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is powered to detect one particular
outcome measure, but also reports
the statistical significance of a sec-
ondary outcome for which is not
powered. Authors may be tempted
to make reference to ‘trends’ in sig-
nificance, but would be incorrect to
do so. Despite the compelling find-
ings about procedural time and the
strength ~ of  its  significance
(p < 0.001), we decided that further
commentary about this (underpow-
ered) result was not warranted, and
so simply reported the data.

We agree with Lambert and
Anwar that EuroSCORE 2 has been
shown to be superior to other surgi-
cal risk stratification scores, but is
still relatively poor at predicting
short-term outcome after TAVI [2,
3]. Clearly, the development of a
TAVI-specific  risk
score is needed. Given the method-

stratification

ological difficulties in conducting a
propensity match for a high number
of variables in our relatively small
study, the likelihood of achieving
balance across multiple variables
(and potentially generating a nega-
tive balance improvement for some)
would be difficult. With the risk of
generating further statistically and
clinically ~ significant  differences
between the cohorts (beyond age
and history of hypertension), we
elected to simplify the match to min-
imise the risk of a negative impact

on the data set.
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Can linear cognitive aids
always be used in
anaesthesia?

Marshall et al. showed that using a
linearly-designed  cognitive  aid
improves treatment of anaphylactic
reactions during anaesthetic simu-
lations [1], in accordance with
what has long been used in cockpit
checklists [2]. In our own institu-
tion, we use linear cognitive aids
whenever possible. Ninety-six and
83% of algorithms in the Stanford
and Harvard emergency manuals
[3, 4], respectively, are presented

linearly. Marshall et al. [1] designed
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a branched model and compared it
with the linear model used by the
Australia and New Zealand Anaes-
thetic Allergy Group. Given that
most anaphylaxis checklists are lin-
ear; it is perhaps not surprising
that 37.5% of teams in the study
did not access the branched cogni-
tive aid.

However, some clinical circum-
stances cannot be standardised
easily with a linearly-designed cog-
nitive aid. For example, difficult
airway management protocols
include branched options. Other
algorithms subdivide long linear
checklists into smaller task check-
lists [2, 5]. Linearity

regained if the branches are sepa-

can Dbe

rated into separate cognitive aids.
For example, the Harvard booklet
[4] considers airway and non-air-
way fire in a single branched pro-
tocol, whereas two  separate
cognitive aids are presented in the
Stanford manual [3]. Linear, sepa-
rated cognitive aids are easier to
read but require a greater number
of forms, whereas a single form is
complex but encompassing, possi-
bly improving situational awareness
by suggesting options that may
not have been considered by the
physician.

The formatting and design of
medical checklists requires further
evaluation to

improve operator

compliance and patient outcome

(6].
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Abandoning cricoid
pressure — 2

We would like to add further points
for discussion to those made by
Turnbull et al. about the use of cri-
coid pressure in rapid sequence
induction (RSI) [1].

A recent survey of registered
European Trauma Course (ETC)
Instructors from eight medical spe-
cialties in 25 countries found a wide

variation in the use of cricoid
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pressure during emergency intuba-
tion of trauma patients [2]. The
mean reported use of cricoid pres-
sure was only 49.8%, but in the UK,
83.1% of respondents used it in
trauma patients compared with only
39.4% in the rest of Europe. Overall,
anaesthetists were the specialty least
likely to apply cricoid pressure
(35.6%), with emergency medicine
physicians the most likely (83.3%).
This would indicate that cricoid
pressure use in trauma patients, a
group where traditionally this has
been seen as standard practice, is far
from universal, even within the UK.
The clinical scenarios in which a
patient may be at risk of regurgita-
tion are heterogeneous. In a patient
with small bowel obstruction and
uncertain nil-by-mouth duration,
RSI with cricoid pressure would
seem a sensible approach. However,
in a patient with traumatic brain
injury, Glasgow coma score (GCS)
< 8/15 and unknown fasting dura-
tion, actual/suspected cervical spine
injury managed with a semi-rigid
cervical collar or manual in line sta-
bilisation may make laryngoscopy
and intubation more difficult [3],
and additional cricoid pressure,
especially if imperfectly performed,
could further hinder intubation [4].
Prolonged attempts or failure to
intubate in this group of patients
risks hypoxaemia, which is associ-
ated with a worse outcome [5].
Clearly, the risk versus benefit
ratio of cricoid pressure in each sit-
uation is different, but this is not
reflected or acknowledged by the
authors of the editorial in advocat-
ing its ‘default application in the
context of RSI” Good practice in
anaesthesia should aim to tailor the

various ‘components’ to the particu-
lar needs of each individual patient,
whenever possible using an evi-
dence-based approach. The use of
RSI and cricoid pressure is no dif-
ferent. Therefore, rather than debat-
ing whether to use cricoid pressure
at all, shouldn’t we be working
towards rational and clear guide-
lines for when it should be applied?
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