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Zajisteni dychacich cest
Zajisténi pruchodnosti dychacich cest
+

efektivni ventilace/oxygenace

zakladni cil perioperacni péce




Je to tak jednoduche?

m1993-99 (n=93)
2000-12 (n=102)

Obtizné zajisteni/ selhani zajisteni DC patri mezi
nejCastéjsi priciny soudnich sporu v
anesteziologii a je jednou z hlavnich pfricin
perioperacni morbidity a mortality !!!

rhese \Lﬁ%/ -
Preinduction Fig. 1. Ciin S in difficult tracheal intubation claims 0

I d t L] L] 11 1] J(;SWO)
il 1993 to 1999 versus 2000 to 2012. Airway injury and “all other 0%
Extubation in OR outcomes exclude death or permanent brain damage. P < 0.001 2 (92%)
Recovery/PACU ] 3 (100%)

by chi-square test.
Perioperative definec iase (excluding

preinduction) and tin
BD/D, permanent br: *




Zakladni principy zajisteni DC

Zakladni dovednosti anesteziologa, lekare na JIP, urgentnim
prijmu, v prednemochnicCni péci

Ochrana DC + moznost ventilace/oxygenace

Zvolit co nejvice bezpecCnou a nejméne invazivni metodu
zajisteni = individualni pristup !!!

Cilem je vzdy oxygenace !!!




Anatomie dychacich cest

Supragloticke
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https://en.wikipedia.org/wiki/Respiratory_tract

Specifika détskych pacientu

Promir
Dlouhs
Vetsi ¢

Subglc

Revien Newborn Child Adult

Contl'l https://www.futurelearn.com/courses/airvay-matters/0/steps/68695
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1 1 & 1 BioMed Research International
Jozef Klu¢ka, Petr Stouraé, Roman Stoudek, Volume 2015, Article ID 368761, 11 pages *

Michaela Toukalkova,' Hana Harazim,” and Martina Kosinova®  http:/dx.doi.org/10.1155/2015/368761



Poloha hlavy

* lIdealni poloha hlavy = min obstrukce + idealni zobrazeni

aditus laryngis

* |dealni poloha hlavy se méni s vékem pacienta

@3@%

Small child Older child/adull




Optimalni poloha hlavy k zajisteni DC

* Optimalni poloha hlavy je kdyz dojde k paralelnimu usporadani osy larnygu,

pharyngu a dutiny ustni = tzv. Cichaci (sniffing) pozice




Kde je pravda?
A B

Pharyngeal axis
Laryngeal.

Oral axis

Oral axis

.
i.“
]
-
-

Pharyngeal

axis “"{é

Results: Compared with the other head positions, the sniffing position did not improve glottic visualization, success rate
of the first intubation, or intubation time. However, the sniffing position was significantly associated with better Intu-
bation Difficulty Scale compared with the simple head extension position. (RR,1.28; 95% CI, 1.15-1.42; p<0.0001)

Conclusions: Although patients do not benefit from the sniffing position in terms of glottic visualization, success rate of
the first intubation, or intubation time, the sniffing position can still be recommended as the initial head position for

tracheal intubation because the sniffing position provides easier intubation conditions.




Poloha hlavy - navod do praxe

* Tragus (externi zvukovod) v urovni jugula !

An Infant in the “Sniffing Position” A

Glabella — Chin Plane 1

HORIZONTALLY ALIGNED

Neck

2

WIDE AND OPEN

External Auditory Meatus -
Suprasternal Notch Plane 3

HORIZONTALLY ALIGNED

Headrest

Shoulder Roll



https://www.maskinduction.com/

Beyond sniffing (zvySena cichaci poloha) ?

« O38c ha

Comparison n and

further neck| i

Kiran Kumar Gudiv

Chaitanya Prathyus |

Aktualneé neni dostatek dat — prostor K vyzkumu
Neutralni poloha hlavy jen u pacientu s rizikem
& poranéni kréni patefe + pediatrickych pacient. j

HE

Cc U vSech ostatnich Cichaci poloha !!! s.

e / —

‘.-_....-ﬂ...

Hubert J Schmitt , Harald Mang. Head and Neck Elevation Beyond the Sniffing Position Improves Laryngeal View in Cases of Difficult Direct Laryngoscopy. J Clin Anesth . 2002 Aug;14(5):335-8. doi: 10.1016/s0952-
8180(02)00368-9.




