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deally, bronchial hydatid cyst disease requires lung 

isolation as well as lung separation during 

anaesthesia. Patients undergoing thoracotomy for 

bronchial hydatid cyst require isolation of healthy lung 

for protection against transbronchial spread of hydatid 

fluid [1]. We propose an alternative approach to double 

lumen tube (DLT) and Univent tube for mechanical 

ventilation and isolation with an endobronchial 

endotracheal tube (ETT) with a combination of patient 

positioning and gum elastic bougie to provide a suction 

route for the operated lung. 

A 12-year-old patient diagnosed with symptomatic 

pulmonary hydatid cyst with complaints of persistent 

productive cough for two months and worsening 

breathlessness of one week duration was posted for right-

sided thoracotomy. DLT is preferred during thoracotomy 

for hydatid cystectomy to control ventilation and prevent 

flooding of the healthy lung [2-4]. However, we had a 

narrow time frame for getting the surgery conducted due 

to worsening patient status and remote location of the 

patient with a probability of non-compliance. During this 

time frame, the necessary paediatric airway equipment 

(DLT and Univent) was not available. However, due to 

urgent nature of the surgery, we had to go ahead with the 

available resources. We could not use DLT as the smaller 

size required was not available. Bronchial intubation with 

ETT may not achieve collapse of the operative lung and 

may even fail to prevent transbronchial spread as the 

operative lung cannot be suctioned with this technique [1, 

5-7]. Therefore, after inducing anesthesia with standard 

ASA monitoring, we passed a 5.5 mm ID cuffed ETT and 

was secured in the trachea under direct laryngoscopy. An 

arterial line and a central line was secured after induction. 

Using a fibreoptic bronchoscope, the single lumen ETT 

was advanced into the left main bronchus to achieve one 

lung ventilation. The patient was ventilated with pressure 

control mode. Inspiratory pressures were adjusted to 

deliver a tidal volume or 4-5 ml/kg. Respiratory rate was 

titrated according to ETCO2. PEEP was titrated to 

maintain the saturation of more than 94% and anaesthesia 

was maintained with Sevoflurane and air. Noradrenaline 

infusion was adjusted to provide minimal support and 

avoid changes in the haemodynamics caused by intra 

thoracic manipulation by the surgeon. Surgeon had 

informed us regarding inadvertent rupture and suspected 

spillage in the tracheobronchial tree. 

After the completion of surgery which had taken four 

hours to complete, the ventilated lung was found to be 

contamination free under fibreoptic bronchoscopic 

visualisation. However, above the level of cuff near the 

carina, contaminant spillage could be seen through the 

transparent ETT. The patient was put in Trendelenburg 
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position for 15 minutes to allow drainage of the fluid. 

Bronchoscopy showed reduction of the spillage fluid. 

Passing the fibreoptic bronchoscope along with ETT 

could have been the best method to ensure suction of 

operative lung and carina under vision [8] but due to 

narrow passage the glottis opening could not 

accommodate the bronchoscope along with ETT. Passing 

a soft suction catheter was not possible as it is not firm 

enough. Therefore, under direct laryngoscopy, a 

hollowed gum elastic bougie was passed along the ETT 

into the trachea. Continuous suction was connected to the 

bougie and suction of operated lung as well as trachea 

was achieved and was confirmed with fibreoptic 

bronchoscope passed through the ETT. After 

confirmation of no residual spillage at carina and trachea, 

the ETT was repositioned to endotracheal position under 

fibreoptic bronchoscopic guidance and the bougie kept in 

situ was seen in the right main bronchus with continuous 

suction. Patient was extubated and postoperative course 

was uneventful with epidural analgesia. Patient was 

followed up in ward with serial chest x-rays. The patient 

was mobilised on the 2nd postoperative (PO) day and 

discharged on the 5th PO day. 

 Our technique of using a combination of 

Trendelenburg position to provide drainage and gum 

elastic bougie to provide continuous suction with 

endobronchial intubation of endotracheal tube can be a 

good alternative in absence of DLT or Uninvent. In the 

absence of Univent tube and bronchial blockers, this 

technique gives a good alternative to prevent spread of 

spillage. If faced with a similar situation without an 

alternative available, this technique may be used again 

owing to its effectiveness as it resulted in a positive 

outcome and early discharge of the patient. 

 

Figure 1- A: Contaminant spillage above the cuff of ETT. B: Gum elastic bougie in place for suctioning  

C: Passage of gum elastic bougie to suction the contaminants D: Repositioning of ETT after confirmation of no 

residual spillage. 
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Figure 2- Chest radiograph showing pulmonary hydatid cyst in the right lung 
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