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Difficult to intubate, mandatory to oxygenate
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EDITOR:
We read wich greac interest the paper by Slater and
Bhatia [1], In patients such as the one deseribed in
arhich sutgery could represent a potential physical
conflict for airway management, airway preoperative
gvaluation should be rigorous and precise, so as o
allow planning of firsc-line strategy and of a ‘plan B'
in case of failure. In this case, no such information
was available for the reader except for an ‘unre-
matkable' preanaesthetic evzlvation and a generic
‘same limitations of mounth opening’, According to
the Iralian Difficult Airway Managemeor Guidelines
[2], and representing general commonsense, mouth
opening limitation represents, even as an isolated
finding, a prediction of potential major difficulty
requiting very careful cansiderations and stracegies.
In fact, o reduction in roouth opening, cspecially
in the presence of limited mandibular protrusies,

* represencs 2 triticil step not only for intubation (no

space for laryngoscope insertion andfor dirway
maaoeuvres) (5] but also for ventilation with both
face-rmask [4] or laryngeal mask or other exrra-
glottic devices. So, despite this ‘unremarkable’
isolated finding, the ssfest sttaregy would have
been, in our opinion, awake fibreoptic intubarion
ot, in the event of lack of patient cooperation, by
fibreoptic intubation in a sedared but spontancously
breaching patient. This is especially so considering
of the concomitant presence of facial deformity due
to previous surgery and radiotherapy (before which,
presumably, ventilation was uneventful),

Insestion of a laryngeal mask in cases of difficult
ventilation is an appropriate choice although it may
be inadvisable to remove it to petform laryngoscopy,
place it again and then finally remove ir before
proceeding to an asleep fibreoptic intwbation. These
manoeyuvres could have compromised further ven-
tilation or fibreoptic intubation because of bleeding,
. secretions of minot pharyngo-laryngeal trauma.
Italian guidelines prefer direcr wvision techniques
to blind attempts, theugh recognizing the value
of a bougie or, better, of hollow introducers [2].
Particularly, in this case, fibreoptic intubetion via
z laryngeal mesk uvsing the Aintree™ catheter
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(Cook Ctitical Care, Bloomingron, IN, USA), once
the laryngeal mask was placed and ventilation was
guaranteed [5], could have been the best option.
Asieep fibreopric intubation, we believe, conld have
led to dzngerous desaturation, especially if perfotmed
in an apnoeic patiert without dedicated devices
such 2s a Berman-like cannula or endoscopy mask.
We would finally consider protected extubation (such
as over an airway exchange cacheter under local
anaesthiesia) [2) as a straregy for similar cases.

Qur message is hopefully clear — might intuba-
tion be difficult, guarantes oxygenation fitst. If
either ventilazion or intubation is predieted to be
difficalt, safery first. The fibreopric awale inruba-
tion technique is the definitive choice, particularly
in elective situations.
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Cannot ventilate, difficult to intubate
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EDITOR:

We read with interest the letter by Slater and Bbatia
[1] and would like to congratulare them on their
successful management. We agree that the safest
approach for their patient would have been an
awake fibreoptic intubation. However, we would
like to make 2 few commenis.

From the history and picture, it is not clear
whether the pacient had a prosthesis firted invo the
left orhital cavity. If so it could have deceived che
altway assessment at preoperative vigit, Difficult
mask venrilation is, however, still appreciable as it
appears 1o be impossible to achicve a seal with the
face roask. In addition to this, a history of radio-
therapy assncizted with limited mourh opening are
ominous signs, Although the patiens has had an
anaestheric for grommet insertion, it is possible
that & spontancously ventilaring technique with a
laryngeal mask sirway (LMA} was used, Jf chat was
the case, the airwsy remains unchallenped afrer
the radiotherapy following the initial cranjofacial
resection, We thersfore believe that an awake
fibreaptic intubativn would have been a safer choice
of securing the airway in the first place.

Once the situation of inability to ventilate the
patient with a face mask was rescoed by the LMA,
the difficulty with inrubation could have been dealr
with one of the two options. Firstly, the rmchea
conid have been blindly intubated wvis the size 3
TLMA. Blind tracheal intubation via the laryngeal
mask has been reported [2] and it is recognized as
one of the alternative apptoaches for tracheal inen-

~bation in the ASA difficult airway. management
algorichm (3], Howevet, the Difficule Airway
Society guidelings draw attention to the fact thac
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the clatsic LMA is not designed for this putpese and
does not recommend blind intubation via the classic
LMA. The other option is fibreopric-assiseed {ntu-
bation through the LMA, which may bave & higher
chanee of success (4], Secondly, an intubaring
laryngeal mask airway (ILMA) could bave been
used. Incubation could then have been blind via the
IIMA or under direct vision using che fibreopric
scope. This technique has been used in patients
in whom tracheal incubation using creditionat
methods had failed and also when ocher known
or apticipated intubation difficulties were gxpected.
Using an Aintree catherer with assisted fibreopric
intubarion via these supraglottic devieces is also
reporved and well recognized [5-7]. By adopring
any of these techniques the ogygenation would have
been uninterrupted via a dedicated patent airway
while allowing tracheal intubation. It would then
have been possible to avoid the nasal route.

D. B. Chetban, §. Ratiam
Department of Araciibetics
Usnaversity Hospitel of Wales
Cardiff, UK

References

1, Slater R, Bhasia K. Cannoc ventilare, difficult to incubate,
Eur J Anaesthesiol 2007, 24 377-379.

2. Heath ML, Allagain J. Inwubarion throvgh the laryngeal
mask., A technique for unexpecred diffieulr intubation.
Anaatheriz 1991: 46: 543-148.

3, Pracrice guidelines for management of the Aifficulr airway:
an vpdated repert by the Ametican Society of Anesthe.
siologists Task Force on Management of che Difficuls
Alrmay, Anerthetiolagy 2008, 98: 1269-1277.

4. Pandit IJ, Maclachlen ¥, Dwvid BM, Popuc MT
Comparison of times o achieve tracheal intubarion with
thce techniques using the laeyngeal or ineubating
laryngeal mask airway. Amsertherie 2002; 571 128-132,

. Higgs A, Clatk E, Premra K. Low-skill fireopric
tnrubation: wse of the Aincree carheter with the classic
LMA. Ansssthesie 20051 60: 915-920.

{2007 Copyright Bxwopean Sociery of Ameschesiology, Hwrapen Joeonal of Aneectherinlogy 24: 889801

B3/8a3




