MODULE B:
HOUR 2
(Instructor Model Answer)

Intubation difficulties

SLIDE 1 (Brief Intro)

SLIDE 2 (Set the scene, ask the question. Model answer follows)
1)
     Predictors of a difficult airway:

· Neck: no neck, fat, flexion deformity, goitre, neck mass

· Mandible: small or large, unable to open mouth fully

· Teeth: buck teeth, missing teeth

· Larynx: anterior

· Other: beard, pregnancy

· Trauma to face or neck

· Airway obstruction

· Prior difficult airway

SLIDE 3 (Ask the question - model answer follows)
1)
     How to assess a Mallampati score:

· Inspection of the patients mouth with them sitting upright

· Mouth widely open

· Tongue fully extended
SLIDE 4 (Discussion as appropriate)
1)
     Mallampati score:

· Class 1:
uvula fully visible

· Class 2:
uvula masked by base of the tongue

· Class 3:
soft palate only visible

· Class 4:
soft palate not visible – likely grade 3 or 4 
laryngoscopy
SLIDE 5 (Discussion as appropriate)

SLIDE 6 (Set the scene, ask the questions. Model answers follow)
1)
     Staff:

· Experienced
· Ideally 3 – 4

· Clarify roles 
2)
     Equipment:

· SOAP ME: suction, oxygen,  airway, pharmaceutical, mask,   ETT
· Laryngoscope (spare) with various blades 
3)
     Patient

· Well running IV

· Monitoring – sats, BP, ECG, CO2

SLIDE 7 (Ask the questions - model answers follow)
1)
     Aims of pre-oxygenation:

· Aim to wash out nitrogen and to replace it with O2 as a backup reservoir.

· May protect against hypoxia for up to 7 minutes (less in a paediatric or a stressed patient)

· The CO2 rises 6 mmHg in the 1st minute and 3 – 4 mmHg / minute thereafter

2)
     How to achieve these aims:

· 100% FiO2 for 5 minutes OR
· 3 – 5 vital capacity breaths

· Do not bag unless apnoeic (gastric distension / aspiration)

SLIDE 8 (Ask the questions - model answers follow)
1)
     Problems with induction agents:

· Propofol: dose 1 – 2 mg/kg: can cause profound hypotension so have wide bore IV( with pump set and bag of fluid attached) and use small dose if hypotensive. 

· Thiopentone: dose is 3 – 5 mg/kg: will cause profound hypotension, so use 1 - 1.5 mg/kg if hypotensive or frail. Agent of choice in a fitting patient. 

· Fentanyl: dose 10 mcg/kg: cardiovascularly stable, agent of choice in heart failure
· Midazolam: need 0.15 mg/kg: slower onset so can take 2 minutes to work. Cardiovascularly stable. 

· Ketamine: dose 1 mg/kg: preferable in asthmatics as bronchodilating. Cardiovascularly stable, but can increase secretions and give emergence reactions which are ameliorated with midazolam 
2)
     Compare paralysing agents:

· Suxamethonium:
depolarising MR
don’t underdose use 1.5 – 2 mg/kg 
onset 60secs

Problem if hyperkalemic/muscle damage 
· Rocuronium:
shortest acting nondepolarising MR
dose: 1 mg/kg. 

SLIDE 9 (Ask the question - model answer follows)
1)
     In-line stabilisation:

· A person is allocated to squat beside the intubator and hold the patients head at the sides without applying traction. Prevents neck movement during intubation.

SLIDE 10 (Discussion as appropriate)

Talk about alternative method of in-line immobilisation – ie holding the neck from below.

SLIDE 11 (Ask the question - model answer follows)
1)
     Confirming ETT placement:

· Watch it go through the cords
· See the chest rising and falling

· Auscultation of the lungs over the axilla and stomach

· End tidal CO2

· O2 sats
· CXR (for depth)
SLIDE 12 (Discussion as appropriate)

SLIDE 13 (Set the scene, ask the question. Model answer follows)
1)
     Management:

· Triage category 1

· Position – usually sitting upright 

· History – choked on a piece of bread at lunch , became distressed while in LMO waiting room. Acutely SOB, sweaty, tachycardic with stridor 

· Examination – RR 20, O2 sats 97% on R/A, soft stridor and breathy voice. Chest clear on auscultation, HR 120 (had been given adrenaline IM by LMO)
· Diagnostic tests – Erect CXR, lateral airways X-ray, ABG
SLIDE 14 (Ask the question - model answer follows)

1)
     Description of CXR:
· Supine CXR
· Widened superior mediastinum

· Air noted in soft tissue surrounding the trachea

· Differential:

aortic pathology

· thyroid mass

· lung / bronchial mass

· oesophageal pathology

SLIDE 15 (Set the scene, ask the question. Model answer follows)

1)
     Management:
· Needs airway secure before entering the CT scanner
· Options: fiberoptic intubation with topical anaesthetic, or gaseous induction in operating theatre. 
· Depends on availability of bronchoscopist / anaesthesist. You need help….

SLIDE 16 (Discussion as appropriate)

Achalasia causing partial airway obstruction.

SLIDE 17 (Set the scene, ask the question. Model answer follows)
1)
     Management:
· Requires urgent airway management with RSI
· IV access, fluids, bloods to lab including CXM
· Urgent reversal of warfarin with FFP 
· Urgent CT head
· ECG, CXR
SLIDE 18 (Set the scene, ask the question. Model answer follows)
1)
     Laryngoscopy grade:
· Grade III 
SLIDE 19 (Set the scene, ask the question. Model answer follows)
1)
     Description of grades:
· Grade 1
glottis fully seen

· Grade 2
glottis partially exposed only

· Grade 3
glottis not seen

· Grade 4
neither glottis nor corniculate cartilages seen
2)
     Management: Second look with:
· BURP (< 2 cm to the patients right)
· Introducer

· BOUGIE (if you can see the epiglottis)

· Different blade

SLIDE 20 (Discussion as appropriate)
SLIDE 21 (Set the scene, ask the question. Model answer follows)
1)
     Management:
· Provided the patient can be ventilated…
· Place a laryngeal mask
· Summon help as you allow the muscle relaxant to wear off
· Can pass a bougie through the LMA, remove the LMA and attempt to intubate over the bougie

· Can pass a 6mm uncuffed ETT through the LMA
SLIDE 22 (Ask the question - model answer follows)
1)
     Management:
· Perform an emergency cricothyroidotomy 

SLIDE 23 (Read the quote)
SLIDE 24 (Discussion as appropriate)







