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[Mouyemy HyXHbI [MpoToKonbl TpyaHou UT

MpoTtokon

«Difficult airway Guidelines ASA»
1993 r.

AMERICAN SOCIETY
OF ANESTHESIOLOGISTS
DIFFICULT AIRWAY ALGORITHM
1. Assess the likelihood and clinical impact of basic management problems:
A. Difficult Ventilation
B. Difficult Intubation
C. Difficulty with Patient Cooperation or Consent
D. Difficult Tracheostomy
2. Actively pursue opportunities to deliver suppl | oxygen throughout the p
3. Consider the relative merits and feasibility of basic ma'nagsment choices:

: - Tntub ‘After Induction of
A L Awake Intubation j—vs—( General Anesthesia )

B. Non-Invasive Technique for Initial Invasive Technique for Initial
Approach to Intubation g

Approach to Intubation

C. | Preservation of Spontaneous Venﬁlaﬁon)_vs._( Ablation of Spontaneous Ventilation )

4. Develop primary and alternative strategies:

A B. INTUBATION ATTEMPTS AFTER
AWAKE INTUBATION INDUCTION OF GENERAL ANESTHESIA
v v
Airway Approached by Invasive Initial Intubation Initial Intubation
Non-Invasive Intubation Airway Access(b)* pi ful* pts UNSUCCESSFUL
FROM THIS POINT
Succeed* FAIL ONWARDS CONSIDER:
| 1. Calling for Help
v v v 2. Returning to Spontaneous
Cancel Consider Feasibili Invasive Ventilation
Case of Other Options(®  Airway Access(®)* 3. Awakening the Patient
|

v
FACE MASK VENTILA;ION NOT ADEQUATE

v
FACE MASK VENTILATION ADEQUATE

CONSIDER/ ATTEMPT LMA
v v
LMA ADEQUATE* LMA NOT ADEQUATE
I OR NOT FEASIBLE
NON-EMERGENCY PATHWAY EMERGENCY PATHWAY
ilation Adeq Intubation U ful Ventilation Not Adequate,
Intubation Unsuccessful
FAGE MASK
Alternative Approaches
1o Intubation(® Dt I Gal ok
COM| | .
INADEQUATE gency N Airway
Successful ik FAIL After
ultiple . e
L 2 ]
4 St Emergency
Invasive Consider Feasibil Awaken
r i : Invasive Ail
Airway Access®)*  of Other Optionsal Patient(d) m(b’)".’ay
* Confirm ventilation, tracheal intubation, or LMA placement with exhaled CO,

a. Other options include (but are nolllmlbdto sul utilizing face
op! (la byl ) urgery g

c. Alternative non-lnvasive appmchas lo difficult intubation include

mask or LMA anesthesi or region: (but are not limited to) 'rla goscope blades, LMA
nerve blockade. Pursuit of these options usually inplles that mask as an intubation conduit La!h or wllhout idance),
ventilation will not be problematic. re, these options may be fiberoptic intubation, intubating stylet or tube ger, light wand,
of limited value if this snap in the algorithm has been reached via retrograde intubation, and blind oral or nasal intubation.
the Emergency Pathway d. Consider re-preparation of the patient for awake intubation or

b. Invasive airway access meludas surgical or percutaneous canceling surgery.

tracheostomy or cricothyrotomy.

e. Options for y invasive airway ventilation include (but
are cheal i
ion, or jet ilati

of difficult airway management




[Mouyemy HyXHbI [MpoToKonbl TpyaHou UT

AHanna 179 cny4daeB ¢ 1985-1992 rr. 1 1993-1999 rr., cBA3aHHbIX
c npobnemamu MrBAMN.
OueHnBanncb: MEHEOXXMEHT, KOHEYHbIN pe3ynbTar,

ponb BHeapeHua«Difficult airway Guidelines ASA» 1993 r.
[Mpobnemsbl MNMBAOM: 67 % - npu nHaykumun, 15 % - npu nogaepxaHnn
aHecTte3nn, 12% - npu akcTybaummn n 5% - B nanare npodyxaeHus.

CwmepTb/loBpexaeHne Mo3sra yBennymBanmncb Npu passutum
ypesBblvanHbIxX cutyauunm (OR,14.98; 95%CI 6.37-35.27, P<0.001),
Npu NOCTOAHHO noeTopstowmxcs nonbiTkax AT (P<0.05)
CwmepTtb/[loBpexaeHne mMoara Npu MHOYKUUM aHECTE3NN CHU3UIUCH
;a R,0.26; 95%CI 0.11-0.63, P=0.003) BO Bpems

RO, AO HE Ha OPYrnx atanax

Peterson GN, Domino KB, Caplan RA et al. Management of the difficult airway:
a closed claims analysis. Anesthesiology, 2005, 103(1): 33-39.
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The Royal College of Anaesthetists and The Difficult Airway Society

Report and findings
March 2011

* 1 13 4-x 6onbLUNX OCNOXHEHNN CO CTOPOHBI AbIXaTemnbHbIX NyTENn NponcxoanT
B OTAENEHUSIX MIHTEHCUBHOM Tepannn Unu oTaAeneHnsIX HeOTNOXHOW NMOMOLLIN,
3a4acTyto ¢ ocobeHHO HebnaronpmaTHbIMKU UCXogamu

* [NpnymHa He Tonbko B hakTopax naumeHTa, HO Takke B KOMNETEHTHOCTU U
onbITe NHTYOMpytowero, BbIbOpe 1 Ao3ax npenapaTtoB ANs MHOYKLMN U
MbILLIEYHbIX PENAaKCaHTOB, NPENHOYKLUMOHHOWN TEXHUKE

« CnocobcTtBytowme daktopbl: HexBaTka 06opyaoBaHuUs, NNoxoe
NPOrHo3npoBaHue, OTCYTCTBUE B3aUMOOENCTBUSA, OTCYTCTBME NNAHNPOBAHUS,
MS1I0XON TPEHUHT



IJKCTPEHHbIN XUPYPruyeckum gocTtyn

Xupypruyeckumn gocTyn
N=58 (43%)

N=29 (50%)
KoHukoTomMmus

J

N=19

Y3kasa kaHwonsa
(£2 Mm)

Tpaxeoctomus (7)
Xnp. KOHNKOTOMUSA
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KaHHons
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N=3
Xup.
KOHMKOTOMMUS
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N=3
Xupypruyeckas
KOHUKOTOMUS

N=29 (50%)

OKCTPEHHas
TpaxeoCcToMud

J

J

Ymepnu 2




A9KCTPEHHbLIU XUPYPITMYECKNU OOCTYN

N3 58 cny4aeB 9 (16%) nonbITOK ObINM HeyCneLHbI.

51 (88%) naunMeHToOB HE UMENM OTAANEHHbIX OCNOXHEHUN,

3 (5%) nmenu 4YacTM4YHOEe BOCCTAHOBIEHNE,

4 (7%) ymepnu: 2 nocrne ycnewHoro BocctaHoBrneHuns npoxogumoctn BOI
N 2 Nocrie Heygayu.

