TOI WU PAT NOI KHi QUAN
DU'OI HWONG DAN ONG NOI SOl MEM

TS. BS. PHAN THANG
TRUONG DAI HOC Y DUPO'C, DAl HOC HUE
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NOI DUNG

1. Chi dinh va chéng chi dinh
2. Chuan bj tha thuat
3. Cac bworc thuwe hién thu thuat

4. Kiém soéat trong va sau tha thuéat
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CHI DINH

DIFFICULT AIRWAY INFOGRAPHIC: ADULT PATIENTS

| Part 1: Pre-Airway Management Decision Making Tool (planning) ’

This tool can be used to choose

X No
ﬂ%ﬁ:ﬁ'ﬂﬁﬂ&‘f@gf&m Suspected difficult laryngoscopy or intubation
assessment should be made by with direct or video laryngoscope?
the clinician managing the
airway, using their techniques
of choice.® Any one factor alone
’ YES (assessed difficulty with
intubation or ventilation, |
s Suspected difficult ventilation with g'e::z:gg: ﬁfsk) may
facemask or supraglottic device? be clinically important
enough to warrant an
NO awake intubation.
YES v . : g
7 27 z . - - Other patient factors
Significantly increased risk of aspiration? may require an
alternative strategy
(e.g., patient inability
v NO to cooperate)

YES
Increased risk of rapid desaturation?

|-

Always evaluate for emergency invasive airway
- Part 2: Awake Airway Management

‘ Part 3: Airway Management with Induction of Anesthesia

Jeffrey L. et al “American Society of Anesthesiologists practice guidelines for management of the difficult airway”, anesthesiology, 2022,
136.1: 31-81.
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CHI DINH

< B&nh nhan danh gid 3-3-2 khong dat (h4 miéng han ché, thanh quan cao),
Mallampati 4

< Bé&nh nhan c6 cac bat thwdng, han ché dong tac mé miéng khi dat ndi khi quan:
co dinh ham, cirng kh&p thai dwong ham, u & vung hong miéng nguy co v&

< Giai phau duwdng hd hap thay déi, bién dang do chan thwong hay bénh ly: Ap xe
hong, tu mau-u vung cO, bwdu giap Ion

< Pang bat dong cdt sdng cd, gu veo cdt sdng cd

< Chan thwong thanh quan hodc tén thwong khi quan

< B&nh nhan béo phi va kham c6 dau hiéu nghi ng® dat ndi khi quan khé

Calvin A. Brown lll, Alan C. Heffner et al (2022) “The walls manual of emergency airway management”, Wolters Kluwer, sixth edition,
chapter 17, 341-355
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CHONG CHI BINH

» Tuyét db

<« Bénh nhan khéng hop tac

% Tinh hudng CICO

% U hodac di vat gay tac nghén hoan toan trén thanh mén
% Twong doi

% Di rng thudc té

% Chay mau duwdng hd hap tién trién

Calvin A. Brown lll, Alan C. Heffner et al (2022) “The walls manual of emergency airway management”, Wolters Kluwer, sixth edition,
chapter 17, 341-355
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HE THONG NOI SOl PHE QUAN ONG MEM

~t~=—Working channel

Light bundles ——©
K

Lens covering viewing bundle

Vong diopter /

o I /E;\& N Tracheal tube Flexible insertion cord ‘%
LTS ST s —— | — — —-
I oamm P
A - A - R \ﬂ_;
Can diéu khién ) s . Bending section
|_|ght cable Ventlng connector ;‘__./ ,
k [ A i ‘”\’ ,ﬂ :’f.q—:—>To light source
Cap anh sang Nguén ééng
1. Hé thdng NS phé quan: 6ng soi, ngudn sang, man hinh, may hat
2. Theo doi ECG, huyét ap, SpO,, EtCO, dwoc khuyén cao :

3. Xe kiém soat duwong thé kho ,
4. Cac phuong tién khac: Thubc té, gac, ngang miéng, nwé&c mudi, ...

Chuan bj tot> tang ti I& thanh céng (Theo checklist)

© KARL STORZ Endoscope

Bd tri thiét bi trén hwéng nhin trwe tiép cda bac si thwe hién
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BO TRi CHO BAT NKQ TiNH

