Piificult/Eailed Alnvays



Introduction

61l yer Wi transierred firomr Kentueky

secondany 1o Upper Gl hleed anad severe
pleed eSS

Pt had small- amoeunts ol ReEmatemesis
reperted by the doctors In KY: pror to
transier.



INntro

Gentieman was alert, conversant Upon
arrival terthe MICU. C/er ol need te clear
threat as | interviewed him, and: prempily:
preduced 2 liters ofi brght red vloed.

Within secends: of the first sight of bleod,
the patient Wash Unresponsive andla code
Was initiated.



INntro

Patient’s aiway, Was secured with: 7.0rmn 1D
EJNIF tUlee: asi sUction Was Performed oy twe
prave bt shecked Conprts.

Grade |l aimwayiwas visualized and El- [ passed
thAreugil vecal cends withrsustained EFCO2 and
pllaterall breati seunds.

2SI Ry TRm Was) Sinus: tach with Wweak distal
pulses, and hypoetension respended to Levephead
git.




INntro

PIMIS:

chrenic ETOHabuse wi/ resultant liver fanure
Hep C +

IHX Off eresive esephagitis and prier UGl hleed
HTN



INntro

RPast SUKgery: none
All: NKDA
Soc: +ENOH, + tohacco: Use

ROS: erthostatic on arrval, recent RUQ
pain;,, = IN/AL £ Chrenic dysphagia el 2
moenths (7)), + R sided headaches for 2
MERALAS



INntro

PE: Bt With P06 dentitien: enly aneut 4
teetih apparent, alert & erented X' 3

CV: rrr; no mrg
fesp: ctal, e WHEEZE OF enehl

Heent: Perrl, EOMI, NCAT, no JVD, dried bleod In
moeuth

Albd: +hepatemegaly, +guarding at RUQ) ne
reboeund, Ner asterxis

EXt: no edema, cyanosis



INntro

LABS:
NA-140 K-5
Cl -107 HCO- 17
BUN:32 CR-1.4

ABG- 7.366/36.1/552/100%) sat/ BE -5 on fi02 off 1

AST/ALT- 18/20 Amylase-28
Factic acid -8.2 lipase -13
Ptt-30.3 PT-13.2 INR-1.29

H/H = 9.3/27.61 platelets 220
WBC 15.5 ; this s afiter 2 units PRBC’s prier te arrival



IHespital Course

IRitialf presentation Was presumed massive
Upper Gl bleed.: Ptwas given a tetall off 7 Units
off PRBCs), 6 Liters off Nermosol, and 2 units EEP
pror ter Gl coming by for endoscopIc eval.

Patient placed en ectreotide git, and Gl feund
nonkleeding uicers in stomach,, difftse portal
gastrepatny, flndal Varces; noe esophageal
varices, anad Gl made note iregular tratma to
POSLENOr Orepharynx/nypepharnyx.



IHespital Course

DUlinRg Interventional radielegy: eval for
possibler TIPS procedure, dye wasi netead to
e leaking from R ICA. R External carotid
arteny had already: clotted ofifi; and It
PEecame apparent that this massive: bleod
|0SS Wasi frem seme type: of Injury. to the R
ICA Withrbleod exiting thretigh
communication firom R ICA 1nto posteror
grephanynx.




IHespital Course

IR embolized the R ICA; and ENI cane on
PoaNAl 10’ eval el Pessikle seurce: fio)
caroetid hleed (aneurysn Vs: phan/mngeal
CA ?)

Pt gradually: stanilized and remained on
the vent fer 14 days. Develeped
Pseudoemonas VAP.



IHespital Course

Pt Was' slew: terwean fiiemi vent due 1o poer
apllity’ to) clear secretions. BUt on 1/17 patient
Was suceessiitlly extubated and kept i VICU for
5! days; fer careful;therougn respliateny therapy.

