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Vnutorna dilema (pro - con)

Dr. Jekyll & Mr. Hyde

Dr. Jekyll ani Mr. Hyde nereprezentuju oficialne
stanovisko ziadnej z organizacii s ktorymi v sucastnosti
som, alebo som v minulosti bol spojeny

Dr. Jekyll ani Mr. Hyde nereprezentuju moje vlastné
oficialne stanovisko

Ulohou je vytvorenie pdody na odbornu diskusiu



Dr.Jekyll

CELKOVA ANESTEZIA JE PREFEROVANA
PRED REGIONALNOU ANESTEZIOU




Celkova Anestézia

CA je jednoducha a lacna

CA je vzdy efektivna

CA moze
CA moze
CA je bez

oyt pouzita pre vsetkych
oyt pouzita pre akukolve

hecna a naviac coraz bez

pacientov
K operaciu

pecnejsia
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ZSonoSite

World leader and specialist
in hand-carried ultrasound.
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Efektivha




SArEY " e
LIAISON STOP before

GROUP you block

Notice for anaesthetists
@ and anaesthetic assistants

b 1 * A STOP moment must take
place immediately before
inserting the block needle

* Napriek modernému
vybaveniu nedokazu
aplikovat LA na
spravne miesto!

* The anaesthetist and
anaesthetic assistant must
double-check:

- the surgical site marking

- the site and side of the block

Incidencia blokov na
nespravnej strane v
UK stupa ...

- g
MNational Patient Safety Agency 3 E

SAFE ANAESTHESIA LIAISON GROUP Wattingham Unkvantty Hesptiah [~




Celkovu anestéziu nie je mozné podat na
nhespravnu stranu !

—
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Bezpecnost

Jednoduchost

Pouzivajte jednoduché
orietacné body






Orientacné body pre RA







Celkova anestézia je efektivna

Uspesnost?
. SA 95-98%
. EA 94-95%
- PNB 92-95%

CA - 100% !!!

S propofolom nikdy nebudete mat skvrnity blok!




Celkova Anestézia

Moze byt podana:

Pre vSetkych pacientov

Pre vSetky operacie

MozZme ju pouzit u novorodencov

Mozme ju pouzit u malych deti

Mozme ju pouzit u dementnych geriatrickych pacientov

Mozme ju pouzit u malych dementnych deti
geriatrickych rodicov

Mozme ju pouzit u
AKEHOHOKOLVEK a KTOREHOKOLVEK pacienta



Regionalna Anestézia

Ako samostatna technika

* U starSich(spolupracujucich) deti

* U dospelych (primerane kooperujucich)
* A...

* ...tojevlastne vsetko ....

* Inak im musite dat CELKOVU ANESTEZIU!

* Alebo taku silnu sedaciu, ze im v podstate
moZte dat CELKOVU ANESTEZIU!
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Celkova anestézia je bezpecna

* Mortalita v priamej suvislosti s CA vo
vyspelych krajinach je priblizne

* 1:250.000

* A bude nadalej klesat



Regionalna anestézia pridava riziko

* Svrbenia

* Retencie moca

* Hypotenzie

* Postpunkénych bolesti
* Respiracnej depresie

* Lokalnej/Systémovej
infekcie

Pneumothoraxu
Poskodenia nervov

Paraplégie
Systémovej toxicity LA
Smrti



Free Journals

Promoting [ree aceess lo medical journals

International Journal of Endless Optimism 114 (5): 728-45 (2018)

Dalsia draha randomizovana prospektivna studia u
pacientov podstupujucich chirurgicky vykon v

celkovej alebo regionalnej anestézii, ktora
preukazala, ze regionalna anestézia r
vplyv na zavaznu morbiditu a mortal
naznacuje, ze napomaha ku rychlejse
a unikaniu vetrov po operacii (p<0.0!

A. Frustrovany !, J. Zahorknuty 2
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REGIONAL ANAESTHESIA

Does regional anaesthesia really improve outcome?

S. C. Kettner, H. Willschke and P. Marhofer*

Department of Anaesthesia, Intensive Care Medicine and Pain Therapy, Medical University of Vienna, A-1090 Vienna, Austria

* Corresponding author. E-mail: peter.marhofer@meduniwien.ac.at

Summary. In recent decades, a number of studies have attempted to determine
whether regional anaesthesia offers convincing benefits over general
anaesthesia. However, today we interpret meta-analyses more carefully, and it
remains unclear whether regional anaesthesia reduces mortality. However,
regional anaesthesia offers superior analgesia over opioid-based analgesia,
and a significant reduction in postoperative pain is still a worthwhile outcome.
Recent developments in technical aspects of regional anaesthesia have the
potential to provide significant advantages for many patients in all age groups.
Moreover, studies focusing on specific outcomes have shown benefits for
regional anaesthesia used for surgery and postoperative analgesia.

Keywords: economy; outcome; regional anaesthesia



Zaver

CA bola, je a bude fundamentalnym pilierom nasej
kazdodennej praxe

CA je jednoducha

CA je bezpecna

CA je efektivna (vSetkych pacientov/operacii)
CA ponuka univerzalne rieSenie pre anestéziu

Zijeme vo svete, kde musime zvaZovat nielen Uspe3nost a
bezpecnost ale aj ekonomiku ...

... CA predstavuje najlepsie rieSenie pre zdravie nasich
obcanov a financie nasho zdravotného systému



Dakujeme Dr.Jekyll

Privitajme Mr.Hyde



198 AKUTNECZ®

Mr.Hyde

REGIONALNA ANESTEZIA JE PREFEROVANA PRED CELKOVOU ANESTEZIOU

... V PRIPADE, ZE OBIDVE TECHNIKY SU
VHODNE PRE PACIENTA A DANY CHIRURGICKY
VYKON ...