33 13 58 xunpyprudeckmx emewlatenscts Ha BAI BbINONHANUCE XMpyprom,
25 — aHeCTe3MosIorom.

JInwb 9 13 25 NONBITOK aHEeCTe3NOoNOoroB ObININ YCNELUHbI.

Bce crniyyan Xxupyprmieckom KOHMKOTOMUN ObISfIN YCMeLHbl.



Fourth National Audit Project of the Royal College of
Anaesthetists and
the Difficult Airway Society

Acnupaums XenyaodHoro cogepXxnmoro boina nepBMYHbIM OCIIOXHEHNEM B
23 cny4asx v bbina npuymHOM cmMepTun B 8 criyyasx n 2 cny4yaes CMepTM MO3ra.
Yalle Bcero nponcxoguna Ha atane UHAYKUMN UNu yCTaHOBKU TPYOKM nnn
napuHrearnibHOW MackKu.

Acnupaumsa KpoBbiO OTMeYanach B MATU criydasax, oauH NpuBen K CMepTu.

OcnoXxHeHns B KOHLIe aHecCTe3uun 1 B nepuoae NnpoodyxaeHus
menocb 38 cnyyaes HapyLUeHUs MPOXOAMMOCTM B KOHLEe aHeCTe3nun 1 BO
BpeMsi NpobyxaeHuns (20-B ornepaunoHHON, 16 B nanarte npodyxaeHus n 2 Bo
BpeMsi TpaHCNopTUpoBKK). Hanbonee yacton npobnemomn 6bina o6CcTpyKUms
B, npnynHbl BKNOYanu napuHrocnasm, NomnHyt o6CTpyKLUUO NpocBeTa
AblXaTenbHOro YCTPOUCTBA (KPOBbIO, 3aKyCbiBaHMe). [1Ba nauneHTa ymepnu
nocrne obCcTpykumMn B nepuoae npodyxaeHus. B ogHom criydae nocne onepauum
TOH3UNN3KTOMUM CBEPTOK KPOBU BbIN NPUYMHON OBCTPYKLIMK, KOTOPYHO CHa4yana
nocynTanu crneacTtBMeM npucTyna actmel. B gpyrom cniyydae obetpykumsa
npueena K oTeKy Jfierknx Ha gooHe BbICOKOro oTpuuaTenbHOro JaBfieHns B
AblXaTenbHbIX MYTAX, TSXXENOW MMMOKCUMN.

Heckornbko crny4yaeB 3aKycblBaHUA NapuHreanbHOM Macku Oblfin CBOEBPEMEHHO
pacrno3HaHbl.
16 n3 38 cny4aes ObInn nocne onepauun Ha Bl



MOYEMY HY>XHbl MPOTOKOJbI TPYAHOWU UT

Henpuemnemaﬂ 4yacToTa OCNIOXXHEHUU U NeTarbHbIX UCXOO0B, CBA3aHHAaA C
AbiXaTeJIbHbIMAN NYTAMU BClneaCcTBUe.

* Hepacno3HaHHOM MHTYBaunu nuwesona
* [mnokcemumn
« Peryprutauum u acnupaumm

MHoruve B cucteme 34paBooOXpaHeHUs NbITalOTCA UHTYOUpPOBaTb Tpaxeto,
HO HEMHOrue u3 HUX oonagaroT Heo6xoAMMbIMU HaBbIKaMW.

Hanunuymne anroputma n gononHutenbHoro meHexameHta [l noBbiwaeTt
0e3onacHOCTb NauUueHTOB.
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MPOTOKOJSIbl TPYOHOU MHTYBALIUN TPAXEWN
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Australian and New Zealand College of Anaesthetists (ANZCA) = Ka H ana
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Guidelines on Equipment to Manage a Difficult Airway During

Anaesthesia ﬂ MOHUA
Kutaun
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KOxxHan Adpuka




Cxembl DAS, UK, 2004 rox.

IL1aH A:

I13gauaapHAg HHTY- [ HpﬂMaX JTapHHT OCKOITHA

VYCICmHO

J

[ IaTtyGaiua TpaxeH J

Oaumn 1paxeu

IloaTBepanTe. 3aTeM

Heynama
IL1an B:
TTorTOpHAS HHTYOA- [ TJIM wma JIM
ITHA TPaAXCH
HeBO3MOKHO BEHTHIHPOBALD
IInax B:

TTognep:xaHHE OK-

¢dubdpoonTHUCCKaA HHTY-
OalHsA TpaxeH uepes
HTIM pou JIM

HesosmoxHo HH1yOHpoBaLb

CHI'€HAIlHH H BEHTH-
JIAIHH. OTCPOYKa
OomeparHyd H Ipody-
JKIEHHE NallHeHTa
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O1107KH b OUCPALHE)
Pa30yauTh manHeHTa
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IpeObIIyIIHX ITa-

HeBO3MOKHO BEHTHIHPOBATH

ViayuameHHe OKCHIe€HALIHH Pa36yauts [TanmeHTa
’\

HOB
IInaa I': _ —
DKCTPEHHBIH METOI TIM
B CHTyaIlHH "HeBO3-

MOXKHO Vee e rugefcemun
WHTYOHPORATR —
HEBO3MOKHOCTH 1T
BEHTHIHPOBATh i \

/ ~a

"
KanromanmronHas [
Heymaua —

KPHKOTHPCOHIOTO-
&

Xupypruueckas
KPHKOTHPESOHIOTOME

He Soiee 4 monbsITOK NOgaep:KaHHA OKCHI€HAITHH HC

MOJIb30BAaHHEM THIIEBOH MacKH!



AMERICAN SOCIETY
OF ANESTHESIOLOGISTS
DIFFICULT AIRWAY ALGORITHM

1. Assess the likelihood and clinical impact of basic management problems:

A. Difficult Ventilation

B. Difficult Intubation

C. Difficulty with Patient Cooperation or Consent
D. Difficult Tracheostomy

2. Actively pursue opportunities to deliver supplemental oxygen throughout the process of difficult airway management

3. Consider the relative merits and feasibility of basic management choices:

A. ( Awake Intubation

Intubation Attenrfls After Induction of
S General Anesthesia

B. Non-Invasive Technique for Initial
Approach to Intubation

Yo

Invasive Technique for Initial
Approach to Intubation

C. (Praservation of Spontaneous Ventilation)_vs__( Ablation of Spontaneous Ventilation J

4. Develop primary and alternative strategies:

A. INTUBATION ATTEMPTS AFTER
AWAKE INTUBATION INDUCTION OF GENERAL ANESTHESIA
v v
Airway Approached by Invasive Initial Intubation Initial Intubation
Non-Invasive Intubation Airway Access(®)* Attempts Successful* Attempts UNSUCCESSFUL
FROM THIS POINT
Succeed* FAIL ONWARDS CONSIDER:
| 1. Calling for Help
v v v 2. Returning to Spontaneous
Cancel Consider Feasibili Invasive Ventilation
Case of Other Options(®  Airway Access(®)* 3. Awakening the Patient

