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Research progress of preoxygenation during induction of general anesthesia”
ZENG Qing LI Dongmei .LUO Yan ,YANG Xiangmei“
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of Chongqing Medical University ,Chongqging 400010,China)

[Abstract] Patients under general anesthesia may experience different periods of non-ventilation during
endotracheal intubation. Preoxygenation is one of the necessary procedures to perform endotracheal intuba-
tion,aiming at increasing oxygen reserve by increasing oxygen content of functional residual volume and ensu-
ring stable blood oxygen saturation during intubation asphyxia. The choice of an individualized preoxygenation
method will avoid potential complications such as pulmonary atelectasis and gastric distention, and improve
safety during periods of non-ventilation. Due to the possibility of difficult mask ventilation and difficult endo-
tracheal intubation in patients undergoing general anesthesia induction,all patients require preoxygenation to
reduce the risks associated with anesthesia induction and endotracheal intubation. In this paper, the research
progress of preoxygenation during induction of general anesthesia in recent years was reviewed, which can pro-
vide references for clinical medical staff to adopt preoxygenation during induction of general anesthesia.
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