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The recently published 2022 ASA guidelines 
for managing the difficult airway are a signifi-
cant change from previous guidelines. These 
changes are meant to assist clinicians in deci-
sion-making. As airway management equip-
ment improves, human factor concerns, 
team-based performance, and cognitive errors 
remain hurdles to safe airway management. 
Change can be difficult and, in this article, the 
authors highlight some of the important 
changes to the guidelines.  

Robert Glazer, founder and chairman of the 
Board of a global partner marketing agency, 
shares a blog every Friday called “Friday For-
ward,” which we highly recommend (https://
www.robertglazer.com/fridayfwd/). In it, he 
described the four stages of change:

1. Confusion and surprise—“Huh? why did you 
change that?” 

2. Reacting to differences—“Why is this differ-
ent, not sure I like that.”

3. Pining for the past—“Oh, I wish I had the old 
version back, this sucks.”

4. Adaptation and acceptance—“Hmm, this 
may actually be better, I think I like it.”

Many of you may have had one of these 
reactions to the new ASA practice guidelines 
for managing the difficult airway. Regardless of 
which stage of change you're in, this article will 
highlight changes to the guidelines and usher 
you closer to the final stage of change.

GUIDELINE HISTORY 
The initial ASA Practice Guidelines for Man-

agement of the Difficult Airway were published 
in 1993. Since then, the ASA Committee on 
Standards and Practice Parameters (now the 
Committee on Practice Parameters) has been 
tasked with reviewing each guideline published 
by the various task forces every five years. 
Additionally, each guideline must undergo a 
complete revision at least every ten years. This 
version, published in January 2022, is the revi-
sion of the 2013 ASA Guidelines.1 This article 
summarizes the fundamental changes to the 
previous guidelines and emphasizes important 
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considerations to enhance patient safety in 
airway management.

NEW INTERNATIONAL PERSPECTIVES 

The guidelines were developed by a task 
force of 15 members, including anesthesiolo-
gists and methodologists representing the 
United States, India, Ireland, Italy, Switzerland, 
and several subspecialty organizations.

GUIDANCE FOR BOTH PEDIATRIC 
PATIENTS AND ADULTS 

Traditionally, these guidelines have focused 
on adult airway management. However, anes-
thesia professionals are increasingly managing 
children. These guidelines include evidence 

and expert opinion on pediatric difficult airway 
management, which is a significant change that 
makes the guidelines more comprehensive. 

NEW TECHNOLOGY, LITERATURE, AND 
EXPERT OPINION EVIDENCE

This update summarizes evidence from 
reviewing thousands of abstracts pared down 
to 560 references. Additionally, this iteration 
surveyed expert consultants, ASA members, 
and ten participating organizations on topics 
where the scientific evidence was scant or 
equivocal. It also updates the equipment and 
technology available for standard and difficult 
airway management.  

CITATION: Fiadjoe JE, Mercier D. Anesthesia Patient 
Safety Foundation update: 2022 American Society of 
Anesthesiologists practice guidelines for management 
of the difficult airway. APSF Newsletter. 2022;37:47–53.
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EMPHASIS ON OXYGEN DELIVERY 
AND CO2 CONFIRMATION 

This version emphasizes oxygen administra-
tion throughout difficult airway management 
and during extubation. Additionally, it empha-
sizes using capnography to confirm tracheal 
intubation as in previous versions. 

SITUATIONAL AWARENESS OF 
ATTEMPTS, THE PASSAGE OF TIME, 

AND OXYGEN SATURATION
These updated guidelines emphasize the 

importance of paying attention to the elapsed 
time during airway management. Too often, a 
team can suffer from task fixation, leading to 
multiple attempts using a single approach and 
failure to consider alternatives. Additionally, 
awareness of the oxygen saturation can enable 
early intervention and decision-making and 
limit the number of attempts. This increased sit-
uational awareness may help clinicians prog-
ress steadily through their planned airway 
management and recognize the need for a sur-
gical airway earlier. A team-centered approach 
is best, and one approach is to assign an 
observer not involved with direct airway man-
agement as the arbiter of task fixation.