v
FACE MASK VENTILATION ADEQUATE

Ventilation Adequate, Intubation Unsuccessful

v
l‘ LMA ADEQUATE*
NON-EMERGENCY PATHWAY EMERGENCY PATHWAY QJ

v
FACE MASK VENT! ILA;ION NOT ADEQUATE

CONSIDER/ ;.\TTEMPT LMA

v
LMA NOT ADEQUATE
OR NOT FEASIBLE

Ventilation Not Adequate,
Intubation Unsuccessful

IF BOTH
Alternative Approaches F 2%% m‘s\’( Call for Help
to Intubation(c) VENTILATION ¥
BECOME E 2 5 TR
INADEQUATE mergency Non-Invasive Airway Ventilation(e)
Successful FAIL After
Intubation* Multiple Attempts j ‘ Successful Ventilation* FAIL
4 2 s Emergency
Invasive Consider Feasibility Awaken kgt
. » r 4 Invasive Airway
Airway Access(®) of Other Options(a) Patient(d) Access(®)*
* Confirm ventilation, tracheal intubation, or LMA pl with exhaled CO,

a. Other options include (but are not limited to): surgery utilizing face (-
mask or LMA anesthesia, local anesthesia infiltration or regional
nerve blockade. Pursuit of these options usually implies that mask
ventilation will not be problematic. Therefore, these options may be
of limited value if this step in the algorithm has been reached via
the Emergency Pathway.

b. Invasive airway access includes surgical or percutaneous
tracheostomy or cricothyrotomy.

Q

Alternative non-invasive approaches to difficult intubation include
(but are not limited (?}: use of different laryngoscope blades, LMA
as an intubation conduit (with or without eroR:'c guidance),

fiberoptic intubation, i ing stylet or tube changer, light wand,
retrograde intubation, and blind oral or nasal intubation.

. Consider re-preparation of the patient for awake intubation or

canceling surgery.
Options for emargencg non-invasive airway ventilation include (but
are not limited to): ngid bronchoscope, esophageal-tracheal combitube
ventilation, or transtracheal jet ventilation.

2003 .
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(SIAARTI - GdS Vie Aeree Difficili 2005 Algorythm — adult patient)

,-

gl 1" LARYNGOSCOPY PREDICTED DIFFICULTY
UNPREDICTED DIFFICULTY =
CALL FOR HELP BORDERLINE ‘_I_’
<fheen V’;‘;‘;ﬁ‘;’,’,‘fﬁfy?—P | YES | Predictable ventilation difficulty ?

OXYGENATION

MANOEUVRES RECONSIDERING:
head support - laryngeal manipulation -
traction

laryngoscope

2™ LARYNGOSCOPY
: FIBEROPTIC
. | AWAKE
| ; NMBAs ? INTUBATION INTUBATION
. , ‘ IN ANAESTHESIA IN LA.

(SEDATION?)

Aspiration risk?

Availability and knowledge of
alternative devices?

cooperation?
OXYGENATION

ALTERNATIVE DEVICES I

Blades ~ Stylets— Forceps ~ Introducers
| oxvGeNATION ll 3 and 4 LARYNGOSCOPY o1
other options

m 4 Successful intubation ? —p

Qﬁe mask ventilability? —» Ri=:

entilation via LMA (or other EGD) i

RAPID TRACHEAL ACCESS (tracheal puncture -~ Cricothyrotomy)
YEGD:extra-glottic device; LRA: Loco Regional Anaesthesia; FOI: fiberoptic intubation

GENERAL
ANAESTHESIA




Mainz universal algorithm for ) |sevesrATTmadiin.
in-hospital airway management

Adequate Mask Ventilaton 7

‘I .
Maximum of 3 inlubation itempts EMERGENCY: Call for halp: 57 1 |

{5P); i passible: videclaryngoscope; intubasion attemgt (f posstie:
call for help Videaaryrgoscope|

Return 10 sportanaous treathing 7

Adequate Masx Ventilation ‘m—" Cansidar reverssl [ antagoris! (8.9,

sugammadex, nalcxona)

A’-"—‘f ‘ i

Videolaryrgascopes / McCoy

Supraglotic device Bonlls ) Fioerscope

1

'

ONE aternative technique

Fetan lo spontaneous beeathing 7
Consuier roverssl ! artagons! (o.g
sugammadex, nakucnae)

Videoaryngoscope
{ McCoy

Bonfis/
Fiberscope

Supragloltic devics

Adeguale Mask Versilation 7

Surgical Arway (Cricothyrotomy)



MPOTOKOJSIbl TPYOHOU MHTYBALIUN TPAXEWN

PLAN A - INITIAL INTUBATION STRATEGY

OPTIMISE POSITION
USE BOUGIE OR STYLET
ALTERNATIVE BLADE / SCOPE
ALTERNATIVE OPERATOR

BOUGIE NJERNM’E AIRTRAQ VIDEC
LARYNGOSCORE

ELECTIVE INTUBATION mox 4 attempls

RAPID SEQUENCE INTUBATION  max J cttemnpts

- - /
CLASSIC LMA (cLMA} N Zanedes
INTUBATING LMA (iLMA) o S FIBREOPTIC INTUBATION THROUGH iLMA
e : Fast Trach or AirQ) © —— ’ o MALLEABLE FIBREOPTIC STYLET (eg : Levitan)
o 2 \=- ] FIBREOPTIC SCOPE (s :Ambu Ascope 2)
PLAN 8 not appropriate cLMA FIBREOPTIC STYLET
in elective RS! iLMA OR FLEXIBLE FBREOPTIC SCOPE
’ = = -
FACE MASK ~
[ 5 NASOPHARYNGEAL AIRWAY G
ATTEMPT TO WAKE PATIENT UP % % sty i
CONSIDER SUGGAMADEX IF AVAILABLE CLASSIC LMA (cLMA) : RS
& INTUBATING LMA (iLMA) eg : Fost Troch or AirQ - \ o
MASK, NPO, GLEDEL CLMA LMA
PLAN D - RESCUE TECHNIQUES FOR ‘CAN’T INTUBATE, CAN’T VENTILATFP
Bag | a,b,c¢  Paedistric or Easy Aratomy NEEDLE CRICOTHYROIDOTOMY F 3 s - .
Bag 2 Adult or Easy Anatomy ~ SCALPEL-BOUGIE-ETT (greater 7 A ~ q <>
success in NAP4) /) & ; \ )
Bag 3 Impossisle Anatomy SCALPEL-FINGEA-NEEDLE ¢

Refer to CICY FLOWCHART and

MBEKER QUACK TRACH OXYGENATION SCALPEL
NURSING PROMPT CARDS overleaf s ol o



MPOTOKOJSIbl TPYOHOU MHTYBALIUN TPAXEWN

Rescue techniques

“Can't Intubate
Can't Ventilate”

'} PREPARE TEAM

& EQUIPMENT

RSI dump kit and checklist
RSI drugs in ED fridge
Airway trolley in Theatre

DIRECT
LARYNGOSCOPY

KING VISION VL

& Sugammadex

BMV or LMA
Classic or Supreme LMA
or htubamgLMA (ArQ Il)

%8 \

Facemask, oro- cLMA, pLMA oriLMA

or nasopharyngeal

PLAN C:

Oxygenation and
ventilation

Wake patient up

Consider

PLAN D: Melker Manujet & jet Surgical
Can’tintubate; ventilation catheter airway
Can’t ventilate

cicv af
i '-\\;')
| 7 \ ¢
.‘ﬁ/ ‘} !
# \




MPOTOKOS TPYOAHOU UHTYBALIUN TPAXEWN

American Society ofm

Anesthesiologists®

Ana nporHo3upyemMou u
HenporHosnpyemon TpyaHon UT

Ona HenporHo3upyemou TpyaHon UT






ANrOPUTM OEUCTBUN?

