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I. POLICY

In the event that assistance is needed in the intubation of a patient that has a failure to 

 oxygenate or ventilate, qualified and trained personnel are permitted to use the Airtraq
disposable Optical Laryngoscope.
II. PURPOSE

The purpose of this policy is to provide guidelines to enable successful intubation of patients with predictors of difficult intubation, or patients in a sitting or upright position.
III. DEFINITIONS

None
IV. PROCEDURE

A.
INDICATIONS:

1. Indications for intubation (failure to oxygenate, failure to ventilate, inability to protect the airway, anticipated clinical course) in a patient with predictors of difficult intubation or a patient in an upright position.

B.
CONTRAINDICATIONS:

1. There are no contraindications per se to the use of this device in the setting of predicted difficult intubation although, like all optical and fiberoptic devices, it may likely be defeated by significant blood, vomit, or mucus in the airway.  

C.
EQUIPMENT:

1. Proper-sized oral or nasal airways.

2. BVM with reservoir attached to O2 source.

3. Working suction.

4. Proper-sized, lubricated endotracheal tube (ETT) with tested, intact cuff.  10ml syringe.  Assorted spare tubes.

5. Airtraq

6. Laryngoscope with attached blade and tested light.  Assorted spare blades and spare C-cell batteries.

7. Cardiac monitor, pulse oximetry, EtCO2.

8. Bougie

9. Rescue airway (or cric kit) in case of failed airway.

D.
PROCEDURE AND MANAGEMENT:

1. Maintain universal precautions.

2. Prior to attempt at laryngoscopy, follow pre-intubation preparation as per oroendotracheal intubation protocol.

3. The patient need not be in sniffing position; most authors prefer a neutral position for use with the Airtraq.

4. The Airtraq may be used either with RSI or during “awake” intubation.

5. Flip the switch to turn on the LED light at least thirty seconds prior to insertion into the mouth; otherwise, the scope will fog.

6. The adult device is designed for use with 7.0 to 8.5 ETTs, though smaller tubes may be used successfully.  The pediatric device size 1 is designed for use with 3.5 to 5.5 ETT’s. Check the cuff of the ETT, deflate the cuff, and lubricate and load the tube into the Airtraq’s channel.  Check the view from the eyepiece to ensure that the tube is not loaded too deep to obscure the view.

7. Insert the Airtraq blade into the mouth in the midline and follow the curvature of the airway.  Look through the eyepiece, identify the epiglottis, and place the tip of the blade in the vallecula.

8. Lift vertically until the cords are centered in the view.  If you cannot see the cords, you are likely either too deep or not in the midline.

9. Advance the ETT down the channel, through the cords.  Inflate the ETT cuff, and confirm placement.  Then peel the ETT out of the Airtraq channel and remove the Airtraq.  Secure the tube.  If you can see the cords but can’t pass the tube, ensure that the cords are centered in the view, that the ETT isn’t too big, and that the ETT cuff is deflated.  You can also try withdrawing the Airtraq blade slightly, lifting vertically, and trying again.  Finally, you can consider trying removing the ETT from the channel and replacing it with the bougie, and intubating the trachea with the bougie under visualization through the eyepiece.
10. Standard post-intubation management.
11. Provide appropriate analgesia, sedation, and/or paralysis as indicated.

E.
POTENTIAL COMPLICATIONS:

1. Failed airway.

2. Esophageal intubation.

3. Exacerbation of C-spine injury.

4. Emesis with aspiration.

5. Perforation of esophagus/pharynx.   False passage of tube.

6. Mainstem bronchus intubation.

7. Laryngospasm/bronchospasm.

8. Hypoxemia with anoxic injury.

9. Dysrhythmias.

10. Increased ICP

V. RESPONSIBILITY

Flight Physicians, Mid-Level Practitioners, Flight Nurses
VI. KEY WORDS

None

VII. APPENDIX

None

VIII. REFERENCES / CITATIONS
None
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