Moznosti zajisteni DC

ObliCejova maska
Vzduchovody
Laryngealni tubus
Kombirourka

Laryngealni maska

Trachealni kanyla
Tracheostomie

Koniopunkce/koniotomie

Supraglotické zajisteni
DC

Infragloticke zajisteni
DC




Laryngealni maska

Na trhu pres 30 let (dr. Brain)
Snaha o mensSi invazivitu

Jednodussi zavedeni

Vysoka spolehlivost (selhani 1-2%)
Potencialne vyssi riziko aspirace — nepotvrzeno EBM

Preferovana 2. generace LM — gastricky port

Obtizné zajisténi DC? — Laryngealni maska (SAD 2.

generace 1)

https://en.wikipedia.org/wiki/Archie_Brain https://www.howequipmentworks.com/Ima_history/ *


https://en.wikipedia.org/wiki/Archie_Brain
https://www.howequipmentworks.com/lma_history/

Kdy pc masku?

* Pacient s min. rizikem a; i operacni vykon)

* Pristup k dychacim cest
* Obtizné zajisteni dychag

The Laryngoscope
© 2012 The American Laryy

Pt MINERVA ANESTESIOL 2007;73:33-7
i ""' . Rhinological and Otological

Laryngealni maska
B Riziko pacient

nefit presahuje riziko !!!
ologického tymu +
ratera

pure exhibitionism or a valid technique

P SPC

Laparoscopic Surgical Proceaures unaer uene
Random Comparative Study

111 P.I.Ull.\., PUDJ.I..LU.I.].-

Suchita Shailesh Parikh, Shivam Bipin Parekh,' Chaula Doshi, and Varsha /i N. WEKSLER T, M. KLEIN 1, V. ROZENTSVEIG 1, D. WEKSLER 2

C. SIDELNIK T, M. LOTTAN 3, G. M. GURMAN |

v




Joumal of Clinical Anesthesia 36 (2017) 142-150

Contents lists available at ScienceDirect

Journal of Clinical Anesthesia

Review

the effect of endotracheal tubes versus laryngeal mask @®

“rossMark:

Comparison of laryngeal mask airway vs tracheal intubation: a ) ) ) _ _
systematic review on airway comp[icationsﬁ' alrways on perloperatlve resplratory adverse events in

Babette F. van Esch, MD, PhD, (Candidate) **!, Inge Stegeman, MD, PhD, (Clinical Epidemiologist) > infants: a randomised controlled trial
Adriana. L. Smit, MD, PhD, (Otorhinolaryngologist) >!
The

Table 6 RR7-06 [ LMA
Comparison of the LMA Supreme with the TT for incidence on sore throat, dysphagia, and >0 (95% Cl6 EETT
i 2:93-17.06),
dysphonia p<0-0001)
Study N Time interval (h) Incidence of airway P 404
complications RR2.98
(95% ClI
LMA (%) TT (%) 1-43-6-19),
= 304 p=0-002
Sore throat <
Abdi et al 2010 [27] 138 O 19 32 <.05 § - | .

* Vyssi vyskyt bolesti v krku, pooperacniho kasle, desaturace, dysfonle
Di a dysfagie pri trachealni intubaci. ,
, Pokud mozno preferuj LM pred trachealni intubaci (mensi invazivita) u 1
T vSech pacientu

s.

Total 138 <1 16 (12) 47 (34) k| I=endotracheal tubes.




Trachealni intubace

Zlaty standard zajistéeni dychacich cest
Invazivni metoda

Vyzaduje zkuSenost - K dosazeni > 90% uspésnosti (10

neuspésnych ze 100 intubaci!!l) min. 50 pokusu

Zavedeni trachealni kanyly mezi hlasové vazy (infragloticky)
Prima laryngoskopie (event. bronchoskopie) — kontrola zraku
Videolaryngoskopie — kamera na konci lzice

Ovéreni korektni pozice v trachey = kapnometrie/kapnografie



https://www.rcoa.ac.uk/safety-standards-quality/guidance-resources/capnography-no-trace-wrong-place


Balonkove vs. bezbalonkove kanyly u
pediatrickych pacientu?

