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® Uncooperative patient

® Can’t seen vocal cord
® Laryngeal view grade > |

® Obscured by Secretion / Blood / Mass

® Seen vocal cord, but can’t insert endotracheal tube into vocal cord
® Can’t control tip of ETT to vocal cord

® Vocal cord edema

® Limited mouth opening or neck movement
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Classification Of
Difficult Airway

Naresuan University



Difficult airway

® The clinical situation in which
anticipated or unanticipated difficulty
or failure is experienced by a physician

trained 1n anesthesia care
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Difficult airway

Difficult Facemask Ventilation.

® The clinical situation in which
o o _ Difficult Laryngoscopy.
anticipated or unanticipated difficulty

—_—

or failure is experienced by a physician Difficult Supraglottic Airway Ventilation.

trained 1n anesthesia care Difficult or Failed Tracheal Intubation.

Difficult or Failed Invasive Airway.
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Classification

® Difficult Facemask Ventilation

® Difficult Supraglottic Airway Ventilation.

® Difficult laryngoscopy
® Difficult or Failed Tracheal Intubation

® Difficult or Failed Invasive Airway
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Inadequate mask seal
Excessive gas leak

Excessive resistance to the ingress or egress of gas.




Classification

® Difficult Facemask Ventilation

® Difficult Supraglottic Airway Ventilation.

® Difficult laryngoscopy
® Difficult or Failed Tracheal Intubation

® Difficult or Failed Invasive Airway
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Difficult supraglottic airway placement

Supraglottic airway placement requiring multiple attempts
Inadequate supraglottic airway seal

Excessive gas leak

Excessive resistance to the ingress or egress of gas.




Classification

® Difficult Facemask Ventilation

® Difficult Supraglottic Airway Ventilation.

® Difficult laryngoscopy
® Difficult or Failed Tracheal Intubation

® Difficult or Failed Invasive Airway
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It 1s not possible to visualize any portion of the

vocal cords after multiple attempts at laryngoscopy.




Classification

® Difficult Facemask Ventilation

® Difficult Supraglottic Airway Ventilation.

® Difficult laryngoscopy
® Difficult or Failed Tracheal Intubation

® Difficult or Failed Invasive Airway
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Tracheal intubation requires multiple attempts or

tracheal intubation fails after multiple attempts.




Classification

® Difficult Facemask Ventilation

® Difficult Supraglottic Airway Ventilation.

® Difficult laryngoscopy
® Difficult or Failed Tracheal Intubation

® Difficult or Failed Invasive Airway
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Anatomic features or abnormalities reducing or
preventing the likelihood of successfully placing an

airway into the trachea through the front of the neck.




@ E}
fi{} Difficult airway

® A quick assessment of congenital or acquired anatomic defects

Facial, Head, or Neck trauma, Neck mobility, Beard, Obese, No teeth , Elderly,
Oral bleeding, Regurgitated gastric contents, Sleep apnea/snoring, Restricted mouth opening, Obstruction,
Frothing of the mouth Distorted airway, Stiff lungs or c-spine surgery,

Mass, Thyromental distance
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Guidelines for Management

of the Difficult Airway
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PRACTICE PARAMETER

2022 American Society
of Anesthesiologists
Practice Guidelines for
Management of the
Difficult Airway

Jeffrey L. Apfelbaum, M.D., Carin A. Hagberg, M.D.,
Richard T. Connis, Ph.D., Basem B. Abdelmalak, M.D.,
Madhulika Agarkar, M.P.H., Richard P. Dutton, M.D.,
John E. Fiadjoe, M.D., Robert Greif, M.D.,

P. Allan Klock, Jr., M.D., David Mercier, M.D.,

Sheila N. Myatra, M.D., Ellen P. O'Sullivan, M.D.,
William H. Rosenblatt, M.D.,

Massimiliano Sorbello, M.D.,

Avery Tung, M.D.

ANESTHESIOLOGY 2022; 136:31-81
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ABSTRACT

The American Society of Anesthesiologists; All India Difficult Airway Association;
European Airway Management Society; European Society of Anaesthesiology
and Intensive Care; Italian Society of Anesthesiology, Analgesia, Resuscitation and
Intensive Care; Learning, Teaching and Investigation Difficult Airway Group; Society for
Airway Management; Society for Ambulatory Anesthesia; Society for Head and Neck
Anesthesia; Society for Pediatric Anesthesia; Society of Critical Care Anesthesiologists;
and the Trauma Anesthesiology Society present an updated report of the Practice
Guidelines for Management of the Difficult Airway.

