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Editorial Expressions

Dear fellow colleagues:

The Editorial Staff of the Airway Gazette and the
SAM Board of Directors are extremely pleased to
have Dr. Richard Cooper from the University of
Toronto, Canada, fill our second Associate Editor
position. Dr. Cooper is exceptionally distinguished
for his scholarship, writing, and above all, his mas-
tery of airway management. He epitomizes typically
selfless SAM members, who give of their time and
expertise. It is an honor to have Dr. Cooper as a re-
source to help guide the direction of the Gazette.

This issue begins with an excellent update by our
SAM President, Dr. Elizabeth Cordes Behringer,
whose second term promises to bring even more of
the skilled leadership she exhibited in 2009-2010.

Dr. William Rosenblatt — that alone is enough
to describe the Society for Airway Management’s
Distinguished Service Award recipient for 2010. He
is the embodiment of a superlative within our Soci-
ety. His extraordinary service to all of us, and many
others is engagingly documented within this issue.

Save the date for this year’s Annual Meeting:
Sept 15-18th, 2011 at the JW Marriott Camelback
Inn, Scottsdale, Arizona. Drs. Lauren Berkow and
Richard Cooper are the Co-Chairmen who have se-
cured excellent speakers and faculty. It will be one of
the most memorable meetings you will ever have ex-
perienced, and no snow! See the agenda on P. 7-9.

“Tips and Tricks!” is back, thanks to one of our
New Zealand contingent members. We have a new
flexible fiberoptic intubation tip from Dr. Grant
Hounsell, that he has been using for years — particu-
larly useful in those really messy or bloody airways
that we all love to get in the wee hours of the day.

Dr. Felipe Urdaneta, who organizes the most
interesting excerpts from the SAM Forum for the Ga-
zette, and is the Sam Blog Editor, has written a Guest
Commentary on the 2010 American Heart Associa-
tion’s CPR changes relating to airway control.

The AHA’s stress on initial “compressions with-
out ventilation,” except in asphyxial arrest scenarios
where established conventional CPR is recommended
(e.g. newborns), evolved from the realization that
tissue oxygenation was more dependent on flow than
content and that often “nobody wants to give rescue
breaths anyway.” The AHA recommends insertion of

supraglottic airways (SGA) to prevent “down time”
during intubation attempts. This idea was prompted
by several studies, e.g. Stone et al Anaesthesia 2008.
In this study, nurses inserted laryngeal mask airways
successfully (LMA) in arrest patients within two at-
tempts (71% first, 29% second) and had lower inci-
dences of regurgitation (2%) in comparison to pa-
tients being intubated (3.5%). Dr. Urdaneta addresses
the AHA strategy, and questions whether untrained
personnel would be able to handle these techniques
and how to improve on their proposals.

Dr. Gail Randel — every once in a while, some-
one fantastic comes along who can make life radi-
cally different, awakening new interests that can be
likened to a psychic explosion. She was that smack
upside my head that made me realize how much of
my activities were purely one-dimensional.

Long associated with SAM, Dr. Randel became
Editor-in-Chief of the Gazette in 2006 and graciously
brought me into the realm of this phenomenal Soci-
ety, as an Associate Editor. She is well known for
helping to further others’ careers and being a source
of big shoulders upon which someone can lean.

For a few years, her work at Northwestern in try-
ing to improve resident education in airway manage-
ment drew her attention away to a certain extent, and
she became Associate Editor. Now, with great sad-
ness, we have learned that she has decided to leave
this role as well, and it is a particularly heartfelt loss
to me. She will be delving into yet another altruistic
venture; one for which she has a particular inclina-
tion... “physician wellness” and we wish her every
success. Fortunately, Dr. Randel plans to continue to
be a big part of the SAM workings, just as she did in
the organization of the last Annual Meeting.

Please remember that you are SAM and SAM
really welcomes your input and ideas for improv-
ing patient care and increasing
our membership’s education.
For details, look at the SAM
website: www.samhq.com

Regards...
Katherine Gil, MD
Editor-In-Chief

2012 SAM Research Grant of $5000 — Applications are available

by contacting Anne Marie Prince: amprince@peds.bsd.uchicago.edu. Deadline: August 1, 2011
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~ As the Society for Airway Management enters its

sixteenth year, I would like to review some of the
Society’s recent milestones and achievements.

On June 17, 2010, the sudden death of Andranik
“Andy” Ovassapian from a major stroke saddened his
many friends, colleagues and students around the
world. At the time of his death, Andy was a Professor
of Anesthesia and Critical Care at the University of
Chicago in Chicago, Illinois. Andy was one of the
“Founding Fathers” of modern airway management
as evidenced by his dedication to teaching, scholarly
writing, and patient safety internationally.

In 1995, Andy realized his vision of a multidisci-
plinary, international, subspecialty organization dedi-
cated to training, education, and research in advanced
airway management by the formation of The Society
for Airway Management. Amongst his numerous pro-
fessional accomplishments, Andy served as SAM’s
first president from 1995-97, as SAM’s executive
director from 1998-2008, and gave its first Ovas-
sapian Lecture in 2000. Andy received the SAM Pa-
triarch award in 2006. Andy’s humor, expertise, hu-
mility, and penchant for hard work were known and
admired by a myriad of colleagues around the globe.

It was fitting that the 2010 SAM Annual Meeting
took place in Andy’s hometown of Chicago Illinois
from September 24-26, 2010. Several events com-
memorated Andy’s legacy. Dr. D. John Doyle, SAM
Past-President (Cleveland Clinic Foundation), gave a
stellar review of Andy’s contributions to the field of
fiberoptic intubation. Dr. Michael Todd (University
of lowa) gave the Ovassapian Memorial Lecture enti-
tled: “Cervical Spine Mechanics, Instability and Air-
way Management.” Dr. Will Rosenblatt, SAM Past
President (Yale University), hosted an evening hon-
oring Andy’s life and clinical contributions at the
fabulous Willis Tower in Chicago. We were honored
to have many members of the Ovassapian family at-
tending this special event.

The 2010 Annual Meeting included the launch of
the first annual SAM Trainee Travel awards. The
Trainee Travel awards encourage residents/fellows in
training to submit their scientific work to the Annual
Meeting. Four residents were awarded free meeting
registration and a cash stipend of $500 each to defray
travel costs. The 2010 SAM Trainee Travel Award

winners included: Alexander Bautista, M.D. (Univer-
sity of Louisville), Richard E. Galgon, M.D. (Univer-
sity of Wisconsin), Andrew Germanovich, M.D.
(Advocate Illinois Masonic Medical Center), and Jeff
Keck, M.D. (Hartford Hospital).

Four additional SAM Trainee Travel Awards will
be granted for the upcoming 2011 Annual Meeting in
Scottsdale Arizona. The Deadline for application is
June 1, 2011. Details can be found at our website:
www.samhg.com. Please encourage your medical
students, residents and fellows to become involved in
this important endeavor!

The SAM research grants continue to further the
research mission of the Society. SAM grants are a
one-year grant of $5000.00 towards projects enhanc-
ing knowledge in advanced airway management. Dr.
Richard Cooper and Dr. Corina Lee from Toronto
General Hospital (University of Toronto, Canada)
presented data from their 2010 SAM research grant:
“Direct and Video Laryngoscopy in Four Airway
Mannequins: A Comparative Study.” Dr. Davide
Cattano (University of Texas, Houston) presented
data from his 2009 grant: “An Evaluation of LMA
Seal Using Air Versus Saline: A Mannequin Study.”

Two SAM research grants were awarded in 2011:
Dr. Tracey Straker (Montefiore Medical Center,
Bronx) received the first educational grant for her
project entitled: “Use of an On-line Airway Proce-
dure Logbook to Monitor Training Among Anesthe-
siology Residents.” Dr. William Rosenblatt (Yale
Medical Center, New Haven) was awarded a grant
for his clinical project: “Use of Expiratory Ventila-
tory Assistance during Transtracheal Jet Ventila-
tion.” Both of them will present preliminary data
from their grants at the 2011 Annual Meeting in
Scottsdale, Arizona.

Grant Applications for the 2012 SAM Research
Grant are available by contacting Anne Marie Prince:
amprince@peds.bsd.uchicago.edu. Grant applications
must be completed by August 1, 2011 for considera-
tion. The 2012 SAM grant will be awarded at the up-
coming annual meeting in Scottsdale, Arizona on
September 16, 2011.

Overall, the SAM annual meeting in Chicago was
an educational and critical success. The enthusiasm
of program Co-Chairs, Gail Randel M.D. (Northwes-

Talk to the experts, friends, experienced airway specialists on the SAM Forum




tern University, Chicago) and Lauren Berkow M.D.
(Johns Hopkins, Baltimore) and the Annual Meeting
Committee was critical to the organization of the
2010 Annual Meeting.

SAM is grateful to continue its international ex-
change program supported by an unrestricted educa-
tional grant from Verathon. In 2010, at the Annual
meeting in Chicago, Dr. Mingzhang Zuo from Bei-
jing Hospital, Beijing, China gave an interesting lec-
ture entitled: “Use of the LMA in China”. Dr. Tho-
mas Mort, SAM President-Elect (University of Con-
necticut), and Dr. Maya Suresh, SAM Vice President
(Baylor Medical College), were invited to speak at
the first National Meeting for Airway Management in
Xheng Shou, Henan China in October 2010. SAM
was honored to participate in this inaugural interna-
tional conference.

In 2011, our international exchange program con-
tinues under the expert guidance of SAM Past Presi-
dent, Chandy Verghese (Reading NHS, UK). SAM is
delighted to host Dr. Rakesh Kumar from New Delhi,
India as our International Lecturer for SAM 2011.
Dr. Kumar will discuss Supraglottic Devices as part
of the Primary Strategy in the Management of the
Anticipated Difficult Airway.

The international exchange between SAM and the
Difficult Airway Society (www.DAS.uk.com) con-
tinues to thrive. In 2010, Dr. Maya Suresh served as
the SAM lecturer at the DAS Meeting in Cheltenham
UK. The 2010 SAM meeting in Chicago served to
host two prominent members of DAS: Dr. David Ball
(Dumfries and Galloway Royal Infirmary, Dumfries
UK) served as DAS lecturer at the 2010 SAM Annual
meeting in Chicago. Dr. Ball gave a wonderful lec-
ture entitled: “Patients, Principles and Paradigms.” In
addition, Dr. Barry McGuire (Ninewells Hospital,
Dundee Scotland) gave an enlightening journal re-
view of pertinent recent articles entitled: “Supraglot-
tic Devices.”

The wupcoming 2011 Annual meeting in
Scottsdale, Arizona will host Dr. Ellen O’Sullivan,
DAS president (St. James Hospital, Dublin, Ireland).
Dr. O’Sullivan will present the 2011 DAS lecture:

“Tracheal Intubation Via a Supraglottic Airway-What
Works Well.” Dr. Tim Cook (Bath, UK) will deliver
the Ovassapian lecture entitled: “Major Complica-
tions of Airway Management in Anesthesia, ICU and
the ED. An Overview of the Results of NAP4,” re-
garding results from the fourth in a series of UK Na-
tional Audit projects.

2011 Annual Meeting Program Co-chairs, Drs.
Lauren Berkow and Richard Cooper, have assembled
a veritable pantheon of international airway experts.
The 2011 Annual meeting will be held at the beauti-
ful J.W. Marriott Camelback Resort and Spa in
Scottsdale, Arizona from September 16-18, 2011.
Further information about the 2011 Annual meeting
and registration information can be found on websites
for SAM, the University of Massachusetts CME of-
fice, and Facebook as follows: (www.samhg.com),
(http://www.umassmed.edu/cme/events), and
www.facebook.com), respectively.

The newly revised SAM website continues to
grow with the leadership of D. John Doyle, M.D. and
members of the ad hoc Website committee. Dr.
Doyle is eager to expand the content of the website.
Please contact him via email: djdoyle@hotmail.com.

