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2. Faut-il utiliser des videolaryngoscopes plutét que la laryngoscopie standard avec ou
sans long mandrin pour obtenir un meilleur taux de succés d’'intubation apres le

premier essai lors de I'intubation difficile prévue hors fibroscopie ?

Prérequis

- Un vidéolaryngoscope ne doit pas étre utilisé si un des cas suivants est rencontre :

1) une ouverture de bouche du patient <2,5¢m ;

2) un rachis cervical fixé en flexion ;

3) une tumeur des voies aéro-digestives supérieures avec stridor.
- Il est nécessaire de s'assurer de la possibilite d'introduire un vidéolaryngoscope dans la bouche avant
d'endormir un patient.
- Une désaturation < 95% impose |'arrét des manceuvres d'intubation au profit de celles permettant une
oxygénation. En cas de risque avereé d hypoxeémie, le vidéolaryngoscope ne peut pas se substituer a un

dispositif supra glottique.




R2.1 — Dans le cadre d’'une chirurgie programmée, il faut utiliser en premiére intention
les vidéolaryngoscopes chez les patients avec une ventilation au masque possible et
au moins deux critéres d’intubation difficile.

(Grade 1+) Accord FORT

Argumentaire : Chez des patients avec au moins deux facteurs prédictifs d'intubation difficile (notamment un
score de Mallampati Il ou IV), les vidéolaryngoscopes améliorent la vision glottique et le taux de succés
d’intubation de la trachée a la premiére tentative, comparativement a la lame de Macintosh [34-40). Chez ces
patients, les vidéolaryngoscopes permettent d’améliorer la vision de la glotte, le score d'intubation difficile et
d’augmenter le taux de succes d’intubation de la trachée dés la premiére tentative. La performance des
vidéolaryngoscopes dépend du type de dispositif, de I'expertise de I'opérateur et du terrain. Aujourd'hui, il
est classique de décrire les dispositifs avec et sans gouttiére, avec des caractéristiques propres, dont la
maniabilité. Les videolaryngoscopes doivent étre utilisés chez les patients avec des critéres d'intubation
difficile par des praticiens entrainés a I'utilisation de ces dispositifs [41]. L'utilisation des vidéolaryngoscopes

chez les patients ayant au moins un critére d'intubation difficile pourrait probablement permettre
I'apprentissage et le maintien de I'expertise du praticien. Dans la plupart des études comparant laryngoscopie




Dans le cas d’'une induction a séquence rapide pour estomac plein, les données de la
littérature ne permettent pas de formuler de recommandation concernant |'utilisation
des vidéolaryngoscopes.

PAS DE RECOMMANDATION

Argumentaire : La durée nécessaire pour une intubation trachéale avec un vidéolaryngoscope peut étre plus

courte, identique ou plus longue gu'avec un laryngoscope équipé d'une lame de Macintosh [38, 42, 44, 45].

Ce parametre étant aléatoire et dépendant de nombreux facteurs (type de dispositif, de |'expertise de

'opérateur et du terrain), les vidéolaryngoscopes ne peuvent pas a |'heure actuelle étre proposés

systématiquement en premiére intention dans la prise en charge des patients a risque de régurgitation et

d’inhalation. La manceuvre de Sellick pourrait altérer la vision glottique sous vidéolaryngoscope et le taux de
| réussite de l'intubation chez un patient avec un estomac plein [46, 47].




Prérequis

-  Chez le patient avec une intubation difficile non prévue, une a deux laryngoscopies par un praticien
expert sont effectuées en premiére intention, en utilisant tous les moyens d’optimisation possibles
(repositionnement de la téte du patient, long mandrin béquillé type Eschmann, appui laryngé externe
BURP) pour visualiser la glotte et parvenir a intuber la trachée.

- Le mandrin béquillé fait partie de la premiére étape de la stratégie d’optimisation de la gestion des voies
aériennes en cas d'intubation difficile non prévue.

R2.2 - Si une intubation difficile n'est pas prévue, |l faut probablement utiliser les
vidéolaryngoscopes en seconde intention chez les patients avec un stade de
Cormack et Lehane lll ou plus, si la ventilation au masque est possible.

(Grade 2+) Accord FORT




Prérequis

En cas d'intubation impossible, |a fibroscopie reste la méthode de référence. Les tumeurs de la base de
langue sont des indications privilégiées de fibroscopie. En cas de stridor associé a une détresse
respiratoire, une trachéotomie premiére doit étre envisagée en premiére intention.

Le taux d’'échec de la fibroscopie n'est pas nul et les indications de cette technique diminuent avec
I'arrivée des vidéolaryngoscopes [51].

L'intubation avec un fibroscope, comme la vidéolaryngoscopie, est une technique opérateur dépendant,
qui nécessite un apprentissage spécifique [52].

En cas d'échec d'intubation avec fibroscope, les vidéolaryngoscopes ont probablement une place chez
les patients avec une ouverture de bouche suffisante (>2,5 cm) seuls ou en association

Quel que soit la technique choisie pour controbler les VAS en cas d'intubation et de ventilation au masque
difficiles, le patient bénéficiant d'une sédation doit garder une respiration spontanée efficace

R2.3 - Il faut probablement utiliser les vidéolaryngoscopes en technique alternative
a l'utilisation du fibroscope chez les patients en ventilation spontanée, avec des
critéres d’intubation prévue difficile ou impossible et de ventilation au masque
difficile.