WHTYBUPYETE J1X Bbl NAUMEHTA B CO3HAHUW?



IIporaosupyemas tpyanas T

A. VaTyOanus Tpaxeu B CO3HAHIH

Y

VuBasuBHEII AOCTYII HenuBa3uBHbIi AOCTYII

—
- TpaxeocTOMHS 1 Wurybamus c momormsio ®OBC uepes Hoc (pot)

P - KPHKOTHPEOTOMUS B YCAOBHAX MECTHOI AHECTE3HH C MHHIMAABHON
e KO M e Hna u M M - B JCAOBHAX MECTHOM Ma) CeAaLIelt. /
AECCICRUM 2 Vcrasoska IAM,AM H Ap. B yCAOBHAX
¢ A P * MECTHOH aHEeCTE3HH H BBEACHIE TPYOKI

KOHTPOAB TTOAOXKEHHS TPYOKIT ¢ ®OBC nan oe3 Hero.

I 2AEKBATHOCTD BEHTIAAIIIIT 3  IHTybalms depes HOC BCAEIYIO TIOA MECTHOH

«TpyAHas e
MHTYOauuA :

Vemex Heyaaua

Tpaxen» o S s

. v V

AABTEpHATUBHEIE BAPHAHTEI AHECTE3UH VIHBa3WBHEIIT AOCTYII OTmena omepanuu

A. UT GoapcTBylowero naumeHTa

_
a) BapraHTe! 0) - TPAXEOCTOMHS
1. PermonapHas aHecTe3ns - KpHKOTHPEOTOMUSA
2. IlposeacHuE HHTAAAITIOHHON

AHECT

3. IIpoBeaeHIE aHECTE3HH C
BeHTHAsAIIEH depe3 AM

B! B caydyae HeaAeKBATHON BEeHTHAAIINI
€HCTBOBATH ITO COOTBETCTBYIOMIEMY ITAAHY.

‘HeAb35 BEHTHAIPOBATE - HEAB3A HHTYOHPOBATH .
1. ®OBC - ¢pubpoomnTiraeckas OPOHXOCKOIHA

2 VIAM - merybupyionmas AapUHIeaAbHAS MACKA
3. OTT - sHAOTPAXHAABHAL TPYOKA




NMokazaHua ana AT naumeHTa B CO3HaAHUU

1. TpyaHas nHtybauuns B aHaMmHese
2. Oxxnpaemeole “TpygHble AbixaTenbHble nyTn”

BeicTynatowme nepeagHue 3yobl

Manoe packpbiTne pta

Y3Kas HMXHASA YentoCcTb

MwuKkporHaTus

Makpornoccus

KopoTkas myckynucTtas Lwes; O4eHb AfMHHas Lwes
OrpaHnyeHHasa nogBMKHOCTL LLeN (peBMaTOUAHLIN apTpuT,
aHKNIO3MPYIOLLNIA CIOHOUINT, cpalleHne)
BpoxaeHHble aHoManuu gbixaTtenbHblX nyTeun
MopbunaHoe oXxupeHune

Tpaxeomanauug

OnyxonesBble nopaxeHud (A3blka, MMHAOANWH, ropTaHu,
cpenocTeHuns), bonbLion 306

OBCTPYKUNS BEPXHUX OblXaTeNbHbIX NyTEW



NMokazaHua ana AT naumeHTa B CO3HaAHUU

3. HectabunbHOCTb LWENHOro otaena No3BOHOYHMKA
4. TpaBMa nuua Unu BepxHUX ObixaTtenbHbIX NyTeu
5. Oxxngaemas TpygHass MacovHas BEHTUNALNSA

6. Bbicoknn puck rnerovyHon acnmpaumu

7. BblpaxeHHast HeCTabuIbHOCTb reMOANHAMMUKN

8. Bblpa)KeHHaFl AblXaTelribHad HeAQOCTATO4YHOCTb

C.A. Hagberg et al., 2013



NMpenmyuwectBa UT naumeHTa B CO3HaHUU

CoxpaHeHne ToOHyCca BEPXHUX ITOTOYHbIX MbILLLY

CoxpaHeHne CNoHTaHHOM BEHTUNALNU

NHTYyOUupoBaTh nerde, T.K. ropTaHb NOCcre MHOYKUUM CMeLLaeTca Knepeau
[TauMeHT coxpaHseT 3aWmnTy OT NIero4Hon acnupauunm

CoxpaHsieTcsl KOHTPOSb HEBPOMOrMYECKNX CUMNTOMOB (Hanpumep, npu

naTtonorun LenHoro otaena I'IO3BOHO'-IHI/IKa)

The ASA Task Force for Management of the Difficult Airway, 2003



PEKOMEHOAL U
®AP
«TPYOHAA
MHTYBALIUA
TPAXEW»

B. UT nocne nHaykuum aHecte3snm

IIpeoxcurenanusa 100% O2 gepes AuIIEBYIO MACKY.

b

HMuaaAykimmsa B aHecTe3sHro

vi
"B CHTHAALIIA AT

III€BOI MAC RO

=] HPH HCOEXOAEI\!OCTH - OOTHMH2AIHNA TEXHUKH
- JCTRHOBKA OpO- MAH nasocbapmea.ssnoro BOBAYXOBOAG

AAEKBATHA

| HP.HMSHCEPI’C MOPCAAKCS.ETOB

I'Ip;lma.x AAPHHIOCKOITHSA

= npn BeonoAnMocm: HN3MEHECHUE
TIOAOXKEHUA TOAOBEL, HAPYKHEIE
MAHHITYASITHH HA TOPTAHN

-1p AABTER X
wetoaos UT (B)

MAaCOYHAA BEHTHAALINA
CTAAR HEAAEKBATHA

HeyAame
| momermir UT

He boaee 3-x
IIOMEITOK
-MacouHas
BEHTHAAIIL
- moAAepyKaHE
aHecTe3InH

:

ycn'ex

gepes VIAM, AM

ITomertka IT

Veranoska TAM, AM
[<—| (He boAee 2-X IOIIHITOK),
KOHTPOAD BEHTHAAIIIIT

®OBC

v

v

Benruasmms
HEAACKBATHA

v
MNEPTHH TN

ycmex

\

HeaaexBataa
SpOZ <90 mpr F1021 0
¥

OaHa monsrrka YT

Veraroska FIAM, apyroro
HAATOPTAHHOIO BO3AYXOBOAA
(He boaee 2-X IIOIEITOK)

