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1. éQué es una VAD? Definiciones

@

American Society of
Anesthesiologists’

“La situacion clinica en la que un
médico anestesista entrenado

“Aquella via aérea en la que un
anestesista entrenado
experimenta dificultad para la
ventilacion (DV) con mascarilla
facial, dificultad para la
intubacion orotraqueal (I0T) o
ambas”

experimenta dificultad o fracaso,
incluyendo, pero sin limitarse a
una o mas de las siguientes:
ventilacion con mascarilla,
laringoscopia, ventilacion con
dispositivo supraglético,
intubacion oro traqueal,
extubacioén o via aérea invasiva”

2013
3

=
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. 7 « e . ~ . .
1. éQué es una VAD? Definiciones T\ Amesthosiologiots

Ventilacion con mascarilla facial dificil:

No es posible proporcionar ventilacion adecuada (por ejemplo,
confirmada por EtCO2), debido a uno o mas de los siguientes
problemas: sellado inadecuado de la mascarilla, fuga excesiva
de gas o resistencia excesiva a la entrada o salida de gas.

Laringoscopia dificil:

No es posible visualizar ninguna porcion de las cuerdas vocales
después de multiples intentos de laringoscopia.
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7 . . S . .
1. ¢Que es una VAD? Definiciones gy ancstnesiologists

Ventilacion supragoética dificil:

No es posible proporcionar una ventilacion adecuada debido
a: colocacion dificil de la via aérea supraglotica, colocaciéon de
la via aérea supraglética que requiere multiples intentos,
sellado inadecuado de la via aérea supragldtica, fuga excesiva
de gas o resistencia excesiva a la entrada o salida de gas.

Intubacion traqueal dificil o fallida:

La intubacidon traqueal requiere multiples intentos o Ia
intubacion tragueal que falla después de multiples intentos
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7 « . ~ . .
1. £Qué es una VAD? Definiciones gy ancethesiologists

Extubacion traqueal dificil o fallida:

La pérdida de la via aérea y la ventilacion adecuada después de
la extraccion de un tubo traqueal o la via aérea supragldtica de
un paciente con una via aérea dificil conocida o sospechada (es
decir, una extubacién "de riesgo").

Via aérea invasiva dificil o fallida:

Aquella con caracteristicas anatdmicas o anomalias que
reducen o impiden la probabilidad de colocar con éxito una via
aérea en la traguea a través de la parte delantera del cuello.
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2 [ d [ I V4 ﬁ Peri-operative medicine, critical care and pain
[ ] Epl eI I IIO Ogla V D Guidelines @ Open Access @@@@

Difficult facemask ventilation
Impossible facemask ventilation
Difficulttracheal intubation
Failed tracheal intubation

CICO

Front-of-neck airway

Death
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Anaesthesia S e

N of Anaesthetists

Difficult Airway Society guidelines for awake tracheal intubation
(ATI]) in adults

I. Ahmad, K. El-Boghdadly ¥ R. Bhagrath, I. Hodzovic, A. F. McNarry, F. Mir, E. P. O'Sullivan, A. Patel
M. Stacey, D. Vaughan

Asleep tracheal intubation

All patients Predicted difficult tracheal intubation
2.2-2.5% 18.6-22%

0.15% Not currently available

1.9-10% 25%

0.15% 0.36%°

0.04% 0.75%°

0.002-0.07% 0.12%*

0.0006-0.04% Not currently available
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3.1 Factores predictores de Via Aérea Dificil

Caracteristicas clinicas:

» Obesidad corto

» 10T prolongada o tragueotomia » Macroglosia

> RT previa > Ausencia total o parcial de
» Distorsion o malformaciones de la VA dentadura

» Rigidez cervical » Bocio

> Diabetes » Patologia de columna cervical

» Embarazo

> SAOS
> Sexo masculino
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3.1 Factores predictores de Via Aerea Dificil 6)

Cochrane

Airway physical examination tests for detection of difficult airway
pparently normal adult patients
A Lee, Karen Hovhannisyan, Alexandrs.ar s

Test predictivos:

e g Class 1 Class 2 Class 3
7é '\\'\\ A \ The Mallampati Score
/ \ .
/ N . /\ \‘ s o2z
= — " \
N, \
\ g p

<'\\1 lj& / (\ . 4»/- /\ ' /
i mE e S === = - - E
) | i, w
Movilidad cervical Test de Mallampati-Samsoon Test de la mordida
,f?\\ x‘—ff"'_“l“—’ Grado 2

INTEREDENTAL DISTANCE

Grado 3 Grado 4 @ <3cm
e o S

Distancia tiromentoniana Cormack — Lehane Distancia interdental
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3.2 ¢Qué aportan las guias?

UNPREDICTED DIFFICULTY

CALL FOR HELP

(SIAARTI - GdS Vie Aeree Difficili 2005 Algorythm ~ adult patient)

<_ Face mask _’
m ventilability?
MANOEUVRES RECONSIDERING:

head support - laryngeal manipulation —
laryngoscope traction

LR ol e

ALTERNATIVE DEVICES

HYPNOTIC
NMBAs ?

IN ANAESTHESIA
LARYNGOSCOPY

FIBEROPTIC

AWAKE
INTUBATION

HI

Successful

Rigid or flexible
intubation endoscope

Blades ~ Stylets— Forceps —

| oxvGeNATION ll 3+ and 4' LARYNGOSCOPY

m 4—Successful intubation ? —p m

prvy

ice; LRA: Loco

ACCESS (tracheal puncture - Cricothyrotomy)

Wakening of the
I patient

POSITION

>l
+
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SIAART]

PRO VITA CONTRA DOLOREM SE R

ia; FOI: fib

P

spontaneous
respiration possible?

[ Failed securing of the airway ]
PREDICTED DIFFICULTY v_
Mask ventilation No
EXPERT HELP — INFORMED CONSENT Yes possible?
Predictable ventilation difficuity ? —¥ v
Availability and k ledge of Directfindirect
alternative devices? — ™ Alternative strategies laryngoscopy
cooperation? Video laryngoscopy % Return to
YES v

One alternative:
= Direct laryngoscopy

* Video laryngoscopy

* Other EGA

* Rigid or flexible
intubation endoscope

Failed

|nyssaang

Yes

Suci

Deutsche Gesellschaft fir Angsthesiclogie & Infensivmedizin

SARTD-CHGUYV Sesion de Formacion Continuada
Valencia 15 de Noviembre de 2022



3.2 éQué aportan las guias?

SITUACION DE PACIENTE NO INTUBABLE NO OXIGENABLE (NINO)

+ Sedapor e han excludo otras
causas de g inis
ALGORITMO DE LA SEDAR + Pida ayuday declare la situacién NINO
ALGORITMO DE LA SEDAR VAD NO CONOCIDA T T g
mientras se prepara toda para el acceso invasive.
T FALLO PRIMER INTENTO INTUBACION (LD o VL)
VAD CONOCIDA TECNICA DE ACCESO CERVICAL INVASIVO (TACI) DE
- VAD DUDOSA Pedir AYUDA y CARRO VAD EMERGENCIA A LA VIA AEREA: CRICOTIROTOM i A
VAD PREVISTA CONDICIONES OPTIMAS ]
OXIGENACION con MF + Extensién cervical (salvo caso de lesién de columna)

+ Bloquea neuromuscular intenso/profundo

PREPARACION DEL PACIENTE

(bloqueos no invasivos de la VA)
sI NO CRICOTIROTOMIA

H MATERIAL PARA REALIZAR LA TECNICA
INTUBACION PACIENTE VENTILACION ESPONTANEA PARAR ¥ PENSAR PEDIR set cRICO it (nojana 10620
DESPIERTO + SEDACION (intravenosa vs e b T
inhalatoria) i ver i - balon de
Mejor LD vs VL OPTIMIZACION Mejor posicién Declara NINO IDENTIFICACION DEL PUNTO DE ENTRADA  Palpacion digital vs Ecografia
Ayudas introductor/ |réenrca  pactENTE Manipulacién cervical Mejorar el BNM
VIDEOLARINGOSCOPIA/ESTILETE estilete | Identificar lo MCT 3T NO | ABRIR set cRICO (CON REFERENCIAS ANATOMICAS PALPABLES
= % Méximo 2 intentos més Oxigenacién continua Ayuda de experte ~Incisién transversal en profundidad hasta atravesar la MCT can Ia hoja del bisturi
FIBROSCOPIA FLEXIBLE | | OPTICO - Giro de 90° del bisturi de forma que el filo de la hoja quede distal
i ~Insercidn caudal de Ia punta acodada de Ia guia en paralelo a 2 hoja de bistur
(otras alternativas) VS LARINGOSCOPIA DIRECTA Sat02 et do pibepote o e
FALLO INTUBACION
>90% «90% is i cm en la linea
Declarar paciente ) de tejidh lari
NO INTUBABLE Cambio DS6 VL con peia I izaci fari = I
VL con pala ID (&\n descrita para referencias palpables )
e PROCEDIMIENTO ALTERNATIVO
NO - Otra d i
TECNICAS COMBINADAS 1. despertar ol paciente + Tragueotomia (percuténea o quirirgica)
DE INTUBACION (FB + 2. continuar MF/DSG (segin urgencia)
. 2 3. TACI (traquestomia >>> cricatiratomia)
estilete vs FB+ VL, DS6 4 padic o aiperts CONSIDERACIONES
de intubacién + FB) HACER CRICOTIROIDOTOMEA -
° Lubrcar ol tubo iterma y exteramente

Introducir el tubo de forma controlada en longitud
Confirmar s ventilacién (auscultacién y/o capografic)
r el tubo

Revisar posibles complicaciones

SEDAR

Sociedad Espanola de Anestesiologia, Reanimacion
y Terapeutica del Dolor
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3.2 ¢Qué aportan las guias?
MANEIG DE LA VIA AERIA DIFICIL

VIA AERIA DIFICIL PREVISTA - :
[ iormais | comvencioea
“ [ ot | [ Ougeans | Mateial dereseat .
[ Wi [ Womitoratge |

PLA

A Indluccic anestisica

intubacid o cal
past induccid intubacic

Parar i pensar

WVentiacd
dificultosa

Anetini Spica - ks siogey - Sedans

CRICOTIROTOMIA 'r_‘:m:m':"i' ==

wentilacit alt flux |

PLA CRICOTIROTOMIA
B TRAQUEOTOMIA

Cal comsiderar anéstesia loce-regional, dispositiu cefacit del

VIA AERIA SENSE POTENCIALMENT VIA AERIA DIFiCIL
DIFICULTAT PREVISTA DIFiCIL PREVISTA

Criteris de seguretat

- MF o DSG possible.

