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“Failure to evaluate the airway and predict 
difficulty is the single most important factor 
leading to a failed / missed airway…” 
 
 



§ Death 

§ Disability 

§ Liability 

§ Money 

Practitioners / Clinicians consistently fail to 
recognize a “difficult airway” 

Why such a emphasis on the 
difficult and missed airway? 



Four Methods to manage an airway: 

§ BVM (Bag Valve Mask) 

§ EGD’s (Extraglottic Devices) 

§ Endotracheal Intubations (Oral, Nasal) 

§ Surgical (Cricothyrotomy) 



Definitions 

§ Difficult Airway:  
§ Predicted to be difficult 
§ Proves to be difficult 

§ Missed Airway:  
§ Provider is unable to intubate within three attempts 
§ Critical oxygenation cannot be maintained at any time 

§ Crash Airway: 
§ Patient is “dead” 
§ Patient is “nearly dead” 



How common are the difficult and 
missed airways? 

§ Estimated that 20% of emergency intubations 
are “difficult” 



Predicting the Difficult Airway 

§ Predictors of Difficult BVMV: 
§ Facial Trauma 

§ Facial Hair 

§ Obesity 
§ Lack of Teeth 

§ Age over 55 
§ History of snoring 

§ Mallampati of 3 or 4 

§ Severely limited jaw protrusion 
§ Thyromental distance < 6 cm 



§ Facial trauma / anomalies 

§ Increasing Mallampati grade 

§ Decreasing thyromental distance 

§ Decreasing sternomental distance 

§ Limited mouth opening 

§ Obesity / Increased neck circumference 

§ Buckteeth 

§ Decreased anterior neck compliance 

Predicting Difficult Laryngoscopy - 
Anesthesia 



§ “LEMONS” 
§ L = Look externally 

§ E = Evaluate 3-3-2 rule 

§ M = Mallampati score 

§ O = Obstruction 

§ N = Neck mobility 

§ S = Saturations 

Recommended by NEAR  

(National Emergency Airway Registry) 

Predicting Difficult Laryngoscopy - EMS 



§ Facial hair, secretions, massive obesity, facial 
trauma, upper airway pathology, etc. 

Look Externally 



Evaluate 3-3-2 Rule 



Mallampati Score 

Cormack-Lehane 

Mallampati 



Mallampati Score 



Besides Ouch!!! What do you think? 



§ Foreign bodies 

§ Tongue 

§ Secretions 

§ Blood 

§ Vomitus 

§ Edema 

Obstructions 



Ludwig’s Angina 



§ “Any patient in spinal immobilization 
precautions should be considered to have a 
difficult airway.” 

Neck Mobility 



§ Reserve Levels: (After Pre-oxygenation) 
 
§ Adequate Reserve = near 100%  

§ Limited Reserve = above 90%, but less than 100% 

§ No Reserve = less than 90% 

Saturations 



Surprise!!! 



Caveat for our environment 

§ We are presented with patients who are already in 
compromise with little time to evaluate. 

§ “Potential Challenges” that may be identified are 
“Reality” in our nature of service. 

§ We “shall” establish a “patent” airway. 

§ Our patient population are often presented with time 
windows that have expired. 

§ Our baseline starting point is the “airway rescue” mode. 



The premise is that the pre-procedure 
recognition and management of the difficult 
airway should minimize the occurrence of a 
missed airway. 

Difficult vs Missed 



The Difficult Airway 

1.  Difficult to BVM 

2.  Difficult to laryngoscopy (Instrument) 

3.  Difficult intubation 

4.  Difficult placement of EGD 

5.  Difficult cricothyrotomy 



1.  Three missed attempts at orotracheal intubation 
by skilled practitioner / clinician and/or 

2.  Failure to maintain acceptable oxygen 
saturations, typically 90% or above in otherwise 
normal patients. 

The Missed / Failed Airway 



Other Difficulties 



§ MOANS 

§ M = Mask seal 

§ O = Obesity - positioning 

§ A = Aged - >55 is associated with higher risk: loss of muscle 
         and tone 

§ N = No teeth – remove dentures if present 

§ S = Snores of Stiff neck – sleep apnea is an indicator of a 
         challenging airway. Asthma can be lethal. 

Difficult Bag-Mask Ventilation 



§ RODS 
§ R = Restricted mouth opening 

§ O = Obstruction 

§ D = Disrupted or Distorted airway 

§ S = Stiff lungs or cervical spine 

Difficult EGD 



§ SHORT 
§ S = Surgery / disrupted airway 

§ H = Hematoma or infection 

§ O = Obesity / access problems 

§ R = Radiation. Tissue changes after radiation treatments. 

§ T = Tumors. May prevent access and complicate bleeding. 

Difficult Cricothyrotomy 



§ Evidence has emerged that having automatic 
“default to” strategies / plans improves the success 
of rescue airway interventions and reduces the 
occurrence of adverse outcomes. 

§ Conversely, there is also data demonstrating that 
persisting with failing techniques results in higher 
rates of mortality and morbidity. 

What has experience taught us? 



Difficult Airway Present… 

*** If for what ever reason, airway 
management is predicted to be difficult, 
nothing should be taken away from the 
patient that the airway practitioner / clinician 
cannot replace. This particularly applies to 
paralytic drugs. *** 



§ Standard of care in anesthesia for patient’s at risk 
for gastric regurgitation.  

§ Cited to be the most common method of airway 
management by emergency physicians for critically 
ill and injured patients. 

§ Characterized by a high success rate and low rate 
of serious complications. 

Role of RSI 



§ Use of RSI results in fewer attempts, more rapid 
intubations, and higher success rates when 
compared to intubation with no sedation alone, in 
both pre-hospital and hospital settings. 

§ Concerns remain about the use of RSI in the 
EMS / Pre-hospital settings. 

Role of RSI 



Success results from a combination of 6 factors: 

1.  The skill set of the individual performing 

2.  Position of the head and neck 

3.  Degree of neuromuscular blockade 

4.  Optimum laryngeal manipulation 

§ Optimal External Laryngeal Manipulation (OELM) 

§  Backward, Upward, Rightward, Pressure (BURP) 

5.  Length of laryngoscope blade 

6.  Design of laryngoscope blade 

Intubation: Maximizing the 
                        opportunity 



Surgical Cricothyrotomy 



Landmark Importance 



§ Routine skill and practice and mental preparation 

§ Equipment competency 

§ Technique mastered 

§ Always in the forefront of you mind during airway 
management 

§ Proactive, rather than reactive 

§ Medical direction support of skill 

Key to Success 



Questions? 

jfm3m@virginia.edu 
540-280-7374 


