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MARE BEST USE

A Message by Mentor Duo Specially for you,

®  Read the notes thoroughly, they are absolutely concise.

crisp & conceptual and hence it is best advised not to

add & lot of extra information 10 them as that will
dilute the quality.

®  Images have been provided alongide to aid in bester
understanding and also help you solve image-based
guestions, these images have been specially picked by
the faculsy so have a high probabilisy of being asked

in exams,

*  Notes are handuwritten in a way to help make them
easier 1o retain, a los of sables, graphs and algorithms
have been wsed o simplify the learning,

*  While reading notes try and use the CFAQ technique —

A. Use the C to denote concept part in the notes and ensure You are clear with this part in
the first go if not then it’s advisable to listen 10 this part of the video from your course,

B. Use the F To denotes facts in your notes, it is okay if you can’t remember them in first go
bus will need repeat reading. But these Jacts are important for exams as they could be
integrated to clinical questions.

C. Use A 1o denote applied pares, this is how concepts and facts are asked indirectly in exams.
This will also help you develop MCQ solving skill,

D. Use Q to denote areas where faculty has said it's a direcs question or a PYQ or 4 potential
question,

*  This technique will help you summarize your notes In way that your second reading will become
' easy and faster.

*  Active space has been provided with these notes to make Your own annotations alongside and this
will help you maintain one single notebook Jor one subject.

" Ty and solve MCQs with every topic from DQB. Your goal should be to start with at least 30
MCQs every day and then increase 1o at least 50 MC Qs every day. Also, when you do a topic wrong
write it alongside the notes that this vopic needs to be read again but mark only the specific area
that you have done wrong not the whole topic.

= Afser the topic is covered then in the active space try and summarize the topic in the form of mind
map. This will belp in active recall and make JYour revision easier.
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: 25 : * LOCALANESTHETICS
GENERAL ANESTHESIA MACHINE & CRITICAL &
ANESTHESIA BREATHING CIRCUITS CARE & CPR -
. 55 ol . REGIONAL ANESTHESIA

GENERAL ANESTHESIA-STEPS

i s : B e vy S S T [ e — =
AeSeeaTVE  MONITORING INDUCTION BAG & MASK
PREPARATION (vagems) R ATN
- W e oL L A e
EXTUBATION & :

PosT REVERSAL & NM MAINTAINENCE iy

cE:iAREN E MONITORING (inhaled agents) relaxants)

s | oo MR e

Preoperative Assessment & Preparation

ASSESSMENT PREPARATION
L- Airway Assessment * Control Of Perioperative Medications
o prevent hypoxia induced cardiaé arrest
* Risk Assessment |+ Premedication |

* Preoxygenation




Predictors of difficult bag & mask ventilation

OBESE

|
"O: Obese individual { BT > 30kg\m2) ﬂ & Look externally

B: Bearded individual

{facial trauma, large incisors,
ot ibeard or moustache, large tongue,
‘ .. | high arched palate) 20
e
!
13-3-2 rule

"E: Edentulous individual { no teeth)

/5. H\O of Snoring ( Obs’rruchvz Sleep Apnea) ; ;O Ibstruc

Fe } ),

'E: Elderly (age > 55 years)

b"

|
{(Mallampati score 2 3}

= |
s- - £t |

(epiglottitis, peritonsiliar
§ abscess, trouima)

¥ N:

| (imited neck mobility) |

cdi) 3

b

Bag & mask ventilation

Laryngoscopy & intubation

EVALUATE 3-3-2

DISTANCE CRITERIAFORDIFFICULTARWAY
1 mﬂ\ opemng\ Intermc:sor gap >3 fmger breadfhs | \. { 18,
Reguired f .I\. FOSCop | <2 FB-{ nat 4 :t’/
' — NP
Z:Hyomen'rnl distance >3 finger breadThs =
'3: Thyrohyoid distance >2 finger breadths B
e )

P

4) TMD(Thyromental distance)

| Normal > 65 cms

(Patil's test) Abnormal < 6¢cms p .
5) SMD(Sternomental distance) Distance between manubrium sterni & chin
| (Savva's test) Normal>12.5 cms

