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Current Difficult Airway 
Management: Not Good 
Enough!: Comment

To the Editor:

The Editorial authored by Asai and Hillman1 contains the 
statement “If difficult airway management is predicted, 

general anesthesia should not be induced before securing the 
airway.” We believe their statement may be inconsistent with 
the American Society of Anesthesiologists (Schaumburg, 
Illinois; ASA) Practice Guidelines for Management of the 
Difficult Airway.2 The ASA Practice Guidelines defines a 
difficult airway as “the clinical situation in which a conven-
tionally trained anesthesiologist experiences difficulty with 
facemask ventilation of the upper airway, difficulty with tra-
cheal intubation, or both.” In addition, Asai and Hillman do 
not define their use of the word “predicted.”

Contained within the ASA Practice Guidelines is a diffi-
cult airway algorithm, which recommends that the anesthe-
siologist consider the relative merits and feasibility of basic 
management choices:

• Awake intubation versus intubation after induction of 
general anesthesia

• Noninvasive technique versus invasive techniques for the 
initial approach to intubation

• Video-assisted laryngoscopy as an initial approach to 
intubation

• Preservation versus ablation of spontaneous ventilation

The ASA Practice Guidelines provide multiple options to 
deal with a difficult airway and outline a strategy for intu-
bation of the difficult airway that does not mandate intuba-
tion before general anesthesia is induced.

We believe that with the availability and appropriate use 
of supraglottic airways, video-assisted laryngoscopes, and 

flexible fiberoptic scopes, there is a reduced need to secure 
the airway before inducing general anesthesia. If a previous 
anesthesia record reveals that mask ventilation is not difficult 
and conventional rigid laryngoscopy is difficult, then after 
general anesthesia induction, a video-assisted laryngoscope 
intubation attempt or an asleep flexible fiberoptic intuba-
tion attempt are acceptable options. We believe our opin-
ion is consistent with the ASA Practice Guidelines. The fact 
that certain practitioners may not follow the ASA Practice 
Guidelines is not a problem with the guidelines themselves.
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Current Difficult Airway 
Management: Not Good 
Enough!: Reply

In Reply:

We appreciate the comments of Drs. Marymont and 
Vender1 on our recent Editorial2 addressing the 

Copyright © 2020, the American Society of Anesthesiologists, Inc. Unauthorized reproduction of this article is prohibited.

D
ow

nloaded from
 http://asa2.silverchair.com

/anesthesiology/article-pdf/132/5/1280/517438/20200500_0-00048.pdf by guest on 13 M
arch 2024

mailto:JMarymont@northshore.org


CORRESPONDENCE

Correspondence Anesthesiology 2020; 132:1279–88 1281

article on a closed claims analysis of difficult tracheal intu-
bation.3 Drs. Marymont and Vender are concerned because 
our statement in the Editorial2 that “[i]f difficult airway 
management is predicted, general anesthesia should not be 
induced before securing the airway” may be inconsistent 
with the American Society of Anesthesiologists Practice 
Guidelines for Management of the Difficult Airway.4

Although our remarks were orientated to an article3 cen-
tered on difficult tracheal intubation, our statement regard-
ing securing the airway before induction of anesthesia does 
not necessarily mean awake tracheal intubation. We prefaced 
the statement as follows: “It is apparent from these cases 
that inadequate planning is a core issue. The airway must be 
assessed preoperatively, not only to predict difficult intuba-
tion, but also the risk of difficulty in ventilation through a 
facemask or supraglottic airway, difficulty in securing a sur-
gical airway and risk of aspiration.”2 Clearly, there must be a 
degree of certainty regarding capacity to “secure the airway” 
in the unconscious patient (be it by use of a facemask, supra-
glottic airway, invasive airway, or tracheal intubation) before 
deciding to induce general anesthesia first. Hence, our state-
ment, which does not mandate intubation before general 
anesthesia, is not inconsistent with the practice guidelines 
formulated by the American Society of Anesthesiologists.4

Our Editorial2 accompanied a compelling article3 that 
points out that outcomes regarding management of difficult 
tracheal intubation remain poor despite the considerable 
ongoing efforts by professional bodies and others to improve 
them. The main message of our editorial is that we should 
work together “to lift standards in crisis management for air-
way difficulties . . . much as has been done for cardiopulmo-
nary resuscitation in recent years.”2 To achieve this, “we need 
to regularly review the guidelines and encourage further 
research in relationship to these problems.”2 In addition, we 
pointed out that “knowledge of guidelines alone is insuffi-
cient to address these problems: skill and judgment are essen-
tial ingredients.” Therefore, we also need to establish a system, 
“with crews [i.e., we clinicians] undergoing regular, system-
atic simulation training and emergency equipment con-
stantly to hand and regularly checked.”2 Only through these 
steps can we progress toward risk-free airway management.
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Measuring Childbirth 
Outcomes: Comment

To the Editor:

We read with interest “Measuring Childbirth 
Outcomes Using Administrative and Birth 

Certificate Data” and applaud Glance et al.1 for creating a 
composite quality metric that uses both maternal and new-
born administrative data. We are proud that Glance et al. 
have chosen to apply their expertise to current challenges in 
maternity care, and we thank the Editor for publishing. We 
agree with their recommendation that administrative data 
be submitted by all hospitals to a national maternal quality 
improvement database, but we argue that clinical data are 
superior and obtainable and should also be attempted.

Administrative data alone lack the granularity to provide 
information as to why a hospital is an outlier and to allow 
providers to determine the changes in the process of care 
needed to improve outcomes in their population. Clinical 
data from the electronic health record not only provide this 
critical piece of the puzzle but also the ability to discern the 
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