* U pediatrickych pacientu je nejuzSi misto subgloticky

* Fragilni sliznice je nachylna na poranéeni = otok = post-extubacni stridor

. etsKych pacientu et pouzi jenom bezbalonkove Kanyly 77 :

Pediatric Pulmonology 51:267-271 (2016)

|ldealni stav -kanyla bez balonku

SkuteCny stav Age-Based Analysis of Pediatric Upper Airway
Dimensions Using Computed Tomography Imaging

LEAK Tariq M. Wani, mpo,"* Bruno Bissonnette, up,"2 Mahmoud Rafiq Malik, wpo,> Don Hayes Jr., up,*
Archana S. Ramesh, np,' Mazen Al Sohaibani, mp,® and Joseph D. Tobias, o'

. AP Diameter

r‘ );rransverse Diameter
. L] I.‘: 'f 1
Riziko & '
ke |
i '

poskozeni
sliznice

Fig. 4. CT image of airway in transverse plane at subglottis.



Table 9 Peri-oj
Values number

Peri-operative re!
Laryngospasm
Bronchospasm
Severe persiste

DF.!--\+| vt

Anaesthesia 2018, 73, 160-168

doi:10.1111/anae. 14113

Original Article

Cuffed Endotracheal Tube Use in Children: Times
(and Minds) Are ‘A Changing*

Donald H. Shaffner, MD

John J. McCloskey, MD

Jamie McElrath Schwartz, MD

Division of Pediatric Anesthesiology and Critical Care
Medicine

Department of Anesthesiology and Critical Care Medicine

Johns Hopkins University School of Medicine

Baltimore, MD

e are surprised that a controversy persists regarding
the use of cuffed versus uncuffed endotracheal
tubes (ETTs) in children. In this issue of Pediatric

Critical Care Medicine, Mizuguchi et al (1) provide more ev-
idence that children’s unner airwav anatomv is not consistent

most rostral part (1, 2, 4, 5). These findings, similar to Mizugu-
chietal (1), that demonstrated the cricoid ring to be greater in
diameter as compared with the infraglottic area led to changes
in the perceptions about airway anatomy in children under 8
years old and laid the ground work for investigations that show
that cuffed ETTs can be used safely both in the pediatric OR
and ICU and are preferred by pediatric anesthesiologists (6-9).

The benefits of cuffed ETTs for children include the decreased
need for tube exchanges (in the OR, the PICU, and on transport),
increased effectiveness of delivering positive pressure ventilation
when pulmonary compliance worsens, increased protection from
microaspiration, less gas pollution in the OR, accurate capnogra-
phy, and reliable tidal volumes (10-13). However, there are some
potential pitfalls to the acceptance of cuffed endotracheal for pe-

ncuffed groups.

tio

-18.4)

7 L\

Ai  Balonkové trachealni kanyly jsou bezpecné u vSech pediatrickych pacientu a

Ar

Follc
Sore throat
Hoarse voice

manzete a udrzovat <20 cmH,O) !!!

ETTs in the pediatric ORs due to space limitations.

5 (9.6%)

9 (26.5%)

Pressure support and tube compensation may be ventilator strat-

0.046

>t vedou k redukci airway-related komplikaci (podminkou je méfit tlak v obturaéni

-21.0)

3.4 (1.0-11.2)



Specificke situace

= = ey @

Specifické situace v airway managementu (kazdodenni):
* Bleskovy uvod

* Obtizne zajisteni DC

v i




Bleskovy uvod

3. Doporuceni pro neodkladné vykony

e U pacientii podstupujicich neodkladné vykony je vZdy treba postupovat jako u vykont ,,s plnym
zaludkem* a zvolit tzv. bleskovy uvod do anestezie (rapid sequence induction).

Ceska spole¢nost anesteziologie, resuscitace a intenzivni mediciny
CLS JEP

DOPORUCENI PRO OMEZOVANI
PRIJMU TEKUTIN A STRAVY PRED
ANESTEZIOLOGICKOU PECI




Co je bleskovy uvod?

* Soubor opatfeni a postupu s cilem minimalizovat riziko

aspirace a regurgitace

« Stept and Safar 1970 R opental +

sukcinylcholin, Sellicku ovou trachealni

kanylou, bez manualni

BREATHE

https://www.keepcalmandposters.com/poster/633915_keep_calm_and_dont_breathe *



https://www.keepcalmandposters.com/poster/633915_keep_calm_and_dont_breathe

Ventilace v uvodu do RSI u deti ???

