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Please contact K Ostrowski or M Raos should any issues arise regarding airway management within the department

Consistency is key. The use of the airway checklist is a key element to providing a consistent
approach to Emergency Department airway management. We would like to highlight the value of
the airway checklist as an aide memoire and a touchstone for other important interventions such as
apnoeic oxygen and verbalizing a plan. An airway checklist is not going to intubate the patient for
you, it’s not going to make a better mask seal or improve your technique. The airway checklist is
there as a prompt to remind us that all our bases are covered, to prime the team and to give a
sense of order to a potentially chaotic moment.

Code Brown Scenario of the Month:
Unpredicted Anatomically Difficult Airway

Unpredicted difficult airway can be defined any number of ways: a Cormack Lehane Grade of 3 or 4,
an intubation attempt which exceeds 10 minutes or an Intubation Difficulty score of 1-5
(moderately difficult) or >5 (very difficult). The rate of unpredicted difficult intubations vary across
specialties, locations and indications and range between 1-10% of all intubations. If we first prepare
the patient via our current airway management checklist then we can mitigate a large proportion of
the difficulties we encounter with anatomical view, oxygenation and tube delivery. What about
when you’ve done all these and you're still staring into the abyss getting PTSD type flashback to
your first speculum exam at medical school.

Preparation

We harp on about this but you should have a positive mindset going in, incrementalize the task,
visualize the goal, make your plan and share your model. As part of the visualization think about all
the small manoeuvres you can use to improve your view some: ELM, lifting the head off the bed,
turning the patient’s head to the left and advancing the blade to lift the epiglottis. We advocate for
assessing all intubations regards airway anatomy and marking the cricothyroid membrane prior to
intubation so that physically and psychologically you are prepared for cricothyrotomy. Have the
CMAC on remembering that we have 3&4 Maclntosh Blades and a D blade for each CMAC (there’s
also a size 2 for the reusable CMAC). Use the bougie for each intubation such that when you need it
you are familiar with the tactile feel of tracheal rings and “hold-up”.

Note: The blades on the disposable CMAC are not interchangeable with the reusable blade
system.

Specific techniques when you have an anatomically difficult airway

Fibre optic intubation -

Something which we talk about Anaesthetists doing but get little practice at ourselves. Most
effective if used first up on the airway in which anatomical or physiological difficulty is predicted.
Use in the rescue situation is not advocated for operators without experience.

Bougie —

Reports from Driver et al show that routine use of the bougie improves the first pass success rate
across all intubation types including difficult airways. When faced with a CL3 or 4 use the coudet tip
to lift the edge of the epiglottis then advance the bougie along the midline feeling for both the
tracheal ridges and “hold-up” (where the bougie hits carina then right main bronchus and will no
longer advance).
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D blade tips

The D blade can facilitate a better view at the expense of ETT delivery. Remember the D blade
technique is a midline technique, mould the stylet to the shape of the D Blade and have it loaded
prior to intubation. If you’re having trouble getting the ETT into position try dropping your right
hand 90 degrees to the right to change the axis of delivery.

LMA facilitated intubation —

In this technique where you are unable to deliver the tube or your intubation time has elapsed
consider placing an LMA to bag the patient prior to the next attempt. In lieu of removing the LMA
prior to the next attempt leave it in situ and run a lubricated 6.0 ETT down the middle of the LMA

channel. This is best done with flexible endoscopy to facilitate placement — however if you are a
novice at fibre-optic intubation the can’t intubate scenario is not the best time to learn.

Reverse corkscrew or corkscrew —

When delivering the ETT between the cords and encountering difficulty with delivery because of
snagging on the supra-glottic structures bring the ETT back 1cm rotate 90 degrees counter
clockwise and advance the tip again. This should move the bevel from the arytenoid to the midline
allowing easier passage.

Hot-switch —

When delivering the ETT and there is hold up past the vocal cords you are in the sub glottis space. If
the ETT is held up then you are encountering sub glottis stenosis. The most practical approach is to
leave the bougie in situ then perform a hot switch to a smaller by 0.5 ETT. If the patient is having
difficulty oxygenating additional oxygen can be delivered by using the Rapi-Fit bougie adapter as
the ETT exchange is happening.
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Equipment Fact of the Month:
Rapi-Fit Adapter

This nifty bit of kit slides on the end of the bougie and allows you to oxygenate down the central
channel. It is in drawer 3 of the airway trolley and won’t give you big volumes but will give you a lower
saturation dip as you search for that smaller ETT to swap onto the bougie. It snaps onto the end of the

bougie and has an ETT adapter to allow oxygen to flow through the bougie as a rescue device.
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Word on the Street

The bottom line: This multi-centre randomised prehospital trial looking at LMA vs ETT prehospital airway
management did not show a favourable functional outcome at 30 days. How this relates to the ED is
unclear, but when a patient arrives in ED post cardiac arrest and is ventilating well through an LMA the
focus should be on addressing other reversible causes of arrest and maximizing other interventions and
returning to the airway and exchanging for an ETT if needed.