- Baix risc d'aspiracid i dessaturacid rapida.
- Alta probabilitat d’intubacié amb VLS.

- Ajuda competent.

- Material.

INDUCCIO TECNIQUES
ANESTESICA EN VENTILACIO
ESPONTANIA

cartd

e el SARTD-CHGUV Sesion de Formacion Continuada
ReanimaciényTratarﬁiento del Dolor Valencia 15 de Noviembre de 2022

HOSPITAL GENERAL UNIVERSITARIO VALENCIA



3.2 ¢Qué aportan las guias?

Difficult tracheal intubation encountered after induction of general

approach

g8
8
£8

@

s
S
&

 Additiona intubation aczempt (f akierrate
techniqueoperator immedatly avaiable)

+ _or assess situation aculty and
proceed directly to exit strategy

anesthesia in the parturient

( Optimized primary approach to Intubation unsuccessful )
3

( Does face mask or SGD ventilation maintain adequate SpO? [«

Emergency strategy

No - can’t

Failed
oxygenation

1 atempt at SGD if
not already tried )"

Falls

Cricothyrotomy

[+ 9
=)
H
o
(7]
fa)
w
=
o
w
o
=
o
o
2]
w
&
>
z
<
e
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Airway Assessment & Planning

Brief team and prepare for rescue techniques

PREPARE

Optimise head and neck positioning

Optimise oxygenation
(apnoeic and pre-oxygenation)

General Anaesthesia or LOC

SGR Supraglottic Rescue

BMV

OPTIMISE ATTEMPTS
ATALL3SGR METHODS.

15t SGR Method FAILED u CALL FOR HELP
2nd SGR Method FAILED u PREPARE FOR FONA

3rd SGR Method FAILED u DECLARE CICO
Falled ETT (max3), SGA (max 2), BMV, Sa02<90%

FONA Front of Neck Access

Servicio de Anestesia,
Reanimacion y Tratamiento del Dolor
HOSPITAL GENERAL UNIVERSITARIO VALENCIA
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w
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w
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Anticipated difficult tracheal intubation
( Airway exam or history predicts difficult tracheal intubation )—»

If general anesthesia is induced... <ot

1. Is tracheal intubation predicted to succeed in no more than 3 atempts?
2. If cracheal intubation fais, will face mask or SGD ventilation succeed?

|

~.and are other patient and contextual Issues favorable?
1. Rapid oxygen desaturation unlikely with onset of apnea?

2. Lictle risk of aspiration once unconseious?

3No ing airway pathology?
Additional skilled help available?

ot " 3

4.
s

Is awake intubation feasible?

« Patient can cooperate
+ Siwation acuity permits

Consider awake Other options
intubation/technique | yes no o e gk widi outle

* c.g.awake oralinasal
* e.g.awake tracheotomy

Consider awake intubation, altemate or regional techniques, postponing or canceliing
the case if there is a high risk of a difficult airway.

The a ical risk
infection, congenital abrormalities, malignancy and trauma.

Optimise methods
General

+ Optimise head and body position
+ Consider muscle relaxation

SGR-BMV (Bag-Mask Ventilation)
* 2 person technique

* Oro/nasal pharyngeal airway

SGR-SGA (Supraglottic Airway)

+ Altemnative type or size

! reports are: ainway

UP TO 2 ATTEMPTS

SGR-ETT (Endotracheal Tube) UP TO 3 ATTEMPTS
« Remove dentures
« Use external laryngeal manipulation
« Adjuvant device: Stylet or Bougie
« Consider altemative blade or size
« Consider Macintashtype or
(channeled device or with styletied
+ Consider bronchoscopic techniques

Call for help
Seek assistance from other critical care specialists surgeons and nursing staff.
“If anyone has a concem, speak-up!”
Al b

Declare CICO
Declare CICO (“This is a CICO situation”) and initiate FONA if all three of the SGR methods have been
nd waking the patient i i
FONA method:
[ i ila or surgical airway techniques.

Document in patient record, and issue airway alert letter

setup’prepa
immedate cricothyrotomy

CANADIAN

ANESTHESIOLOGISTS’

SOCIETY

SARTD-CHGUYV Sesion de Formacion Continuada

Valencia 15 de Noviembre de 2022



3.2 ¢Qué aportan las guias?

AIDAA 2016 Guidelines for the Management of

Unanticipated Difficult Tracheal Intubation in Adults

STEP 1: Laryngoscopy and tracheal intubation
bl jbate during first attempt at

 Continue nasal oxygen using O, flow at 15 L/min

© Maximum two more attempts (repeat attempts only if SpO, 295%)
o Mask ventilation between attempts

S Succeed

>

Optimise position, use external laryngeal manipulation,
release cricoid pressure, use bougie / stylet if required
 Comsider changing device/ technique/ operatar

A between attempts
L Maintain depth of anaesthesia
L Resume
Failed Intubation Mask Ventilation
with 100% O,

Confirm tracheal intubation
using capnography

STEP 2: Insert SAD to maintain oxygenation

o Continue nasal akygen using O, flow at 15 L/min

o Preferably use second generation SAD S ieed

--No]

o Mask ventilation between attempts.
o Consider changing size or type of SAD
* Maintain depth of anaesthesia

Failed Ventilation
through SAD

STEP 3: Rescue face mask ventilation

Yr-m2ZXI

Succeed

o Continue nasal axyger using O, flow at 15 L/min
» Ensure neurcmuscular blockade

 Final attempt at face mask ventilation using optimal techrique
and adjuncts

Complete CALL FOR
Ventilation ADDITIONAL HELP
Failure

STEP 4 : Emergency cricothyroidotomy

« Continue nasal oxygen using O, flow at 15 L/min and efforts
at rescue face mask ventilation
_Perform ane of the following techniques
» Surgical aricothyroidotomy.
» Wide bore cannula cricothyroidotomy.
» Needle cricothyroldotomy (use pressure regulated
Jetventilation an attempt to keep the upper airway patent)

This flow chart should be used in conjunction with the text
FOB = Freostic bronchosope SAD = Supraglottic airway device
0,2 Oxvgen PO, = Oxygen satufation

Myatra SN, Shah A, Kundra P, Patwa A, Ramkumar V, Divatia 3V, Raveendra US, Shetty SR, Ahmed SM, Doctor JR, Pawar DK, Ramesh S, Das S,
Garg R. All India Difficult Airway Association 2016 guidelines for the management of unanticipated difficult tracheal intubation In adults.

Indian J Anaesth

Consider one of the following

options :

. Weke up the patient
o Maximum twe attempts fonly if SpO, 2 95%) 2.

Continie anaesthesia Lsing SAD
if considered sate

. Intubate through the SAD Using

2 FOB only, provided expertise
is available

. Tracheostomy

Wake up the patient

Post- procedure plan
1

4. Counseling and documentation

O >0

Yr-rmI

AIDAA 2016 Guidelines for the Management of

nticipated Difficult Tracheal Intubation in Obstetrics

STEP 1: Laryngoscopy and tracheal intubation

Unable o intubate at fiest atteenpt with diroct/videa laryagascopy

during modified rapid sequence induction

® Contiue nasal axygen wsing O, flow at 15 Limin

® 000 mces attomps at Intubation (anly If SpO, = S5%)

® Mask ventilstion between ttempts using geotle IPPY with APL valve
chased to < 20cm H,0

® Fartial/complete refease of cricoid pressure if mask ventilation is

inadequate

Optimise position, partial/ complete release of cricoid pressure,

extornal lsryngeal manipulation to optimise view and use bouge {

stybet if required

Consider changrg device/ techmique/ operator between attempts.

