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Non-obstetric anaesthesia

wrong decision

k4
damaged patient

Obstetric anaesthesia

one decision different decision
damaged baby damaged mother
or both.....




HeBpgana iHTybauis B akyLLepCTBi

1/300 Obs
G.Lyons. Anaesthesia 1985
1/283 Obs vs 1/2230 Sur
G.L.T.Samsoon. Anaesthesia 1987
1/224 Obs
A.C.Quinn. BJA 2013

“l[HUMAOEHTHICTb HeBaanol iHTybauil He 3HM3uNach
3a octaHHI 20 pokiB, He MBNAYMUCH Ha YCIMIXU B
PO3BUTKY PI3HNX TEXHIK'.



Failed tracheal intubation during obstetric general anaesthesia:

a literature review

S.M. Kinsella.* A.L. Winton.” M.C. Mushambi.” K. Ramaswamy,” H. Swales.*

A.C. Quinn,* M. Popat’
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Fig. 3 Graph of proportion of cases in which general

anaesthesia was continued after failed tracheal intubation at

caesarean section; reports pooled into S-year epochs. Error
bars=95% confidence interval

Ln(Odds Ratio)
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1985 1990 1995 2000 2005 2010 2015
Year

Fig. 4 Ratio of ‘proportion of general anaesthesia continued
after failed tracheal intubation at emergency caesarean sec-
tion /*proportion of general anaesthesia continued after failed
tracheal intubation at elective caesarean’, plotted by year of
publication. Dotted lines=95% confidence interval

International Journal of Obstetric Anesthesia (2015) 24, 356-374
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Ashwani Gupta MD FRCA
Peter Faber MD PhD FRCA BJA, CEACCP, 2011

Maternal obesity
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Fig | Trends in maternal obesity within 16 weeks of gestation. Data for
2010 are predicted.




Mallampati class changes during pregnancy, labour, and after
delivery: can these be predicted?

M. Boutonnet!, V. Faitot!, A. Katz!, L. Salomon? and H. Keital*
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Fig 1 The Mallampati classes at different time points. 7, 8 months of pregnancy; 7>, during labour; 7%, 20 min after delivery; 7, 48 h after delivery.

Ty, P=0.0062.

[inepTpodia rpyaen, Luepsiko-auianbHa

IHPINbTPaUisi, HABPSAK MYKO3K BJA (2010) 104, 67-70
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Master algorithm - obstetric general anaesthesia and failed tracheal intubation @

Algorithm 1

Safe absietne

QONEE onownt

Trachasd wiitson ]

T e wudanin

* STOP AND THNK
Cosons (consider s and bene®s)

Supragiutis Airway faciwrd 1 \Waku fim gaterct LD
—
Device 2. I s e e SAD
3 Puosed wihout Inbaaing the traches

#aied SAD ventilston 4 Tracheasxomy o CAasmm ooty
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Algorithm 3 cico A

a1 nutale
can't axygenaie f

% 6 Otstetric Anaosthedsts’ Assocation / DIMost Anwoey Socety (2015) ‘K "

Wake the patient up




Algorithm 1 - safe obstetric general anaesthesia

Pre-theatre prepamtion Plan with team
Airway assassmant WHO safety chacklistgeneral anaastatic chacklist
Fadling slatus Identify senior help, alerl if appropriata
Antacid prophylaxis Plan equipment for difficult/faled intubation
kldmuhris fetal resuscitation if approprate Plan for/discuss: wake up or procead with surgery (Tabla 1)
, ¥ ‘

Rapid sequence induction
Check airway equipment, sucon, infravenous access

Optimise posifion —head upiramping + left uterdne displacemeant

Pre-axygenate to F 0, = 0.Wconsider nasal oxygenafion RSI (BIA, 201 6)
Cricoid pressure (10 N incraasing 1o 30 N maximum)
Dalivar approprate indudion/neuromuscular blocker doses
Consider facemask ventilation (P___ 20 emH,0)

L8 v

W

1=t intubation attempt
If poor view of laryrx optimise atiempt by:
» reducingfremoving cricoid pressure
+ axiamal laryngeal manipulafion
» rapositioning headheck
+ using bougie/stylel
|8

- - Verify successful tracheal intubation
Eail Ventilate with facemask Pre B N =
l [ Communicate with assistant A Kl Wt et ok Gt SesRor

- 4 Plan axtubafion

2 intubation attempt

Considar:

+ altemative laryngoscops

39 Intubation attempt only by experienced colleague

58

Follow Algorithm 2 - obstetric failed tracheal intubation

% .

