FAQs: Starting and Running an Airway Leads Committee (AWL)

I. Overview & Purpose
1. What is an Airway Leads Committee (AWL), and why is it important?
An AWL Committee is a multidisciplinary group dedicated to improving institutional airway safety. It standardizes practices, promotes interdepartmental collaboration, and enhances patient outcomes through education, simulation, policy development, and oversight of routine and difficult airway management.
2. What are the goals of an AWL Committee?
· Enhance airway safety across all departments
· Review airway emergencies and identify improvement opportunities
· Standardize training and equipment
· Serve as a governance body for airway-related issues
· Coordinate with quality, safety, and risk management teams

II. Committee Structure & Membership
3. Who should be included in the AWL Committee?
Core members typically include co-chairs from Anesthesiology, Emergency Medicine, Critical Care, and Otolaryngology. Additional members may include:
· Nurse educator
· Respiratory therapist
· Safety/risk officer
· Pharmacist
· IT specialist
· Trainees and anesthesia technicians (optional)
4. What if I work at a smaller hospital with limited resources?
Adapt the AWL model to your institution’s resources. Use applicable sections of the proposal and tailor the membership and structure to local capacity.
5. How do I get institutional support to establish an AWL Committee?
Use the presentation and customizable materials provided. The included references and “Airway Asks” guide offer compelling evidence of the AWL Committee’s benefits and can be tailored for local advocacy.
6. Where does the AWL Committee fit within hospital governance?
It may report directly to the Medical Executive Committee or function as a subcommittee under the Code Blue Committee. This ensures visibility, authority, and alignment with broader institutional priorities.

III. Committee Operations & Governance
7. What are the first steps in establishing an AWL Committee?
· Appoint co-chairs
· Assemble a multidisciplinary team
· Secure executive support
· Draft a mission statement and operating procedures
· Develop a charter and meeting cadence
8. What should be included in the committee charter?
· Member roster and alternates
· Meeting frequency, documentation, and minutes
· Oversight responsibilities (e.g., debriefs, training, policy review)
· Reporting structure to MEC or equivalent body
· Equipment reviews and simulation oversight
A sample detailed charter is available upon request.
9. How often should the AWL Committee meet?
Meet as needed to ensure quality and safety. Early phases may require monthly meetings. Over time, quarterly meetings may suffice, especially if overlapping with Code Blue Committee functions.
10. Who sets the agenda?
The co-chairs typically set the agenda with input from members. Regular solicitation of topics ensures relevance and shared ownership.
11. What recurring agenda items should be included?
· Airway emergency reviews
· Equipment standardization updates
· Difficult airway identification methods
· Training and simulation scheduling
· Interdepartmental coordination
· Review of debrief forms and sentinel events
12. How do we rotate topics for discussion?
Rotate based on institutional needs, near-miss or sentinel events, and seasonal concerns (e.g., trainee turnover). Regularly incorporate equipment, policy, training updates, and new literature.

IV. Training, Simulation, and Education
13. How often should the AWL Committee train staff?
Quarterly simulations and didactic sessions are recommended. Add ad hoc sessions following significant events or changes in protocols.
14. What are the goals of simulation-based airway training?
· Reinforce best practices
· Strengthen team communication
· Prepare for high-risk, low-frequency events
· Evaluate readiness and protocol effectiveness
15. How should we manage training for rotating staff or trainees?
Develop onboarding modules covering:
· Local airway protocols
· Emergency equipment locations
· Simulation participation
Consider a certification process during orientation.
16. How do we maintain readiness for rare but critical airway scenarios?
· High-fidelity CICO and surgical airway simulations
· Regular review of national case reports (e.g., SAM DocMatter)
· Integration with rapid response protocols and a DART (Difficult Airway Response Team)
17. How do trainees get involved in the AWL Committee?
Trainees can:
· Assess training curricula
· Represent unique care settings (e.g., non-OR airway management)
· Participate in simulations and reviews
· Lead QI or educational initiatives

V. Communication, Reporting & Data
18. How do we know when an airway emergency has occurred?
Options include:
· Notification from difficult airway team activations
· Reports from page operators
· CQI case forwarding
· Most effective: encrypted debrief forms completed by assistant nurse managers
19. How do we collect and use debrief information?
· Encrypted debrief forms capture critical event details
· Data is logged and analyzed (e.g., in Excel)
· Key themes are escalated to relevant leads and the MEC
· Used to shape future simulations and safety strategies
20. How can we audit and track airway performance and safety?
· Partner with quality and safety teams
· Monitor first-pass success, adverse events, documentation compliance
· Track training participation and outcomes
· Use metrics to guide QI interventions
21. What role does data play in improving airway safety?
Data identifies trends, supports decision-making, and justifies resources. It also informs training priorities and highlights successes.
22. What long-term metrics define success of the AWL Committee?
· Reduction in airway-related complications
· Increased first-pass success
· Improved documentation and standardization
· Simulation participation and training feedback
· Annual reporting and continuous improvement tracking

VI. Clinical Practice & Policy Integration
23. What guidelines should we follow?
Refer to:
· ASA 2022 Difficult Airway Guidelines
· DAS, Canadian Airway Focus Group
· PUMA Universal Guidelines
· SAM's curated resources (available on the website)
24. How do we ensure equipment standardization?
Assign a team (anesthesia techs, RTs) to maintain and audit equipment across units. Standardize difficult airway carts and video laryngoscopy devices hospital wide.
25. How do we integrate national/international guidelines into local practice?
Use the guidelines as frameworks and adapt based on institutional staffing, equipment, and case mix. Ensure alignment with your local QI and training initiatives.
26. What topics should we explore in simulations and policy reviews?
Examples:
· Tracheostomy complications and escalation protocols
· Emergency response roles for ER MDs and RTs
· Cross-department equipment use (e.g., VL)
· Difficult airway alerts and identification (signage, EMR banners, bracelets)
· Transport protocols for high-risk patients
· Education on trach care and new products
· Role ownership in intubation scenarios (ED vs ICU vs OR)

VII. Collaboration, Engagement & Culture
27. How can we coordinate efforts between departments (ED, ICU, OR)?
· Unified protocols
· Cross-departmental simulations
· Shared committee representation
· Frequent interprofessional communication
28. How do we engage non-physician team members?
· Include RNs, RTs, and pharmacists on the committee
· Involve them in simulations, equipment planning, and education
· Identify "champions" within nursing and RT education
29. How can we promote a safety culture around airway management?
· Normalize debriefs and near-miss reporting
· Use checklists and cognitive aids
· Encourage psychological safety and team voice
· Celebrate success and promote continuous learning
30. How do we maintain engagement and visibility for the AWL Committee?
· Share successes in newsletters or grand rounds
· Recognize team contributions
· Include airway topics in institutional education efforts
· Establish a shared mission and identity

