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4th National Audit Project of

The Royal College of Anaesthetists and The Difficult Airway Society

Report and findings

133 reports,
16 deaths,

3 brain damage
— minimum figures could be 4 tfimes as high

Airway management was good in 19% of cases

Poor care in 3% of cases



Poor airway assessment and poor planning contributed to poor airway
outcomes.
Numerous cases where awake fibreoptic intubation (AFOI) was indicated but

was not used.

Problems arose when difficult intubation was managed by multiple repeat
attempts at intubation

Supraglottic airway devices were used inappropriately.

SADs were used to avoid tracheal intubation in some patients with a
recognised difficult intubation.

Failure to plan for failure.
Failure to correctly interpret a capnograph trace led to several oeséphageal
infubations going unrecognised in anaesthesia.
Aspiration was the single commonest cause of death in anaesthesia events.




The proportion of obese patients in case reports submitied to NAP4 was twice
that in the general population

One third of events occurred during emergence or recovery and obstruction
was the common cause in these events

At least one in four major airway events reported to NAP4 was from ICU or
emergency department.
Anaesthesia for head and neck surgery featured frequently in cases orfed
to NAP4.

Management of the obsiructed airway requires particular skill a
operation between anaesthetist and surgeon




CHAPTER 2
Evidence-based medicine and airway management:
are they incompatible?

[~

success of any technique 15 very much based on user
experience and preference.*

when events do occur they do so most frequently in
patients who are already anaesthetised and therefore
unable to consent to take part in research

f events occur or are predicted in those who are not
anaesthetised, the clinical setting means the patient is
often not in a position to give informed consent
clinicians who attend these emergencies need to act
swittly and decisively to minimise harm and likely have
ttle or no time to consider the possibility of performing
research
success of any technigue is very much based on user
experience and preference.*
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NAP 7 At the Heart of the Matter

Report and findings of the 7th National Audit Project
of the Royal College of Anaesthetists examining

Airway management accounted for 1in 7 cases and 9.2%  Perieperetive Cerdiec Arrest
deaths

High risk patient groups were
» infants and critically ill children
» the obese

» patients undergoing head and neck surgery
» those cared for out of hours

airway complications were the second most frequent
complication (incidence 1.7%, 22% of all complications)

» with laryngospasm (38%) and Josmoct SN
» airway failure (30%) prominent
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NAP 7

Compared to NAP4, there were slightly
increased rates of tracheal intubation,

notably more use of second generation
supraglottic airways

reduced rates of

» pulmonary aspiration and of

» cannot intubate cannot oxygenate (CICO)
» emergency front of neck airway (eFONA)
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NAP 7

There were six cases of unrecognised
oesophageal infubation reported to NAP7/!

Sidespring:

Hvordan tester man en kapnograf?
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of the Royal College of Anaesthetists examining
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GUIDELINES

DK

NYHEDER UDVALG ARRANGEMENTER UDDANNELSE VEJLEDNINGER OM DASAIM

Indholdsfortegnelse

Vanskelig luftvejshandtering

Visninger: 710
Der blev ikke fundet nogen overskrifter pa denne side.
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@ Preparation and Planning for Tracheal Intubation

AIRWAY ASSESSMENT

- Airway history and bedside assessment (including cricothyroid membrane)
G U I D E I_I N Es - Assess and manage pulmonary aspiration risk

- Assess for physiological difficulty

- Review available imaging

- Consider awake airway visualisation (nasendoscopy or videolaryngoscopy)

UK

Anbefaler videolaryngoskop som fgrste valg

Guidelines for bade uventet og forventet
vanskelig luftvej /" 1sATI

appropriate?

y

Perform ATI Asleep Intubation

DAS ATI Guidelines Preparation Checklist

O RSl indicated

O Airway team briefed

O Plans A-D equipment check

O Optimal patient positioning and staff/
equipment/ ergonomics

O Functioning waveform capnography

O Deliverable pre-oxygenation strategy
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@ Preparation and Planning for Tracheal Intubation
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IF DIFFICULTY EXPERIENCED, CALL FOR HELP

Tracheal Intubation

PLAN A (maximum 3+1 attempts)

Declare failed intubation
Ensure eFONA kit immediately accessible

PLAN B Supraglottic Airway Device
(maximum 3 attempts)