On 1/23, cede: called on the floer as; the patient
could not maintain ©2 sats and Was dySpreic.
Repert firom nUrses on the floer that patient Was
POEK clearing Secretions.



IHespital Course

IS attempt at intubation Was muchi more
difficuli.

DIy bleed clots and Secretiens With Poer
suctioning centripuited te; 2 Unsuccesskul
attempts at Intukhation and sats Were 62% on
aiival and hadidropped to) 75% alter the first
We attempis.

3rarattempt was stccesstuliwithr change: to Miller
2 blade and Impreved suctiening.



IHespital Course

Pt finally: had tracheostomy placed, and
hadiNGHfieedings: Upon dischange te
MeCreany County: Nursingl Home.

Fhere e wasito e evaluated for possikie
J=tuee placement.

Patient's neurelogical status was: at
paseline compared tor admissien Upon
dischargel!lil



IHespital Course

Etielegy: ofi the R ICA fistula to the
erephan/mx IS stillruncertain. Ct of
nead/neck showedtseveral calcified lymph
RAeGESs;, UL PIGPSY, Shewed negative
isticlogy. Patient did repert traunatic
experence withl placement oir R IJ wiile
noespitalized ety several mentias pror te
admit at UTIVICK.



The Difficult/Eailed Airway,




Fhe Difficult/Eailied Alnvay.

Definition: off Difficult Alavay: frem the
Practice Guidelines fer Management ofi
Difficult Alivays) ( ):

the clinicali situation inwhich a2
conventionally trained
anesthesielegist eEXPErIENECES
difficuliy/with face mask ventilation
of the upper aiway, diffficulty with
tracheal intubation, or both.




The Difficult/Eailed! Aiway

Pefinition: off Ealled Ainvay:: tnalkle io
maintain’ ©2 saturation greater thamn 90%
and/or 3 falled attempis oi intukation: by a
experienced provider.

It IS Impertant ter recognize: the: difference
petween the twoer (difficult and falead
alnyay).



Fhe Difficult/Eailied Alnvay.

Magnittde eiff the Prehlem

a Grade 3 or 4' lar/ngoescepy: <20%
= llrue Grade 4 view. <59%
= Falled intubation <19

s [HOWEVEr, emphasis should he on
exygenation/ventiation net intubatuien!ii



Fhe Difficult/Eailied Alnvay.

Rifictlt airiway management: can have: a
iremendous; Impact en patient eutceme.

The ASA Closed Clalimis Project cieated a
supplementall difficulit arway. date collection
form that focused on the principles of the ASA
difffiicult airway algoerithm. At present, there
are 98i closed claims; frem 1987-95 Invelving
management of a difficult airway, ier Which
this data form was completed.



Fhe Difficult/Eailied Alnvay.

AlRnay: management: Comprses a
significant: aspect: of profiessienal lianility: te
the anestihesiolegist. Diffictlt intunation
IS the: Secona /oSt requent pIman,
adamaging: evenrieading ter anesthiesia
malpractice: claims.

It IS respensible for 6.4 percent ofi 4,459
claims il the clesed claims database.



Fhe Difficult/Eailied Alnvay.

Not enly dees diffficult ntupatien lead te
a significant preportien of claims, the
SeVerity off eutcome: canl be devastating.
Birain damage: or deathrwas the outceme
I 57 PErcent of the 283! claims Invelving
diffficult Intukation), conmparead o an

Incidence ofF 45 percent in allother claims.
(Miller, CG: Management of the Difficulit Intubation i Clesed

Malpractice Claims. ASA Newsletter 64(6):13-16 & 19, 2000).



Management Strategy. Ereguency.

Persistent nensurgicall attempis 77 percent
Surgical armaway: attempted 29 pPercent
Case canceled 13 percent
Retlifl ter spoRtaneeus ventilation 12" percent
Patient awakened 11 percent
Proceed under mask GA 6! Percent

Change to regienal, lecall er MAC 2/ perncent



Fhe Difficult/Eailied Alnvay.

he mest common management strategy,
Was: persistent: nensurgical attempts. Of
noete; clesed claims reviewers, considered
MESt off these: repeated attempts ter e
Inappreprately: persistent:

It sheuldibe neted that the LEMA Was not a
COMMon eptien WHER these: claims
eccurred.



