# of Facilities		% of Facilities w/ at least 1 intubation

		Using Only CO2 Analyzers		5938.5		53.952030526		59		47.9674796748

		Using Only Syringes		75		0.6813845735		1		0.8130081301

		Using Only Self Inflating Bulbs		23		0.2089579359		2		1.6260162602

		Using Multiple or Other Methods of Verification		2158.8		19.6129735623		36		29.2682926829

		Using None (n=1845.7)		2811.7		25.5446534024		25		20.325203252

				11007				123

		Tables from 5-20-03

				# of Cases		% of Cases		# of Facilities		% of Facilities w/ at least 1 intubation

		Using Only CO2 Analyzers		5938.5		53.9500699529

		Using Only Syringes		75		0.6813598125

		Using Only Self Inflating Bulbs		23		0.2089503425

		Using Multiple Adjunctive Devices		739		6.7136653524

		Using One Adjunctive Device (with another method of verification)		860.9		7.8211021676

		No Adjunctive Device		3371		30.624852372

		Total		11007.4		100

				5939		53.9565730899

				75		0.6813845735

				23		0.2089579359

				739		6.7139093304

				861		7.8222949032

				3370		30.6168801672

				11007





Cases Using Adjunctive Devices

		Using Only CO2 Analyzers

		Using Only Syringes

		Using Only Self Inflating Bulbs

		Using Multiple or Other Methods of Verification

		Using None (n=1845.7)



# of Cases

Survey Results: Number of Cases Using Adjunctive Devices
(Number of Cases = 11,007)

668.7
(6.1%)

Using No Adjunctive Devices
2811
(19.6%)

Using Other Methods or Multiple Methods of Verification
2159
(25.5%)

Using Only Self Inflating Bulbs
23
(0.2%)

Using only Syringes
75
(0.7%)

Using only CO2 Analyzers
5939
(54%)

5938.5

75

23

2158.8

2811.7



Adjunctive Device

		Using Only CO2 Analyzers

		Using Only Syringes

		Using Only Self Inflating Bulbs

		Using Multiple Adjunctive Devices

		Using One Adjunctive Device (with another method of verification)

		No Adjunctive Device



# of Cases

Number of Intubation Cases Using Adjunctive Devices in VHA
(N=11,007)

Using Only CO2 Analyzers
5939
(54%)

Using No Adjunctive Devices
3370
(30.6%)

Using One Adjunctive Device (with another method of verification)
861
(7.8%)

Using Multiple Adjunctive Devices
739
(6.7%)

Using Only Syringes
75
(0.7%)

Using Only Self Inflating Bulbs
23
(0.2%)

5938.5

75

23

739

860.9

3371