Declare failed SAD ventilation
Open eFONA kit

S\ L.l Final Attempt at Facemask
Ventilation

Declare cannot intubate,
cannot oxygenate

LW RV Emergency Front-of-Neck Airway

SUCCESS

Confirm
ventilation
with
waveform
capnography

STOP, THINK AND COMMUNICATE
Consider:
Wake the patient up
Intubate the trachea via the SAD
Proceed without intubating
FOMA (tracheostomy or
cricothyroidotomy)

STOP, THINK AND COMMUNICATE

Consider with senior input:
Reversing neuromuscular
blockade and waking patient up
FOMA (tracheostomy or
cricothyroidotomy)
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GUIDELINES

USA

Har kun guidelines for forventet vanskelig
luftvej

Anbefaler videolaryngoskop som 1. vailg
ved forventet vanskelig intubation

ASA DIFFICULT AIRWAY ALGORITHM: ADULT PATIENTS

dineg it

Suspected difficult laryng
Suspected difficult venhia with face mask/supraglottic sinvay?

}

Significant increased risk of aspiration?

Aleays evaluate for eme Tgency mvasie ainvay

Procesd with ith i i
OPTIMIZE Proceed with intubation attempl
OXYGEMATION
INTUBATION ATTEMPT WITH PATIENT AWAKE unoucHouT: INTUBATION ATTEMPT AFTER

INDUCTION OF GENERAL ANESTHESIA

MIT ATTEMPTS
1g for hedp
T opitaoingt

l FAIL

¥ CESE

MASK VENTILATION ADEQUATE MASK VENTILATION NOT ADEQUATE

AS CONFIRMED BY CO:
1 CONSIDER/ATTEMPT SUPRAGLOTTIC AIRWAY®

HON-EMERGENCY PATHWAY ———— SUPRAGLOTTIC AIRWAY SUPRAGLOTTIC AIRWAY
VENTILATION NOT ADEQUATE

Ventilation adequate/intubation unsuccessful ADEQUATE (Cannot intubate, cannot ventilatg

LIMIT ATTEM AMD CONSIDER
AWAKENIN HE PATIENT EMERGENCY PATHWAY
LIMIT ATTEMPTS AND BE AWARE
OF THE PASSAGE OF TIME
Consider alternative intubation approaches,” CALL FOR HELP | FOR INVASIVE ACCESS
invasive access* or the feasibility of other options®
approaches” as you prepare

| for emergency invasive airway®
SUCCESS FAIL or deteriorating ventilation I |

FAIL SUCCESS

Attempt alternative intubation
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OPTIMIZE

OXYGENATION
THROUGHOUT?

ASA DIFFICULT AIRWAY ALGORITHM: ADULT PATIENTS

Pre-Intubation
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Yes
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I
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Attempt alternative intubation
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FalL SUCCESS
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USA

ASA DIFFICULT AIRWAY ALGORITHM: ADULT PATIENTS

Pre-Intubation: Before attempting intubation, choose between either an awake or post-induction ainsay strategy
Choice of strategy and technigue should be made by the clinician managing the airway !

Suspected difficult laryngoscopy?

No

Yes

+ No
+ No

Increased risk of rapid desaturation?
Mo

Suspected difficult ventilation with face mask/supraglottic sinvay?

Significant increased risk of aspiration?

Suspected dlﬂlt;l.illt amergency invasive airvay

Any one facior alons
(mssessed difficulty with
ntubation, ventilation, or
aspiration or desaturation
risk} may be clinecally
mportant enough bo wamant
an awaks intubation

Other patient factors may
reguire an altemative
strategy

Proceed wilth mtubation allempt

Areays evaluate for emergency mvasie airaay

OPTIMIZE Proceed with intubation attempt

An befqler videolqryngos kop som ‘I . vqlg ¥ INTUBATION ATTEMPT WITH PATIENT AWAKE —nmauenous: INTUBATION ATTEMPT AFTER

ved forventet vanskelig intubation

LIMIT ATTEMPTS
Consider calling for help

Arway electively secured by

imasive access®
SUCCESS FAIL

‘

Consider other opitiomns?

l FAIL

Postpone the

INDUCTION OF GENERAL ANESTHESIA

+ v

SUCCESS
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Consicer calling for help