(Anesthesiology 2022; 136:31-81)

HIGHLIGHTS BOX

These updated guidelines:
e Replace the “Practice Guidelines for Management of the Difficult

Airway: A Report by the American Society of Anesthesiologists Task
Force on Management of the Difficult Airway,” adopted by the American
Society of Anesthesiologists in 2012 and published in 2013."

e Specifically address difficult airway management. The guidelines

do not address education. trainina. or certification reauirements for




ASA DIFFICULT AIRWAY ALGORITHM: ADULT PATIENTS

Pre-Intubation: Before attempting intubation, choose between either an awake or post-induction airway strategy.
Choice of strategy and technique should be made by the clinician managing the airway.

° [
. No
Suspected difficult laryngoscopy? Gu ld elln e S
Yes ‘ Yes Any one factor alone
Suspected difficult ventilation with face mask/supraglottic airway? (assessed difficulty with
No intubation, ventilation, or
Yes L , . o aspiration or desaturation
Significant increased risk of aspiration? risk) may be clinically fO r
‘ No important enough to warrant
Yes . ) ) an awake intubation
Increased risk of rapid desaturation?
Yes No Other patient factors may
. : . . i lternative
Suspected difficult emergency invasive airway require an a M t
. | [ sveteoy anagemen
Always evaluate for emergency invasive airway
Proceed with intubation attempt
with i p OPTIMIZE Proceed with intubation attempt
OXYGENATION \J
"’ INTUBATION ATTEMPT WITH PATIENT AWAKE THROUGHOUT? INTUBATION ATTEMPT AFTER O f th e
‘ ‘ INDUCTION OF GENERAL ANESTHESIA
Awake Airway electively secured by * * °
Intubation® invasive access® FAIL SUCCESS D lf ﬁ c u lt
SUCCESS FAIL l

Postpone the case

‘ ‘ LIMIT ATTEMPTS | °
Consider other options* SR Al rW ay

l FAIL

v

MASK VENTILATION ADEQUATE MASK VENTILATIOI: NOT ADEQUATE

AS CONFIRMED BY CO:
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DIFFICULT AIRWAY INFOGRAPHIC: ADULT PATIENTS

Part 1: Pre-Airway Management Decision Making Tool (planning)

This tool can be used to choose
be the awake or post-

induction airwsy stralegy. Each ' Suspected difficult laryngoscopy or intubation
assessment should be made by . with direct or video |aryngoscope?

the clinician managing the

alrway, using their techniques

of choice *
.' YES

Suspected difficult ventilation with
facemask or supraglottic device?

Any one factor alone
(assessed difficulty with

intubation or ventilation,

or aspiration or
desaturation risk) may
be clinically important
enough to warrant an
awake intubation.

“no

Significantly increased risk of aspiration?

,.,uo

Other patient factors
may require an
alternative strategy
(e.g., patient inability
to cooperate)

Increased risk of rapid desaturation?

NO

Always evaluate for emergency invasive airway

Part 2: Awake Airway Management

Part 3: Airway Management with Induction of Anesthesia ‘

Naresuan University

Guidelines
for
Management
of the
Difficult

Airway




Preoxygenation Technique

Rises in the alveolar O2 fraction (FAO2), reductions in the alveolar nitrogen fraction (FAN2)

® Face mask

® Deep Breathing
® Rapid Breathing at Fi0,=1.0

® Four Vital Capacities Method
® Transnasal Humidified Rapid Insufflation Ventilator Exchange (THRIVE)

® Oxygen cannula
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Preoxygenation Technique

® Face mask

® Deep Breathing
® Rapid Breathing at Fi0, =1.0

® Four Vital Capacities Method

® Transnasal Humidified Rapid Insufflation Ventilator Exchange (THRIVE)

® Oxygen cannula
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Preoxygenation Technique

® Face mask

® Deep Breathing
® Rapid Breathing at Fi0, =1.0

® Four Vital Capacities Method

® Transnasal Humidified Rapid Insufflation Ventilator Exchange (THRIVE)

