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Station 5:  
Direct laryngoscopy (DL) and stylets 

1. DL - the basic approach to the glottis  

2. Improving intubation success during DL 

3. Aids to facilitate intubation during DL 

4. Teaching safe direct laryngoscopy 

5. Tips & tricks using introducers & stylets 

Learning objectives 





Where is my  
line of sight!? 

I can’t see anything.. 



Macintosh RR. An aid to oral intubation. BMJ  1949;1(4591): 26. 

1949 
40 cm 
Straight tip 
Rubber 
 
Urinary Catheter  
(for dilation of urethral strictures) 
adapted to maintain view during 
intubation with Miller (Macintosh) 



Venn PH. The gum elastic bougie" Anaesthesia, 1993; 48(3): 274–5. 

1973 
60cm 
Coudè tip 
Polyester threads + 
external resin layer 
 
Designed to aid intubation 
with both Miller/Macintosh 



1996 
65cm 
Curved tip 2x2 
Hollow 
Low density PET 
 
Designed to aid intubation 
with both Miller/Macintosh 
(VLS) 



GEB ESCHMANN 

FII/COOK 

PORTEX 

VBM 

VBM 

CHINESE  
FAKE 

VBM VYGON 

SUNMED 

CHINESE 
 

VBM 

… and many more! 



STYLET 
L>ET (35-40 cm) 
Solid 
Stiffening ET 
Addressing ET 
Tailored shape 

Guide - AEC 
L>>>ET (70-80 cm) 
Solid/Hollow 
Railroading ET during tube exchange 
Poorly changeable shape 

GEB - INTRODUCER 
L>>ET (55-65 cm)  
Solid/Hollow 
Addressing ET 
Railroading ET 
Poorly changeable shape 



When compared to blind placement of a styletted 
ETT in the CL3 situation, success using the bougie is 
significantly higher: 60 vs 80-95%. 

Walsh R, Cookman L, Luerssen E. Comparison of intubation performance by emergency 
medicine residents using gum elastic bougie versus standard stylet in simulated easy and 
difficult intubation scenarios. Emerg Med Australas. 2014;26(5):446-9 
Gataure PS, Vaughan RS, Latto IP. Simulated difficult intubation. Comparison of the gum 
elastic bougie and the stylet. Anaesthesia. 1996 Oct;51(10):935-8. 





 COMMON MISTAKES 
USING INTRODUCERS 









105 pts, 41,6% (10-88%) blind 

44,5% (0-100%) blind 

60%, - capnography 

intubation through an extra-glottic device 

§   Blind procedure (solid introducer) 

§   Semi-blind procedure (hollow introducer) 

§   combination with FOB 

§  LOW SUCCESS RATE 

3 step Bougie - Scalpel technique 
(Bougie Assisted Crico Thyrotomy - BACT) 



Single use introducers are generally stiffer and more traumatic than 
reusable ones (typically Eschmann), hence HANDLE WITH CARE! 

Error is in the artist, not in the art. 
Sir Isaac Newton 





TE Procedures (auricular- nasal)   



WHY EXCHANGING AN ETT 

§  Incorrect ETT size 

§ ETT obstruction 

§ Cuff leakage/rupture 

§ The need for an alternative route for ETT intubation  
(i.e. nasal ß àoral) 

§ Change for a special type of tube (i.e. DLT),  

§ Change for a regular ETT in place of a special tube 



Courtesy Edmund Cohen 





§  Check in vitro ET/AEC/(DL)T matching before procedure 

§  Choose correct lenght and LOOK at NUMBERS on AEC! 

§  (DLT=42 cm; manouver lenght 8 cm; incisors-mid trachea 
distance 20 cm)  

§  Use laryngoscope: Change tube in direct vision (>VLS) 

§  Do not exceed 5 cm out of (DL)T 

§  Stop against any resistance 

§  c-clockwise rotation 

TUBE EXCHANGE OVER AEC 
Practical issues  



§  AEC are hollow and with dedicated connectors 
§  they thus allow OXYGENATION  

TUBE EXCHANGE OVER AEC 
Pitfalls & Troubles 

§  Correct Position (above carina) 
§  Flow @ 3 lt*min-1; avoid Jet ventilation 





The iceberg of extubation accidents 

§  Lot of available information on airway accidents 
during anesthesia induction (Intubation) 

§  Poor information for extubation accidents: only iceberg’s tip 

ü  rare after elective surgery (0,1 – 0,45%) 

ü more common in Obese, OSAS, Head & Neck 

ü more common in ICU (2 – 25%) 

ü associated with extremely severe outcomes 



0 20 40 60 80 100 

First pass success 

SpO2 < 90% 

SpO2 < 70% 

HR < 40 

> 3 IOT attempts 

Esophageal IOT 

Rescue 

Crico NO AEC 

AEC 

Retrospective 
51 pts 

 
AEC in situ 3,9 h 
(5’ – 72h range) 







Same recommendations as per tube exchange 

Plan B always ready 



maxsorbello@gmail.com 

See you in Catania… 