(Grade 2+) Accord faible |




6. Faut-il s’appuyer sur des arbres décisionnels et des stratégies (algorithmes) pour
optimiser la prise en charge d’une difficulté prévue ou non lors du contrdle des voies
aériennes ? (avec la remontée des informations émanant des cinq questions

précédentes).

R6.1 — Il faut s’appuyer sur des arbres décisionnels ou algorithmes pour optimiser la
gestion d’'un controle difficile des voies aériennes

(Grade 1+) Accord FORT |
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DIFFICULT AIRWAY INFOGRAPHIC: ADULT PATIENTS

Part 1: Pre-Airway Management Decision Making Tool (planning)
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Part 3: Airway Management with Induction of Anesthesia
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Management of unanticipated difficult tracheal intubation in adults
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le vidéolaryngoscope
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Videolaryngoscopy as a first-intention technique for tracheal
intubation in unselected surgical patients: a before and after
observational study

Audrey De Jong', Thomas Sfara™', Yvan Pouzeratte’, Joris Pensier’, Ameélie Rolle’,
Gérald Changques’ and Samir Jaber'”

Use of videolaryngoscopy as the first option for all tracheal
intubations: not so fast. Comment on Br ] Anaesth 2022;
129: 624—-634

Aibek E. Mirrakhimov and Eli Torgeson
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22 EDITORIAL

Videolaryngoscopy Is Extremely Valuable, But Should
It Be the Standard for Tracheal Intubation?

Takashi Asai, MD, PhD,* and Narasimhan Jagannathan, MD, MBAt#
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Summary of findings I, Hyperangulated videolaryngoscopy compared to direct laryngoscopy for adults undergoing tracheal intubation
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Cochrane Database of Systematic Reviews

We conclude that VLs of any of the three designs likely reduce rates
of failed intubation with increased rates of successful intubation on
the first attempt and better glottic views across patient groups and
settings. Hyperangulated designs are likely favourable in terms of
reducing the rate of oesophageal intubation, and result inimproved
rates of successful intubation inindividuals presenting with difficult
airway features.



Videolaryngoscopy as a first-intention technique for tracheal
intubation in unselected surgical patients: a before and after
observational study
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McGrath Video Laryngoscope Versus Macintosh Direct
Laryngoscopy for Intubation of Morbidly
Obese Patients: A Randomized Trial

Kurt Ruetzier, MD,* Eva Rivas, MD,+# Barak Cohen, MD.§ Lauretta Mosteller, BA, 1
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ANESTHESIA
ANALGESIA

Motirath Video Macimtosh Direct
Laryrgoscapy Laryngoscopy Ddds Ratia
Olcomes (N = B8] (N = &3} (B5% Confidence interval) e

lon: Cormack snd Lehane .65 [2.22
E 23 (3T

14 22)

2-8.75

&



Journal of Clinical Anesthesio
Eah . D1E. Poges B9

Videolaryngoscope versus Macintosh
laryngoscope for tracheal intubation in
adults with obesity: A systematic review
and meta-analysis

i T & eeietrund " 1 B B vahal Dancawn LI e helarrt
Hirashl Hoshijimao DD3 [Ass|stont Professor & B vohel Denowa MD (Reside |

Main results

Eleven articles describing 13 trials met the inclusion criteria. The performance of
videolaryngoscopes was superior to that of the Macintosh laryngoscope for all
outcomes, {Success rate; RR=1.11, 95% Cl 1.04 to 1.18, p=0.001, I*=63%. Intubation time:
WMD==16.1, 95% Cl =31.1 to =110, p=0.04, 1*=97%, Glottic visualisation; RE=1.19. 95% Cl
1.09 to 1.30, p<0.0001, I=76%) In the subgroup analysis, the performance of both types
of videolaryngoscopes (with and without a tracheal tube guide channel ) was superior to
that of the Macintosh laryngoscope, except for intubation time with the

videalaryngoscopes without a tracheal tube guide channel

Conclusions

Videolaryngoscopes were superior to the Macintosh laryngoscope for tracheal

intubation in adults with obesity. (GRADE score: low or very low
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Randomized Controlled Tnal > Int J Obstet Anesth. 2019 Aug:39:35-41

doi: 10.1016/j.ij0a.2018.12.008. Epub 2018 Dec 29.

A randomised comparison of C-MAC™ and King
Vision® videolaryngoscopes with direct
laryngoscopy in 180 obstetric patients

1 2 T TR S . | i i - T B e Tiian =
Blajic ', | Hodzovic <, M Lucovnik ¢, D Mekis V Novak-Jankovic ', T Stopar Pintaric

Results: The time to successful intubation, first-pass and overall success rates did not differ
between the devices. The difficulty of intubation was less for C-MAC than King Vision® (P <0.001).
Mo difference was observed between King Vision® and direct laryngoscopy (P=0.06) or C-MAC and
direct laryngoscopy (P=0.05). King Vision® required the longest time to best laryngeal view (9 + 6
s, P=0.028), had the highest rate of grade 1 view (47 (80%) patients, P <0.001), and the highest
need for optimisation manceuvres (59 (1009%) patients, P <0.0001). Five minor complications were
recorded with King Vision® and one with direct laryngoscopy.