PRE-INDUCTION DECISION CHART 
FOR AWAKE VS. ASLEEP 
AIRWAY MANAGEMENT 

Previous guidelines have been valuable for 
planning and identifying potential obstacles 
in developing a difficult airway management 
strategy. They included questions that helped 
with decision-making regarding awake 
airway management. However, judgment 
errors (i.e., not performing awake intubation 
when indicated) have led to failed airway 
securement, according to several reviews.2,3 
To further support decision-making, this update 
includes a decision tree to aid in determining 
when awake airway management is indicated 
(Figure 1, Part 1). This decision tree is an extension 
and evolution of a work product published in 
2004 by a task force member and adapted for 
the 2022 ASA algorithm.4 Awake intubation of 
the adult patient should be considered when 
there is (1) difficult ventilation (face mask/supra-
glottic airway), (2) increased risk of aspiration, (3) 
intolerance of brief apnea, or (4) expected diffi-
culty with emergency invasive airway access. 

Additionally, the new figures directly 
address the unanticipated difficult airway by 
including entry points after failed intubation 
after routine induction.

Figure 1, Part 2: Difficult Airway Infographic for Adult Patients.

See footnotes  a-m on next page.

Reproduced and modified with permission (Wolters Kluwer Health, Inc.). 
Apfelbaum JL, et al. 2022 American Society of Anesthesiologists 
practice guidelines for management of the difficult airway. 
Anesthesiology. 2022;136:31–81.
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The Updated Guidelines Focus on Time Elapsed During Airway Management

NEW ALGORITHMS AND 
INFOGRAPHICS FOR ADULT AND 

PEDIATRIC DIFFICULT AIRWAY 
MANAGEMENT

Tremendous time and effort were spent 
improving the new infographic’s flow and “real-
time” usability. The new algorithm now includes 
a section that includes options involved in 
deciding to proceed with an awake airway 
(Figure 1, Part 2) as well as a section that is more 
amenable to "real-time" use (Figure 1, Part 3). 
The graphical design flows more like a cogni-
tive aid than an algorithm, but requires review 
and familiarity before real-time use.

Both infographics are color-coded to repre-
sent the ability to ventilate. Green represents 
easy ventilation, yellow marginal, and red 
impossible ventilation. A time-out should occur 
before the start of airway management to dis-
cuss the care plan. 

The team should identify the primary airway 
manager, the backup airway manager, the 
equipment to be used, and the person available 
to help if feasible. Both infographics highlight 

the importance of assessing ventilation after 
each attempt or intervention; the results of this 
assessment may move the clinician to a differ-
ent point in the algorithm. 

The pediatric algorithm highlights three main 
tools for managing a child with a difficult airway: 
the supraglottic airway (SGA), flexible intubation 
scope (FIS), and video laryngoscopy (VL) (Figure 
2). These devices can be combined (e.g., FIS + 
SGA or FIS +VL) if they fail individually. These 
tools are most applicable to use in the easy ven-
tilation zone; however, when ventilation is diffi-
cult, the clinician should focus on their best 
attempts to reestablish ventilation using a face-
mask, supraglottic airway device, and adjuncts, 
as well as their best attempt to perform tracheal 
intubation with the technique most likely to be 
successful. Both infographics highlight the 
importance of limiting attempts. The pediatric 
algorithm highlights the importance of distin-
guishing between functional and anatomical 
obstruction as their treatments differ. 
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See “Difficult Airway Guidelines,” Next PageFigure 1, Part 3: Difficult Airway Infographic for Adult Patients.