® Maintain dagth of anaesthosia

Failed
Intubation

STEP 2 : Insert SAD to maintain oxygenation

o Continue nasal axygen using O, flow et 15 Limin
o Preferably use secand generation SAD

* Remowe cricoid pressure during inserton

* PAadmum two attempts (oaly if SpO, = 95%)
 Consider changing 3izn or typa of SAD

* Maintain dapth of anacsthasia

Succeed

Succeed

Failed Ventilation
through SAD

STEP 3: Rescue face mask ventilation

» Continue nasel arygen using O, flow at 15 Lmin

Ensure neuromuscular blockade

Final attempt at face mask ventilation using optimal techmiqus
and adjursts

Succeed

Complete CALL FOR
Ventilation Failure ADDITIONAL HELP

STEP 4 : Emergency cricothyroidotomy

» Continue nasal cuygen using O, flow at 15 L/min and efforts at
rescue face mask ventilation
® Perform one of the folowing techniques
» Surgical cricothyroidotomy
+ Wide bore cannula cricothyroidotomy
» Noodle cricotyroldotomy (u5e prossuro rogulated jot
ventilation and attempt to keep the upper airway patent]

Failed
oxygenation

Perimortem caesarean delivery

If situation deteriorates ita maternal cardiac arrest, perform
perimortem caps3roan defvery within 4 minutes of cardiac arrest

Succeed

Advanced
life support

This flow chart should be used in conjunction with the text
APL= Adipustabie pressure limting 0, Coven

FOB = Fibcooptic broechascaph SAD - Supragiettic seway davica
IPPY = Intermtant positive pressure ventilation  $p0, = Caygen saturstion

————
Consider one of the following

— e

cartd
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Confirm tracheal

intubation using
capnography

options:
1. Continue anaesthesia using SAD
# considered essential

2. intubate through the SAD If matemal
safety dictstes need using a FOR
only, provided expertise is avatsble

. Consider awakening the mother if
foetal and maternal conditions are
stable

Consider one of the
following options:

1 Continue anaesthesia if susgery
is considered essential

2. Consider awakening the mother
if foetal and maternal conditions.
are stable

Post-procedure plan

SARTD-CHGUYV Sesion de Formacion Continuada
Valencia 15 de Noviembre de 2022




3.2 ¢Qué aportan las guias?

DAS Difficult intubation guidelines — overview ]

Plan A: A
- Succeed

Facemask ventilation and Laryngoscopy — Tracheal intubation

tracheal intubation )

Failed intubation

~

STOP AND THINK

Plan B: Options (consider risks and benefits): It
Maintaining oxygenation: Supraglott.icAirway ﬂ. ke the patient pr G U IAS DAS 20 1 5
SAD insertion Device 2. Intubate trachea via the SAD
3. Proceed without intubating the trachea
Failed SAD ventilation 4. Tracheostomy or cricothyroidotomy

» Las guias mas citadas a nivel

Plan C: i H t & I
m’[ Wake the patient up J In ernaC|ona

Cuatro pasos bien definidos

\ Importancia de pedir ayuda

“Parar y pensar” si la
This flowehart forms part of the DAS Guidelines for unanticipated difficult intubation in adults 2015 and should be used in conjunction with the text,

VYV VV

ventilacidon esta asegurada

cartd

e el SARTD-CHGUV Sesion de Formacion Continuada
ReanimaciényTratan’wiento del Dolor Valencia 15 de Noviembre de 2022

HOSPITAL GENERAL UNIVERSITARIO VALENCIA



3.2 ¢Qué aportan las guias?

Management of unanticipated difficult tracheal intubation in adults

Plan A: Facemask ventilation and tracheal intubation

Optimise head and neck position
Preoxygenate
Adequate neuromuscular blockade Succeed
Direct / Video Laryngoscopy (maximum 3+1 attempts) [Conﬁrm tracheal intubation with capnography }
External laryngeal manipulation
Bougie
Remove cricoid pressure
LMaintain oxygenation and anaesthesia

If in difficulty ‘ call for help

* Declare failed intubation

STOP AND THINK

Plan B: Maintaining oxygenation: SAD insertion Options (consider risks and benefits):
2nd generation device recommended % 1. Wake the patient up

Change device or size (maximum 3 attempts) 2. Intubate trachea via the SAD
Oxygenate and ventilate 3. Proceed without intubating the trachea
4. Tracheostomy or cricothyroidotomy

* Declare failed SAD ventilation

Plan C: Facemask ventilation

o . Succeed (
If facemask ventilation impossible, paralyse — o
Final attempt at facemask ventilation Wake the patient up

Use 2 person technique and adjuncts

* Declare CICO Post-operative care and follow up
Formulate immediate airway management plan

Monitor for complications

Complete airway alert form

Explain to the patient in person and in writing

Send written report to GP and local database

Plan D: Emergency front of neck access

Scalpel cricothyroidotomy

This flowchart forms part of the DAS Guidelines for unanticipated difficult intubation in adults 2015 and should be used in conjunction with the text.
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3.2 ¢Qué aportan las guias?

Optimise head and neck position

Preoxygenate

Adequate neuromuscular blockade Succeed

Direct / Video Laryngoscopy (maximum 3+1 attempts) —_— [ Confirm tracheal intubation with capnography ]
External laryngeal manipulation

Bougie

Remove cricoid pressure
Maintain oxygenation and anaesthesia
\

¥
)
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3.2. ¢Qué aportan las guias?

* Declare failed intubation

Plan B: Maintaining oxygenation: SAD insertion

2nd generation device recommended Succeed

Change device or size (maximum 3 attempts)
Oxygenate and ventilate

* Declare failed SAD ventilation

.

STOP AND THINK
Options (consider risks and benefits):
1. Wake the patient up
2. Intubate trachea via the SAD
3. Proceed without intubating the trachea
4. Tracheostomy or cricothyroidotomy

//
| V. 4 &
| # ———
ﬁ ‘f o K
Qa”d . SARTD-CHGUYV Sesion de Formacion Continuada
Servicio de Anestesia,

Reanimacion y Tratamiento del Dolor
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3.2. ¢Qué aportan las guias?

Plan C: Facemask ventilation

If facemask ventilation impossible, paralyse _»

Final attempt at facemask ventilation

Succeed
Wake the patient up

Use 2 person technique and adjuncts

Declare CICO Post-operative care and follow up
« Formulate immediate airway management plan

« Monitor for complications
Plan D: Emergency front of neck access « Complete airway alert form

. . « Explain to the patient in person and in writing
Scalpel cricothyroidotomy « Send written report to GP and local database

I

-

i
e
- | 2

s

“ .
%3
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3.2 ¢Qué aportan las guias?

oLT 4
O
\ <3

@‘: Failed intubation, failed oxygenation in

;61‘; the paralysed, anaesthetised patient

DI,

CALL FOR HELP

Continue 100% O,
Declare CICO

Plan D: Emergency front of neck access

Continue to give oxygen via upper airway
Ensure neuromuscular blockade
Position patient to extend neck

Scalpel cricothyroidotomy

Equipment: 1. Scalpel (number 10 blade)
2. Bougie
3. Tube (cuffed 6.0mm ID)

Laryngeal to identify yroi

Transverse stab incision through cricothyroid membrane
Tum blade through 90" (sharp edge caudally)

Stide coude tip of bougie along blade into trachea

Railroad lubricated 6.0mm cuffed tracheal tube into trachea
Ventilate, inflate cuff and confirm position with capnography
Secure tube

Make an 8-10cm vertical skin incision, caudad to cephalad

Use blunt dissection with fingers of both hands to separate tissues
Identify and stabilise the larynx

Proceed with ique for palpable cricothyroid as above

Post-operative care and follow up
+ Postpone surgery unless immediately ife threatening
* Urgent surgical review of cricothyroidotomy site
+ Document and follow up as in main flow chart
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3.2 éQué aportan las guias?

Management of unanticipated difficult tracheal intubation in adults

Plan A: Facemask ventilation and tracheal intubation If in difficulty » call for help

Optimise head and neck position
Preoxygenate
Adequate neuromuscular blockade Succeed
Direct / Video Laryngoscopy (maximum 3+1 attempts) [Conﬁrm tracheal intubation with capnography }
External laryngeal manipulation
Bougie
Remove cricoid pressure
LMaintain oxygenation and anaesthesia

* Declare failed intubation

STOP AND THINK
Plan B: Maintaining oxygenation: SAD insertion Options (consider risks and benefits):
2nd generation device recommended % 1. Wake the patient up
Change device or size (maximum 3 attempts) 2. Intubate trachea via the SAD
Oxygenate and ventilate 3. Proceed without intubating the trachea

4. Tracheostomy or cricothyroidotomy

* Declare failed SAD ventilation

Plan C: Facemask ventilation

o . Succeed (
If facemask ventilation impossible, paralyse — o
Final attempt at facemask ventilation Wake the patient up

Use 2 person technique and adjuncts

* Declare CICO Post-operative care and follow up
Formulate immediate airway management plan

Monitor for complications

Complete airway alert form

Explain to the patient in persen and in writing

Send written report to GP and local database

Plan D: Emergency front of neck access

Scalpel cricothyroidotomy

This flowchart forms part of the DAS Guidelines for unanticipated difficult intubation in adults 2015 and should be used in conjunction with the text.
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3.2 éQué aportan las guias?

Anticipated difficult tracheal intubation
Is local ional
(" Airway exam or history predicts difficult tracheal intubation )—»[ e i ]

surgical case?

(% N no
If general anesthesia is induced... > CEERERR R

I. Is tracheal intubation predicted to succeed in no more than 3 attempts?
2. If tracheal intubation fails, will face mask or SGD ventilation succeed?

| o

«.and are other patient and contextual issues favorable? CANADIAN

|. Rapid oxygen desaturation unlikely with onset of apnea? 1

2 Utflfﬁ:z‘;' a:pisr::‘on?nnce Jntz'{tsdl:?.usl e ANESTHESIOLOGISTS
SOCIETY

3. No obstructing airway pathology?
4. Additional skilled help available?
5. Clinician skilled in planned technique(s) and equipment available?

