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INDICAZIONE ALL’INTUBAZIONE 

Le 3 domande fondamentali:  

1. Il paziente mantiene e protegge le vie aeree?  

2. Il paziente riesce a mantenere la ventilazione e  

l’ossigenazione? 

3. Qual è il decorso clinico previsto per questo 

paziente? 



Da dove partiamo? 

Ci sono pazienti che devono essere intubati…e li intubiamo. 

Ci sono pazienti che devono essere intubati ….e non riusciamo 

ad intubarli. 

Come mai non siamo riusciti a gestire le vie aeree in modo 

definitivo? 



Non intubo perché… 

• Abilità operatore 

• Dispositivi disponibili 

• Farmaci disponibili 

• Setting d’intervento 

• Distanza ospedale  



Intubazione e Trauma Cranico (1) 



Intubazione e Trauma Cranico (2) 



Intubazione e ACC (1) 



Intubazione e ACC (2) 



Intubazione e ACC (3) 



VIA AEREA FALLITA 

Clinicamente, la via aerea fallita si presenta in due modi: 

1. Non riesci ad intubare, ma riesci ad ossigenare: c’è il 

tempo per valutare ed eseguire altre manovre in quanto il 

paziente è ossigenato. 

2. Non riesci ad intubare, non riesci ad ossigenare: non c'è 

tempo sufficiente per valutare o tentare altre manovre e la via 

aerea deve essere assicurata immediatamente a causa 

dell'incapacità di mantenere la saturazione d’ossigeno mediante 

la tecnica pallone-maschera o con un presidio sovraglottico. 

 



VIA AEREA DIFFICILE (1) 

Idealmente qualcosa che si può 

PREVEDERE…prima che sia troppo tardi. 

Qualcosa che può accadere di SPERIMENTARE 

(tentativo fallito da parte di operatore esperto) 



VIA AEREA DIFFICILE (2) 

Nella pratica clinica, le vie aeree difficili hanno 4 dimensioni: 

1. Difficoltà alla laringoscopia 

2. Difficoltà nella ventilazione pallone-maschera 

3. Difficoltà nell’utilizzo dei presidi sovraglottici (PSG) 

4. Difficoltà nella cricotirotomia 



IL NOSTRO OBIETTIVO… 



CI SIAMO? 

LE CARTILAGINI 

POSTERIORI 

BENE? 

MALE? 



LE 4 (5) DIMENSIONI… 

HEAVEN 



L.E.M.O.N.S. 

Look externally 

Evaluate (3-3-2) 

Mallampati 

Obstruction/Obesity 

Neck mobility 

Saturation/Situation 



LOOK EXTERNALLY 



EVALUATE 3-3-2 



MALLAMPATI 



OBSTRUCTION/OBESITY 

I quattro segni chiave: 

1. Disfonia (a patata bollente in bocca) 

2. Deglutizione difficoltosa 

3. Stridore 

4. Dispnea 



NECK MOBILITY 



SATURATION 

Ossigeno —> riserva 

Riserva —> tempo 

Tempo —> difficoltà 



SITUATION 

Molti esempi…soprattutto in ambito 

extraospedaliero: 

• Paziente incastrato (o con postura obbligata) 

• Scarsa visibilità (o troppa luce) 

• Operatore solo 

• Pz a terra vs pz in ambulanza vs pz in PS 

• Durata del trasporto (rapido, lungo) 



SITUAZIONE EVOLUTIVA 



H.E.A.V.E.N. 



M.O.A.N.S. 

Mask seal-Male sex 

Obesity 

Age (età> 55 anni) 

No teeth 

Stiff (rigidità da aumentata pressione) 



R.O.D.S. 

Restricted mouth opening 

Obsruction/Obesity 

Distrupted or distorted airway 

Stiff 





S.M.A.R.T. 

Surgery (recent or remote) 

Mass 

Access/anatomy 

Radiation (and other deformity or scarring) 

Tumor 



LINEE GUIDA SIAARTI 



ALGORITMO SIAARTI 



LINEE GUIDA DAS 2015 (1) 



LINEE GUIDA DAS 2015 (2) 



Management of unanticipated diffic

u

l t tracheal  int ubat ion in adu lts

Succeed

Succeed

Succeed

Declare failed intubation

Declare failed SAD ventilation

Declare CICO

Declare CICO

Optimise head and neck position

Preoxygenate

Adequate neuromuscular blockade

Direct / Video Laryngoscopy (maximum 3+1 attempts)

External laryngeal manipulation

Bougie

Remove cricoid pressure

Maintain oxygenation and anaesthesia

Plan A: Facemask ventilation and tracheal intubation

2nd generation device recommended

Change device or size (maximum 3 attempts)

