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Dt vin dé

% Kiém soat dudng tho 1a nhiém vu hang dau
ciia nguoi lam gay mé hoi st

% Dong vai trd song con doi véi bénh nhan

% Can thuc hién trong thoi gian ngan, khan
cap

% C6 thé c6 nhiéu tai bién

% TO chirc: teamwork, plan, thiét bi

18-May-19



Team

A. Six member intubation team (if only one intubator then 2nd intubator B. Five member intubation team (if only one intubator then 2nd intubator
role not applicable)

role not applicable)

]

Drugs, monitor
& 2nd intubator

1st
intubator
Cricoid &
equipment

C. Four member intubation team (if only one intubator then 2nd intubator
role not applicable)

Drugs, monitor
& 2nd intubator & Leader

Cricoid &
equipment

18-May-19




Chesklist

(94
0" ‘1

e Intubation Checklist : critically ill adults — to be done with whole team present. : RC A
lr‘ersne(areMeMC”e

G s

°¢|l

By oo d Attt oy

Prepare the patient

U Reliable IV /10 access

( Optimise position
Q Sit-up?
O  Mattress hard

U Airway assessment
d  Identify cricothyroid
membrane
d  Awake intubation option?

U Optimal preoxygenation
a3 minsor ETO, > 85%
d  Consider CPAP / NIV
d  Nasal O,

(J Optimise patient state
d  Fluid / pressor/ inotrope
d  Aspirate NG tube
O Delayed sequence induction

U Allergies?
d 1 Potassium risk?
- avoid suxamethonium

Prepare the equipment

U Apply monitors
d  Sp0,/ waveform ETCO, /
ECG/BP

U Check equipment
O Tracheal tubes x 2

- cuffs checked
O Direct laryngoscopes x 2
d  Videolaryngoscope
O Bougie / stylet
O Working suction
O Supraglottic airways
O Guedel / nasal airways
O Flexible scope / Aintree
O FONAset

U Check drugs
d Consider ketamine
O Relaxant
O Pressor / inotrope
d  Maintenance sedation

Prepare the team

(1 Allocate roles

One person may have more than one role,

Team Leader

1% Intubator

2™ Intubator

Cricoid force

Intubator’s assistant
Drugs

Monitoring patient
Runner

MILS (if indicated)

Who will perform FONA?

oo o DU o

U Who do we call for
help?

U Who is noting the time?

Prepare for difficulty

U Can we wake the patient
if intubation fails?

O Verbalise “Airway Plan is:”

4 PlanA:
Drugs & laryngoscopy
J PlanB/C:
Supraglottic airway
Face-mask
Fibreoptic intubation via
supraglottic airway
Qd PlanD:
FONA
Scalpel-bougie-tube

U Does anyone have
questions or concerns?

Intubation checklist. Modified from checklist described in NAP4.11 IV: intravenous. 10: intra-osseous. ETO2: end-
tidal oxygen. CPAP: continuous positive airway pressure. NIV: non-invasive ventilation. NG: naso-gastric.

18-May-19




Plan

Tracheal intubation of critically ill adults

one extra attempt if appropriate

EXPERT:

Video / direct laryngoscopy
Facemask or supraglottic airway

Front of neck airway

:’ ‘S‘;cheig;;-/e = :;‘;‘enr:‘s‘:'{\:emcare Medicine &g_oA'
Pre-oxygenate and checklist
Position: head up if possible
Assess airway and identify cricothyroid membrane
Waveform capnograph -
Pre-oxygenate: facemask / CPAP / NIV / nasal O, ( Note thetimo J

Optimise cardiovascular system
Share plan for failure

Plan A: Tracheal intubation

Laryngoscopy

Maximum 3 attempts

Maintain oxygenation

- Continuous nasal oxygenation
- Facemask ventilation between attempts

Succeed K
Confirm with capnography

Neuromuscular block
Video or direct laryngoscopy +/- bougie or stylet
External laryngeal manipulation

Uemove cricoid
4

[ Declare "failed intubation™

Fail

Plan B/C: Rescue oxygenation

Facemask
- 2 person
< Adjuncts

274 generation
supraglottic
airway

= Call HELP
First - Video laryngoscopy
failure - Get front of neck
airway(FONA)set
Stop, think,
communicate
Options
Succeed o

