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nie stężenia PCT w surowicy krwi, której wartości wynosiły 

odpowiednio: 261,66 ng mL-1 w 2. dobie leczenia, 121,7 ng 

mL-1 w 3. dobie, 37,69 ng mL-1 w 4. dobie, 3,3 ng mL-1 w 10. 

dobie oraz 0,59 ng mL-1w ostatniej dobie leczenia na OIT. 

W 7. dobie zakończono terapię nerkozastępczą, uzyskano 

istotną poprawę funkcję nerek. W 12. dobie leczenia zakoń-

czono sztuczną wentylację płuc oraz usunięto rurkę intuba-

cyjną. W 30. dobie leczenia chory przytomny, z kontaktem 

logicznym, żywiony drogą przewodu pokarmowego został 

przekazany na oddział otolaryngologii. Rok po zakończeniu 

leczenia chory powrócił do pracy zawodowej. 

Duże stężenia PCT u  chorych leczonych z  powodu 

wstrząsu septycznego są dobrze udokumentowane 

w  literaturze, jednak w  większości przypadków korelują 

ze śmiertelnością na OIT [3–5]. Pojedyncze doniesienia 

dokumentują również duże stężenia PCT u osób zatrutych 

amfetaminą [5]. W opisywanym przypadku duże stężenie 

PCT w  pierwszej dobie hospitalizacji mogło sugerować 

niekorzystne rokowanie. Stosunkowo szybka poprawa 

stanu ogólnego oraz znaczące zmniejszenie stężenia PCT 

w pierwszych dobach leczenia nie potwierdza jednak za-

leżności pomiędzy dużymi stężeniami PCT a śmiertelno-

ścią. Bardziej specyficzna wydaje się analiza trendu zmian 

stężenia PCT w trakcie leczenia. W niektórych badaniach 

podkreśla się bowiem znacznie większą zależność pomię-

dzy kinetyką zmian PCT w ciągu pierwszych dni leczenia 

a  śmiertelnością chorych leczonych z  powodu wstrząsu 

septycznego [6–9]. W opisywanym przypadku zanotowano 

zmniejszenie stężenia PCT w ciągu pierwszych 72 godzin 

leczenia. Można zatem uważać, że śledzenie dynamiki 

zmian stężeń PCT jest czułym wskaźnikiem rokowniczym 

u chorych leczonych z powodu wstrząsu septycznego. Jed-

noznaczne wykazanie czułości zmian wymaga przeprowa-

dzenia badań. 
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Tips and troubleshooting 
during intubation with AirTraq 
videolaryngoscope
Tomasz Gaszyński

Department of Anaesthesiology and Intensive Therapy Medical  
University of Lodz, Poland

Editor,

The AirTraq optical laryngoscope (Podol Meditec SA, Viz-

caya, Spain) is an intubation device which can be success-

fully used both in cases of expected [1] and unexpected [2]  

difficult intubation. However, in some cases it may be difficult 

to introduce an endotracheal tube despite good visualisation 

of the glottis [3, 4]. In such cases the use of an intubation stylet 

Anestezjologia Intensywna Terapia
2018, tom 50, numer 1, 87–88

ISSN 0209–1712
www.ait.viamedica.pl

Należy cytować wersję: Hys M, Rutyna R, Psujek O, Salameh K, Dąbrowski W. High serum procalcitonin concentration and dynamics of its 
changes as a prognostic factor of mortality. Anaesthesiol Intensive Ther. 2018, vol. 50, no 1, 85–86. doi: 10.5603/AIT.2018.0007

https://www.ncbi.nlm.nih.gov/pubmed/8094770
https://www.ncbi.nlm.nih.gov/pubmed/23740442
http://dx.doi.org/10.1097/MD.0000000000001085
http://dx.doi.org/10.1097/MD.0000000000001085
https://www.ncbi.nlm.nih.gov/pubmed/26166090
http://dx.doi.org/10.5009/gnl15209
https://www.ncbi.nlm.nih.gov/pubmed/26780089
http://dx.doi.org/10.1155/2014/179313
https://www.ncbi.nlm.nih.gov/pubmed/24826347
http://dx.doi.org/10.1164/rccm.201408-1483OC
https://www.ncbi.nlm.nih.gov/pubmed/25295709
http://dx.doi.org/10.1016/j.medin.2011.09.008
https://www.ncbi.nlm.nih.gov/pubmed/22055776
http://dx.doi.org/10.14740/jocmr2251w
https://www.ncbi.nlm.nih.gov/pubmed/26251686
http://dx.doi.org/10.1097/SHK.0b013e31823533f9
http://dx.doi.org/10.1097/SHK.0b013e31823533f9
https://www.ncbi.nlm.nih.gov/pubmed/21937947