Conclusions: Compared to direct laryngoscopy, C-MAC and King Vision® did not prolong the time
to intubation, supporting these videolaryngoscopes as primary intubation devices in obstetric
anaesthesia. The C-MAC was easier to use and needed fewer additional manoeuvres than the King
Vision®, The C-MAC may be better suited for tracheal intubation of obstetric patients undergoing

caesarean section,
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Obstetric Anaesthetists’ Association and Difficult Airway Society
guidelines for the management of difficult and failed tracheal
intubation in obstetrics’

M. C. Mushambi,' 5. M. Kinsella,® M. Popat,” H, Swales,' K. K. Ramaswamy,” A. L. Winton® and
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Algorithm 1 — safe obstetric general anaesthesia

-

Pre-theatre preparation Plan with team

Airway assassment WHO safety checklist/general anassthetic checklist

Fasting status Identify senior heip, alert if appropriate

Antacid prophylaxis Plan equipmant for difficult/failad intubation

Intrauterine fetal resuscitation if appropriate Flan forfdiscuss: wake up or proceed with surgery (Table 1)
h 4

Raplid sequence induction

Check airway aquipment, suclion, intravenous accass

Optimise position — head up/ramping + left uterine displacement
Pre-axygenale lo F,,0, 2 0.9/consider nasal oxygenation
Cricoid pressure (10 N increasing to 30 N maximum)

Deliver appropriate induction/neuromuscular blocker doses

Consider facemask ventilation (P__, 20 cmH,0)
LS -

\ 2

- .
1% intubation attempt
If poor view of larynx optimise attempt by:
« reducing/removing cricosd pressure
« external lanymgeal manipulation
* repositioning head/nack
* using bouge/stylet

LS -
[ i Success

Verify successful tracheal intubation
Proceed with anaesthesia and surgery
Plan extubation

Ventilate with facemask
Communicate with assistant

X

2™ intubation attempt
Consider:

* alternative laryngoscope
* removing cricosd pressure

~ Intubation attempt onl perlenced colleague
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Video Laryngoscopy vs Direct Laryngoscopy on Successful

First-Pass Orotracheal Intubation Among ICU Patients
A Randomized Clinical Trial

Table 2. Intubation Characteristcs and Outoomes of Patients

Mo, Tolal [%) ol Pateenls”

Video Diirect Absolste Difference P
Laryngostogy LArymgoss iy (R5KCI), X Wal e

Prdmary Dutcowme: Soiletsful Flrst-Fasd |ntubation

{reat analysis 1261186 (67, 7) 307185 (70.3) 25(-119 1069 il

Iys 126/183 (68.9) 1307182 (71.4) 2.5 (~12.3 to 6.4 54

Secandary Dulcames

gracip”
1 LB IFS 13 F. 23.114{13 lo 32
ST (142 S1ATT2BE) 146 {(-23.0 to -6.7)
10/176 (5.7)  20/177{113) -56(-114103) 00
8/176 (45} 13177 OLM 8{-7.71t02.1)
dattic opening wore 100 (BD te 1003 B0 {50 ta 1040) 20 {0t 200 ool

ter second

Esophageal

After first-attempt larymgascopy

to fifth-atternpt

nfubation




Contents lists available at

i ) Perioperative Care and Operating Room Management

pournal homepage

Airway management for individuals with suspected or confirmed traumatic ==
cervical spine injuries: A comprehensive review and analysis

Debas Yaregal Melesse |, Tadesse Teshale Tesema, Zemenay Ayinie Mekonnen ,
Wubie Birlie Chekol

Results: This comprehensive review comprised seventy three articles from which conclusions were drawn. A
number of publications concurred that videolaryngoscopes could lower the rate of unsuccessful intubations,
especially in patients who initially arrive with a challenging airway. Videolaryngoscopes may lessen airway/
laryngeal damage and enhance the glottic view. Managing the airway of patients with cervical spine injuries
requires a multidisciplinary approach, continuous monitoring, minimizing excessive neck extension, applying
rapid sequence intubation technique, and manual inline stabilization. These are highlights found in several
—papers
Conclusions: Video laryngoscopy is an excellent alternative to direct visualizations techniques, especially for
patients who are anticipated to have less an optimal airway view. Awake fiberoptic intubation allows for
neurological exam before and after intubation to ensure minimal damage to spinal cord. However, patient se-

lection is key and requires high level of patient cooperation, provider experience, and availability of local
anesthetics.
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Video Laryngoscopy vs Direct Laryngoscopy on Successful

First-Pass Orotracheal Intubation Among ICU Patients
A Randomized Clinical Trial
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cervical spine injuries: A comprehensive review and analysis

Debas Yaregal Melesse |, Tadesse Teshale Tesema, Zemenay Ayinie Mekonnen ,
Wubie Birlie Chekol