BEQT PREDI
(4] s K ENALAF

DIFFICUI AIRWAY




PRE-OPERATIVE ASSESSMENT

MALLAMPATTI GLASSIFICATION " cormors

used Airway
Assessment
i gis Tool

Instructions to the patient
w *  Open the mouth wide
~*  Protryde fongue

ANATOMY ON MOUTH OPENING "

Measures: __Relative size of Tongue with seapect 1o Orophikeyms

Class il

is visible

- Rare

- No Relation to Difficulty
 MALLAMPATI CLASS o it o
!iw 17 Partml Vlew X : X
,quu o Tip is Missing | Only Base Visible X
SorTPAATE Ui i - R ; Ve | X

| ' HARD PALATE v | v v’ v

| INTERPRETATION EA.SY DIFF ICULT E
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Cormack And Lehane Classification
(Direct Laryngoscopy)

! Posterior
+ Commisure
(FC)

Cactitagy

Grade | Grade il

RANGE OF MOTION

, ‘ IDEAL POSITION FOR INTUBATION
Z = 1

'NAMES |
| DE—
St | Positions .
MEERTS 1 Extension Flexion |
Ring Pillow/  yointsinvolved | T omeE |0 .. ...
Doughnut. ' Atlanto-Occipital Joint  Lower Cervical Joint
e = e - e

A
Pharyrnesl ave
gy Aligns the axes to
make laryngoscopic

view better.
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Pre-operatrve Assessvent (g

~ Modified Position
HELP (Head Elevated . oscopy Position) \ RAMP Position (Neetq)

| INDICATIONS CRITERIA
& Pillows under Neckand |
Obese Shoulder. |
- Patient with | - Ear in‘Line with Suprasternal
Large Breasts ‘ Notch. :

IMPORTANT POINTS

* Thyromental ond sternomental distance are important predictor of difficult airway.

© Mallampati classification is.most used but is.a subjective scale.

* Class IIT & IV in both Mallampati and Cormack and lehane classification are suggestive of dif ficult
airway3

© MPE 0 : epiglottis visible on mouth opening & cant comment about the difficulty of airway

o Ideal position of intubation (sniffing position) causes the 3 axes (oropharyngeal , laryngopharyngeal
and visual axis Jto come in same line thus making intubation easier.

¢ HELP (Head Elevated Laryngoscopy Position) \ RAMP position

o Inobese patients, considerable shoulders and head elevation may be necessary so that an imaginary .
horizontal line connects the patient's sternal notch with the external auditory meatus.
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1.2 AIRWAY MANAGEMENT

o femporay | Permanent

T Facomask 7 T Airways  Endotracheal tube | Tracheostory fube'
l s | ’\, e 3

‘I{ T v Cuffed
Bag & Mask | Jy \ [
ventilation ~ Secure Airway/
Definitive
Airway
fels
-, e

w»—‘ﬂ”
~

F
Bag & Mask Ventilation (BMV)
Bag = Artificial \ Manual Resuscitator \ Face Mask
i AMBU Bag _

+ Simplest and most non-invasive

GIFFERENT FARTS OF M iNUAL-RESUSCITATOR » - Administration of gas to the
patient from the breathing . o
system without infroducing =

el any apperatus info the
Rt e patient’s mouth.

e + Physiologically : increase in dead space
L ‘ + Decreasing order of dead space associgted with different
2 — airway devices.