Dr. Katherine Gil continues her stellar leadership
at the helm of the Airway Gazette. She continues to
scour the globe with her team of volunteer reporters
for the latest news in Advanced Airway Manage-
ment. If you would like to contribute to an upcoming
edition of the Airway Gazette please contact the Edi-
tor-In-Chief at: k-gil@northwestern.edu

I am delighted to serve a second term as President
of the Society for Airway Management during the
16th year of this multidisciplinary organization. I
wish to thank all of the individual SAM members
who have generously donated their time, interest, and
expertise towards the continued growth and devel-
opment of this international Society. I look forward
to welcoming you to Scottsdale Arizona for the 15th
Annual Meeting and Workshops!

Best regards for a rewarding 2011!
Elizabeth Cordes Behringer M.D., Los Angeles, CA

Your opinion and participation can always hel

To All SAM MEMBERS

Add to your experience and develop multiple options for patient care!

Keep the Society for Airway management vibrant: We invite you to join our committees, send in your
ideas for meetings, the Internet SAM Forum, and the Airway Gazette.
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Distinguished Service Award - 2010 Medalist
Dr. William H. Rosenblatt

Yale University School of Medicine
New Haven, Connecticut

—

Dr. William H. Rosenblatt was the recipient of the
Society’s Distinguished Service Award presented at
the 2010 SAM Annual Meeting in Chicago, IL.
Many SAM members know him as the “police-
man/referee/guardian” of the SAM online discussion
forum, but few know of his vast number of accom-
plishments and contributions made in the field of
airway management and education. I have known
“Will” for many years and discovered even more
when I reviewed his curriculum vitae.

Will Rosenblatt was
one of the founding
members of SAM in
1995 and has since
held a variety of of-
fices including SAM
President in 2005, as
well as Secretary and
Treasurer in previous

years. He currently
serves on the Board of Directors of the Society. He
is Professor of Anesthesiology and Surgery at Yale
University, the institution where he trained in anes-
thesiology and has practiced for twenty years. His
current academic title, Director of Otolaryngologic
Anesthesia, reflects his interest and expertise in that
specialty and his collaboration with the department.

Will began his medical career as a pediatrician
and later trained in anesthesiology. From the begin-
ning of his work studying childhood health in Latin
America, he found ways to combine his interest in
global health with teaching anesthesiology and even-
tually airway management. He is widely recognized
as a teacher and a highly regarded speaker on the na-
tional and international scene. At Yale, he established
many innovative programs to train students, resi-
dents, and clinicians in airway management skills.

Will Rosenblatt is, without doubt, an “early
adopter” and innovator. He understood and easily
made understandable many aspects of airway man-
agement such as fiberoptic intubation, the intubating
laryngeal mask, and airway topicalization. His care-
ful analysis of the state of airway evaluation coupled
with the skilled use of supraglottic airways led him to
devise the “Airway Approach Algorithm”, a useful
decision-making guide for airway dilemmas. His
most recent publication describes the preoperative
endoscopic airway evaluation (PEAE) a new and re-
vealing approach to the airway exam.

In addition to clinical practice and publications,
Will has been “videographer, producer, star, and di-
rector” of instructional films on a variety of airway
management techniques. Anyone who has attended
Will’s lectures is amazed by his command and use of
multimedia for optimal effects. As one who has
shared a few panels with him, he’s a difficult act to
follow. He is not only the Steven Spielberg of multi-
media presentations, but adds a “Coen brothers” edge
by ending with a self-demonstration of LMA inser-
tion or tracheal intubation.

Perhaps his proudest achievement and ongoing
passion is the organization REMEDY-Recovered
medical equipment for the developing world, which
he founded in 1991. This non-profit organization ex-
pedites the transfer of discarded but unused medical
supplies to impoverished areas. He received the Ro-
lex Award for this work in 1996 and continues to
guide the organization. Will has been tireless and yes,
innovative in his fund-raising efforts for REMEDY,
which have extended to long distance running and
bicycle rides. In closing, we are thrilled that he re-
ceived the Distinguished Service Award for his many
achievements and undying enthusiasm for airway
management. — Irene Osborn, M.D.

Visit http://www.samhq.com to find all SAM Gazette Publishing Guidelines.




Annual SAM Meeting:

Introduction Lauren Berkow, M.D.

Johns Hopkins
Baltimore, Maryland

The 15" Annual Society for Airway Management
Meeting is just around the corner (well, at least to
those planning the meeting such as myself!) on Sep-
tember 16-18, 2011 in Scottsdale, Arizona, at the JW
Marriott Camelback Inn Resort and Spa.

We have an exciting program planned this year.
Topics include: “Innovations in Education and In-
formation Dissemination”, “Can We Accurately Pre-
dict the Difficult Airway?,” “Expecting the Unex-
pected”, “Current Controversies in Airway Manage-
ment”, “Innovations Outside the Operating Room”,
and “Dare to Share: Scary Cases in the Real World”.
We have many talented international speakers from
Canada, Denmark, France, Germany, India, Italy,
New Zealand, the Netherlands, United Kingdom, and
the United States. We also have several Pro-Con De-
bates arranged— expect lively and heated discussions!
This year’s Ovassapian Lecture will be given by Dr.
Timothy Cook, who will present the results of his
recently published (UK) 4™ National Audit Project
(NAP4). Dr. Cook and Dr. Timmerman will also be
hosting an expert round table session on how to get
started with research in Airway management.

We have re-organized the Hands-On Workshop
structure this year in order to allow more time for
direct interaction with the Workshop instructors and
less crowding at the more popular stations. This year
we are requesting that workshop participants select
five workshop stations of their choice and will be
given specific time slots for each station.

The use of Ultrasound for Airway evaluation work-
shop was extremely well attended in 2010, and Dr.
Michael Kristensen has graciously agreed to repeat
the workshop this year. As well, he will offer an ex-
pert round table session on Ultrasound. I expect these
sessions to fill up quickly!

There will be a resident’s round table on Saturday
September 17, 2011 entitled “Fiberoptic Tips and
Tricks” presented by Dr. Carin Hagberg and Dr.
Marshal Kaplan. Space is limited to 20 residents, so
sign up early!

We encourage residents to attend the meeting and
to submit abstracts. We will again award several
trainee travel awards to outstanding abstract sub-
missions, but please note, the deadline for the 250-
word abstract submissions is July 15, 2011.

The JW Marriott Camelback Inn is a beautiful
place, and we have planned several outdoor social
activities during the meeting to take advantage of the
luscious landscape. When you are not attending the
meeting, check out the spa, pools, hiking trails and
golf courses on the property! We have also arranged
for children’s activities at the resort so feel free to
bring the whole family.

We look forward to seeing you in Scottsdale in
September!

Lauren Berkow, M.D.

2011 Annual Meeting Program Chair

Richard Cooper, M.D.

2011 Annual Meeting Program Co-Chair
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Deadline for the 250-word abstract submissions for SAM’s Annual Meeting is July 15, 2011.
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Felipe Urdaneta, M.D.
MRVAMUC/University of Florida

VL = Videolaryngoscope
FOB = Flexible fiberscope
CV/CI = cannot ventilate/

cannot intubate
DL = Direct laryngoscopy
OR = Operating room
Walks away = Gets stolen
SGA = Supraglottic airway
OB = Obstetrics

\_/

What is the purpose of doing an Awake VL?
The logistics of using VL + FOB do not add up
when the same result would be possible with an in-
tubating oral airway and FOB. Tip articulation of
the FOB is what makes the tube advancement
smoother, not the VL. What benefit is there of using
any rigid piece with an awake patient?

Harsha Setty, MD

~ | agree that with good topicalization in an awake
patient (even with some sedation) there seems to be a
minimal advantage to using rigid VL instead of a
flexible bronchoscope (FOB) while the risks are
higher. Max Zayaruzny, MD

~ The advantage of VL over FOB intubation is that
the introduction of the endotracheal tube is under
visual control. When we intubate bronchoscopically,
our eyes are trained on the distal airway and ad-
vancement of the ETT through the glottis is blind.
Often the most challenging part of the procedure is
not entering the trachea with the scope, but subse-
quently entering it with the ETT. I don't agree with
the characterization that the risks are higher with VL,
though clearly there are patients in whom VL would
be inappropriate. Richard Cooper, MD

~ 1 disagree that the advantage of awake VL over
awake FOB is visualizing the ETT entering the lar-
ynx. This may be a difference, but I don't see how it
is an advantage. I also don't see how advancing the
ETT blindly over the FOB is challenging at all. I al-
ways use Parker Flex-Tip tubes. Paul Miller, MD

~ VL and FOB can certainly compliment each other.
Combinations of 2 techniques are extremely useful
while either technique may have failed. ETT being
"hung-up" after successful FOB insertion is not rare
unfortunately. David Wong, MD

~ If the Parker tubes are not readily available, the
Fastrach ETT tube from the intubating LMA may be
used as an alternative to the standard ET tube when a
softer tip tube is needed. Steve McCornack, MD

A near miss is defined as an "unplanned event that
did not result in injury, illness, or damage - but had
the potential to do so. Only a fortunate break in the
chain of events prevented an injury, fatality or dam-
age.” So how would the experts on this board de-
fine this for airway management? 1 suppose since
CV/Cl is the analogy to the plane crash, what combi-
nation of difficulty with mask and intubation would
qualify. Given the small numbers of that actually
occur, I wonder if we should be focusing on the im-
mediate antecedents as a source of quality improve-
ment. Such databases do exist, but mainly for medi-
cation errors, wrong side surgeries, etc., but not for
us. Aaron Joffe, MD

~ My often cited example of a near miss as it relates
to laryngoscopy, is any DL that results in a (Cor-
mack-Lehane grade 3 or higher) regardless of
whether intubation is achieved on the first or third
attempt. Every blind intubation has the potential for
failing. If we continue to find this acceptable, we will
fail to advance patient safety. If we define such an
event as a near-miss, we create an imperative to find
a better way. Richard Cooper, MD

I am scheduled to anesthetize a trans-sexual female
patient having an elective outpatient procedure to-
morrow, which I plan to do with an SGA. She un-
derwent a chondrolaryngoplasty (reducing size of
the thyroid cartilage) in the past. I know nothing
more about her medical history, should I anticipate

and prepare for any airway problems?
Allan J. Goldman, MD

E-mail address for letters to the editor and articles
for the Airway Gazette: k-gil@northwestern.edu
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~ SGA's should not be an issue. Endotracheal intuba-
tion would be a problem if the tube is wrapped
around the base of tongue so that it hits the anterior
aspect of the interior of the thyroid cartilage (like
with a hockey-stick shaped Stylet). Use of a Parker
Flex tip may reduce this potential problem. Use of a
bougie (passed initially) then advancement of the
tracheal tube over that bougie would help prevent any
foreseeable troubles. James DuCanto, MD

Follow-up from Dr. Goldman:
I used a Classic LMA size 4. Kept the cuff pressure
< 60cm H,0 and it went well.

eee To those who supervise residents: Our residents
are unsupervised during routine intubations outside
the operating and emergency rooms at night time.
There has been a lot of resistance on the part of our
administration to allow residents to carry a video-
laryngoscope. The primary concern is financial.
Can I get a show of hands of which centers have a
policy which allows the on-call resident to carry a
VL unsupervised? Will Rosenblatt, MD

~ We usually do not allow unsupervised residents
handling the airway outside the OR. We feel that out-
of-OR intubations are much more challenging and
more likely to result in litigation than routine intuba-
tions in the OR. Our residents carry a fiberoptic
bronchoscope (Olympus LF-GP) as part of our mo-
bile airway bag. We have been very worried to have
them carry VL’s in their bag due to potential high
rate of losses. Allan Klock, MD

~ Our residents started two months ago got access to
a McGrath VL. It is checked out by the senior resi-
dent on call at the beginning of their duties. It is re-
turned at the end of the duties. Our policy for airway
management states the attending should be aware of
airway management encounters, and if drugs are to
be administered, the attending is to be present.
Douglas Heste, MD

~ Attending presence is required, however occasion-
ally, particularly during very busy times, senior resi-
dents may be on their own. We have had issues with
loss of more than one VL or the handle and as a re-

sult have recently assessed the usefulness of a port-
able and disposable VL for this use. If you have suf-
ficient infrastructure to keep track of your equipment
outside the OR, all should be well. Otherwise, 1
would strongly consider using something that you
won't be as upset about of it "walks" away.