& Obstelric Anaesthetists’ Association/Difficult Airway Society (2015) o ch

¥
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Algorithm 2 - obstetric failed tracheal intubation

Declare failed intubation
Theatre team to call for help
Priority is to maintain oxygenation

2 nokoniHHga SAD Is adequate

oxygenation possible?

Follow Algorithm 3 : Is it
Can't intubate, essential/safe

can’t oxygenate to proceed with surgery
immediately?

[Pmmd with surgery )

% & Obstetric Anaasthetists’ Association/Difficult Airway Saciety (2015)



Table 1 - proceed with surgery?

Factors to consider WAKE ﬁ PROCEED
Maternal condition *Mo amise «Mild acule compromiss *Haemomhage responsiva b *Hyp mia req ye
rasusciafion comective surgary
+ Critical cardiac or
respiratory compromiss,
cardiac amest
Fetal condition * Mo compromisea * Compromise mmacled with = Continuing fetal heart rate + Sustainad bradycardia
infrauianna resuscitation, abnormality despileintrautanne  « Fatal haemomrhage
pH<T72but>7.1% resuscilaton, pH <7.15 s Suspected utarina rupturs
g Anaesthetist + Novice = Junior frainee = Senior raines + Consultant'specialist
g
"g Obesity * Suparmiorbid * Morbid *Obeza + Normal
2 : . : . .
o |Sumical factors * Complax surgery or * Multiples utering scars = Single uterine scar + Mo risk factors
3 major haemorrhage * Some surgical dfficulties
anticipated axpected
Aspiration risk * Recant food * No recant food *No recant food +Fasiad
*In labour *In labour +MNotin labour
« Dpioids given « Opioids not given *Amadds givan
s Antacids not givan = Antacids givan
Altemative anaesthesia * No anticipated diffculty = Predicted difficulty *Ralatwly confraindicated + Abzolutaly contraindicated
* regional or has failed

* securing airway awake

+ Surgery stared

[lepen IHOyKUiED

@ Obstetrc Anaesthetists' Association/Difficult Airway Society (2015)
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[ onoBHe

1. [lymaun npo npobyaKeHHs / NpOaOBXKEHHS

2. Yu moxxe BoHa BigkpuTun csoro pota (LMA)
3. OxwupiHHa — gymanm npo FON wmicue (Y3L4)
4. OnTumisauist NONOXEHHS ONs rTapuHrocKkonii



[ onoBHe

HeBaana neplia cnpoba:

- KopekKuisi / nocnabneHHAa KPUKOIAHOIMO TUCKY
- BigeonapwuHrockon / iHwi “ckonn’



Table 1 - proceed with surgery?

Factors to consider WAKE ﬁ PROCEED
Maternal condition *Mo amise «Mild acule compromiss *Haemomhage responsiva b *Hyp mia 1
rasusciafion comective surgary
+ Critical cardiac or
respiratory compromiss,
cardiac amest
Fetal condition * Mo compromisea * Compromise mmacled with = Continuing fetal heart rate + Sustainad bradycardia
infrauianna resuscitation, abnormality despile intrauanine  « Fatal haemorrhage
pH<T72but>7.1% resuscilaton, pH <7.15 s Suspected utarina rupturs
g Anaesthetist + Novice = Junior frainee = Senior raines + Consultant'specialist
k
"E Obesity * Suparmorbid = Maorbid =Obesa + Normal
2 : . : . .
o |Sumical factors -Cur;ripﬁexsurgery o * Multiples utering scars = Single uterine scar + Mo risk factors
E major haamorrhaga = Some surgcal difficulties
anticipated expeciead
Aspiration risk * Recant food * No recant food *No recant food +Fasiad
*In labour *In labour +MNotin labour
« Opioids givan «Opioids not given *Amadds givan
s Antacids not givan = Antacids givan
Altemative anaesthesia « Mo anticipated diffculty = Predictad difficulty *Ralatwly confraindicated + Abzolutaly contraindicated
* regional or has failed
* securing airway awa + Surgery stared
reay device! * Difficult facemask « Adequale Bocemask + Firgt ganaration supragiotiic = Second genarah
1 g wentilation van il ation vanfilation airway devica supraglotc airway device
ig E * Front-of-neck
; z Airmay hazards +Laryngeal cadema +Bleading + Secrations « None evidant
g = « Stridor «Trauma
© Qbstetric Anaasthetists' Association/Difficult Airway Sociaty (2015) e



