
 

 

 
Subglottic Endotracheal Tube 
 
 

GENERAL DIRECTIONS: 
 

1. Remove the sterile Hi-Lo Evac, or TaperGuard Evac endotracheal tube from its protective 
package. 

 
2. Test the cuff, pilot balloon and valve for integrity by inflation prior to use. Insert a Luer tip 

syringe into the cuff inflation valve housing and inject enough air to fully inflate cuff. After test 
inflation, completely evacuate the air. 

 
3. If shortening of the endotracheal tube by cutting is considered, the tube should be cut and the 

connector reinserted prior to intubation. Tubes with 15mm connectors that cannot be removed 
with reasonable manipulation are not suitable for cutting. Always assure the connector is firmly 
seated in both the tracheal tube and the breathing circuit to prevent disconnection during use. 

 
4. In situations where it is deemed appropriate to cut the tube, the user is cautioned that 

anatomical variations, conditions of use or other factors may result in an endotracheal tube that 
is too short for a given patient. Expert clinical judgment should be used in selecting the 
appropriate tube size for each individual patient.  

 
5. Intubate the patient following currently accepted medical techniques with consideration given 

to the specific cuff-related WARNINGS and CAUTIONS stated in this product insert. Follow 
currently accepted medical techniques to ensure that the endotracheal tube has been place into 
the trachea, and not inadvertently placed into the esophagus or a mainstream bronchus.  

 
6. If a stylet is used, reshape the stylet to the configuration which best facilitates intubation. Be 

sure the stylet can be easily removed from the endotracheal tube prior to intubation. The stylet 
tip must not extend beyond the patient end of the endotracheal tube. Do not abrade the plastic 
sheath of the stylet on the sharp edges of the 15mm connector during insertion or removal 
from the tracheal tube. If the stylet sheath is torn, cut, or lacerated while reshaping the stylet, 
do not use for intubation as a damaged sheath presents an increased hazard of separation 
during withdrawal of the stylet.  

 
7. Once the patient is intubated, inflate the cuff only enough to provide an effective seal at the 

desired lung inflation pressure. The use of Minimal Occluding Volume or Minimum Leak 
techniques to determine cuff inflation and subsequent measuring or monitoring of cuff 
pressure is recommended.  

 
8. Remove syringe from the valve housing after cuff inflation. Leaving the syringe attached will 

keep the valve open, permitting the cuff to deflate. 
 

9. Check to verify that cuff inflation system is not leaking. Integrity of the system should be 
verified periodically during the intubation period. Any deviation from the selected seal pressure 
should be investigated and corrected immediately. 

 
10. The device should be secured in the patient’s airway following currently accepted medical 

techniques. 
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11. Suction secretions above the cuff using the minimum suction pressure required to 
effectively remove the secretions. Low continuous suction or moderate intermittent 
suction may be used. It is suggested that suction levels do not exceed 20mmHg for 
continuous suction or 150mmHg for intermittent suction. The suction lumen should be 
checked periodically for patency. If blockage or occlusion of the suction lumen or port 
is suspected, the lumen may be cleared by using a syringe to administer a bolus of 3-5 
cc of air into the suction lumen. 

 
12. Follow hospital procedures regarding the suction of the primary airway lumen to remove 

secretions. 
 

13. Prior to extubation, deflate the cuff by inserting syringe into valve housing and removing gas 
mixture until a definitive vacuum is noted in the syringe and the pilot balloon is collapsed.  

 
14. Extubate the patient following currently accepted medical techniques. 

 
15. Discard the endotracheal tube. 

 
 
 

 
WARNINGS 
 

 Each tube’s cuff, pilot balloon and valve should be tested by inflation prior to use. If 
dysfunction is detected in any part of the inflation system, the tube should not be used and 
should be returned.  

 

 Do not overinflate the cuff. Ordinarily, the cuff pressure should not exceed 25 cmH2O.   
Overinflation can result in tracheal damage, rupture of the cuff with subsequent deflation, or in 
cuff distortion which may lead to airway blockage. 

 

 Deflate the cuff prior to repositioning the tube. Movement of the tube with the cuff inflated 
could result in patient injury, requiring possible medical intervention or damage to the cuff. 

 

 Various bony anatomical structures (e.g., teeth, turbinates) within the airway or any intubation 
tools with sharp surfaces might jeopardize cuff integrity. Damage to the thin-walled cuff during 
insertion will subject the patient to the risk of extubation and re-intubation. If the cuff is 
damaged, the tube should not be used.  

 

 It is essential to verify that the tube position remains correct after intubation, especially when a 
patient’s position or the tube placement is altered. Any tube mal-position should be corrected 
immediately. 

 

 If extreme flexion of the head (chin-to-chest), movement of the patient (e.g., to a lateral or 
prone position), or tube compression is anticipated after intubation, use of a reinforced tracheal 
tube should be considered. 

 

 Syringes, three-way stopcocks or other devices should not be left inserted in the inflation valve 
for an extended period of time. The resulting stress could crack the valve housing and allow the 
cuff to deflate.     

 
 