® Oxygen cannula
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? High FiO, e.g. via HFNO

( ) Positive Airway Pressure

®  Dead Space Flushing

~—~—  Cardiogenic Oscillations

\ Mass Flow of O,

N\ ‘ €O, Clearance

Alveolus

Pulmonary
Capillary
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Preoxygenation Technique

® Face mask

® Deep Breathing
® Rapid Breathing at Fi0,=1.0

® Four Vital Capacities Method

® Transnasal Humidified Rapid Insufflation Ventilator Exchange (THRIVE)

® Oxygen cannula
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Part 2: Awake Airway Management

Review airway strategy for
awake airway management 2®

Awake technique

Elective invasive airway e

' Success confirmed by

adequate ventilation ©

Fail to establish
tracheal intubation

|

Awake non-emergency pathway

Postpone ¢¢ or consider risks and benefits of

- Alternative awake technique ®

- Awake elective invasive airway '9

- Alternative anesthetic techniques

- If unstable or can’t be postponed, induction of anesthesia
(Part 3) with preparations for emergency invasive airway 'oh
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ASA DIFFICULT AIRWAY ALGORITHM: ADULT PATIENTS

Pre-Intubation: Before attempting intubation, choose between either an awake or post-induction airway strategy.
Choice of strategy and technique should be made by the clinician managing the airway.

° °
N
Suspected difficult laryngoscopy? - Gu ld elln e S
Yes Yes Any one factor alone
Suspected difficult ventilation with face mask/supraglottic airway?

No
Significant increased risk of aspiration?

‘ No

Increased risk of rapid desaturation?
No

Low- or high-flow nasal cannula

Fiberoptic Head elevated position

Video laryngoscopy

Always evaluate for e

Direct laryngoscopy Proceed with intubation attempt OPTIMIZE Proceed with intubation attempt
) ) OXYGENATION
Combined techniques JINTUBATION ATTEMPT WITH PATIENT AWAKE 1 roucHoUT?  INTUBATION ATTEMPT AFTER ()] f th Cc
‘ ‘ INDUCTION OF GENERAL ANESTHESIA
Awake Airway electively secured by * *

SUCCESS FAIL
Airwa
Awake elective invasive airway
Postpone the case

‘
v v

Intubation® invasive access® FAIL SUCCESS D o f f lt
Consider other options*
MASK VENTILATION ADEQUATE MASK VENTILﬂTIOiI NOT ADEQUATE

LIMIT ATTEMPTS
Consider calling for help
l FAIL
AS CONFIRMED BY CO:
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Establish secure airway

® Intubating stylets

® External laryngeal manipulation
® Video-assisted laryngoscopy

® Alternative laryngoscope blades
® Intubating supraglottic airway

® Combined techniques

Naresuan University
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¥/ -~/ Establish secure airway

® Intubating stylets

® External laryngeal manipulation
® Video-assisted laryngoscopy

® Alternative laryngoscope blades
® Intubating supraglottic airway

® Combined techniques
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Modified
«J  intubation stylet

Endotracheal tube

o]

Cuff inflating
tube ~ 4

Laryngoscope
(curved blade)

Magnet

Trachea

%
< Esophagus

Vocal cords




f7 )

ifx)} Establish secure airway

{
\

-

® Intubating stylets

® External laryngeal manipulation (BURP maneuver)
® Video-assisted laryngoscopy

® Alternative laryngoscope blades

® Intubating supraglottic airway

® Combined techniques

Naresuan University
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& ) External laryngeal manipulation (BURP maneuver)
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® B — Backward

® U - Upward

® RP — Rightward pressure

ELM |

ﬁ
% IMPVMT

63%

- 20-50% kA




”""‘a)
& .~/ Establish secure airway

Video Laryngoscopes
® Intubating stylets I 7 |
Integrated Channel . Rigid blade
® . . Laryngoscopes Video'Stylets Laryngoscopes
External laryngeal manipulation | l I
v v v v
® Video-assisted laryngoscopy Airway Blade Rigid e i
® Alternative laryngoscope blades CTrach Pentax AWS Bonfils V-MAC GlideScope
Airtrag* C-MAC | McGrath

® Intubating supraglottic airway

¢w ol
® Combined techniques /\~
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Video-assisted laryngoscopy