Argumenty Dr.Jekylla




CA je vzdy efektivna
NARS

National Audit Project of
Ihn Royal College of Anaesthelists and the
Assoclation of Ancesthelists of Great Britain and Ireland

* AAGA
1:19.000

* Cisarskyrez 1:670

* RA 0%




CA je vzdy jednoducha




CA je vzdy jednoducha

* Propofol * Paracetamol
* Fentanyl * NSAIDs

* Rocuronium * Morfin

* Sevofluran * Metaraminol
* Ondansetron * Atropin

* Dexametason * Neostigmin

* Glykopyrolat



Regionalna anestézia
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Unanticipated difficult tracheal intubation - during rapid sequence
induction of anaestheia in non-obstetric adult patient

laryngoscopy problems for help

' ™
Pre-oxygenate succeed _ _
Cricoid force: 10N awake — 30N anaesthetised | ==————————————=- | Tracheal intubation
Direct laryngoscopy - check:

Neck flexion and head extension Mot mara than 3 - - -

Laryngoscopy technigue and vector attempts, mainisining: Verify tracheal intubation

External laryngeal manipulation - “3‘?*5“39“3“5"' with {1) Visual, if possible

by laryngoscopist {2} cricaid pressure and | (2} CapRograph

Vocal cords open and immobile i3} anaesthesia {3} Oesophageal detector
If poor view: "If in doubt, take it out”

Reduce cricoid force
Introducer (bougie) - seek clicks or hold-up
\_ andfor Alternative laryngoscope

S
failed intubation
Plan C: Maintenance of Mlaintzin
oxygenation, ventilation, 30M cricoid
postponement of forca Plan B not appropriate for this scenario I
surgery and awakening
Use face mask, oxygenate and ventilate
1 or 2 person mask technique
(with oral £ nasal airway)
Consider reducing cricoid force if
ventilation difficult succeed
failed oxygenation
(e.g. SpD; < 90% with FiO; 1.0} via face mask
Postpone surgery
LMATM succeed and awaken patient if possible
Reduce cricoid force during insertion | st | or continue anaesthesia with
Oxygenate and ventilate LMA™ or ProSeal LMA™ -

if condition immediately

failed ventilation and oxygenation life-threatening

Plan D: Rescue techniques for

"can't intubate, can't ventilate” situation

Difficult Airway Socety Suldeines Flaw-chart 2004 [use with DAS guidelines paper)




Unanticipated difficult tracheal intubation - during rapid sequence
induction of anaestheia in non-obstetric adult patient

irect ) VO
laryngoscopy problems for hel,
Plan A: Initial tracheal intubation plan
Pre-oxygenate succeed
Cricoid force: 10N awake — 30N anaesthetised | =————————- | Trach
Direct laryngoscopy - check:
Neck flexion and head extension Nt more than 3
Laryngoscopy technique and vector attsmpts, maintaining: Verify trach
External laryngeal manipulation - (1 amygenaton ity (1) Visual, if
by laryngoscopist T et | (2) Capnoar
Vocal cords open and immobile {2) anassthesia (3) Oesophy
If poor view: "If in doubt,

Reduce cricoid force

Unanticipated difficult tracheal intubation-
during routine induction of anaesthesia in an adult patient

Direct = . ==
prusstn) laryngoscopy problems for help
| intubation
lossible
bh
falce Plan A: Initial tracheal intubation plan

Introducer (bougie) - seek clicks or hold-up ™
and/or Alternative laryngoscope Direct raryngosmpy - check:
falled intubation Meck flexion and head extension
Plan C: Maints of W i |
nx.y;enatb:r,‘;:;aﬂrl‘::nn, Bt [ | Laryngoscope technique and vector ;.1.:.: mers
poslprcirentof L8 External laryngeal manipulation - m::;_a;ri':g"'_"ﬂ's' succeed o i
[t : w— racheal intubation
by laryngoscopist (1) oxygenaticn
Use face mask, oxygenate and ventilate Vocal cords open and immobile with face mask and
1 or 2 person mask technique A N
e e If Bo0C VoV ook G0N - i sesness Verify trachel intubation )
ventilation difficult : succeed seek clicks or hnld—up el T e
Talled (1) Visual, if possible
I — SONREAITAI N R0 e J (2) Capnograph
failed intubation (3) Oesophageal detector
Post T . =
R P E&Sa?:"a:ifé‘a?fﬁm e If in doubt, take it out p.
Ot andvantiae P | Diavir roseat Luar Plan B: Secondary tracheal intubation plan
if condition immediately
failed ventilation and oxygenation life-threatening
\ |
¥ e : ™
Confirm: ventilation, oxygenation,
josnt ihibale e Evoriele sieton ILMA™ ar LMA™ anaesthesia, CVS stability and muscle
. et fesewin Mol more than 2 insertions | Succeed relaxation - lhﬁn Iibreop:ic tracheal intubation
Oxygenate and ventilate — through IMLA™ or LMA™ - 1 attempt

If LMA™, consider long flexometallic,nasal
RAE or microlaryngeal tube
Verify intubation and proceed with surgery

failed oxygenation
(e.4g. Sp0, < 90% with FiQ, 1.0}
via ILMA™ ar LMA™

failled intubation via ILMA™ ar LMA™
Plan C: Maintenance of oxygenation, ventilation,
postponement of surgery and awakening

Revert to face mask

Oxygenate and ventilate

Reverse non-depolarising relaxant
1 or 2 person mask technique
(with oral £ nasal airway)

succesd

ﬂ—

Postpone surgery

Awaken patient

failed ventilation and oxygenation

\

Plan D: Rescue techniques for

"can't intubate, can't ventilate™ situation

DiMicull Alrway Sccety Guidelines Flow-charl 2004 [use with DAS guidalines paper)