Pediatric Anesthesia

Pediatric Anesthesia ISSN 1155-5645

REVIEW ARTICLE

Rapid sequence induction has no use in pediatric anesthesia
Thomas Engelhardt

Department of Anaesthesia, Royal Aberdeen Children’s Hospital, Aberdeen, UK

Table
oL opU2 mnn
Age (years) 80-89% <80% <60 min~" Difficult intubation
Controlled RSl (32) n = 1001 0-22.4 (8.9) 0.5* 0.3* 0.0 03
‘Classical” RSII (30) n = 1071 3-12(8.1) 1.9 1.8 0.8 1.7

*These 8 patients had a median age of 0.8 years and an ASA-PS >3. The majority of patients were compromised preoperatively (hemorrhagic
shock, pulmonary hemorrhage/edema, pleural effusions, and severe anemia).




Ditée neni zmenseny
dospely?!?

Fig. 1

Bag-mask ventilation in rapid sequence
induction

A survey of current practice among members of the [ Never (25%)

UK Difficult Airway Society

M Occasionally, if the clinical
situation dictates (67%)

O Frequently (6%)

James P.R. Brown and Gavin C. Werrett

From the BC Women's Hospital, Vancouver, British Columbia, Canada (JPRB)
and Derriford Hospital, Plymouth, UK (GCW)

Al 3Y
Correspondence to Dr James P.R. Brown, Department of Anesthesia, BC D Always (3%)
Women's Hospital, 4500, Oak Street, Vancovuer, BC. V6H 3V5 Canada
E-mail: james.brown@cw.bc.ca

Published online 22 April 2015
Pie-chart demonstrating responses to how frequently do you bag mask

CME

mnAE_ ' 1 ™ ___" S . . - - B__ B__ _a%®___ _ __ R B__2__NB. _ 2% _ __ _

Az 85% respondentu pouziva modifikovany RSI =
manualni ventilaci

—-——————y e e i —a f e e - —

-————— ce—-

Nathaniel D. Mercaldo, MS,# and Warren S. Sandberg, MD, PhD*




EJA Eur J Anaesthesiol 2020; 37:435-442

[open]

ORIGINAL ARTICLE

Rapid sequence induction
An international survey

Jozef Klucka®, Martina Kosinova*®, Kai Zacharowski, Stefan De Hert, Milan Kratochvil,
Michaela Toukalkova, Roman Stoudek, Hana Zelinkova and Petr Stourac

Do you ventilate the patient via face mask before anaesthesia induction (before first intubation attempt)?

70% —
60% — 57.2%
50% —
41.4%

40% — 35.5% 35.9%
30% —
20% —| 17.1%

o | 0
10% 3.7% 3.6% 5.6%
0o O

Yes, in all patients Yes, in high risk patients but No, manual ventilation is Un decided
with limited inspiratory pressure contraindicated during RSI
(<12cm H,0)

m Adult = Paed

Do you ventilate the patient via face mask before anaesthesia induction (before first intubation attempt)?




Co je spravne?
Preoxygenovat !!!

100+

e

95«
90-

854

804 +

754 ';
Preoxygenuj vSechny pacienty 3-5 minut 100 O2 (mozno pouzit CPAP jestli

toleruji)/ 8 dechu vitalni kapacity (1 minuta). V pfipadé potfeby (desaturace)
mozno pouzit inspiracni tlak do 12-15cm H,O (fizena ventilace)

L ruancnen O KeinkKing ¥ >Cnwangere D crhwacnsene
Zander R (2005) Physiology and clinical relevance of hyperoxygenation. Anasthesiol Intensivmed NotfallmedSchmerzther 40:616-623 *

0,-Séttigung (%)




1918 - 19886

Sallick mw

Sellickuv hmat

i ProbymugHeRaR Lk T
T A wil E Ll R s ot FLRAL N Bt

* Tlak na prstencovou chrupavku — okluze jicnu
* 10 N pri védomi — 30 N po indukci do anestezie

* Az v 70% aplikovan nekorektne (napr. az po indukci)

