Airway Management in a Patient with Trauma Associated Cervical Anterolisthesis
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Awake fiberoptic intubation is successful in 88 — 100% of difficult airway
patients (B-3)
Fiberoptic-guided intubation successful in 87 — 100% of difficult airway

Learning Objectives: Reviewing ASA Difficult Airway Algorithm: '

* Emphasize the importance of planning ahead for a difficult airway First step, evaluate the patient:
Predictors of Difficult Mask Ventilation *
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* Discuss tools and strategies recommended by ASA difficult airway guidelines 1. Rsess th Wl an il ipoc of i management s i batients (B-3)
. . . . . . » Difficult mask ventilation jusied odds ratio -
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e . . . L . L . & Deelop primry andshermative i - * Successful rescue ventilation achieved in 94% of patients who could not be
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0 . . . . . | | | S avigate emergency vs nonemergency pathways:
ventilation of the upper airway, difficulty with tracheal intubation, or both.” 3 - } . e ObsSA 0503 0293 0023  165(107,256) N 8 . g.d I'y <t h 8 e ys \t,h . fica?
. W ol ol . . . Cancel Considerfeasity  Invashe gfwnﬂamg e p[L11 1 any alrwd ulaelines exis oW efrective are ey In ractice:
According to them, a difficult airway represents “... a complex interaction oo cioneropen®” sy sces” ‘ Combin dict Table 1 32; bl'yhgd ol 1’4 X od . tY 24 v ind dent
. . . . - ombining predictors . ublished guidelines recognized societies independen
between patlent faCtorS’ the Cllnlcal Settlng’ and the Skllls Of the praCtItloner.”3 FACE MASK VENTILATION ADEQUATE FACE MASK VENTILATION NOT ADEQUATE g ppatients ti g | y g | y p
. L . . s - authors
Recognized societies and independent authors have published guidelines and consmemAresprsca Numberof ~Total —yp pyy ~ 00ds Rello 85 | | o
. . . . . . pap . — SGAADEQUATE*  SGANOT ADEQUATE risk factors pﬂtlEﬂtS n(f'/) Confidence |ntEWﬂ|) ¢ Weak EVIdenCE SUppO rtlng gL“dEIlneS
algorithms to assist the anesthesiologist with managing difficult airway I I : o , , .
. . oy . . . . et e e tnscoesstul Ventilaton ot adequnt, mubston nougessstul | 77 704) Referrenca  Limited data analyzing use and effectiveness
situations. These guidelines emphasize a proactive strategy, including g [ ]
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Case Presentation: 5 _ﬂ :At R 3 S P P * Successfully managing a difficult airway begins with preparation, including
. 69 yo F fell down a flight of stairs, brought to trauma bay T sy e oot patrt” | e anticipation, knowing tools and strategies available, and forming a plan.
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 GCS 8, BP labile, and she called out for help in an impending sense of doom Most common predictors of difficult intubation: ° Glyjn;he'wer?k ewdehnce SUplfogtlngfaer\r/]aV.g(l;!d.eO:meIS, perTP? tlhe' best
° Lost pulse |n PEA’ recelved Chest CompreSS|OnS’ eplnephrlne P p " gU| e |ne IS T e one T at WOTIKS ESt or T e Inaiviauad anESt ESIO Ongt.
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Past history of difficult intubation 21 | 21% Was d Surglcal alrway IneVItabIe'
Airway Exam: Thin elderly patient, partially edentulous, no visible neck Mallampati grade 34 19 | 19% * Her limited airway exam could not fully predict her difficult airway
. . . Limited cervical spine extension 16 | 16% " " " " " " " "
deformity, in C collar, uncooperative, altered MS. ijjmmmlmpzmg - . I\/Iultlplg providers with |nc.reasmg experience attempted intubation
Airway Management: Secretions/blood in airway 12 | 12% ’ The patlent Wd5S maSk Ventllated between attempts
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3. Same CA3 via VL + bougie, grade 2B view, unable to 7 , for managing future difficult airways.
. o . . . Prominent teeth l 1% References:
intubate. Increased difficulty with mask ventilation. Table 3 2

4. Anesthesiology staff via DL + bougie, grade 2B view,
unable to intubate. Received cricothyroidotomy.
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Next, choose a primary management strategy:
VL associated with higher frequency of success in patients with
predicted difficult airway (A-1)
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