Fhe Difficult/Eailied Alnvay.

Al significant prepertion ofi claims resulting
firom diffiicult aipvay management had
virtually. ne preeperative assessment. A
preeperative ainyay. Nister/ Was net
conaducted In 25, percent: of these: claims.




Fhe Difficult/Eailied Alnvay.

DEenmoegiaphics: off Alnvay: Difficulty;

s Female
s Obese
s Elderly
s Extremely sick



Fhe Difficult/Eailied Alnvay.

Preoperauyve Evaltiation-

s Dlfficult Bag/liask Vertliaton:- VMIOANSH
Mask Seal
Ohese (BMIF >26)

Aged (less) ofi muscle tene leads; o pooer
anawemy. visualization/enstrtcted aiwvay)

No TEETH (East TN)
Stififlungs (pulmenary edema/astima)



Fhe Difficult/Eailied Alnvay.

Piificult larny/neoscopy/ntukation; “LENMONE

Loek extermally at the neck

Evaluate 3-3-2 (recognizing the importance of;
Qeometry to a better lanymnageal view)

Mallampat €1ass
Obstruction (tumor, neck mass)
INeck: molility

*Mandibular pronation also seems to have predictive
value!



Fhe Difficult/Eailied Alnvay.

Piificult Extraglottic Device: “RODS*

Restricted mouth epening

Ohstruction: at larny/mx

Disruptien/Distortien ff AECK and: alway: anatemy/
Stiffi (asthma/puln edema)



Fhe Difficult/Eailied Alnvay.

Diifictlt Crcothyrotemy: “SHORT™

n SuUrgeny/disrupted: aniwvay
s [Hematoma/infection

s Olbese/aceess| pronlem

s Radiation

a fUmor



Fhe Difficult/Eailied Alnvay.

Consider all 4 aspects; of the: aliway, as you
evallate the: patent.

here IS ne ene: predictor that IS; perfect,
UL 2 combination: of these alboeve seem 1o
INCrease predictive value.



Fhe Difficult/Eailied Alnvay.

Helpful hints: (fremadvice: given durng
DiificultAlnvay: CoursSe):
s Prolklem clinically/ s tusually: net recognizing

falltire When It eceurs, and not changing
appreach rapidly eneugh terdeal with It:




Fhe Difficult/Eailied Alnvay.

x Walls 2002 e difficult anpvay Is semething you
anticipate, the faled aniwvay:Isi semething you
experience”

The advent of curare wasi 1942 and succinylcholine
I the early: 1950's leading teran Increase: i alvay/
disasters.

TFhink Clinically: two distinct, Ways
“Can't Intubate/Can Ventilate (IHAVE THMEINT)
“Can't Intubate/Can‘t Ventilate (NO TIME!NT)



Fhe Difficult/Eailied Alnvay.

IHaverRlans for rescue it you find yeurself
I a difficult/faned aiwvay:

PLAN A, Plan B, and at least Plan C

Pick: at' least two tricks; off the' trade: In
WHICH you are: proficient.



Fhe Difficult/Eailied Alnvay.

WhICHhI deVviCes Seem: te Weork Il Certaln
situations:
s (A) Can't Intubate/Can‘t Ventilate (INO THIME!)
Cricotnyretomy.
Fastrach LMA
Combituie
King LA



Fhe Difficult/Eailied Alnvay.

(B) Cant Intukate/Can Ventilate (IHAVE
FIMEY)

s [Trachlight/lightwand
s Flexible/igid scope

s Retregrade intukation
s WAKE UP!



Common Syndromes asseciated With
Piificult Intuvatieon

Syndrome Alivay.

