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Obtizné zajisteni dychacich ces_

Obtizna spoluprace s pacientem
Obtizna ventilace maskou nebo
supraglotickymi pomuckami (SGA)
Obtizné zavedeni SGA

Obtizna laryngoskopie

(nejsou viditelné hlasivkové vazy pri konvencni
laryngoskopii po mnoha pokusech)

COLOURS

of Sensis

Obtizna intubace
Selhani intubace

Obtizné chirurgické zajisténi DC Ostrava 2014 \



Specifika intenzivni péce —

e stav pacienta v okamziku intubace

e vykon“ nelze odlozit nebo provést v
regionalni anestezii

* nizsi prah pro volbu invazivniho zajisténi
dychacich cest
e reintubace

e vybaveni a zkusenosti
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Annex 5 - Algorithm
(SIAARTI - GdS Vie Aeree Difficili 2005 Algorythm — adult patient)

RCCT gl 1+ LARYNGOSCOPY PREDICTED DIFFICULTY
UNPREDICTED DIFFICULTY

EXPERT HELP — INFORMED CONSENT

Predictable ventilation difficuilty ?

CALL FOR HELP
‘_ Face mask _’
ventilability? -

MANOEUVRES RECONSIDERING:
head support - laryngeal manipulation -
laryngoscope traction

cooperation?
2" LARYNGOSCOPY
OXYGENATION
- | L FIBEROPTIC AWAKE
' 2 -] 3 i i

INTUBATION INTUBATION
ALTERNATIVE DEVICES

IN ANAESTHESIA IN LA.
Blades - Stylets— Forceps — Introducers

(SEDATION?)
| oxveenaTion ll 3+ and 4' LARYNGOSCOPY Adequate ventildbili ST

EEl < Successful intubation ?—» =B mgg;n

mgtif_-mask ventilability? ¥ Ri= V GENERAL
 SURGERY ANAESTHESIA

entilation via LMA (or other EGD) b=

Aspiration risk?

Availability and knowledge of
alternative devices?




Home Contact

: Difficult Airway Society

Home Guidelines Courses Membership Meetings ADEPT Equipment Manufacturers
Fs

Home

Downloads

Airway Safety DAS Surveys NAP4

o 13 Mov 2011 - Smiths medical - BIWONA ETT
and trache tubes...

The following downloads are available from the website of the Difficult Airway Society, To
download Right click on the link and choose 'save target as..’ onto your computer,

o Medical device alert - reusable
laryngoscope.. pdf)

o 17May2010 Medical Device Alert Visionary
single-use laryngeal.. (MDA/2010/041)

o More safety alerts...

The following 4 documents are pdf files and represent a Society consensus view on
management of;

) Default strategy for intubation including failed direct laryngoscopy (112 KB

T Failed rapid sequence induction (54 KB)

Navigation
'E Failed intubation, failed ventilation {101 KB) RS
o DAS ACCEA
) Simple composite Chart (106 KB) o DAS Scholarship
o Bulletin Board
Feproduced from Henderson I, Popat MT, Latto IF, Pearce AC. Difficult Alrway Society o Downloads
guidelinas for managemeant of the unanticipatad difficult intubation, Argesthasig 2004; 59
675-494, with permission from Blackwsll publishing Ltd DAS awards
Difficult Airway Society Guidelines for the management of : -
tracheal extubation i DA schalarships
v DAS medal

) DAS Extubation Guidelines : Basic Algorithm
7.7 DAS Grant Stipulations

) DAS Extubation Guidelines : Low risk algorithm

External Links
'@ DAS Extubation Guidelines: "At risk’ algorithm s e e
o RCOA

Difficult Airway Society Guidelines for = AAGEI
managing Paediatric Difficult Airway L ADAr




www.das.uk.com
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Face mask

Oxygenate and Ventilate patient

Maximum head extension

Maximum jaw thrust

Assistance with mask seal
Oral + Bmm nasal airway

Reduce cricoid force - if necessary

failed oxygenation with face mask (e.g. SpO2 < 90% with FiO2 1.0)
call for help

v

LMA™ Oxygenate and ventilate patient

Maximum 2 attempts at insertion

Reduce any cricoid force during insertion

Oxygenation satisfactory
succeed and stable: Maintain
ﬁ oxygenation and
awaken patient