Oxygenate and ventilate

Plan B: Maintaining oxygenation: SAD insertion

If facemask ventilation impossible, paralyse

Final attempt at facemask ventilation

Use 2 person technique and adjuncts

Plan C: Facemask ventilation

Scalpel cricothyroidotomy

Plan D: Emergency front of neck access

Confir

m

 tracheal  int ubat ion wi th capnogr aphy

If in diffic

u

l ty     call for help

Wake the patient up

Post-operative care and follow up

• Formulate immediate airway management plan

• Monitor for complications

• Complete airway alert form

• Explain to the patient in person and in writing

• Send written report to GP and local database

STOP AND THINK

Options (consider risks and benefit

s

) :

1. Wake the patient up

2. Intubate trachea via the SAD

3. Proceed without intubating the trachea

4. Tracheostomy or cricothyroidotomy

This flo

w

c har t for ms  par t of  the DAS Gu i del ines for  unant ici pat ed di fficu

l

t  intubat i on i n adul t s 2015 and shoul d be used i n conj unct i on wit h t he t ext .

2015



Post-FONA care and follow up

• Tracheal suction

• Recruitment manoeuvre (if haemodynamically stable)

• Chest X-ray 

• Monitor for complications

• Surgical review of FONA site

• Agree airway plan with senior clinicians

• Document and complete airway alert

Plan D: Front Of Neck Airway: FONA

Scalpel cricothyroidotomy

Equipment:  1. Scalpel (wide blade e.g. number 10 or 20)

	 2.	Bougie	(		14	French	gauge)

 3. Tube (cuffed 5.0-6.0mm ID)

Laryngeal handshake to identify cricothyroid membrane

Palpable cricothyroid membrane

Transverse stab incision through cricothyroid membrane

Turn blade through 90° (sharp edge towards the feet)

Slide Coudé tip of bougie along blade into trachea

Railroad lubricated cuffed tube into trachea

Infla

t

e	cuff,	ventilate	and	confirm 	position	with	capnography

Secure tube

Impalpable cricothyroid membrane

Make a large midline vertical incision

Blunt	dissection	with	fing ers 	to	separate	tissues

Identify and stabilise the larynx

Proceed with technique for palpable cricothyroid membrane as above

Declare "Can't Intubate, Can't Oxygenate"

CALL FOR HELP

Extend neck 

Ensure neuromuscular blockade

Continue rescue oxygenation

Exclude oxygen failure and blocked circuit

Can't Intubate, Can't Oxygenate (CICO) 
in critically ill adults

Other FONA techniques

Non-scalpel cricothyroidotomy

Percutaneous tracheostomy

Surgical tracheostomy

Trained expert only

	 uideline	for	tracheal	intuation	in	critically	ill	adults	and	should	 e	used	in	conunction	with	the	tet.

Post-FONA care and follow up

• Tracheal suction

• Recruitment manoeuvre (if haemodynamically stable)

• Chest X-ray 

• Monitor for complications

• Surgical review of FONA site

• Agree airway plan with senior clinicians

• Document and complete airway alert

Plan D: Front Of Neck Airway: FONA

Scalpel cricothyroidotomy

Equipment:  1. Scalpel (wide blade e.g. number 10 or 20)

	 2.	Bougie	(		14	French	gauge)

 3. Tube (cuffed 5.0-6.0mm ID)

Laryngeal handshake to identify cricothyroid membrane

Palpable cricothyroid membrane

Transverse stab incision through cricothyroid membrane

Turn blade through 90° (sharp edge towards the feet)

Slide Coudé tip of bougie along blade into trachea

Railroad lubricated cuffed tube into trachea

Infla

t

e	cuff,	ventilate	and	confirm 	position	with	capnography

Secure tube

Impalpable cricothyroid membrane

Make a large midline vertical incision

Blunt	dissection	with	fing ers 	to	separate	tissues

Identify and stabilise the larynx

Proceed with technique for palpable cricothyroid membrane as above

Declare "Can't Intubate, Can't Oxygenate"

CALL FOR HELP

Extend neck 

Ensure neuromuscular blockade

Continue rescue oxygenation

Exclude oxygen failure and blocked circuit

Can't Intubate, Can't Oxygenate (CICO) 
in critically ill adults

Other FONA techniques

Non-scalpel cricothyroidotomy

Percutaneous tracheostomy

Surgical tracheostomy

Trained expert only

	 uideline	for	tracheal	intuation	in	critically	ill	adults	and	should	 e	used	in	conunction	with	the	tet.







 

CONCLUDENDO… 

• Le 5 “A” dell’intubazione difficile… 

• ADDESTRAMENTO 

• ADDESTRAMENTO 

• ADDESTRAMENTO 

• ADDESTRAMENTO 

• ADDESTRAMENTO 



GRAZIE PER LA VOSTRA 

ATTENZIONE 
MENO MALE 

CHE HA 

FINITO!!! 