Aaron Joffe, MD

~ Our Glidescopes, Fiberscopes and other high-end
equipment have Awarepoint device tracking tags at-
tached to them. (www.awarepoint.com) This allows
us to go on the web and find any of these devices in-
side our medical center. They do not prevent against
theft as no alert is activated when they leave the
Awarepoint perimeter. Patricia Roth, MD

eee  Anyone using Lidocaine gel on laryngeal
masks? Ivan Hronek, MD

~ I avoid lidocaine with laryngeal masks, I am wor-
ried about the pressure of the mask + effect of drug
leading to Nerve injury. James DuCanto, MD

~ I agree with this concern. I do not use lidocaine gel
or cream to lubricate the LMA surface prior to inser-
tion. The use of lidocaine lubricant on LMA’s is one
of the predisposing factors to lingual nerve injury.

Elizabeth Cordes Behringer, MD

~ Measuring & keeping cuff pressures down is the
best way to make SGA’s well tolerated, not creams
or gels. I've reviewed several cases in the 90's where
lidocaine was the probable cause of temporary nerve
damage with LMA use. Allan Goldman, MD

Is a planned general ETT anesthesia (GETA or
GA) an acceptable option for an elective C-
section? Is it ethical to offer a GETA to an obstet-
ric patient having an elective section? North
Americans seem to have an irrational fear of general
anaesthesia for obstetrics.

Eric Hodgson, MD

~ I think intubation is the preferred method in the U.S
for GA in obstetrics; hospitals and any groups in-
volved in obstetric cases should have and rehearse
difficult/failed intubation drills. Almost everyone will

Disclaimer:
Published manuscripts in the Gazette are not necessarily reflective of the views of the Gazette
or the Society for Airway Management.
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use an LMA or equivalent for failed intubation in the
OB setting these days. Charlie Watson, MD

~ To me GA in OB is indicated more for emergencies
and the stat C-section. This is a perfect setup for
problems, difficulties and complications.

A key issue underlying difficulty is that GA for OB is
not practiced enough. I'll be curious to know how
many SAM members that use simulation for teaching
difficult airway (DA) have a stat C-section scenario?
Felipe Urdaneta, MD

~ We do Sim Lab sessions with simulated OB diffi-
cult airway. Sonia Vaida, MD

~ We perform Crisis Resource Management Courses
(CRM) on a regular basis; using the SimMan simula-
tor. We run different scenarios, usually focusing
more on non-technical skills than on technical abili-
ties and one out of several scenarios is the emergency
C-section with a DA. Sebastian Russo, MD

— SIC —

“Dirty Airways” and Fiberoptics
Grant Hounsell, MBChB

Counties Manukau District Health Boa
Auckland, New Zealand

Awake fiberoptic intubation remains one of the
best options for managing an anticipated difficult
airway. It allows the airway to be secured prior to
inducing anaesthesia. However, it can, on occasion,
prove to be difficult or impossible to accomplish.
One of the reasons for this is the contaminated air-
way. Blood, pus, or secretions can easily contaminate
the end of the fiberscope and cause visual loss and
necessitate scope removal and cleaning, prior to an-
other attempt or even, abandonment of the technique.

In addition to facial trauma we encounter facial,
retropharyngeal, and submental abscesses. These
cases often have contaminated airways, as well as the
all too common problem of morbid obesity and/or
obstructive sleep apnoea.

The following is a technique I rely on regularly, to
manage our maxillofacial surgery population. The
safezone anterograde “wired guided” technique owes
its creation to the advice of two of my mentors, John
Henderson and Vijayalakshmi Patil.

John Henderson taught me to preload a Berman
airway with an
ETT to protect
the fiberscope
from contami-
nation by keep-
ing it recessed
within the air-

way (Fig. 1).

The result is what we call “the safezone.” John
advocated manipulating the airway by hand, with the
fiberscope protected inside the ETT, until the cords
could be seen (Fig.

2). This keeps the
distal fiberscope tip
free. Once the cords
are within view, the

fiberscope tip can be
advanced.
Vijayalakshmi

Patil recommended using a Cook Newton cerebral
wire (0.038inch) as guide for the fiberscope to follow
into the larynx. The Newton cerebral wire is our pre-
ferred option as it is 145cm long, allowing the endo-
scopist to pass a good length of wire into the airway
via the fiberscope. It is a soft, atraumatic, coated
wire, which slides easily through the working chan-
nel of a fiberscope
(Fig. 3). It has suffi-
cient intrinsic stiff-
ness to permit an
exchange catheter or
fiberscope to pass
over it. Also, it is
reasonably priced.

This wire can be passed from below via the retro-

grade intubation technique or it could be passed from
above in an anterograde manner. The wire is passed
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via the working channel of the fiberscope, until it is
seen entering the larynx. Once threaded down the
trachea the fiberscope follows it, in the way a Seld-
inger wire might guide a venous catheter (Fig. 4, 5).

When faced with a bloody airway it occurred to me
to combine the two techniques. I use the Berman and
ETT to create space in front of the larynx, and keep
the fiberscope clean. Once I encounter the larynx, I
deploy the wire under vision from within the ETT to
enter the larynx. I then follow the wire with my fiber-
scope. I use the airway as an oral conduit that can
easily be manipulated within the patient to place the

tip of the ETT in front of the glottic opening.

The fiberscope follows the wire (Fig. 6) and keeps
clear of the posterior pharyngeal wall, thus prevent-
ing contamination. Even if the view is lost, the fiber-
scope slides along the wire and often clears as it runs
down the tracheal wall. This usually allows easy
visualisation of the carina (Fig. 7).

The anterograde wire technique can be used for
nasal intubation. The system is advanced through the
nostril, and through the nasopharynx until the larynx
is seen. The wire is then deployed from within the
ETT and directed through the glottic opening. The
fiberscope then follows the wire for intubation.

0 Guest ary Felipe Urdaneta, M.D.
me“t MRVAMC / University of Florida
_corr‘ Gainesville, FL

Recently the American Heart Association pub-
lished their latest version of the guidelines for “Car-
diopulmonary Resuscitation and Emergency Cardio-
vascular Care” to commemorate the 50" anniversary
of the introduction of modern cardiopulmonary re-
suscitation (C.P.R.). [1] Among some of the funda-
mental changes in the newer version of the guidelines
is the emphasis on the role of bystanders initiating
resuscitation efforts, and a priority to limit the inter-
val between chest compressions (C.C.) and delivering
electrical shock therapy.

The traditional basic life support sequence (B.L.S.)
of A.B.C. (Airway-Breathing-Circulation) has been
changed to C.A.B. for adults and children (but not for
neonates). This is meant to emphasize the importance
of quickly initiating compressions and permits the
delay of ventilation until completion of an entire cy-
cle of compressions. Some of the reasoning may be

due to a major impediment of bystander C.P.R or the
unwillingness and the inherent difficulty of maintain-
ing a patent airway and delivering rescue breaths.
Another factor is the knowledge that during resuscita-
tion efforts, tissue oxygen delivery is dependent more
on adequate blood flow than on oxygen content. [2]
Traditional rescue breaths are no longer considered a
top priority. Positive pressure ventilation with the
potential rise in intrathoracic pressure is considered
detrimental.

But, what about the airway? According to current
guidelines, advanced airway placement during ad-
vanced cardiopulmonary life support (A.C.L.S.)
should not delay initial basic (B.C.L.S.) maneuvers.
Electrical therapy and attempts at advanced airway
maneuvers should be made only by skilled personnel
and should not limit chest compression for longer
than 10 seconds — not surprisingly, the current guide-
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lines favor the use of supraglottic devices such as the
LMA, Combitube, and laryngeal tube over endotra-
cheal intubation. The guidelines raise issues that
could metaphorically be compared to the mythical
“Hydra” where more “heads” or “questions” surface
every time we try to address a controversial topic.

With regard to ventilation and airway management

we have many unsolved controversial issues:
1 - The guidelines as related to ventilation manage-
ment are tailored more for non-medical providers
than medical providers, and more for the outpatient
than in-patient settings. Cardiac arrest in the hospital
setting usually has a different cause and, not infre-
quently, respiratory events may be the source of car-
diac events. This concern has to be emphasized. Car-
diac arrest from cardiac origin should be considered
different from cardiac arrest due to other causes, in
order to guide the best ventilatory strategy.

Although current guidelines state that the new ven-

tilatory recommendations do not apply to all rescuers
and in all circumstances, there are conditions that
require special treatment beyond traditional B.L.S.
and A.C.L.S. Although numerically, cardiac causes
and specifically “shockable” rhythms are the most
common reasons for sudden cardiac arrest, not all
roots of arrest result from a cardiac origin and more
specifically from VF and pulseless VT.[3]
2 - If the old “gold standard” of endotracheal intuba-
tion is considered plagued by complications and
therefore, no longer recommended as a technique for
inexperienced personnel to try, then, we_need to de-
termine what is considered ‘“sufficient experience to
perform advanced airway maneuvers” and who de-
cides who should be allowed to perform these.

3 - The guidelines state that all providers should have
alternative strategies for any airway management
plan in case the primary one fails. If there is the
premise that advanced airway maneuvers should only
be done by experienced personnel, should we really
“a priori” accept the premise that inexperienced pro-
viders will be able to use any of the alternative de-
vices and techniques for airway management?

4 - Since not all providers are equally equipped,

knowledgeable, or experienced enough to handle the
airway in the most extreme of circumstances of re-
suscitation efforts, there is another potential detri-
mental side of making the airway less of a priority: it
promotes the idea that there is less of a need to learn
and teach about simple and advanced airway efforts.
Is the correct action and should the message be to
abandon learning and performing advance airway
maneuvers in favor of simpler methods?

It is a significant worry that by promoting this
rather “dumbing down” approach towards handling
of the airway during CPR, we are destined to per-
petuate the number of inexperienced providers in-
stead of promoting education and training in airway
management so more people can acquire skills and
expertise and not the other way around.

Albert Einstein once wrote “We can't solve prob-
lems by using the same kind of thinking we used
when we created them”. There are many challenges
ahead with regards to ventilatory and airway man-
agement during C.P.R. Hopefully, in the next 50
years we can have better solutions and better systems
for handling the airway. And, more importantly, we
can have better systems and methods to improve the
spread of knowledge and be able to improve training
and the number of skilled providers able to assist a
patient who needs life support.

References:

1. Field JM et al. Part 1: Executive Summary: 2010
American Heart Association Guidelines for Cardio-
pulmonary Resuscitation and Emergency Cardiovas-
cular Care. Circulation. 2010;122(18-suppl 3): S640-
S656.

2. Neumar RW et al. Part 8: Adult Advanced Car-
diovascular Life Support: 2010 American Heart As-
sociation Guidelines for Cardiopulmonary Resuscita-
tion and Emergency Cardiovascular Care. Circula-
tion. 2010;122(18-suppl 3):S729-S767.

3. Vanden Hoek TL et al. Part 12: Cardiac Arrest in
Special Situations: 2010 American Heart Association
Guidelines for Cardiopulmonary Resuscitation and
Emergency Cardiovascular Care. Circulation. 2010;
122(18-suppl 3):S829-S861.

Send in your TIPS and TRICKS by emailing: k-gil@northwestern.edu

15



MEMBERSHIP APPLICATION -

http://www.samhqg.com
Discounted subscription rate

SAM WEB SITE: Join / Re-register Online Today

to the Journal of Clinical Anesthesia
is available for SAM members as listed below:

Dues for 2011 must be turned in ASAP

SAM Membership Application: (Please Print Legibly)

LAST NAME
NAME ...ttt
DEGREE(S)
SPECIALTY

FIRST

| wish to thank

Please check appropriate category:

O Physician Member.............oooiiiiii $100
O Retired Physician.............cooiiiiii 75
O CRNA 75
O Individual / Industry Representative................cccooeiiiiieinnnn. 75
Q Paramedic / EMT / Flight Nurse /Technologist...................... 50
O Resident/ Fellow.... ..o, 50
Q Journal of Clinical Anesthesia (Domestic) ...............c.coooils 78
Q Journal of Clinical Anesthesia (International) ........................ 100
O TOT AL it $
0 | wish to contribute an additional $ towards SAM membership for a clinician from a
developing nation.
Please make checks payable to Society for Airway Management.
PO Box 946, Schererville, IN 46375 USA or FAX to (773) 834-3166
Or we accept:
VISA/ MASTERCARD #....oitiii e EXpires......c.cocvviviinennnn.
S GN ATURE . ... e e e

(To avoid costs of processing international checks, please make payment with a credit card. Thank you!)