Effect of a Strategy of a Supraglottic Airway Device

vs Tracheal Intubation During Out-of-Hospital Cardiac Arrest
on Functional Qutcome

The AIRWAYS-2 Randomized Clinical Trial
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IMPORTAMCE The optimal approach to airway management during cut-of-hospital cardiac [ Related article page 750
arrest is unknown.

Supplemental cortent
QBJECTIVE To determing whether a supraghottic airway device (5GA) is superior to tracheal
intubaticn (T1) as the initial advanced zirway manageament strategy in adults with
nontraumatic out-of-hospital cardiac armest.

DESIGH. SETTIMG, AND PARTICIPANTS Multicenter, cluster randomized dinical trial of paramedics
from 4 ambulance sarvices in England responding toemengencies for approximately 21 millicn
pecple. Fatients aged 18 years or older who had 2 nontraumatic out-of-hospital cardiac armest and
wiere trezted by participating paramedic were ennclled autcmaticalty under a waiver of consent
betwean June 2015 and August 2017, follow-up ended in Februany 2018

INTERVENTIONS Paramedics wara randomized 11 to use TI (764 paramedics) or SGA (759
paramedics) as their initial advanced ainsay management strategy.

SAAIN OUTCOMES AND MEASURES The primany outcome was modified Rankin Scale soone at haspital
discharge or 30 days after out-of-hospital cardiae arrest, whichever coourred sooner. Modified
frankdin Scale score was divided into 2 ranges: 0-3 {good outcome) or 4-& (poor outosme;

& = gaath). Secondany cutcomes included wentilation success, regurgitation, and aspiration.

RESULTS A total of 9296 patients (4886 in the SGA group and 4410 in the T group) were
enrolled (median age, 73 years; 3373 were women [36.3%]), and the modified Rankin Scale
score was known for 5285 patients. In the SGA group, 311 of 4882 patients (5.4%) had a good
outoome {modified Rankin Scale scora range, 0-3) ve 300 of 4407 patiants (683 in tha TI
group {adjusted risk difference [RO], -0u6% [95% C1, -1.6% to 0L424]). Initizl ventilation was
successful in 4255 of 4868 patients (874%) in the SGA group compared with 3473 of 4357
patients (F9.0%) in the Tl group (adjusted RD, 8.3% [95% C1, 5.3% to W0.2%]). However,
patients randomized to receive Tl ware less likehy to receive advanced ainsvay management
{3419 of 4404 patients [776%] vs 4161 of 4883 patients [85.2%] in the SGA group). Two of
the sacondary outcomes (regurgitation and aspiration) were not significantly different
[pabween groups [regurgitation: 1268 of 4865 patients [26.1%] in the SGA group ws 1072 of
4372 patients [24.5%] in the Tl group; adjusted RD, 1.4% [95% CI, -006% to 3.4%];
aspiration: 7249 of 4824 patients [151%] vs 647 of 4337 patients [14.9%], respectively;
adjusted RD, 013 [95% O, -1.5% to 1.6361).

CONCLUSIOMNS AND RELEVANCE Among patients with out-of-hospital cardiac amest, Author Affiliations: futhor
randomization to a strategy of advanced airway management with a supraglottic ainway davice ANk i Riach Sk el oF R

aFrce
coempared with tracheal intubation did not result ina favorables functiona cutcome at 30 days:
e Correspanding Author: Jonathar B

I Benger, MO, Faculty of Healthand
TRIAL BEGISTRATION FSRCTH Identifier: 03256118 Applied Scienoes, Linversity of the

West ErLI'IR and, Glensioe Lampus,
Brisicl B35 100 England (onathan
JARAA, 2008 008 P9 M9, dot: 1000 jama 2018, 1S bengerifuwe ac.uk).
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Intubation Difficulty Scale

IDS Score Degree of Difficulty

0 Easy

Number of Attempts >1 N, 0<IDS <5 Slight Difficulty
5<IDS Moderate to Major Difficulty

Number of Operators >1

Mumber of Alternative
Technigques

N;

N

IDS== Impossible intubation

Rules for Calculating IDS Score:

Every additional attempt adds 1 pt.
N, Each additional operator adds 1 pt.
Each alternative technique adds 1 point: Repositioning of
the patient, change of materals (blade, ET tube, addition of a
styletie), change in approache (nasotracheal'orotracheal) or use of
Mormal | Ng= another technique (fibroscopy, intubation through a laryngeal
Increased | N= mask)
M, Apply Cormack grade for 1st oral attempt. For  successful
Lﬂr}"ﬂgﬂ‘ﬂl Pressure blind intubation M, = 0
Not applied Ng=0 Mg Sellick's maneuver adds no points.
Applied Ng=1 Impossible intubation: IDS takes the value attained before
abandonment of intubation attempts.

Cormack Grade - 1

Lifting Force Required

Vocal Cord Mobility
Abduction | N;=

1
Adduction| N;= Cormack Grade

1 Il ] v

TOTAL: IDS = SUM OF ‘“—Fﬂf’w — T S~
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