Failed intubation

v
— Urgency
?oxygenate ? wake up Patient problems
Airway after failed intubation
v

F-o-NAA




Table 2 - management after failed tracheal intubation

Wake Proceed with surgery |

g

* Maintain oxygenation « Maintain anaesthesia
» Maintain cricoid pressure if not impeding ventilation « Maintain ventilation - consider merits of:
= Either maintain head-up position or turn left lateral 2 controlled or spontaneous ventilation
recumbent a paralysis with rocuronium if sugammadex available
* If rocuronium used, reverse with sugammadex « Anticipale laryngospasmican't intubate, cant
= Assess neuromuscular blockade and manage awareness oxygenate
if paralysis is prolonged

+ Minimise aspiration risk:
= Anticipate laryngospasm/can’'t intubate, can't oxygenate

o maintain cricoid pressure unti delivery (if not

) ’ impeding ventilation)
After waking o after delivery maintain vigilance and reapply cricoid
: o3 pressure if signs of regurgitation
» Review urgency of surgery with obstetric team A) empty stomach with Q$MC drain tube if USiﬂgl

second-generation supragloftic airvay device
o minimise fundal pressure

= administer H, receptor blocker i.v. if not already
given

* Intrauterine felal resuscitation as appropriate
+ For repeal anaesthesia, manage with two anaesthetists
= Anaesthetic options:

a Regional anaesthesia preferably inserted in lateral _
+ Senior obsletrician o operate

position
a Secure airway awake before repeal general « Inform neonatal team about failed intubation
anaesthesia « Consider total intravenous anaesthesia

=
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© Obstetnc Anaesthetists’ Association/Difficult Ainway Society (2015)



LMA

[Ticnsa HeBganol iHTybauil:
26 7 npobymkeHHa / 19 NnpoaoBXKEHHS

19: 18 LMA 2-ro nokoniHHg / 1 HeBOaya
H.Swales. Int J Obst Anesth 2014

OuiHKa NpoayKTUBHOCTI:
cLMA — 11 3 22 6anis

pLMA/sLMA/i-jel —17-19 3 22 6aniB
T. M. Cook & F. E. Kelly. BJA 2015



British Journal of Anaesthesia 115 (4): 497-9 (2015)
Advance Access publication 20 May 2015 - doi:10.1093/bja/aev156

Time to abandon the ‘vintage’ laryngeal mask airway

and adopt second-generation supraglottic airway
devices as first choice

T. M. Cook™ and F. E. Kelly
Anaesthesia and Intensive Care Medicine, Royal United Hospital, Combe Park, Bath BA1 3NG, UK

Table 1 Choice of airway for routine use during elective anaesthesia. Aspects of device performance are given a maximal score according to
importance in the clinical circumstance. Each device is then scored for each aspect of performance. The sum of these scores gives an

indication of the most and least suitable device. BVM, bag-mask ventilation; cLMA, classic laryngeal mask airway (LMA); ILMA, intubating
LMA,; LTS I, laryngeal tube suction mark II; PLMA, ProSeal LMA; SLMA, Supreme LMA. *Second-generation device

Overall Speed of Quality of Airway Aspiration Avoiding Avoiding
insertion insertion ventilation protection airway sore
success trauma throat

0w
]
$,

Maximal score

BVM
cLMA
ILMA
PLMA®
i-gel*
SLMA*
LTS I*
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Algorithm 3 - can’t intubate, can’t oxygenate

Declare emergency to theatre team
Call additional specialist help (ENT surgeon, intensivist)
Give 100% oxygen
Exclude laryngospasm — ensure neuromuscular blockade

|

Perform front-of-neck procedure

\

Is oxygenation
restored?