16




TheAitway Cozette

June-July 2011 - Vol.15 Issue 2
The Official Publication of the Society for Airway Management

The Society for Airway
Management

Contact us at:
P.O. Box 946
Schererville, IN 46375

Telephone:
773-834-3171
Fax: 773-834-3166
http://www.samhq.com

1']'\9 nact the wintld

Join the SAM-Forum
By e-mailing:
Bettina.schmitz@ttuhsc.edu

fa

SAM'’s Official
Journal !

The Journal of

Clinical Anesthesia
T NIESTICaE




INSIDE:

New SAM Members

Editorial Expressions

Remembering Andy Ovassapian

The International Corner: Egypt
Educational website for algorithms
Trainees’ Perspectives: 2010 SAM Meeting
2011 SAM Annual Meeting Agenda
E-Lights of the SAM Forum

Board of Directors

President
Elizabeth Behringer, MD
elizabeth.behringer@cshs.org

President-Elect
Thomas Mort, MD
tmort@harthosp.org

Vice President
Maya Suresh, MD
msuresh@bcm.tme.edu

Secretary
Irene Osborn, MD

Irene.osborn@mssm.edu

Tips and Tricks! Airtraq Treasurer

Application Richard Cooper, MD
richard.cooper@uhn.on.ca

Executive Director

Editor—ln-(:’hiet Carin Hagberg, MD
Katherine Gil, MD Carin.A.Hagberg@uth.tmc.edu

k-gil@northwestern.edu

Board Members at Large

Associate Editors Lauren Berkow, MD
Valerie Armstead, MD Iberkow1@jhmi.edu

vearmstead(@gmail.com

Lorraine Foley, MD
lifoley(@comcast.net

Richard Cooper, MD
Richard.Cooper@uhn.on.ca Allan Goldman, MD

ajeoldman@mac.com

Arndt Timmerman, MD
atimmer@web.de

Administrative Director
Anne-Marie Prince
amprince@peds.bsd.uchicago.edu

Ashutosh Wali, MD
Gazette Layout Editor awali@bcm.tme.edu
Kathryn Nicole Gil David Wong, MD
Dr.David.Wong(@uhn.on.ca

William Dablah, Jr., M.D. (California)
Tiago Gonzaga, M.D. (Brazil)
Rhet Langley, M.D. (Texas)
Stephen Luney, M.D. (United Kingdom)
Chandra Patel, M.D. (Arizona)
Jay Pinsky, M.D. (Texas)

David Stittsworth, C.R.N.A. (lllinoi

usenhus (United Kingdom)
Nigel Erik (United Kingdom)
Harold Arkoff, M.D. (Massachusetts)

Kay Leissner, M.D. (Massachusetts)

Arvind Malik, M.D. (Ohio)

Mary Ellen Perez, M.D. (Phillipines)

Shean Franklin Stacey, M.D. (Canada)
Wadid Zaky, M.D. (New York)




Editorial Expressions

Dear fellow colleagues:

The Editorial Staff of the Airway Gazette and the
SAM Board of Directors are very happy to announce
that Dr. Valerie Armstead has become an Associate
Editor. Dr. Armstead brings a wealth of knowledge
and experience in many areas, including pediatric
anesthesiology. As a long-time tireless worker for the
Society for Airway Management, we are looking
forward to her expert input and to continued im-
provement in the Airway Gazette.

Teaching is something ingrained in most of us. It
is an overriding factor on the SAM Forum, which
occasionally even leads us astray from the central
focus of airway management. At Northwestern Uni-
versity, I have been privileged to work with some of
the finest nurse anesthetists ever. I have always felt
that all anesthesiology professionals, including the
most junior of colleagues, are critical cogs along a
path of learning and patient care...just at different
points of knowledge. Happily, many of us even with
decades of experience, often readily realize that hav-
ing an open mind can present us with pearls of wis-
dom, from all kinds of sources. We, in turn, are al-
ways willing to impart our knowledge for the better-
ment of colleagues and patients. Dr. Andranik
Ovassapian was such a person.

Eileen Marcet is an experienced CRNA from the
University of Chicago. Her open letter to workmates
about Dr. Andy Ovassapian in this issue, shows us
the essence of the man. Her written description of
interactions with Andy as an instructor, and her abil-
ity to evoke poignant feelings are typical of the qual-
ity we come to expect from our nurse anesthetist col-
leagues. Her eloquence speaks to the heart of trying
to convey knowledge whenever possible...one of
Andy’s biggest traits. Those of us who have read her
missive, initially distributed on the SAM Forum, are
very grateful that she has granted permission for its
publication in the Airway Gazette.

Another anesthesiologist who has gone beyond
ordinary operating room duties is Dr. Abdel El-
Ganzouri, a speaker at last year’s SAM Meeting. His
documented efforts to spread knowledge to col-
leagues in Egypt include a difficult airway approach
that has been implemented in that country.

We have a new concept in this edition thanks to an
idea suggested by Dr. Elizabeth Cordes Behringer:

to obtain trainee impressions of the 2010 Annual
Meeting. The result is a combined article by Dr. An-
wuli Okoli (Fellow) and Dr. Kimberly Cover (CA-
2). They have different viewpoints and descriptive
styles worth noting. The future of our specialty is in
our trainees. Some clinicians feel that trainees want
to be spoon-fed with knowledge and do not want to
exert efforts in the pursuit of learning. These two
physicians are admirable examples to their fellow
trainees of professionals who, not only spent their
own time in an endeavor to improve themselves, but
also have spent time considering the charge presented
by the Airway Gazette: to express their ideas of the
worth of last year’s meeting to their young col-
leagues.

Dr. Felipe Urdaneta of E-Lights fame, continues
to cull excerpts from the SAM Forum and has added
an innovative aspect by actually searching out pic-
tures of discussed devices he assumes might be
somewhat unfamiliar to perhaps one or two of our
readers. I admit [ was also provoked to add a picture.

And, fortunately for us, Dr. Adrian Matioc has
provided an interesting “Tips and Tricks!” article that
has many good points in support of the approach
concerning: What to do immediately after intubation
and when should an Airtraq® be removed?

You are going to the SAM Meeting, right? Surely,
you cannot possibly want to pass up this phenomenal
experience (see P. 11)? Give us a hand at the ASA
and also at the SAM Annual Meeting. What is the
hand at the SAM conference? We need some people
to volunteer to listen to a few talks at a session, make
notes, and write up a synopsis for the subsequent
Airway Gazette to help absent colleagues...more on
that later.

I hope there is enough thought-provocation in
this issue that we will receive letters, articles, and
ideas for future issues. SAM always welcomes
member participation.

Regards...
Katherine Gil, MD
Editor-In-Chief

Talk to the experts, friends, experienced airway specialists on the SAM Forum

Visit http://www.samhg.com to join now!




"Remembermg Andy Ovassaplan, M D :
Has it Really Been a Year'-’” ; '
 By.Eileen Marcet, C.R.N.A. :

Umversﬁy of Chlcago Hospltals e
: Chlcago, III|n0|s

Preface: This letter was written for Dr. Andranik
Ovassapian’s colleagues, sent to the Sam-leadership-
forum, and posted on the SAM Internet Forum...

June 17th marked the one-year anniversary of Andy
Ovassapian's passing. It's hard to believe that a year's
gone by. I know I'm not the only one who misses
him. Sometimes I swear I catch a glimpse of him
somewhere in the hospital; but, when I turn around,
it's not him. Or I'll see some patient with some weird
facial feature and think, whoa, THAT'S an Andy-
Airway for sure!

Andy was just a great guy! A mentsch. I never heard
him yell or saw him get mad. He was always there to
lend a hand. Even if he had his own rooms to start,
all you had to say was, "Andy, I got this guy....” and
he'd be there for you. ...Unexpected difficult airway?
He seemed to appear outta nowhere, not to steal the
show, but to calmly guide you through. Then POOF!
He was gone. He didn't need fanfare or praise. He
was just doing what he did best.

And what that best was! He never made you feel like
you had eggplants instead of fingers, even if maybe
you did. Never made you feel bad about yourself. He
was patient (Oh GOD! was he patient!) and easy to
understand. He kept it simple. How many times
would he laugh and say (in that sweet Armenian ac-
cent) " Oh, you young people! Why you make tings
so complicated? Is simple!". He'd let you struggle a
bit, too, if need be, knowing that sometimes it's
through mistakes that lessons are best learned. He'd
encourage you; he'd praise your victories and use
your failures as a means to teach. You always learned
things from him, and not just about airways. He
taught you how to look at things logically, simply ...
to remember the basics.

A "good job!" and a clap on the back from Andy
made your day. It really meant a lot. You knew you
were gonna have a good day if Andy was your at-
tending, even if the cases were gonna be miserable.

He was kind and jovial, always concerned. He could
lighten things up when you were stressed. He was
generous. He was always the first to contribute when
I'd send packages to Marc and Fakih (informational
note: Marc and Fakih are two CRNAs in our depart-
ment who are Army reservists and have spent a lot of
time in Afghanistan). He'd see me and make me stay
put so he could go to his office to get some money
right then and there. Every day, while Marc and
Fakih were gone, Andy asked about their families ...
if they were okay, if they needed anything. He always
said, let me know what I can do. And he meant it.

We were so lucky to have Andy. Everyone loved and
respected him, from housekeeping staff and trans-
porters right on up to the surgeons in their ivory tow-
ers. It's too bad so many new medical professionals
won’t have the chance to know him, to learn from
him. But all the airway stuff we pass on came from
him... things that are taken for granted. It's hard to
imagine a time when there were no LMAs, no fiber-
optics, and no ways to manage a difficult airway with
anything but a tracheotomy. Because of Andy's con-
tributions to anesthesiology, airways aren't impossi-
ble anymore, and people, who very well could have
died if their airways were lost, survived.

So, think of Andy Ovassapian. Remember what a
wonderful teacher and colleague he was to all of us.
Remember what a great friend we lost. And, the next
time you're faced with the airway from hell, remem-
ber that he's there in the back of your mind showing
you the way.  God bless ya, Andy

2012 SAM Research Grant of $5000 — Applications are available

by contacting Anne Marie Prince: amprince@peds.bsd.uchicago.edu Deadline: August 1, 2011
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Abdel R. ElI-Ganzouri, M.D.
Rush University Medical Center
Chicago, Illinois

Providing Training in Airway Management,
An International Experience in Egypt

\_/ Introduction

In the last ten years (2000-2010) airway management
(AWM) training has witnessed significant advance-
ments, largely due to the efforts of the American So-
ciety of Anesthesiologists (ASA), Society for Airway
Management (SAM) and several AWM pioneers.
They have supported the introduction of new tech-
niques and new tools for improved AWM that have
resulted in improved patient outcomes.'

When we launched our comprehensive AWM train-
ing program at Rush University Medical Center
(RUMC) in 1986, the initial focus was teaching the
proficient use of fiberoptic endoscopy.2 Later, we
expanded the training to include the placement of
supraglottic airway devices (SGA-mainly LMA), and
most recently the Air-Q™ laryngeal airway (Air-Q™
LA).

in our pre-operative airway assessment score (AS)
methodology (Fig. 1).?

Fig. 1 Preoperative Airway Assessment
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The Egyptian Experience — 1997

Having observed the contribution that a training pro-
gram affords a department and its patients, | em-
barked on the development of a sustainable advanced
airway-training program (ATP) for our Egyptian
counterparts. In the winter of 1997, I took a month’s
leave from RUMC and initiated an ATP at a 200-bed
private hospital in Cairo, Egypt. Two attending anes-
thesiologists successfully completed the training pro-
gram under my tutelage, having performed more than
250 fiberoptic tracheal intubations (FTI), mostly on
patients with normal airways. It was gratifying to
know that they in turn would share the training with
others in their department.

