1048- 105658 U A 2 2006.12.12 10:39 AMH ©] % 1048 NO.3 HPL aserJet 510 0 Series

@
fl= Focused Issue of This Month - 032 | bIX| A

|& #ef

Airway Management

d Al 2 | g2l orxlESeletat | Si-Oh Kim, MD.

=0
Department of Anesthesiology and Pain Medicine, Kyungpook National University College of Medicine

E-mail : sokim@knu.ac.kr

] Korean Med Assoc 2007; 50(12): 1048 - 1056

' Abstract |

irway management is still perceived as the greatest patient safety issue and the key task that
Aanesthesiologists perform. Management includes mask ventilation, use of a laryngoscope,
and the endotracheal intubation and extubation of the patient. Difficulty can be encountered at
any of these stages, and can be a major cause of anesthesia-related morbidity and mortality.
Competence in airway management requires knowledge of the anatomy and physiology of the
airway, ability to access the patient's airway for the anatomic features that correlate with
difficulties in airway management, skill with the many devices used in airway management,
including a variety of recently-introduced airway tools, and the appropriate application of the
sophisticated algorithm for difficult airwvay management. Development and clinical distribution of
supraglottic airway devices and their enhancement, as well as the broad acceptance of awake
fiber-optic intubation, has led to profound changes in the strategy for managing a difficult airway.
Including the American Society of Anesthesiologists, many countries have developed their own
airway management algorithm these days. Nevertheless, massive national and international
deficits still exist in implementing these guidelines into practice as well as the implicated structural
requirements with respect to education, reflection, team building and equipment concerning each
individual institution. In regard to this situation, it is the recommendation of the author that our
country develop and institute such a standardized system of airway management.
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Supraglottic airway devices
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T ol5ke] ST StolA] A A S| L Table 1. Disease states associated with difficult airway management
SIEE 3l 9 o It oY 7| % +F Congenital Acquired
22 93l #x] 2 WFHES 1015} Pierrre-Robin syndrome Morbid obesity
] Treacher-Collins syndrome Acromegaly
oI A} A]3LZ] O . : . : : :
o M A os dEol H Goldenhar's syndrome Infections involving the airway (Ludwig's angina)
3L ATK3). Mucopolysaccharidoses Rheumatoid arthritis
- § Achondroplasia Obstructive sleep apnea
o] 71 FAglE Yl , . : it
232l 7] BlS #leiA Micrognathia Ankylosing spondylitis
7|=9] e 5e4], AelgAel 7]E Down's syndrome Tumours involving the airway
o gl AL 2E5171 o]#e 7] Trauma (airway, cervical spine)
= §A7} ok siRatel o -
B2 n)z] sleksla Tiukat 2= gl Table 2. Components of the preoperative airway physical examination
2o Y 9lolo} st} w3k 7] Airway examination component Non-reassuring findings
] = -6 v 1. Length of upper incisors Relatively long
= &S] H Qs Zk=E 2H|EL =
Al Bast AF PSS 5 2. Relation of maxillary and mandibular ~ Prominent 'overbite' (maxillary incisors
&5H U= S 9= TS 7R H INCisors dtiring normal jaw closure anterior to manldibular incisors)
_ 3. Relation of maxillary and mandibular ~ Patient mandibular incisors anterior to
A, AEE 7% A9 7850l &3 Incisors during voluntary protrusion (in mandible front of) maxillary incisors
Aoz PHeleE 2 Tew du 4. Inter-incisor distance Less than 3 cm
_ ) 5. Visibility of uvula Not visible when tongue is protruded with
=9 =238l AL 4= Qlojof platienl‘lt)in sitting position (e.g. Mallampati
_ class
2TH3) 6. Shape of palate Highly arched or very narrow
H ERS B3l =213 AU 7. Compliance of mandibular space Stri;fs,iiiréorl]t%rated, occupied by mass, or non-
A 5 AA| d 7]l AkaE 8. Thyromental distance Less than three ordinary finger breadths
AgHon FHe & o ofpl 9 Lenghofneck Shor
10. Thickness of nec IC
2] A3 = e 1 . . : :
o] zagke] Al mhAEE A 11. Range of motion of head and neck Patient cannot touch tip of chin to chest or
Mol 71w 924 Bate] tha] AA cannot extend neck
8 Bl A28 7% 4] B9 o
o] 9 AL 5ol Tate] dotH iz} ot o] o]go] gl A & EojH = o] £3] FQ38jr} gt X
<ol i vl ke AR ol o e 7% A
o2 7= RXI2| oS of thg3te] Aol gale T FIAkskelo} & o]}l 7]
AL 5ol ek E7} 2 wSold) glome g weh
7% FAE & b g T8 3 HA WAl Aol (Table 2)(3).
Al k2= @7 713 Ale & 712 g2 ol B3k $hAke ofEe 7= A dlSEh] fIg o Al
o BAThe 2S vle] AR Aol Aol thdt = F Mallampati FoI(5) 198340] FFA 4114 B9
AR} ol8ha NS F83] s1e Aotk BAle] BAY =)o) Wby ojelee] A} Hs-wrka Aztstel 34}
on} ko] o]8HH ANERE ol VE §A1F dZet b ehobd 85 A WS wl 157} ArsE 3
=134 52 24 AU E 2] mpA ] ok of it w2 WA olele= vl d&siear &St
o} shelehe ofele V1w Szt olm) A el AAA A I F o] Bfoll Bk 5 B A} oloj g BAl 1t
o} 3HZ 2] Fgl 52 Table 19 YR B2 AP off @27} 8L o717} HolZIth= T = 2] o] HA|t
F28] AR 5 Qe Aolu@), el ofdle = 54 JIE e olelgg vlel kel ol 7k b Ak
thstolarEizxl 1049
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Figure 1. Mallampati classification.
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S} o] g3l Aol 3|7} 7 o] 2oz A S A 3
AT AL FFAL AU BB AESEA Fo
AEAT O AR|Sh= 7%= A7 (supraglottic airway de-
vices) 5= AREE I ot ARl AXSE 7%
A7 = weFet S H2ol T E o] el 183 A
S5 QIEH0). U5 ol2f 71 A1 S Eoz A
o] He FAEA) BN Qor] BEO T vl Zo)
= A1 S o sl s 253
WAIEE B3 71ad A Ax|A o o= AREET] =