[ N utn O pOVOI it p‘r"i a ktivn I’m ZV ra Ce n I’ (riZi kO ru ptu ry Fig. 3 The Sellick Manoeuvre for applying Cricoid Pressure (reproduced

with kind permission of the Lancet 1961:2:404).
jicnu)
* Neexistuji EBM (RCT) data potvrzujici jeho ucinnost

* Tak proC€ pouzivame?

https://litfl. com/brian-arthur-sellick/



https://litfl.com/brian-arthur-sellick/
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JAMA Surgery | Original Investigation

Effect of Cricoid Pressure Compared With a Sham Procedure

in the Rapid Sequence Induction of Anesthesia

The IRIS Randomized Clinical Trial

PhD: Sabine Roche, MD: Alexand

lie Biren : David Hajage, MD, lexandre Ntouba, MD; Mathilde Eurin, MD;
il vi D, PhD; Aurélien Rohn, MD; Vincent Compere, MD, PhD; Dan Benhamou, MD;
'mi Menut, MD; Sabiha Benachi, MD; Frangois Lenfant, runo Rit

, MD, PhD; Bruno Riou,

IRIS trial

. MD, PhD;

Figure 2. Comparison of the Incidence of Pulmanary Aspiration (Primary End Point) Between the Sellick Group and the Sham Group

No. of Events/Total No. (%) Relative Risk Sham|: Sellick
Sellick Sham (90% Cl) Better]: Better PValue
Intention-to-treat analysis  10/1784 (0.6) 9/1736(0.5) 0.90(0.39-1.99) E .14
Per-protocol analysis 10/1729(0.6) 9/1730(0.5) 0.90(0.39-2.00) : .14
: 1
!

I T T T T T T |
0.3 _|1 15 2

Relative Risk (90% CI)

Table 2. Tracheal Intubation and Extubation

No. (%)
Sellick Group Sham Group
Variable (n=1735) (n=1736) P Value
Tracheal intubation
Intubation time, median (IQR), s 27 (19-40) 23 (15-37) <.001
Intubation time >30 s 792 (47) 677 (40) <.001
Studie neprokazala noninferioritu v kontrolni skupiné

(nizsi vyskyt aspirace = underpowered).
Sellickuv hmat vedl k prolongaci intubace a horSim
iIntubacnim podminkam !!!

Missing values, NO. NA

Improvement in Cormack and Lehane Grade 152 (62) 28 (33)

after cricoid pressure interruption L




EJA Eur J Anaesthesiol 2020; 37:435—-442

[open]
ORIGINAL ARTICLE

Rapid sequence induction
An international survey

Jozef Klucka®, Martina Kosinova™, Kai Zacharowski, Stefan De Hert, Milan Kratochuvil,
Michaela Toukalkova, Roman Stoudek, Hana Zelinkova and Petr Stourac

Do you use Sellick manoeuvre in rapid sequence induction?

0.7%



https://www.franksonnenbergonline.com/blog/are-you-blurring-the-line-between-right-and-wrong/

Originalien

Anaesthesist 2018 - 67:568-583 C.Eichelsbacher' - H. llper’ - R. Noppens® - J. Hinkelbein® - T. Loop®

https://doi.org/10.1007 *-~7* " ~re ~asn 2

engegangen: 7.0:2er - Ayyforund der nichtvorhandenen, wis-

Uberarbeitet: 23. April 2
Angenommen: 3. Mai 2!

etz o u S€Nschaftlichen Evidenz fir eine Reduk-

© Springer Medizin Verl

seringerhawre 2018 tion der Aspiration durch die Anwen-
@CmssMark dung des Krikoiddrucks sowie der er-
heblichen, potenziell schidigenden Ne-
benwirkungen und der negativen Beein-
flussung der Sicht auf die Epiglottis sollte
der Krikoiddruck nicht angewandt wer-
den.

anasthesiologische Management

rsitdt Mainz, Mainz,

{linikum Frankfurt,

1KéIn (ASR), Kéln,

Freiburg im Breisgau,

)n and
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praktische




* Heterogenni skupina — obtizna ventilace obliCejovou maskou, obtizné zavedeni

laryngealni masky, obtizna intubace, situace cannot intubate/cannot oxygenate

* Vyskyt 0,1-10% (desaturace, bradykardie)

Biomed Pap Med Fac Univ Palacky Olomouc Czech Repub. 2020; 164:XX.