Difficult airway infographic: Adult patient example. This figure provides three tools 
to aid in airway management for the patient with a planned, anticipated difficult, or 
unanticipated difficult airway. Part 1 is a decision tool that incorporates relevant 
elements of evaluation and is intended to assist in the decision to enter the awake 
airway management pathway or the airway management with the induction of 
anesthesia pathway of the ASA difficult airway algorithm. Part 2 is an awake 
intubation algorithm. Part 3 is a strategy for managing patients with induction of 
anesthesia when an unanticipated difficulty with ventilation (as determined by 
capnography) with a planned airway technique is encountered. a. The airway 
manager’s assessment and choice of techniques should be based on their previous 
experience; available resources, including equipment, availability, and competency 
of help; and the context in which airway management will occur. b. Review airway 
strategy: Consider anatomical/physiologic airway difficulty risk, aspiration risk, 
infection risk, other exposure risk, equipment and monitoring check, role 
assignment, and backup and rescue plans. Awake techniques include flexible 
intubation scope, videolaryngoscopy, direct laryngoscopy, supraglottic airway, 
combined devices, and retrograde wire-aided. c. Adequate ventilation by any 
means (e.g., face mask, supraglottic airway, tracheal intubation) should be confirmed 
by capnography, when possible. d. Follow-up care includes postextubation care 
(i.e., steroids, racemic epinephrine), counseling, documentation, team debriefing, 
and encouraging patient difficult airway registry. e. Postpone the case/intubation 
and return with appropriate resources (e.g., personnel, equipment, patient 
preparation, awake intubation). f. Invasive airways include surgical 
cricothyroidotomy, needle cricothyroidotomy with a pressure-regulated device, 

large-bore cannula cricothyroidotomy, or surgical tracheostomy. Elective invasive 
airways include the above, retrograde wire-guided intubation, and percutaneous 
tracheostomy. Other options include rigid bronchoscopy and ECMO. g. Invasive 
airway is performed by an individual trained in invasive airway techniques, 
whenever possible. h. In an unstable situation or when airway management is 
mandatory after a failed awake intubation, a switch to the airway management with 
the induction of anesthesia pathway may be entered with preparations for an 
emergency invasive airway. i. Low- or high-flow nasal cannula, head elevated 
position throughout procedure. Noninvasive ventilation during preoxygenation. j.
The intent of limiting attempts at tracheal intubation and supraglottic airway 
insertion is to reduce the risk of bleeding, edema, and other types of trauma that 
may increase the difficulty of mask ventilation and/or subsequent attempts to secure 
a definitive airway. Persistent attempts at any airway intervention, including 
ineffective mask ventilation, may delay obtaining an emergency invasive airway. A 
reasonable approach may be to limit attempts with any technique class (i.e., face 
mask, supraglottic airway, tracheal tube) to three, with one additional attempt by a 
clinician with higher skills. k. Optimize: suction, relaxants, repositioning. Face mask: 
oral/nasal airway, two-hand mask grip. Supraglottic airway: size, design, 
repositioning, first versus second generation. Tracheal tube: introducer, rigid stylet, 
hyperangulated videolaryngoscopy, blade size, external laryngeal manipulation. 
Consider other causes of inadequate ventilation (including but not limited to 
laryngospasm and bronchospasm). l. First versus second generation supraglottic 
airway with intubation capability for initial or rescue supraglottic airway.  
m. Videolaryngoscopy as an option for initial or rescue tracheal intubation.

Reproduced and modified with permission (Wolters Kluwer Health, Inc.). Apfelbaum JL, et al. 2022 American Society of Anesthesiologists 
practice guidelines for management of the difficult airway. Anesthesiology. 2022;136:31–81.
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Figure 2: Difficult Airway Infographic: Pediatric Patients

From “Difficult Airway Guidelines,” Preceding Page

New Airway Guidelines Are the First to Include Both Adult and 
Pediatric Airway Management 