Maternal advanced life support Is it

Perimortem caesarean section essential/safe
to proceed with surgery

immediately?

Wake J [ Proceed with surgery ]

s )

© Obstetric Anaesthetists’ Association/Difficult Airway Society (2015)




Percutaneous emergency airway access; prevention,

preparation, technique and training

Iways attempt to identify the cricothyroid membrane
Always attempt to identify the cricothyroid membran
before induction of anaesthesia

( Cannot imtubate, cannot
ventilate

I —

[ Canyouidentifythe |
cricothyroid membrana? |

1

YES

! Use a horizontal scalpel | Make a longitudinal
stab incision through the midline scalpel neck
cricothyroid membrane, | |incision. Use digital biunt
stabilise with a hook or |~ | dissection. Palpate the
a bougie, advance a cricothyroid membrans
. 6.0mm cuffed ET tube or trachea

e o
——_‘

" Ventilate through a size |
6.0mm ET tube with a

ventilation bag or an ‘

_ anaesthefic circuit |

Fig 1 Flowchart for performance of the defoult percutaneous
emergency ainvay access.

XipypriyHa TexHika
3a CenbaiHrepom:

Melker Kit
Fvora Kit

Kristensen et al. BJA (2015) 114, 357—-61



The Society for Obstetric Anesthesia and Perinatology
Consensus Statement on the Management of Cardiac
Arrest in Pregnancy

e ) * DON'T INTERRUPT CHEST COMPRESSION §!

= Jaw thrust + chin lift
Ventilate « Bag mask (2 handed + oral airway if necessary) 02

100% 02 + Cycies of 30 chest compressions : 2 breaths
« 2 breaths, each over 1 second
=~

<
(= N . Call for expert airway help and difficult airway cart
Prepare & * Portable suction + airway equipment

R occioasts et b s 44 1 cnpoba — napuHrockonis

- A - Don'tinterrupt chest compressions!
f =
Pﬂmarv - Direct or videodaryngoscopy 2 L M A
Attempt * Bougie if available Crl po a —
" A
( A
* Alternative laryngoscopic technique
Secol‘ldary * Adjustirelease cricold pressure if applied 3 Crl 06 a —_ F O N
A * Return to mask ventilation if unsuccessful
ttempt * Prepare supraglottic airway (+/- gastic port)
Ahﬁl‘ﬂﬂtm * Insert supraglottic airway (e.g., LMA)
Almnv = if ventilation inadequate, return to mask ventilation
Control * f mask ventilation inadequate — Cricothyrotomy
N : =

» Confirm ETT placement”
‘ lEd s Sgcure ETTor SGA
Almav COI'ItI‘O' = 10 breaths per minute
= Deliver 500 - 700 mL per breath

S.Lipman et al. A&A 2014




DAS Extubation Guidelines: ‘At risk’ algorithm

Sten 1 (At risk’ extubation
Planp extubation Assess Mapn!?e':eml sk factors J m;:lmy?;:n;;:::n
ka'-ti’agmomlmkIact:mspumml
Step 2 [ Pl'epal’e ] mp:u\tﬁcbu moﬂnrfadas
Prepare for Oplimise patient and other factors Respratoey ' Skikd relp | assstancs
extubation R m:"xwm m’:“:ﬁ;
Key question: is it safe to remove the tube? \

.........................................................................................

Step 3
Pearform
extubation

Step 4
Postextubation Recovery / HDU I ICU )

care

Safe transier « Anaigesia
Handowver / communication ' Stallieg
*Acvancad tachmgues: require ¥aring and eapenancs 0, and arway management + Equipment
Oservaton and moniioring | Documentation
Gansral medical and surgical managaemnt

r
\. o

STy DMl Aty Socety Extubation Algorhem 2011




Safe extubation of a parturient using an airway
exchange technique

A.D. Spong, D.J.A. Vaughan

| P H H \ UK

L M

ing removal of the tracheal tube

[TpoBigHMKK Ona ekctybauii .
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