10 Years later — 2008-2009

In 2008 and 2009, I devoted four months each year to
renew my efforts to establish an ATP in Egypt. This
time, I chose three anesthesiologists whose enthusi-
asm and dedication formed the backbone of the train-
ing program, to assist me in training an additional six
anesthesiologists. By the end of the second year, all
nine anesthesiologists had successfully finished the
Fiberoptic Training Program.

Clinical Training
One key facet of our program was providing training

Thyromental distance -6.5 e 6.0- 6.5 cm < 6.0 cm
Body weight <90 kg 90- 110 kg - 110 kg
.Hlstory. of difticat None Questionable Definite
intubation

Airway Score (AS) 0 - 14

range 0-14

The ideal test to predict a patient with a difficult air-
way (DA) is one that is simple, fast, cost effective,
and demonstrates a high sensitivity and specificity
with little or no inter-observer variability. The test
should also be objective and its results reproducible.

Such an ideal test does not exist, but previous studies
have validated that the more criteria used within such
a tool, the better it is at predicting a difficult air-
way.*” The seven criteria of our AS system are sim-
ple and easy to use without added tools (Fig 1). Ac-
cordingly, the higher the score, the more predictive it
is that the patient has a DA. The ATP included guide-
lines to be followed in accordance to the observed
AS. Following these guidelines is essential to making
the AS approach safe and to prevent adverse airway
complications.

Our method of AS was explained in detail to every
training program participant. Certain clinical condi-
tions invalidate our method of assessing the airway;
namely cervical pathology (e.g. spine fracture) and
upper airway pathology (e.g. trauma, infection, tu-
mors, and patients with GERD (including associated
problems).®” For these clinical situations, trainees
are taught that awake FOI is very strongly recom-



mended. Following induction of general anesthesia
(GA) and administration of muscle relaxant in a pa-
tient, if rigid laryngoscopy (RL — plan A), SGA (plan
B) and FOI (plan C) fail, then surgical access (plan
D) should be strongly considered without delay,
while the anesthesiologist maintains oxygenation
(preferably with a SGA).

Refinement of ATP 2010 — A 3-month period

In 2010, I returned to Cairo to continue efforts to ex-
pand our ATP. I undertook training in the use of Air-
Q™ LA, including proper technique for its insertion
and use as a conduit for tracheal intubation (TI). This
was provided to the original three trained anesthesi-
ologists who, in turn, helped train 20 others. One of
the three also facilitated at meetings with the Dean of
the Faculty of Medicine and the Chairman of the De-
partment of Anesthesiology to help underscore the
importance of continuing the program even after my
return to the United States.

All 23 trained anesthesiologists and I contributed to
the development of the Egyptian Society for Airway
Management (ESAM), its algorithm (Fig. 2, 3), and

Fig. 3

Fig. 2

its by-laws including new recommendations...” After
one optimal RL if DA is diagnosed, then the RL
should not be removed (optimal RL is defined as be-
ing performed by an endoscopist with a minimum of
three years experience, under optimized conditions:
sniffing position, muscle paralysis, and external la-
ryngeal manipulation, etc. as indicated). Instead, a
SGA should be inserted under direct vision. The SGA
(Laryngeal Mask Airway™ (LMA), ProSeal LMA™,
LMA Supreme™, Intubating LMA™, Air-Q™LA,

Dif Int. = Difficult Intubation, CR TH = Cricothy-
rotomy, P TRACH = Percutaneous Tracheostomy

Cobra PLA™, Ambu, C Trach™, etc.) can be at-
tached to a circuit and ventilation with oxygenation
initiated. If TI is mandatory, various SGA can be
used as a conduit for TI, either blindly or fiber-
optically guided. After RL, the SGA should be re-
moved and the endotracheal tube (ETT) placement
should be confirmed 2-3cm above the carina.

Take Home Messages

From 30 years of experience at RUMC and in Egypt,
I am confident that an ATP allows for safer anes-
thetic technique and prevents adverse complications.
This objective is achieved by assessing the patient’s
airway and establishing plans B, C, or D. When there
in any doubt regarding the ability to provide ventila-
tion/intubation, awake fiberoptic intubation is
strongly recommended. Call for help early in the
process, and remember problems usually result from
lack of ventilation, not from lack of intubation. Make
the patient’s safety your utmost priority above any
other consideration to improve the patient’s outcome.

1 wish to acknowledge Kenneth J. Tuman, M.D. and
Sandra C. Toleikis, M.A. for their advice and help
during the preparation of this article.
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Trainees’ perspectives of the 2010 Society for Airway Management Annual Meeting

Preface

Two trainees (an Anesthesiology Fellow and an Anesthesiology Resident) were selected randomly to describe their
experiences at the S.A.M. Annual Meeting. They were given a clear authorization to speak freely in the hopes that
their viewpoints might draw other trainees to this educational experience and improve future meetings for trainees.

ol

A Fellow’s Perspective of the 2010 SAM Annual Meeting

Anwuli Okoli, M.D. (Clinical Fellow)
Neurosurgical Anesthesiology 2010-2011
Northwestern University Feinberg School of Medicine

Chicago, lllinois

J

\—/

Introduction

I consider myself privileged to have the opportu-
nity to work closely with several of the Faculty
Members who taught at the 2010 Society for Airway
Management Annual Meeting last September in Chi-
cago, Illinois.

Following my graduation from residency in the
field of Anesthesiology, I had been in private practice
doing interventional pain management for many
years. | returned to the world of training to do a Neu-
rosurgical Anesthesiology Fellowship at Northwest-
ern Memorial Hospital in Chicago in July of that
year. I could not have asked for a better time to at-
tend the SAM Annual Meeting and Workshop. When
I completed my residency, flexible fibreoptic intuba-
tions were not being widely used. And, I had never
used a videolaryngoscope until I came to Northwest-
ern.

Impressions of the S.A.M. Annual Meeting... What
were the best things?

At the Annual Meeting, the first lecture I attended
was by Dr. Abdel El-Ganzouri, describing his experi-
ence in Egypt teaching fibreoptic intubation. It was
good to see how he followed up with further work-
shops and trained many Anesthesiologists in a very
short period of time.

Dr. Lauren Berkow’s description of the changes
made to integrate the approach to Emergency Airway
Management at Johns Hopkins, was extremely valu-
able. It reaffirmed the idea that in emergency airway
situations you can never be too ready or prepared.
The difference between Hospitals was appreciated
when Dr. Gail Randel presented airway management
at Northwestern.

It was good hearing about Dr Andranik
Ovassapian and his development of Advanced Air-
way Management, and made me realize his historical
role in this area.

Overall, the best part of the meeting for me was
the SAM Workshop and simulation. My favorite sta-
tions were the adult and pediatric fibreoptic stations. I
also enjoyed the LMA station and especially meeting
with Dr. Chandy Verghese from the United King-
dom. There was a wide array of new supraglottic
airway devices and video-laryngoscopes, and the op-
portunity to appreciate their differences.

Are there any suggestions for improving attendee’s
experience at S.A.M. Annual Meetings?

I think the Workshop should be spread over a
morning and an afternoon session. Also, preferably it
should be held on a Saturday to encourage trainee
participation. I feel that the time dedicated to the
Workshop and to Simulation was inadequate. The
Simulation station should also have an increased
number of mannequins for scenarios to provide more
opportunity for practice. The stations for the cri-
cothyrotomy and for jet ventilation should have been
bigger and more prominent.

Providing quick lunches on site for the attendees
would have been nice and would have saved some
time. That time may have been spent interacting with
the Exhibitors and Faculty members.

I was extremely grateful that the meeting was held
in Chicago, which is home to several training pro-
grams. I think this factor should be considered when
planning future meetings. This makes it easier and
less expensive for residents to attend.



What is your recommendation for trainees?
Overall, I would like to really encourage trainees,
not only in Anesthesiology, but also in Emergency

Medicine and Intensive Care to attend this meeting—
one solely dedicated to Airway Management.
My special thanks go to Dr Katherine Gil and Dr Gail

Randel.
)

(0]

A Resident’s Perspective of the 2010 SAM Annual Meeting

Kimberly Schinnerer Cover, M.D. (CA-2)
Anesthesiology and Critical Care Medicine 2010-2011
Johns Hopkins University
Baltimore, Maryland

\—/
Introduction

As a resident participant at last September’s 14th
Annual Society for Airway Management Scientific
Meeting in Chicago, I had a wonderful experience
and plan to continue to attend the meetings in future
years.

Impressions of the S.A.M. Annual Meeting

At the conference, “airway providers” (anesthesi-
ologists, emergency medicine physicians, intensiv-
ists, and otolaryngologists, to name a few) from all
over the U.S. and the world gathered for a meeting of
the minds. It was filled with learning opportunities —
I was able to attend didactic lectures, a panel, small
group discussions, a hands-on Workshop, poster
presentations, and patient simulator experiences.

I found some of the most valuable components of
the meeting in the hands-on Workshop. A number of
tables were set up with a variety of different airway
devices. Experts in these devices were stationed at
each table, and we moved from table to table trying
out new gadgets and learning new techniques with
older devices. I felt like a kid in a candy store! I also
found that it was a great opportunity to speak with
residents and attendings to see what types of educa-
tional activities they were participating in at their in-

stitutions. I left with new ideas on how to keep up
with new research and continue to hone my technical
skills.

Another highlight of the meeting was the cocktail
reception at the Willis Tower, formerly the Sears
Tower. The reception was a fantastic opportunity to
mingle with other practitioners with similar interests.
The atmosphere was fun and relaxed with a great
view of the Chicago skyline. The most memorable
moment of the night occurred when I was talking
with one of my attendings and program co-chair, Dr.
Lauren Berkow, and she casually mentioned that the
other gentleman we had been speaking with was the
inventor of the GlideScope. I had no idea that for
twenty minutes I had been talking to Dr. Jack Pacey!
Considering that the GlideScope is one of my favor-
ite airway tools, I was star-struck. I guess I am just
sucker for ingenious intubation modalities.

I would highly recommend the SAM Meeting to
other residents, and think they would have as fantas-
tic an experience as I did. Not only is it a great venue
to showcase your own work and research, but it also
serves as a great opportunity to network with provid-
ers with similar interests while learning about the
newest advancements in our ever-expanding field.

So! Come on over to SAM 2011 at Scottsdale, Arizona! September 16-18




2011 SAM
Annual Meeting



2011 SAMfm
Annual Me€
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Give us a hand?
Will Rosenblatt, MD is
inviting SAM members
planning to attend the

2011 ASA to help.

Can you spare 1-2 hours
to staff the SAM booth
at
the ASA meeting
(to recruit members,
discuss SAM,
the Forum, etc)?
E-mail Will before
October 05, 2011 or sign
up at the SAM Meeting
in Scottsdale.

Participate in our SAM Internet Forum
and the SAM Blog

To All SAM MEMBERS

Add to your experience and develop multiple options for patient care!

Keep the Society for Airway management vibrant: We invite you to join our committees,
send in your ideas for meetings, the Internet SAM Forum, and the Airway Gazette.

Your opinion and participation can always help us improve.

Disclaimer:

Published manuscripts in the Gazette are not necessarily reflective of the views of the Gazette

or the Society for Airway Management.
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E-LIGHTS OF THE SAM FORUM

Felipe Urdaneta, M.D.
MRVAMC/University of Florida

\_/

PSI = pounds/inch2 DL = Direct laryngoscopy

AEC = Airway Exchange Catheter

JV = Jet ventilation VL = Videolaryngoscopy

HFJV = High frequency JV ILMA = Intubating LMA
FDA = Food & Drug Administration

ICU = Intensive Care Unit ENT = Ear, Nose & Throat
BVM = bag-valve-mask OR = Operating room
PACU = Postanesthetic care unit

ACDF = Anterior cervical discectomy & fusion

CEA = Carotid endarterectomy

AFOI = Awake fiberoptic intubation

SSEP = Somatosensory evoked potentials

MEP = Motor EP TIVA = Total intravenous anesth

% Can you use the Cook exchange catheter elec-
tively for jet ventilation? Recently I was asked this
question by someone that used Jet ventilation during
a case but the patient developed a pneumo-thorax.
What is a good recipe for the use of jet ventilation?
What is a good recommended psi to start with?
Does the pressure chosen change depending on
whether jet is being used via a needle, Hunsaker or a
exchange catheter?