{

’ KoHTpoAB BeHTHAAITII |

i l

BesTuaamua B

AACKBATHA He: 2ATHA

He boiee 2-x

< cCex
% TIOMEITOK
orman /

TpobyKAcHIE
TAnMeHTa KPHKOTHPEOTOMIH
Xupyprugeckas HOYAISS
KPHKOTHPEOTOMHS SPO2 < 90

¥

AABTEPHATHBHEIE
BAPUAHTEI AHECTE3HI

a) Bapmanma

1, Pernonapsas aHecresmns

2. [poBeAeHITe HHTAASIHOHHOIT
AHECTE3II AHICBOIT MACKOIT

3. IpoBeaeHITe aHECTe3MI €
BeHTHAAIIET depes AM

v

VIHBA3HBHEIIT AOCTYII

©O) - TPAXeoCTOMMUA
- KPHKOTHPEOTOMHS

B) AnpTepHatuBHEe MeTofe HT:

¢

IIpobyxaeHmE
TTAITIIEHTA

- HCIIONIE3OBAaHHE NPAMEX KIHHKOE, NPOBOOHHKOE, CTHIETOE,
- HCTIONB30BAaHHE CTHIETOE C MOACBETKOH H KaHATOM JNIA BeHTHIALHH,
- IPHMEHEHHE HENPAMEIX PHTHIHEIX JTapHHIOCKOIIOB (BICH]O‘-IM BH}IEOH&})HHPOCKOHU),

- peTporpagHas MeToguia T




b. UT nocn

€ NHAYKLUUN aHEeCTEe3UMN

v

BCHTHUAALUIA AMLICBOIT MACKOIT
- ﬂpdl H((X-)XO.UINO('W -~ OUMTIDEMIALDES TeXRMn
- n'mmu OPIO RLALE nnocptpmea.u.uoro IOIA"XOW

AACKBATHA Y
%
MNpsneewensie xusopesaxcasrron I IC(-L'\C KBATHA
i SpO2 <90 npn F1021 0
B

npﬂ.\mx .\RPHHTOC]\'OHIUI choo Wo‘ 2 . &
- OPIE HEOOXOAIDMOCTIY.  JEXMEICNITe _ . ’——l_vcncx Oana nomsrxka UT
IOACKENIR TOAOBM, NAPYANME l/l Riiaiid .

: BENTILARIGIN L
MASOIIY AKIIICN Ja r - DoAAepEe
- OIPSDMERCHIIE AABTEPHATIBHIX BT I_I m
serosos HT (B) — L i ]

B) AnbTepHaHTUBHbIe MeToabl UT:

- WNCNOJIb30BaHUE MPAMbIX KIMA

- NPUMEHEHNE HEMPAMbIX PUTUOHbIX JTAPUHIOCKOMNOB (BKJ'II-O‘-Iaﬂ BI/I,EI,eOJ'IapI/IHFOCKOI'IbI);

HKOB, NPOBOAHWNKOB, CTUNETOB;

- Mcnonb3oBaHMe CTUNETOB C NOACBETKOW WU KaHanoM Ansi BEHTUNSALUWUK,

- peTtporpagHaa metoaunka UT.



TpyAHOCTb NNapUHrocKonuu

Knaccudmkauusa TpyaHon napuHrockonuwu (Cormack R.S. & Lehane J.,
1984): '

Classe | Classe |l Classe lll Classe IV

Knaccudmkauusa TpyaHou napuHrockonuu (Cook T.M., 2000):

CrteneHb JTapuHrockonmuyeckas KapTuHa

1 [onocoBas Lernb YeTKO BU3yanuampyetcd. BuaHbel 3agHAs komuccypa u
o0be ronocoBble CKNaaku rno Bcen ArvHe.

2A [onocoBas wWernb BU3yanusnpyeTcsa 4acTuUyHoO.
BuaHbl 3a4HAS KOMUCCYpa U YacTu rofioCOBbIX CKIagokK.
2B BuaHbl 3a4HAS KOMUCCYpa M YacTu rofioCoBbIX CKITadokK
3A BuaeH Tonbko HaaropTaHHUK, KOTOPbIM MOXET ObITb NOAHAT

NHTPOOBIOCEPOM U DYXXOM.

3B BuaoeH Tonbko HagropTaHHMK, KOTOPbIN HE NOAHUMAETCA C MOMOLLbIO
NHTPOAbOCEPA NN ByXa.

4 Busyanusnpyetca TonbKo KOpeHb A3bika.



pr,D,HOCTb NMAapUHIroCKonuu

- l = W Cormack R.S. & Lehane J.

Classe | Classe lll

Classe Il

GRADE 1 GRADE 2A GRADE 28

EASY RESTRICTED DIFFICULT Cook T.M.

Classification of laryngeal grade: Cormack and Lehane's and new classification (2000)
Laryngeal views Cormack and Lehane Modification Method of intubation New grading
Most of cords visible 1 1

Direct EASY

~N

Posterior cord visible 2a

Only arytenoids visible 2 2b
RESTRICTED
Epiglottis visible and liftable

L

Epiglottis adherent to pharynx 3
Specialist DIFFICULT
No laryngeal structures seen 4 4




pr,D,HOCTb NMAapUHIroCKonuu

- l = W Cormack R.S. & Lehane J.

Classe | Classe lll

Classe Il

GRADE 1 GRADE 2A GRADE 28

EASY RESTRICTED DIFFICULT Cook T.M.

Classification of laryngeal grade: Cormack and Lehane's and new classification (2000)
Laryngeal views Cormack and Lehane Modification Method of intubation New grading
Most of cords visible 1 1

Direct EASY

~N

Posterior cord visible 2a

Only arytenoids visible 2 2b
RESTRICTED
Epiglottis visible and liftable

L

Epiglottis adherent to pharynx 3
Specialist DIFFICULT
No laryngeal structures seen 4 4




KnnHuyeckaa cutyauus

lNMpamasa napuHrockonua nocrne MHAyKUuun Tpaxen — 3 knacc no Cormack-Lehane.
3 nonbITkM UT G6e3ycnelwHbl. BeHTUNAUMA nuueBon MacKou ageKBaTHa.

Bawwu gencrBusa:

NpUMeHNTE NPOBOAHUK/OYX?

- NPUMEHUTE aPYron TUN KInHKa?

- NPUMEHUTE HENPSIMON PUrNAHbIA NapUHrockon (BunaeonapuHrockon)?
- BbINOMHUTE METOAUKY peTporpagHyto UT?

- BbINOSIHNUTE KOHUKOTUPEOTOMUIO?

- npumeHute JIM, UTTM?