Unanticipated difficult tracheal intubation-

Unanticpated diffcult rachoal ntubation - dung rapid secgence Failed intubation, increasing hypoxaemia and difficult ventilation in the paralyged during routine inducticn of anaesthesia in an adult patient

induction of anaestheia in non-obstetric adult patien

irec n anaesthetised patient: Rescue technigues for the "can't intubate, can't ventilate” sftuation o n a
Direct # Any # i pat Iqu I I I D%OSCDW # Any # Call

laryngoscopy problems r help lar] problems for help
[ ———r—— failed intubation and difficull ventilation {other than laryngospasm)
Plan A: Initial trac eal intubation plan
Pre-oxygenate d ) ce
Cricoid force: 10N awake — 30N anzesthetised | =i ([Fracheal intubation Fa mask Direct laryndbscopy - check:
Direct laryngoscopy - check: 7 1 Neck flexionfand head extension
Neck flexion and head extension Not more than 2 Vertlrecheal intubation Sx!f.gena':.'e a:: d ienlhlate patlar'lt Laryngoscoge technique and vector :OI r?:r:E o
Laryngoscopy technique and vector sttempts, maintaining : Ry External larylgeal manipulation - an 4 atiampts, ceeed
Exteral laryngeal manipulation - (engenzienwin | (1) viflial, if possible aximum head extension : | gl 5 A maintaining: S22l [ Tracheal intubation
5 face mask (2) clbnograph Maxi . h by laryngosdppis! (1] exygenation
by laryngoscopist (2) ricoid pressure and apnograp! aximum jaw thrust Vocal cords ffpen and immabile with face mask and
Vocal cords open and immobile (3) anaesthesia 15 O o e K = F 1f poor viewJntroducer (bougie) - {2} ansesthesis
iR LG s Assistance with mask seal Soak racks W oiiie Vertly tracheal intubation
educe cricoid force 2 i
Introducer (bougle) - seek clicks or hold-up Oral £ Bmm nasal airway and/or Alterfhtive laryngoscope E;;‘é;:ig::::sm‘e
andlor Altemative laryngoscope Red e .
uce cricoid force - if nec_emry iled intubaticn (3) Oesophageal detector
failed intubation "If in doubt, take it out"
” 1 tracheal intubation plan
Plan C: Maintenance of P . : :
Smiimieies e failed oxygenation with face mask (e.g. SpO2 < 90% with FiG2 1.0) s
postponemant of forca Plan B not appropriate for tffis scenario — \
surgery and awakening ca I I fo r h e I p Confirm: ventilation, exygenation,
ILMA or LMA™ anaesthesia, CVS stability and muscle
Not mdke than 2 insertions | Succeed relaxation - then fibreoptic tracheal intubation
Use face mask, oxygenate and ventilate Oxygellate and ventilate — through IMLA™ or LMA™ - 1 attempt
1 or 2 person mask technique If LMA™, consider long flexometallic,nasal
(with oral + nasal airway) fafd oxygenation RAE or microlaryngeal tube

Consider reducing cricoid foree if
wventilation difficult succeed

Verify intubation and proceed with surgery

. 1 Sp, < 90% with FiO; 1.0
Oxygenation satisfactory | (@0 S0 <0 win £01.0)

succeed and stable: Maintain failed intubation via ILMA™ or LMA™
%‘ ce of axygenation, ventilation,

oxygenation and urgery and awakening
awaken patient

TP LMA™ Oxygenate and ventilate patient
(e.0. SpO; < 90% with FiQ; 1.0} via face mask Mﬂlimum 2 -ﬂﬂa‘ﬁpls at iﬁSEI‘ﬁﬁn
Reduce any cricoid force during insertion

Postpone surgdry

and awaken patight if possible
or continue anaeghesia with
LMA™ or ProSeall MA™ -

if condition
life-threatening

LIAT S = . succeed
Reduce cricoid force during insertion | s
Oxygenate and ventilate

Revert to fce mask

Oxygenatf and ventilate .
Reverse rin-depolarising relaxant % Postpone surgery
1 or 2 pergbn mask technique Awaken patient

(with oral § nasal airway)

failed ventilation and oxygenation

"can’'t inlubate, can’t ventilate” situation with increasing hypoxaemia

@ Flﬂl'l D: Raﬁﬂ.'ﬂ tad'lniquﬂs 'ﬁr failed vefftilation and oxygenation
"can't intubate, can't ventilate” situation - =
. "can’t intubate, can't ventilate” situation %’
. o Plan D: Rescue t chniques for
ar "can't intubats, ca It ventilate” situation
r ; i 5 (" . 7 7
Cannula cricothyroidotomy Surgical cricothyroidotomy
Equipment: Kink-resistant cannula, e.g. Equipment: Scalpel - short and rounded
Patil {Cook) or Ravussin (VBM) {no. 20 or Minitrach scalpel)
High-pressure ventilation sysltem, e.g. Manujet Il (VEM) Small (e.g. 6 or 7 mm) cuffed tracheal
Technigue: ) or tracheostomy tube
1. Insert cannula through cricothyroid membrane fai @ 4-step Technique:
2. Maintain position of cannula - assistant’s hand 1. Identify cricothyroid membrane
3. Confirm tracheal position by air aspiration - 2. Stab incision through skin and membrane

20ml syringe
4. Attach ventilation system lo cannula
5. Commence caulious ventilation
6. Confirm ventilation of lungs, and exhalation

Enlarge incision with blunt dissection
(e.g. scalpel handle, forceps or dilator)

3. Caudal traction on cricoid cartilage with
tracheal hook

through upper aireay .
7. If ventilation fails, or surgical emphysema or any 4. Insert tube and infiate cuft
other complication develops - comvert immediately V&r[tllate with |[_“_""11“335U|'ﬁ SOurce -
to surgical cricothyroidotormy kh'l..-’enﬂ.' fube position and pulmanary ventilation
e S S
Mates:

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

2. Convert ta definitive airway as soon as possible

3. Postoperative management - see other difficult airway guidelines and flow-charts

4. 4mm cannula wilh lew-pressure ventilation may be successful in patient breathing spontaneoushy

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




Algorithm 1
Safe obstetric
general anaesthesia

Algorithm 2

Obstetric failed
tracheal intubation

Algorithm 3

Can't intubate,
can't oxygenate

-
Pre-induction planning and preparation

\

Team discussion

p
Rapid sequence induction

Consider facemask ventilation (P__, 20 cmH,0)
L.