Difficult airway prediction in paediatric anaesthesia (Diffair):
prospective observational study

Jozef Klucka**, Martina Kosinova®, Milan Kratochvil®, Lukas Marecek?, Petra Kovalcikova®, Milan Urik¢, Petr Stourac®




DOPORUCENY POSTUP
Zajisténi obtiznych dychacich cest
u dOS ) él ’Ch a déti Anest intenziv Med. 2019;30:173-186

oBee,

(INAA . Has a¢ P7,

Vymazal %
-
* Fibroopticka intubace pfi véd
* Videolaryngoskopie event. F ‘ I M

pres supraglotickou pomuck

dospély 2. moznost) AN D
it oxygenate
OXYG E NAT E ce BACT (>12 let)

A ventilace (< 12 let) event

Ocekavané obtizng ntizné zajisteni DC

* Pfiprava + plan maskou

ngoskop

* Oxygenace — obliCejova ma
* Chirurgicka koniopunkce BA!

* Rigidni BSK + tryskova venti

koniopunkce (< 12 let) e

KeepCalmAndPosters.com



Situace cannot intubate/cannot oxvgenate (CICO)

E@‘ Failed intubation, failed oxygenation in
2015 the paralysed, anaesthetised patient

CALL FOR HELP

Continue 100% O,
Declare CICO

Based on the sunple descnptmn of stab tw1st bougie,

tube’, the ScalpelCric is meant to facilitate the execution of
the scalpel technique.

- \ [ 4 @J : ”_X {
il

1. stab 2. twist 3. bougie 4. tube

https://www.vbm-medical.com/products/airway-management/surgical-cricothyrotomy-
scalpelcric/

C. Frerk, V. S. Mitchell, A. F. McNarry, C. Mendonca, R. Bhagrath, / k J rrking group. Difficult Airway Society 2015 guidelin r
management of unanticipated difficult intubation in adults. British Jc



Chirurgicka koniopunkce - BACT

Hindawi

BioMed Research International

Volume 2017, Article ID 4215159, 6 pages
https://doi.org/10.1155/2017/4215159

Hindawi

BioMedd®esearch International

600

500 4 3
400 -

300 4.0

Time (sec)
Time (sec)

2004 i1l

100 - -

Number of animals Number of animals

TracheoQuick Plus group

F1GURE 3: Hist. of distribution of the procedure duration between the groups.

T, -
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A SUMMARY FOR EMERGENCY TRACHEAL INTUBATION OF THE ADULT COVID-19 PATIENT

Tracheal intubation of the patient with COVID-19 is a high-risk procedure for staff, irrespective of the clinical severity
of disease.

In severe COVID-19 it is also a high-risk procedure for the patient.

Limit staff present at tracheal intubation: one intubator; one assistant; and one to administer drugs and monitor
the patient. A runner should be outside the room.

Create a COVID-19 tracheal intubation trolley or pack that can be used in ICU or elsewhere.

Wear full personal protective equipment (PPE) at all times. Consider double gloving. Defog goggles and/or eye wear
if possible Tt e ' : .

Intubate i
Know and
Take the &
Prepare al
Plan how
The best s
Be safe, a
patients a

ailable.

se risk to sick

Use reliak
according
a  Pre
o Vidi
o 2-p

Je may differ

3-5 minutes.

o Ase

Place a HI
Avoid aer(

ng.
choscopy and
tracheal s
Establish
Use RSIw

1al intubation.

To avoid ¢
lar blockade

Paralyse ¢ .

before at -\-H"l-\.\_ =

Have a va: ta e

Do not fac eded.

Intubate v on port.
:aring PPE.

Inflate the
Confirm t1 I e s :ardiac arrest.
Avoid circ

Clamp tuk

Use a star

Communi quate volume
without shouting.

Place a nasogastric tube after tracheal intubation is completed and ventilation established safely.

If COVID-19 status not already confirmed take a deep tracheal aspirate for virology using closed suction.

Discard disposable equipment safely after use. Decontaminate reusable equipment fully and according to

Pass the c

manufacturer’s instructions.

After leaving the room ensure doffing of PPE is meticulous.

Clean the room 20 minutes after tracheal intubation (or last aerosol-generating procedure).

A visual record of ease of tracheal intubation should be prominently visible in the patient’s room.