Results: This comprehensive review comprised seventy three articles from which conclusions were drawn. A
number of publications concurred that videolaryngoscopes could lower the rate of unsuccessful intubations,
especially in patients who initially arrive with a challenging airway. Videolaryngoscopes may lessen airway/
laryngeal damage and enhance the glottic view. Managing the airway of patients with cervical spine injuries
requires a multidisciplinary approach, continuous monitoring, minimizing excessive neck extension, applying
rapid sequence intubation technique, and manual inline stabilization. These are highlights found in several
—papers
Conclusions: Video laryngoscopy is an excellent alternative to direct visualizations techniques, especially for
patients who are anticipated to have less an optimal airway view. Awake fiberoptic intubation allows for
neurological exam before and after intubation to ensure minimal damage to spinal cord. However, patient se-

lection is key and requires high level of patient cooperation, provider experience, and availability of local
anesthetics.
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Effectiveness of intubation devices in patients with cervical spine
immobilisation: a systematic review and network meta-analysis
Fiachra K. Morris®, Barbarcos Yet', Donal |. Buggy” and Zane B. Perkins
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Videolaryngoscopy versus direct laryngoscopy for tracheal

intubation in children (excluding neonates) (Review)

Abdelgadir IS, Phillips RS, Singh D, Moncreiff MP, Lumsden JL

Analysis 1.1. Comparison 1 Indirect videolaryngoscope vs conventional laryngoscope
for intubation of children, Outcome 1 Unsuccessful or more than 2 intubation attempts.
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Analysis 1.6. Comparison 1: Macintosh-style VL versus DL, Outcome 6: Cormack-Lehane (CL) grade
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Analysis 1.9. Comparison 1: Macintosh-style VL versus DL, Outcome 9: Number of attempts
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Risk Ratio
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Comparative Effectiveness of the C-MAC Video
Laryngoscope versus Direct Laryngoscopy in the Setting
of the Predicted Difficult Airway

Michaeal F. Aziz, M.D.,” Dawn

-+

Fig. 1. Flow

Dillman, M.D., T Rongwei Ft

diagri

C-MaC
Loss s
1o device
mavailabilaty

remain assigned in
C-MAL laryngosopy

Ferwt mtvemapd C-MAL

S

[ mﬂ'htT Edﬂ’.ﬁ SD n ‘E_
138
des CK1
=]
| I I
repeat darect alternate Nenhle
C-MALC Isryngocopy videnscope fiherop
' 4 +
[+ ] L2 ] L2

am of patient inclusion and random

zaton

1, Ph.D..1 Ansgar M. Brambrink, M.D., Ph.D

80 Parients
Enrolled
raskilammired bo

rassilomized 1o

direct laryngoicogy
e ¥ switched 1o
mo=dalities

reman assigned o
direct laryngoscopy

]

Firs! artermpt
direct larymgoscopy

sucoesses failures

|
rescue device

I I
repeat darect alernae i |
larymgoscopy videoscope R

+ 4
Lo ] [ ]

=S




McGrath Video Laryngoscope Versus Macintosh Direct
Laryngoscopy for Intubation of Morbidly
Obese Patients: A Randomized Trial

Kurt Ruetzler, MD,* Eva Rivas, MD,+# Barak Cohen, MD.§ Lauretta Mosteller, BA,+

Adriana Martin, MD, || Allen Keebler, MD, || Kamal Maheshwari, MD, MPH,* Karen Steckner, MD,
Mi Wang, MD, | Chahar Praveen, MD,* Sandeep Khanna, MD,* Natalya Makarova, MS, Y

Daniel I. Sessler, MD,1 and Alparslan Turan, MD*

ANESTHESIA
ANALGESIA

Molrath Vides Macimosh Direct
Laryrgloscopy Laryngloscogry
Owtcomes (N = 58) (N =83
[ -
wigasal vk F
45 |65
|: . i i

Ddds Ratio
{95% Confidence Interval) P

&



2023

Video versus Direct Laryngoscopy for Tracheal Intubation
of Critically Ill Adults

I

Severe Complications

Successful Intubation on the First Attempt




Videolaryngoscopy versus direct laryngoscopy for
emergency orotracheal intubation outside the
operating room: a systematic review and meta-
analysis

N. Arulkumaran'”, J. Lowe?, R. Ions’, M. Mendoza®, V. Bennett” and
M. W. Dunser”

British Journal of Anaesthesia, 120 (4): 712724 (2018}
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Fig 2. Comparison of first-pass intubation success rates by location. Weight is the relative contribution of each study to the overall odds
ratio (random effects model with 95% CI). Cl, confidence interval; DL, direct laryngoscopy; VL, videolaryngoscopy.
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Open Access Review
Article DOI: 10.7758/cureus.51720 2024

Saad Azam ', Zainab Z. Khan - , Haania Shahbaz * , Aisha Siddigui ' , Natasha Masood ~ , Anum . © , Yumna
Arif ' , Zeenat U. Memon * , Muhammad Hasnain Khawar ° , Farina F. Siddigui * , Fiza Azam ', Aman Goyal

