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Evaluacion Preintubacion

Identificar factores de dificultad: Pacientes sin una dificultad evidente

Baja Sensibilidad

y
Especificidad

na

ificil
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e ETfC.

La mayoria de las veces una via aérea predicha mediante éstos como compleja no

lo es, y la situacion de fracaso de la VA es inesperada (algunos estudios
reportan hasta 90% de las intubaciones dificiles no anticipadas).

Ngrskov AK, Rosenstock CV, Wetterslev J, Astrup G, Afshari A, Lundstrgm LH. Diagnostic accuracy ofanaesthesiologists&#39; prediction of difficult airway management in daily clinical
practice: a cohort study of 188064 patients registered in the Danish Anaesthesia Database. Anaesthesia. 2015;70(3):272-281.doi:10.1111/anae.12955

Yentis SM. Predicting difficult intubation--worthwhile exercise or pointless ritual?. Anaesthesia.2002;57(2):105-109. doi:10.1046/j.0003-2409.2001.02515.x

Roth D, Pace NL, Lee A, et al. Airway physical examination tests for detection of difficult airway management in apparently normal adult patients. Cochrane Database Syst Rev.
2018;5(5):CD008874.Published 2018 May 15. doi:10.1002/14651858.CD008874.pub2




« Checklist - Via Aérea en Emergencias
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4 Fig. 1 b
Lista de verificacién de la via aérea en emergencias realizada para el Servicio de
EFT del Hospital San Martin de La Plata.
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EJ:

~lan A: Laringoscopia e 10

Fundamental

mediante ISR con ayuda de
Bouqgie

Plan B: Colocacion de Mascara
Laringea

Plan C: Fibrolaringoscopio
flexible

Plan D: Cricotirotomia







*Brown III CA WaIIs RM. Identlflcatlon of the Difficult and Falled Alrwa\ ¥
Emergency Airway Management, 5, Brown Ill CA, Sakles JC, Mick NW (
Philadelphia 2018.

eLaw, J.A., Broemling, N., Cooper, R.M. et al. The difficult airway with re
management — Part 2 — The anticipated difficult airway. Can J Anesth/.
(2013). https://doi.org/10.1007/s12630-013-0020-x

eKheterpal S, Martin L, Shanks AM, et al. Prediction and outcomes of im
review of 50,000 anesthetics. Anesthesiology. 2009; 110(4) 891 897.

eKovacs G, Sowers N. Airway ManagementinT '
doi:10.1016/j.emc.2017.08.006

eRichard M. Levitan, Avoid Airway Catastrophe

2015. Acepnow com
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Laryngotracheal Trauma
requiring definitive airway management
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‘NeKovacs G, Sowers N. Airway Management in Trauma. Emerg Med Clin North
> Am.2018;36(1):61-84. doi:10.1016/j.emc.2017.08.006
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eKovacs G, Sowers N. Airway Management in Trauma. Emerg Med Clin North Am. 2018;36(1):61-84. doi:10.1016/j.emc.2017.08.006
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Escala de Cormack — Lehane
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* Una vista de grado 3 0 4 define
una Laringoscopia dificil.
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\ *Fundamental realizar una

laringoscopia en forma
secuencial.
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GRADE 1 GRADE 2A GRADE 2B GRADE 3A GRADE 38 GRADE 4

EASY RESTRICTED DIFFICULT

Los grados 1y 2a se consideran como una visualizacion facil, los

se consideran como una vista y los
grados 3b y 4 dificiles.

7
Cook, T.M. (2000), A new practical classification of laryngeal view. Anaesthesia, 55: 274-279. https://doi.org/10.1046/j.1365-2044.2000.01270.x Free Acces :“"



https://doi.org/10.1046/j.1365-2044.2000.01270.x

La locura es hacer el
W Mmismo procedimiento unay
8 otra vez esperando meter el
N tubo

a M e s

_ ' puede definir como la
‘1as de un intento para la
~1on del tubo.

. . . )
Sucesivos intentos requieren alguna

modificacion en la técnica para facilitar la
intubacion.
\_
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*Brown Ill CA, Walls RM. Identification of the Difficult and Failed Airway. In: The Walls Manual of Emergency
Airway Management, 5, Brown Ill CA, Sakles JC, Mick NW (Eds), Wolters Kluwer, Philadelphia 2018.