Tracey Straker, MD

— The risk of a pneumothorax with jet ventilation
through a catheter is inversely related to the number of
end/side holes of the catheter itself. Even with short
inspiratory times and long expiratory times, the gas
mixture emerges at a very high velocity, sufficient to
dissect through the tracheal or bronchial mucosa. My
recommendation is to use short inspiratory times with
the lowest driving pressure that allows chest expansion;
also to use an expiratory time sufficient to allow the
chest to recoil to an appropriate expiratory volume. If
the SPo2 is down after a couple of breaths they will
generally recover.

Richard Cooper,MD

— Most barotrama episodes occur when there is cough-
ing or laryngospasm during the use of jet ventilation,
hence the argument for profound neuromuscular block.

William Rosenblatt, MD

— Personally I have also experienced a case of pneu-
mothorax when using jet over an exchange catheter. I
believe the catheter migrated in to the right main stem
bronchus. I prefer the Hunsaker Jet ventilation catheter
(Xomed-Medtronic). It difuses the jet efficiently, is
laser safe, and the stabilizing fins are compressible
enough to pass lesions, if positioned by the surgeon. My
usual settings on the Accutronic jet vent (automated
system) is 70 jets/minute, 22-25 psi.

James C. DuCanto, MD

— The AEC's Cook markets were not designed for HFJV

or manual low frequency JV. The diameter and resis-
tance of the catheter varies from size to size so that the
time to equalize at higher, more dangerous pressures,
also varies. It would be best to use equipment designed
for HFJV, like the Hunsaker tube, or the Carden "tube"
(to use a name from the past). I think the problem can
be fixed by using the pressure cut off or limit sensor
from the distal end of the jet system on the ventilator,
shortening the inspiratory time and limiting the driving
pressure to avoid high distal airway pressure. Air trap-
ping is always a risk and, at any "I" time or driving
pressure, may cause barotrauma in limited/enclosed
space like a distal bronchus.

Charlie Watson, MD

ETView™

Hunsaker

A
N

¥ What do you think about the endotracheal tube
embedded with a mini camera and light source that
provides indirect vision, the ETView™?

Mauricio Malito, MD

— I also have a couple of questions about the device:
how is it steered when performing a difficult intuba-
tion? Since this may be a significant factor in some
patients, how much of the lumen does the video portion
occupy? Does it allow for effective suction? What

12



about work of breathing when weaning a patient?
Marshal B. Kaplan, MD

— The device was originally reviewed by the FDA in
2005, then again in 2008. No clinical data was ever
required. The approved indications for use were as
follows: "The ETView Tracheoscopic Ventilation
Tube (TVTTM) is intended for intubation procedures
as a temporary artificial airway in adults requiring me-
chanical ventilation for oral and nasal intubations. The
TVTTM System is indicated for viewing during non-
difficult and difficult intubation procedures, for verify-
ing ETT placement and repositioning, for viewing dur-
ing suctioning and for general inspection of the air-
way."
Richard E. Galgon, MD

— Although the device is promoted for the ICU, its de-
sign for this purpose is questionable. The benefit of
continuous visualization of the trachea without the
need for a bronchoscope or interruption of ventilation
is speculative, and it doesn't have the proven benefit of
decreasing ventilator-associated pneumonia like the
Hi-low Evac ETT, since it does not have the ability to
suction above the cuff. The camera takes up to 18% of
the lumen of a 7 ETT if it were circular; on the early
models that I used the distal aperture of the EtView
becomes elliptical to accommodate the camera. The
manufacturer does not recommend using lubricant in
the interior the tube, using a stylet with a diameter
greater than 4 mm or a suction catheter larger than 10
French into the lumen.
James W. Heitz, MD

— I have been using the ETView for a while. The
manufacturer suggests the use of an introducer for in-
tubation but this is not practiced. Secretions impair the
view of the camera. I suggest to use a combination of
an ILMA and the ETView. The recommended insertion
of the ETView is by reversing the normal curvature of
the ETView. One of the advantages with this technique
is the fact that one can look at the relationship between
the SGA and the laryngeal inlet prior to placing the
tube. However, one of the disadvantages is its cost.

Luis Gaitini, MD
% I have a patient with an uncuffed trach tube
coming for surgery & requiring general anesthesia.
To complicate matters the patient is morbidly obese

and unable to co-operate due to hypoxic encephalo-
pathy. I am concerned switching to a cuffed trache-
ostomy tube could be challenging. Any ideas?

Linda Doberczak, MD

—If the tracheostomy has been in place for a period of
time (i.e. the tract is well established), I usually remove
the trach. and place or suture an armored tube for the
duration of the anesthesia. If there is any doubt, I
would recommend having ENT surgeon available to
assist if needed.

Lauren Berkow, MD

— Simple approach would be to topicalize the airway
through the trach. (4% lidocaine 6 ml), perform an in-
halation induction, then exchange the trach. for either a
cuffed trach or a cuffed tracheal tube with a tube ex-
changer of appropriate size. Inhlational gas will give
you the sedation you need to achieve this exchange (af-
ter the topical anesthetic) with the safety of a spontane-
ously breathing patient. If you are uncertain, have an
ENT there to assist you.

James DuCanto, MD

— I recommend using airway fundamentals:1) Optimally
position the patient to allow you to better manage the
airway from above if something does not go right. 2)
Pre-oxygenate 3) Have assistance at the bedside 4)
Have backup and alternative devices readily available
(bougie or tube exchanger, BVM, LMA’s) just in case.
Thomas Mort, MD

— I agree with the mentioned techniques and rationale. I
frequently take care of patients that have tracheosto-
mies and I prefer to have a more secure airway in place
have. I usually use 4% lidocaine via the stoma (induces
coughing) and then place the armored ETT with the
patient breathing spontaneously. You can also use a
Patil intubation guide (whistle) and you hear the sound
as you enter the trachea, then you can proceed with GA
and muscle relaxants, etc.

Irene Osborn, MD

— Cook Medical makes a specific tracheostomy ex-
change catheter called the Weinmann Tracheostomy
Exchange Catheter. It includes a small stomal dilator as
well as a shorter version of the standard airway ex-
change catheter. It is extremely useful in tracheostomy
exchange of either a new tracheostomy tract that is
prone to close and in difficult airway patients.

Elizabeth Cordes Behringer, MD

Visit http://www.samhgq.com to find the SAM Gazette Publishing Guidelines.
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Weinmann Tracheostomy Exchange Catheter
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¥ Do people always remove dentures before a gen-
eral anesthetic? I have an experienced colleague that
leaves dentures in place when the classic LMA is go-
ing to be used, and claims a better fit. I've tried this a
few times and it did fit very well.

Allan Goldman, MD

— It used to be our custom to remove all patient's den-
tures prior to coming back to the OR. Now with the
evidence that mask ventilation can be more difficult in
the edentulous patient (although we knew this clinically
to be true), we leave dentures in until mask ventilation is
complete, either before laryngoscopy or LMA insertion.
I agree that the fit may be improved but have heard re-
ports of dentures becoming dislodged and causing prob-
lems upon extubation and recovery.

Carin A. Hagberg, MD

— I have observed this as well and have left dentures in
for short cases when using the LMA classic or flexible.
Just be careful with the LMA removal at the end.

Irene Osborn, MD

— For general anesthetics I take dentures out. My BMV
on induction is a test for my ability to mask ventilate
upon extubation when dentures will be out. It is usually
in the post-extubation period in the OR, transport or
PACU that we can get in trouble.

Adrian A. Matioc, MD

AN AN AN AN
AN A AN AN

% What are some useful tips to successfully transi-
tion from a Laryngeal tube to a secure ETT? My
practice has been to simply remove it and gamble
that my airway skills were better than the prehospi-
tal provider who may have failed DL/VL and used
the King as a rescue device but this always makes
me uneasy. Can you pass a flexible scope through it
and use for example an Aintree catheter?

Michael Aziz, MD

— Indeed you can pass an Aintree catheter via a flexible
scope and the laryngeal tube opening, remove laryngeal
tube leaving the Aintree in situ and then pass an ETT
over the Aintree cathether.

Tracey Straker, MD

— We have used the Arndt Exchange Catheter Set suc-
cessfully in several cases. We use a pediatric flexible
scope. The wire and exchange catheter provide a longer
working length than the Aintree catheter.

Richard E. Galgon, MD

— We are working on a project using a Pentax AWS to
intubate around the Laryngeal Tube in situ. Because
the two cuffs are linked by a common pilot balloon, air
can be removed from the pharyngeal cuff while main-
taining the patency of the esophageal cuff when the
Pentax VL is shoe-horned into the space between the
pharyngeal balloon and the tongue. As the Shoe-horn
maneuver continues, the endoscopist deliberately com-
presses the pharyngeal balloon with the AWS, allowing
it both to slip past this pharyngeal balloon and keep the
esophageal cuff inflated.

James C. DuCanto, MD

— I do the same maneuver described with an Airtraq.
We deflate the King in increments just until we can pass
the Airtraq and maintain ventilation throughout. Being
able to oxygenate the patient and the seeing your tube
pass the vocal cords are the advantages of this technique
whether you use the Airtraq or the Airway Scope , but
heavily soiled airways can make visualising the struc-
tures difficult.

Bettina U. Schmitz, MD

— Exchange of a combitube has the same concerns. We
typically change the Combitube with the use of video-
laryngoscopy. Carin A. Hagberg, MD

(SIC)

Send in your TIPS and TRICKS by e-mailing: k-gil@northwestern.edu
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Check the Endotracheal Tube Position First,
Then Remove the Airtraq!

Adrian Matioc, M.D.
University of Wisconsin
Madison. Wisconsin

As we progress with expanding our airway man-
agement knowledge we should explore all the spe-
cific steps involved in successful instrumentation
with the new airway devices.

A significant point, that may be relevant for any
channeled videolaryngoscope, has emerged from my
observation while teaching intubation with the Air-
traq. Once the trachea has been intubated, I have no-
ticed that the (novice) practitioner consistently dis-
connects the endotracheal tube (ETT) and removes
the Airtraq from the oropharynx before checking the
endotracheal tube position. This is a suboptimal se-
quence because the removal of the Airtraq will/may:

* Delay oxygenation of the patient
* Remove a means of quickly checking ETT position

FIG. 1: ETT position checked with the Airtraq and
ETT held firmly in situ.

* Remove the possibility of using the Airtraq to repo-
sition the ETT

* Expose the patient to possible accidental extubation
and/or silent regurgitation

Proposed correct sequence after intubation for Air-
trag removal: Ventilate. Afterward, the ETT position
should be confirmed with the Airtraq and ETT held
firmly in situ (Fig. 1). Then, under controlled condi-
tions, while ventilating the patient, the ETT should be
disconnected and the Airtraq removed (Fig. 2).

The routine: 1) intubate 2) ventilate 3) confirm ETT
placement and 4) remove the Airtraq will pay divi-
dends; especially in emergency situations when hy-
poxemia is present and should be addressed immedi-
ately and when delayed ventilation is catastrophic.

FIGURE 2: ETT disconnected and Airtraq removed
while ventilating the patient

Talk to the experts, friends, experienced airway specialists on the SAM Forum
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Editorial Expressions

Dear fellow SAM colleagues,

This will be a great issue for those of you who are
history buffs. [’ve got a colleague at Northwestern
who can probably recite rings of history around most
people. Dr. Rajesh Haridas is from a not-for-profit
institution called Mildura Private Hospital (is that an
oxymoron?) in Australia. He was a Wood Library-
Museum (WLM) fellow previously, and this year, is
again a recipient. Having a number of publications
and presentations, he has agreed to provide the Air-
way Gazette with a series of historical vignettes.

Interestingly, the WLM fellowship is open to any-
one interested in the history of anesthesiology, from
attending anesthesiologists on up to medical students;
i.e. to those with a “developed interest in the history
of anesthesia or library and museum research.” The
WLM supports recipients monetarily for “up to three
weeks of scholarly and historical research at the
Wood Library-Museum pertaining to the specialty of
anesthesiology.” Check out their website if you have
a bent toward this kind of endeavour. I especially
liked their guidelines indicating that applications
must be sent in sextuplicate.
http://www.woodlibrarymuseum.org/fellowship/fello
wship_guide.php

This history of intubation describes Sir William
Macewen’s work in relation to a number of other
well-known figures. Various ETT-type cannula de-
vices were developed and routinely inserted through
tracheotomy openings.