-

Laryngoscopy

(maximum 2 intubation attempts; 3™ intubation
attempt only by experienced colleague)

\

Fail l

Declare failed intubation
Call for help
Maintain oxygenation

Supraglottic airway device (maximum 2
attempts) or facemask

Fail ¢
Declare CICO

Give 100% oxygen

Exclude laryngospasm — ensure
neuromuscular blockade

Front-of-neck access

Success

Success

*See Table 1, 5See Table 2
© Obstetric Anaesthetists’ Association / Difficult Airway Society (2015)

Verify successful tracheal intubation
and proceed

Plan extubation

to

Is it essential / safe
proceed with surgery
immediately?*

Wake$

] (Proceed with surgerys$ J

)
al

wLT
& *,0

[ ) a
Qg et

Unanuciealed difficult tracheal intubation-

>




Algorithm 1- safe obstetric general anaesthesia

-

L

Pre-theatre preparation

Airway assessment

Fasting status

Antacid prophylaxis

Intrauterine fetal resuscitation if appropriate

Plan with team

WHO safety checklist / general anaesthetic checklist

Identify senior help, alert if appropriate

Plan equipment for difficult / failed intubation

Plan for / discuss: wake up or proceed with surgery (Table 1)

L 2

-

-

Rapid sequence induction

Check airway equipment, suction, intravenous access

Optimise position — head up / ramping + left utenine displacement
Pre-oxygenate to F;O, = 0.9 / consider nasal oxygenation
Cricoid pressure (10 N increasing to 30 N maximum)

Deliver appropriate induction / neuromuscular blocker doses
Consider facemask ventilation (P___ 20 cmH,0)

L 2

-

L

1% intubation attempt
If poor view of larynx optimise attempt by:
* reducing / removing cricoid pressure
= external laryngeal manipulation
= repositioning head / neck
« using bougie / stylet

Ventilate with facemask
Communicate with assistant

Fail [

J

Success

= Plan extubation

2™ intubation attempt
Consider:
« alternative laryngoscope
* removing cricoid pressure
3" Intubation attempt only by experienced colleague

Verify successful tracheal intubation
Proceed with anaesthesia and surgery

Fail W

Follow Algorithm 2 — obstetric failed tracheal intubation

© Obstetric Anaesthetists’ Association / Difficult Airway Society (2015)

Unanhciealed difficult tracheal intubation-
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% © Obstetric Anaesthetists’ Association / Difficult Airway Society (2015)




Plan A: Inith

Pre-oxyg
Cricoid ford
Direct larys
Neck fiex
Laryngos|
External
by laryng|
Vocal cof
If poor view
Reduce
Introduce]
andor Al

Plan C: Mai
oxygenation
postponeme
surgery and

Use facf
1or2p|
(with or
Consich
ventilati

(e.0.5p0)

Plan D: Res

‘can't intuba

Failed i
anaesthetisd

Unanllcwﬁled difficult tracheal intubation - during ragld Sequence ¥ 1 |

Unanticipated difficult tracheal intubation-

Algorithm 2 — obstetric failed tracheal intubation

Declare failed intubation
Theatre team to call for help
Priority is to maintain oxygenation

Supraglottic airway device

(2 generation preferable) Consider:

Remove cricoid pressure during insertion
(maximum 2 attempts)

Facemask +/- oropharyngeal airway

« 2-person facemask technique
+ Reducing / removing cricoid pressure

Is adequate
oxygenation possible?

Follow Algorithm 3 Is it
Can’t intubate, essential / safe

can’t oxygenate
immediately?*

to proceed with surgery

:-. ............... sessmsscsrtsasnnnnnt st saTnnns e s + ............. e NN E e eIt E RSN N SRRt NSRS ER IS ceressannarann -‘:

( wae )

[ Proceed with surgery$ J

*See Table 1, iSee Table 2
© Obstetric Anaesthetists’ Association / Difficult Airway Society (2015)
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*See Table 1, $See Table 2

% © Obstetric Anaesthetists’ Association / Difficult Airway Society (2015)




Di
lary|

Plan A: Initial tract

P

Cricoid force: 10!

Direct laryngoscd)
Neck flexion an
Laryngoscopy
External laryng:
by laryngoscopi|

‘Vocal cords opd
If poor view:
Reduce cricoid
Introducer (bou
and/or Alternat

Plan C: Maintenan
oxygenation, ventil
postponement of

surgery and awake

Use face masl
1 or 2 person
(with oral + nal
Consider redul
wventilation diffi

(e.9. Sp0O; < 90"

LMAT™
Reduce cricd
Oxygenate

failed ve

Plan D: Rescua te:
"can't intubate, can

Failed intubati
anaesthetised pati

faile

falled

LMA™|
Maxim
Reducd

“can'

Plan D: Rescus
“can't intubate, ¢

Cannula cricothy,
Equipment: Kink ressta
Pat (Cook) o Ravusei
igh-pressure ventiatol

2. Maintain position of o
3

20mi syringe
4. Attach ventiaton sye}

Algorithm 3 — can’t intubate, can’t oxygenate

Declare emergency to theatre team
Call additional specialist help (ENT surgeon, intensivist)
Give 100% oxygen
Exclude laryngospasm — ensure neuromuscular blockade

-

Perform front-of-neck procedure

Is oxygenation
restored?

Maternal advanced life support Is it

Perimortem caesarean section essential / safe
to proceed with surgery

immediately?*

Unanticipated difficult tracheal intubation-

[ Wake$ ] (Proceed with surgery5)

*See Table 1, §See Table 2
© Obstetric Anaesthetists’ Association / Difficult Airway Society (2015)

Unanticipated difficult tracheal intubation - during rapid sequence I ] N -

intubation

[ P,
intubation
ssible

al detector

e it out”
-

—

cle
intubation
bt

jc,nasal

fsurge
rgery

r LMA™

Diffcul Arwey

Flawcnan 2204

[ Z o m— o) = |

*See Table 1, ‘See Table 2

% © Obstetric Anaesthetists’ Association / Difficult Airway Society (2015)




I Unanticipated difficult tracheal intubation.