A total of eight studies were included with a total of 5348 patients, with 1780 in the DL group and 3568 in

the VL group. Analysis revealed that in emergency situations, the success rate of intubation on the first

attempt was significantly higher for VL than DL [81.5% vs 68%; RR= 1.19; 95% Cl: 1.10, 1.29; p <0.00001;

12=70%]. There was no significant correlation between VL and severe hypoxemia [13.4% vs 11.6%; RR=0.99,

95% C1:0.74, 1.33; p =0.97; 12=46%)], severe hypotension [6.09% vs 4.78%; RR:1.19; 95% C1: 0.83, 1.72; p
0.35, 12-15%), and cardiac arrest, [0.8% vs 0.4%; RR= 1.17; 95% CI: 0.37, 3.70]; p =0.79; 12=0%].

Our meta-analysis confirmed that VL has a higher success rate for first-pass intubation than

DL. Furthermore, our analysis has shown no significant evidence linking VL to any adverse events
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C Comparateur (expérimentés vs novices)

O Outcomes (efficacité =/= sécurité)

- Beaucoup de variables



En resume

Importance d'évaluer nos patients avant d'entrer en salle

Prévoir un plan d'action

Importance de se former ET garder une expertise

Le vidéolaryngoscope pour tous? NON

Avoir a disposition plusieurs type de videolaryngoscope
(hyperangule et channel) ET savoir les utiliser

Développer et metire en place des protocoles internes et
des formations d'equipes
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Optimiser la péri~-intubation
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NARRATIVE REVIEW

How to improve intubation in the intensive

m)

care unit. Update on knowledge and devices
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AIRWAY MANAGEMENT ALGORITHM IN INTENSIVE CARE UNITS

£ Operalors. recommended

fatal bénde: recommanded \‘

Rapsd sequence induclion; mandatory

[ MacocHA score <3 |

choipg ol the physcian

} l

i MRECT LARYNGOSCOPY ]

Intubation . |

l MACDCHA score = 3 [

recormimanoad § aapest oparEior
T i

; VIDEDLARYNGOSCOPY \

g
p | Intubation

SuUCCass SUCCOsS
Intubation fadure
----- - - ———— - -—-- MASK VENTILATION
STEP1 STEP 2 STEP 3
Videolaryngosco Fiberosco, | immedialaly availabla
if ot |lr’.'.|l'|ﬁ not .PT d Lﬁr"'ngﬂﬂ‘ mask 11 Ipl"lrl Pt ODar
andfor intubating stylet Fastrach Cricothyrolomy: parcutaneous of Surgica




PRE-INTUBATION

UPDATE OF THE MONTPELLIER INTUBATION PROTOCOL

PER-INTUBATION

POST-INTUBATION

@ Two operators (i.e, 4 hands)

YY

(2) Fluid loading associated = )

with early introduction of

vASOpPressors

@ Preparation of long-term sedation
For precxygenation, consider

upright position {(20° to 30" bed)

@ Preoxygenaton dunng at
least 3 minutes with noninvasive

ventilation in case of hypoxemic\
acute respiratory failure _f'

I'F:G'__ 100 %, pressure 511:3:1t3r1‘-" .ﬂ
between 5 and 10 emH_ O 1o =L
obltain an expired bdal volume between
6 and 8 mlL/kg of predicted body weight
and a PEEP of 5 cmH,0), associated
with apnoeic oxygenation whan
available and high-risk ol hypoxasmia
(OPTINIV mathod)

@ Use first videolaryngoscope for
ntubahon procedure if predicted

difficult intubation, i no [
videolaryngoscope q/E
available

consiger

Macintosh

laryngoscopy with Stylet or bougie

@ Rapid sequence induction:

+ Etomidate 0.2-0,3 mg/kg or Ketamine
1-2 mg/kg predicled body waight

* Succinylchaoling 1 mg/kg real body
weaight (without contra-indicalions)
or Rocuronium 1,2 mg/kg predicted
body waight in case of
contra-indications to succinylcholine

. Sellick manceuvre

@vemilatinn in case of oxygenation
desaluration < 90% or if elevated risk ol
oxygen desaturabhon higher than the nsk
ol aspiration

Capnugmphy to check commect

placement of the tube

@Inur ease vasopressors especially
if diastolic arterial pressure < 35 mmHg
or systolic arterial pressure < 90 mmHg
L.
)
®Eraﬂ early long-term sedation

@Law airway pressure ventilation al
the beginning: tidal volume &-8 mL/kg,
PEEP <5 cmH, O FIDI., 100 %, for a
plateau D’EEELIEE‘-'-: 30 cmH_ O

{protective ventilation will IZ;E- started
after hemodynamic stabilization)

Flecruilmem manoeuvre: PEEP

of 30-40 cmH20 during 20-30 s (if no
cardiovascular collapse and in
non-hypovolemic patient)

@Cuﬁ pressure of the lube batween
25-30 emH20 without leaks




Outcomes défavorables de
I'intubation (et 1a sédation)
chez le patient critique



3 objectifs pour une optimiser la péri-intubation
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Noninvasive Ventilation Improves Preoxygenation
before Intubation of Hypoxic Patients