*Law, J.A,, Broemling, N., Cooper, R.M. et al. The difficult airway with recommendations for management —
Part 2 — The anticipated difficult airway. Can J Anesth/J Can Anesth 60, 1119-1138 (2013).
https://doi.org/10.1007/s12630-013-0020-x

*Ji SM, Moon EJ, Kim TJ, Yi JW, Seo H, Lee BJ. Correlation between modified LEMON score and intubation
difficulty in adult trauma patients undergoing emergency surgery. World J Emerg Surg. 2018;13:33.
Published 2018 Jul 24. d0i:10.1186/s13017-018-0195-0

*Hagiwara Y, Watase H, Okamoto H, Goto T, Hasegawa K; Japanese Emergency Medicine Network
Investigators. Prospective validation of the modified LEMON criteria to predict difficult intubation in the
ED. Am J Emerg Med. 2015;33(10):1492-1496. doi:10.1016/j.ajem.2015.06.038

*Austin N, Krishnamoorthy V, Dagal A. Airway management in cervical spine injury. Int J Crit llin Inj Sci
2014;4(1):50.

*Kovacs G, Sowers N. Airway Management in Trauma. Emerg Med Clin North Am . 2018;36(1):61-84.
doi:10.1016/j.emc.2017.08.006
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https://doi.org/10.1007/s12630-013-0020-x

difficult intubation in adults British Journal of Anaesthe5|a Volume 115 Issue 6, 1 December 2015, Pages
827-848

*Chang SS, Tong QJ, Beh ZY, et al. A bench study comparing between scalpelbougie technique and

cannula-to-Melker technique in emergency cricothyroidotomy in a porcine model. Korean J Anesthesiol
2018;71(4):289-95.

eBraude D, Webb H, Stafford J, et al. The bougie-aided cricothyrotomy. Air Med J 2009;28(4):191-4.

eKovacs G, Sowers N. Airway Management in Trauma. Emerg Med Clin North Am . 2018;36(1):61-84.
doi:10.1016/j.emc.2017.08.006

eJorge L. Cabrera Jonathan S. Auerbach Andrew H. Merelman,Richard M. Levitan, The High-Risk Airway,
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B ) Laringoscopia
Ventilacion con mascarilla e
JtUbaCiOn T UES Intubacionfallida
:nlantB : Oxi i Insertar Dispositivo
antener Oxigenacion supraglético (DSG)
Insercion de DSG

Falla ventilacion con DSG

l

Intento final de ventilar con Exito
mascarilla facial

Plan C : {

Ventilacion con mascarilla

facial
NPI - NPO
Plan D : T
Cricotiroidotomia
Abordaje cervical de

emergencia

Exito

| ==
Exito
“

Intubacion Traqueal

DETENERSE Y PENSAR
Opciones (Riesgo-Beneficio)
1. Despertar paciente
3. Continuar sin intentar intubar

2. Intubacién traqueal via DSG
4. Traqueostomiadcricotiroidotomia

( Despertar al paciente

Este diagrama de flujo forma parte de las Guias de la DAS para Intubacion Dificil No Anticipada en adultos y debe ser usada en conjunto con el texto
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------ Call for assistance . b

Difficult airway
predicted

. Uso BNM para lograr las mejores condiciones de |IOT Cabvin A Bcows 81
stengo tiempo? . Nathan W, Mick

yes . |I One best attempt
ChBlE el successful? ?
no =
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eBrown Il CA, Walls RM. The Emergency Airway Algorithms. In: The Walls Manual of
< Emergency Airway Management, 5, Brown Il CA, Sakles JC, Mick NW (Eds), Wolters
Kluwer, Philadelphia 2018.

. Lo voy a poder oxigenar si 10
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Utilizacion de Oxigenacion apneica.
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Intubation Practices and Adverse Peri-intubation Events
in Critically Ill Patients From 29 Countries

Vincenzo Russotto, MD; Sheila Nainan Myatra, MD; John G. Laffey, MD, MA; Elena Tassistro, MS;

Laura Antolini, PhD; Philippe Bauer, MD, PhD; Jean Baptiste Lascarrou, MD, PhD;