Fal
anaes

SLT
K) "I,

W APA Difficult mask ventilation (MV) — during routine
e 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 Iift/jaw thrust « Circuit - - -
= 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 technigue isolate from anaesthetic machine promptly

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

- Light anaesthesia Deepen anaesthesia (Propofol first line)

* Laryngospasm J L If relaxant given — intubate

+ If intubation not successful, go to unanticipated
difficult tracheal intubation algorithm

= Gastric distension — pass OG/NG tube

Assess for cause of difficult mask ventilation 1 Maintain anaesthesia/CPAP ]

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

-@ Continue
f I -
+ Insert SAD (e.g. LMA™) — not > 3 attempts Consider. = -
= Consider nasopharyngeal airway Good airway l o SAD (e.g. LMA )m@lpomhona’blockage
« Release cricoid pressure Sp0o, >80% * Equipment malfunction

« Bronchospasm
\- Pneumothorax

INi

I Succeed Proceed

Wake up patient J

Ve
Attempt intubation
+ Consider paralysis
I Eail Go to scenario cannot intubate]

SpO, <80%

p

cannot ventilate (CICV)

o1

| SAD = supraglottic airway device |

! !4 *See Table 1, *See Table 2
© Obstetric Anaesthetists’ Association / Difficult Airway Society (2015)
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Unanticipated difficult tracheal intubation-
e e e

Unanticipated difficult tracheal intubation - during rapid sequence I 1

| S55 APA Unanticipated difficult tracheal intubation — during routine %%
Bl induction of anaesthesia in a child aged 1 to 8 years

Ej - 0 eal intubation
A Difficult direct laryngoscopy ‘ ?r:\;?n1t2?n/;ﬁ;zgte;e2ir;d ‘ Call for help —

R
£ raph
5rR 3 g - = - - ageal detector
—. Step A Initial tracheal intubation plan when mask ventilation is satist Ensure: Oxygenation, anaesthesia, CPAP, management of gastric distension with OG/NG tube | ke et
) r . ™
Direct laryngoscopy — not > 4 attempts Verify ETT position n, Y
Check: » Capnography nzgus.cnlleuhamn
. 5 : = Visual if possible | ——
Neck flexion and hegd extension Tracheal intubation g | tP
- Laryngoscopy technique usculatnon
+ External laryngeal manipulation — remove or adjust If ETT too small consider using —
+ Vocal cords open and immobile (adequate paralysis) throat pack and tie to ETT R
If poor view — consider bougie, straight blade laryngoscope™ and/or smaller ETT If in doubt, take ETT out

' . J

( Failed intubation with good oxygenation ]

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 P‘;:tkpeo:: :::iii?r J
+ Oxygenate and ventilate * Assess safety of proceeding with surgery using a

- Consider increasing size of SAD (e.g. LMA™) once if ventilation SAD (e.g. LMA™) m

inadequate
: l Proceed with surgery ]
Failed oxygenation e.g. SpO, <90% with FiO_ 1.0
( ve 9- 5PY, ’ 2 ] * Consider 1 attempt - Verify intubation, leave
at FOI via SAD SAD (e.g. LMA™) in place
(e.g. LMA™) and proceed with surgery
+ Convert to face mask h ' ~ ’ ]
« Optimise head position Gailed intubation via SAD (e.g. LMA"“]/ Postpone surgery
+ Oxygenate and ventilate [ A Wake up patient
+ Ventilate using two person bag mask technique, - Succeed
CPAP and oro/nasopharyngeal airway
» Manage gastric d|ste|_15|o_n with OG/NG tube Failed ventilation and oxygenation 0 (Go to scenario t_:annot intubate
* Reverse non-depolarisating relaxant y J k cannot ventilate (CICV)
Following intubation attempts, consider ~ « Trauma to the airway * Extubation in a controlled setting *Consider using indirect larygoscope if experienced in their use | SAD = supraglottic airway device |
surgery®
| = S E—— P ——— kg I
% *See Table 1, 5See Table 2
© Obstetric Anaesthetists’ Association / Difficult Airway Society (2015)
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Unanticipated difficult tracheal intubation - during rapid sequence

Unanticipated difficult tracheal intubation-
during routine induction of anaesthesia in an adult patient

O3 APA

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

SLT
K) "l,

L ) -
g st

Failed intubation

inadequate ventilation ‘
Step A Continue to attempt oxygenation and ventilation

« Fi0,10

+ 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%

(If rocuronium or vecuronium used, consider suggamadex (16mg/kg) for full reversal )

)

(Prepare for rescue techniques in case child deteriorates

Step C Airway rescue techniques for CICV (SpO, <80% and

falling) and/or heart rate decreasing

Give 100% oxygen

Call for help again if not arrived

>

Call for help 2

UJ

' Cannula cricothyroidotomy
Extend the neck (shoulder roll)
Stabilise larynx with non-dominant hand

.

.

.

'mwuuu i

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

AIm In a caudad direction

.

-
Consider:
* Surgical tracheostomy

ENT available I':

Call for specialist
ENT assistance

-

Percutaneous cannula
cricothyroidotomy /
transtracheal jet ventilation
(pressure limited)

— (-

ENT not available

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

Confirm position by air aspiration using
a syringe with saline

Connect to either:

» adjustable pressure limiting

device, set to lowest delivery

(

Continue jet ventilation set to lowest
delivery pressure until wake up or
kdeﬁnitive airway established

pressure
or
+ 4Bar O, source with a flowmeter

(match flow I/min to child’s age)
and Y connector

f. Perform surgical cricothyroidotomy /
transtracheal and insertion of ETT /
tracheostomy tube™

» Consider passive O, insufflation

*Note: Cricothyroidotomy techniques can have serious complications and training is required —
only use In life-threatening situations and convert to a definitive airway as soon as possible

while preparing

Cautiously increase inflation pressure/flow
rate to achieve adequate chest expansion
Wait for full expiration before next inflation

Maintain uper airway patency to aid

expiration
J .

