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Where it all began 



But why? 



Comments from the non-believers 

“Surely we know it all already?” 

“I’m a Doctor… I don’t need a checklist” 

“Using a checklist in ED just proves you guys are 
useless at airway management” 

“Undermining and infantilising medicine” 

 

… Large Socio-cultural change needed for 
routine adoption 

 



But why? 

Checklists provide a systematic protocol for both 
high-risk routine and emergency scenarios 

 

“Often knowledge is not the problem, it’s the 
execution or lack thereof that causes problems 
in surgery, and checklists can help with the 
execution of essential tasks” Gawande. 

 



Why Checklists? 

• Arriaga NEJM Jan 2013: Simulation-Based 
Trial of Surgical-Crisis Checklists 

• Failure to adhere to lifesaving processes of 
care:  

– 6% of steps missed when checklists were available 

– 23% when they were unavailable, P<0.001 

– Relative Risk Reduction of 28% after MV analysis 



Standardization 



Standardization 



Resource Limitations 



Shared Responsibility 



So, now what? 



Type 1: READ-DO 



Type 2: CHALLENGE -RESPONSE 



Type 2 



Modern Day Aviation 



British CAA 



Modern Day Checklists 



CMAT 



The Existing Checklist 



The Focus Group 



The ‘New and Improved’ 



Was the result better? 



The 17 Participants 



The Data 



The Data 



  

    Thank you 
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 Abstract 
  
Title: Improving the usability of prehospital checklists with multidisciplinary application of the Cognitive Aids in Medicine Assessment Tool 
(CMAT). 
  
Authors: 
Damjan Gaco, MD, Christopher J. Denny, MD, MSc, FRCPC, FACEP, FACEM, Alana Harper, MBChB, FACEM, Peter Jones, MBChB, FACEM, MSc 
EBHC (Oxon) 
  
Background: 
Advanced airway management in a prehospital setting is potentially hazardous. Checklists are one commonly used countermeasure. In 
aviation, checklists are evaluated for their usability. In health care, such evaluations of human factors are less common. Recently, a UK Civil 
Aviation Authority checklist assessment tool was derived and validated for clinical use.  
  
Hypothesis: 
We evaluated the performance of our current post-intubation challenge-and-response checklist against a revised post-intubation checklist. 
The revised checklist was developed using human factors design methodology. We then used the ‘Cognitive Aids in Medicine Assessment 
Tool’ (CMAT) to evaluate checklist performance. The CMAT consists of 24 questions in the domains of physical characteristics, content, layout 
and format. Each question is scored from 0 (no characteristics met) to 2 (all characteristics met). 
  
Methods: 
This prospective observational study involved volunteers from the flight crew of one prehospital service, including pilots, crew, paramedics 
and doctors. Participants reviewed, then scored both checklists using the CMAT (maximum score of 48), plus a global assessment using a five 
level Likert scale. We tested for differences in scores using the paired samples t-test. We tested for differences in Likert scale using a 
McNemar test. 
  
Principal Findings: 
Seventeen members of the flight crew participated in this study. The revised post-intubation checklist showed a mean improvement in CMAT 
score of 9.1 points (95% CI 7.1-11.2, p<0.001). The revised checklist was globally rated higher on the Likert Scale (p=0.003). 
  
Discussion: 
Use of the CMAT improves the usability of a prehospital post-intubation checklist by roughly twenty percent. This may increase the 
effectiveness of an inexpensive cognitive aid during a critical phase of care in an austere environment. 
  


