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A difficult airway is defined as the clinical situation 
in which a conventionally trained anesthesiologist 
experiences difficulty with facemask ventilation of 
the upper airway, difficulty with tracheal intubation, 
or both.

The difficult airway represents a complex interaction between:

• patient factors
• the clinical setting
• the skills of the practitioner.



Recommendations for Evaluation of the Airway

History - should be conducted, whenever feasible, before the 
initiation of anesthetic care and airway management in all patients.

Physical Examination - should be conducted, whenever feasible, 
before the initiation of anesthetic care and airway management 
in all patients.

Additional Evaluation. Additional evaluation may be indicated in 
some patients to characterize the likelihood or nature of the 
anticipated airway difficulty.





Basic preparation for difficult airway management includes:

• availability of equipment for management of a difficult airway
• informing the patient
• assigning an individual to provide assistance when a difficult 

airway is encountered
• preanesthetic preoxygenation by mask 
• administration of supplemental oxygen throughout the process 

of difficult airway management.

Basic Preparation for Difficult Airway Management



Two RCTs indicate that 3 min of preoxygenation maintains 
higher SaO2 values compared with 1 min preoxygenation 
(Category A2-B evidence)

Preoxygenation

SaO2 levels after preoxygenation are equivocal when 
comparing preoxygenation for 3 min with fast-track 
preoxygenation of four maximal breaths in 30 s (Category 
A1-E evidence)



Consider the relative merits and feasibility of basic management 

choices:

• Awake intubation vs. intubation after induction of GA

• Non-invasive technique vs. invasive techniques for the initial 

approach to intubation

• Video-assisted laryngoscopy as an initial approach to intubation
• Preservation vs. ablation of spontaneous ventilation
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a. Other options include (but are not limited to): surgery 

utilizing face mask or supraglottic airway (SGA) 

anesthesia (e.g., LMA, ILMA, laryngeal tube), local 

anesthesia infiltration or regional nerve blockade.

b. Invasive airway access includes surgical or percutaneous

airway, jet ventilation, and retrograde intubation.







c. Alternative difficult intubation approaches include (but

are not limited to): video-assisted laryngoscopy, alternative

laryngoscope blades, SGA (e.g., LMA or ILMA) as an 

intubation conduit (with or without fiberoptic guidance), 

fiberoptic intubation, intubating stylet or tube changer, light 

wand, and blind oral or nasal intubation.

d. Consider re-preparation of the patient for 

awake intubation
or canceling surgery.

e. Emergency non-invasive airway ventilation consists of a SGA.



Thank You for Your Time!