. o
/ N\
Low risk of failed oxygenation | e ne >( Significant risk of failed )
if induced e g o nation if induced
& ) \ y
A4 A
Consider intubation after i Is awake intubation feasible? A
induction of general anesthesia * Patient can cooperate
* e.g., IV induction (e.g., RSI) * Situation acuity permits )
* ©8 inhalational induction )
Consider awake Other options
intubation/technique yes no « eg.induction with ‘double
* c.g.,awake oral/nasal > set-up' preparation for
* e.g.,awake tracheotomy L immediate cricothyrotomy
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3.2 ¢Qué aportan las guias?

« .
S » of Anaesthetists

AﬂaeSth eS|a "‘%“ Association

Peri-operative medicine, critical care and pain

Guidelines (& Open Access @ @ @ @

Difficult Airway Society guidelines for awake tracheal intubation
(ATI) in adults

I. Ahmad, K. El-Boghdadly B« R. Bhagrath, I. Hodzovic, A. F. McNarry, F. Mir, E. P. O'Sullivan, A. Patel,
M. Stacey, D. Vaughan
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3.2 ¢Qué aportan las guias?

Anaesthesia + po——

A%, Association
/|7 of Anaesthetists

Guidelines & Open Access @O

Difficult Airway Society guidelines for awake tracheal intubation
(ATI) in adults

1. Ahmad, K. El-Boghdadly ¥ R. Bhagrath, I. Hodzovic, A. F. McNarry, F. Mir, E. P. O'Sullivan, A. Patel
M. Stacey, D. Vaughan

Asleep tracheal intubation

All patients Predicted difficult tracheal intubation
Difficult facemask ventilation 2.2-2.5% 18.6-22%
Impossible facemask ventilation 0.15% Not currently available
Difficulttracheal intubation 1.9-10% 25%
Failed tracheal intubation 0.15% 0.36%°
CICO 0.04% 0.75%°
Front-of-neck airway 0.002-0.07% 0.12%*°

Death

cartid
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3.2 éQué aportan las guias?

Asleep tracheal intubation

W Py
A\ ,;’}‘ Association
HFA AL

Anaesthesia

AN
Peri-operative medicine, critical care and pain e

Guidelines & Open Access @O

Difficult Airway Society guidelines for awake tracheal intubation
(ATI) in adults

1. Ahmad, K. El-Boghdadly 5%, R. Bhagrath, I. Hodzovic, A. F. McNarry, F. Mir, E. P. O'Sullivan, A. Patel
M. Stacey, D. Vaughan

All patients Predicted difficult tracheal intubation Awake tracheal intubation
Difficult facemask ventilation 2.2-2.5% 18.6-22% Notapplicable
Impossible facemask ventilation 0.15% Not currently available Notapplicable
Difficult tracheal intubation 1.9-10% 25% Not applicable
Failed tracheal intubation 0.15% 0.36%" 1-2%
CICO 0.04% 0.75%" 0-0.06%
Front-of-neck airway 0.002-0.07% 0.12%" 0-0.38%
Death 0.0006-0.04% Mot currently available
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3.2 ¢Qué aportan las guias?

OXYGENATE TOPICALISE

Lidocaine 10% spray to oropharynx, tonsillar pillars,
base of tongue

* Titrate HFNO from 30-70 L.min "' 20 - 30 sprays (during inspiration, over 5 min)
If nasal route: co-phenylcaine spray

* Apply HFNO early

* Continue HFNO throughout procedure
Test topicalisation atraumatically

If inadequate, re-apply LA up to maximum dose:

= Further 5 sprays of lidocaine 10% to tongue base

- 2 ml lidocaine 2% (x 3) spray above,
at and below vocal cords via epidural

P E R FO R M catheter/working channel of FB

* Select appropriate tracheal tube Eiusng MAD

¢ Patient sitting up Lidocaine

« Ensure operator can readily see patient * 1 spray [9«] ml) of 10% = 10 mg
monitor, infusion pumps and * 1mlof2%=20mg
video screen Co-phenylcaine
Clear secretions * 25 ml =125 mg lidocaine + 125 mg
phenylephrine
For ATI:FB
- Operator positioned facing patient

- Consider bronchoscope airway if oral route s E DATE

Bevel facing posteriorly
o Sedate if required

* Remifentanil TCI (Minto) Ce 1.0~3.0 ng.ml ™

¢ |f second anaesthetist present, consider adding
- Consider bougie midazolam 0.5-1 mg

For ATI:VL
Operator positioned behind patient

Before induction of anaesthesia: two-point check
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4. Novedades y directrices actualizadas

W

American Society of
Anesthesiologists’

Practice Parameter | January 2022

2022 American Society of Anesthesiologists Practice
Guidelines for Management of the Difficult Airway G3

Jeffrey L. Apfelbaum, M.D.; Carin A. Hagberg, M.D.; Richard T. Connis, Ph.D.; Basem B. Abdelmalak, M.D.;
Madhulika Agarkar, M.PH.; Richard P. Dutton, M.D.; John E. Fiadjoe, M.D.; Robert Greif, M.D.;
P. Allan Klock, Jr., M.D.; David Mercier, M.D.; ... Show more

<+ Author and Article Information

Anesthesiology January 2022, Vol. 136, 31-81. B ANE STHESIOLOGY

Trusted Evidence: Discovery to Practice®
https://doi.org/10.109//ALN.0000000000004002 -
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4. Novedades y directrices actualizadas
DOCUMENTO DE CONSENSO

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

Trauma Anesthesiology Society
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4.1 Preparacion, predictores y dispositivos
T VPN

| VPP

» Ninguna caracteristica ni test ha demostrado superioridad respecto al resto.

EVALUACION VIiA AEREA Y PREDICTORES

» Medidas obtenidas por ecografia: distancia piel-hioides, volumen de lengua y
distancia piel-epiglotis = alta variabilidad en sensibilidad, especificidad y

puntos de corte.

» NUEVAS POSIBILIDADES: endoscopia a pie de cama, laringoscopia virtual o la
impresiéon 3D = necesidad de establecer evidencia

m
‘
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4.1 Preparacion, predictores y dispositivos

PREPARACION VIA AEREA DIFICIL

» Asegurarse de que disponemos del material necesario en la habitacion.

> Asegurarse de que tenemos un carro portatii de VAD inmediatamente
disponible.

> Posicionar adecuadamente al paciente: POSICION DE OLFATEO.

» Administrar O2 antes, pero también DURANTE el manejo de la VAD.
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4.1 Preparacion, predictores y dispositivos

» Asegurarse

» Asegurarse
disponible.

> Posicionar ¢

» Administrar

A

cartd
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Table 1. Airway Management ltems for Anesthetizing Locations

Self-inflating resuscitation bag @
Suction tubing, Yankauers, suction catheters, and appropriate connectors @ :acién .

Various sizes of face masks @

Various sizes of oral and nasal airways @ nediatamente
Various sizes and types of laryngoscope blades and handles @
Various sizes and types of tracheal tubes @

Tracheal tube introducer (bougie) for adult patients @
Tracheal tube stylets (malleable and rigid) @ AD
Equipment for emergency invasive airway management @
Various sizes of supraglottic airways @

Water-soluble medical lubricant @

Nasal cannula and oxygen face masks @

Video laryngoscope with appropriate stylets @
Standard ASA monitors @

Anesthetic induction, maintenance, and rescue medications @



4.1 Preparacion, predictores y dispositivos

PREPARACION VIA AEREA DIFICIL

» Asegurarse de que disponemos del material necesario en la habitacion.

> Asegurarse de que tenemos un carro portatii de VAD inmediatamente
disponible.

> Posicionar adecuadamente al paciente: POSICION DE OLFATEO.

» Administrar O2 antes, pero también DURANTE el manejo de la VAD.
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4.1 Preparacion, predictores y dispositivos

Table 2. Portable Storage Unit Items for Difficult Airway Management

Category*

temit

Alternative/rescue ventilation equipment

Alternative intubation equipment

Emergency airway equipment

Miscellaneous

cartd
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Oral and nasal airways of assorted sizes @

Supraglottic airways of assorted sizes/cuffed pharyngeal sealer @

Nasal cannula @

Tracheal tubes of assorted sizes (including microlaryngeal tubes) &

Rigid blades of alternate design and size for intubation @

Tracheal tube guides. Examples include (but are not limited to) semirigid stylets, lighted stylets, forceps designed to manipulate
the distal portion of the tracheal tube @

Intubating supraglottic airway @

Videolaryngoscope with appropriate stylet @

Optical laryngoscope @

Intubating video stylet &

Flexible intubating bronchoscope along with topical anesthetic and equipment, and airway/bite block @
Aintree catheter @

Equipment for emergency invasive airway management @

Jet ventilation equipment @

Airway exchange catheters of assorted sizes @

Multiple exhaled carbon dioxide detectors &

A laminated version of a local accepted difficult airway algorithm/cognitive aid/checklist &

Defogger R

go.yo —— yo.J o ] — -
| {o.L°] J
< T |
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4.1 Preparacion, predictores y dispositivos

PREPARACION VIA AEREA DIFICIL

» Asegurarse de que disponemos del material necesario en la habitacion.

> Asegurarse de que tenemos un carro portatii de VAD inmediatamente
disponible.

> Posicionar adecuadamente al paciente: POSICION DE OLFATEO.

» Administrar O2 antes, pero también DURANTE el manejo de la VAD.
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4.1 Preparacion, predictores y dispositivos

DISPOSITIVOS

» Superioridad VIDEOLARINGOSCOPIO vs laringoscopia directa (Categoria A).