Indications and advantages Disadvantages
® Difficulty in passing ETT despite improved glottic
. . .
Unnecessary to ahgn alrway axes (Oral-p haryngeal-laryngeal) visualization (especially with angulated blade)

Possible increased intubation time; variable learning

® Improved glottic visualization, (limited mouth opening or

curve
IleCk mOblhtY) ® Potential for false sense of security and lack of

° preparation for difficult airway

Allows others to view the screen and/or help

Two—dimensional view with loss of depth perception;

o . . .. .
facilitate ETI (e.g., redirect cricoid pressure, acquire other *  Obscured view by fogging and secretions on camera lens

airway devices)
Less cervical manipulation
Possible awake assessment/intubation

Can provide an official record.

Naresuan University




Video-assisted laryngoscopy

Indications and advantages

Unnecessary to align airway axes (oral-
pharyngeal-laryngeal)

Improved glottic visualization, (limited mouth
opening or neck mobility)

Allows others to view the screen and/or help
facilitate ETI (e.g., redirect cricoid
pressure,acquire other airway devices)

Less cervical manipulation

Possible awake assessment/intubation

Can provide an official record.
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Disadvantages

® Difficulty in passing ETT despite improved glottic
visualization (especially with angulated blade)

Possible increased intubation time; variable learning curve
Potential for false sense of security and lack of preparation
for difficult airway

Two—dimensional view with loss of depth perception;

Obscured view by fogging and secretions on camera lens




AR

& f,a)} Establish secure airway

Alternative laryngoscope blades

. L]
IntUb atlng StYletS McCoy laryngoscope Miller laryngoscope blades
The flexible tip helps view an anterior larynx Straight blade (straight line view, better if
by elevating the epiglottis poor mouth opening)

® External laryngeal manipulation
® Video-assisted laryngoscopy
® Alternative laryngoscope blades

® Intubating supraglottic airway

Pushing this ...flexes the tip
lever forward... of the blade

® Combined techniques

Naresuan University




Establish secure airway

® Intubating stylets

® External laryngeal manipulation
® Video-assisted laryngoscopy

® Alternative laryngoscope blades
® Intubating supraglottic airway

® Combined techniques
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5.@)} Establish secure airway

|

® Intubating stylets

® External laryngeal manipulation
® Video-assisted laryngoscopy

® Alternative laryngoscope blades

® Intubating supraglottic airway

® Combined techniques
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® Intubating stylets

® External laryngeal manipulation
® Video-assisted laryngoscopy

® Alternative laryngoscope blades
® Intubating supraglottic airway

® Combined techniques

Naresuan University




if )} Flexible Bronchoscope Intubation
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Flexible Bronchoscope Intubation

Both anticipated and unanticipated difficult airways
Awake, sedated, and anesthetized patients.
Orotracheal and nasotracheal routes

Insulation of these fibers by a glass layer with a different optical density enables transmission by internal

reflection of light

Naresuan University




Limited mouth opening

Abnormal airway anatomy/mass obstructing direct

visualization of vocal cords
Unstable cervical spine

Airway trauma requiring visualization of larynx and

trachea prior to intubation

Prone/Lateral position requiring rescue intubation

Naresuan University

Flexible Bronchoscope Intubation

Contraindications and disadvantages

Blood or secretion in the airway, severe
maxillofacial injury

Need for rapid control of the airway
Clinician inexperienced
Coagulopathy (risk of epistaxis)
Allergy to local anesthetics

Refusal or uncooperative patient




Flexible Bronchoscope Intubation

® Limited mouth openin ® Blood or secretion in the airway, severe
pening y

Abnormal airway anatomy/mass obstructing direct maxillofacial injury

visualization of vocal cords Need for rapid control of the airway

Unstable cervical spine Clinician inexperienced

® Airway trauma requiring visualization of larynx and ® Coagulopathy (risk of epistaxis)

trachea prior to intubation ® Allergy to local anesthetics

Prone/Lateral position requiring rescue intubation ® Refusal or uncooperative patient