—

MASK VENTILATION ADEQUATE
AS CONFIRMED BY CO;

|

NOMN-EMERGENCY PATHWAY %

MASK VENTILATION NOT ADEQUATE

CONSIDER/ATTEMPT SI.I.P‘RAG LOTTIC AIRWAY®

v v

Ventilation adequatefintubation unsuccessful

LIMIT ATTEMPTS AND CONSIDER
AWAKENING® THE PATIENT

Consider alternative intubation approaches,”
invasive access® or the feasibility of other options®

A\

SUCCESS

FAIL or deteriorating ventilation

SUPRAGLOTTIC AIRWAY SUPRAGLOTTIC AIRWAY
VENTILATION NOT ADEQUATE
ADEQUATE (Cannot intubate, cannot ventilatg

EMERGENCY PATHWAY
LIMIT ATTEMPTS AND BE AWARE
OF THE PASSAGE OF TIME
CALL FOR HELP | FOR INVASIVE ACCESS

Attempt alternative intubation
approaches’ as you prepare
for emergency invasive almays‘

FaIL SUCCESS




GUIDELINES

e : Decision-making for the patient

Difficult tracheal ¢ walh
intubation is predicted el o with anlicipatﬁ..-d difﬂc.:ult
; i tracheal intubation

CANADA

Is ATI
clearly indicated? (e.q.. Yas: ATl is clearly
hera is che W T S s
there is ﬂ.ﬂ ha = |'."|I'.||.'I,.'H|"|_:."|,".| F ekl vanElAln
will succeed) b ) otic: vy o

Guidelines for bade [ o
Consider
» uventet vanskelig lufivej Is diffiuity slso FMVandorSeA awake
\ A 150 el G ™ - Can the tracheal
» forventet vanskelig luftvej 5 patient cooperate ., | intubation:
o intubation and is i
> EkSIIIU bdflon Ara there sdverse A = there time’?

physiologic issues that
might impact the
dacision?

lHn

Vurderer ikke at litteraturen
kan beere en entydig emp v Aorerms
anbefaling af
videolaryngoskoper (endnu).

iHr.:l

With appropriate preparation,
consider management after the {e.g., in an emergency)
induction of general anesthesia Airway double setup




Ensure recovery from neuromuscular
blockade
Optimize patient factors

GU IDELIN ES Assess risk of extubation difficulty

Devise plan and response to difficulty

CANADA Verify that equipment, personnel,

environmental factors are optimized
Brief team

Consider “sterile cockpit” procedure
Optimize patient positioning
Consider airway exchange catheter

Plan for location, monitoring, observation,
and resources required after extubation

Perform sate transfer and handover

Predetermine extubation failure criteria
XTUBATION FAILURE PLAN Equipment and personnel for re-intubation

plan must be available
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KONTEKST

Vi har hver iscer vores egen virkelighed



To observationer og en oplevelse.

| takt med at videolaryngoskopet er blevet mere og mere udbredt:

» har vi observeret at vores (og vores kursisters) evne til at foretage direkte
laryngoskopi er faldet.

» har vi observeret at fokus pa de gamle dyder som lejring og god teknik er
reduceret.

Min oplevelse er, at ovenstaende ger at man mangler et ekstra gear, nar
intubationer bliver rigtigt svcere, ogsa med videolaryngoskopet.



DIREKTE LARYNGOSKOPI
VERSUS
VIDEOLARYNGOSKOPI

Hvorfor skal vi overhovedet bruge tid pa det?

Det er jo for Saren, ikke rocket science at intubere!
Guidelines er entydige!

Alle kan intuberes med et videolaryngoskop!

Man kan jo bare bruge sit videolaryngoskop til direkte

laryngoskopi, hvis der er blod pa linsen.




1.

Ho AM-H, Mizubuti GB, Camiré D, et al.

Do not stop teaching anaesthesia trainees direct laryngoscopy.
Anaesthesia and Intensive Care. 2025;0(0). doi:

Absiract

Videolaryngoscopy is superior to direct laryngoscopy in difficult intubation
and is quicker to master.

Some anaesthesiologists have advocated for videolaryngoscopy as the
primary tool for endotracheal intubation.

