Lundi 6 Avril 2026 - Dr. Nijs Cyril

MOMNAMNMESTHESIE

MONANESTHESIE | WEEKLY

REVIEW - N°0

Cette newsletter a pour ambition de paraitre
hebdomadairement durant 'année
académique, en tant qu’organe d'information
scientifique indépendant dédié a I'anesthésie,
d la médecine péri-opératoire, a la douleur et
d la réanimation.

La newsletter s’inscrit dans un projet plus large
: le site internet MonAnesthésie, qui constitue
le point central de l'initiative. N'hésitez pas &
aller y faire un tour !

Une plateforme vivante et collaborative

MonAnesthésie se veut également une plateforme d'échanges.
La newsletter est pensée comme un outil évolutif, nourri par :
VoS remarques,
VOs suggestions,
vos références,
et vos questions cliniques.

Les contributions, idées de lecture ou propositions de themes sont les

bienvenues et participent a enrichir le contenu et & maintenir une
veille pertinente, ancrée dans la réalité du terrain.
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Un lien direct vers les articles

Chaque numeéro proposera,

sous différentes formes: pertinents

¢ Mise en évidence de publications récentes Lorsque cela est possible, les articles cités seront
jugées importantes, accompagnés :

e Synthéses courtes d'articles majeurs, e d'un lien direct vers la publication originale,

e Astuces, rappels ou “trucs” utiles & la pratique e ou d'un document PDF permettant un acces
clinique quotidienne, rapide d la source.

¢ Mise en perspective de concepts historiques,
théoriques ou émergents. L'objectif n'est pas I'exhaustivité, mais la pertinence
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Mise a jour du statut ASA

Pour inaugurer cette toute premiére newsletter, quoi de plus pertinent
que de revenir aux fondamentaux de notre pratique ?

Chaque cing ans, 'American Society of Anesthesiologists revoit et
actualise la définition de la classification ASA, outil central de I'évaluation
préopératoire dont bénéficient 'ensemble de nos patients.

Dans sa publication de janvier 2026, de nouveaux exemples cliniques
sont proposés. lls permettent d'éclairer I'utilisation de cette classification,
dont I'application en pratique quotidienne demeure parfois plus
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American Society of
Anesthesiologists
Statement on ASA

Physical Status
Classification System.
Anesthesiology Open
1(1):p e0002, January

2026. | DOL:
10.1097/a09.00000000
00000002

complexe qu'il n'y parait.
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ASAPS
Classification
ASA TN

Definition

A patient with severe systemic
dissesn

frol AZ8erT

ASA IV M patient with severe systemic
diszase that is a constant

theeat 1o life

ASAV A maribund patient wha i nat
expecied bo sunive without the

operation

“...and this is Ralph, your anesthesiologist.”

ASANVI A declared brain-dead patient
whase omgans are being
removed for donos purpases

Adult Examples, Including,
but not Limited to:

Substantive funcional Emitations;
(e or mone moderibe 10 smveny
dssases. COPD, modbad cbesity
(B 2401, active hepatitis,
compensated cirhosis, alcohol
depandence or abuse, funchional
implanted pacemaker, moderate
reduction of egection fraction or
CHF NYHA class 2 or 3, ESRD
undergoing requiarly scheduled
deatysas, hestory (3 months) of
MI, O\, TIA, PE, or CADVstnts,
smrificant cognitive dysfunchion,
isolated severn O5A regardless
of CPAP complsance of any
severity of obstructive skeep
:apnea with CRAP noncompd-
ance. Poorly controlied DM or
HTN waih or without end cegan
dyshanesion

Recent {3 months) MI, C¥A, TIA
or CAD/stents, ongoing cardiac
tschemia or severe vahe dys-
fumction, severe reduction of
ejection fracton or CHF NYHA
chass 4, shock, sepsss, DIC,
ARDS, ESRD nof undergaing
regularly scheduled dabyss,
uncompensated cirrhoss,
severe cognitve dysfunchion

Ruptared abdominal of tharaci:
aneurysm, massive trauma,
witracranmal bieed with mass
effiect, ischemic bowel in the
face of significant candiac
pathalogy or multiple crgan'
syatem dysfunction

(non-

compliquée) seule
est considérée

Obstetric Examples,
Pediatric Examples, Including Including but not
but not Limited to: Limited to:
Uncorrected stable congenital cardiac Prepciampsia with

abaoemiality, asthma with axaced-
batsce, poorty controlled epilepsy,
insulin dependent dabedes maliius,
maortid obesity, malnutrifion, severs
054, oncologic state, renal talure,
muscular dystraphy, cysbc fibrosis,

of without Sevens
features, gestational
diabetes poorly
controlled or with
complications or high
insulin requirements,

history of organ trassplantation, brain/ a thrombophilic
spinal cord malfiormation, symptom- dizease requiring
atic Fpdrocephalus, premature infant anticoaguiation
PCA <62 wopicks, autism with sivirre

limitations, metabol: disease, difficult

airwy, kong tarm paresteral nutrition

Full term mnfants <6 weeks of age.

