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CAUTION

 AIRWAY DISASTER
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Airway tube
MOUNEREIEL U Table 1. Recommended Sizing for the LMA®
Classic™and LMA® ProSeal™, Based on
Patient Weight**

—

Distal aperture

Cuff
Laryngeal Mask Size | Patient Weight Max Cuff Volume

(ml)

Proximal
connector

50-70
70-100

Information available from LMA® product brochures.

Bowl Mask aperture

bars

Pilot balloon



Laryngeal Mask Airway Insertion

1 w After selecting the 2 Place a small amount
size LAMA, - ) of water-soluble
c\ 9 pp'mdeﬂate the lubncant onto the
- cuff wihile pushing it - postenor surface of
=~ mnody so that st the_ LALA just before
a smooth INsertson.
wedge shape wathout
any wrnin
Hold the LMA like a Insert the LMA with
Een wath the mmdex 4 the postenor tip
nﬁt at the juncton ressed aganst the
e airway tube Ra'd palate and into

and the cufi the oropharynx

S may
requwre only half of
the maxamum
volume. Do noé

overninfiafe the cuff!




Latex Free and
Single Patient Use

Single Valve /
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pharyngeal lumen
Esophageal/tracheal lumen — I

th marks

Ventilating eyes

oropharyngeal cuff i R .

Due to the material characteristics (e.g. texture) s&mmm h‘_b enlm opteel

of the cropharyngeal cuff, the Combitube airway clogged, ventilation can ’Iﬂ Mg occur through

requires considerable force to dislodge, ensuring the other seven openings

secure placement '

Esophageal/tracheal distal cuff rounded atraumatic tip

The robust distal cuff exhibits zero leakage -~ Rounded tip is designed to prevent fissue

around the cuff at 30 cm H20 simulated trauma upon insertion. The Combtube airway

gastric pressure.” has been shown to be atraumatic in more than
200 clinical studies

*Results based on internal testing
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Fig. 1.16. The Clarus Video System incorporates a curved stylet contain- e 9)"

ing a CMOS chip video camera surrounding by a malleable but rigid

protective metal sheath. Images are displayed on a video screen attached . s . e o °
to the handle. The screen can swivel for optimal viewing as the stylet is e A‘M “"'L’L‘““"
inserted into the mouth. (Courtesy Clarus Medical, Minneapolis.)

Fig. 1.17. The Shikani optical stylet (SOS) with endotracheal tube
mounted. The eyepiece and battery pack are at the right. (Courtesy Clarus
Medical, Minneapolis, MN.)




Retrograde

Place a saline-filled needle through
the ccothyroid membrane.

Onent the needle bevel cephalad.
Aspirated air bubbles mdicate macheal

into the trachea while keeping
both ends of the wire taut

NOTE: The sheath will be stopped just below the epigiotas
because the wire exits the trachea.

Thss s the catical portion of the procedure because only a
small pomtion of the sheath 1s 1n 't,he trachea. i

—

Advance the tracheal tube over
the sheath into the trachea,
agam while pulling the jaw
forward
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Intubation

Advance a Jawire cephalad through
the neadlie.

Grasp the ware i the pha x
and Il it cut, long enoc:g‘
to ance the sheath.

Pull the jaw forward, remove
the guandewire, and advance
the sheath into the trachea.
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Figure 6.2 Adult larynx compared with a pediaeric larynx.



Oxygen source

—3-way tap

Open to the atmosphere,
cover with a finger to
ventiiate the patient

Catheter

Figure 6.13 Homcmadc ventlation sctup for transtracheal catheter - = 3
ventiladon using a ventdladon bag, a standard endomracheal rube adaprer, ::;lg";:ebs' ; :hT'hr:::-way s.tt(;p;loclzhcio:;nccung K odxlygcn tubul':g e
a 3-mL syringe, and a 14-gaugc angiocathcrer. ET7, Endotrachcal =G CCALCICE Wi = U AR OPEAL O TG S OsICEc:

tube: I} intravenous.



SURGICAL CRICOTHYROTOMY: TRADITIONAL TECHNIQUE

Make a 3- to 5-cm vertical
midline incision through
the skin and subcutaneous
tissues.

Extend the neck whenever
possible for better access to
the trachea. Immobilize the
larynx with your nondominant

hand and palpate the

cricothyroid membrane with Palpate the membrane

your index finger. through the skin to
confirm the anatomy.

Make a <1-cm horizontal
incision through the
cricothyroid membrane.
Note that the skin incision
is vertical, but the
membrane incision is
horizontal.

Place the tips of the
Trousseau dilator into the
opening in the membrane
and spread in the
longitudinal (vertical)
plane.

Insert the tracheal hook
in the opening of the
membrane, and rotate it
cephalad, while grasping
the inferior border of the
thyroid cartilage. Ask an
assistant to provide
upward traction on the
hook.

Rotate the handle 90°
until the handle is

vertical or parallel to
the neck.




7 Insert the tube between 8 Carefully remove the
the blades of the dilator Trousseau dilator and
until the flanges rest the obturator.
against the skin of the
neck. _ >
Keep your thumb on
the obturator during
tube insertion.

9 Replace the inner 10 Ventilate and confirm
cannula of the tube position by
tracheostomy tube auscultation and
and inflate the end-tidal CO,.

& balloon.
¥ Secure the tube in
place.

Figure 6.6 Surgical cricothyrotomy: traditional technique. (Adapted from Custalow CB: Color atlas
of emergency department procedures, Philadelphia, 2005, Saunders.)
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Cut proximal to the
inflation device

Figure 6.8 A, Modify the standard endotracheal (ET) tube for use ir
surgical cricothyrotomy as a temporary alternative to a tracheostomy
tube. Cut the proximal end of the ET tube but be careful to not cu
the balloon infladon apparatus. B, Replace the adapter on the cu

end of the tube.



SURGICAL CRICOTHYROTOMY: RAPID FOUR-STEP TECHNIQUE

2

Make a 1.5-cm single horizontal stab incision through the skin,

If possible, extend the neck to better expose the trachea.
subcutaneous tissue, and cricothyroid membrane.

Palpate the depression over the cricothyroid membrane with
your nondominant hand.

3

4

Using the scalpel blade as a guide, pick up the cricoid cartilage Place a No. 4 cuffed tracheostomy tube or a 6.0 cuffed
with the tracheal hook and provide traction in the caudal endotracheal tube through the opening.
direction to stabilize the trachea.

Figure 6.9 Surgical cricothyrotomy: rapid four-step technique. Extension of the neck (if clinically
fecasible) facilitates the procedure. (Redrawn from Brofeldt BT, Panacck EA, Richards JR: An casy
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