See “Difficult Airway Guidelines,” Next Page

Difficult Airway Infographic: Pediatric Patients

Difficult airway infographic: Pediatric patient example. A. Time Out for identification of the airway management plan. A team-based approach with identification of the 
following is preferred: the primary airway manager and backup manager and role assignment, the primary equipment and the backup equipment, and the person(s) available to 
help. Contact an ECMO team/otolaryngologic surgeon if noninvasive airway management is likely to fail (e.g., congenital high airway obstruction, airway tumor, etc.). B. Color 
scheme. The colors represent the ability to oxygenate/ventilate: green, easy oxygenation/ventilation; yellow, difficult or marginal oxygenation/ventilation; and red, impossible 
oxygenation/ventilation. Reassess oxygenation/ventilation after each attempt and move to the appropriate box based on the results of the oxygenation/ventilation check.  
C. Nonemergency pathway (oxygenation/ventilation adequate for an intubation known or anticipated to be challenging): deliver oxygen throughout airway management; 
attempt airway management with the technique/device most familiar to the primary airway manager; select from the following devices: supraglottic airway, videolaryngoscopy, 
flexible bronchoscopy, or a combination of these devices (e.g., flexible bronchoscopic intubation through the supraglottic airway); other techniques (e.g., lighted stylets or rigid 
stylets may be used at the discretion of the clinician); optimize and alternate devices as needed; reassess ventilation after each attempt; limit direct laryngoscopy attempts (e.g., 
one attempt) with consideration of standard blade videolaryngoscopy in lieu of direct laryngoscopy; limit total attempts (insertion of the intubating device until its removal) by 
the primary airway manager (e.g., three attempts) and one additional attempt by the secondary airway manager; after four attempts, consider emerging the patient and 
reversing anesthetic drugs if feasible. Clinicians may make further attempts if the risks and benefits to the patient favor continued attempts. D. Marginal/emergency pathway 
(poor or no oxygenation/ventilation for an intubation known or anticipated to be challenging): treat functional (e.g., airway reflexes with drugs) and anatomical (mechanical) 
obstruction; attempt to improve ventilation with facemask, tracheal intubation, and supraglottic airway as appropriate; and if all options fail, consider emerging the patient or 
using advanced invasive techniques. E. Consider a team debrief after all difficult airway encounters: identify processes that worked well and opportunities for system 
improvement and provide emotional support to members of the team, particularly when there is patient morbidly or mortality.

Developed in collaboration with the Society for Pediatric Anesthesia and the Pediatric Difficult Intubation Collaborative: John E. Fiadjoe, MD; Thomas Engelhardt, MD, PhD, 
FRCA; Nicola Disma, MD; Narasimhan Jagannathan, MD, MBA; Britta S. von Ungern-Sternberg, MD, PhD, DEAA, FANZCA; and Pete G. Kovatsis, MD, FAAP.

Reproduced and modified with permission (Wolters Kluwer Health, Inc.). Apfelbaum JL, et al. 2022 American Society of Anesthesiologists practice guidelines for 
management of the difficult airway. Anesthesiology. 2022;136:31–81.
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Figure 3: ASA Difficult Airway Algorithm: Adult Patients.

From “Difficult Airway Guidelines,” Preceding Page

ASA Difficult Airway Algorithm for Adult Patients 

See “Difficult Airway Guidelines,” Next Page

Pre-Intubation: Before attempting intubation, choose between either an awake or post-induction airway strategy.
Choice of strategy and technique should be made by the clinician managing the airway.1 

Suspected di�cult laryngoscopy?

Suspected di�cult ventilation with face mask/supraglottic airway?

Significant increased risk of aspiration?

Increased risk of rapid desaturation?

Suspected di�cult emergency invasive airway

Proceed with intubation attempt

Awake
Intubation3

Airway electively secured by
invasive access5 FAIL SUCCESS

FAIL

FAIL
Consider other options4

Postpone the case

SUCCESS

FAIL or deteriorating ventilationSUCCESS

SUCCESSFAIL

Proceed with intubation attempt
Always evalutate for emergency invasive airway

Any one factor alone (assessed 
di�culty with intubation or 
ventilation, or aspiration or 
desaturation risk) may be 
clinically important enough to 
warrant an awake intubation.