- No30BeTe Ha NOMOLLb OrbITHOIO KOJ'IJ'Ier?

- pasbyaute nauueHTa?



KnnHuyeckaa cutyauus

lNMpamaa napuHrockonua nocne MHAyKUuun Tpaxen — 3 knacc no Cormack-Lehane.
3 nonbITkn UT Ge3sycnelwHbl. BeHTUNAUMA nuueBon MacKou HeaaeKBaTHa.

Bawwu pencreua:

- NPUMEHUTE NPOBOLAHUK/OYX?

- NPUMEHUTE OpYyron TUN KNnHKa?

- NPUMEHUTE HENPSIMOM PUrNAHbIA NapuUHrockon (BnaeonapuHrockon)?

- BbINOSHUTE METOAUKY peTporpagHyto NT?

- BbINOSIHUTE KOHUKOTUPEOTOMUIO?

- npumeHute JIM, UTTM?

- No3oBeTe Ha NOMOLLb OrbITHOIO KOJ'IJ'Ier?

- pas3bygute nauneHTta?



ANrOPUTM OEUCTBUN?

KAKUE ANNbTEPHATUBHbIE YCTPOUCTBA
Bbl UCTOJIb3YETE?




AMERICAN SOCIETY
OF ANESTHESIOLOGISTS
DIFFICULT AIRWAY ALGORITHM

1. Assess the likelihood and clinical impact of basic management problems:
A. Difficult Ventilation
B. Difficult Intubation
C. Difficulty with Patient Cooperation or Consent
D. Difficult Tracheostomy

2. Actively pursue opportunities to deliver supplemental oxygen throughout the process of difficult airway managemen

3. Consider the relative merits and feasibility of basic management choices:

A. L l Intubation Attempts After Induction of

General Anesthesia
B. ( Non-Invasive Technique for Initial ] _( )

Approach to Intubation
Preservation of Spontaneous Ventilation )_.,s_( Ablation of Spontaneous Ventilation J

Awake Intubation

Invasive Technique for Initial
Approach to Intubation

4. Develop primary and alternative strategies:

v
FACE MASK VENTILA;ION NOT ADEQUATE

v
FACE MASK VENTILATION ADEQUATE

A. INTUBATION ATTEMPTS AFTER
AWAKE INTUBATION INDUCTION OF GENERAL ANESTHESIA
v v
Airway Approached by Invasive Initial Intubation Initial Intubation
Non-Invasive Intubation Airway Access()* Attempts Successful* Attempts UNSUCCESSFUL
FROM THIS POINT
Succeed* FAIL ONWARDS CONSIDER:
| 1. Calling for Help
 Z v v 2. Returning to Spontaneous
Cancel Consider Feasibili Invasive Ventilation
Case of Other Options(®)  Airway Access(b)* 3. Awakening the Patient
|

CONSIDER/ ;}TTEMPT LMA
\4 v
LMA ADEQUATE* LMA NOT ADEQUATE
I OR NOT FEASIBLE
NON-EMERGENCY PATHWAY EMERGENCY PATHWAY
Ventilation Adequate, Intubation Unsuccessful Ventilation Not Adequate,
Intubation Unsuccessful
FAGE MASK v
Alternative Approaches
to Intubation(c) D VE%T?L%%N [> Catfactiey
BECOME : g e
INADEQUATE Emergency Non-Invasive Airway Ventilation(e)
ISuccggssful FAIL After i
ntubation* Multiple Attempt: S ful Ventilation*
Yy v
A ¥ TR Emergency
Invasive Consider Feasibil Awaken
. ” ; ! Invasive Auway
Airway Access(®) of Other Optlons(w Patient(d) ‘Access(d)*
* Confirm ventilation, tracheal intubation, or LMA pl; with “*co,

a. Other options include (but are not limited to): surgery utilizing face to difficult intubati

include

mask or LMA anesthesia, local anesthesia infiltration or regional
nerve blockade. Pursuit of these o%'ons usually implies that mask
ventilation will not be problematic. Therefore, these options may be
of limited value if this step in the algorithm has been reached via
the Emergency Pathway

b. Invasive airway access
or th

as an intubation conduit fm'h or without
fiberoptic intubation, intubating stylet or tube cl
retrograde mmbatlon and blind oral or nasal intubation.

(=%

gical or p canceling surgery.
Options for emetgen
are not Ilmnod lo) rigid

y Y-

rond)oseopem

C.
(but are not lumlted to): use of different Ia'ri{ngoseope blades, LMA
tic guldance).
inger, light wand,
. Consider re-preparation of the patient for awake intubation or

non-invasive airway ventilation include (but
phageal-tracheal combitube

comi

Arwmncan Secmty

Anesthesiologists” =
DIFFICULT AIRWAY ALGORITHM

1. Assces the lkehhood and chrecal & of bamiz 9 probl
olm-ﬁ » > or
+ e » arway 1
> Gk berynguumyy
+ Defficul mtubaticn
* Diicult surgical serway scocse
2. Actiwely pursue opp 3cu 1o dok } al axygen throughcut the process of diffcult srway
mansgement.
3 Cormider the relative ments and fessibilty of bamc maragement choscss:
* Awshs mtubation V5. intsbaton sfier nducton ol g Y theas
+ Nene . s T e {or the intial appecach k© ntubaben
+ Vide isted | < py aa a0 nial spproach >
+ Preservation V5. ablst dab
4. Develop prmary and sliermative strateges:
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ASA: NEW DIFFICULT AIRWAY GUIDELINES

» PacwmnpeHHoe onpegeneHne noHATUA “TPYOHbIA ObIXaTeSbHbIA NYTh”

1. Assess the likelihood and clinical impact of basic management problems:
* Difficulty with patient cooperation or consent
* Difficult mask ventilation
+ Difficult supraglottic airway placement
+ Difficult laryngoscopy
* Difficult intubation
* Difficult surgical airway access



ASA: NEW DIFFICULT AIRWAY GUIDELINES

« BknoyeHne BMOeonapuHrockonum B TEXHUKN AN TPYOHOM MHTYO6aLmum

3. Consider the relative merits and feasibility of basic management choices:

* Awake intubation vS. intubation after induction of general anesthesia

* Non-invasive technique vS. invasive techniques for the initial approach to intubation
* Video-assisted laryngoscopy as an initial approach to intubation

* Preservation vs. ablation of spontaneous ventilation




DAS Difficult intubation guidelines — overview

Pl -
el S Succeed : :

Facemask ventilation and Laryngoscopy —_— Tracheal intubation
tracheal intubation

Failed intubation

y -
STOP AND THINK
Plan B: Options (consider risks and benefits):
Maintaining oxygenation: Supraglott-lc S _»Succeed L ake Sie it lfp
SAD insertion Device 2. Intubate trachea via the SAD
3. Proceed without intubating the trachea
Failed SAD ventilation k4' Tracheostomy or cricothyroidotomy

Plan C: g S
Facemask ventilation e attemp_t at. faca u—”» Wake the patient up

mask ventilation

cico

Plan D:

Emergency front of neck Cricothyroidotomy
access

This flowchart forms part of the DAS Guidelines for unanticipated difficult intubation in adults 2015 and should be used in conjunction with the text



KnoyeBble 0COOeHHOCTM nnaHa A:

DAS Difficult intubation guidelines — overview ’

* Videolaryngoscopy included

[NMogoepxaHne okcureHauum — npuopuTeT
[MpenmyLLecTBa BO3BbILLEHHOIO MOSIOXEHUS
rosfioBbI

[MpeokcureHauma pekomeHgoBaHa o Bcex
nauueHToB

TexHuKa anHOMHON OKCUreHauum
pekoMeHgoBaHa nauneHTam BbICOKOro pucka
AkueHTupyetca 3Haymmoctb HMb
[Mpn3HaeTcs posrib BUAEONapUHIocKonmu npu
TPYyQHOMN MHTYDaunK

Bce aHecTe3nonorn gomkHbl BNageTb
BUOEONAPMHIOCKONMen

PekomeHO0BaHO MakCUMYM TPU MOMNbITKU
napuHrockunun (3+1)

[laBrneHne Ha NepCTHEBUOHbLIN XPSLL
HeobxoanuMOo NpekpaTUTb Npu TPYAHON
NHTYyBaumn



Do videolaryngoscopes have a new role in the

SIAARTT difficult airway management algorithm?

G. FROVA 2010

Qualified University Teacher, University of Milan, Milan, Italy

DIFFICULT VENTILATION DIFFICULT INTUBATION DIFFICULT CRICOTHYROTOMY

FM /\
EGD
Unpredicted Severe predicted
Cficothyrotomy \ \

MACINTOSH STORZ C-MAC AIRTRAQ AWSCOPE GLIDESCOPE MCGRATH
C-L/Y= 1 2 2B 3 33/ (3)
Awakening
Stylet / Intraducer Stylet / Introducer
. FOB « /
Tracheal intubation

Figure 1.—Progosal of a modified algorithm. FM: facial mask; EGD: extraglottic device; C-L/Y: Cormack-Lehane Scale modified
Yentis; FOB: fiberoptic flexible bronchoscope.



ANrOPUTM OEUCTBUN?

UCMONb3YETE JIX Bbl TEXHUKY BbICTPOU
NMOCNEQNOBATE/IbHOU UHOYKLUUU U
UMHTYBALIUUN TPAXEWN?




MPOTOKOJSIbl TPYOHOU MHTYBALIUN TPAXEWN

DEFAULT STRATEGY FOR FAILED RSI IN ADULTS

Plan A:

initial tracheal
intubation plan

direct
laryngoscopy

*maximum 2 attempts in 2 mins

*re-oxygenate if SpO, <90% with

2 person BVM + OPA + NPA

*CALL ANAESTHETICS IF PLAN A
——————— FAILS (ext: 3186)

Plan B:

secondary tracheal
intubation plan

laryngoscopy

*maximum 2 attempts in 2 mins
sre-oxygenate if SpO, <90% with
""""" 2 person BVM + OPA + NPA

Plan C:

maintenance of
oxygenation/ ventilation

*maximum 2 attempts in 2 mins
——————— *plan D if Sp0O, <75%

Plan D:

rescue techniques for

“can’t intubate can’t
ventilate” situation

scalpel/ finger/ tube

cricothyroidotomy

*RSI CHECKLIST
*pre-oxygenate succeed tracheal
*position: ‘ear to sternal notch’- - . .
‘RAMP' if obese intubation
*paralysis & sedation for all verify with ETCO,
«cricoid pressure for all initially but
release if poor view and apply External
Laryngeal Manipulation
*bougie for all
«as difficult airway, maximise succeed
laryngeal view by avoiding - tracheal
cricoid pressure and by using intubation
External Laryngeal Manipulation verify with ETCO
2
contact
*avoid cricoid pressure improved oxygenation anaesthetics
ﬂ (ext: ) for
fibreoptic
intubation
e\
@ R J
| /
~A) <



Hemporuosupyemas TpyAHas HHTyOAIlA TPAXeU IIPU OBICTPOH
ITOCAEAOBATEAPHOU MHAYKIIUH IIPU 5KCTPEHHOU ON€pPally

1. Ilpeokcurenamua O2 100% depes AuIeByIO MACKY

He boaee 2-x 2. Vua AVKITHA
TOIEITOK Ha poHE
- mpuem Ceanmxa
OKCHTeHAIIIH Jepes
Macky I
Pekome HOaunum [yemexf SR S
xorTpoAs moaoxesms DTT EcAn BU3yaAH3aIyg 3aTpyAHEHA
KOHTPOAB BEHTHAAIIUI
- M3MeHeHNe ITOAOKEHHA TOAOBE

¢ A P - yMeHBIIIeHNe AABACHHA HA TePCTHEBUAHBII XPAII
& npmleﬂemle mTePHﬂmm METOAOB uﬂ'ryﬁam
(( T py A H a H [ Heyaaga+HapacTaromas rumokcemus |
6 4. OGecrieueHne OKCUTEHAIIAN U BEHTHAAIIII
MHTYOaluus ———
- opx HCOGXOAHMOC'm - OIITHAMMAIINA TEXHHKH MACOUHOI BEHTHAAINH, yc'mnonm HA30-1I

opod)apnmemmﬂx BOGAYXOBOAOB, yme}n,men.ﬂe AABACHHA HA HCPCTHCBW XPKIII

T p axe M )) HpoGy)KAeHHe BO3MOXHA AACEBITHA HEaACKBATHA
€ | omwemaonepammt | <——— | BeyTHIAIAA

OOABHOTO
HApACTaHTE
Henosmoxcsal SKCTPEHHAA CUTyallHA (!), THIOKCEMITH
HapaCTAaHUE
B M T 6 v 5 OGCCHC‘ICHI/IC BEHTUAAITNN OKCHUI€HAITNH C IIOMOIIIBEO
- n p M bl CT p o M HQATOPTQ.HI-IBIX BOSAYXOBOAOB
n ocneno BaTen b H o M M Hny Ku M M & yCTaHOBKa AapI/IHI'CaAbHOﬁ MACKIH C APCHI/IPYIOH.[I/II\I KaHaAOM

- ycraroBka Combitube

,A,pe}mposaﬂne KEAYAKA I 3BAKYAITHA JKEAVTAOYHOIO COAEPKIIMOIO

HHBA3UBHEIE METOARI -

XHpypIirdeckas
EREOTHPCO TN ycmex He boaee 2-X IIOIBITOK ycoex |Maryoamms
BEHTHAAINA HHTYOAIMH Tpaxen 7| rpaxenm
AAEKBATHA

6. ITpoBeAeHIe AaHECTE3UH C BEHTHAALEH
ugepes AM, Combitube.




UT npu 6biCcTpOM nocnenoBaTeNibHOU MHAOYKLUW

RNSH EMERGENCY DEPARTMENT AIRWAY ALGORITHM

Direct Confirm placement
Laryngoscopy with waveform
using cMac capnography

Maximum of 2 attempts Inzmlnubc
------------------ SR, - | [CoNED CansnaR e Gsp Code el st 400
2 person WVMOPA+ NPMnslm

Video Confirm placement
Laryngoscopy with waveform
using cMac capnography

Maximum of 2 attempts in 2mlnum
.................. If sats <33%, re-oxygenate _

2wnon8MVvd|h0PA+NPAhslm
or BVM with

.................. Maximum of 2 attempts in 2 minutes
Go to plan D if Sats<75%

Cncothyrondotomy
or ENK Jet Insufflation | Call ENT

Developed by T. Fogg, J. Kennedy, J. Vassiliadis; Version 1.4 08/09/12. Based on an algorithm by George Douros from Austin Health

LMA supreme




ANrOPUTM OEUCTBUN?