Trendelenburg’s cannula differed from others in
that it had a inflatable rubber bag (Fig).! One of its

problems was
the possibility
of rupture or
dislodgment of
the “bag and its
propensity  to

promote cough-
ing.” The picture is from Binnie’s article."
Other ETT-type devices (e.g. Hahn’s or Kocher’s
cannulae)™* used at that time, were occlusive to the

windpipe by using a layer of compressed sponge that
expanded as fluids were absorbed. These devices also
had significant problems: failure to complete tracheal
tamponade or the possibility of septic complications.
To add to the situation, both types of cannulae were
rather complex in preparation.

Investigating all of this was pretty interesting, as
were the case descriptions. But, I have to admit that
in these tracheotomized patients, once I got to the
part about nourishment for the first 48 hours by en-
ema, I decided to pursue other topics.

References: ' Binnie JF. Manual of Operative Sur-
gery. Blakiston, 1906; 182-183 ? Annals of Surgery.
1897. Volume 25. J.B. Lippincott

Scouring through my mailbox for anyone sending
Tips and Tricks resulted in a big zero. So you are all
doomed to suffer through my original idea for avoid-
ing nasal ischemia due to excessive intra-operative
nasal pressure from a nasotracheal tube. Infre-
quently, I end up in the Ear, Nose, and Throat suite,
but whenever I do and use this trick, the surgeons
love it. Make sure that the foam pad is not too small,
is applied well, and that there is fixation of the sys-
tem to a sponge or towel under the ETT extension
and circuit to prevent pulling back on the nose...even
the best plans can be thwarted if details are ignored.

The SAM meeting is coming up shortly...less
than two weeks. This fifteenth anniversary of our
Society should be spectacular. There are still spots
available for the SAM Meeting. It is a wonderful
blend and intermingling of experts among members
at all stages of learning. Check the SAM website for
selection of Workshop/Round Table preferences.
Send in your SAM anniversary pictures (see P.15)

Please send us letters, ideas, case reports, and
studies for future issues (unless you want to be
doomed again). SAM is all-inclusive and seriously
promotes member participation.

Regards...
Katherine Gil, MD
Editor-In-Chief

Visit http://www.samhg.com to join now!

Talk to the experts, friends, experienced airway specialists on the SAM Forum




Sir William Macewen and the First

Orotracheal Intubation for Anesthesia and Surgery

Rajesh P. Haridas, MBChB
Mildura Private Hospital, Mildura, Australia

In 1880, Sir William Macewen (1848-1924) re-
ported four cases of awake orotracheal intubation that
were performed between July and December 1878."

Orotracheal intubation was used for anesthesia
and surgery in only the first of Macewen's four cases.
His second and third patients had tracheal intubation
to relieve upper airway obstruction. The fourth pa-
tient had been intubated preoperatively in the ward,
but the patient removed the tracheal tube before the
induction of anesthesia. The patient appeared to have
had a cardiac arrest shortly after induction of anes-
thesia with chloroform, and he succumbed without
any attempt at tracheal intubation.

Macewen was then a
surgeon in  Glasgow,
Scotland. He was respon-
sible for a number of ad-
vances in surgery - espe-
cially in neurosurgery,
orthopedic surgery, and
thoracic surgery. Mace-
wen went on to become a
Professor of Clinical
Surgery, and in 1892, he
became the Regius Pro-
fessor of Surgery at the
University of Glasgow.
He was knighted in
1902.°
Since the eighteenth
century, orotracheal in-
tubation had occasionally been used during resuscita-
tion. Around 1880, the preferred technique of con-
trolling and protecting the airway during surgery was
through a tracheotomy (tracheostomy) and the use of
Trendelenburg’s cannula; a technique developed by
Friedrich Trendelenburg (1844-1924).

Macewen was aware of previous uses of tracheal
intubation for airway obstruction caused by edema or
infection. He also conducted post-mortem experi-
ments of orotracheal and nasotracheal intubation.

Nasotracheal intubation was found to be much more
difficult than orotracheal intubation. He stated in his
first article that "it was found impossible to introduce
a nasal unarmed catheter through the nose into the
trachea by any manipulation outside the mouth.""

Macewen also stated that a nasal tube could be
guided into the trachea by introducing a finger into
the oropharynx, or by using a stilette in the nasal
tube. "A catheter, having a strong properly curved
stilette, after considerable labour and many efforts,
might find its way into the larynx; but even this could
not be depended on."'

The orotracheal intubations described by Mace-
wen were performed in awake patients. They were
facilitated by '"depressing the epiglottis on the
tongue, and so guiding the tube over the back of the
finger into the larynx."" There were no local anes-
thetic agents available at that time - the use of co-
caine for topical anesthesia in ocular surgery was first
demonstrated by Karl Koller (1857-1944) in 1884.

The first patient in Macewen's series of four oro-
tracheal intubations follows:

"CASE I — Removal of Epithelioma from Pharynx
and Base of Tongue: Introduction of Tube into Tra-
chea through Mouth to occlude Haemorrhage from
Larynx, and for administration of Anaesthetic.””
Here, the patient was a 55 year-old male, with an
ulcerated lesion on the right side of base of the
tongue and the right fauces.* The patient had been
symptomatic for over a year and a trial of "iodide of
potassium" had been unsuccessful. This patient had
an awake tracheal intubation prior to the induction of
general anesthesia with chloroform. The operation
was the removal of an epithelioma from the pharynx.

The next three paragraphs are quoted from Mace-
wen's first article on tracheal intubation.' It should be
noted that Macewen discusses several ways of pre-
venting the entry of blood into the larynx, including
the use of an inflatable cuff. The size of the tracheal
tube was not documented. The anesthetic was admin-
istered by Macewen’s house-surgeon, Dr Symington.

Visit http://www.samhq.com to find all SAM Gazette Publishing Guidelines.




"With the patient's concurrence, it was resolved to
remove the growth. As it was an operation that would
cause considerable bleeding, precautions had to be
taken to secure the air-passages from occlusion.
Hitherto this had been effected by opening the wind-
pipe, by laryngotomy, and the introduction of
Trendelenburg's tampon-cannula. Instead of this, 1
had determined, should an opportunity present, to
introduce into the trachea, by way of the mouth, a
tube, which would extend beyond the vocal cords,
and through which the patient would respire. The
upper laryngeal opening could then be plugged out-
side this tube, so as to prevent the entrance of blood
into the larynx. The plug could then be effected in
various ways, by causing the tracheal tube to perfo-
rate a close sponge of suitable size, which, after the
tracheal tube had been introduced, could then be
fixed in the laryngeal orifice; by fixing to the tube, at
a convenient part, a piece of fine muslin or other ma-
terial, which would act as the canule a chemise used
after lithotomy, by inflation of a circular closely fit-
ting bag, etc."'

"Preparatory to the operation, a tube was several
times inserted through the mouth into the trachea,
beyond the vocal cords; and it was found that, with
the exception of the cough which ensued immediately
on its insertion, he bore the tube sufficiently well to
warrant the success of the procedure. He could
breathe freely through it, and the mucus expectorated
was expelled through the tube with considerable
force."'

"The operation was performed on July 5th, 1878.
The usual cough followed the introduction of the
tube; but it ceased as soon as he received a few
whiffs of chloroform, and long before he became con-
stitutionally affected by the drug; the chloroform
seemed to exercise a local sedative effect. The upper
opening of the larynx was stuffed with a sponge to
prevent the entrance of blood. The tube projected
several inches beyond the mouth, thus enabling the
administration of the anaesthetic to be continued un-
interruptedly during the whole operation, without in
any way interfering with the manipulative procedure.
The entrance and exit of air through the tube was
both felt and heard distinctly, so that Dr. Symington
(who administered the chloroform) had a ready guide
to the state of the respirations. After the operation
was finished, when the haemorrhage had ceased and
the patient had regained consciousness, the tube was
withdrawn, it having acted throughout without the
slightest hitch."'

The operation involved an incision through the

right cheek, division of the mandible and excision of
the diseased tissues. The jaw "was afterwards drilled,
and coupled by two strong silver wire stitches."" The
wires were removed when the jaw was united, and
the patient was sent to the "Convalescent Home".

Macewen reported that the patient's voice was un-
affected by the tube. He concluded the description of
this case with the following remarks: "It may be no-
ticed that the tube answered all the purposes for
which it was intended. 1) The chloroform was easily,
uniformly, and uninterruptedly administered during
the whole operation. 2) The administration of the
chloroform in no way interfered with the perform-
ance of the operation. 3) The ingress and egress of
air through the tube were both felt and heard, so that
the administrator had a ready indication of the state
of the respiration. 4) No blood entered the larynx.
5) The after-result was excellent."'

In Macewen's second article, he discusses how to
recognize that a tube was in the trachea, and men-
tions inspection of the airway with a laryngoscope,
but there is no indication in his case reports that a
laryngoscope was used prior to the intubations.”
"How to recognise that the Instrument is in the Tra-
chea. - How would one recognise the presence of the
instrument in the trachea? 1) By finding the instru-
ment pass over the first ring or two of the trachea;
2) By finding that the air flows into the tube during
inspiration and out during expiration - the opposite
being the case if it be in the oesophagus, 3) By the
mucous expectoration being expelled from it; 4) By
the negative signs that it is not in the oesophagus or
stomach - i.e., blowing up the stomach through the
tube, etc. Before introducing the tubes, an examina-
tion by the laryngoscope ought to be made to ascer-
tain the precise state of the parts."

Macewen's use of orotracheal intubation appears
to have been a well-researched and considered proce-
dure. He practiced the technique on cadavers, and
performed trial intubations on the first patient. He
was thus able to reassure the patient, and gain his
cooperation in this pioneering technique. Macewen
later designed several flexo-metallic tubes for inser-
tion into the larynx and trachea.’

* The cavity at the back of the mouth, leading into the pharynx.
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Give us a hand?

Will Rosenblatt, MD
is inviting
SAM members
planning to attend
the 2011 ASA to help.

Can you spare 1-2
hours to staff the
SAM booth at
the ASA meeting
(to recruit members,
discuss SAM,
the Forum, etc)?
E-mail Will before
October 05, 2011 or
sign up at the SAM
Meeting in
Scottsdale.
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ACDF = Anterior cervical discectomy and fusion
CEA = Carotid endarterectomy
. PACU = Postanesthetic care unit
ICU = Intensive Care Unit
FOI = Awake fiberoptic intubation
SSEP = Somatosensory evoked potentials
EP = Motor EP TIVA = Total intravenous anesth
RCT = Randomized control trial
DL = RL = Direct or rigid laryngoscopy
L = Videolaryngoscopy

>

= ET = Endotracheal tube

¥ Recently I was made aware of a case whereby
a patient had a one level elective anterior cervical
decompression and fusion, that died six hours post
operatively. The patient was extubated 1 hr postop,
was talking to his family and somehow decompen-
sated rapidly before his untimely death. I asked the
experienced practitioner in charge of the case why he
extubated the patient and he stated that in his prac-
tice he was used to immediate extubation if the pro-
cedure involved only one level and to leave the pa-
tient intubated for at least 24 hours if more than one
level was involved. Is there anyone following this
practice? I do these cases almost 4-5 times a month
and my general practice is to keep them all intubated
for at least 24 hrs postop under sedation especially
for cases that end late in the afternoon and evening
cases. Rudolf Mononyane, M.D.

— I have been involved in similar cases and I am always
amazed at how quickly edema forms in the supraglottic
mucosa and how the anatomy can become completely
distorted even in cases that had an easy intubation at the
start of the case. Eric Hodgson, M.D.

