
 

Risk Factors for Difficult Airway 

Response Team Patients 

DR. Mir abolghasem Oussia  



Risk Factors for Difficult Airway 

Response Team Patients 



Difficult Airway Intubation and Airway 

Devices 



Difficult Airway Intubation(cont..) 



Component of Airway Physical Examination   



Mouth Opening(Scissoring Technique) 



External Laryngeal Manipulation(BUR Pressure ) 



Cricoid Pressure (Sellick Maneuver) 

 Application in patients with increased risk of Regurgitation 

of Gastric content : compression of Esophagus , 

Hypopharynx 

 Can be released if it impedes Oxygenation, Ventilation , 

or view of glottis opening 

 Complication : Relaxation of LES which can favor 

Regurgitation, Esophageal rupture, 



Rapid Sequence Induction (RSI) With Cricoid 

Pressure For Prevention of Aspiration 



NPO Time( Fasting Recommendation)  

 Clear Liquid : 2 Hours 

 Breast milk  : 4 Hours 

 Other food , Beverages ,Infant Formula and Milk : 6 Hours 

 Delayed  Gastric Emptying ( GOO , Diabetic Gastro paresis, ..): further Fasting 

time to reduce risk of Aspiration 

 Aspiration :One of the  most common cause of death among major anesthesia 

complication   



Pulmonary Aspiration 



Curved and Straight Blade 

 Straight Blade :                                                                                                            

in Patient with  Short Thyromental distance , Prominent Incisors and  Better 

View in Long Floppy Epiglottis and  better control of Tounge and Epiglottis 

 Curved Blade : Greater Mouth View and Less Dental Trauma 



ETT , suction Catheter, and Stylet Size 

Based on Age and Weight 



ETT Size and  Length 



ETT Size for Age 



Ramping for Airway Management in 

Obesity 



Ramping for Airway Management in 

Obesity 



Cont.. 



Hollinger Laryngoscope 



Hollinger Laryngoscope Placement with 

a Tooth Guard 



(A) Frova Intubating Introducer 

(B) Aintree Intubation Catheter   
complication: bleeding , oropharyngeal trauma , tracheal trauma , sore throat 



Aintree Intubating Catheter Within a Flexible 

Intubation Scope, Inserted Through LMA 



Bougie Intubation Stylet                        

( Eschmann Tracheal Tube Introducer) 



Coude Tip Catheter of Rusch Tiemann 



Airway Exchanger Catheter of Cook 

complication : Trachea/Bronchial laceration 



Airway Exchange Catheter(AEC)         
airway conduit to assist  reintubation 



Discrepancy between an Airway Exchange 

Catheter and a Re-inserted Tracheal Tube 



ETT Stylets , Introducers , and Airway 

Exchange Catheters 

 Stylet: is used to stiffen and provide curvature to an ETT, after stylet 
placement through the lumen of an ETT , the tube can be bent into the 
desired shape , the tip of stylet should not protrude past the end of the ETT 

 Gum Elastic Bougie : Is a solid 60-cm long , 15-F stylet with a 40 degree curve  
approximately 3.5 cm from the distal tip, used to facilitate intubation in 
patient with poor laryngoscopic view 

 Frova Intubating Introducer: stylet with distal angulated tip and an internal 
channel to accommodate  a stiffening rod or allow jet ventilation and used 
for poor laryngoscopic view 

 Aintree intubation catheter : the AIC has large ,4.7 –mm lumen and two 
adapter , one for jet ventilation , and the other for conection to anesthesia 
circuit or Ambu bag and also can be used to exchange supraglottic airways to 
ETT ,AIC threaded into a fiberoptic bronchoscope 

 



Complication of Endotracheal intubation 



Guiding a Nasal ETT Into Larynx with 

Magill Forceps 



Blind Naso Tracheal Intubation 

 Vasoconstriction and Anesthesia of Nasal Mucosa to minimize Bleeding and Discomfort 

 ETT size 6.0 to 7.0 mm ID is Chosen in Adult 

 Advancing ETT through the Nose and into the Pharynx  while Listening to Breath Sound 

at the Distal end of ETT 

 ETT can be attached to an Anesthesia Breathing Circuit for monitoring of Reservoir Bag 

movement and  Carbon Dioxide 

 If Tugging is seen on the Anterior Surface of the Neck . ETT is loading in the Vallecula 

and Rotating the Tube to Free it from the Epiglottis can be Advantageous  

 If Evidence of Breathing through ETT Disappears , the ETT has advanced into Esophagus , 

ETT should be withdrawn back to a depth where breathing occurs , Cuff can be inflated 

with air to lift it off the posterior Pharyngeal Wall ,then advancing until slight resistance 

is felt, Cuff is Deflated and  ETT is advanced further into the Trachea 





Difficult Airway Society(DAS)    

Guidelines of Difficult Intubation 



ID ( Optical Aids for known or predicted Difficult 

Airway and no need for Axis Alignment readily used 

with Topical Anesthesia) 
1-Flexible Intubation Scopes( FISs) 

2-Rigid Indirect Laryngoscopes 

3-Intubating (lighted) Optical Stylets  

4-Video Laryngoscopes (VLs) 

 Indication : Impossible or Contraindication of Positioning , Anatomic Variation 

( Redundant Soft Tissue , Protruding incisors , anterior Lumaarynx) 

 Is well Tolerated in Awake Patients ( Less Tachycardia and Hypertension ) 

 Has Less Potential for Airway and Dental Trauma 

 Can be performed in Multiple Position 

 



Rigid indirect Laryngoscopes (Based on DL 

Designed to project a Refracted image of Glottis 

 Viewmax ID 

 Truview ID 

 Airtraq SP ID 

 Airtraq Avant ID 



View Max 



 Truewiew PCD Video Laryngoscope 



Airtraq 



Airtraq Avant ( newer model , Has a 

Reusable Optic Piece ,Disposable Blades) 



Pentax Airway Scope, Airtraq Laryngoscope 



Lighted Optical Stylets  

 Rigid or Semi Rigid Fiberoptic Devices such as    1- Bonfils Retromolar 

Intubation Fiberscope( Karl Storz Endoscopy)      2-Shikani Optical Stylet with 

a Malleable Shaft      3- Levitan FPS Stylet (shorter version of the Shikani 

Stylet         4- Clarus Video System( Newer Version of the Shikani Stylet( LCD 

Screen)       5-Sensascope (Hybrid Rigid Opical Stylet With Video Chip 

Technology0 

 Can be used on their Own or in Combination of DL or VAL 

 Incorporate Optical and light Transmitting Component into a Tubular Stainless 

Steel Sheath over Which the ETT is Loaded  

 Usefulness : Limited Neck Mobility , Small Mouth Opening , Abnormal Airway 

Anatomy , Anticipated Difficult Laryngoscopy 

 

 



Karl Storz Endoscopy 



SensaScope 



High Resolution Fiberoptic Endoscope ,ETT is Mounted on the 

SOS , Maneuvers that Increase The Pharyngeal Space (Chin lift, 

Jaw Thrust, Tongue traction)  Improve the Filed of view 

Seeing Optical Stylet System (SOS) 



Clarus 



Clarus Shikanin and Levitan Optical STYLET 





Levitan FPS( first pass success) Scope 



Lighted Stylet  



Lighted Stylet 
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