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Es Learning objectives

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
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@Um Elggﬁg B@UQi@ Preparations and Appliances

Dr. R. R, MaciNTosH, Nuffield Professor of Ana&slhetics,
Oxford, writes : During the Past two years | have been experi-
menting with large-bose oral endotracheal tubes of different
shapes.  One of the difficulties in passing tubes beyond a
certain size is that the
body of the tube
obscures the view of
the cords through
which the tip must be
directed. In order to
overcome this I thread
the tube over a long
gum - elastic  catheter,
the tip of. which is
then passed through
the cords under direct

o

1949 vision (Figs. | and 2).
Using the catheter as

40 cm a guide the tube is
. . gently pushed down
Si’l’dlght “p into position (Fig, 3)
Rubber and the guide is then

withdrawn,
I find this to be use-
ful, too, when for one

Urinary Catheter |
(for dilation of urethral strictures)

intain view during
adapted to momfrom view
in’ruk?cﬂon with Miller (Macintosh)

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



Eschmann (Venn) Guide

The gum elastic bougie

I was interested in the article by Drs Nolan and Wilson on
an evaluation of the gum elastic bougie (Anaesthesia 1992;
47. 878-81) since I was responsible for the design and
manufacture of this product 20 years ago during my time
as Anaesthetic Advisor to Messrs Eschmann Bros. &
Walsh. The original prototype was bi-condé, but this had a
tendency to double up on itself, so the single condé design 60€mM
was adopted after the design of the Toronto catheter, and Coude tip
this proved satisfactory. Polyester threads +

I have always found that the simplest way of using the external resin layer
device is to lubricate the straight end and to pass it up the
tube from below until it just protrudes from the upper end. Designed to aid infubation

with both Miller/Macintosh

1973

Euastbourne District General Hospital, P. HEX VENN

Eastbourne,
East Sussex BN21 2UD

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



Frova Iniroducer

L/

1996

65cm

Curved tip 2x2
Hollow

Low density PET

Designed to aid infubation
with both Miller/Macintos
(VLS)




CHINESE

SUNMED

CHINESE
FAKE

FIl/COOK

GEB ESCHMANN

... and many more!




STYLET

L>ET (35-40 cm)
Solid

Stiffening ET
Addressing ET
Tailored shape

Guide - AEC
L>>>ET (70-80 cm) | S S—
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%.

—-/
e’
—_—
—_—
B

Walsh R, Cookman L, Luerssen E. Comparison of infubation performance by emergency
medicine residents using gum elastic bougie versus standard stylet in simulated easy and
difficult infubation scenarios. Emerg Med Australas. 2014;26(5):446-9

Gataure PS, Vaughan RS, Latto IP. Simulated difficult infubation. Comparison of the gum
elastic bougie and the stylet. Anaesthesia. 1996 Oct;51(10):935-8.







COMMON MISTAKES
USING INTRODUCERS

Windows Installer

4 S Fatal error during installation.
L

Z Ik ]




Anaesthesia 2014, 69, 214-218 d
0i:10.1111/anae.12522

Anaesthesia 2014, 69, 219-225 dor10.11
j010.1111/anae. 12534

Original Article

The traffic light bougie: a study of a novel safety modification”

A. Paul,' AL A Gibson,? 0. D. G. Robinson? and J. Koch'

Original Article

Bougie-related airway trauma: dangers of the hold-up sign

B. A, Marson,’ E. Anderson,' A R. Wilkes* and 1. Hodzovic’

NO CLICK!

NOQ HOLD-UP!







STRAIGHT — use with standard Macinte




44,5% (0-100%) blind

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)

60%, - capnography
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WHY EXCHANGING AN ETT

= |[ncorrect EIT size
= ETT obstruction
» Cuff leakage/rupture

" The need for an alternative route for EIT infubation
(I.e. nasal < —>oral)

= Change for a special type of tube (i.e. DLI),

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



Courtesy edmund Cohen
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1999; 91:342-4
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Airway Exchange Catheters

Simple Concept, Potentially Great Danger

This issue of ANesTHESIOLOGY includes a case report” that
reminds us that although the concept of using an AEC is
simple, failure to strictly adhere to a few simple principles
and clinical details can result in life-threatening complica-
tions. These complications can be divided into two broad
categories: (1) barotrauma resulting from air entry exceed-
ing air exit (e.g., as in the case report in this issue) and (2)
failure to successfully pass the new ETT over the AEC.