» Precaucion en el uso de laringoscopio con palanca: 1 éxito de intubacidn,
pero I dislocacidn de aritenoides.

> COMBINACION TECNICAS: VL + fibrobroncoscopio flexible, lanringoscopia
directa + fiador luminico, VL + Video Stylet = 1* éxito de intubacién

» ECMO: alternativa a la tragueotomia reglada en VAD dificil anticipada -
necesidad de mayor evidencia
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4.2 Algoritmo de VAD en el adulto
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ASA DIFFICULT AIRWAY ALGORITHM: ADULT PATIENTS

Pre-Intubation: Before attempling intubaticn, choose between either an awake or pesl-induction airway strategy.
Choice of strategy and technique should be made by the clinician managing the airway.!

N
Suspected difficult laryngoscopy? =
Yes Yes Any one factor alone
pr— Suspectad difficult ventilation with face maskisupraglotic airay? (assassed difficulty with
No intubation, ventilation, or
Yes o . . o mepiration or desaturation
e, Siignificant increased risk of aspiration? riek) may be clinically
" Important encugh to warrant
Yos . o . an awaka infubation
Increased risk of rapid desaturation?
Yes No Other patient factors may
p— Suspected diffu:Lill BMmergency invasive airvay ::'a'::::“ alemnative
Always evaluate for emergency invasive airvay
Proceed with intubation attem i
i Pt OPTIMIZE Proceed with intubation attempt
OXYGENATION
INTUBATION ATTEMPT WITH PATIENT AWAKE ThrougHoUT!  INTUBATION ATTEMPT AFTER
‘ * INDUCTION OF GENERAL ANESTHESIA
Momike Airway electvely secured by ‘ *
Intubation® invasive access® FAIL SUCCESS
SUCCESS FAIL 1
‘ | LIMIT ATTEMPTS |
Consider other opions Consgider calling for help
FAIL
Postpone the case
MASK VENTILATION ADEQUATE MASK VENTILATION NOT ADEQUATE
AS CONFIRMED BY CO:
1 CONSIDER/ATTEMPT SUPRAGLOTTIC AIRWAY®
NON-EMERGENCY PATHWAY M—— S PRAGLOTTIC AIRWAY SUPRAGLOTTIC AIRWAY
VENTILATION NOT ADEQUATE
Ventilation adequate/intubation 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
alternative intubati hes,” CALL FOR HELP | FOR INVASIVE ACCESS
invasive access® or the feaslhllltv ol other Dpnons'

Attempt alternative intul
approaches’ as you prepare
for emergency invasive airway®

SUCCESS FAIL or deteriorating ventilation
FAIL SUCCESS

Emergency invasive airway®

SARTD-CHGUYV Sesion de Formacion Continuada
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4.2 Algoritmo de VAD en el adulto
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ASA 2022. ALGORITMO DE ViA AEREA DIFICIL: PACIENTES ADULTOS

Traduccién propia de Elena Plaza Moreno - Urgencias y emergencias - www.urgenciasyemergen.com

Preintubacion: antes de intentar la intubacién, hay que elegir entre una estrategia de via aérea despierta o
postintubacion. La eleccion de la estrategia y la técnica debe hacerla el clinico que gestiona la via aérea (1).

iSospecha de laringoscopia dificil?

‘ si No Cualquier factor por si solo
Si s AW . - | i X (dificultad evaluada con la
Pr— ; SOSpecha de ventilacion dificil con mascarilla/supragléticos? intubacion, ventilacion o riesgo
Si ‘ No de aspiracion o desaturacion)
e {AUMeENtO significativo del riesgo de aspiracion? puede ser lo suficientemente
importante desde el punto de
Si No vista clinico como para justificar
— ; AUMeNtO del riesgo de rapida desaturacion? una intubacion despierta
. No
Si % ) e Otros factores del paciente
—  SOSpecha de via aérea invasiva de emergencia dificil pueden requerir una estrategia
alternativa
Procedercorial intento'de Siempre evaluar la via area invasiva de emergencial
intubacs Proceder con el intentode
i, oPTIMIZAR intubacion
INTENTO DE INTUBACIGN CON PACIENTE DESPIERTO _O X/ CENACION EN

TODO MOMENTO (2)  INTENTO DE INTUBACION DESPUES DE

v v » =

Intubacion Via aérea asegurada por eleccion ‘
despierto (3) mediante acceso invasivo (5) FRACASO EXITO

!

EXITO FRACASO
‘ | LIMITAR INTENTOS |
Considerar otras opciones (4) Sonsiderar pedir ayuda
FRACASO Urgencia; y
Posponer el caso Emergenqas
LA VENTILACION DE LA MASCARA ES LA VENTILACION CON MASCARA NO ES ADECUADA
ADECUADA, CONFIRMADA POR EL CO2
l CONSIDERAR/INTENTAR LA VIA AEREA SUPRAGLOTICA (6)
ViA DE NO-EMERGENCIA  gsess \/ ENTILACION CON VIA VENTILACION CON VIA AEREA

s : e AEREA SUPRAGLOTICA SUPRAGLOTICA NO ES ADECUADA
Ventilacién adecuada / intubacioén fallada ADECUADA No se puede intubar ni ventilar
LIMITAR LOS INTENTOS Y CONSIDERAR

DESPERTAR (8) AL PACIENTE VIiA DE EMERGENCIA

LIMITAR LOS INTENTOS Y SER
CONSCIENTES DEL PASO DEL TIEMPO.

Considerar enfoques alternativos de intubacion (7), LLAMAR PARA AYUDA / ACCESO INVASIVO
acceso invasivo (4) o la viabilidad de otras opciones (9) ‘

Intentar enfoques de intubacion
alternativos (7) mientras se prepara para
una via aérea invasiva de emergencia (5)

EXITO FRACASO o deterioro de la ventilacién

2022 American Society of Anesthesiologists Practice Guidelines for ERAGRSE EXITo

Management of the Difficult Airway. Anesthesiology. Published online

November 11, 2021. doi: 10.1097/ALN.0000000000004002

Via aérea invasiva de emergencia
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4.2 Algoritmo de VAD en el adulto

ASA 2022. ALGORITMO DE VIA AEREA DIFICIL: PACIENTES ADULTOS

Traduccién propia de Elena Plaza Moreno - Urgencias y emergencias - www.urgenciasyemergen.com

Preintubacion: antes de intentar la intubacion, hay que elegir entre una estrategia de via aérea despierta o
postintubacion. La eleccion de |la estrategia y la técnica debe hacerla el clinico que gestiona la via aérea (1).

.Sospecha de laringoscopia dificil?

Si ¥ s

Si No

si § No

Si * No

No

(Sospecha de ventilacion dificil con mascarilla/supragléticos?

;Aumento significativo del riesgo de aspiracion?
¢Aumento del riesgo de rapida desaturacion?

Sospecha de via aérea invasiva de emergencia dificil

Cualquier factor por si solo
(dificultad evaluada con la
intubacion, ventilacion o riesgo
de aspiracion o desaturacion)
puede ser lo suficientemente
importante desde el punto de
vista clinico como para justificar
una intubacion despierta

Otros factores del paciente
pueden requerir una estrategia
alternativa

Proceder con el intento de
intubacion

Siempre evaluar la via area invasiva de emergencia

OPTIMIZAR

Proceder con el intento de
intubacion

- OXIGENACION EN -
INTENTO DE INTUBACIGN CON PACIENTE DESPIERTO | * 0000 0 | INTENTO DE INTUBACION DESPUES DE
I LA INDUCCION DE ANESTESIA GENERAL
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4.2 Algoritmo de VAD en el adulto

OPTIMIZAR

I
| = DXIGENACION EN
INTENTO DE INTUBACION CON PACIENTE DESPIERTO
- hDO MOMENTO (2)

Intubacion Via aérea asegurada por eleccion
despierto (3) mediante acceso invasivo (5)
EXITO FRACASO

4

Considerar otras opciones (4)

1 FRACASO

Posponer el caso

_/Qﬂl"l'd V SARTD-CHGUV Sesion de Formacion Continuada
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4.2 Algoritmo de VAD en el adulto

OPTIMIZAR l

OXIGENACION EN

TODO MOMENTO (2)

INTENTO DE INTUBACION DESPUES DE
LA INDUCCION DE ANESTESIA GENERAL

v

EXITO

FRACASO

|

LIMITAR INTENTOS
Considerar pedir ayuda

&

Urgenciasy
Emergencias’

.

LA VENTILACION DE LA MASCARA ES I

ADECUADA, CONFIRMADA POR EL CO2

|

ViA DE NO-EMERGENCIA <
Ventilacién adecuada / intubacion fallada

LIMITAR LOS INTENTOS Y CONSIDERAR
DESPERTAR (8) AL PACIENTE

Considerar enfoques alternativos de intubacion (7),
acceso invasivo (4) o la viabilidad de otras opciones (9)

|

v v

EXITO

carim /'

Servicio de Anestesia,
Reanimacion y Tratamiento del Dolor

2022 American Society of Anesthesiologists Practice Guidelines for
Management of the Difficult Airway. Anesthesiology. Published online

November 11, 2021. doi: 10.1097/ALN.0000000000004002
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FRACASO o deterioro de la ventilacion

v

LA VENTILACION CON MASCARA NO ES ADECUADA

CONSIDERAR/INTENTAR LA VIA AEREA SUPRAGLOTICA (6)

v v

VENTILACION CON VIA VENTILACION CON VIiA AEREA
AEREA SUPRAGLOTICA SUPRAGLOTICA NO ES ADECUADA
ADECUADA No se puede intubar niventilar

VIiA DE EMERGENCIA
7 LIMITAR LOS INTENTOS Y SER
CONSCIENTES DEL PASO DEL TIEMPO.
LLAMAR PARA AYUDA / ACCESO INVASIVO
"

¥

Intentar enfoques de intubacion
alternativos (7) mientras se prepara para
una via aérea invasiva de emergencia (5)

EXITO

FRACASO

Via aérea invasiva de emergencia

SARTD-CHGUYV Sesion de Formacion Continuada
Valencia 15 de Noviembre de 2022



4.2 Algoritmo de VAD en el adulto

NOVEDADES DEL ALGORTIMO

» Unifica VAD prevista y la VAD no prevista.