Other patient factors may 
require an alternative strategy 

YES YES

YES NO

NO

OPTIMIZE
OXYGENATION
THROUGHOUT2

LIMIT ATTEMPTS AND CONSIDER
AWAKENING8 THE PATIENT EMERGENCY PATHWAY

LIMIT ATTEMPTS AND BE AWARE
OF THE PASSAGE OF TIME.

CALL FOR HELP/FOR INVASIVE ACCESS

INTUBATION ATTEMPT AFTER
INDUCTION OF GENERAL ANESTHESIA

LIMIT ATTEMPTS
Consider calling for help

INTUBATION ATTEMPT WITH PATIENT AWAKE

YES NO

YES NO

MASK VENTILATION ADEQUATE
AS CONFIRMED BY CO2

MASK VENTILATION NOT ADEQUATE 

CONSIDER/ATTEMPT SUPRAGLOTTIC AIRWAY6

SUPRAGLOTTIC AIRWAY
VENTILATION

ADEQUATE

SUPRAGLOTTIC AIRWAY
NOT ADEQUATE

(Cannot intubate, cannot ventilate)

NON-EMERGENCY PATHWAY

Ventilation adequate/intubation unsuccessful

Consider alternative intubation approaches,7

invasive access4 or the feasibility of other options9

Attempt alternative intubation
approaches7 as you prepare
for emergency invasive airway5

Emergency invasive airway5

Figure 3. Difficult airway algorithm: Adult patients. 1. The airway manager’s choice of 
airway strategy and techniques should be based on their previous experience; 
available resources, including equipment, availability and competency of help; and the 
context in which airway management will occur. 2. Low- or high-flow nasal cannula, 
head elevated position throughout procedure. Noninvasive ventilation during 
preoxygenation. 3. Awake intubation techniques include flexible bronchoscope, 
videolaryngoscopy, direct laryngoscopy, combined techniques, and retrograde wire-
aided intubation. 4. Other options include, but are not limited to, alternative awake 
technique, awake elective invasive airway, alternative anesthetic techniques, induction 
of anesthesia (if unstable or cannot be postponed) with preparations for emergency 
invasive airway, and postponing the case without attempting the above options.  
5. Invasive airway techniques include surgical cricothyrotomy, needle cricothyrotomy 
with a pressure-regulated device, large-bore cannula cricothyrotomy, or surgical 
tracheostomy. Elective invasive airway techniques include the above and retrograde 

wire–guided intubation and percutaneous tracheostomy. Also consider rigid 
bronchoscopy and ECMO. 6. Consideration of size, design, positioning, and first versus 
second generation supraglottic airways may improve the ability to ventilate.  
7. Alternative difficult intubation approaches include but are not limited to video-
assisted laryngoscopy, alternative laryngoscope blades, combined techniques, 
intubating supraglottic airway (with or without flexible bronchoscopic guidance), 
flexible bronchoscopy, introducer, and lighted stylet or lightwand. Adjuncts that may be 
employed during intubation attempts include tracheal tube introducers, rigid stylets, 
intubating stylets, or tube changers and external laryngeal manipulation. 8. Includes 
postponing the case or postponing the intubation and returning with appropriate 
resources (e.g., personnel, equipment, patient preparation, awake intubation). 9. Other 
options include, but are not limited to, proceeding with procedure utilizing face mask 
or supraglottic airway ventilation. Pursuit of these options usually implies that 
ventilation will not be problematic.
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Pre-Intubation: Before attempting intubation, choose between either an awake or post-induction airway strategy.
Choice of strategy and technique should be made by the clinician managing the airway.1 

Suspected di�cult laryngoscopy?

Suspected di�cult ventilation with face mask/
supraglottic airway?