Wake patient if planned

Maximum 3 attempts each

Open front of neck airway set

L Change device / size / operator

Fail ( Declare "can’'t intubate, can’'t oxygenate™

Plan D: Front of neck airway: FONA

Use FONA set
Scalpel cricothyroidotomy

Extend neck
Neuromuscular blockade
Continue rescue oxygenation

- Wait for expert

- Intubate via supraglottic
airway x1

= Front of neck airway

Trained expert only
Other FONA techniques

Non-scalpel cricothyroidotomy
Percutaneous tracheostomy
Surgical tracheostomy

This flowchart forms part of the DAS, ICS, FICM, RCoA guideline for tracheal intubation in critically ill adults and should be used in conjunction with the text
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in critically ill adults
LR (g o e RCoA

Pl Can't Intubate, Can't Oxygenate (CICO)

CALL FOR HELP

Declare "Can't Intubate, Can't Oxygenate™

Plan D: Front Of Neck Airway: FONA

Extend neck
Ensure neuromuscular blockade
Continue rescue oxygenation
Exclude oxygen failure and blocked circuit

Scalpel cricothyroidotomy

Equipment: 1. Scalpel (wide blade e.g. number 10 or 20)
2. Bougie (= 14 French gauge)
3. Tube (cuffed 5.0-6.0mm ID)

Laryngeal handshake to identify cricothyroid membrane

Palpable cricothyroid membrane
Transverse stab incision through cricothyroid membrane
Turn blade through 90° (sharp edge towards the feet)
Slide Coudé tip of bougie along blade into trachea
Railroad lubricated cuffed tube into trachea
Inflate cuff, ventilate and confirm position with capnography
Secure tube

Trained expert only
Other FONA techniques

Non-scalpel cricothyroidotomy
Percutaneous tracheostomy
Surgical tracheostomy

Impalpable cricothyroid membrane
Make a large midline vertical incision
Blunt dissection with fingers to separate tissues
Identify and stabilise the larynx

Proceed with technique for palpable cricothyroid membrane as above
. J

Post-FONA care and follow up
- Tracheal suction
- Recruitment manoeuvre (if haemodynamically stable)
« Chest X-ray
= Monitor for complications
= Surgical review of FONA site
- Agree airway plan with senior clinicians
- Document and complete airway alert

This flowchart forms part of the DAS, ICS, FICM, RCoA Guideline for tracheal intubation in critically ill adults and should be used in conjunction with the text.
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Tien doan truwoc duwong tho kho

dwa v
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Nhdn biét dwong the kho

% Tién sir bénh

#* Kham 1am sang

% Khoang cach giap cim
#* Qui luat LEMON

* Phan loa1 Mallampati

18-May-19



Tién sir, bénh siv
| Thap khdp hay cac bénh 1y vé dot song co
Viem khop ham gay cing khdp ham
Nhiém tring ving miéng, tuyén nudc bot,
amydales .
Khoi u c6 thé 1am tac nghén duong thé .
Bénh nhan béo phi .

01 chung Klippel-Fiel: 96 banh ngép, giam 30
wong dot song cd, co thé dinh cac dot song
em theo

18-May-19



Tién su, benh sw

e HO1 ching Pierre Robin
* Bénh xo cirng bi .
» Bénh nhan bi 3 nhiém sic thé tha 21 .

e [L.un.

» Nhiing di tat bam sinh khac nhu st moi, ho

ham éch, bat thuong so mat. ..

18-May-19
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Tham kham lam sang

2 Nhﬁng nguyén nhan gay gi61 han van dong
cO

% Seo vung c6 do phau thuat hay bong

= Tat gu

3 C}lén thuong 1am thay ddi cau trac mit va
cO

18-May-19

11




Khodng cdch gidp cam

* Do tu l?b’ trén cua sun giap dén cam khi dau
ngtra to1 da

%> 7 cm tién luong dé

% < 6 cm tien luong NKQ kho

% Phai danh gia kém nhiéu PP khéc

18-May-19
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Dr. Binnions Lemon Law

% Nhin yéu t6 kho tir bén ngoai

% Qui lut 3-3-2

* D1 dong co

e , .y . Look externally.