FACE MASK > SAD > ETT

| Shnce-cseacncoom =~ EXCEPT : Use of long
Maximum FiO2 delivered: Drawback: Increased risk of aspiration ETT in a Preterm
Neonate.
Volume of bag :
Adult :
Child:
Neonate :

Pressure at which pop off valve opens:

e —————— "




1. Opaque
e i3 2. No Marking

3. Doesn't h
Connector

Purpose: Rz © PrevemtsTongwe Fall

‘l :

Guedels Alr‘way_ =  Nosal Trumpet o E
. [Hard Plastic *. Scﬁ Silicon v -
. Prevents tongue fall & biting To.apply continuous positive airv airway
Prevents biting and occluding of an oral pressure (CPAP)
tracheal tube » To dilate the nasal passages in

preperation for nasotracheal intubation

Appropriate . Verfical Distance Between Angle Of Tragus To Nose
Size(neetq) Mandible & Central Incisor '

‘OR

< Distance Between External Auditory
Meatus To Angle Of Lip

Advantages . Easier toinsert . Befterfolerated in semi awake

. Lesstraumatic patients.
Preferable in loose tooth
Useful in restricted mouth

Disadvantages & * Pharyngeal and Iuryngenl reflexes shouldbe . Risk of bleeding in patients on
limitations depressed anticoagulation
- A basilar skull fracture
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SUPRA GLOTTIC AIRWAY DEVICE (SAD)\
LARYNGEAL MASK AIRWAY (LMAN
EXTRAGLOTTIC AIRWAY DEVICE (EAD)

15 mm Connechor e

ks Apasture Bam “n\
[ .,
fl Avway e
Caft ~
X — o koe
7
—— Infisign
Fibol Baloon
wm‘l

Max. Suppression : AOC= PROPOFOL

 ADVANTAGES OF LMA OVER

. Better ventilation

. Hands free operation

. Less OT pollution

. Can be used for longer time
- No jaw pain

FACEMASK

ENDOTRACHEAL . Less anesthetic requirement
TUBE . No need of
. No damage to
. Useful evenin
. Less -operative sore throat
. Easier to learn and insert

Ideal position of SAD:  ©
Tip of the sad is in front of

TONDITACTIC

DISADVANTAGES OF LMA OVER

. More incidence of

. Doesn't prevent the

. Not useful in

of upper airway

i = A SR =T
e e B e b sl
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USES CONTRAINDICATIONS
+ AsAnAlternate TOETT - Distorted Upper Airway Ahatomy
* InProfessional Singers *° - Er&gééné; Sﬁ;ger;{r\—l"ﬁ Stomach Patients
- Difficult Airways (PLANB)
. Cpp B 7. ‘
- Endotracheal i intubation (without
Iaryngoscopy)
SAD CLASSIFICATION
| 1STGENERATION 2%0 GENERATION
. Qniyvem«!amgfube mLMA desugn i Ven‘hla'rmgfubugasmc dram tube ;7:_:_____
* Older device '+ Newer device - :
biE B{ﬂef gf_'otectlonagmnsr aspnraﬂon (not secur'le) py

0 5 Eg: LMA proseal No particular shape
LMA uniquc
e L L 3 al
L’ Disposable A4 sigreme Anatomic

)y I
¢ Supreme

5 4

M LMN
' Sizes Avaflable 8 (1 1, 5’2,2'5’3,4’5’6) -Proseal

Max Intracuff Prcssqre 60cm of water A
Most Common Size Used: R

Adult male: 5 S

Adult female : 4 ! . )
Child ( 30-50 kgs) : 3 1 e

-+ Special SAD \ Intubating LMA\ LMA Fastrach @
Intubate Trachea [ —
INDICATION- Junstable -
cerv1cal spme mjury
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» Maciniosﬁ blade Miller’s blade
- Cuffed Blade )
- Adult - Straight Blade
- Most commonly Used - Pediatric Intubation

Correct
grip.
Fareatms
aod blode
eligned.

dedihg Laryngoscopef Insertion Applied force

Forward & Upwards

Left Hand Right angle of Mouth

* Most Common Complication: Trauma to Upper Central Incisors
essure (BURP) Maneuver\

Backward, Upward, And Rightward Pr
nipulation (OELM)

Optimal External Laryngeal Ma
. Maneuver to improve visualization of vocal cords during insertion

/[;{;tg,fff: v
7 3 v
{é 1? L‘
N e Thyroid -
“E ; /"P l‘x Cartilage - Y
. / iy /j }'\ i 3 E L M