Awake
Intubation3

Airway electively secured by
invasive access5

FAIL SUCCESS

FAIL

FAIL

SUCCESS

FAIL or deteriorating ventilation

Alternative intubation approaches7 as
you prepare for emergency invasive airway5

Emergency invasive airway5

SUCCESS

FAIL SUCCESS

IMPOSSIBLEMARGINAL

IMPOSSIBLEMARGINAL

ADEQUATE AS CONFIRMED BY CO2

Consider alterative intubation approaches,7
invasive access5 or the feasibility of other options8

Consider other options4

Postpone the case—terminate sedation if used

YES

YES

NO

OPTIMIZE
OXYGENATION
THROUGHOUT2

INTUBATION ATTEMPT AFTER
INDUCTION OF GENERAL ANESTHESIA

LIMIT ATTEMPTS
ENSURE ADEQUATE ANESTHETIC DEPTH

Consider calling for help

Transfer to Tertiary Center if feasible
CONSIDER AWAKE/SEDATED APPROACH

ASSESS OXYGENATION/VENTILATION
WITH FACE MASK/SUPRAGLOTTIC AIRWAY

EXCLUDE/TREAT ANATOMICAL AND FUNCTIONAL OBSTRUCTION
CONSIDER CALLING FOR INVASIVE ACCESS OR ECMO

EMERGENCY PATHWAY
CANNOT INTUBATE, CANNOT VENTILATE

CALL FOR HELP/
FOR INVASIVE ACCESS

NON-EMERGENCY PATHWAY
CONSIDER EMERGING THE PATIENT6

LIMIT ATTEMPTS
BE AWARE OF PASSAGE OF TIME
(REASSESS VENTILATION AFTER EACH ATTEMPT)

Figure 4: ASA Difficult Airway Algorithm: Pediatric Patients.

From “Difficult Airway Guidelines,” Preceding Page

ASA Difficult Airway Alogrithm for Pediatric Patients

Figure 4. Difficult airway algorithm: Pediatric patients. 1. The airway manager’s 
assessment and choice of techniques should be based on their previous experience; 
available resources, including equipment, availability, and competency of help; and 
the context in which airway management will occur. 2. Low- or high-flow nasal 
cannula, head elevated position throughout procedure. Noninvasive ventilation 
during preoxygenation. 3. Awake intubation techniques include flexible 
bronchoscope, videolaryngoscopy, direct laryngoscopy, combined techniques, and 
retrogradewire-aided intubation. 4. Other options include, but are not limited to, 
alternative awake technique, awake elective invasive airway, alternative anesthetic 
techniques, induction of anesthesia (if unstable or cannot be postponed) with 
preparations for emergency invasive airway, or postponing the case without 
attempting the above options. 5. Invasive airway techniques include surgical 
cricothyroidotomy, needle cricothyroidotomy if age-appropriate with a pressure-
regulated device, large-bore cannula cricothyroidotomy, or surgical tracheostomy. 
Elective invasive airway techniques include the above and retrograde wire–guided 
intubation and percutaneous tracheostomy. Also consider rigid bronchoscopy and 
ECMO. 6. Includes postponing the case or postponing the intubation and returning 
with appropriate resources (e.g., personnel, equipment, patient preparation, awake 
intubation). 7. Alternative difficult intubation approaches include, but are not limited 
to, video-assisted laryngoscopy, alternative laryngoscope blades, combined 
techniques, intubating supraglottic airway (with or without flexible bronchoscopic 

guidance), flexible bronchoscopy, introducer, and lighted stylet. Adjuncts that may be 
employed during intubation attempts include tracheal tube introducers, rigid stylets, 
intubating stylets, or tube changers and external laryngeal manipulation. 8. Other 
options include, but are not limited to, proceeding with procedure utilizing face mask 
or supraglottic airway ventilation. Pursuit of these options usually implies that 
ventilation will not be problematic.

Developed in collaboration with the Society for Pediatric Anesthesia and the 
Pediatric Difficult Intubation Collaborative: John E. Fiadjoe, MD; Thomas Engelhardt, 
MD, PhD, FRCA; Nicola Disma, MD; Narasimhan Jagannathan, MD, MBA; Britta S. von 
Ungern-Sternberg, MD, P.D, DEAA, FANZCA; and Pete G. Kovatsis, MD, FAAP.
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Difficult Airway Guidelines (Cont'd)

Drugs are required for functional obstruction 
and devices such as oropharyngeal, nasopha-
ryngeal, and supraglottic airway devices for 
anatomic obstruction. A team debrief should be 
considered after airway management to codify 
lessons learned, allow team members to 
express any difficult emotions, and identify 
gaps for improvement.