SAD = supraglottic airway device

I =

© Obstelric Anaesthetists' Association / Difiicull Airway Society (2015) -




I Unanticipated difficult tracheal intubation-

=T

m[ DAS Extubation Guidelines: Basic algorithm J
=
c . " B ~\
o Step 1 Airway risk factors | General risk factors
) P Ia n Known difficult airway i Cardiovascular
Plan extubation Airway deterioration (trauma, 1 Respiratory
If . . |
. Assess airway and general risk factors oedema or bleeding) ' Neurological
g Restricted airway access ] Metabolic
d Obe_SiW / O_SA | Special surgical requirements
kASDITaUOH risk | Special medical conditions
""""""""""""""""""""""""""""""""""""""""""""""""""""""" ——————————
Step 2 Optimise patient factors ' Optimise other factors
P Prepare Cardiovascular . Location
Prepare for Optimise patient and other factors Respiratory I Skilled help / assistance
extubation Metabolic / temperature i Monitoring
. - Neuromuscular ] Equipment
ﬁr Risk Stratify % L | y
: Low risk ‘At risk’
1 Fasted Ability to oxygenate uncertain
Uncomplicated airway Reintubation potentially difficult
No general risk factors and/or general risk factors present
Step 3
Perform Low risk algorithm ‘At risk’ algorithm
extubation
4 Safe transfer | Analgesia
Step Handover / communication } Staffing
- . | .
Postextubation Recovery or HDU I ICU 0, and airway management ! Equipment
care Observation and monitoring 1 Documentation
General medical and surgical management
Ol 4,
;@
My Difficult Airway Society Extubation Algorithm 2011

—

J L—zg =J g
g 5||%
g 3)8

U

WU

—— I .




U

H
£

Juuy

2z
i

i

P |
]
d Step 1 [ h rLt'.".n.r risk extubation
0O
p . P I a n Fasted
Plan extubation Assess airway and general risk factors Uncomplicated airway
' — / No General risk factors
# \.
( 1 = .
1 Step 2 h Optimise patient factors ' Optimise other factors
p P I'e pa I'e Cardiovascular ! Location
Prepare for Optimise patient and other factors Respiratory | Skilled help / assistance
extubation \ J Metabolic / temperature i Monitoring
[ | [ | Neuromuscular \ Equipment
Select deep or awake extubation \. :
St 3 [ Perform Awake Extubation
€ p Preoxygenate with 100% oxygen
Suction as appropriate
Perform Insert a bite block (e.g. rolled gauze)
extubation Position the patient appropriately
Antagonise neuromuscular blockade
= q Establish regular breathing
Deep Extubation Awake Extubation Ensure adequate spontaneous ventilation
Minimise head and neck movements
n Wait until awake (eye opening/obeying commands)
an Advanced technique Apply positive pressure, deflate the cuff & remove tube
Experience essential Provide 100% oxygen )
Vigilance until fully awake Check airway patency and adequacy of breathing
Continue oxygen supplementation

Safe transfer | Analgesia
Step 4 Handover / communication | Staffing
Postextubation Recove ry a nd fouow u p 0, and airway management i Equipment

Observation and monitoring 1 Documentation

care

General medical and surgical management

The technique described for awake extubation is a suggested approach.
A Practice may vary in experienced hands.

>
@ Difficult Airway Society Extubation Algonthm 2011

& oos oo IDm O

% *See Table 1, *See Table 2
© Obstetric Anaesthetists’ Association / Difficult Airway Society (2015)




Step 1

Plan extubation

Step 2

Prepare for
extubation

Step 3

Perform
extubation

S Extubation Guidelines: ‘At risk’ algorithm

4 n .
‘At risk’ extubation
Ability to oxygenate uncertain

Reintubation potentially difficult
and/or general risk factors present

n
Key question: is it safe to remove the tube?

Plan

Assess airway and general risk factors

Prepare

Optimise patient and other factors

v

y =/

Neuromuscular
.

r
________________________________ p,
rOptimi.?’-e patient factors | Optimise other factors N
Cardiovascular i Location
Respiratory I Skilled help / assistance "_
Metabolic / temperature ! Monitoring ]
! Equipment

D

i i b ¢ a

D

Advanced Techniques* D

Awake F

= 1 Laryr_lgeal n_wsk ex_change Px?sgx;jne Tracheostomy g
extubation 2 Remifentanil technigue extubation B

3 Airway Exchange Catheter

Step 4

Postextubation

Recovery / HDU / ICU

care

*Advanced techniques: require training and experience

LT
)

cynt

m&
® “  Difficult Airway Society Extubation Algorithm 2011

Safe transfer

Handover / communication
0, and airway management
Observation and monitoring

General medical and surgical management

Analgesia
Staffing
Equipment

I
I
1
I
I
1
I .
) Documentation

e st ap— @
.

Dificut Arwey Flawcnan 2204 Ociet
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Unanticipated difficult tracheal intub
induction of anaestheia in non;

DAS Extubation Guidelines: Low risk algorithm

Step 1 [

Plan ]

Low risk extubation

Fasted
Uncomplicated aitway

Unanticipated

c general anaesthesia

during routine induction of anaesthesia in an adult patient

difficult tracheal intubation-

Plan extubation Assess ainway and general risk factors
Direct # Any Direct Any Call
laryngoscapy prabl . Plan with team laryngoscopy problems for help
Sten 2 Cardiovascular i L WHO safety checkist / general anaesthetic checkiist
P lal tracheal intubation plan Prepare for | Skilled help / assistance. Identify senior help, alert if appropriate
extubation zetabo\m/telmpﬂature i !""‘“’""“, Plan equipment for difficult / failed intubation Plan A: Initial tracheal intubation plan
euromuscaiar | Equpment PIa Tocl G
Pre-oxygenate
SL‘?Q",;‘:;‘::.,;&N;“’::; 2 s shetisatl =1 Step 3 Pertor Avake Exubaton % APA Cannot intubate and cannot ventilate (CICV) in a
- reoxygenate with 100% oxygen 5 -
Neck flexion and head extension o Perform ke S i paralysed anaesthetised child aged 1 to 8 years
Laryngoscopy technique and vector o extubation Posiion the patient approprially Failed intubat
lion - neuromuscular blockade i i i