» Con sospecha de laringoscopia dificil, cualquier factor
anadido justifica por si solo intubacidn con paciente
despierto: sospecha de laringoscopia dificil, de dificultad de
ventilacion con mascarilla o DSG, riesgo * de aspiracion,
riesgo de rapida desaturacion, sospecha de via aérea
invasiva dificil.

» “Ruta de emergencia” (emergency pathway): es situacional
y depende de la posibilidad de ventilar al paciente 2 en
cualquier momento podemos pasar de una situacion a otra.

cartid
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4.2 Algoritmo de VAD en el adulto

CONSIDERACIONES MAS ALLA DEL ALGORTIMO
» Pedir ayuda.

» Plantear en todo momento despertar al paciente si es posible.

» Utilizar EtCO2 para confirmar tanto ventilacion como intubacion.
> Recurrir a COMBINACION DE TECNICAS.

» Limitar el numero de intentos y ventilar entre cada uno de ellos.

» Considerar ECMO cuando las otras vias aéreas invasivas de
emergencia han fallado.

cartid
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4.2 Algoritmo de VAD en el adulto

DIFFICULT AIRWAY INFOGRAPHIC: ADULT PATIENTS
‘_ Part 1: Pre-Airway Management Decision Making Tool (planning)

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

. z c No . . .
Bl | S e reeoper ™ 'l American Society of

the clinician managing the

airway, using their techniques. = I - ®
o oo Anesthesiologists
' intubation or ventilation,
= Suspected difficult ventilation with e
facemask or supraglottic device? be dlinically
enough to warrant an
awake intubation
’ NO = —
XE8 SR 2 : ety Other patient factors
Significantly increased risk of aspiration? may require an
alternative strategy
(e.g.. patient inability
v NO to cooperate)
YES
« Increased risk of rapid desaturation?
Part 2: Awake Airway Management
NO B — —
Review airway strategy for
Always evaluate for emergency invasive airway awake airway management 2
Part 2: Awake Airway Management

Part 3: Airway Management with Induction of Anesthesia

Elective invasive airway '@

Success confirmed by
adequate ventilation ©

Fail to establish
tracheal intubation

Awake technique

Awake non-emergency pathway

Postpone 9¢ or consider risks and benefits of
- Alternative awake technique *
- Awake elective invasive airway '9

o
o
a
g
g
g

o
o
=
@
&
o
>
<
Q
]
b=
-
o
°
=
2
N
@
°)
>
<
Q
o
3
=
z
3

-If or can't be of
(Part 3) with preparations for emergency invasive airway "s"
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4.2 Algoritmo de VAD en el adulto

' Part 3: Airway Management with Induction of Anesthesia

REVIEW AIRWAY MANAGEMENT STRATEGY a0

ot
PREOXYGENATE AND INDUCE ANESTHESIA

.

YES
‘ AIRWAY PLAN SUCCESFUL?
@ NO
VENTILATION ADEQUATE? ©
By any airway technique
YES r NO

CONSIDER CALL FOR HELP

Non-emergency pathway

Assess ventilation
between attempts

Ventilation adequate? ©

'E-.
®
-
o
x
<
7o)
®
=
=
o
2
3
N
®
o
>
b
[(a}
@
oo |
D
o
o
b= J

CALL FOR HELP

Ventilation remains inadequate

T Limit attempts/, alternate & optimize * techniques, avoid task fixation

Emergency invasive airway 94
* Alternative device examples: supraglottic airway, direct laryngoscope, Rigid bronchoscopy, ECMO
videolaryngoscope, flexible intubation scope
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4.3 Novedades en paciente pediatrico

PARTICULARIDADES ANATOMICAS

» Laringe mas larga, alta y anterior (jojo con la hiperextension!)

» Occipucio prominente - flexién en supino.

» Lengua de mayor tamano.

» Amigdalas y adenoides de mayor tamaiio.
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4.3 Novedades en paciente pediatrico

PARTICULARIDADES ANATOMICAS

» Vias aéreas de menor tamafio = facilidad para
obstruirse.

» Ligamento hioepigldtico débil - dificultad para
elevar epiglotis en la laringoscopia.

» Epiglotis grande y flexible.

» Trdquea estrecha y corta -2 obstruccion,

Infant Adult

compresion e intubacion selectiva.

Airway diameter 3 mm 7 mm
with edema

Alrway resistance 16 x * 3x

Cross-sectional area 75 percent + 44 percen t
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4.3 Novedades en paciente pediiatrico

PARTICULARIDADES FISIOLOGICAS

» { capacidad residual funcional » »
Propensidon a desaturacion

> /N tasa metabdlica

» I complianza tordcica i
» Propension a la fatiga respiratoria. '
» I tono vagal = Tendencia a la bradicardia.
» Tendencia a la respiracion nasal.

» Frecuencia respiratoria elevada.

«©

<
» Volumen corriente pequefio. § |

<€
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4.3 Novedades en paciente pediatrico

ASA DIFFICULT AIRWAY ALGORITHM: PEDIATRIC PATIENTS

Pre-Intubation: Bafore 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 airwvay.?

Suspected difficult laryngoscopy?  e——
by Mo * INTUBATION ATTEMPT AFTER
Suspected diffisult ventilation with face mask, INDUCTION OF GEMERAL ANESTHESIA
supraglottic airway? * ¥
Yos opTiME FAIL SUCCESS

OXYGENATION
CONSIDER AWAKE/SEDATED APPROACH THROUGHOUT?
Transfer to Tertiary Center if feasible

v [ J LIMIT ATTEMPTS
Awake Airway ebectively secured ENSURE ADEQUATE ANESTHETIC DEPTH
Intubation” by invasive access® Consider calling for help
SUCCESS FAIL l
Cansider other options® ASSESS OXYGENTATION/VENTILATION
A P WITH FAGE MASK/SUPRAGLOTTIG AIRWAY
Postpone the case — terminate sedation if used

v v v

ADEQUATE AS CONFIRMED BY CO: MARGINAL IMPOSSIBLE

EXCLUDE ITREAT ANATOMICAL AND FUNCTIONAL OBSTRUCTION
CONSIDER CALLING FOR INVASIVE ACCESS OR ECMO

NON-EMERGENCY PATHWAY + MARGINAL IMPOSSIBLE
CONSIDER EMERGING THE PATIENT®

LIMIT ATTEMPTS

BE AWARE OF PASSAGE OF TIME

lRE#SSESStENTILATION AFTER EACH ATTEMPT)

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

‘ EMERGENCY PATHWAY
SUCCESS FAIL or deteriorating ventilation g CANNOT lNTéImTFEégT:r;_?;TI himalloale
FOR INVASIVE ACCESS

Alternative intubation approaches’ as

you prepare for emergeT:y invasive airway®

FAIL SUCCESS

Emergency invasive airway®
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.3 Novedades en paciente pediatrico

ASA 2022. ALGORITMO DE VIA AEREA DIFICIL: PACIENTES PEDIATRICOS

Traduccién propia de Elena Plaza Moreno - Urgencias y emergencias - www.urgenciasyemergen.com

Preintubacion: antes de intentar la intubacion, hay que elegir entre una estrategia de via aérea despierta o
postintubacion. La eleccién de la estrategia y la técnica debe hacerla el clinico que gestiona la via aérea (1).

iSospecha de laringoscopia dificil?
¥si
iSospecha de ventilacion dificil con
mascarilla/supragléticos?

NO [r—

En FRACASO

Si OPTIMIZAR
EL Ql /s

Transferir a Hospital terciario si es posible

Intubacion Via aérea asegurada por eleccion

despierto (3) mediante acceso invasivo (5)

EXITO FRACASO

Considerar otras opciones (4)
FRACASO

Posponer el caso - terminar la sedacién si se ha utilizado

INTENTO DE INTUBACION DESPUES DE
LA INDUCCION DE ANESTESIA GENERAL

v

EXITO

TODO MOMENTO (2) l

GARANTIZAR UNA PROFUNDIDAD ANESTESICA ADECUADA

LIMITAR INTENTOS

Considerar pedir ayuda

!