DPUNG POI DIEN ANAESTHETIC

MACHINE. OXYGEN.
< BN ngoi: D& kho thé,

SUCTION

giam co trao nguoc
< Giao tiép voi BN va

theo doi thuan tién

. . . OPERATOR
s Giam s¢o hai hon cho

bénh nhan
s BS kho thuwe hién hon

ASSISTANT

o

SECOND
ANAESTHETIST

|. Ahmad et al, “Difficult Airway Society guidelines for awake tracheal intubation (ATI) in adults”, Agestbesia ‘ . o/
Pages: 509-528, BENH VIEN TRUO'NG PAI HOC Y DU'QO'C HUE




BO TRi CHO BAT NKQ TiNH

ANAESTHETIST l

PUNG PHIA SAU
<+ Bénh nhan nam: kho

thé, nguy co trao

nguoc
< BS dé thyc hién hon

“ Kha nang twong tac
va theo doi bénh

nhan thap hon

SECOND

I. Ahmad et al, “Difficult Airway Society guidelines for awake tracheal intubation (ATI) in adults” zAg ' g
Pages: 509-528, BENH VIEN TRUO'NG PAI HOC Y DU'Q'C 5 10)



CAC BUOC THUC HIEN

LT
oS,

® A
Cleyiets

% DAS ATI technique

OXYGENATE

o Apply HFNO early

* Titrate HFNO from 30-70 l.min~"

® Continue HFNO throughout procedure

PERFORM

o Select appropriate tracheal tube
Patient sitting up

Ensure operator can readily see patient
monitor, infusion pumps and
video screen

Clear secretions
For ATI:FB
- Operator positioned facing patient
- Consider bronchoscope airway if oral route

- Bevel facing posteriorly

For ATI:VL
- Operator positioned behind patient

- Consider bougie

Before induction of anaesthesia: two-point check

|. Ahmad et al, “Difficult Airway Society guidelines for awake tracheal intubation (ATI) in

Pages: 509-528,

TOPICALISE

Lidocaine 10% spray to oropharynx, tonsillar pillars,
base of tongue

20 - 30 sprays (during inspiration, over 5 min)

If nasal route: co-phenylcaine spray

Test topicalisation atraumatically

If inadequate, re-apply LA up to maximum dose:

= Further 5 sprays of lidocaine 10% to tongue base

- 2 ml lidocaine 2% (x 3) spray above,
at and below vocal cords via epidural
catheter/working channel of FB
or using MAD

Lidocaine
* | spray (0.1 ml) of 10% = 10 mg
* 1 mlof2% =20 mg
Co-phenylcaine

* 25 ml =125 mg lidocaine + 12.5 mg
phenylephrine

SEDATE

o Sedate if required
o Remifentanil TCI (Minto) Ce 1.0-3.0 ng.ml‘1

¢ |If second anaesthetist present, consider adding
midazolam 0.5-1 mg

w Chacklist for Awake Tracheal Intubation a

1. Location =]
2. Appropriate staff present

Anaesthetic assistant I Second anaesthatist ]
Other
3. Team briefed
Procedure outine 2] Role alocation [
Plan for failure 123}
4. ATI dovi lectad, propared and chacked
Tube [typassize)
Flexible bronchoscope Videolaryngoscope 1
Route Device/blade
Optional adjuncts Optional adjuncts
Oral arway = Sucton | Stylet =
Suction ®
SAD & Mucosal atomiser S
Bouge 8
Aintree catheter Epidural cath L AR =
Device check Device check
Focus kit Tube correctly loaded | | Lubricated B
While balance W i iped B2
Iimage orentation i} e
Lubricated b Tube comrectly loaded W
Antifoghwiped W Battery/power I | Batterylpower [
5. Oxygenation
6. Sedation (f requied)
7. Topicalisation Maximum kocake doen
__kgramgrgtr ___mg
Nose Oropharynx ___ Larynx Trachea Planned Idscans dose
sprays of 10% m3
Vascconstrictor ( roquived) Antsislogogue (¥ usod) v  midl 3% — )
__ miel4% _m
8. Setup position
Operator jad Patient m| Manitor =] Suction
Pumps B Step [ Alrway Troley &) Bed

adults”, Anesthesia, 2020, Volume: 75, Issue: 4,

BENH VIEN TRUO'NG PAI HOC Y DU'O'C HUE



CUNG CAP OXY

< Khuyén céo s dung HFNO v@i lwu lwong
tr 30 - 70 L/ phut

< Tiép tuc HFNO trong sudt qua trinh, ty 1é
giam oxy 0-1,5%

< Canula mii 1a lwa chon thay thé khi HFNO
khong san ¢

< Ti 1& gidm oxy cua BN khi tién hanh thd
thuat tr 12-16%

BENH VIEN TRUO'NG PAI HOC Y DU'O'C HUE



=1 Uvula, tonsillar pillars,
drizzle down back of —
tongue

—~—

B
THUOC BAN THEO BON %

Lidocain
10% [Ty

S Thudc phun mu (T
idocaine Kuiwa
Heiiness

TOPICALISE

Lidocaine 10% spray to oropharynx, tonsillar pillars,
base of tongue

20 - 30 sprays (during inspiration, over 5 min)