Naresuan University




""‘”%)
©), } Positioning

Option 2

Monitor

¢ Scope from the
head of the bed,
the tip of the scope

is angulated up at
an angle of 45°

DX Patient is seated or from the side of the

bed, the tip of the scope is angulated
down at an angle of 45°

Naresuan University



¥ IV TN HIMAEAAAT T e

FraLeeud WLl middauon daitermpt

OPTIMIZE
OXYGENATION
¥ INTUBATION ATTEMPT WITH PATIENT AWAKE 1hroucHoUT?  INTUBATION ATTEMPT AFTER
l ‘ INDUCTION OF GENERAL ANESTHESIA
Awake Airway electively secured by ‘ 4
Intubation® invasive access’® FAIL SUCCESS
SUCCESS FAIL 1
‘ LIMIT ATTEMPTS
Consider other options® Consider calling for help

l FAIL
Postpone the case

MASK VENTILATION ADEQUATE MASK VENTILATION NOT ADEQUATE
AS CONFIRMED BY CO:
1 CONSIDER/ATTEMPT SU:"RAGLDTTIC AIRWAYS
v
NON-EMERGENCY PATHWAY < SUPRAGLOTTIC AIRWAY SUPRAGLOTTIC AIRWAY
VENTILATION NOT ADEQUATE
Ventilation adequate/lntubation unsuccessful ADEQUATE (Cannot intubate, cannot ventilate)

LIMIT ATTEMPTS AND CONSIDER

AWAKENING® THE PATIENT EMERGENCY PATHWAY

LIMIT ATTEMPTS AND BE AWARE
OF THE PASSAGE OF TIME
CALL FOR HELP / FOR INVASIVE ACCESS

Consider alternative intubation approaches,’
invasive access? or the feasibility of other options®

Attempt alternative intubation
approaches’ as you prepare

for emergency invasive airway®
FAIL or deteriorating ventilation ‘ *

\ v

SUCCESS

FAIL SUCCESS

v
Emergency invasive airway®

Naresuan University
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Part 3: Airway Management with Induction of Anesthesia

REVIEW AIRWAY MANAGEMENT STRATEGY ab
-

PREOXYGENATE AND INDUCE ANESTHESIA \ Gu id elin e S

== YES - ,
pisnned ‘ AIRWAY PLAN SUCCESFUL? }

—am for
VENTILATION ADEQUATE? ¢
YES ’ : By any airway technique

CONSIDER CALL FOR HELP

Management
of the
Difficult

Airway

Non-emergency pathway
Establish secure airway

Use alternative —
device” <3+ Assess ventilation

attempt and petlent? Ventilation adequate? ¢

NO
CALL FOR HELP

O
@
=
®
~x |
(@)
X
<
o)
@
S
~
(@)
=
3
N
®
o)
X
<L
o)
@
>
2
=
3

T Limit attempts, alternate & optimize * techniques, avoid task fixation , : :
Emergency invasive airway "84

* Alternative device examples: supraglottic airway, direct laryngoscope, Rigid bronchoscopy, ECMO
videolaryngoscope, flexible intubation scope
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Part 3: Airway Management with Induction of Anesthesia

O
@
=
o®
~x |
(@)
X
<
o)
@
S
~
(@)
=
3
N
®
o
X
<L
o)
@
S
2
=
3

REVIEW AIRWAY MANAGEMENT STRATEGY ab

-
PREOXYGENATE AND INDUCE ANESTHESIA
= YES - ‘
pisnned ‘ AIRWAY PLAN SUCCESFUL?
& No Capnography (EtCO2)
VENTILATION ADEQUATE? ©
— r : By any airway technique
CONSIDER CALL FOR HELP
Non-emergency pathway
Establish secure airway
YES
s stiniadfie -
device” <3+ Assess ventilation
ytme, o atiente
attempt and :
Sp0, Ventilation adequate? ¢
;kwa).f'ﬂ e
CALL FOR HELP

T Limit attempts, alternate & optimize * techniques, avoid task fixation - : :
Emergency invasive airway "84
* Alternative device examples: supraglottic airway, direct laryngoscope, Rigid bronchoscopy, ECMO
videolaryngoscope, flexible intubation scope

-
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Mask
| “ ETCO2 (mmHg) RR (bpm)

