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IN THIS STATION WE WILL BE LOOKING AT AIRWAY MANAGEMENT  
 

 



The Laryngeal Mask Airway 
 

Dr Archie Brain developed the Laryngeal Mask Airway in the 
UK during the 1990s.  Its widespread introduction has 
revolutionised Anaesthetics.  These devices can be used for 
many day case type procedures and are also very useful in 
the Management of the Emergency Airway especially where 
attempts at Intubation have failed.  They are increasingly 
recommended in the management of Cardiac Arrests. 
These airways are sometimes called ‘Supraglottic Devices’: 
 

Laryngeal Mask Airway 

 
Insertion is similar to placing 
an Oropharyngeal Airway.   
 

It is done by sliding device 
with steady pressure into the 
mouth towards the floor then 
round the back of the tongue 
with pressure towards your 
hips.  You may feel a ‘pop’ 
 

 
 

‘Supreme’ and ‘Pro-seal’ 
Laryngeal Mask Airways 

 
 

‘’I-Gel’ Laryngeal Mask 
Airway 

 

 
 



 
The ‘Fas-track’ (Intubating) 
Laryngeal Mask Airway 

 

 
 

 
As the LMA device slides 
in you should see & feel a 
‘pop’  
 

Inflate the device before 
attempting to ventilate. 
 

Advanced devices have a port 
for a Nasogastric tube. 

 

The Airtraq device and Fibreoptic Intubation 
 

The Airtraq was developed in Spain for ‘difficult intubations’ 
and is favoured by some for intubating trauma patients 
where C-spine immobilisation is preferable. 
 

      
 
It is inserted into the mouth with an Endotracheal tube 
mounted.  The light on the end of the device initially flashes 
and remains on with an eyehole on top of the Airtraq used 
for visualising the cords and therein making an attempt at 
intubation of the trachea. 
 

Airtraq 
Device 



     
 

Other complex techniques are used selectively by airway 
specialists (anaesthetists) for securing an airway.  These may 
include ‘awake’ intubation by ‘blind nasal’ route or ‘fibreoptic’ 
method.  This is often facilitated by the use of sedation and 
local anaesthesia.  In addition recent developments in 
technology have increased the availability of devices such as 
the Glide Scope.  This is likely to be widely available in the 
future and provides excellent views on an electronic viewing 
screen but is currently retailing at around 15000 dollars and is 
therefore not available in all Australian Hospitals.  

Fibreoptic 
Intubation 

Glide Scope® Blind Nasal 
Intubation 



The Surgical Airway and Cricothyroidotomy 
 

ED physicians rarely do 
Surgical Airways and most 
doctors will never carry out 
this procedure.  However, 
it may be indicated in a 
situation where the doctor 
can neither ventilate nor 
intubate the patient. 
(Please note that this 
situation is rare)   
 

More commonly surgical 
airways are done by ENT 
surgeons for patients with 
a supraglottic obstruction 
such as Laryngeal 
Tumours: 
 

 
  
 



Jet Insufflation 
 

 
Jet Insufflation can be used to oxygenate the patient where 
bag mask ventilation becomes impossible or inadequate. 
 
It can be done simply by needle cricothyroidotomy and 
connection to the wall oxygen supply at high flow.  A hole is 
cut in the oxygen tubing with the doctor’s thumb used to 
occlude the hole intermittently and therein oxygenate the 
patient.  This method is only used for a short period, as CO2 
will accumulate due to no gases being able to come out of 
the lungs.  The method my buy time while a definitive airway 
is established and may be especially useful in children and in 
adults where ventilation is impossible. 
  

    
 