e}, oI} AE shre] Sl Javu ol g8
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Qe 1 Ag3o] shjue] 7a ol BA) 2] ERe
2| 715 A7 7R E o] )lovt 7 el
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Rjgid anatomically curved Aé%}bu?‘ 7%
nfatonfne aommector gg;ﬁi%ﬂdm AREEAL Qe AL Frk2S(Laryngeal mask Airway,
s LMA™ oIt} ofelg 71w fAAle] V) Sha Seko 24
Epiglottic elevator Bl ol g2} ARE-2] 7HHA] wliZol] 9] vl A SolA F

$317 AHEEE 5 QoI 1 Ak Mk Sso]
B| 7k gk Agoltt 3 mFul A AaekEel i

ERt Qo] mpa= 7|7 Bt st A A A 7 |
157 mm comnector e A A= o) Folrt. Al Frelaaw GHrE
| & o o] WA E= S Heslr] fske] LMA
Integral bite-block Inflation tube ™ - 11
Moy 1 ProSeal o] 7|2l o 7] A 8-olsHA 3= A
irway tube
ot bl Ade] ddz2 o] A8 LMA (intubating LMA, LMA
IIOT Palloon
Introducer strap Fastrack )7} 7|dt=o] 11 2-g-of wjg} H-3] AREE

Airway tube orifice

UK (Figure 2, 3)(10, 11),

Internal drain tube

S=74 ol 7|z} Aka}
Drain tube orifice C 2. 278 lt H =
R o $F4S o83 7H A Alde At
Figure 2. Laryngeal Mask Airways. AHBT Ho|R| e FL ol SFA4<olgtal st}
A) Classic LMA™ with different sizes. _ ]
B) LMA Fastrack™. T AU #EE AU A xS 19843 Cor-

C) LMA ProSeal™ (from www.Imana.com).
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Figure 3. Insertion of the laryngeal mask airway (LMA). A) The tip of the cuff is pressed upward against HOo Adxd= AL 3= VA
the hard palate by the index finger while the middle finger opens the mouth. B) The LMA is He A83] A= ok A
pressed backward in a smooth movement. Notice that the nondominant hand is used to o] 7] wlEol 7Fzko] A= O
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Grade | Grade Il Grade i Grade IV

Figure 4. Four grades of laryngoscopic view. Grade | is visualization of the entire laryngeal aperture, grade Il is visualization of just the posterior
portion of the laryngeal aperture, grade Il is visualization of only the epiglottis, and grade IV is visualization of just the soft palate.
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Figure 5. Combitube (A) and Light wand (B).
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