External laryngeal manipulation I Es‘awsﬁ\s’;ﬁﬁk‘:m:& ade _ Failed intubation ‘ Give 100% oxygen - Call for help

by laryngoscopist i2) Deep Extubation | WATEUCESEENL] Ensure adequate spontaneous ventiation inadequate ventilation

‘Vocal cords open and immobile 2] Minimise head and neck movements

- Advanced technique Apply positive pressure, deflate the cuff & remove tube erify tracheal intubation
F?r‘::‘“ m'd force e Experience essential zgt“x‘:;’a‘ew BEsaraeins Tro,10 ) Visual, if possible
ar:wdf; :t’ain:;“h‘il:\):nﬁ:ns;pe ot Vigilance un;: fully awake Continue oxygen supplementation 2 m:‘;m; :-;H :::xy chy m?ew gm.lu';«A 2 ) Capnograph
b =  Nentato using two porson bag mask echnique ) Oesophageal detector
Step 4 14 Y P e - Manage gastri distension wilh an OGING fube. In doubt, ake I oul"
" T Handover  communication ! staffing —
Algorithm 3 — can't intut Postextubation Recovery and follow up 5 2 it =
2 Observation and morioring ! Documentation Step B Attempt wake up if maintaining SpO, >80%
General medical and surgical management
Success (troouronium o vocuronium use,consider suggamades (16mako) o ll eversal ) [ xygenation,

Exclude laryngospasm — ensui

Perform front-of-ne

Is oxygenation

Practice may vary in experienced hands.

Diffcut Ainway Socity Extubation Aigorithm 2011

———
* removing cricoid pressure
3 Intubation attempt only by experienced colleague

| e )

o

Failed intubation, increasing hypoxaemia
anaesthetised patient: Rescue techniques for

failed intubation and difficult ventilat}

Face mask

failed oxygenalion with face mask (e
call for

LMAT™ Oxygenate and ventilate patient!

© Obstetric Anaestheti

Difficult Airway Socsty Guideing]

Oxygenate and Vel
Maximum head exte

Maximum jaw thrust
Assistance with masl
Oral 2 6mm nasal air
Reduce cricoid force

Maternal advanced life support

Perimortem caesarean section

Maximur 2 atiempts at insertion
Reduce any cricoid force during insertion

“can't infubate, can't ventiate” si

Fail

Step 1
Plan extubation

Plan ]

Assess airway and general risk factors

Abiity 1o oxygenate uncertain
Reintubation potentially difficult

S Extubati uidelines: ‘At risk’ algorithm

“Atrisk’ extubation

tists’ Association / Difficult Airway S

Call for specialist
ENT assistance

Step C Airway rescue techniques for CICV (SpO,

falling) and/or heart rate decreasing

ENT not available

Call for help again if not arrived

bility and muscle
optic tracheal intubation

{ cannula ericothyroidotomy

+ Extend the neck (shoulder roll

+ Stabilse larynx with non-dominant hand
+ Access the cricoih

gauge cannula
« Amin

Consider:

- Surgicaltracheastomy
* Rigid bronchoscopy + ventiate / jet
ventiaton (pressure

ENTavailable )

imited)

‘Continue jet ventiation set to lowest
Succeed ] o
definiive ainway established

+ Confirm positon by air aspiration using
a syringe with saline
+ Connect to either.
« adjustable pressure fmiting
devico, set to lowest deiivery.

Call for help

Depth of anaesthesia

Percutaneous cannula
cricothyroidotomy /

transiracheal et veniiation

+ 4Bar O, source with a flowmeter
child's age)
and Y connector UsocoRP.
ressureifiow

(pressure lmited)

transiracheal and nsertion of ETT/

+ Consider passive O, insufftion

difficult tracheal i
Jof i

rate o achieve adequate chest expansion
Wait for full expiration before next nfition

+ Maintain uper ainway patency 1o aid
expiration

E——r

— duff | “Note:

in a child aged 1 td

Step 2

Prepare for
extubation

Prepare

d other factors

ise paie

T
Key question: is it safe to remove the tube?
N

Opti
Cardiovascular ! Location
Respratory

Metabolic/ temperature:
Neuromuscular

patient factors | Optimise other factors

Skilld help / assistance
Monitoring
Equipment

¥

¥

Awake
extubation

‘Advanced Techniques®
1 Laryngeal mask exchange
2 Remifentani technique

Postpone
Fd H Tracheostomy.

3 Aiway Exchange Catneter
1

succeed

= oxygenationand

y

Recovery / HDU / ICU

——
=

maintain anaesthesia

arant gvon bl

I iaton ot succossu. o o wordcpotad

Callfor help.

StepC

et SAD (09 LNA™) _riot>3 stempts
 Consrnacopnanygsstsevey

Good airway
—

DAS Extubation Guidelines: Basic algorithm

)—C— -G

Step 1

Plan extubation

Airway risk factors
Known difficult airway
Airway deterioration (trauma,
oedema or bleeding)
Restricted airway access
Obesity / OSA

Aspiration isk

Plan

Assess airway and general risk factors

o (Goto sconaro cannot nubste
Cannot ventiaa (CICV)

General risk factors.
Cardiovascular

Respiratory.