* Danh gia Mallampati | ¢ 80 65757 e,

» , L ~ Mallampati.

% Co tat nghén ? Obstruction?
Neck mobility.

18-May-19
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Nhin ben ngoati

% Béo phi hoiic rat nho con

% Co ¢ ngan

* Vu to

* Rang cua nho 1én trén

* Quai ham ra sau ( rang gi1a)
* Bong

% Ton thuong can

* Tho kho khe. ..

18-May-19
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Luat 3-3-2

% Khoang cach tir quai ham dén c6>3 khoat
ngon tay

% Qual ham rong hon 3 khoat ngon tay

% Mi€ng mo rong hon 2 khoat ngon tay

18-May-19
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Tat nghén

® Mau

% Chat non

% Rang gia, rang gay
% Nap thanh quan

= U

= PO vat xién qua

18-May-19
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Ddnh gid dat bigt

* So1 thanh quan .

% XQ phoi, dot song co.
#* CT,MRI.

% Po chirc ning ho hap .
* Po khi mau dong mach

18-May-19
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Chung ta phai lam gi khi gap
dwong tho kho?

18-May-19




Truéc khi dit NKQ

# Luon nho co nhirng viée lam can thiét khac
truoc k}}i no 11,3:0 def}t NKQ (dac biet trong
tinh huong khan cap)

* May tho: CPAP?

% Can dit duong mii hay khong?

* Co C!l?l hét ,tét ca su ho tro can thiét? Dung
cu can thi€t? ( may hut)

18-May-19 23



Trang thiét bi dit => an toan

PLAN A - INITIAL INTUBATION STRATEGY

ELECTIVE INTUBATION max 4 attempls

OPTIMISE POSITION
USE BOUGIE OR STYLET
RAPID SEQUENCE INTUBATION  max J cttempes ALTERNATIVE BLADE / SCOPE
ALTERNATIVE OPERATOR

BOUGIE N_l ERN.AYE AIRTRACQ VIOEC
LARYNGOSCOPE

PLAN B - SECONDARY INTUBATION STRATEGY

<=F N L
CLASSIC LMA (cLMA) £ "
INTUBATING LMA (iLMA) — il FIBRECPTIC INTUBATION THROUGH iLMA
eg : Fost Trach or AieQ) + hd MALLEABLE FIBREOPTIC STYLET (eg : Levitan)
o 2 = -— EIBREOPTIC SCOPE (e :Ambu Ascope 2)
PLAN 8 not appropriate cLMA FIBREOPTIC STYLET
in elective RS iLMA OR FLEXIBLE FBREOPTIC SCOPE
< =
FACE MASK P
f NASOPHARYNGEAL AIRWAY N
ATTEMPT TO WAKE PATIENT UP % .& 7 GUEDEL AIRWAY -
CLASSIC LMA (cLMA) o
CONSIDER SUGGAMADEX IF AVAILABLE v
INTUBATING LMA (iLMA) e : Fast Troch or AirQ ” 2 —
MASK, NFO, GLEDEL cLMA LMA

PLAN D - RESCUE TECHNIQUES FOR ‘CAN’T INTUBATE, CAN’T VENTILATPE

Bag | a.b,c Paedatric or EasyAratomy NEEDLE CRICOTHYROIDOTOMY ; 2 , .
Bag 2 Adult or Easy Anatormy SCALPEL-BOUGIE-ETT (greater // A ~ 4 <N
success in NAP4) ’ . \ ,)
Bag 3 Impossisle Anatomy SCALPEL-FINGER-NEEDLE ! -

Refer to CICY FLOWCHART and

MBEKER QUACK TRACH QXYGENATION SCALPEL
NURSING PROMPT CARDS overleaf oS et .y
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Combite tube

18-May-19
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~——Thyroid cartilage

o= ACcess site

— Cricoid cartilage

Posterior -4/ Anterior

Lateral view
Figure 42-25 Anatomy of the cricothyroid membrane. (Courtesy of Cook Critical Care, Bloomington, IN.)
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Atrway Scope
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Ké hoach A

% Duy tri oxy 1a hang dau va cho tat ca bénh
nhan

% Tu thé dau 1y tudng

#* Dan co hop 1y

% Nhan manh vai tro cua deén so1 thanh quan co

video (videolaryngoscopy)