PEDIATRIC HIGHLIGHTS
The early consideration of extracorporeal 

membrane oxygenation (ECMO) is highlighted in 
pediatric airway management. Airway manage-
ment after inhaled induction is typical, while 
awake intubation is not commonly performed in 
children. The guidelines emphasize the impor-
tance of maintaining an adequate depth of anes-
thesia with ventilation assessment after every 
intubation attempt. The minimum number of 
attempts should be performed. Other rescue 
techniques to consider include rigid bronchos-
copy by a clinician familiar with the method. 
Airway exchange catheters should be used with 
caution in children and used by clinicians experi-
enced with their use. There is a small margin for 
error, and potential severe outcomes such as 
pneumothorax and pneumomediastinum may 
occur if the catheter perforates the airway. 

DEVICES AND TECHNOLOGY
Meta-analyses of randomized trials have dem-

onstrated that video-assisted laryngoscopy in 
patients with predicted difficult airways improves 
laryngeal views and first-attempt intubation suc-
cess compared to direct laryngoscopy.5-15 These 
results were equivocal when comparing video-
assisted laryngoscopy to flexible intubation 
scopes. Interestingly, randomized studies were 
also equivocal for the same outcomes when 
hyperangulated video laryngoscopes were com-
pared to non-angulated video laryngoscopes in 
anticipated difficult airway patients.13 Combina-
tion techniques may improve intubation success 
in patients with anticipated difficult airways. For 
example, using a flexible intubation scope 
through a supraglottic airway had a higher first-
attempt success rate than using the flexible intu-
bation scope alone.16-19 

EXTUBATION AND DOCUMENTATION
The guidelines highlight the importance of 

having an extubation strategy and preparing for 
reintubation if necessary. Consideration should 
be given to the personnel, the extubation loca-
tion, and the equipment available. After extuba-
tion of difficult airway patients, clinicians should 
consider using an airway exchange catheter or 
laryngeal mask to allow rapid reintubation. The 
guidelines highlight the importance of commu-
nication and documentation. The clinical man-

agement must be communicated to the patient 
and documented in a letter. The patient should 
be encouraged to register with an emergency 
notification service. A detailed note should be 
added to the medical record.

ASA HOUSE OF DELEGATES (HOD) 
APPROVAL 

The ASA HOD must approve all work prod-
ucts from the ASA Committee on Standards 
and Practice Parameters. A working draft of the 
guidelines was placed on the ASA website for 
all to review. All submitted comments were con-
sidered for inclusion. Interestingly, one of the 
common comments was that a portion of the 
ASA membership preferred the previous black 
and white algorithm style. Therefore, the algo-
rithm was mainly kept in its original form with 
some minor modifications (Figure 3 and 4) after 
ASA HOD approval at the ASA annual meeting 
in October 2021.  

CONCLUSIONS
These new guidelines are the first to include 

evidence from both adults and pediatric airway 
management. Although cloaked in the same 
garments (style, process and format) they radi-
cally depart from previous versions. They high-
light the importance of risk assessment, provide 
a new decision tree to help determine when to 
consider awake airway management, aware-
ness of task fixation and time passage, limiting 
the number of tracheal intubation attempts, and 
assessing ventilation after every intervention. 
Finally, they highlight the need to confirm intu-
bation with capnography, plan for extubation, 
document the airway management in the medi-
cal record, and provide documentation to the 
patient. Welcome to the final stage of change.

John Fiadjoe, MD, is executive vice chairman in 
the Department of Anesthesiology, Critical Care 
and Pain Medicine at Boston Children’s Hospi-
tal, Boston, MA.
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the University of Texas Southwestern Depart-
ment of Anesthesiology and Pain Management 
in Dallas, TX.
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