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Abstract

       i  

Abstract

  Anesthesia for shared airway surgeries provides an extensive range of 

challenges for the anesthesiologist and the surgeon, as the complicated 

nature of these procedures demands nothing less than complete cooperation 

between these two specialties.

   Surgical procedures vary from routine endoscopic examination to complex 

microsurgery and laser surgery of the larynx, maxillofacial and dental 

surgery, craniofacial abnormalities and some E.N.T. procedures. The patient 

population varies from neonates to the elderly.

   The anesthesiologist will provide mask anesthetics, spontaneous or jet 

ventilation, controlled hypotension, and extubations during light levels of 

anesthesia to avoid postoperative pulmonary complications.

   The anesthetic considerations include: dealing with the difficult airway; 

the risk of obstruction, transaction, disconnection or removal of the airway 

intra-operatively; the risk of soiling of the airway due to bleeding and 

surgical debris and the potential for airway compromise post-operatively.  
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Introduction

   Anesthesia for the shared airway requires close co-operation and 

communication between the anesthetist and the surgeon for the safety of 

the patient, a safe airway and an adequate surgical access. The anesthetist 

needs to maintain a patent airway, ensure adequate oxygenation, carbon 

dioxide removal and prevent soiling of the bronchial tree, while the 

surgeon requires adequate access, and -for certain endoscopic procedures-

a clear view of a motionless field.1

   Surgical procedures vary from routine endoscopic examination to 

complex microsurgery and laser surgery of the larynx, maxillofacial and 

dental surgery have developed with anesthesia, because of the mutual 

understanding that is necessary for safe and successful surgery on the 

“shared airway”. Laser airway surgery requires special safety 

considerations for both operating theatre staff and patients due to the

danger of deflected laser radiation and the risk of airway fire.2

   Airway management with craniofacial abnormalities is a challenge with 

many variables. Anesthetist should be familiar with the anatomic and 

physiologic abnormalities of various craniofacial pathologies, such as 

cleft palate .3

   No ideal universally accepted anesthetic technique exists to cover this 

wide range of shared airway cases.  Anesthetic techniques can be divided 

into three main groups: First ; intubation techniques requiring the 

presence of either a small or large cuffed tracheal tube, second; non-

intubation techniques include use of the laryngeal mask airway, apnoeic 

techniques and insufflation techniques and third ; jet ventilation 

techniques via a supraglottic, subglottic or transtracheal routes.4    
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   The anesthetic considerations include: dealing with the difficult airway; 

the risk of obstruction, transection, disconnection or removal of the 

airway intra-operatively; the risk of soiling of the airway due to bleeding 

and surgical debris such as a tooth or bone fragment; and the potential for 

airway compromise post-operatively. Expired carbon dioxide monitoring

”Capnogram“ is the best in this situation, as it should indicate 

disconnection or obstruction whether or not the patient is breathing 

spontaneously.5

   The choice of airway management technique is influenced by patient 

factors, surgical requirements and anesthetic preferences; a cuffed 

tracheal tube with a throat pack provides the highest level of airway 

protection in shared airway surgery. Nasal intubation is often used in 

certain procedures as in surgery on the jaws, teeth, oral cavity and neck, 

intermaxillary fixation (wiring of the jaws) and assessment of dental 

occlusion.6

   The laryngeal mask airway (LMA) has an important role intra-

operatively and provides smooth emergence from anesthesia. An elective 

tracheostomy should be considered if significant post-operative airway 

compromise is anticipated and may occasionally be necessary under local 

anesthesia before induction, 7 also using of flexible fiberoptic 

bronchoscopy is one of important tools for difficult airway.8

   A new device was developed to deliver high-frequency jet ventilation 

via a laryngeal mask airway (LMA) during flexible fiberoptic 

bronchoscopy in anesthetized patients.8
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- Aim of the work :

This essay aimed to:

1. Review the anatomy of the airway.

2. Discuss the surgical procedures of the shared airway nature.

3. Discuss the anesthetic management of the shared airway.           

             