Neurological

Metabolic

Special surgical requirements
Special medical conditions

Safe transfer

Analgesia

| Equpment

" (BGSR s

| &
Chaanstion vt montored

| Stffing

Documentation

Step 2
Prepare for
extubation

d tracheal intubation

‘and stable: Maintain

awaken patient

ituation with increasing hypoxaemia

v

Cannula cricothyroidotomy
Equipment: Kink resistant cannuia, .5
Pat (Cook) or Ravusein (VM)

High-pressuro ventiation systam, o.. Manjot I (VBH)

Technique:

1. Insert canna through cricothyroid memorane

2. Maintai posion of cannu'a - sssistants hand

3. Confirm tracheal positn by ar aspiation -
20misyri

4. Atiacn ventiation system to cannla

5. Commencs cautious ventiation

6. Confirm ventilation of lungs, and exhalation
through upper aiway

7. 1f ventiation fails, or surgical emphyserna or any

fai

Surgical cricothyroidotomy
Equipment: Scalps! - short and rounded
(R0. 20 or Miitrach scalpe)

Small (2.9, 6 or 7 mm) cuffed tracheal
or tracheostomy tube

> | 4-step Technique:

1. Identffy cricothyroid membrane
2.tab incision through skin and membrane
incision with blunt dissection
(2.9. scalpal handle, forcaps or diator)
3. Caudal traction on cricoid cariilage with
tracheal
4.Insert tbe and inflate cuff

to surgical cricothyroidotomy

Verfy tube position and pulmonary ventilation

uss anlyin

2. Canvert to defintive sirway a2 soon as possitie

e cannula vith low-presscre ventlatan may be

3. Postoperative mansgement - ses clher d ficult sinway gudelines and flow-charts
sucesssfulin patient brasthing spentancausly

Diffcul Arwey

Flawcnan 2204

Theatre team to call

for help
Priority is to maintain oxygenation

ptimise patient factors
Cardiovascular

Respirator

Metabolic./ temperature
Neuromuscular

Prepare

Optimise patient and other factors.

Optimise other factors
tion

Skilled help / assistance

Monitoring

Equipment

o]

uba

¥ Riskstratity ¥

No general risk factors

Low risk ‘At risk’
Abilty to oxygenate uncertain
Reintubation potentially difcult
andlor general fisk factors present

Fasted
Uncomplicated ainway

¥

Supraglottic airway device
(24 generation preferable)

Remove cricoid pressure during insertion
(maximum 2 attempts)

Is adequate
oxygenation possible?

Follow Algorithm 3
Can't intubate,
can't oxygenate

essential / safe
to proceed with surge|

care

X =
Step 3
Facemask Perform Low risk algorithm ‘At risk’ algorithm SR achon) niubaton
Cooe extubation 1
- : } } -
Step 4 Safe transfer ! Anaigesia
Handover | communication | Staffing
Postextubation Recovery or HDU / ICU 0, and ainvay management | Equipment
Observation and monitoring | Documentation

Isit

General medical and surgical management

Diffcult Airway Society Extubation Algorithm 2011

(

Wake$

*See Table 1, $See Table 2

© ¢ Association /

y (2015)

t essential / safe
bceed with surgery
mmediately?*

Can't intubate,

Give 100% oxygen

Exclude laryngospasm — ensure
neuromuscular blockade

Front-of-neck access

can't oxygenate

[ Wake$ J (Proceed with surgery$ ]

*See Table 1, ‘See Table 2
© Obstetric Anaesthetists’ Association / Difficult Airway Society (2015)







Lacha?




* Jednoduché
* Efektivne
* Lacné



Celkova anestézia je vzdy bezpecna

EXCLUSIVE DETAILS

-




Rizika?

Anaesthesia explained

People vary in how they interpret words and numbers.
This scale is provided to help.

i e NTI

“eryrare

1in10 1in 100 1in 1,000 1in 10,000 1in 100,000
Someone in Someone in Someone in Someonein Someone in
your family a street avillage a small town a large town

T O

Crystal _ %
Mark hhufff

21828 =/

-

o+

A




Velmi casté a casté rizika

Nauzea & Zvracanie CA RA

Bolesti hrdla
Zavraty a slabost

CA
CARA

Triaska CA RA

Bolesti hlavy
PlUcne infekcie
Svrbenie

CARA
CA
CARA

Bolesti chrbta CA RA
Bolest pri injekcii  CA
Modrina CARA
Zmatenost CA
Strata pamate CA
Problém s mocenim CA RA



/riedkavé & velmi vzacne rizika

Zriedkavé

Dychacie obtiaze @ CA
Poskodenie zubov  CA
Poranenie pier CA
Poranenie jazyka CA
Bdenie CA
Poskodenie rohovky CA
Nervové poskodenie CA RA

Zhorsenie preexistujucich
komorbidit CARA

Velmi vzacne

Zavazna alergia CARA
Poskodenie spinalnych nervov

CARA
Zlyhanie techniky = CA RA
Smrt CARA



CA je pouzitelna u vsetkych pacientov




Je treba rozlisovat

“pouzitelna pre vsetkych”

d

“vhodna pre vsetkych”



BJA Education, 18(2): 52—56 (2018)
\ -'} doi: 10.1016/j.bjae.2017.10.002

Revosdotior Advance Access Publication Date: 27 November 2017

Key points

e Regional anaesthesia (RA) reduces acute pain,

chronic pain after some surgical procedures,

Regiona postoperative nausea and vomiting, and pulmo-
nary complications.

M. Hutton' | pa can reduce length of stay and improve oper-

'Department of ating department throughput. ‘'omen’s College
Hospital, Toront o Although RA confers short-term functional ben-

e s efits, these are generally not sustained.

e Combined general anaesthesia and epidural
analgesia may increase the incidence of adverse
cardiac events.

e Some studies have shown RA to be associated
with a reduction in cancer recurrence, blood-
transfusion requirements, surgical site In-
fections, ICU admission, and mortality; however,
these associations must be treated cautiously.



Chladna logika - tvrdé fakty

* Celkova anestézia je preferovana pre niektorych pacientov

* Regionalna anestézia je preferovana pre niektorych
pacientov

e W WVwe

mame moznost volby

e

b il

<= THAT WAY
+




Zaver

* VSetci regionalni anaesteziologovia su zru€ni aj
v celkovej anestézii

* Celkovi anesteziologovia su zrucni len v
celkovej anestézii

* Ktorého anestezioldga by ste VY chceli aby sa
o Vas staral?



Zaver

* Jetootom, matv
rukave spektrum réznych
zrucnosti

* To znamena, Ze v praxi
mozete prisposobit
anesteziologicku
techniku pre potreby
pacienta




Regionalni anestezioldgovia
su preferovani pred
celkovymi anesteziologmi



Dakujeme
Mr. Hyde!
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