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Introduction and Aim of the Work

Abstract

Management of the difficult airway remains one of the
most relevant and challenging tasks for anesthesia care
providers. This essay focuses on airway management
devices and techniques and their clinical application, with
particular emphasis on the difficult or failed airway. It
includes descriptions of many new airway devices.also it
includes airway assessment techniques,algorithms of
difficult intubation in different situations and finally
complications of difficult intubation and other airway
management procedures.

Key words

Difficult airway, difficult intubation,airway
assessment,strategies and algorithms of difficult
intubation,complications

viii




Introduction and Aim of the Work

Introduction

Management of the difficult airway remains one of
the most relevant and challenging tasks for anesthesia care
providers. This essay focuses on airway management
devices and techniques and their clinical application, with
particular emphasis on the difficult or failed airway. It
includes descriptions of many new airway devices.
(Apfelbaum et al., 2013).

Adverse outcomes related to airway management
may have deleterious consequences such as brain damage,
cardiac arrest and death due to hypoxia. Thus if the
anaesthetist loses control over the airway he may severely

harm or even lose his patient. (Cheney et al., 2006).

A difficultairway is defined as the clinical situation
in  which a conventionally trained anesthesiologist
experiences difficulty with facemask ventilation of the
upper airway, difficulty with tracheal intubation, or both.
(Apfelbaum et al., 2013).

Development of algorithms for the management of
the difficult airway should be primarily based on clinical
needs. The following scenarios should be covered:

Expected difficult airway, unexpected difficult airway, and
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difficult ventilation by mask and/or supraglottic devices
and difficult intubation. (Schaeuble & Heidegger 2012).

The purpose of these Guidelines is to facilitate the
management of the difficult airway and to reduce the
likelihood of adverse outcomes. The principal adverse
outcomes associated with the difficult airway include:brain
injury, cardiopulmonary arrest, airway trauma, and damage
to the teeth. (Apfelbaum et al.,2013).
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Aim of the Work

v' Discussing new devices and techniques for difficult
airway management.

v’ Discussing recent airway management guidelines
and algorithms.
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Anatomy ofthe Airway

The airway extends from the external nares to the
junction of the larynx with the trachea. It includes the nose,
oral cavity,tongue, the pharynx and the larynx. Functions of
the airway include phonation, olfaction, digestion,
humidification and warming of inspired air.(Brown, 2000).

Nasopharynx

Fig. 1.1 The Airway (Brown 2000)

Thenose:

The external nose is a pyramidal structure, situated in
the midface, with its base on the facial skeleton and its apex
projecting anterior. The paired nasal bones form the
external nose superiorly and two sets of paired cartilage
inferiorly. The upper lateral cartilages provide the shape of
the middle third of the nose and support for the underlying
nasal valve. The paired lower lateral (alar) cartilages are
butterfly-shaped and consist of medial and lateral crura.
The medial crus forms the columella, and the lateral crus
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defines the shape of the nasal alae. Together, these crura
maintain the patency of the underlying nasal vestibule.
Internally, the cartilage is supported by the nasal septum.
(Dion et al., 1978).

Vestibule:

The nasal vestibule is the most anterior part of
the nasal cavity. It is enclosed by the cartilages of nose and
lined by the same epitheliumof the skin (stratified
squamous, keratinized). The other part of the nasal cavity,
which is lined by the respiratory epithelium, is called nasal
cavity proper. Inside the vestibule are small hairs
called vibrissae, which filter dust and other matter that are
breathed in. Within the vestibule, the epithelium loses its
keratinised nature and undergoes a transition into typical
respiratory epithelium before entering the nasal fossa.
(Caunal982).

Fig. 1.2 The nasal cavity (Gray, 1918)
e Blood supply to the nose:

Blood supply to the nose is by both internal and
external carotid arteries. The anterior and posterior
ethmoidal arteries are branches of the ophthalmic artery,
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