— A great number of ACDF's are being performed in U.S
with instrumentation, and many multilevel operations
last for 2-4 hours. We are more conservative about extu-
bation after the long ones or in 'high risk' patients than
after brief ones. There are probably 4-5 a week at our
moderately sized urban community teaching hospital.
There must be some differences in technique. We are
always concerned but fortunately have only experienced
post-operative edema in a very few cases, and only have
had to reintubate occasionally. I think there are no hard
or fast rules. Surgical technique plays a role and reported
experience may well be related to the operators and
technique 'in vogue' at their centers.

Charles Watson, M.D.

— I have seen one wound in which the patient was suf-
fering a complete airway obstruction (awake and con-
scious), and was not able to breathe, this largely resolv-
ed with wound decompression, plus debridement of the

wound; the surgeon reached into the wound and re-
moved a sizeable amount of clotted blood.
Jim DuCanto, M.D.

— In the case described it appeared as if post-operative
hematoma was the culprit. Another cause of airway
compromise in the post operative period is from supra-
glottic edema which is different from a hematoma. I did
help in the rescue of one of these some years ago, but
fortunately it does not happen often. I think that cau-
tious attention to extubation, leak test, considering an
exchange catheter should be part of the practice. Has
anyone been impressed by the reduction of swelling
with the use of intraoperative steroids with upper air-
way surgery? 1 believe the literature is mixed.

William Rosenblatt, M.D.

— Our group does a large volume of ACDF, CEA and
thyroidectomy cases. The vast majority of these patients
are extubated postoperatively but all of them are re-
quired to remain in the PACU under close observation
(with an anesthesiologist and difficult airway cart
nearby) for 10-12 hours. Depending on co-morbidities
and intraoperative concerns, some require overnight
observation in the ICU. As an intensivist/anesthesiolo-
gist I've seen about a half a dozen postoperative neck
hematomas and one horrible combination neck hema-
toma and retropharyngeal hematoma during my career.
Airway management has been by AFOI, LMA as a
conduit for FOI or Surgical airway.

It can often be difficult to delineate the tracheal
anatomy due the hematoma and edema. Identifying the
cricothyroid membrane may be impossible. The pa-
tients that require urgent and challenging airway man-
agement are insidious and often take several hours to
manifest themselves with the symptoms as described
earlier. Either venous oozing or small arterial bleeds
can take several hours to develop and cause identifiable
symptomatology (despite the presence of a drain) due to
the reasonable capacitance of the tissues of the neck.

It seems to me that these patients often get into trou-
ble in unmonitored settings where personnel are not
familiar with this issue. It would be interesting to know

Would you like to be on a Society for Airway Management Committee?
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how many institutions have protocols for postoperative
care for patients who undergo surgery where neck he-
matomas are a concern and also to find out what the
mandated length of PACU stay or mandatory ICU ad-
mission is. What criteria do they use for deciding pa-
tient disposition PACU stay vs ICU?

Elizabeth Cordes Behringer, M.D.

— I think we are talking about a heterogeneous group
that have a few things in common: some form of neck
surgery, some form of emergency afterwards that can
be from edema, hematoma (venous vs. arterial), nerve
injury, and they can be very difficult to handle. Some
techniques on extubation allow you to determine the
presence of edema but not hematoma; some patients
may develop hematoma early, some later. I think
awareness of the potential problems and individu-
alialization is a prudent measure to follow.

Felipe Urdaneta, M.D.

— We perform a lot of these cases and use neurophysi-
ologic monitoring (SSEP’s and MEP’s). It is ex-
tremely rare that they are NOT extubated immediately
following surgery since the surgeons wish to assess
neurologic function. We have to time the anesthetic to
allow for that (usually TIVA) we try to have the head
raised for extubation. I have seen one or two wound
hematomas in this group and managed them with an
awake ILMA insertion and the Glidescope (asleep).
I’ve seen more post-op neck hematomas in carotid
endarterectomy and thyroid cases. Irene Osborn, M.D.

% Follow-up:
Where does the iLMA fall within the order of

choices for airway management in these situations?
What is your next best alternative? How many
people would open the surgical site for ACDF or
endarterectomy-suspected hematoma?

Katherine Gil, M.D.

— In my experience with these situations the patient is
usually struggling to breathe as the airway is becoming
obstructed or edematous. You'll hopefully find them
sitting upright receiving oxygen and that's when
placement of the ILMA comes to mind. This helps to
facilitate assisted spontaneous ventilation and possibly

intubation. Usually patients in these conditions are
reluctant to lie flat and let you have a look with a blade
unless well sedated. We have attempted nasal fiberop-
tic intubations, which sometimes work. That said, I
have also utilized a classic LMA, Air-Q or I-gel. The
patient is usually hypercarbic and may tolerate one of
these devices with topical anesthetic or nothing at all.
I'm not comfortable opening or exploring wounds and
these are measures, which can be used when the sur-
geons arrive. Another option we use is to "stage" the
extubation in the OR using the “Bailey maneuver” and
allowing the patient to emerge with the device in
place. This has the dual advantage of smooth transition
and the possibility of fiberoptic inspection of the glot-
tis and re-intubation if the need arises.

Irene Osborn, M.D.

— I had a case of a Post Op CEA with an expanding
neck hematoma and respiratory distress. With the
neck prepped and surgeons scrubbed and standing by,
I did an inhalation induction and placed a Classic
LMA. The neck was opened the bleeder was found
crisis was averted. We then discussed and intubated
the patient overnight, which I did with a small tube
through the LMA using a fiberscope. I chose a tech-
nique that I felt would cause the least amount of
coughing and straining. I chose the Classic over the
ILMA since it was more flexible. The ILMA was de-
signed for normal upper airway anatomy. [ have re-
viewed several other cases, most with poor outcomes
and it amazes me that an SGA was not even attempted.

Allan J. Goldman, M.D.

— I agree with this. The ILMA and, in fact, most supra-
glottic airways are good for patients with relatively
normal pharyngeal/laryngeal anatomy. Not patients
with fungating masses or abnormal pharyngeal con-
tours. Charlie Watson, M.D.

% A recent editorial from Critical Care Medicine
(DOI:10.1097/CCM.0b013e31820c6¢01) Newer
technology is not always better, discussed a RCT on
the performance of the Airtraq optical laryngoscope
compared to DL in emergency intubations in the
pre-hospital (Use of the Airtraq laryngoscope for
emergency intubation in the prehospital setting: A

To All SAM MEMBERS

Add to your experience and develop multiple options for patient care!

Keep the Society for Airway management vibrant: We invite you to help us improve: Join our committees,
and send in your ideas for meetings, the Internet SAM Forum, and the Airway Gazette.
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randomized control trial, DOI1:10.1097/CCM.0b013e
318206b69b). The authors reported a success rate of
only 47% compared to 99% respectively and con-
cluded two things: The Airtraq as a primary airway
device cannot be recommended in the prehospital
setting without significant clinical experience, and
the clinical learning process of this device is much
longer than previously reported. I would like to hear
SAM members comments. Eric Hodgson M.D.

- While we don't have good comparative data for the
various video laryngoscopes against each other, I don't
think it is fair to suggest that the group of video laryn-
goscopes as a whole do not perform well when system-
atically evaluated in the difficult airway. The data on
novices performance for VL compared to DL is very
convincing in other studies. Michael Aziz M.D.

-1 am glad this study was done. Likely out of cost, the
Airtraq was used to supply the prehospital staff being
tested, but it was unfairly compared. The test personnel
were never truly experienced enough to intubate with
the Airtraq. This device needs suctioning more than
other VL products since it can be used in mouth open-
ings smaller than others. I have used this device many
times and have seen how in the hands of residents there
is better success than in the hands of some ED staff
members. This study highlights many problems with
training. Jose Torres M.D.

-I wonder if emphasis of the study discussion and edito-
rial should have been more directed to the training and
experience of practitioners rather than the tool itself.
There was a major difference in the training of DL and
Airtraq and this is a key factor in the success or failure
of any technique and device. Felipe Urdaneta M.D.

% 1 would like to get opinions on how useful NIM
(nerve integrity monitor) ETT are for thyroid and
other neck procedures. These ETT’s seems to be be-
coming more popular however I can not find much
useful information on the anesthetic implications
besides the inability to use neuromuscular block-
ers and the need to place the exposed tube electrodes
on the vocal cords. The representative advises
against any esophageal temperature probe although
in the literature there is no mention of such a re-
striction. Temp probes are non conductors so it does
not seem like it would short out the ET electrically.
Tom Warren M.D.

- Our surgeons like to use these ETT as well. I usually
have no problem using them provided there is no mus-
cle relaxation during the case except for the intubation.
I usually just give succinylcholine for intubation and
choose the correct ETT size. They tend to run “big” so
for females I'd go with #7.0 or #6.5 and for males
maybe a half size larger if needed. = Tony Forte, M.D.

- Our surgeons always request we use a GlideScope so
that everyone can see the correct ETT position. Having
said this, moving the patient’s head and repositioning
can result in its displacement. I can't imagine why they
would have advised against the temp. probe use unless
there is a concern for too much bulk with the possibility
of nerve injury from pressure on the esophageal wall
posteriorly. Katherine Gil M.D.

- We have been using these ETT’s for years. | agree
with the comment regarding the size issue. You need to
make sure that the cuff is below the cords with place-
ment. Since the ETT is floppy I always use a stylet
with them. I have refused a tube exchange to place this
ETT in a known difficult airway with neck instability. I
discussed the pros and cons with the surgeon and he
actually said the tube would not be necessary for the
case. It was the neuromonitoring crew that had re-
quested that the tube be used. I only bring this up be-
cause you need open communication with your sur-
geons if you have or suspect any difficulties in their
placement. I have had no problems, whatsoever, with
placement of esophageal temperature probes and we
place them routinely in conjuction with these tubes.
Carin A. Hagberg, M.D.

- We have a lot of exposure to these ETT’s. I agree with
many of the comments preceding mine and personally

rely on the Glidescope to confirm proper orientation of
the electrodes after head positioning and to trouble-
shoot if the EP data gets erratic. We do not lubricate the
ETT’s as this theoretically can disperse EMG conduc-
tion. Corey Collins, D.O.

- As far as I am aware, evidence of benefit of the use of
these ETT’s is lacking in primary thyroid surgery. I
believe that there may be some value in using them in
redo thyroid surgery or when there are other complicat-
ing factors. They are also expensive and as far as [ am
aware, have not been established as standard of care.
Marshal B. Kaplan, M.D.
(SI1C)

Disclaimer:
Published manuscripts in the Gazette are not necessarily reflective of the views of the Gazette
or the Society for Airway Management.
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Nasal alar necrosis has been reported periodically
in the literature for a number of years. Cephalad and
lateral pressures from a nasal endotracheal tube
(NETT) have been identified as causative factors. But
the occurrence has also been reported without obvi-
ous ETT force.! This uncommon complication is
highly disfiguring and has prompted multiple preven-
tative approaches including: 1) use of suture/wire to
the nasal septum or tape/towels to ensure ETT exit in
a caudad direction from the nasal passage, 2) use of
nasal cushions such as DuoDERM® (probably the
best method for long-term intubation, as shown in
Huang’s pig and clinical study),” and 3) construction
of a modified NETT by connecting part of an oral
ETT with part of a preformed NETT.?

Because surgical access
is not always optimal if
the ETT is fixed in a
caudad direction, a sim-
ple Reston” pad can be
used to keep ETT edges
away from the nares.

Fig 1. Cuta2cm x 6cm
Fig 1 rectangle from a 20 x 30

FIG 2 & 3 shown in vitro (for clarity) with a preformed NETT

cm sheet of self-adhering Reston Foam®.

Fig 2. After intubation and definitive ventilation,
peel off the backing. Encircle a dry area of the ETT
that is intended to lie entirely within the nasal pas-
sage. Ifnecessary, pull the ETT out a little to affix it.
Fig 3. Press the sticky side firmly to the ETT and
join the most distant edges — sticky to sticky. Cut off
any excess along the joining edge.

Fig 4. By using a finger and thumb, squeeze the Re-
ston” “cuff’ and ETT so that the entire foam lies
within the nasal passage. (Fig. 4)

Fig 5. Foam (A) buffers the ETT surface (B). Check
breath sounds and secure the ETT so that it is not
pulling on the nares in any direction.

This tip is designed for the operating room, only.
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FIG 4 & 5 demonstrate simple ETT use in the nose
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