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Extubation plan – DAS guideline
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Airway Exchange Catheters

# 11 CAEC post maxillo-facial surgery

Used as intubation stylets
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Airway Exchange Catheters

RELATIVELY SIMPLE, BUT REQUIRE ATTENTION TO DETAIL

F’scope through ETT - tip mid-trachea: facial landmark

Insert AEC through ETT to same depth, just inside ETT tip

Never advance AECs against resistance

Remove ETT over AEC, maintaining AEC’s tracheal position

Position AEC at correct depth & secure it (circumferential tape)

Check ETCO2 & check leak around AEC

Label AEC – do not confuse with nasogastric tube – NPO

Observe closely in PACU or HDU

Annotate correct depth on the chart & CXR

Remove when re-intubation unlikely (2...8 hours...3/7)
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AECs EVIDENCE – Mort et al
9 year prospective practice analysis; 354 pts extubated over AEC

72% = known DI; 28% suspected DI

87 reintubated: 51 re-intubated whilst AEC in situ

36 re-intubated after AEC electively removed

# 11 & 14 COOK AEC (> 90% well tolerated)

Overall success rate = 47/51 = 92%

1st attempt = 41/47

2nd attempt =5/47           need ↓ ETT

3rd attempt = 1/47

AEC migrated = 3/51

Failed AEC re-intubation = 1/51 : Fastrach™LMA

Mort T. et al 2007
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AECs EVIDENCE – Mort et al

Process re-intubation : 44/51 = bag/mask

7/51 = 3-6 L/min insufflation

none needed jet ventilation

27% local to airway or NIL

73% sedated (midaz / propofol / etomidate); NMB = 2

DL / jaw thrust / tongue retraction used
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AECs EVIDENCE - Mort et al

36 patients in 2nd group

DL › 3+ : 3

LMA / Fastrach: 20

Fibrescope: 6

Rigid fibrescope: 4

GEB: 3

Surgical airway: 4  (2 FM ventilation & 2 LMA ventilation)

‘Mort has confirmed AECs are safe & effective’

P Biro. Anesth Anal. 2007



Risky Extubation



Risky Extubation

Oxygenation through AECs
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AECs: Planned ICU Extubation

37 year old ♀

Dental abscess

Trismus: 1cm

Awake FO Intubation

#6.0mm ETT  

@1/7 

Alfentanil 1mg/hr
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AECs: Planned ICU Extubation
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Extubation wires
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AECs: If patient deteriorates

• If medical - Treat the cause

• If airway   - Sit-up

100% O2: face mask +/- AEC (depth & leak)

Epinephrine nebs

(?Heliox – easier said than done!)

CPAP / NIV

Summon help - ? surgeon

Check equipment

? in theatre, consider transfer : judgement

ETCO2  & check depth
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AECs: If patient deteriorates

Railroading the ETT

• If ETT size: smallest possible

• Flexible ETT

• +/- Sedation

• Position sitting up

• Full inspiration +/- protrude tongue

• Gentle direct laryngoscopy to displace tongue only

• 90° anti-clockwise rotation

• ? VL / FO to try ID site of hold-up

• 86% first time success rate (see above)
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AECs: If patient deteriorates

Railroading the ETT

• Any railroading procedure

• ‘Mind the gap’ between ETT & stylet

# 11 COOK AEC

Aintree Catheter

# 7.0mm ETT

Higgs et al 2010



Airway Exchange Catheters

Catheter Catheter Catheter ETT

Fr Length /cm ID / mm ID / mm

8 45 1.6 ≥ 3

11                           83                       2.3                     ≥ 4

14                           83                       3.0                     ≥ 5

19                           83                       3.4                     ≥ 7

Extra Firm Soft Tipped

11                          100                      2.3                     ≥ 4

14                          100                      3.0                     ≥ 5
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Step 3: Leave the ETT in situ

…for the medical SHO
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Step 4: Post extubation care

Observations & warning signs – communication!

Early Red flags: 

• Stridor  

• Obstructed breathing

Swelling

Bleeding, haematoma

Agitation; ‘I can’t breath’

Change in voice

↓ cough, swallow, drool

Stridor

Lethargy, ↓LOC

Silent airway!
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Late red flags

• If difficult intubation, be alert for Cx traumatic intubation:

• DI - pharyngeal / oesophageal; Routine - laryngeal

Mediastinitis

• Difficult to diagnose and deadly

• Have a high index of suspicion: ↑ sore throat, deep Cx pain, chest

pain, fever, odynophagia, dysphagia 

• Classic signs - crepitus, PTHx, Pneumomediastinum < 50%

• Sepsis after difficult airway Mx: consider leak or deep  infection 

• Low threshold CT                                                                    
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LMA Exchange

• Inappropriate if reintubation is difficult

• Inappropriate in un-fasted patients
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Advanced Techniques*

1. Awake + remifentanil technique

2. LMA Exchange



Laryngeal Mask Exchange

Replacement of a tracheal tube with a LMA

Advanced technique