Konstanty Szutdrzyniski, MD, PhD; Luigi Camporota, MD; Paolo Pelosi, MD; Massimiliano Sorbello, MD;
Andy Higgs, MD; Robert Greif, MD; Christian Putensen, MD; Christina Agvald-Ohman, MD, PhD;
Athanasios Chalkias, MD, PhD; Kristaps Bokums, MD; David Brewster, MD; Emanuela Rossi, MS;
Roberto Fumagalli, MD; Antonio Pesenti, MD; Giuseppe Foti, MD; Giacomo Bellani, MD, PhD;

for the INTUBE Study Investigators

The rate of major adverse events was significantly lower
with first-pass intubation success than it was for patients re-
quiring 2 attempts (43.2% vs 51.5%; absolute difference, 8.4%;
95% ClI, 3.3%-13.5%; P = ,001) and for patients requiring 3 or
more attempts (43.2% vs 58.0%; absolute difference, 14.2%;
95% CI, 5.2%-23.1%; P < .001; eFigure 2 in the Supplement).

Estudio prospectivo observacional, 197
sitios (UTI, DE, guardias), 29 paises. 2021




eFigure 3. A, Kaplan-Meier survival curves by peri-intubation major adverse events.
B, Kaplan-Meier survival curves by cardiovascular instability. C, Kaplan-Meier
survival curves by cardiac arrest. D, Kaplan-Meier survival curves by severe

hypoxia.
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Cardiac Arrest and Mortality Related to
Intubation Procedure in Critically Il
Adult Patients: A Multicenter Cohort

CONCLUSIONS

Intubation-related cardiac arrest occurred in one of 40 cases of
ICU intubation procedures. Main risk factors for intubation-

related cardiac arrest were overweight or obesity, age more than
75 years old, low SBP prior to intubation, hypoxemia prior to
intubation, and absence of preoxygenation before intubation
procedure. Interventions before and during intubation proce-
dures to improve hemodynamic status and minimize prein-
tubation hypoxemia may prevent intubation-related cardiac
arrest and thereby decrease 28-day mortality of ICU patients
placed under invasive mechanical ventilation.




Available online at www.sciencedirect.com

EUROPEAN

Resuscitation V) |Fesuscranon

inurnal homenaoe: www elsevier com/locate/resuscitation

Aim: To determine the incidence of peri-intubation cardiac arrest through analysis of a multi-center Emergency Department (ED) airway registry and to
report associated clinical characteristics.

Methods: This is a secondary analysis of prospectively collected data (National Emergency Airway Registry) comprising ED endotracheal intubations
(ETls) of subjects =14 years old from 2016 to 2018. We excluded those with cardiac arrest prior to intubation. The primary outcome was peri-intubation
cardiac arrest. Multivariable logistic regression generated adjusted odds ratios (aOR) of variables associated with this outcome, controlling for clinical
features, difficult airway characteristics, and ETI modality.

Results: Of 15,776 subjects who met selection criteria, 157 (1.0%, 95% CI 0.9-1.2%) experienced peri-intubation cardiac arrest. Pre-intubation
systolic blood pressure <100mm Hg (aOR 6.2, 95% Cl 2.5-8.5), pre-intubation oxygen saturation <90% (aOR 3.1, 95% CI 2.0-4.8), and clinician-
reported need for immediate intubation without time for full preparation (aOR 1.8, 95% CI, 1.2-2.7) were associated with higher likelihood of peri-
intubation cardiac arrest. The association between pre-intubation shock and cardiac arrest persisted in additional modeling stratified by ETl indication,

OUCLION . I U OXVUAENauOrn Sialus

Conclusions: Peri-intubation cardiac arrest for patients undergoing ET1 in the ED is rare. Higher likelihood of arrest occurs in patients with pre-
intubation shock or hypoxemia. Prospective trials are necessary to determine whether a protocol to optimize pre-intubation haemodynamics and
oxygenation mitigates the risk of peri-intubation cardiac arrest.

Keywords: Airway, Intubation, Mortality, Cardiac arrest, Hypotension, Adverse event, Hypoxemia

Incidencia CA 1%. Hipotension previa a la intubacion, TA sistolica

<100 mmHg, desaturacion < 90%, urgencia sin preparacion se
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CONCLUSION

Intubacion dificultosa por anatomia compleja + Deterioro fisiolégico grave

*El emergentélogo cuenta con recursos y herramientas para resolver esas
dificultades y debe disenar y ejecutar un plan adecuado a cada paciente.

* Los predictores de dificultad anatémica son de baja sensibilidad y
especificidad.

e Cuando se falla un intento de intubacidén o cualquiera de las técnicas
disponibles se debe reconocer la causa de la falla e intentar solucionarla o
recurrir sin dilaciones a otra técnica si no se puede
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