40 " 16

CO, measurement cell

o 6.3 mm/s

Inner cup

Faculty Of Medicine 1=



Part 3: Airway Management with Induction of Anesthesia

O
@
=
o®
~x |
(@)
X
<
o)
@
S
~
(@)
=
3
N
®
o
X
<L
o)
@
S
2
=
3

REVIEW AIRWAY MANAGEMENT STRATEGY ab
-

PREOXYGENATE AND INDUC%ANESE%SIA j Guid elines

e ———————— ————————— 4

YES v

c:lnf:nu:d“ ‘ | AIRWAY PLAN SUCCESFUL? ‘
& NO Capnography (EtCO2) f DY
VENTILATION ADEQUATE? © Sucti
YES r ) By any airway technique uction
CONSIDER CALL FOR HELP B CALL FOR HELP Repositioning N m e nt

b

Non-emergency pathway Oral/nasal airway
Establish secure airway
Mo g Two-hand mask grip
= - =
y < Assess ventilation L # .
- ?;w v propesatiptizin! ;34,1? Supraglottic airway
and  Patient® : Stay time, l
g“p‘;z“‘:m Ventilation adequate? © aaink 2 . l lcu t
Invasive NO !
CALL FOR HELP

T Limit attempts, alternate & optimize * techniques, avoid task fixation - : :
Emergency invasive airway "84
* Alternative device examples: supraglottic airway, direct laryngoscope, Rigid bronchoscopy, ECMO
videolaryngoscope, flexible intubation scope

-
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Establish ventilation

® Suction

® Repositioning

® Oral/nasal airway

® Two-hand mask grip

® Supraglottic airway

Naresuan University



if»’)} Establish ventilation

® Suction ’
L hifr 20
® Repositioning i '
chifr 18
® Oral/nasal airway chifr 16 /
chifr 14 ’

® - 1 '
Two-hand mask grip chifr 1
ch/fr 10

® Supraglottic airway

ch/fr 8

ch/fr 6

Naresuan University



Establish ventilation

Head on bed,

neutral position

. OIA
® Suction

® Repositioning

® Oral/nasal airway

Head elevated on pad,
head extended on neck

® Two-hand mask grip o :°s'gz">
AN

® Supraglottic airway

Head elevated on
pad, neutral position

.....
...

Head on bed, head

~s N ol
g
LA P
A

extended on neck

Naresuan University
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=
.
\

¥

&

S
i{} Establish ventilation

oF

® Suction

® Repositioning

® Oral/nasal airway

® Two-hand mask grip

® Supraglottic airway

Naresuan University



® Suction

® Repositioning
® Oral/nasal airway
® Two-hand mask grip

® Supraglottic airway
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® Suction

® Repositioning
® Oral/nasal airway
® Two-hand mask grip

® Supraglottic airway

Naresuan University




nasopharyngeal airway
{NPA or a nasal trumpet)

nasal cavity

Establish ventilation

® Suction

® Repositioning
® Oral/nasal airway
® Two-hand mask grip

® Supraglottic airway

Naresuan University




Establish ventilation

® Suction

® Repositioning

® Oral/nasal airway
® Two-hand mask grip

® Supraglottic airway

Faculty Of Medicine -/ - = -



® Suction

® Repositioning
® Oral/nasal airway
® Two-hand mask grip

® Supraglottic airway

Proper size nasopharyngeal Proper position
airways

Naresuan University



Establish ventilation

® Suction

® Repositioning
® Oral/nasal airway

® Two-hand mask grip

® Supraglottic airway

Naresuan University




15mm

° SUCtiOn ERRas Connector 7 \
malendof — " R X
o . . ¢ channel ¢
® Repositioning Aperture Bars /
Integral bite block 7 —— Airway Tube
® Oral/nasal airway cuft | z
\ “~Inflation Line
® Two-hand mask grip epgotic ros