EVALUAR LA OXIGENACION/VENTILACION CON
MASCARA FACIAL/VIA AEREA SUPRAGLOTICA

v

ADECUADA Y CONFIRMADA POR CO2

v

MARGINAL

v

IMPOSIBLE

EXCLUIR/TRATAR LA OBSTRUCCION ANATOMICA Y FUNCIONAL
CONSIDERAR LA POSIBILIDAD DE SOLICITAR UN ACCESO INVASIVO O ECMO|

ViA DE NO-EMERGENCIA
COSIDERAR EL PROBLEMA DEL PACIENTE (6)
LIMITAR LOS INTENTOS
SER CONSCIENTE DEL PASO DEL TIEMPO

REEVALUAR LA VENTILACION DESPUES DE CADA INTENTO

Considerar enfoques alternativos de intubacion (7),
acceso invasivo (5) o la viabilidad de otras opciones (8)

— )

EXITO

.4

Urgenciasy
Emergencias’

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

Published online November 11, 2021. doi:
10.1097/ALN.0000000000004002

cartd
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A— AR GIN AL

FRACASO o deterioro de a ventilacion u——t-

IMPOSIBLE

ViA DE EMERGENCIA
NO SE PUEDE INTUBAR,
NO SE PUEDE VENTILAR
LLAMAR PARA AYUDA / ACCESO INVASIVO

v

Enfoques de intubacion alternativos (7) mientras se
prepara para una via aérea invasiva de emergencia (5)

FRACASO

+

Via aérea invasiva de emergencia (5)

EXITO

SARTD-CHGUYV Sesion de Formacion Continuada
Valencia 15 de Noviembre de 2022



4.3 Novedades en paciente pediatrico

ASA 2022. ALGORITMO DE VIA AEREA DIFICIL: PACIENTES PEDIATRICOS

Traduccién propia de Elena Plaza Moreno - Urgencias y emergencias - www.urgenciasyemergen.com

Preintubacion: antes de intentar la intubacion, hay que elegir entre una estrategia de via aérea despierta o
postintubacion. La eleccion de la estrategia y la técnica debe hacerla el clinico que gestiona la via aérea (1).

cSospecha de laringoscopia dificil?
Si No $  INTENTO DE INTUBACION DESPUES DE
LA INDUCCION DE ANESTESIA GENERAL

(Sospecha de ventilacion dificil con

mascarilla/supragléticos?
& OPTIMIZAR ’ ) '
OXIGENACION EN FRACASO EXITO
CONSIDERAR EL ENFOQUE DESPIERTO/SEDADO TODO MOMENTO (2) ‘
Transferir a Hospital terciario si es posible
LIMITAR INTENTOS
Intubacion Via aérea asegurada por eleccion GARANTIZAR UNA PROFUNDIDAD ANESTESICA ADECUADA
despierto (3) mediante acceso invasivo (5) Considerar pedir ayuda
EXITO FRACASO ‘
. : EVALUAR LA OXIGENACION/VENTILACION CON
Considerar otigs obcioRasibl MASCARA FACIAL/VIA AEREA SUPRAGLOTICA
FRACASO
Posponer el caso - terminar la sedacién si se ha utilizado I

__,qari'd V SARTD-CHGUV Sesion de Formacion Continuada

Servicio de Anestesia,
Reanimacion y Tratamiento del Dolor Valencia 15 de Noviembre de 2022
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4.3 Novedades en paciente pediatrico

v x X

ADECUADA Y CONFIRMADA POR CO2 MARGINAL IMPOSIBLE

EXCLUIR/TRATAR LA OBSTRUCCION ANATOMICA Y FUNCIONAL
CONSIDERAR LA POSIBILIDAD DE SOLICITAR UN ACCESO INVASIVO O ECMO

VIA DE NO-EMERGENCIA - MARGINAL IMPOSIBLE
COSIDERAR EL PROBLEMA DEL PACIENTE (6}
LIMITAR LOS INTENTOS

SER CONSCIENTE DEL PASO DEL TIEMPO
REEVALUAR LA VENTILACION DESPUES DE CADA INTENTO

Considerar enfoques alternativos de intubacion (7),
acceso invasivo (5) o la viabilidad de otras opciones (8)

] +
v v ‘ ViA DE EMERGENCIA
- v - NO SE PUEDE INTUBAR,
EXITO FRACASO o deterioro de la ventilaCion iy NO SE PUEDE VENTILAR
LLAMAR PARA AYUDA / ACCESO INVASIVO

‘* Enfoques de intubacion alternativos (7) mientras se
prepara para una via aérea invasiva de emergencia (5)

Urgencias y =
Emergencias’ ‘ ‘
FRACASO EXITO
2022 American Society of Anesthesiologists Practice Guidelines
for Management of the Difficult Airway. Anesthes:o/ogy ‘
Published online November 11, 2021. doi
10.1097/ALN.0000000000004002 Via aérea invasiva de emergencia (5)
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4.3 Novedades en paciente pediatrico

DIFFICULT AIRWAY INFOGRAPHIC: PEDIATRIC PATIENTS

TIME OUT
Airway Management, Backup & Help Plans
E] Consider ECMO/Elective Invasive Airway

b

YES
’ Continue as ‘_ AIRWAY PLAN SUCCESFUL?

planned
9 No

OXYGENATION/VENTILATION ADEQUATE?
YES MARGINAL NO

CONSIDER CALL FOR HELP CALL FOR HELP Ll FOR K

E Treat Anatomical & Functional Obstruction

uoneuabAxo aziwundo ; uabAxo Jaaleq

Advanced Techniques (E.g., Rigid
Bronchoscopy, Emergency Invasive
Airway, ECMO)

[ DEBRIEF [E| ]
o= Jmm I e f
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4.3 Novedades en paciente pediatrico

APA Difficult mask ventilation (MV) - during routine
induction of anaesthesia in a child aged 1 to 8 years

Difficult MV ‘ Give 100% oxygen ‘ Call for help
Step A Optimise head position Check equipment Depth of anaesthesia

Consider: Consider changing:

+ Adjusting chin liftjaw thrust = Cireuit -

+ Inserting shoulder roll if <2 years « Mask Consider deepening anaesthesia
+ Neutral head position if >2 years + Connectors Use CPAP

+ Adjusting cricoid pressure if used If equipment failure is suspected, change to self-inflating bag and

+ Ventilating using two person bag mask technique isolate from anaesthetic machine promptly

Step B Insert oropharyngeal airway Call for help again if not arrived

Maintain anaesthesia/CPAP
Deepen anaesthesia (Propofol first line)

* If relaxant given - intubate
« If intubation not successful, go to unanticipated
difficult tracheal intubation algorithm

Assess for cause of difficult mask ventilation
« Light anaesthesia
+ Laryngospasm J

« Gastric distension — pass OG/NG tube

T

Step C Second-line: Insert SAD (e.g. LMA™)

Continue ]

(" i .
- Insert SAD (e.g. LMA™) — not > 3 I Consider: -
+ Consider nasopharyngeal airway Good airway * SAD (e.g. LMA™) malposition/blockage
+ Release cricoid pressure * Equipment malfunction Wake up patient
« Bronchospasm

* Pneumothorax

Proceed ]
g
Attempt intubation J

» Consider paralysis
~ Fail Go to scenario cannot intubate
cannot ventilate (CICV)

| SAD = supraglottic airway device |

—
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4.3 Novedades en paciente pediatrico

APA Unanticipated difficult tracheal intubation — during routine %%
induction of anaesthesia in a child aged 1 to 8 years

6

- . Give 100% oxygen and
Difficult direct laryngoscopy ‘ > 1077 oxygen ar Call for help
maintain anaesthesia
Step A Initial tracheal intubation plan when mask ventilation is SatiSie Ensure: Oxygenation, anaesthesia, CPAP, management of gastric distension with OG/NG tube

Direct laryngoscopy — not > 4 attempts
Check:

+ Neck flexion and hegd extension Tracheal intubation
+ Laryngoscopy technigue

* External laryngeal manipulation — remove or adjust
+ Vocal cords open and immobile (adeguate paralysis)

If poor view = consider bougie, straight blade laryngoscope® and/or smaller ETT

( Failed intubation with good oxygenation j

Step B Secondary tracheal intubation plan Call for help again if not arrived

+ Insert SAD (e.g. LMA™) — not > 3 attempts + Consider modifying anaesthesia and surgery plan Unsafe
+ Oxygenate and ventilate + Assess safety of proceeding with surgery using a

+ Consider increasing size of SAD (e.g. LMA™) once if ventilation
inadequate

SAD (e.g. LMA™)

+ Consider 1 attempt + Verfy intubation, leave

( Failed oxygenation e.g. Sp0, <90% with Fi0, 1.0 )

D Y
+ Convert to face mask

at FOI via SAD SAD (e.g. LMA™) in place s d
(e.g. LMAT™) and proceed with surgery uceee

Verify ETT position

+ Capnography

+ Visual if possible

+ Ausculation

If ETT too small consider using
throat pack and tie to ETT

If in doubt, take ETT out

Postpone surgery
Wake up patient

: | Proceed with surgery )

+ Optimise head position (Failcd intubation via SAD (e.g. LMA"“}}

Wake up patient

+ Ouygenate and ventilate N
+ Ventilate using two person bag mask technique, [ Succeed

CPAP and oro/nasopharyngeal airway
* Manage gastric distension with OG/NG tube

\I

~
Postpone surgary ]

p——e-|  Failed ventilation and oxygenation
* Reverse non-depolarisating relaxant ( ¥a

J

"y

I Following intubation attempts, consider  + Trauma fo the airway

carid
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4.3 Novedades en paciente pediatrico

Cannot intubate and cannot ventilate (CICV) in a
paralysed anaesthetised child aged 1 to 8 years

Ly
) 2p
4%4
Point

Failed intubation

inadequate ventilation Give 100% oxygen

I

Step A Continue to attempt oxygenation and ventilation

= Fi0,1.0

+ Optimise head position and chin lift/jaw thrust

* Insert oropharyngeal airway or SAD (e.g. LMA™)
= Ventilate using two person bag mask technique

= Manage gastric distension with an OG/NG tube

Step B Attempt wake up if maintaining SpO, >80%

Of rocurenium or vecuronium used, consider suggamadex (16mg/kg) for full reversal )

(F'repare for rescue technigues in case child deteriorates )

Step C Airway rescue technigues for CICV (SpO, <80% and Call for help again if not arrived

falling) and/or heart rate decreasing

-
Consider:

+ Surgical tracheostomy

+ Rigid bronchoscopy + ventilate / jet
| ventilation (pressure limited)

p—— ENT available

-
Continue jet ventilation set to lowest
[r—— delivery pressure until wake up or
definitive airway established
\

Percutaneous cannula

Call for specialist
ENT assistance

cricathyroidotormy /

h—-| ENT not available

transtracheal jet ventilation
(pressure limited)

— (=)

*Note: Cricothyroidotomy techniques can have serious complications and training is required -

-
+ Perform surgical cricothyroidotomy /
transtracheal and insertion of ETT /
tracheostomy tube*
+ Consider passive O, insufflation
while preparing
L.

only use in life-threatening situations and convert to a definitive airway as soon as possible

carid

e

Call for help

Cannula cricothyroidotomy

.