% TAt ca cac nhan vien GMHS phai ¢O k¥ nang

st dung videolaryngoscopy

British Journal of Anaesthesia, 115 (6): 82748 (2015
18-May-19 : )
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Deén soi thanh quan co video voi NKQ
kho

TS TGt LA L A LY

9cm 8cm 5cm 4 cm 3cm 2(|:m 1cm

TM distance | TM, Thyro-mental distance
>7.5cm ' Thyr0|d cart. to Mentis < 6 cm (Warning)

Mouth opening (MO) > 4 cm
Inter incisive distance

Neck extension: 30" i ¢ <10°

Upper-Lip- Blte Test Grade | (yes) Grade Il (yes) e )
Instruments: Direct Laryngoscopy Intubation Fiberscope

and/or BONFILS

Class I Class Il Class v

Mallampati
Class I-IV

At class llI-IV, 50% are
difficult to intubate

Cormack & Lehane
Grade I-1V

At grade llI-IV it is difficult
or impossible to intubate

What was difficult last time?  If the patient once had a difficult airway, the risk is high that this will happen aga
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Trwong hop lam sang

#* Pat vo1 den so1 thuong

- Cormack-Lehane = 3

- Buou dang nang 6 g0c
ticu thiét

=>Chuan bi C-MAC

18-May-19
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Dat voi C-MAC

% Chuan bi hé thong

# Cac cO lud1 den

% Oxy day du

% Dung g1an co

% Chuan bi cac phuong
tién ho tro: LMA, noi
soi mém

% Thuodc: sugamadex*

18-May-19
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Xw ly thuan loi

= Dat bougie

% Ludn NKQ

% Phau thuat cat tai mat
nod1 sol

% Mo1 BS tai mui hong
ho1 chan

% Xu 1y nang & vi tri tié
thiét

18-May-19 o R eAs



Cac trwong hop khac

* Dat nkq trongfie s
phau thuat K e’
thanh quan

* An toan

% Tranh chay
mau do ton
thuong u

* Rut ngéip tholj
gian phau |
thuat

18-May-19 46






E?fectiveness of the C-MAC video laryngoscope in the management
of unexpected failed intubations

Alper Kilicaslan*®, Ahmet Topal, Aybars Tavlan, Atilla Erol, Seref Otelcioglu

Department of Anaesthesiology, Meram Medical Faculty, Necmettin Erbakan University, Konya, Turkey

Received 2 December 2012; accepted 20 March 2013

Methods: Data were analyzed from 42 patients whose intubation attempts using Macintosh
direct laryngoscopes had failed, and on whom a C-MAC videolaryngoscope was utilized as the
primary rescue device. The success rate of C-MAC in intubation was assessed, and laryngeal
views from both devices were compared.

Results: The Cormack and Lehane score was Il in 41 patients, and IV in one patient, with the
Macintosh laryngoscope, while Cormack and Lehane score was | in 27 patients, Il in 14 and |l
in one with CMAC, Tracheal intubation with CMAC was successful on the first attempt in 36
patients (86%), and on the second attempt in 6 patients (14%). No complications were observed
other than minor damage (blood on blade) in 8 patients (19%).

Conclusion: These data provide evidence for the clinical effectiveness of C-MAC videolaryngo-
scope in managing the unexpected failed intubations in routine anesthesia care. The C-MAC
videolaryngoscope is efficient and safe as a primary rescue device in unexpected failed intuba- .
tions.
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Videolaryngoscopy in the management of the difficult
airway: a comparison with the Macintosh blade

#*

Methods: One hundred and twelve patients with an estimated
difficult intubation, scheduled to undergo surgical operations,
requiring general anaesthesia and endotracheal intubation, wer
included 1n the study. Direct laryngoscopy with a Macintosh
blade was performed, followed by videolaryngoscopy and

intubation attempt(s). The laryngeal views obtained by each
method were recorded according to the Cormack/Lehane scale

% Results: The percentage of Cormack—Lehane I and II views
obtained by conventional laryngoscopy rose from 63.4 to
90.2% (P < 0.0005) with videolaryngoscopy, whereas
Cormack—Lehane III and IV views declined from 36.6 to 9.8%
(P <0.0005). Intubation was successful in 98.2% of the cases.