Lidocain
10%

Thagc phun miy
Udacaine
38g

If nasal route: co-phenylcaine spray

Test topicalisation atraumatically
If inadequate, re-apply LA up to maximum dose:

- Further 5 sprays of lidocaine 10% to tongue base
- 2 ml lidocaine 2% (x 3) spray above,
at and below vocal cords via epidural
catheter/working channel of FB
or using MAD

Lidocaine
* ] spray (0.1 ml) of 10% = 10 mg
* 1 mlof 2% = 20 mg
Co-phenylcaine

* 25 ml = 125 mg lidocaine + 125 mg
phenylephrine
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1. Hach giao cam cb

2. Hach trén cta day X

| 3. Than kinh hau

| 4. Than kinh thanh quan trén
/5. Nhanh thanh quan ngoai
41/ 6. Nhanh thanh quan trong

7. Nhanh noi

8. Nhanh thanh quan trong (DTK
quat ngwoc thanh quan)

9. Day X

10. TK quat ngwoc thanh quan

FIGURE 11. Superior laryngeal nerve block.

Gay té day than kinh thiét hau, thanh quan trén va than kinh quat nguwoc thanh quan
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AN THAN

- your
cooperative J
bridges.

< Bénh nhan d& chiu va hop tac felat/alls -
e Sedate if required (1

tot hon. Can nhac Igi ich-nguy R R T ey T

¢ |f second anaesthetist present, consider adding

co>t6t nhat 1a han ché dung o lam 0.5 mg

v Dam bao bénh nhan tuv tho,

. . - ~ Sedatives Propofol 30s 5-10 min 1.5-3 h TCl (effect-site)1 Caution with1doses in excess of
0.5-1 pg.ml™ 1.5 pg.ml™ " risk of over-
d u y trl dU’O’ n g th O, th O n g sedation and hypoventilation,
particularly with concomitant
. N , , ~ = = , . opioid use
% Can co bac si gay mé th hai Avoid bolus dosing
Midazolam 3-5 min 1-2 h 15-3 h Bolus0.5-1 mg Titrate to effect

Peak effectat 5-10 min so care

" A \ ~ with multiple doses
th l.JJC h Ie n Va th eo d OI Dexmedeto 1-2 min 510 min 2 h Bolus0.5-1 pg.kg™’ Caution with bolus dosing as
midine over5 min associated with hypertension
> . r o ) followed by infusion and bradycardia
% Can than khi ph6i hop nhiéu (03-06 ugkg™ ™"
" " Analgesia Remifentanil 1 min 3-5 min 1-20 min TCl (effect-site) Caution with respiratory
, 1-3 ng.ml™" depression.
. N Avoid bolus dosing.
IOaI th UOC Fentanyl 2-5 min 30-60 min  6-10 min Bolus0.5-1 ug.kg™’,
subsequent
doses of 0.5 pg.kg™
asrequired
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THUC HIEN

< Chénh léch vé dwdng kinh gitra
6ng NKQ quén va éng ndi soi
lam tdng nguy co vuéng Ong
NKQ khi luén

Parker Flex-Tip" "Hugs"
All Tubular Intubation Guides
(fiberoptic cables, bougies, ET tube exchangers)

Parker Flex-Tip® Standard ET Tube
e ; Side-beveled
odge of standarg
ET tube
approaching
gettic openng
Cwerhangs nght
vocs cand
Gap between Leading
edge of standard ET
tube and Introducer. sl
This gap allows the edge of standarg
projecting tube edge ET tube clnlu:q
/ \ to catch on airway e
No gap between anatomy as the tube is vocsl cord
tip of Parker tube “railroaded” downward
and Introducer. ’\ /‘ along the Introducer.
Introducer

glottis in midine
and gently
spraading cords

Tim Cook, Michael Seltz et al “Awake tracheal intubation. Core topics in airway management. Cambridge Universit