If airway difficulty occurs the subsequent plan should be displayed in the room and communicated between shifts.

Figure 1 One-page summary for emergency tracheal intubation of the coronavirus disease 2019 patient.
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Emergency tracheal intubation checklist
COVID-19

Personal Protective
Equipment

Pranara far Nifficnilhy

Prepare EquipFPnf

OUTSIDE RO

PPE - be thorough, don't rush
0 Wash hands
0 Buddy with checklist
U Puton PPE
U Long sleeved gown
QO FFP3 (or equivalent) mask
U Gloves
O Eyewear
O Headwear and wipeable shoes as
per local protocol
Q Final buddy check
O Names on visors

U Allocate roles:
A: Team leader and intubator
B: Cricoid force and intubator’s
assistant
C: Drugs, monitor, timer
D: Runner (outside)
Decide who will do eFONA

O How does runner contact further help
if required?

O Check kit (kit dump)

Q Do you have all the drugs rf

O Weight?

Q Allergies?

0 Mapleson C with HME]
(preferred to BVM)
0 Catheter mount
U Guedel airways
1 Working suction
U Videolaryngoscope
U Bougie/stylet
U Tracheal tubes x2
1 Ties and syringe
3 In-line suction ready
O Tube clamp
0 2nd generation SGA
U eFONA set available

BE CAREFUL
BE AWARE
BE SAFE

U Ketamine (or other)
U Muscle relaxant
0 Vasopressor/inotrope
U Maintenance sedation

Figure 7 Emergencytracheal intubation checklistin a patient with coronavirus disease 2019. Adapted from [20] with permission.

Post-procedure and

Safety

AFTER AND LEAVIN

U Airway management
O Inflate cuff before any ventilating
3 Check waveform capnography
O Push/twist connections
4 Clamp tracheal tube before any
disconnection
UJAvoid unnecessary disconnections

U Other
O Insert nasogastric tube
Q Consider deep tracheal viral
sample

U Careful equipment disposal

1 Decontamination of reusable equipment
U Complete and display intubation form

4 Remove PPE
1 Observed by buddy
1 Use checklist
O Meticulous disposal
U Wash hands

U Clean room after 20 minutes




Rezidualni neuromuskularni
blokada

 |nkompletni zotaveni (TOFr<0,9) = 1 morbidita a mortalita

The RECITE Study: A Canadian Prospective,
Multicenter Study of the Incidence and Severity of
Residual Neuromuscular Blockade

Louis-Philippe Fortier, MSc, MD, FRCPC,* Dolores McKeen, MD, MSc, FRCPC,t
Kim Turner, BScPhm, MSc, MD, FRCPC,$§ Etienne de Médicis, MD, FRCPC,|| Brian Warriner, MD, FRCPC,{
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Rezidualni neuromuskularni
blokada

Residual neuromuscular block in paediatric anaesthesia

J. Klucka, M. Kosinova, I. Krikava, R. Stoudek, M. Toukalkova and P. Stourac”

Bmo, Czech Republic

*Corresponding author. E-mail: petr.stourac@gmail.com . .
British Journal of Anaesthesia, w (w): 12 (2018)

Table 1 Residual neuromuscular block (RNB) incidence in OR and PACU. CI, confidence interval; OR, operating room; TOF, train-of-four
count

RNB incidence Patients measured in OR (n=282) Patients measured in PACU (n=119)
n % 95% Cl in % n % 95% Clin %
TOF = 0.9 146 51.8 45.9-576 87 73.1 64.7—80.5

TOF < 0.9 (RNB) 136 48.2 424-541 32 26.9 19.5-35.3
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The Impact of Re
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Events in a Postai
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Paul A. Stewart, MBBS, FANZCA,*
Qiushuang Susan Li, MBBS, || Min

Ayse B. Bilgin, BEng, MBA, MMath:
and Stephanie Phillips, BMed, FAN

Rezidualni
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All CREs Criterion1  Criterion 2

1. Upper airway obstruction requiring an intervention

Table 1. Types of Adverse Respiratory Events
(Madified Murohv’s Criteria)

a. Jaw thrust or chin h

b. Oral airway

c. Nasal airway

Mild-moderate hypoxemia (peripheral Spo,, 90%-93%) on 6 |/min
0, through Hudson mask, which was not improved after active
interventions

a. Increasing O, flow to =6 |/min

b. Application of high-flow facemask O,

c. Verbal requests to breathe deeply

d. Tactile stimulation

Severe hypoxemia (Spo, <90%) on 6 I/min O, through Hudson
mask, which was not improved after active interventions

a. Increasing O, flow to >6 |/min

b. Application of high-flow facemask O,

c. Verbal requests to breathe deeply

4. Signs of respiratory distress or impending ventilatory failure

2.