Conclusion: In patients with an anticipated difficult airway,
videolaryngoscopy significantly improved the laryngeal
exposure thus facilitating endotracheal intubation.

&)

#*

18-May-19
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Nghién civu tir An D¢

On Direct
Laryngoscopy
(DL)

Laparoscope
Assisted (LA)

Grade |l Grade Il
29 16 13

a—

?

Yy ¥ v
2

29 +13+8 =50 3+3=6

0

v
Grade IV
0
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Editorial
pISSN 2005-6419 - elSSN 2005-7563 —

A good laryngeal view does not
Korean Journal of Anesthesiology guarantee Pel'fectly SUCCGSSflll
tracheal intubation

In this issue of the Korean Journal of Anesthesiology, Shim et
al. [10] compared GlideScope® and McGrath® laryngoscopes in
simulated cases of difficult intubation. They used a four-grade
videoscopic view. However, they did not precisely describe the
grade. In addition, a tube exchanger and vascular forceps were
used instead of a rigid stylet, which can be associated with com-
plications [8]. Although a difficult airway was simulated with
an extrication collar, actual patients with difficult airways were
excluded. In the simulation, the first-attempt success rates were
82.8% (GlideScope™ group) and 83.8% (McGrath® group).




The C-MAC Videolaryngoscope: First Experiences with a
New Device for Videolaryngoscopy-Guided Intubation

GlideScope® and McGrath®) do not provide visualiza-
tion of the tip of the blade and, therefore, demand a
tube stylet to guide the endotracheal tube through the
glottis.

The C-MAC® videolaryngoscope (Karl Storz, Tut-
tlingen, Germany) is a new videolaryngoscope using a
modified Macintosh blade, which may be a useful
alternative both for routine and difficult airway man-
agement and for educational purposes. In this study,
we describe for the first time the use of the C-MAC
videolaryngoscope for tracheal intubation in 60 pa-
tients during routine induction of anesthesia.

Anesth Analg 2010;110:473-7)
18-May-19




Uu diém ciia C-MAC

# Dat thanh cong vo1 C-
MAC 100% (8/60 bn
dung gum-elactic)

% Két lun: nén dua vao
dung thuong qui trong
dat NKQ kho va giang
day

18-May-19 Anesth Analg 2010;110:473—7 04



Comparison of ease of intubation
between GlideScope® and C-MAC®
Videolaryngoscopes for novices

#* Results: More novices 1n the GlideScope® Group

14.3%) required more than one intubation attempts
q p

optimisation manoeuvres compared to those 1n the C-
MAC® Group.

The ntubation time for successful first attempt was
significantly longer in the GlideScope® Group
compared to the C-MAC® Group (median 51.0 vs
37.0 seconds).

% Conclusion:
CMAC® videolaryngoscope significantly provided

ease of mtubation for novicRs sompared; 10,4,
M3 lideScope® Videolarvngoscon%al}rf Da(g)en%ss; e Aot




Két luin

% Trang bi phuong tién tot gitip an toan cho
bénh nhan phau thuat

* DPén so1 thanh quan c6 video 1a phuong tién
bo sung tot trong thuc hanh dit NKQ kho

% Can c6 nhiéu nghién ctru hon & Viét Nam
dé hudng dan va dao tao cho nhan vién
GMHS st dung linh hoat
Videolaryngoscopy

18-May-19 56



Ké hoach B ( théng khi bang mask
cé i khi, ky thuat dat mu)

% Xem c6 thong khi bang mask dugc khong
( ¢6 su ho trg airway miii, miéng)

* Sur dung combi-tube

* Mask thanh quan

* Pat NKQ nguoc dong

18-May-19
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Difficult airway
Re(:(lgmzed &, Unrecognized
Proper
preparation
— anesthesia
+ paralysis
Awake P ’
intubation
choices } ' R —r—S
Mask No LMA as an airway
ventilation —’(emprdmrv—* (ventilatory
S device)
LMA as an pathway) : i
intubation Yes ‘
(fiberoptic (nonemergency
9 2l v T T TS i 4 A o Ar
Condl“” pat! way | | LMA as an ] LMA as a
choice intubation intubation
‘ 0 2 ,—o ~
Intubation (fiberoptic g
choices conduit) onau
' choice
Fail \ /
' ate
' Confirm over |et
LMA as an airway tyle
B
(ventilatory
| device)
L

_ Figure 42-24 Role of the laryngeal mask airway (LMA) in the American Society of Anesthesiologists (ASA) Difficult
1 Airway Algorithm. (4ddapted firom Benumof JL: Laryngeal mask airway and the ASA difficult airway algorithmn.
Anesthesiology 84:686, 1996.)