88

Anaesthesiol Intensive Ther 2018, vol. 50, no 1, xx–90

Figure 1. AirTraq optical videolaryngoscope with gum elastic bougie 
stylet introduced into endotracheal tube guide channel

Figure 2. The entrance to larynx view with visible tip of gum elastic bougie

[4] or a gum elastic bougie [3] is described. However, it may 

be barely possible to position an endotracheal tube (ET) with 

a stylet when in the guide channel of the AirTraq. Anaesthesi-

ologists sometimes try to change the tube position like when 

using a standard Macintosh laryngoscope blade. This is not 

possible due to the design of the AirTraq’s guide channel for 

an ET. If manoeuvres are necessary, they must be done with 

the device itself, not the ET. If the glottis is beyond the centre 

of view and device positioning does not improve visibility, the 

use of a gum elastic bougie may help [5, 6]. The gum elastic 

bougie should be introduced into the guide channel of the 

AirTraq instead of the ET. Because of its smaller diameter, it is 

possible to manoeuvres it while in the guide channel of the 

device (Fig. 1). As the tip of the gum elastic bougie is curved, 

it may help to introduce it to the glottis (Fig. 2). As this ma-

noeuvre is similar to using a bougie with a standard Macintosh 

blade laryngoscope, it would seem to be easy to learn by an 

anaesthesiologist who is experienced with using a bougie. 

When located inside trachea, a bougie is used as a guidewire 

to introduce an ET. Sometimes, it may helpful to introduce the 

ET together with a gum elastic bougie and use the bougie only 

to direct the ET towards the larynx [7]. This technique may be 

used not only when the larynx is out-of-centre of the view but 

also when moving the head is not advised. 

Another difficulty that anaesthesiologists may face when 

using the AirTraq during intubation is that the ET does not 

pass through the glottis, despite good visualisation of the 

vocal cords. This may be due to resistance created by the tip 

of the tube touching the anterior wall of the trachea. In this 

situation, it is advised to retract the ET and then introduce 

a gum elastic bougie into the ET via the guide channel of the 

AirTraq. This is followed by placing the gum elastic bougie 

into the trachea and introducing the ET alongside the bougie.

We tried this technique in several cases when residents 

stated difficulties with introducing an ET using the AirTraq. 

In all such cases, the combination of a gum elastic bougie 

and the AirTraq allowed one to intubate the patient. 
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The above-described technique can be also used for awake 

AirTraq intubation. We used this method in a patient with 

restricted mouth opening. Following local anaesthesia, the 

AirTraq Avant videolaryngoscope was introduced. Although 

the glottis was above the centre of view, manoeuvres with 

device were not possible because of the restricted space. We 

introduced a gum elastic bougie into the ET guide channel of 

the AirTraq and intubated the trachea without any disturbance. 

The AirTraq can be used together with a gum elastic 

bougie in cases of difficulties with introducing the ET when 

the glottis is beyond the centre of view, as is performed us-

ing a fiberoscope together with a videolaryngoscope [8], 

but this way is cheaper and easier to perform.
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Always check anaesthetic equipment
Malgorzata Albin1, Tomasz Nikodemski2

1The Lister Hospital, Chelsea Bridge Road, London W1W 8RH 
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Sir,

Foreign bodies in the breathing system causing critical 

incidents and even the death of a patient have been a topic 

for publicity and recommendations [1–4].

Usually inert small items such as caps, bungs (plastic 

stoppers) and metal pieces have been reported. 

We would like to emphasises the importance of checking all 

parts of the circuit individually. Finding an insect is rather rare. 

During our routine pre-operative check, we were sur-

prised to find this dead fly in the HME filter, which had just 

been taken out of a new packet (Fig. 1 A-C).

Foreign bodies can enter the equipment during wrapping, 

decontamination or storage. There are case reports of wrapping 

material or manufacturing material, such as plastic causing obstruc-

tion [5]. We believe it may have got trapped inside before packing.

Figure 1A–C
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