Christophe Baillard, Jean-Philippe Fosse, Mustapha Sebbane, Gérald Chanques, Frangois Vincent,
Patricia Courouble, Yves Cohen, |jean-jacques Eledjam, Frédéric Adnet, and Samir Jaber

Department of Anesthesiology and Intensive Care, and SAMU 93, Aswicenne Hospital, Paris 13 University—AP-HP, Bobsgny;
Intenzive Care Unit, Department of Anesthesiology, DAR B University Hospital of Montpelser, and Saint Elol Hospital, Montpeller Uiniversity,
Mantpeier, France

Methods: Praspective randomized study performed in two surgical/
medical intensive care units (ICUs). Preoxygenation was performed,
before a rapid sequence intubation, for a 3-min period using a
nonrebreather bag-valve mask (control group) or pressure support
ventilation delivered by an ICU ventilator through a face mask [NIV
group) according to the randomization
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Non-invasive ventilation versus high-flow nasal cannula
oxygen therapy with apnoeic oxygenation for
preoxygenation before intubation of patients with acute
hypoxaemic respiratory failure: a randomised, multicentre,
open-label trial

Oxygene nasal a haut débit
n'est pas une bonne méthode
de préoxygenation
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VNI +  Optiflow
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Apnoeic oxygenation via high-flow nasal ®
cannula oxygen combined with non-invasive
ventilation preoxygenation for intubation

in hypoxaemic patients in the intensive care
unit: the single-centre, blinded, randomised
controlled OPTINIV trial . 1
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Bag-Mask Ventilation during Tracheal Intubation of Critically Il Adults JOURNAL i MEDICINE

Lowest Coppen Satwration

T

Lowest Arterial Coygen Saturaton (%)

E.lg M ik Vel atsan Mo WaerdHE atioe
Bag Maszk Yentilation Mo ¥entidation
N =190 [N = 203)
Weal arygen AllEahon (1OR) 0 8 m :J El-99,

o of < . Mot e [f 217193 (109 &55197 (1B

Retative Rizh or
Mean Difference
(5% CI)

B Degres :.rr-TF.n.m.,

Percent of Patents

'J_.

Dhwygen Saturation

Utiliser la ventilation au
masque si possible







JAMA | Original Investigation

Effect of Fluid Bolus Administration on Cardiovascular Collapse
Among Critically lll Patients Undergoing Tracheal Intubation

A Randomized Clinical Trial

Derek W Russell, MD; Jonathan D. Casey, MD, M5SC Kevin W Gibbs, MD; Shekihar Ghamande, MD;

L M. Dargin, MD; Derek | Vonderfusar, MO Aaron M. Joffe, D0 Aloram Khan, M0

Matthuew E. Prsicoer, MD, MPH. Joseph M. Brewer, DO; Semanta Dutta, MD:; lanna 5. Landsperger, M5, ACNP-BL.
Heath D, White, DO, M3; Sarah W, Robison, MO; Soanne M, Waozniak, M5, PA-( Susan Stermpoi, MAST, PA-(
Christopher . Barmas, MD: Oivia F. Krol, BS: Alsjandro C. Armoliga, MDD, MS: Tasnim Lat, DO

Sheetal Gandotra, MD: Seati Gulati, MBRS, M5 Ray Bentoy, MO, PhD: Andrew M, Walters. MD:;

Kevin b Dischert, MD: Stephame Nonss, MD; Brian E. Detves, MD; Li Wing, MS; Chinstaphes | Lindssll, PhD
Weiley H. 5l WD MPH; Todd W, Rice, MD. M5c; Daevid R. Janz. MO M5C Matthew W, Sember. MO, M5¢

foi the PREPARE B Investigatort and the Pragmats Critical Care Reséarch Giowp

Table 3. Outcornes of Tracheal Intubation

Fluld bolus (n = 538) No fluid bolus (n = 527) Difference (95% CI)"*

Prnimary outcome . R .

Cardiovascular collapse, Ma. (3%)° 113(21.0) 96(18.2) Absolute, 2.8{(-2.2t0 7.T7)
New or increased receipt of vasopressors 111 {20.6) 93(17.6) Absolute, 3.0{-1.9t0 7.9)
Systolic blood pressure <65 mm Hg' {n = 535) {n=524) Absolute, 0.3 (-2.8to0 2.3)

1{3.9) 12(4.2)
Cardiac arrest 9({1.7) B8(1.5) Absolute, 0.2 (-1.5to 1.8)
Death 4{0.7) 3(0.6) Absolute, 0.2 (-1.0to 1.3)
Secondary outcome

In-hospital death prior to 28 d, No. (%) 218 (40.5) 223(42.3) Absolute, -1.8{(-7.9t0 4.3)




e The Lancet Respiratory Medicine
e 12, December 2019, Pages 1039-1047

ELIEE

Effect of a fluid bolus on cardiovascular

collapse among critically ill adults
undergoing tracheal intubation (PrePARE): a

randomised controlled trial

David R Janz MD * & &, jonathan D Casey MO *, Matthew W Semler MD'

Interpretation

Administration of an intravenous fluid bolus did not decrease the overall incidence of

cardiovascular collapse during tracheal intubation of critically ill adults compared with

no fluid bolus in this trial.