S

b. Accessory muscle use
c. Tracheal tug
5. Inability to breathe deeply, when requested to by the PACU nurse,
in the conscious patient
6. Patient complaining of symptoms of respiratory or upper airway
muscle weakness
a. Difficulty breathing
b. Difficulty swallowing
c. Difficulty speaking
7. Patient requiring assisted ventilation
a. Facemask IPPV
b. Reintubation in the PACU
8. Clinical evidence or suspicion of pulmonary aspiration after
tracheal extubation with gastric contents observed in the
oropharynx and hypoxemia

'y

h Analg 2016;123:859-68

3

>im pokoji

). The prevalence of adverse respi-
events (AREs) was significantly
in patients with residual neuro-
ir blockade (RNMB), defined as
‘our ratio <0.90, on arrival in the
'sthetic care unit compared with
» without RNMB (21.0% vs 14.0%,
33). The graph also shows the
ice of each type of ARE (modified
s criteria; see Table 1) in patients
1 without RNMB.

Abbreviations: |IPPV, PACU,

N TR 1 [ T

intermittent positive pressure ventilation;

P T = T o T T T




Anesthetic Clinical Pharmacology

Anesthetic Clinical Pharmacology Section Editor: Ken B. Johnson
Preclinical Pharmacology Section Editor: Markus W. Hollmann

The Effects of Postoperative Residual Neuromuscular
Blockade on Hospital Costs and Intensive Care Unit
Admission: A Population-Based Cohort Study

Stephanie D. Grabitz, MD,* Nishan Rajaratnam, MD,* Khushi Chhagani, BS,*
Tharusan Thevathasan, Cand Med,* Bijan J. Teja, MD, MBA,t+ Hao Deng, MD, MPH,*
Matthlas Elkermann MD, PhD,T# and Barry J. Kelly, MD, MSct

RESULTS: Overall, 457|(2O 5%] patients in our cohort had residual neuromuscular blockade on
admission to the PACU. Postoperative residual neuromuscular blockade was not independently

Unadjusted Analysis Adjusted Analysis
Primary outcome
Total costs, incidence rate ratio (95% ClI) 1.14 (1.06-1.22)2 1.04 (0.98-1.11)
Direct variable costs, incidence rate ratio (95% CI) 1.15(1.07-1.25)2 1.03 (0.96-1.11)
Direct fixed costs, incidence rate ratio (95% Cl) 1.09 (1.02-1.16)7 1.06 (0.99-1.12)
Indirect costs, incidence rate ratio (95% ClI) 1.15(1.07-1.24)2 1.04 (0.98-1.12)
Secondary outcomes
Postoperative intensive care unit admission, odds ratio (95% CI) 2.20 (1.16-4.16)2 3.03 (1.33-6.87)°
Postoperative hospital length of stay, incidence rate ratio (95% CI) 1.13(1.02-1.26)2 1.09 (1.00-1.19)
Sensitivity analyses
Imputed database
Total costs, incidence rate ratio (95% CI) 1.05 (0.99-1.12)
Subgroup same-day admission and ambulatory surgery
Total costs, incidence rate ratio (95% ClI) 1.04 (0.99-1.09)
Adjustment for preoperative opioid prescription
Postoperative intensive care unit admission, odds ratio (95% Cl) 3.40 (1.46-7.91)2
Adjustment for postoperative opioid prescription
Postoperative intensive care unit admission, odds ratio (95% Cl) 2.93 (1.28-6.70)2
Adjustment for surgery completion time
Postoperative intensive care unit admission, odds ratio (95% CI) 2.92 (1.27-6.70)2
Adjusted regression analyses were performed using covariate adjustment for patient characteristics, intraoperative management, and procedural severity as
described in the methods section unless otherwise stated. *

aStatistical significance (P < .05).
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Of course it's the same old story.
Truth usually is the same old story.
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