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“We are just going to give
your Dad a Trachy”
The Difficult Airway
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Where can things go wrong

* Difficult face mask ventilation
— inadequate mask seal, excessive gas leak,

— excessive resistance with ventilation

* Difficult laryngoscopy

— Itis not possible to visualize any portion of the
vocal cords after multiple attempts
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Where can things go wrong

Difficult tracheal intubation

— Tracheal intubation requires multiple attempts, in
the presence or absence of tracheal pathology

Failed intubation
— Placement of the endotracheal tube fails after
multiple intubation attempts.
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How often to things go wrong?

Unanticipated difficult airway issues
ED’s —3% -5.3%

0.5% to 1.2% for failed intubation

— Nemeth et al 2012

1in 4 ‘Major Airway Events’ came from ED or
ICU
— Cook et al 2011
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Ideas
* Checklists
* BLS - bag valve mask
* Positioning
* Oxygen sources
* Drug selection
* Technology change
S
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Triple Manoeuvre
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Pre Oxygenation - The solution

CPAP/NIV for Preoxygenation

Ballard et al 2006

Similar Hypoxemic ICU patients - 57 pts total
CPAP vs NRP 15 I/min 3 mins

Preintubation sats 98% vs 93%

During Intubation Sats 93% vs 81%

12 of control/2 NIV Sats below 80%

5 min post intubation 98% vs 94% l\%-
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Apnoeic Diffusion

Taha et al 2006
4 big breaths/5l/min NP

Cutoff 95% SpO, or 6 mins

No desat for 6 min in NP group

Control group Avg 3.65 mins

Reproduced in Morbid obese groups
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20 degree head up position

* Elective cholecystectomy extra 103 seconds
Sp02 of 95%

* BMI>35 extra 52 sec to Sp0O2 of 90%

i




www.thinkasklearn.com.au

When should patients be bagged?

* Risk/Benefit

 Over ventilation is more likely with
inexperienced stressed providers making
the use of a ventilator preferable to
provide ventilation in hypoxic patients
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Cricoid Pressure >
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Cricoid Pressure >
Choice of Paralytic
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Surgical Airway
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FAILED INTUBATION DRILL
Gold Coast University Hospital Emergency Department

Intubation

Maximise success
Checklist

Position 20-25 degree head up
Ear to sternal notoh
Pro-oxygenate wih 2 hands-2
Thumis down technique
Nasal oxygen - 18 lres par min
aoring apnosa
Induction agens and paralytic or
al (.9, kotaminairocuronium) ; e 2 st 2
‘Cricoid pressure - unproven Fail e

Succeed

g
g
&

Bougle routinely

Succeed
‘with C-MAC \

Confirm with
ETCO2

Improve technique Masimum 2 atamgte n 2
Fail R onygonats 1 Sp0o- oan

Gheck position (ear - sternal
notch)
Use bimanual technique (external
laryngeal manipulation)

Laryngeal M:
Alrway  GCH79a2 - |

/7 Contact ™
Able to Oxygenate ——{  Ansesthetist
\_Robina 7047

ase head elevation
Rotate tubo anticlockwise f hung
up

0z sunp 21 wouedeq fousbiows

Remove cricoid pressure if applied Unable to Oxyganate  Mmum 2 atemets n 2 mas i 502<65%
Consider CMAG D-blade for
anterior larynx - -
Blade
Dilator )

Surgical
Cricothyroidotomy.

Gold Goast Univorsity Emergocy Department Apri 2




In Conclusion

Have a plan/checklist

2 hands for BVM

High Oxygenation — Best Source

BiPAP may assist preoxygenation

Position patient 20 degrees

Use nasal prongs 15l/min to prevent hypoxia

Avoid ventilations in aponeic period

Abandon cricoid pressure

Consider Roc instead of Sux ™
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