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ASA DIFFICULT AIRWAY ALGORITHM: ADULT PATIENTS
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a C g r O u I l C O I l r O p aS I a Pre-Intubation: Before attempting intubation, choose between either an awake or post-induction airway strategy.
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Choice of strategy and technique should be made by the clinician managing the airway.!
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« Spinal anesthesia predates the modern cuffed endotracheal tube by R et
over 2 decades, but no formalized difficult back algorithm exists .c,,z::-.s:r;':;:;nsig,:::::::.z::.:;s:z:;:::;/w el
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- Can a difficult back algorithm be created to guide management? b sueeess
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Case: 32 yo G2P0010 @38wks presented for primary CD for maternal achondroplasia

PMHX: Asthma, anxiety
Class Il obesity, BMI 55.4 kg/m? (height 4’3", weight 200 [bs)

PSHX: Hysteroscopy w/ polypectomy, IVF
Limb-lengthening surgeries in legs & arms x 4, Spinal fusion (level unknown)

Exam: Mallampati IV, decreased TM distance, short neck, full cervical ROM
Class | UPL bite test, normal dentition
Cardiopulmonary exam WNL, scar spanning ~L2-5 based on palpation.

Studies: No neuraxial imaging; TTE 2021 unremarkable; EKG 2023 unremarkable
Hgb 10.2 g/dL, Hct 31.9%, Plt 147 K/uL

Would you plan for Neuraxial or GETA?
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Discussion: A Proposed Difficult Back Algorithm

No Does patient have Mo Consider use of
palpable landmarks? neuraxial ultrasound

Does the patient have Mo

prior spinal instrumentation? Is imaging available? (CT/MRI)
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Heview imaging for anatomical Evaluate patient's back, consider
Heview surgical notes, it available vanations and approximate marking midline and estmated
distance to epidural space vertebral levels

Attempt at spinal procedure with introducer and 25G-27G non-cutting needle (e.g., Sprotte, Pencan, Whitacre).

If junior provider present (e.qg., resident), first attempt may be made by this provider.
Subsequent attempts should be escalated to a senior provider (e.g., fellow/attending)

If prior spinal
instrumentation

If unsuccessful after
standard troubleshooting

. . Consider 17-18G epidural needle for increased tactile
E“m'j'::fiznﬁrr E ; I é’hﬁﬂﬁﬂﬂh“ﬂ} feedback & loss-of-resistance technigue to locate
epidural space, followed by spinal dose or CSE

It unsuccessful after
standard troubleshooting

If unsuccessful after
standard troubleshooting

Call for help (more experienced provider)

Hepasition the patient (e.q., sitting or lateral) Froceed with

Hecruit staff to optimize patient positioning
Scan or re-scan with ultrasound

general anesthesia
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