
University of Michigan Survival Flight Clinical Guideline: A-1.1

Airway Management
Appropriate airway management is one of the main responsibilities of the medical transport team.  It is usually best practice to intubate any patient that you 

believe may require intubation during transport prior to leaving the referring institution or scene.
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Figure 1: Airway and Ventilatory Assessment:

· Level of Consciousness (AVPU,GCS)

· Abnormal Lung Sounds?

· Use of accessory muscles to breathe?

· Baseline respiratory effort: (chest rise/fall, dyspnea, 

apnea, tachypnea, bradypnea)

· Inspection of oral airway for blood, emesis, secretions

· Mallampati / Modified Mallampati Score

· Oxygen Saturation Levels

Figure 2: Optimal Mask Ventilation

· Positioning: (tragus at the clavicle, 

head tilt (if indicated, jaw thrust)

· OPA/SALT, NPA

· 2 person technique

· BVM connected to high-flow oxygen

· Avoid excessive ventilation / gastric 

insufflation

· Suction with rigid catheter as 

needed

Figure 3: Indications for Definitive Airway 

· Airway Obstruction

· Apnea or inadequate respiratory effort

· Impending or actual respiratory failure (inadequate oxygenation 

and/or ventilation)

· Patients who, as a result of an acute event, have a Glasgow 

Coma Score (GCS) of less than 8

· Need for controlled ventilation (e.g., elevated ICP, TCA 

overdose, etc…)

· Need for airway protection, such as an unconscius patient, 

massive facial trauma, excessive fluid or secretions in 

oropharynx that patient can not manage on own. 

· Profound shock or projected clinical course may predict need for 

definitive airway palcement

Figure 4: Prediction of the Difficult Airway

· Difficult Mask Ventilation (“MOANS”): Mask Seal, Obesity/

Obstruction, Age Extremes, No Teeth, Stiff Neck or Lungs

· Difficult Laryngoscopy/Intubation (“LEMON”): Look Externally, 

Evaluate “3-3-2 rule”, Mallampati, Obstruction/Obesity, Neck 

Mobility (SEE Fig. 4a)

· Difficult Extraglottic Device Insertion (“RODS”): Restricted Mouth 

Opening, Obstruction, Disrupted or Distorted Airway, Stiff Lungs 

or Cervical Spine

· Difficult Cricothyrotomy (“SMART”): Surgery (or other airway 

disruption), Mass (hematoma, infection, abcess), Access or 

Anatomy (obesity, poor landmarks or other access problems), 

Radiation (or other distortion), Tumor(including intrinsic airway 

tumor).
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Figure 5: Confirmation of Successful Definitive 

Airway Management:

· End-Tidal CO2 confirmation via 

capnography or calorimetric device 

color change

· Absence of Epigastric Sounds

· Positive Bilateral Breath Sounds

· Esophageal Gastric Device 

Confirmation

· Chest X-Ray (if available)

Figure 6: Post-Intubation Management: 

· Secure with tape or Commercially-Prepared 

ETT Holder

· Sedative Medications: Lorazepam or 

Midazolam, 0.05 – 0.1 mg/kg IVP

· Narcotic Analgesia: Fentanyl (1-3 mcg/kg IVP) 

or Morphine (0.05-0.1 mg/kg IVP (pediatrics) ; 

2-5 mg (Adult))

· NMBA: Vecuronium, 0.1 mg/kg IVP (Max 

single dose 10 mg)

· WAVEFORM CAPNOGRAPHY MANDATORY 

ON EVERY INTUBATED PATIENT

Concurrent Guidelines: 
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Fig. 4a: Airway Assessments

Cormack-Lehane Grades of Larygoscopic View (top) and Mallampati Airway Assessment (bottom)
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3-3-2 Rule
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