"can't intubate, can't ventilate" situation with increasing hypoxaemia

rC-annuIa cricothyroidotomy

Equipment: Kink-resistant cannula, e.g.
Patil {Cook) or Ravussin (VBM)
High-pressure ventilation system, e.g. Manujet lll (VBM)
Technique:
1. Insert cannula through cricothyroid membrane
2. Maintain position of cannula - assistant's hand
3. Confirm tracheal position by air aspiration -
20mi syringe:
4. Attach ventilation system to cannula
5. Commence cautious ventilation
6. Confirm ventilation of lungs, and exhalation
h upper airway
7. If ventilation fails, or surgical emphysema or any
other complication develops - convert immediately
to surgical ericothyroldotomy

=

fail

._b 4-step Technigue:
1. ldentify cricothyroid membrane

v

rSurgicaI cricothyroidotomy

Equipment: Scalpel - short and rounded
(no. 20 or Minitrach scalpel)

Small {e.g. 6 or 7 mm) cuffed tracheal
or tracheostomy tube

2. Stab incision through skin and membrane
Enlarge incision with blunt dissection
(e.g. scalpel handle, forceps or dilator)

3. Caudal traction on cricoid cartilage with
tracheal hook

4. Insert tube and inflate cuff

Ventilate with low-pressure source

Verify tube position and pulmonary ventilation

J

MNotes:

1. These techniques can have serious complications - use only in life-threatening situations

2. Convert to definitive airway as soon as possible

3. Postoperative management - see other difficult airway guidelines and flow-charts
4. 4mm cannula with low-pressure ventilation may be successful in patient breathing spontaneously

Difficult Alrway Soclety guidelines Flow-chart 2004 (use with DAS guidelines paper)




Guidelines ASA —

 Anesthesiology Feb 2013
e update guidelines z roku 1993 a 2002/2003

Practice Guidelines for Management of the Difficuit Airway

An Updated Report by the American Society of Anesthesiologists
Task Force on Management of the Difficult Airway

!_} RACTICE Guidelines are systematically developed

: [ b « What other guidalne statements are availsbio on thie topic?
m:u:umm:rndatfclns Ehath assist Imlc practitioner and = Thesa Practice Guidsinies updsate the "Practics Guidelings



4. Davelop primary and aliernative sirategies:

AWAKE INTUBATION
Abrwey spproached by : : + . P
R S T T Imvasive Ainway Acoess
Sucoead” FAIL
i : ¥
Cancs Conssder feasibility Imizshee .
Caze of other options™ airway sccesslt

INTUBATION AFTER
INDUCTION OF GENERAL ANESTHESIA

Initial infubation Initial imtubation
atempis swccesshul® Attempts UNSUCCESSFUL

FROM THIS POINT ONWARDS
COMNSIDER:
1. Caling for hedp.
2. Rstuming to
spontaneous ventilation
3. Awakening the patient.

FACE MASK VENTILATION ADEQUATE

NOMEMERGENCY PATHWAY %
Ventilation adequate, infubation unsuccessful

—— SGA ADEQUATE®

FACE MASK VENTILATION NOT ADEQUATE

EﬂHEIDEFI.l’A'IITEHF'T SGA

SGA NOT ADEQUATE
OR NOT FEASIBLE

EMERGENCY PATHWAY -QJ
Ventilation not adequate, intubation unsuccessiul

$ KAKim

FN Brno a LF MU

Alternative approaches ity 8 Call for help
to intubationi AND SGA A ¥
VENTILATION } J Emergency noninvasive airway ventilation™
BECOME
NADEQUATE
Successful FAIL after ‘L ‘*
Intubation® multiple attempts j ﬁ Successful ventilation® FAIL
+ 4’ + Emergency <
Invasive Consider feasibility Awaken invasive airway
airway a " of other options™ patient™ ACCESE
“Confirm ventilation, tracheaal intubation, or SGA placement with exhalad GO,



Tipy

e Nemate/nelibi se vam

postup?

— Necekejte na narodni,
evropské smeérnice

— Udélejte si vlastni

— Adoptuje/prelozte si ty,
které se vam libi

— Zohlednéte vlastni
moznosti a zdroje

— Umistéte je na mista,
kde vdm pomuzou

® KARIM

FN Brno a LF MU




predintubani zhodnoceni NN

 Zhodnoceni pacienta (jeho dychacich cest)
— anamnéza (vek, obezita, chrapani)

— fyzikalni vysetreni
— doplnujici vysetreni (RTG, CT)