A SIMPLE
rUBE EXCHANGE IS CONCEPT
NOT A SIMPLE PROCEDURE



TUBE EXCHANGE OVER AEC

Practical issues

= Checkin vitro ET/AEC/[DINT =~ o
s Video Laryngoscopy for
Glottic Visua\ization,

— e

Conventiona\ Versu
gxchange-
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Macroscopic Barotrauma Caused by Stiff and Soft-Tipped

Airway Exchange Catheters: An In Vitro Case Series ANESTHESIA
ANALGESIA&

Robert Axe, FRCA,* Alex Middleditch, FRCA,* Fiona E. Kelly, MRCP FRCA, DICM,* (RN SIBIE
The Official Journal

Tim J. Batchelor, FRCS (CTh), and Tim M. Co0% FRER” | ooy isavoume ettt




Life is not a
fairy tale.

If vou lose
your shoe
at midnight,

You're drunk.




The iceberg of extubation accidents

= [ot of available information on airway accidents
during anesthesia induction (Infubation)

= Poor information for extubation accidents: only iceberg'’s tip

v’ rare after elective surgery (0,1 —0,45%)
v more common in Obese, OSAS, Head & Neck

v more common in ICU (2 - 25%)

v associated with extremely severe outcomes




Continuous Airway Access for the Difficult Extubation: -

The Efficacy of the Airway Exchange Catheter

Continugus Airway . Acs comws for the Difficult Extub tion:
ThesEfficacy of the Aipwav Exchange Cathe
Rescue '
Thomas C. Mort, MD BACGKGROUND: The American Society of Anesthesiologists Task Force on the Man-
agey pifficult Airway regards the concept of an extubation strategy as a
logiSarex Ot of the intubation process, although the literature does not provide
ESOp hag eal ’OTa sufficient ba51s for evaluating the merits of an extubatlon trategy. Use of an
airwgy exchanoe catheter (A 0 maintain acce airway has been reported
on ( R
> 3 10T attem PfS M “eviewed an observational analysis of a prospectively collected difficult
1 airway quality improvement database for patients who were extubated over an
Retros peCtlve AEQ n or presumed difficult airway primarily in the intensive care unit.
51 pi's HR < 4(Thef ~a‘were reviewed for time to reintubation; number of attempts to reintubate
the| trachea, method of securing the airway, incidence of hypoxemia during
re nfabatian and complications encountered during reestablishment of the airway.
i patients with an indwelling AEC failed their extubation| trial.
A EC in SI'ﬁP @%H07Fo n en of 51 AEC patients were successfully reintubated over the AEC (92%),
with 41 of 47 on the first attempt (87%). In three of the four AEC reintubation
5 -72h ran fa oved from the glottis during the reintuba-
~ & &

Spo < 90 % tior ss, and one patient had significant laryngeal edema precluding endotra-

cheal tube advancement.
con QiSal Taintaining continuous access to the airway postextubation via an
AE 1minnrtant A inaniont Af A At b A ct b 3 lected dlfflClllt
First pass success_ !P fAs suiccess Tate in

Hen v : ence of
ACICT LD l.u ].\l. VVLI. UL ouo \—\- u uu].].\_ml, DIJJ.VVDI. (54 vulu u\.\. \.ug)\. u \— J.I. \ﬂl

phcatlons in patients mtoler t of extubatign, and requm%tracheal re tion.
(Angh Analg 2007; 1052@7 62) 40 80 Hﬁjba







Anaesthesia 2018

doi:10.1111/anae. 14244

Original Article

An assessment of the tolerability of the Cook staged extubation
wire in patients with known or suspected difficult airways

extubated in intensive care

S. McManus,' L. Jones,” C. Anstey>* and S. Senthuran>®

around tracheal extubation in the intensive care unit. Vital signs, incidence of symptoms and patient tolerance of the

wire were recorded. Twenty-three patients were enrolled and 17 (73%) tolerated the wire for 4 h. Nasendoscopy was

performed in 11 of these patients and revealed one wire was in the oesophagus. The most common symptom was a

mild intermittent cough in 13 patients. There was no impact of the guidewire on nursing care in 16 patients, tolera-

Difficult airway patient for|
extubation in ICU

Proceed with extubation with a variety of adjuncts for re-securin;
e.g Videolaryngoscopy, supraglottic airway + Aintree catheter over bronchoscoj

Symptom/issue

Cough

Gag

Salivation

Wheeze

Vomiting

Haemoptysis

Impact of wire on
nursing care
provision

Incidence of symptom/issues

None Tolerable Intolerable Total

8 13 1 22
20 1 1 22
16 5 1 22
20 2 0 22
22 0 0 22
19 3 0 22
16 5 1 22



| Same recommendations as per tube exchange

Plan B always ready

s

Staged Extubation Strategy: Is
an Airway Exchange Catheter

the Answer? Thus, even when using an AEC, conventional extuba-
tion criteria should be strictly observed, and the

options for direct laryngoscopy, cricothyroidotomy,

fiberoptic or retrograde intubation, and jet ventilation

or other techniques for resecuring the airway should

reer oo M A2 he pregserved. Although AEC-facilitated extubation is

Hans-Joachim Priebe, MD, FRCA,
FFARCSIt+
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