Randomized Controlled Tria

Effect of a fluid bolus on cardiovascular collapse
among critically ill adults undergoing tracheal
intubation (PrePARE): a randomised controlled trial
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» CJEM. 2024 Aug 27. doi: 10.1007/s436/8-024-00764-7. Online ahead of prnint

The use of vasopressors to reduce post-intubation
hypotension in critically ill adult patients undergoing

emergent endotracheal intubation: a scoping review

Results: The systematic search yielded 13,126 articles, with 61 selected for final inclusion. There
were 24 547 patients with a mean age of 57.2 years and a slight male predominance (63.8%).
Respiratory fallure was the most common intubation indication. Across 18 studies reporting on
vasopressor use prior to intubation, 1171/7085 patients received vasopressors pre-intubation. Post-
intubation hypotension occurred in 22.2% of patients across all studies, and in 34.3% of patients in
studies where vasopressor administration pre-intubation was specifically reported. One-hour
mortality of patients across all studies and within the vasopressor use studies was 1.2% and 1.6%,
respectively. In-hospital mortality across studies was 21.5%, and 13.1% in studies which reported
on vasopressor use pre-intubation.

Conclusion: Patients requiring emergent intubation have a high rate of post-intubation hypotension
and in-hospital mortality. While there is an intuitive rationale for the use of vasopressors during
emergent intubation, current evidence is limited to support a definitive change in clinical practice at
this time.,




Prophylactic Administration of Vasopressors Prior to
Emergency Intubation in Critically Ill Patients: A
Secondary Analysis of Two Multicenter Clinical Trials

Outcomes in the Propensity-Matched Cohort

Important
d'optimiser I'hémodynamique
avant/pendant et apres
['intubation

Propensity-Matched cohort
Outcomas Vasopressor (n = 187) No Vasopressor (n = 187) P
Peri-intubation hypotension® 76 (41%) 60 (32%h) 0.08
Change in systolic blood pressure® -121+23 -11+22 0.6e*
Mew initiation of vasopressors® 75 (40%) B4 (20%) 0.03
Cardiac arrest within 1 hr 7 (49%) 5 (3%) 0.77
30-d mortality 106 (57%) BB (47%) 0.08




ORIGINAL Al

Peri-intubation Cardiovascular Collapse in Patients Who Are
Critically 1l
Insights from the INTUBE Study

Vincenzo Russotto'*, Elena Tassistro®™, Sheila N. Myatra®, Matteo Parotto®®, Laura Antolini®®, Philippe Bauer’,
Jean Baptiste Lascarrou®, Konstanty Szutdrzyriski”'®, Luigi Camporota’', Christian Putensen'”, Paolo Pelosi'™ '*,
Massimiliano Sorbello'®, Andy Higgs'®, Robert Greif'™'®, Antonio Pesenti'?, Maria Grazia Valsecchi®?,

Roberto Fumagali®“°, Giuseppe Foti”*', Giacomo Bellani”*', and John G. Laffey™ =,

for the INTUBE Study Investigators

risk of both ICU and 28-day mortality. The use §f propofol for induction was identified as a

modifiable intervention significantly associated with cardiovascular instability/collapse.Clinical trial
registered with clinicaltrials.gov (NCT03616054).

Conclusions: Peri-intubation cardiovascular instability/collapse was associated with an increased
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ORIGINAL

Etomidate versus ketamine for emergency
endotracheal intubation: a randomized clinical
trial

Gerald Matchett’ Irina Gasanowa ', Christing AL Riccio’, Dawood Mase ', Mary L. Sunna®, Brian 1 Bravenec
Omalra Azizad', Brian Farrell®, Abu Minhajuddin™, Jesse W. Stewart’, Lawrence W, Liang ', Tifary Sun Moon',
Parmela E Foo, Callee G Ebeling’, Mlakka N. Smith', Devin Trousdalke' and Babatunde O. Ogunnalke” on behalf

f thee EvK Clinical Trial Collaborators

Ketamine 1-2mg/kg
Hyptomidate 0,2 - 0,3mg/kg

Table 2 Primary and secondary outromes

Evoemildate (n = T50| Eataming (7 = 395) Déffarence (35% confi-  povalon
dence interval)

Probability of Survival (%)

100%—

o
o

60%

Moins, c'est mieux

p = 0.005 p= 0294

4 8 12 16 20 24 28




Optimiser
l'intubation




Identifier le patient
a risque
d'intubation
difficile

S'adapter a chaque
patient

| | S'entrainer pour
Utiliser des devices ‘garder une maitrise

que I'on connait et
sait utiliser




PRE-INTUBATION

UPDATE OF THE MONTPELLIER INTUBATION PROTOCOL

PER-INTUBATION

POST-INTUBATION

@ Two operators (i.e, 4 hands)

YY

(2) Fluid loading associated = )

with early introduction of

vASOpPressors

@ Preparation of long-term sedation
For precxygenation, consider

upright position {(20° to 30" bed)