% IMPVMT



PRE-OPERATIVE ASSESSMENT ( 13

Dlﬂicult Airway Society (DAS) leﬁcult intubation gmdehnes
- Anticipated difficult airway Unanticipated difficult airway

Gold Standard : Awake Flbropnc | - Seen after
Bronchescopy guided Intubation': 7 Induction:.

e T,

PLAN o eoNceer  ACTION ""—f e

e ———

---Fnc:musk Ventilation & Lur}ngoscopy& intubation -

(Difficult Airway)

B Oxygemmon Usmg Sad | SAD insertion e

€ Face Mask Ventilation  Final attempt at face mask ventilation &
‘waking up the patient

- CICO - Can’t lnmbate Can’t Oxygenate

D Front Of Neck Access Emer'gency cricofhyr'oidofdﬁi&r

ENDO TRACHEALTUBE

+
et Marying




| Parts of ETT

1 Murphy’é Eye

Murphy’s Tube
- Adult

Allows secondary ventilation route in  Improves visualization of vocal cords durmg
case main lumen is blocked by carina\  intubation

secretions

ﬁ, ; ~ Pediatric
[ "-% *  Tube

Advan‘rages

Tracieal well

... Disadvantages
cOnTaRl AT

~ » Materid

»  Max intracuff
pressure

~ + Volume of air

for inflation

PVC
<2smmHg
4-8 mL

2 Bevei (aiways faces left) ” 3 Cuff
Tohige ot e e tme |
'USE
;1) Prevents Aspiration
'2) Prevents leak of
Gases
CUFF TY PES
LOW PRESSURE 7 HIGH PRESSURE
HIGH VOLUME CUFF LOW VOLUME CUFF
Less R/O Tracheal No R/O
Stenosis Aspiration
R/O Micro High R/O
Aspiration Tracheal Stenosis

Red Rubber

Obsolete



APPROPRIATE SIZE

Size description: internal dmme’rer ( mm) r'ange 2510105 mm ID , cuffed & uncuffed

_ Adult - : Pedlatnc
‘Mde: 750G . Concept: pediatric larynx is conical in shape
Female: 70r 7.5 - Narrowest part: cricoid cartilage)
o : (Sub GIotuc)

Depth of insertion; 21-23 €M Uncuffed tube till 8 yearsofage
Prevent post Extubation Stndor o

TAGE | TuBEsizE | DEPTH OF INSERTION

25\3mmid  Size*3ems

Term neonate 3\35mmid  Same

Uptotyear 4Smmid Same
After tyear (492\4)4'4mm (Age\D)+12

Conﬁrmatlon of placement trachea\esophagus???

» SUREST SIGN: Vlsualuatlon of VC during
“.7  Insertion.

o‘mm'
ESOPHAGEAL INTUBATION
* MOST COMMONLY USED: Persistant
Capnograph 2o
T
f TRACHEAL ITUBATION
Virsr
INDICATIONS CONTRAINDICATIONS v
* Restricted mouth opening |+ Base of skull fracture IntraCerel
* Oral surgeries * Csf rhinorrhea ] :v11g:3;1::
* Cervical spine injury * Bleeding tendency
R/0O
B * Nasal polyps Bleeding




COMPLICATIONS

" At intubation T W‘Ee_bae_tube E@ﬁ - | After extubatio-ni‘
1 i
| |
Feonhacns) > | Intubation Sore Throat
Esophagus) _
Breath

'HR&BP o

- Arrythmia
' ICP & 10P
ardiac Arrest No Role : Capno

1 4

|y il are
Standard

=Lardaias A

IMPORTANT POINTS

is simplest and most non invasive airway device
Nasopharyngeal airway is useful in
Appropriate size of oropharyngeal airway is by distance between

LMA is an airw&y device between facemask and endofracheai fube
LMA classic is available in 8 sizes
is most common used for adult females and 5 for adult males
is the most common used blade of laryngoscope
Most common injured structure during laryngoscopy is
Most PV/C endotracheal tubes have
is a better criterion for tube size selection in paediatric patients
Gold standard technique of confirmation of placement of ETT is



