PUEBLO COUNTY MEDICAL TREATMENT PROTOCOLS

AIRWAY OBSTRUCTION
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Indications
1. Complete or partial obstruction of the airway due to a foreign body.

2. Complete or partial obstruction due to airway swelling from anaphylaxis, croup, or epiglottitis.

3. Patient with unknown illness or injury who cannot be ventilated after opening the airway.

Precautions
1. WEAR GLOVES AND EYE PROTECTION

2. Perform chest thrusts only in patients who are visibly pregnant, obese, or infants.

3. Patients with partial airway obstruction can be very uncomfortable and vociferous.  Abdominal or chest thrusts will not be effective and may be injurious to the patient who is still ventilating.  Resist the temptation to attempt relief of obstruction if it is not complete, but be ready to intervene promptly if arrest occurs.

4. Hypoxia from airway obstruction can cause seizures.  Chest or abdominal thrusts may not be effective until the patient becomes relaxed after the seizure is over.  

Technique
1. COMPLETE AIRWAY OBSTRUCTION

a. Open airway using head-tilt/chin-lift.

b. Attempt to ventilate. 

c. If unable to ventilate, reposition airway and reattempt ventilation. 

d. If airway remains obstructed, visualize with laryngoscope and remove any obvious foreign body.

e. Reposition the airway and attempt to ventilate.

f. If unable to ventilate, administer up to five (5) sub-diaphragmatic abdominal thrusts.

g. Reposition the airway and reattempt to ventilate.

h. Consider cricothyrotomy if obstruction unrelieved.

i. When obstruction relieved:

i. Keep patient on side, sweep airway to remove debris.

ii. Apply O2, high flow (10-15 L/min) by NRB mask.  Titrate to pulse oximetry > 90% if possible.

iii. Assess adequacy of ventilation and support as needed.

iv. Suction aggressively.

v. Gently restrain if combative or confused.

2. PARTIAL AIRWAY OBSTRUCTION

a. Have patient assume most comfortable position.

b. Apply O2, high flow (10-15 L/min) by NRB mask or as high as possible through nasal cannula if NRB mask would hinder efforts to assist patient.  Titrate pulse oximetry to 90% if possible.

c. Attempt suctioning of upper airway if patient can lie on side to protect airway and cooperate with suctioning.

d. If patient unable to move air, confused, or otherwise deteriorating -- visualize airway, remove foreign body or perform abdominal thrusts as noted above.

Complications
1. Hypoxic brain damage and death from unrecognized or unrelieved obstruction.

2. Trauma to ribs, lung, liver and spleen from chest or abdominal thrusts (particularly when forces not evenly distributed).

3. Vomiting and aspiration after relief of obstruction. 

4. Creation of complete obstruction after incorrect finger probing.

5. Tonsillar or pharyngeal laceration from over-vigorous finger sweep.

Special Notes

1. Occasionally, patients will have a better airway in the supine than in the upright position.  Let the patient assume his position of comfort. 

2. Be prepared!  Patients who are relieved of airway obstruction usually vomit.  They may also be confused enough after the hypoxic episode that they are unable to clear their secretions.  There is no substitute for careful and aggressive suctioning. 

3. Technique of proper abdominal and chest thrusts as well as airway positions and sweeps is found in basic CPR texts.  Persons who have relieved obstruction say that after 1 or 2 thrusts, it becomes very clear how much force will be needed to "pop the cork."  Prehospital providers should be meticulous in their technique to minimize the possibility of injury to patient and maximize likelihood of success.
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