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 OBJECTIVES

Review aims of airway management
Review airway anatomy

Review airway examination

Review basic airway maneuvers
Review blind insertion airways

Review advanced airway techniques




AIRWAY ANATOMY

Upper Airway Lower Airway
Pharynx Trachea
Epiglottis Bronchi
Glottis Alveoli
VVocal cords Lung tissue, consisting
Larynx of lobes and lobules (3

on the right and 2 on
the left)

Pleura




UPPER AND LOWER
AIRWAYS

Nasal cavity

Nasopharynx
LUDoOar amrmway Oropharynx Pharyn
LarymnoQoOphiarynx
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Nasopharyns

ANATOMY
OF THE LARYNX

Epeglotin
“~ Yeocal cord
Trachea
Esophagus

LARYNGOSCOPIC VIEW
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Epiglottis

Rima glottidis
Vestibular fold
(false vocal cord)
Cuneiform
cartilage

Cormiculate
cartilage

Interarytenoid notch

Base of tongue

Vocal folds
(true vocal cords

Arytenoid
cartilage
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ALLAMPATI SCORE
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CORMACK & LEHANE
GRADING
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I Visualisation of the entire glottic aperture
I Visualisation of just arytenoid cartilages (cuneiform and corniculate)
or posterior portion of glottic aperture

Il Visualisation of epiglottis only
IV Visualisation of tongue or of tongue and soft palate only




BASIC AIRWAY MANEUVERS

ALWAYS REMEMBER THE BASICS

These skills should be used prior to initiating any advanced
airway technique

Head-tilt/chin lift

Jaw thrust

Modified jaw thrust (for trauma patients)

Sellick's maneuver
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Head tilt—chin
Lift maneuver

Jaw-thrust
maneuver
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Trauma ?
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ORAL AIRWAY INSERTION
TECHNIQUE
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ORAL AIRWAY CONTINUED

The oral airway is
iInserted with the curve
towards the side of the
mouth

Then rotated so that
the curve of the airway
matches the curve of

the tongue




* OPA is not tolerating ?

* Airway reflexes retained ?
* |nability to open mouth ?










AIMS OF AIRWAY
MANAGEMENT

Airway management in critical situations (life support)

Airway management in elective cases (surgical purposes)
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Pulse oximeter




Approximate Blood oxygen Ievelﬁ

=5p02 100% = Pa02 100mm of Hg
=S5p02 90%= Pa02 60mm of Hg
=S5p02 60%= Pa02 30mm of Hg
=S5p02 50%= PaO2 27mm of Hg




LARYNGEAL MASK AIRWAY

Sits over the glottic
opening

Available in different sizes

Has a drain tube to aid in
gastric suctioning

With some versions an
endotracheal tube may be
passed through to aid in
intubation

Drain Tube Onifice



LMA POSITIONING
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LARYNGEAL TUBE




LARYNGEAL TUBE




ADVANCED AIRWAYS

Orotracheal Intubation

Nasotracheal Intubation
Digital Intubation

Surgical Airways




INDICATIONS OF
INTUBATION

Airway protection
Maintaining oxygenation
Continuing ventilation
Delivering some drugs

Anticipating upcoming needs




OROTRACHEAL INTUBATION
PROCEDURE

Assemble all needed equipment, while patient is
being ventilated

Choose appropriate ET tube size

Check balloon with 10cc of air

Place stylet, stopping approximately 2 inch short of the
end of the tube (optional)

Assemble laryngoscope and check it's light
Connect and check suctioning device

Put the patient in “sniffing” position (neck flexed
forward, head extended back, and back of head
should be level with or above the shoulders).

If cervical spine Iinjury IS suspected have an
assistant hold the paftients head In a neutral

position.




OROTRACHEAL INTUBATION

Requires direct visualization of the vocal cords
with the use of a laryngoscope

Completely isolates the esophagus from the
trachea

At least two forms of placement verification are
required
Physical assessment (color improvement, equal breath

sounds, absence of gurgling over epigastrium, and direct
visualization of tube passing through cords)

End-tidal CO2 detector
Esophageal detector device (EDD)




INTUBATION (CONTINUED)

Pre-oxygenate the patient with 100% oxygen

Insert laryngoscope to right of the midline. Move to
midline, pushing the tongue to the left.

Lift straight up on the blade to expose posterior
pharynx.

Identify the epiglottis; tip of curved (Macintosh)
blade should sit in valeculla (in front of the
epiglottis), straight blade should slip over the
epiglottis. With further, gentle traction, identify
trachea and arytenoid cartilages and vocal cords

Insert ET tube along the blade, into the trachea and
advance the tube 1-1.5 inches beyond the cords
and inflate the cuff.



PATIENT PREPARATION

Patient should be informed of the risk & the planning of
intubation (awake)

Premedication (atropine/sedatives)

An assistant should be available




Laryngoscope




BLADE TYPES
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SNIFFING POSITION

Head extension

Neck flexon
s Onto the shoulders

20-30 degree angle
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NASOTRACHEAL INTUBATION

Can be done blind or with

the aid of a laryngoscope.

If done blind, the patient
must be breathing.

Cannot be performed on
patients with a suspected
basilar skull fracture.

Can be performed on
patients with an intact gag
reflex.
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Chest X ray

* Although chest
radiography is universally
recommended after ETT
placement, its primary
purpose is to ensure that
the tube is well
positioned below the
cords and above the
carina.
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DIFFICULT INTUBATION
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If proper tube insertion needs Need for help

m than nsecuti i :
. a 3 c©o cutive Awake intubation

attempts
or Appropriate equipments
If proper tube insertion FlanB

prolongs more than 10
minutes.




High Success Rate Low

Cost Bougie




Macoy Laryngoscope >