Truwong hop 1

BN Pinh Thi Lé D-52 tudi

3% Chan doan: chay mau ndo that/cao HA => suy ho
hap

# Co CD dat NKQ tho may

" Comack and Lehane 4, BS h01 strc dat that bai moi
BS gay mé (that bal v61 nhiéu phuong tién)

% Tinh trang BN xau: SpO2 <70%

=>CP MNTQ proseal, BN thong khi tot SpO2 céi
thién, sau 30 phut qua LMA dat day dan va thay
ong NKQ dé thong khi kéo dai

'}i

18-May-19
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Ban lugn

% La truong hop duong thd kho khong du doan
tru:é’c

“cannot ventilate, cannot intubate CVCI” khong
the thong khi, khong thé dat NKQ

# ASA (1993) da dua Guidline va MNTQ la lya
chQn dau tién

% Vai tro ho trg ciia cdy dan GEB

% (Gum Elastic Bougie) trong dan ¢
MNTQ dé dat NKQ

% MNTQ-Fastrach dugc thiétké dé o™
gié thanh con cao ,,

e

\-.—A.

18-May-19 ‘




Truwong hop 2

BN Lé Thj L- 45 tu6i

% Chan doan: sdi khuc noi bé than

% Mallampati 4, BMI 25, rang hd => tién
luo’ng dat NKQ kho
#* Chi dinh su dung MNTQ proseal s6 3,

thong khi tot, thoi glan PT 50 phut, rut
MNTQ tai phong mo, bénh 6n dinh.

18-May-19
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Ban lugn

% Vai tro thay thé chu dong ctia LMA tranh
gay ton thuong hau hong khi c6 gang thong
khi vo1 NKQ

% Co thé thong khi LMA proseal voi tu thé
nghiéng

#* Tinh mé nhe¢ nhang

18-May-19



Ké hoach D

Can't Intubate, Can't Oxygenate (CICO)
in critically ill adults

G intensive care The Faculty of OA,
W~ society Intensive Care Medicine LLC_"__.__

CALL FOR HELP

Declare "Can't Intubate, Can't Oxygenate™

Plan D: Front Of Neck Airway: FONA

Extend neck
Ensure neuromuscular blockade
Continue rescue oxygenation
Exclude oxygen failure and blocked circuit

Scalpel cricothyroidotomy

Equipment: 1. Scalpel (wide blade e.g. number 10 or 20)
2. Bougie (= 14 French gauge)
3. Tube (cuffed 5.0-6.0mm ID)

Laryngeal handshake to identify cricothyroid membrane

Palpable cricothyroid membrane
Transverse stab incision through cricothyroid membrane
Turn blade through 90° (sharp edge towards the feet)
Slide Coudé tip of bougie along blade into trachea
Railroad lubricated cuffed tube into trachea
Inflate cuff, ventilate and confirm position with capnography
Secure tube

Trained expert only
Other FONA techniques

Non-scalpel cricothyroidotomy
Percutaneous tracheostomy
Surgical tracheostomy

Impalpable cricothyroid membrane
Make a large midline vertical incision
Blunt dissection with fingers to separate tissues
Identify and stabilise the larynx

Proceed with technique for palpable cricothyroid membrane as above
= _J

Post-FONA care and follow up
- Tracheal suction
- Recruitment manoeuvre (if haemodynamically stable)
= Chest X-ray
= Monitor for complications
= Surgical review of FONA site
- Agree airway plan with senior clinicians
- Document and complete airway alert

This flowchart forms part of the DAS, ICS, FICM, RCoA Guideline for tracheal intubation in critically ill adults and should be used in conjunction with the text.
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