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IN 1880 WILLIAM MACEWEN t in t roduced endo-  
tracheal anaes thes ia .  Since that t ime numerous  
i n s t rumen t s  and devices  have  been added to our  
a r m a m e n t a r i u m  to facilitate acces s  to the air- 
way. z The  mos t  recent  addit ion has  been the 
fiberoptic laryngoscope.  3 These  sophis t ica ted  
m e a s u r e s  allow p lacement  of  a tracheal tube 
even  in the most  difficult c i r cums tances .  

An area of relative neglect c o m m a n d s  at tent ion 
when  one  is confronted with the problem of  re- 
placing a damaged  or  obs t ruc ted  tracheal tube. 
The  following case  report  i l lustrates the value o f  a 
flexible stilette to replace a damaged  tube. 

CASEREPORT 

A 36-year-old-male weighing 68 kg presented  
for  poster ior  cervical spinal fusion.  He was  in- 
volved in an automobi le  acc ident  and sus ta ined  a 
cervical f racture which was uns table ;  o therwise  
he was  in good general  health. The  plan of  anaes-  
thesia entailed awake  blind nasal intubation or  
p lacement  of  the tracheal tube us ing fiberoptic 
la ryngoscopy.  Following sedat ion with a combi-  
nation o f  Innovar  and d iazepam,  the  nasal mu-  
cosa  and o ropbarynx  were sprayed  with cocaine.  
In addit ion a t ranst racheal  injection o f  four  ml o f  
lidocaine two per cent  was  adminis te red .  A 
super ior  laryngeal nerve block was performed on 
each  side with two ml of one per cent  lidocaine. 
With some  difficulty an 8.5 mm Portex naso-  
tracheal tube was inserted blindly. Following in- 
tubat ion,  the  patient was instructed to move  his 
feet ,  which indicated that he was  neurologicall 'y 
intact. Immediate ly  thereaf ter  general  anaes-  
thesia was induced.  There  was  cons iderab le  
bleeding fi-om the nose.  In addit ion,  it became  
apparent  that there was  a marked  leakage o f  gases  
a round  the tracheal  tube, which was unaccept -  
able. The  al ternat ives  at this s tage were to insert  a 
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pack in the o ropha rynx  or to change  the tracheal  
tube. The latter cou r se  was  taken.  

The whole  object o f  per forming  an awake  intu- 
bation was to protect  the patient from damage  to 
the cervical spinal cord. Fu r the r  a t t empt s  at 
l a ryngoscopy  with the patient  unde r  general  
anaes thes ia  would be cons idered  haza rdous  and  
would defeat  the whole  object of  the method  
employed .  To  avoid fu r ther  manipula t ion  o f  the  
a i rway the following technique  was used,  

TECHNIQUE 

A Sorenson  central  venous  pressure  line had 
been introduced earlier. This  ca the te r  is en-  
veloped in a protect ive condui t  (see Figure I) 
which is usual ly  d iscarded.  This  is a hollow piece 
of tubing which is quite flexible and one end is 
sealed and smooth .  It is about  63 cm i n length and 
4 mm external  d iameter .  

The  smoo th  blind end of  this flexible stilette 
was advanced  through the lumen  of  the damaged  
tracheal tube well beyond  the tip. The  latter was 
then removed  in re t rograde  fashion over  the 
flexible stilette and replaced with a clean steri le 
nasot racheal  tube without  difficulty. Following 
removal  o f  the stilette brea th  sounds  were audible  
bilaterally. The  r emainder  o f  the procedure  was 
uneventfu l .  

DISCUSSION 

Thi s  technique  has  been used in a n u m b e r  of  
s i tuat ions requiring a change  of  tracheal tube. 
Damage  to the c u f f o f  tracheal tubes  is a c o m m o n  
a c c o m p a n i m e n t  of  nasal  in tubat ion when  us ing  a 
Magill forceps.  In the more  difficult oral in tuba-  
lions the sharp  edges  o f  teeth may  s o m e t i m e s  
shear  the cuff.  

Most  exper ience  with this technique  has  been  
gained in the operat ing room in pat ients  unde r  
general  anaes thes ia  with full musc l e  relaxat ion.  
However ,  this  t echn ique  has  been used in the  
In tens ive  Care Uni t s  in awake  pat ients  with equal 
success .  

In a similar fashion this  sti lette has  been used to 
intubate  the left main  s tem b rochus  when  it is 
necessa ry  to isolate the left lung. The  latter is first 
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isolated with a rigid bronchoscope, then the 
stilette is introduced as far as the left main stem 
and the bronchoscope is withdrawn. A tracheal 
tube is then easily inserted over the stilette. 

A tiberoptic laryngoscope may be utilized in 
this situation if necessary. However, it is felt that 
the technique described above is a simple and 
more economical alternative. 

SUMMARY 

A simple method to facilitate exchange of a 
damaged tracheal tube is described. The tech- 
nique entails the passage of a flexible stilette 
4 mm in diameter through a damaged tracheal 
tube, which is then removed and replaced with a 
new sterile one passed over the stilette. The 
technique can be used in conscious or uncon- 
scious patients. 

A case report is included to illustrate applica- 
tion of the technique, 

RI~SUM~ 

Les auteurs pr6sentent une technique simple 
facilitant le changement de tubes endotrach6aux. 
Cette methode est particulibrement utile dans les 
cas d'intubation difficile e ta  ~t6 utilis6e rant chez 
des malades conscients qu'inconscients, 

Un stylet flexible (l'enveloppe ext6rieure du 
cath6tel" h pression veineuse de Sorenson) de 63 
cm de Iongueur et de 4 mm de diambtre est 
d'abord ins6r6 dans le tube '~ changer. Ce dernier 
est retir6 en laissant le stylet en position dans la 
trach6e. Enfin, le nouveau tube endotrach6al est 
{ntroduh en utilisant ]e gty]et cornme guide. 

Un cas typique est l'apport~. 
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