We argue thatf while prioritising videolaryngoscopy allows earlier success
and skill retention for novices and doctors who only occasionally intubate,
anaesthesiology residents must achieve proficiency in both techniques
since not only do they have ample opportunity, but there are situations in
}r/vhiﬁh.direc’r laryngoscopy can be either a rescue or even the primary
echnique.



https://doi-org.ep.fjernadgang.kb.dk/10.1177/0310057X251364278

VIGTIGT! Vi taler om to meget forskellige patientpopulationer

Elektive patienter med normal
luftvejsvurdering

&

N\

v

Patienter med unormal luftvejsvurdering og/eller akutte patienter



Elektive patienter med normal luftvejsvurdering

DL




Akutte og vanskelige patienter

)

Fiberoptisk
Intfubation

Fakta eller myte?



i .' .'- Ii g 5'. R B |

Videolaryngoscopes have been
widely implemented and suggested

as the primary tool for intubation
(1,2). We are concerned that
anaesthestetists might lose important
skills in direct laryngoscopy as a

result of this shift in clinical practice.

We present three cases in which the
airway was saved with a traditional
laryngoscope after unsuccessful
intubation attempts with a video-
laryngoscope, emphasizing the
importance of maintaining
proficiency in direct larynegoscopy.




Citat DAS.
“You are the canary in the coal mine.”

Kontekst.

| DK, som er et rigt land, er vi cirka ti ar foran andre lande med at
indfgre videolaryngoskoper.

Guidelines fra lande, hvor der stadig er afdelinger uden
videolaryngoskoper, er tiltcenkt en anden virkelighed end vores.



Succesfuld intubation

Cufftet tube i frachea
-placeret uden desaturation

-med acceptabelt ’ridsforbru%
-uden lcesion af luftvej /
-uden aspiration



a

Patient
Anatomi (mundabning tcender)
Patologi (tumor, infektion)
Luftvejens indhold (aspirat, blod)
Fysiologi (BMI, metabolisme)
Aspirationsrisiko

Succesfuld ek

INfubation

Udstyr
Visualiseringsmetode (VL / DL)

Lyskilde
Bladiype
Materiale
Ergonomi
Stiletbehov
Sug

Intubator

Viden
Erfaring

Teknisk kunnen
Situationsbevidsthed

Samarbejdsevne

Teknik
Lejring

Manipulation af underkceben
Manipulation af tungen

Manipulation af nakken
Afstemning af akser

AN\

Prcesentation af larynxindgangen

Indfering af tuben /
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Obligatorisk for bade DL + VL

Intubation

Indfering af

tuben
Obligatoris
Prcesentation af
larynxindgangen /

Afstemning af akser

Manipulation af | | Manipulation af Manipulation of
nakken tungen underkceben

k for D
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Regelmassig brug af DL giver rutine i:
* Optimal lejring
+ Afstemning af luftvejsakserne

* Refleksion over luftvejsplanen
 Mulighed for at felge bladet og tuben hele vejen. /

Resultatet er den bedst mulige intubator,
ogsa nar luftvejen er vanskelig.



Min pastand om systematisk brug af VL i —

e
VL DL




Elektive patienter med normal luftvejsvurdering

DL




KAN MAN IKKE BARE BRUGE VL MED MACBLAD
TIL DL?

MACDblad, fast MACDblad, lgst

Mac#3 blad

DL frisk 297 lumen

DL LED 379 lumen
Macgrath, MAC 291 lumen




2025711408 120742




Hyppige vhensigismcessigheder observeret ved
brug af videolaryngskoper.

» Fokus pd skcermen

» Ingen refleksion om bladet er MAC-geometri eller hyperanguleret
Ingen refleksion over placeringen af bladet i forhold til tungen

» Epiglofttis fanges

» Tuben fgres ned uden konftrol

» Problemer med at fd tuben ind

» Stilletten formes meget variabelt



Epiglottis fanget Epiglottis visualiseret
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Tuben pd afveje




KERNE BUDSKAB

Valg af infubationsudstyr og lufitvejsplan bar vcere et reflekieret valg.
Kompetence {il direkte laryngoskopi, krcever gvelse og vedligeholdelse:

Rutine i direkte laryngoskopi, har positive afledte effekter i form af optimeret
lejring og teknik.






UTILSTRAKKELIG LEJRING!

Oral ayis




MAC GEOMETRI OG DL

A B
Pharyngeal axis Oral axis

Oral axis 28
Laryngeal <, °

Pharyngeal axis
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STILETOLOGI, BOOMERANG
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STILETTOLOGI, FISKEKROGEN
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