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Unable to Ventilate and Oxygenate = 90% during or

Anatomy inconsistent with continued attempts.

Three (3) unsuccessful attempts by
most experienced EMT-P/I.

Each attempt should include change in approach or
equipment

NO MORE THAN THREE (3) ATTEMPTS TOTAL

after one (1) or more unsuccessful intubation attempts .

Airway Cricothyrotomy
Surgical Procedure
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Continue Ventilation /
Oxygenation
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Failed Airway

BVM

Adult, Failed Airway

Protocols 1, 2 and 3 should be
utilized together (even if
agency is not using RSI) as
they contain very useful
information for airway
management.

Call for additional
resources if available

Adjunctive Airway
Maintains SpO2 = 90 %
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Significant Facial
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Continue BVM
Supplemental Oxygen

Exit to
Appropriate Protocol

Continue Ventilation / Oxygenation
Maintain SpO2 = 90 %
EtCO2 35 - 45
Ventilate 8 — 10 breaths / minute
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Notify Destination or
Contact Medical Control

Protocol 3

Any local EMS System changes to this document must follow the NC OEMS Protocol Change Policy and be approved by OEMS
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A failed airway occurs when a provider begins a course of airway management by endotracheal intubation and identifies that
intubation by that means will not succeed.

Conditions which define a Failed Airway:
1. Failure to maintain adequate oxygen saturation 90 % or greater after 2 or more failed intubation attempts.

2. Three (3) failed at intubation by the most experienced prehospital provider on scene even when adequate oxygen saturation 90 %
or greater can be maintained.

3. Unable to maintain adequate oxygen saturation 90 % or greater with BVM techniques and insufficient time to attempt alternative
maneuvers. A patient near death or dying.

The most important way to avoid a failed airway is to identify patients with expected difficult airway, difficult BVM
ventilation, difficult BIAD, difficult laryngoscopy and / or difficult cricothyrotomy.

Please refer to Protocol 1, Adult Airway page 2 for information in how to identify the patient with potential difficult airway.

Position of patient:

In the field setting improper position of the patient and rescuer are responsible for many failed and difficult intubations. Often this is
dictated by uncontrolled conditions present at the scene and we must adapt. However many times the rescuer does not optimize
patient and rescuer position. The sniffing position or the head simply extended upon the neck are probably the best positions. The
goal is to align the ear canal with the suprasternal notch in a straight line.

In the obese or late pregnant patient elevating the torso by placing blankets, pillows or towels will optimize the position. This can be
facilitated by raising the head of the cot.

Use of cot in optimal patient / rescuer position:
The cot can be elevated and lowered to facilitate intubation. With the patient on the cot raise until the patients nose is at the level of
your umbilicus which will place you at the optimal position.

Trauma: Utilize in-line cervical stabilization during intubation, BIAD or BVM use. During intubation or BIAD the cervical collar front
should be open or removed to facilitate translation of the mandible / mouth opening.

Cricothyrotomy / Surgical Airway Procedure:
Use in patients 12 years of age and greater only. Percutaneous transtracheal jet ventilation is used in younger patients.

Relative contraindications include:
Pre-existing laryngeal or tracheal tumors, infections or abscess overlying the cricoid area.
Hematoma or anatomical landmark destruction / injury.

o If first intubation attempt fails, make an adjustment and then consider:
o Different laryngoscope blade / Video or other optical laryngoscopy devices
e Gum Elastic Bougie
e Different ETT size
e Change cricoid pressure. Cricoid pressure no longer routinely recommended and may worsen view.
o Apply BURP maneuver (Push trachea Back [posterior], Up, and to patient's Right)
e Change head positioning
e Continuous pulse oximetry should be utilized in all patients with an inadequate respiratory function.
e Continuous EtCO2 should be applied to all patients with respiratory failure or to all patients with advanced airways.
e Notify Medical Control AS EARLY AS POSSIBLE about the patient's difficult / failed airway.
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	3notes: A failed airway occurs when a provider begins a course of airway management by endotracheal intubation and identifies that intubation by that means will not succeed. 
 
Conditions which define a Failed Airway:
 
1.  Failure to maintain adequate oxygen saturation 90 % or greater after 2 or more failed intubation attempts.
 
2. Three (3) failed at intubation by the most experienced prehospital provider on scene even when adequate oxygen saturation 90 %  or greater can be maintained.
 
3. Unable to maintain adequate oxygen saturation 90 % or greater with BVM techniques and insufficient time to attempt alternative  maneuvers.  A patient near death or dying. 
 
The most important way to avoid a failed airway is to identify patients with expected difficult airway, difficult BVM ventilation, difficult BIAD, difficult laryngoscopy and / or difficult cricothyrotomy.
 
Please refer to Protocol 1, Adult Airway page 2 for information in how to identify the patient with potential difficult airway.
 
Position of patient:
In the field setting improper position of the patient and rescuer are responsible for many failed and difficult intubations.  Often this is dictated by uncontrolled conditions present at the scene and we must adapt.  However many times the rescuer does not optimize patient and rescuer position.  The sniffing position or the head simply extended upon the neck are probably the best positions. The goal is to align the ear canal with the suprasternal notch in a straight line.
 
In the obese or late pregnant patient elevating the torso by placing blankets, pillows or towels will optimize the position. This can be facilitated by raising the head of the cot.   
 
Use of cot in optimal patient / rescuer position:
The cot can be elevated and lowered to facilitate intubation.  With the patient on the cot raise until the patients nose is at the level of your umbilicus which will place you at the optimal position.
 
Trauma:  Utilize in-line cervical stabilization during intubation, BIAD or BVM use.  During intubation or BIAD the cervical collar front should be open or removed to facilitate translation of the mandible / mouth opening.
 
Cricothyrotomy / Surgical Airway Procedure:
Use in patients 12 years of age and greater only. Percutaneous transtracheal jet ventilation is used in younger patients.
 
Relative contraindications include:
Pre-existing laryngeal or tracheal tumors, infections or abscess overlying the cricoid area.
Hematoma or anatomical landmark destruction / injury.
 