PERFORM

e Select appropriate tracheal tube
Patient sitting up

Ensure operator can readily see patient
monitor, infusion pumps and
video screen

Clear secretions

For ATI:FB
Operator positioned facing patient
- Consider bronchoscope airway if oral route

- Bevel facing posteriorly
For ATI:VL
- Operator positioned behind patient

- Consider bougie

Before induction of anaesthesia: two-point check

2020. 80 - 86.
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PUONG VAO

 Dwong mai
< Dé cho bac si
< Can gay té va dung thudc co mach trwédc
*+ Dau mdi va hong

* Dwong miéng

————3

Phu thudc vao cudc phau thuat

Phu thuat vao giai phau: veo VN, u

< Nguy co’ b&nh nhan can vao dng soi=>can ngadn miéng, an than

< Dé cho bénh nhan, Kho cho bac si

Tim Cook, Michael Seltz et al “Awake tracheal intubation. Core topics in airway management. Cambridge

niversity; 2020. 80=86.————
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TIEP CAN QUA PUONG MIENG

< Pwa 6ng di theo phia dwdi lwdi

< Lam sach chat tiét

< Di chuyén t¥ t»¥ 6ng noi
soi>tim sun nap. Di chuyén
nhanh->that bai cao

< Nang ham, ngira cO gilup bdc
16 2 day thanh

< Co6 thé gay té thém trén dudng

. Figure 16.6 (3) The Berman airway. (b) Oral FOB intubation using a Berman airway. The endoscopist is standing behind a supine
dl anaesthetised patient. The FOB is inserted through the lumen of the Berman airway. () (nternal view) FOB tip in the lumen of the Berman
airway. {d) (Internal view) FOB exiting the lumen. The upper flange is seen lifting the epiglottis. {e) The Berman airway is peeled off once the
tube has been railroaded over the FOB into the trachea.

Tim Cook, Michael Seltz et al “Awake tracheal intubation. Core topics in airway management. Cambridge University. 2020. 80 - 86.
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TIEP CAN QUA BUONG MUI

< Nhd thudc co mach, béi tron

< Pwa 0ng di theo san mi

< Lam sach chat tiét

< Di chuyén t tr 6ng ndi soi
xudbng hau hong=>tim sun nap.
Nang ham, ngira co giup bdc 10
2 day thanh tot hon

<% Di theo ving toi

<% Chady mau, dich tiét + BN
th—>bot khi—=>vi tri thanh moén

Tim Cook, Michael Seltz et al “Awake tracheal intubation. Core topics in airway management. C/gmbride University, 2020. 80 - 86.
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LUON ONG NKQ

< Ong ndi soi xu hwéng 1én trén

<+ Khi thay 2 day thanh can nhac gay té thém

+»Puwa 6ng vao gitra 2 day thanh->thay cau tric
khi quén va thay carina

< Can nhac cho thém gidm dau, an than trwéc

(a)
udn NKQ. Xit t& thém dau éng NKQ i I

<+ Ludn 6ng NKQ ti tr, dau xa 6ng hwéng lén
trén, néu can ong->xoay 90 dd ngwoc chiéu
kim déng ho roi day tiép

< Co that co thé xay ra khi ludn 6ng

% Soi kiém tra 6ng NKQ dung vi tri

BENH VIEN TRUO'NG PAI HOC Y DUQO'C HUE



KIEM SOAT TRONG THU THUAT

> 1A . X , , 2 .,ID“éé i 7 i
&Ti 1& bién chirng co thé [:@ Managing procedural complications
len dén 18%

P&t nhiéu lan lam tang

e Clear obstruction e Additional topicalisation to a
maximum of 9 mg.kg !

e Local anaesthetic toxicity
management

e Reduce/reverse sedation

® Increase FiO:

nguy co chan thwo’ng va e Change mode of Oz delivery
chay mau duwdng thé

< Can lam sach duwdng thé

“*BDam bao OXY Limit attempts
(maximum 3+1)
*Gidihantéida 3+ 1lan Abandon procedure _ _ _
Suction e Review sedation regimen
“+DO0I nguoi co kinh nghiém Alternative route/device e Consider reversal agents

Change tracheal tube type
Call for more experienced help

hon néu that bai

I. Ahmad et al, “Difficult Airway Society guidelines for awake tracheal intubation (ATI) in adults”, Anesthesia, 2020
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KIEM SOAT THAT BAI