V%k{:n:pléggw_' i | Anest. sestra:
< ESTEZIOLOGICKA Aunuugﬂj Alergie :
\
Predoperacni klinické vysetfeni RTGEP L ocis oot BRI oo i iy
Hmotnost : ........ kg Vyska: ......cm TK.../... mmHg, P...../min. Krevni skupina: ..... B ... Mallampati: ........0
KVS a dychani:
Laboratof v normé/ mimo normmu® & ...ooeeeeieeciiinieniiiiiiisiiieiiseeesnncainenaoo. Hb ... gfl, koag. v normé [/ prodlouZené”
Pladoperadni pfiprava & ... |Na noc ve .. hod. den pfed vykonem @ |Premedikace v dan vykonu Premedikoval @ ...
W O e |POBRIA WS hod.
i s i S s 52 A8 SR i i £ a0 SR AL e[ 0 L B o B8 A A S RS B SRS D SR Li A L AR B s X ik s ik A £ s i 4 S AR s it A2 BB D i
Informovany souhlas : ano/ne® ldentifikace pacienta : dotazem / naramkem® |Planovana anestézie : CA/ BA / ANS | LA*
Preindukéni vysetieni : TK ....../.... pmHg-Re.Jmin., Sp0; ......%, GCS5 ...... |Anesl. pfistroje bez zdvad ano / ne*
Ventilace maskou ano [/ ne* ﬁl‘iﬂé intubace ano / m ‘entilace - spont. / rukou / pfistrojem® |Blokada : req. / EPI / SAB*
RSl ano f ne * < Hloubka zavedeni : ...... cm ntilagni refim : podp. / PCV / VCV* | Monitorace v prib&hu anestézie®
Intubace Osty / nosem / TS\! |Cormack - Lehane: ...... po-odmin, EE L PEEP . .emH O | NIBP | IBP | EKG | etCO;
. KARIM  |ME..... /rourka . ...." W Doy Vil FiOy .. % czT| spoz| TOF | 1AP
FN Brno a LF MU Hodina : I_'_I I_I I_l _'_l Invazivnl valupy”




L-E-M-O-N

* Look (zevni pohled)

e Evaluate (zhodnoceni 3-3-2)
e Mallampati

e Obstruction
 Neck mobility

cocour b\ Sg Cass 1 Cass 2 Cass 8 Cass 4

of Sensis

Ostrava 201 4 3

* RS _




Priprava na obtizné zajisteni D(—

dOStUpnOSt vybavenl' (pfenesny/pievozny proviant)

informovani pacienta
zajisténi asistence/pomoci

! -

Preoxygenace A
- 4\ oy :




ntubace N

* intubace bdélého pacienta
e video-asistovana intubace
e pouziti zavadécu

e supraglotické pomucky (LMA, laryngeéini tubus)
e intubacni LMA

e specialni laryngoskopické lzice
e zavadece se svétlem

e pouziti bronchoskopu

e potvrzeni intubace (kapnografie) e S,

* e _-

COLOURS s,

of Sensis




Moznost volby

e bdeély pacient e v celkové anestezii
* neinvazivni pristup e invazivni pristup
e zachovani spontanni e bez spontanni ventilace
ventilace
VS.

e videolaryngoskop jako metoda 1. volby



Tlatit & netlatit? G

e 1774 — Dr. Munro — popsal tlak na prstencovou
chrupavku

e 1961 — Dr. Sellick —,,cricoid pressure”
e 1993 — Dr. Knill = BURP (backwards — upwards — right-sided —

pressure)

e 1996 — Dr. Benumof — OELM (optimal external laryngeal

manipulation)
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TU.Ren To be world® s anesthesia consumables No.1

RAETTEH

FXINIRER

Wireless Video Laryngoscope

Videolaryngoskopy



Videolaryngoskop - tipy —

e pohotovostni ulozeni (kompletni, nabita
baterie)

e plné se seznamit s ovladanim (a pochopit)
* nepouzivejte k primé

laryngoskopii
e zavadec do OTK
e videozaznam

e sugammadex?

‘‘‘‘‘‘‘

o xarim.



Pouziti C-MACu

indlace | pocstzark

fraktury C patere 22
absces (ORL, stomatochirurgie) 16
tumor 3

neocekavana obt. intubace 2

oCekavana obt. intubace 17
neurceno 23
celkem 83



Extubace - guidelines

[ DAS Extubation Guidelines: Basic algorithm J

-
St 1 Airway risk factors | General risk factors
ep ; : i =
y Plan Known difficult airway : Cardiovascular
rway deterioration (frauma, ' Respiratory
Plan extubation ) ) Airway deterioration (tra Respirat
Assess airway and general risk factors oedema or bleeding) i Neurological
Resﬂjcted airway access ! Metabelic
Obesity / OSA ! Special surgical requirements
\Aspiration risk | Special medical conditions
EE v ) T ————
te ptimise patient factors ' Optimise other factors
P P re pare Cardiovascular ! Location
Prepare for Optimise patient and other factors Respiratory ! Skilled help / assistance
extubation Metabolic / temperature i Monitoring
. - Neuromuscular | Equipment
Risk Stratify % e . :
Low risk ‘At risk’
Fasted Ability to oxygenate uncertain
Uncomplicated airway Reintubation potentially difficult
No general risk factors and/or general nsk factors present