Inflation Pilot Balloon

Valve

Distal end
gastric ch

® Supraglottic airway

Naresuan University




® Suction

® Repositioning
® Oral/nasal airway
® Two-hand mask grip

® Supraglottic airway

Naresuan University



Establish ventilation

® Suction

® Repositioning

® Oral/nasal airway

® Two-hand mask grip

® Supraglottic airway

Faculty Of Medicine = - -



Part 3: Airway Management with Induction of Anesthesia
REVIEW AIRWAY MANAGEMENT STRATEGY ab
- .
PREOXYGENATE AND INDUCE ANESTHESIA Intubating stylets
. YES - . .
c:'n:i:nu:d as ‘ A L AN SGeEEa O External laryngeal manipulation
o @ No Video-assisted laryngoscopy
= VENTILATION ADEQUATE? © _
g — ’ ] By any airway technique Alternative laryngoscope blades
> . .
S CONSIDER GALL FOR HELP Combined techniques
o
= Non-emergen hwa . .
= Esuubhrsgoanclfayat 4 Intubating supraglottic airway
©
e YES i
3 o
CND- Use alternative — F@
P device” <3+ Assess ventilation Lo
2 atomptand _patent* .
i Ventia : Difficult
§ S00, entilation adequate? l lcu
= | 00, a
= Invasive "o Tracheal
’ CALL FOR HELP ' 3 il‘ ay
| -
T Limit attempts, alternate & optimize * techniques, avoid task fixation , : :
Emergency invasive airway "84
* Alternative device examples: supraglottic airway, direct laryngoscope, Rigid bronchoscopy, ECMO
videolaryngoscope, flexible intubation scope

Naresuan University



Part 3: Airway Management with Induction of Anesthesia

]

REVIEW AIRWAY MANAGEMENT STRATEGY ab |
- <
PREOXYGENATE AND INDUCE ANESTHESIA

Intubating stylets

Continueas | g = ‘ External laryngeal manipulation
s ‘ | AIRWAY PLAN SUCCESFUL?
- No Capnography (EtCO2) Video-assisted laryngoscopy
VENTILATION ADEQUATE? © _
= r | By any airway technique Alternative laryngoscope blades

1 CONSIDER CALL FOR HELP

Non-emergency pathway Emergency pathway
Establish secure airway Establish ventilation

Combined techniques

Intubating supraglottic airway

YES
Use alternative - F“
device” <3+ Assess ventilation U
= it ] Ackon between attempts < 3*1 : .
: patient * S -
i = Difficult
Spg: Ventilation adequate? © Mﬂ‘“ l l c u

, uoneuabAxo aziwndo ; uabAxo Jaaleq

Invasive NO

CALL FOR HELP

Airway

T Limit attempts ), alternate & optimize * techniques, avoid task fixation ) : . Surglc al CrlCOthertOIny
Emergency invasive airway f9.4
* Alternative device examples: supraglottic airway, direct laryngoscope, Rigid bronchoscopy, ECMO

videolaryngoscope, flexible intubation scope

Needle cricothyrotomy

Surgical tracheostomy

Naresuan University



..~/ What is the problem?

® Uncooperative patient

® Can’t seen vocal cord
® Laryngeal view grade > |

® Obscured by Secretion / Blood / Mass

® Seen vocal cord, but can’t insert endotracheal tube into vocal cord
® Can’t control tip of ETT to vocal cord

® Vocal cord edema

® Limited mouth opening or neck movement - 2 0-5 0 %

Naresuan University




What is the problem?

® Uncooperative patient
® Proper sedation

® Rapid sequence induction

Naresuan University



7

-~/ What is the problem?

® Can’t seen vocal cord due to poor LV
® Appropriated position — Sniff position
® BURP maneuver
® Appropriated laryngoscope blades

® Video laryngoscopy or combine techniques

- 20-50%

Naresuan University




7
(&
\J

“:‘%
] What is the problem?

® Can’t seen vocal cord due to obscured by Secretion / Blood

® Suction

® Limit attempts

® Can’t seen vocal cord due to obscured by large mass e.g. base of tongue tumor
® Limit attempts and consider calling for help

® Consider role of fiberoptic or invasive airway by specialist
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.~ ] What is the problem?

® Seen vocal cord, but can’t insert endotracheal tube into vocal cord
® BURP maneuver

® Intubating stylets with appropriated curve

(correlation with laryngoscope curve blades)
® Fiberoptic or combine techniques

® Smaller endotracheal tube size
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What is the problem?

® Limited mouth opening or neck movement -> Evaluation cause of limitation
® Incorporating patient  -> Sedation or induction

® Pain -> Pain controller e.g. Fentanyl, Pethidine
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® Limited mouth opening or neck movement
® Collar mask

® Manual in line stabilization

with video laryngoscopy

MILS during intubation - standing opposite to intubator
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What is the problem?

® Limited mouth opening or neck movement
® Anatomy defects
® Limit attempts and consider calling for help

® Consider role of fiberoptic or invasive airway

by specialist
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Take home messages

® Face mask ventilation is KEY for survival

® Limit attempts and consider calling for help
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