@ Preoxygenaton dunng at
least 3 minutes with noninvasive

ventilation in case of hypoxemic\
acute respiratory failure _f'

I'F:G'__ 100 %, pressure 511:3:1t3r1‘-" .ﬂ
between 5 and 10 emH_ O 1o =L
obltain an expired bdal volume between
6 and 8 mlL/kg of predicted body weight
and a PEEP of 5 cmH,0), associated
with apnoeic oxygenation whan
available and high-risk ol hypoxasmia
(OPTINIV mathod)

@ Use first videolaryngoscope for
ntubahon procedure if predicted

difficult intubation, i no [
videolaryngoscope q/E
available

consiger

Macintosh

laryngoscopy with Stylet or bougie

@ Rapid sequence induction:

+ Etomidate 0.2-0,3 mg/kg or Ketamine
1-2 mg/kg predicled body waight

* Succinylchaoling 1 mg/kg real body
weaight (without contra-indicalions)
or Rocuronium 1,2 mg/kg predicted
body waight in case of
contra-indications to succinylcholine

. Sellick manceuvre

@vemilatinn in case of oxygenation
desaluration < 90% or if elevated risk ol
oxygen desaturabhon higher than the nsk
ol aspiration

Capnugmphy to check commect

placement of the tube

@Inur ease vasopressors especially
if diastolic arterial pressure < 35 mmHg
or systolic arterial pressure < 90 mmHg
L.
)
®Eraﬂ early long-term sedation

@Law airway pressure ventilation al
the beginning: tidal volume &-8 mL/kg,
PEEP <5 cmH, O FIDI., 100 %, for a
plateau D’EEELIEE‘-'-: 30 cmH_ O

{protective ventilation will IZ;E- started
after hemodynamic stabilization)

Flecruilmem manoeuvre: PEEP

of 30-40 cmH20 during 20-30 s (if no
cardiovascular collapse and in
non-hypovolemic patient)

@Cuﬁ pressure of the lube batween
25-30 emH20 without leaks




Mais est-ce
que cela
marche?
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YY
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with early introduction of

vASOpPressors

@ Preparation of long-term sedation
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Capnugmphy to check commect

placement of the tube

@Inur ease vasopressors especially
if diastolic arterial pressure < 35 mmHg
or systolic arterial pressure < 90 mmHg
L.
)
®Eraﬂ early long-term sedation

@Law airway pressure ventilation al
the beginning: tidal volume &-8 mL/kg,
PEEP <5 cmH, O FIDI., 100 %, for a
plateau D’EEELIEE‘-'-: 30 cmH_ O

{protective ventilation will IZ;E- started
after hemodynamic stabilization)

Flecruilmem manoeuvre: PEEP

of 30-40 cmH20 during 20-30 s (if no
cardiovascular collapse and in
non-hypovolemic patient)

@Cuﬁ pressure of the lube batween
25-30 emH20 without leaks
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35,248 255
- ORIGINAL

Importance de mettre en place et
>t

An intervention to decrease complications de suivre des procédures e
related to endotracheal intubation E 1 - =
in the intensive care unit: a prospective, 3 Q . Ol = 51 Q
e des protocoles clairs et précis

Pre-intubation

1. Presence of two operators 0%
2. Fluid loading (1sctonic saline 500 ml or starch 250 ml) in
absence of cardiogenic pulmonary edema * Bl Control (n= 121)
3. Preparation of long-term sedation & E Intervention {n= 123)
4, Preoayegenation for 3 mun with NIPPY i case of acute 25%, 1

respiratory fadhare (FiQ, 100%, pressure support ventilation
level between 5 and 15 cmH ;O 1o obtain an expiratory tidal
volume between 6 and B mlkg and PEEP of 5 cmH20)
During intubation
5. Rapid sequence induction: etomidate 0.2-0.3 mgfkg or
ketamine 1.5-3 mg'kg combined with succinylcholine
1=1.5 mg/kg in absence of allergy, hyperkaliemia, severe
acidosis, acuie or chronie neuromuscular disease, burn patient 15% -
for more than 48 b and medullar trauma
6. Sellick maneuver
Post-miubation
1. Immiediate confirmation of wube placement by capnography 10%
8. Norepinephnne il diastolic blood pressure remains <35 mmiHg
9. Initiste long-term sedation
10, Ininal “protective venlilation™: tdal volume 6-8 mikg of
ideal body weight, PEEP =5 ¢mH,0 and respiratory rate g NS
between 10 and 20 cycles/min, Fit; 1005 for a plateay

pressure <30 cmH,0 ._l
NIPPV non-invasive positive pressure ventilation, PEEF positive o 5 .

end expiratory pressure, Fif}, inspired oxygen fraction Severe hypoxemia Severe collapse Cardiac arrest
or death




Conclusions

Importance d'évaluer nos patients avant d'entrer en salle

Plan d'action

Importance de se former ET garder une expertise

Le vidéolaryngoscope pour tous? NON

* Avoir a disposition plusieurs type de vidéolaryngoscope (hyperangule et
channel) ET savoir les utiliser

* Développer et mettre en place des protocoles internes et des formations
d'equipes

* Optimiser le patient avec l'induction
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