Step 3
Perform Low risk algorithm ‘At risk’ algorithm
extubation

Safe transfer | Analgesia
Step 4 Handover / communication | Staffing
Postextubation Recovery or H D U [ IC U 0, and airway management i Equipment
care Observation and monitoring i Documentation

General medical and surgical management

\o°“ =
@
Difficult Airway Society Extubation Algorithm 2011

L) A
IS

® KARIM
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Extubation Guidelines: Low risk algorithm

™\ (i - :
Step 1 Low risk extubation
P . PI a n Fasted
Plan extubation Assess airway and general risk factors Uncomplicated airway
= ~ Mo General risk factors
# (o= = | e
Step 2 2 Optimise patient factors i Optimise other factors
P P re pa I'e Cardiovascular i Location
Prepare for Optimise patient and other factors Respiratory | Skilled help / assistance
extubation J Metabolic / temperature ! Monitoring
[ | [ | Neuromuscular ! Equipment
Select deep or awake extubation \. !
St 3 Perform Awake Extubation
ep Preoxygenate with 100% oxygen
Suction as appropriate
Perform Insert a bite block (e.g. rolled gauze)
extubation Position the patient appropnately
Antagonise neuromuscular blockade
. = Establish reqular breathing
D‘B’Ep Extubation Awake Extubation Ensure adeguate spontaneous ventilation
Minimise head and neck movements
™ Wait until awake {eye openinglobeying commands)
Advanced technique Apply positive pressure, deflate the cuff & remove tube
; : Provide 100% oxygen
Vi Eirtaaet::ex:;lef:ﬁen::;ke Check airway patency and adequacy of breathing
g y Continue oxygen supplementation
Step 4 Safe transfer i Analgesia
P Handover [ communication | Staffing
Postextubation Re cove ry an d fo I Iow u p 0, and airway management i Equipment
care Observation and monitoring i Documentation

General medical and surgical management

The technique described for awake extubation is a suggested approach.

S Practice may vary in experienced hands.
‘@ Difficult Airway Society Extubation Algorithm 2011

orm*t




DAS Extubation Guidelines: ‘At risk’ algorithm

Step 1

Plan extubation

Step 2

Prepare for
extubation

Plan

Assess airway and general risk factors

L

Prepare

Optimise patient and other factors

>

v

Key guestion: is it safe to remove the tube?

Y

”

‘At risk’ extubation
Ability fo oxygenate uncertain

Reintubation potentially difficult
andfor general risk factors present

-

"

rOp'limise patient factors | Optimise other factors
Cardiovascular | Location

Respiratory | Skilled help / assistance
Metabolic / temperature ! Monitoring
Neuromuscular | Equipment

Step 3
Perform
extubation g’
Awake
extubation

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

Postpone
extubation

Step 4 %% _____________________ G

Postextubation

Recovery / HDU / ICU

care

*Advanced techniques: require training and expernence

T
3L

* Y
foynt

@
Difficult Airway Society Extubation Algorithm 2011

Safe transfer i Analgesia
Handover / communication ! Staffing

0, and airway management | Equipment
Observation and monitoring | Documentation

General medical and surgical management




Extubace N

e jedna se o elektivni proces (vétsinou)

e dukladné ji naplanujte
e pripravte se

e pristupujete k extubaci se stejnym respektem
jako k intubaci

COLOURS

of Sensis




Zavérem — obtizna intubace —

e predvidejte a odhalte rizika
e vytvorte si plan (v€etné planu B, C...)

e pripravte se, budte seznameni s pracovnimi
postupy, s pomuckami

e volejte v€as o pomoc
* nezavrhujte intubaci bdélého pacienta

COLOURS , s,

of Semsis

Ostrava 201'4



Dékuji za pozornost




e ventrain — systém podobny tryskové ventilaci,
zajisStuje oxygenaci a snad i eliminaci CO2,
punkce lig. cricothyreoideum — Cricath -
www.dolphys.com

e Ambu aScope 3 — www.ambu.com/aScope 3