YTO Bbl BYAETE OENATb, ECJIU HE
MOXETE BEHTUIIMPOBATb U HE MOXETE
UMHTYBUPOBATDB?




PekomeHpauunm
PAP
«TpyAHas
MHTYOauuns
Tpaxen»

a. HU-HB

Heab3si BEeHTHAHPOBATH-HEAB3S HHTYONPOBATH

HeBo3MoKHO BBIITOAHEHIIE HHTYOAIINN, IPOBEACHHIE MACOUHOM
BEHTUAAIINH TIOCTE IIPOBEAEHHOI MHAYKIIUH B aHECTE3HIO IIPH

IIAAHOBOIT OIICpanm.

ycIex HEyAada

OAHA ITOIIBEITKA I/IHTyGaU;m/I Tpaxen

= -
1. OI'ITI/IMI/ISQ.HI/DI TEeXHHUKH MACOYHOM BEHTHUAAIIUH

- MAKCHMAABHOE Pa3THOAHIE TOAOBEI

- MAKCIMAABHOE BEIBEACHIE YE€AFOCTH

- IIPIDKIMAHIE MACKI ABYM#A PYKaMIT

- YMEHBIIIEHITE AABACHHS HA IIePCTEHEBUAHBII XPSIIIT

pErpoat DT ITPH HEOOXOAHMMOCTH

- KOHTPOAD BEHTHARIIII - YCTAHOBKA OPO-HMAH Ha30(papHHIEaABHOIO BO3AYXOBOAA

WuTyOanus Tpaxen

Heyaaua
(SPO2< 90% mpu F1021.0)

C Brzos nomommu[)
|

—
2. Obecneyenue BEHTHUAANITNHN U OKCUT€HAITNH C IIOMOIIIBFO

HAAT OPTQHHLIX BO3AYXOBOAOB

He DoAee 2-X ITOITEITOK
=
Berrrmanmus HHTyOAIIH 2)

AAEKBATHA

fCraHoBKa VIHTyOHpYIOIell \apuHreasbHOM Macku
He 0oAee 2-X ITOIBITOK
@ Combitube 1 APyIHX HAATOPTAHHELX

BO3AYXOBOAOB
Fastrach
| Heyaaua (HapacTaHme rHIOKceM) | ProSeal ~TIOAACPIKAHIE BERTIAAIIII
-IIPOOYIKAEHHE MAIIEHTA

3. VlmBasuBHEBIE METOABI AOCTYIIA K ABIXATEABHBIM IYTAM

IlysKIOHHaa KPUKOTHPEOTOMUSA Xupyprudeckas KpHKOTHPEOTOMHA
- moaaua O2 - JCTAHOBKA TPYOKH C MAEDKETOM
- BU MIBA xateTepHEmM MeTOAOM - mposeaerue VIBA

) mpu mcroab3osarnn VaTyoupyromeii AapuHreasbHOI MACKH HHTYOAINA OCYINECTBARETCA BCAEIYIO HAM C IOMOIIBIO (PHOPODPOHKOCKOMA.




KAKOW ANNTOPUTM JTYYLLE?

Anaesthesiol. Clin. 2015 33 (2): 233-40 Clinics Review Articles

ENERTHESIOLOGY CLrGS

|s there a gold standard for management of the difficult airway? girway Management
Artime C.A., Hagberg C.A. o

Pa3paboTaHbl MHOMOYMCIIEHHbIE NPAKTUYECKNE pEKOMEHOALNN,
4TOObI NOMOYb Bpaydam B peLleHnn npobriemMmbl TPYAHbIX
abixaternbHbIX NyTen. OgHako xapakrtep peweHus npobdnemsol
CITOXHbIX AblXaTefibHbIX NyTen He obecrnevynBaeT nNpPakTU4eCcKum
cnocob cpaBHEHUS pa3fNYHbIX PYKOBOOAALLNX MPUHLUMOB UM
anropuTMOB, HET AoKa3aTeNbLCTB A NpeanoyYTeHnst OgHOro
Habopa pykoBoAALWMX NPUHLUMMNOB HA4 ApYruM. TeM HE MEHEE OHMU
NUrpatoT BaXKHYIO porb B 6€30MacHOCTU NauneHTa u
pacrnpocTpaHeHNE TaKUX MPUHLNIMOB NPU3bIBAET NPAKTUKYIOLLINX
Bpa4yen paccMOTPETb CBOWU CTpaTernm u paspadbortaTb KOHKPETHbIE
nraHbl 4ENCTBUN MPU NPOrHO3NPYEMbIX NN HEOXNOAHHO CITOXHbIX
OblXaTeribHbIX NYyTAX.




PEKOMEHOALWU U NMPOTOKOIJIbI:
OBLUME MNMPOBJIEMbI

JTioOble pekoMeHaaUnmn UMeroT “cepble 30HbI”

(EBM - Evidence Based Medicine)

OrpaHuyYeHHble BO3MOXHOCTU OONbLUMHCTBA KIMUHUK
CBsA3aHHaA ¢ 3TUM ropuanyeckme npoonemsoi

PekomeHaauun yctapeBaloT U TPeOYIOT nepnoamnyeckoro

nepecmoTpa
Monynapusauua pekoMmeHaaunm

OOy4yeHune U TPeHUHr



KNOYEBBLIE NO3ULUN PEKOMEHOALIMNA

O O O 04

OueHkKa nporHo3a TpyaHou UT

CocTtaBneHue OCHOBHOIO U anbTepPHATUBHOIO
nnaHa/nnaHoB geucteun (A, b, B, I...)

UHdopMupoBaHHOe cornacue nauveHTa

OGecneyeHne HaNN4YNA U KOHTPOJSIb FOTOBHOCTU
obGopyaoBaHUA, YCTPOUCTB, UHCTPYMEHTapus

ObecneyeHne ageKkBaTHOU BeHTUNALUU/OKCUreHaUunum
CBoeBpeMEHHbIU BbI30OB MOMOLHMNKOB

Be3onacHasa akcTybauua Tpaxeu

Pernctpaumusa cobbiTna B MegULMHCKON AOKYMEeHTauumn

OnbIT MeeT 3HavyeHue!