Sympiomatic congenital cardiac Preeclampsia with
abnomality, congestive heart fadure severe features com-
acthe sequetss of prematurity, acute plicated by HELLP
hypoic-ischemi: encephalopathy, o ather adverse
shock, sepsis, desaminated miravascy-  evend, periparium
lar coaquiation, automate implantable cardoamyopathy,
cardvertar- defibillator, wantilator uncomachid/decom-
dependence, endocrinapathy. severs pensated heart
trauma, s=vers respiratory destress, dissase

advanced oncologic state

Massne trawma, intracranial hemorrhage  Utennd noplure, ames-

with mass effect, patient requiring
ECMO, respratory faure or ammest
malignant hypertension with hyperien-
sive crisis, decompensated congestive
heart failisre, hepatic encephalopatiry,
ischemic bowel or multiple organ/
system dystunction

wofic. flusd embolism

“Naugh pregnancy is nol 3 disease, the parurient’s physiciogic stale is significantly alered from whien the: veoman &5 not priageant, ence th assignment of ASA PS Il for a

WO WIS UnCOMpRC At prigrancy

*The addion of *E” denotes Emsrgency surgery: {An emerpency ks defined a3 existing when delay in treatment of the patient weould |ead io 3 significant increase in the threat

o e o body part)
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Voies aériennes difficiles

Pour celles et ceux qui seraient passés a c6té, la Difficult Airway Society
a publié en novembre 2025 une mise d jour majeure de ses
recommandations concernant la prise en charge des voies aériennes
difficiles non prévues chez I'adulte.

Ces nouvelles guidelines proposent une évolution pragmatique des
algorithmes existants, avec un accent renforcé sur I'anticipation
dynamique, la limitation des tentatives, la place des dispositifs
supraglottiques et la gestion structurée de I'échec d’intubation. Elles
visent avant tout @ améliorer la sécurité du patient dans des situations &
haut risque, fréquentes dans notre pratique quotidienne.

Plan A: Tracheal Intubation

IF DIFFICULTY EXPERIENCED, CALL FOR HELP

PLAN A: TRACHEAL INTUBATION
(maximum 3+1 attempts)
Verify
success with
two-point check:

- Use avideolaryngoscope
- Ensure q neuromuscular blockade
- Ensure time awareness

Pe
Facemask +

. Waveform
capnography

. Visual
confirmation

nasal oxygen

If unsuccessful, consider:

- Introducers (bougie, stylet)

- External laryngeal manipulation

- Removing cricoid force (if applied)
- Optimising position

- Changing blade type or device

Airway Assistant

- Monitor attempts and elapsed time
- Prompt and provide equipment

- Prepare SAD for Plan B

L]
Declare failed intubation
Ensure eFONA kit immediately accessible

MOVE TO PLAN B: Supraglottic Airway Device
r oIS GEEED =

@

IF DIFFICULTY EXPERIENCED, CALL FOR HELP

PLAN B: SUPRAGLOTTIC AIRWAY DEVICE
(maximum 3 attempts)

Peroxygenation
Facemask +
nasal oxygen

- 2" generation SAD
- Ensure adequate neuromuscular blockade
If unsuccessful, consider:

- Changing size
- Alternative SAD

Airway Assistant
-~ Monitor attempts and elapsed time

mpt and provide equipment
that eFONA kitimmediately
available

- Ens

Declare failed SAD ventilation
Open eFONA kit

I MOVE TO PLAN C: Facemask Ventilation

Plan C: Final Attempt at Facemask Ventilation

ENSURE HELP PRESENT OR ON THE WAY

PLAN C: FINAL ATTEMPT AT FACEMASK

VENTILATION STOP, THINK AND COMMUNICATE

- Adequate neuromuscular blockade Confirm Consider with senior input:
Deliver - Optimise patient position ventilation * Reversing
100% oxygen | |- Adjuncts (oropharyngeal and/or nasopharyngeal airway) with neuromuscular blockade
- Two-person technique waveform . and waking patient up
- Adequate depth of anaesthesia capnography + FONA (tracheostomy or

Airway Assistant
- Assist facemask ventilation
- Ensure adjuncts in use
- Open eFONAKit

cricothyroidotomy)

Declare cannot intubate,
cannot oxygenate

MOVE TO PLAN D: Emergency Front-of-Neck Airway

Plan B: Supraglottic Airway Device
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Ahmad |, El-Boghdadly K,
lliff H, et al. Difficult Airway
Society 2025 guidelines for

management of
unanticipated difficult
tracheal intubation in
adults. Br ) Anaesth.
Published online
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STOP, THINK AND COMMUNICATE

Confirm Consider:
ventilation + Waking patient up
with = Intubating trachea via the SAD
waveform « Proceeding without intubation
capnography + FONA (tracheostomy or

cricothyroidotomy)

Plan D: Emergency Front-of-Neck Airway (eFONA)

ENSURE HELP IS PRESENT

PLAN D: EMERGENCY FRONT-OF-NECK AIRWAY

Continue
delivery of
100% oxygen
to upper airway

Parce qu’
, formez-vous dés que vous en
avez I'occasion d la prise en charge des

Scalpel (size 10), bougie, tube (6.0 mm) Confirm

- Maximal neck extension ventilation
- Full neuromuscular blockade with

- Suction available waveform
If unsuccessful, consider: capnography
- Smaller tube

- Extending incision

- Changing position and/or operator

Airway Assistant

voies aériennes difficiles sur !
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- Provide eFONA equipment

- Load tube onto bougie

- Remove bougie

- Inflate cuff

- Connect to circuit and capnography

info@monanesthesie.com
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