[ @ Quan ly dat noi khi quan tinh thatbai &2 ]

* Danh gia lgi ich, nguy

C ~
<O -
cO = GOI HO TRO’
3
& CA = ) ¥ - - Oxy 100%
» Can nhac dwng thu thuat % / Ngu’n); an than \ [Oxy 100% qua mask, HFNO, SAD ]
R . s =
% Chuan bi san phuong Kk
¥-3 ] N
PN ~ s O = 7 Kiém soat dwdng thd ngay 1ap tirc khi:
< SUY NGHI
tlen dat N KQ kho <zt % 2 C4n kiém soat dwong * Suy hé hép nang
. 2 - o05¢° e o e < Hon mé do thiéu oxy
% Chuan bi san phuong FgSs | 2 CAn phéu thuat khan cép
Z,“—_’,'E < % Duw kién |am sang sé xAu di
Lz . : >E3 "/ \Q y,
tien tiep can duong R
58 <
4 R < () *@© r ~ = 1
trwdre cd 582 N\ (o N
-g "0 % Bénh nhan: gidi phau, sw hop tac
“« O _ % K§ nang: Nang lwc clia BS Gay mé, PTV
25 ATI: FONA | Thiét bj co sin >
%) % Thl'cAh hop
< , khong? (< Phéu thuat vién riva tay sén )
< Co % Tranh khdi mé ho hép
o < Dam bao du gian co N
~‘§ i _ * Xem xét dat NKQ qua camera lan dau tién
2 That bai < Tat ca lan dat ndi khi quan (tinh hoac gay mé)
ATIl: FONA | s | Nguy co \ duoc thuc hién béi bic i co kinh nghiém nhat )
cao gay mé
FONA: Tiép can dwong cd trude
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TANG Ti LE THANH CONG

Tiéu chi Giai phap @ Chackiist for Awake Trachaal Intubation Q
X ’ 1. Location &
1. Kién thirc HQC 2. Appropriate staff present
Anaesthetic assistant I Second anu;ﬂhaml o
A 2 A . Other 2
2. Thuan thuc Rén luyén Thwe hanh i
. , i Procedure outine ] Role alocation 5]
3. Chiu ap lyc T tin e -
4. ATI dovice selected, propared and chacked
4. Ra quyét dinh Kinh nghiém b
Flexible bronchoscope Videolaryngoscope
Route Device/blade
Manikin training Low stress Optional adjuncts Optional adjuncts
Oral arway = Suction B | Stylet ]
Suction =
SAD 5 Mucosal atomiser i Bougle -
Asleep fibreoptic intubation with AT cRRSANT) W Mo e .
Device check Device check
predicted normal anatomy T A L Yy -
While balance W Anti-fogiwiped B
Lubricated N B - Tube comractly aded
Antifogiwiped W Baltery/power I | Batterylpower B
Awake fibreoptic intubation with 5 oxvoenstion
- Oxygen .
predicted normal anatomy 6. Sedation (rsqurva)
7. Topicalisation Maximum Mozakne dosn
__kgxBmgag’ m
Nose Oropharynx  Larynx Trachea Planned | dscans dose
sproys of 10% m
o'~y : Vascconstrictor ( required) Antsislogogue (¥used) — mialI% —m
Awakg fibreoptic intubation with y & Setup positon I p—_
predicted abnormal anatomy Operator W Patent W Monitor G Sucton
Pumps B Step [0} Alrway Troley 6] Bad

1. 1. Ahmad et al, “Difficult Airway Society guidelines for awake tracheal intubation (ATI) in adults”, Anesthesia, 2020, Volume: 75, Issue: 4, Pages: 509-528,
2. Vora, J. et al “Awake tracheal intubation” BJA Education, 2022, VVolume 22, Issue 8, 298 - 305
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KET LUAN

< Dat ndi khi quan tinh dwdi hwédng dan ndi soi mém cé vai trd quan trong doi voi
cac bénh nhan dwdng thd kho dy doan tredc (dwoc xem la tiéu chuén vang)

< Chuan bj day du phwong tién, chién lwoc gay té, dung thubc, oxy liéu phap phu
hop, k¥ ndng va thai dd kiém soat tdt trong khi thwe hién thu thuat sé tang ti 1&

thanh cong

< Mudn t6t hon = can thwc hanh nhiéu hon.
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