i A D stridor™~ND
77A—F

MBERFEREZETIL—T #4

BE FRKFHREZ

GP team

TSUKUBA

2017E

=k

B I—T AL
=3 A9H

S S

@®

AR N

University of Tsukuba

JgCB-




EH 78X FiF FERE

L (X EEE BRI 8 5 100K FEE O /MEERK R
[JREEISME. ERETEEERT ., AR BTN A 5
NTWW -, ABRZBITEEZZ2ZL. WEL N UBREBEZZITIH X
DEEWNEZEENIRELT-,

20 EKETIIRBEDIENEENBINSEEHE,
0FFLEIZIENIRET HE. ﬁk@“%(é:')?afnb\laﬁ_a BEDLEIC
BR T+ HEMEREFZRFATHY . MEEZEFLARATESNT=,
[BRERE]ISmE. #ERE. mE2EL,

[E2(ERE )7L

%H
FH’E




A IR IE

kPehy. BRMIELTLVSA, SEEREE,

Vital sign:BP 145/90mmHg, HR 130/min, RR36/min,Sp02 86%, BT 38°C
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upper airway obstruction(UAO)
A (REEE ) HREE.
CAOLEIFFICEESHBNEH T EL

Subdivisions of the pharynx

Sagittal section

Palatopharyngeal arch
Palatine tonsil
Lingual tonsil e
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Epiglottic cartilage
Ary piglottic fold

Hyold bone

igament
Me d n thyrohyoi d
Thyro piglottic  ligament

ament

Thyroid cartilage
Vestibular fold

"‘ Laryngeal ventricle
Vocal fold

Arch of cricoid cartilage
Infraglottic space
Esophagus

A) Nasopharynx.

B) Oropharynx.

C) Laryngopharynx (hypopharynx and larynx).

Reproduced with permission from: Anatomical Chart Company. General Anatomy. Copyright ©2008
Anatomical Chart Company.
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Central airway obstruction(CAO)
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Anatomy of the racheobronchial tree
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Lower airway obstruction(LAO)
2 MERGEAEMEMESE. WA

COPD%:&E , CAOROUAO L [F B EY

HIZIXEHFLELY,

RERLGEDEZFICTOLNTIE,
(EHEEEUNDHITIE)

BRATODREBENEEICENTHY,

ELLE DD TULVELY,

The pulmonary artery and its branches follow the same course as the
tracheobronchial tree.

Up to date: Clinical presentation, diagnostic evaluation,and management of central airway obstruction in adults



TABLE 1. CONDITIONS ASSOCIATED WITH CENTRAL

AIRWAY OBSTRUCTION

Malignant

Monmalignant

Primary endolumenal carcinoma
Bronchogenic
Adenoid cystic
Mucoepidermoid
Carcinoid
Metastatic carcinoma to the airnwvay
Bronchogenic
Renal cell
Breast
Thyroid
Colon
Sarcoma
Melanoma
Laryngeal carcinoma
Esophageal carcinoma
Mediastinal tumors
Thymus
Thyroid
Germ cell
Lymphadenopathy
Associated with any of the
above malignancies
Lymphoma

Lymphadencopathy
Sarcoidosis

Infectious (i.e., tuberculosis)

Vascular
5ling
Cartilage

Relapsing polychondritis
GCranulation tissue from:

Endotracheal tubes
Tracheostomy tubes
Airway stents
Foreign bodies
Surgical anastomaosis

Wegener’'s granulomatosis

Pseudotumor
Hamartomas
Amyloid
Papillomatosis

Hyperdynamic
Tracheomalacia

Bronchomalacia
Webs

Idiopathic

Tuberculosis

Sarcoidosis
Other

Goiter

Mucus plug

Vocal cord paralysis

Epiglottitis

Blood clot
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Crit Care Med 2004; 169: 1278-1297.
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History and examination
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Up to date: Clinical presentation, diagnostic evaluation ,and management of central airway obstruction in adults
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Upper airway obstruction& @ & Al
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J Laryngol Otol.2008;122(8):818
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Annual Estimates of the Population by Five-Year Age Groups and Sex for the United States: April 1, 2000 to July 1,
2006 (NC-EST2006-01)

B (A ILR, fiH. EEREE(HbExRZ)).
JERE(BY. 4ME. ENICES - BHBEOSHEELT)
JRODO7052— ST, #ERK. EYPEE. RELSE

fEIR ; HEESR . BE D EA (90~100%) . 37.5°CLL L (26~90%), A 75 (50~
809%) . stridor PFEIE A~ 2 ($933%). IE=(20~40%)

=>RERAEJNDRIYT2EFNT,. REETEZEIT HDFHI6WEVLSEH;ED,

Emerg Med J. 2008;25(5):253.

&




Approach to the child with suspected epiglottitis

Stridor and fever

v

Emergent upper airway obstruction?
|
No + +Yes
Suspected epiglottitis* Airway management
|

Yes + + No

Enlarged epiglottis on | No Enlarged epiglottis
soft tissue lateral neck —3» | seen on examination

radiograph? of the pharynx?
|
Yesl Yes + + No
Treat for epiglottitis Treat for croup

* Epiglottitis is more likely in un- or under-immunized children and
those with drooling but no cough.

Reproduced with permission from: Harper MB, Fleisher GR. Infectious
disease emergencies. In: Textbook of Pediatric Emergency Medicine,

Fleisher GR, Ludwig S (Eds), 6th edition, Lippincott Williams & Wilkins,
2010. Copyright © 2010 Lippincott Williams & Wilkins. www.wlw.conn,
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* Life-threatening central airway obstruction
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no dedicated airway team is available, patient transfer to a specialized
center should be considered after the patient’s airway has been
secured and their condition has been stabilized.
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Up to date: Clinical presentation , diagnostic evaluation,and management of central airway obstruction in adults
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Figure 1. Patient with tracheal obstruction/deviation due to non—small
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Up to date: Clinical presentation, diagnostic evaluation,and management of central airway obstruction in adults
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T |H l/ ~ )(‘, E ) lﬁ, 'f__r j o Stent Laser Photoresection Laser Photoresection Brachytherapy
Electrocautery Cryotherapy External Beam

Argon Plasma Coagulation Electrocautery Radiation

Photodynamic Therapy
Brachytherapy
Argon Plasma Coagulation
\ External Beam Radiatuon

Crit Care Med 2004; 169: 1278-1297.
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> ~ = b —_ Figure 3 - Morphological types of expiratory central airway collapse. A, Normal, physiologic dynamic airway compression (DAC). B, Excessive dynamic
*% j_ll y Eq 7" d~ m E 0) Jj_: *;F ( — J: é :E) 0) airway collapse (EDAG; the airway cross-sectional area [CSA] is reduced by > 50% during forced expiration). C, Severe EDAC; the airway CSA is
’ ~ reduced by 100% during coughing (the posterior membrane contacts the anterior cartilaginous wall). In DAC and EDACG, the cartilaginous wall is
ke intact. D, Crescent type of tracheomalacia in which the anterior wall is flattened. E, Circumferential type of tracheomalacia in relapsing polychondritis,
ﬁ % 'l‘i § % $ =, '*' characterized by collapse of the entire cartilaginous ring and airway wall edema. F, Severe (100% closure) saber sheath type of tracheomalacia due to
ﬁ * collapse of the lateral walls during expiration in a patient with posttracheostomy stricture.
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Take Home message
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