Achenareplasia smallsnares/moun
midfiace hypeplasia

Asseciated anemallies

Hydrocephalls

Atlantoaxial rstalility




Example oif Achondroplasia




Example

ApPErt- smalli nyaxilia
Ralrew, pPossible cleft palate

Assoclated Anemalies

Mental retardation
Cardiac and renalfanemalies



(-
~

J

S Syndreme



Example
Beckwith=Wiedemann Syndreme
Alway: large tongue;, prognatnism

ASSOC, anemalies: retardation,
ypeglycemia






Example

Crouzon: Syndrome

Alliwvay:  smallimeaxilia; large tengue,
CIIANIeSYNOSIeSIS

ASSeC. Abn: Proptosis






Example

Down's Syndreme

Alway: LLarge: tongue/smalls mouita;, shall
mandible

ASSOC. abn: cardiac, atlanteaxial instanility,
ypetonia






Example

Goeldennar Syndreme

Allwvay: small-mandiblie and zygema
cleft palate

ASsSOe. abn: cervical spine defects



=Examplie




Klippel-Fellf Syndreme

Allway: Short neck with' limited extension

ASseC. Abn: Dealiness, Ventrcular Septal
Defiect



Example




Marianrs Varfants  Syndreme

Alway: Narmew! face, namew: palate

ASSOC. Albn: sceoliesis, restrictive lung dz






Example

Plerre-Robin

Alway:  micregnathia



Example

“the Inverse Sherrer”




Example

Ireacher-Collins Syndreme

Alway: Eacial ypeplasia, receding) chaim,
cleft palate, clhoanal atresia

ASSOC. apbn;: cardiac dz, cervical vertebral
anomalies






Example

Turners Syndrome

Alway: Smalll - narrew maxilla; mandinle
short neck

Assoce. Abn: Coarctation, Hypertension



=Examplie




OB & Difficult Alnwvays

Severall physielogic and anatemic factors: place
OB’ patientsi at a higher risk fier difficult aiwvays.

1) Vasculair engoergement ofi the respiraton tract
|Ieads to edema ofi the nasal/erall phaimnx ana
irachea.

2) Weight gain:-Large weight gain and: Uterine
enlargement leads to decreased FRC and speeds
clock ter desaturation.



OB & Difficult Alnwvays

3) Enlarged Breasts tend to) Interfere with
attempts atiintukhation

4) Eullf dentition-Fullf set of teeti)in| the young
pregnant patient and especially’ these With
enlarged firont teetih cause: difficulty.

5) Rapidarterial desaturation duing apneas
Increased metabelic reguirements + decreasea
ERC=irapid rate efrdesaturation

(2)



OB & Difficult Alnwvays

Incidence: of severe Grade: i e Grade V.
lanyngescopic View! ranges from 0.05%) te 0.55%
of the pepulatien. e nigher end of this range
BElongs te the ohStetric pepulation,

Multiple: studies have: attempted! te: ontain
PoSItive predictive value inrrecognizing difficult
alnvays.



OB & Difficult Alnwvays

Lewis et al. combined thyrementall distance and
Mallampaiti classification.

Erernk used beth these: classifications finding; 80%
Ssensitvity: and 98% SPECITICILY, respectively.
Recke et al. evaluated ninge: rsk facters in 1500
ehstetric patients finding foul factoers Mest
predictive: off diffictlt ntukation=(IViallampai,
short neck, receding mandible; protruding
maxillary IncIsers



OB & Difficult Alnwvays

In general, authoers agree. that multiple
combinations: ofi Predictors IMpProves: SPecCIticity
at the expense of sensitvity. (2)

I adaitien;,, I mask ventilation: Is adeguate: aiter
failed intubation in the OB patient; the presence
of fietal distress, plays a rele inithe decision tree.

Most agree. that regionallanesthesia shoula
pe stressed 1 this patient population; te avoeid
the abeve problems!
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