Extend the neck (shoulder rall)

Stabilise larynx with non-dominant hand

.

Access the cricoithyroidotomy membrane
with a dedicated 14/16 gauge cannula

i * Aim in a caudad direction

.

Confirm position by air aspiration using
a syringe with saline

Connect to either:

+ adjustable pressure limiting
device, set to lowest delivery
pressure

or

* 4Bar O, source with a flowmeter '

(match flow Ifmin to child's age)
and Y connector

rate to achieve adequate chest expansion

Cautiously increase inflation pressure/flow ;

‘Wait for full expiration before next inflation |

.

Maintain uper airway patency to aid

I

expiration H

SAD = supraglottic airway device

SARTD-CHGUYV Sesion de Formacion Continuada
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4.3 Novedades en paciente pediatrico

Fram
"The difficult airway algorithm@)"

cartid

Servicio de Anestesia,

Unresponsive?
Near death?

T
No

¥

Predict difficult
airway?

Attempt intubation

— Yes —

Refer to UpToDate
algorithms and content on
management of the failed airway

— Yes —

Refer to UpToDate
algorithms and content on
management of the failed airway

Failed airway criteria |

Failure to maintain oxygenation? | | Call for assistance

Yas

Extra-glottic device
may be attempted *

'

Cricothyrotomy

Successful?

Post-intubation
management

T
No

¥

If contraindicated

Failure to maintain
oxygenation?

Refer to UpToDate
algorithms and content on
management of the failed airway

T
No

¥

=3 attempts by
experienced operator?

T
No
—

SARTD-CHGUYV Sesion de Formacion Continuada
Valencia 15 de Noviembre de 2022

Reanimacion y Tratamiento del Dolor
HOSPITAL GENERAL UNIVERSITARIO VALENCIA

|
Mo

Choose one of:
® Flexible or rigid endoscopy
= Video laryngoscopy

»| = Direct laryngoscopy

® Extra-glottic device*
® Cricothyrotomy
= Optical device
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4.4. Y después qué? Extubacion y recogida de datos

DAS Extubation Guidelines: Basic algorithm

Step 1 Pl
Plan extubation an
Assess airway and general risk factors

Step 2 [

Prepare for
extubation

Optimise patient and other factors

Prepare ]

§ RiskStratify §

(" n: -
Airway risk factors
Known difficult airway

Airway deterioration (trauma,
oadema or bleeding)

Restricted airway access

Obesity / OSA
Aspiration risk

\

General risk factors
Cardiovascular

Respiratory

Neurological

Metabolic

Special surgical requirements
Special medical conditions

Low risk

Uncomplicated airway
Mo general risk factors

‘At risk’
Fasted Ability to oxygenate uncertain

Reintubation potentially difficult
andlor general risk factors present

-
Optimise patient factors | Optimise other factors
Cardiovascular 1 Location
Respiratory | Skilled help / assistance
Metabolic / temperature i Meonitoring
MNeuromuscular i Equipment

\ ! J

Step 3

Perform
extubation

Low risk algorithm

‘At risk’ algorithm

Step 4

Postextubation
care
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Safe transfer

Handover / communication
O, and airway management
Observation and menitoring

Analgesia
Staffing
Equipment
Documentation

General medical and surgical management
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4.4. ¢Y después qué? Extubacion y recogida de datos

DAS Extubation Guidelines: Low risk algorithm

p
Low risk extubation

Step L . Plan Fasted

Plan extubation Assess airway and general risk factors Uncomplicated airway

No General risk factors
\,

(Optimise patient factors | Optimise other factors
SteP 2 Prepare C:':!iovaswplz:n E Lor:;lion
Prepare for Optimise patient and other factors Respiratory | Skilled help / assistance
extubatioﬂ Metabolic / temperature 1 Monitoring
1 1 Neuromuscular i Equipment
Select deep or awake extubation \ '

Step 3

Perform
extubation V

Perform Awake Extubation
Preoxygenate with 100% oxygen
Suction as appropriate
Insert a bite block (e.g. rolled gauze)
Position the patient appropriately
Antagonise neuromuscular blockade
. . Establish regular breathin
Deep Extubatlon Awake EXtUbatlon Ensure adeguate spontanious ventilation
Minimise head and neck movements
Wait until awake (eye opening/obeying commands)
Apply positive pressure, deflate the cuff & remove tube
Provide 100% oxygen

Check airway patency and adequacy of breathing
Continue oxygen supplementation

Experience essential
Vigilance until fully awake

Step 4 Safe transfer o i Analgesia
Handover [ communication 1 Staffing

Postextubation Recove ry an d fo I Iow u p- 0, and airway management i Equipment

care Observation and monitoring 1 Documentation

General medical and surgical management

The technique described for awake extubation is a suggested approach.
Practice may vary in experienced hands.
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4.4. ¢Y después qué? Extubacion y recogida de datos

DAS Extubation Guidelines: ‘At risk’ algorithm

é 3 (" C) &
Step 1 At risk’ extubation
P _ Plan Ability to oxygenate uncertain
Plan E!Xtubatlor‘l Assess airway and general risk factors Reintubation potentially difficult
\ J and/or general risk factors present
& \_
S D " . . ' .
Step 2 Optimise patient factors : Optimise other factors
P PrEPa re Cardiovascular ' Location
Prepare for Opt|m|se patien[ and other factors Respiratory ! Skilled help / assistance
extubation - - / Metabolic / temperature | Monitoring
. .. Neuromuscular i Equipment
Key question: is it safe to remove the tube? \ e

Step 3

Perform
extubation

i

Awake
extubation

Advanced Techniques*
1 Laryngeal mask exchange Postpone
2 Remifentanil technique extubation
3 Airway Exchange Catheter

Tracheostomy

Step 4
Postextubation ReGOVEI'Y {HDU /ICU J
care
Safe transfer \ Analgesia
Handover / communication E Staffing
*Advanced techniques: require training and experience 0, and airway management ! Equipment
Observation and monitoring ! Documentation

General medical and surgical management
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4.4. éY después qué? Extubacion y recogida de datos

» Disefar estrategia de extubacion:

DN NI N N NI NN
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Elegir el bien el lugar y pedir ayuda.
Preparar posible reintubacion.
Revertir BNM (TOF 4y > 0.9).
Asegurar que el paciente esta en ventilacion espontanea.
Usar 02 suplementario durante el proceso (FiO2 100%).
Aspirar secreciones.

Realizar test de fugas.

Prevenir la oclusion del tubo por mordida (edema pulmonar
postobstructivo).

Controversia en reclutamiento previo.
Posicion antitrendelemburg/semincorporado (falta de evidencia).

- nerican o0 Ly Of
Anesthesmloglsts
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4.4. Y después qué? Extubacion y recogida de datos

American Society of

Si estamos ante una extubacion de alto riesgo: " Anesthesiologists

> Valorar extubacidon despierto vs extubacion antes de la recuperacion total de la
conciencia.

» Valorar traqueotomia quirurgica previa a la extubacion.

» Valorar el uso de guias de extubacion o intercambiar por DSG (maniobra de
Bailey).

» Posibilidad de usar remifentanilo 2 |, reflejo tusigeno.
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4.4. éY después qué? Extubacion y recogida de datos

» Informar al paciente: dificultad encontrada, forma en la que se logrod la
intubacion, como proceder en el futuro...

» Documentar el caso en la HC del paciente para facilitar la actuacion en
futuros procedimientos.
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VIiA AEREA
DIFICIL

Ensefie siempre este carnet al anestesista o médico de urgencias.
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VENTILACION

Manual mascara facial: Dificil Guedel: Si
10T dificil: Si Imposible: No

Laringoscopia directa: C-L Ill
Videolaringoscopio: C-L Il

Ne Intentos: 3

Modo de intubacion:
Anestesia general. Videolaringoscopio
CRICOTIROIDOTOMIA: No TRAQUEOTOMIA No
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5. Conclusiones

» Es esencial tratar de predecir una posible VAD = condiciona actitud y
manejo.

» Ante una posible VAD debemos y trazar un PLAN de actuacion
estructurado.

» Es importante pedir ayuda, asi como “parar y pensar” si la situacion lo
permite.

» Debemos limitar el nimero de intentos y saber “parar a tiempo” —>
reduce la morbilidad.

» Registrar las incidencias y casos de VAD - reducir situaciones de riesgo
futuras
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