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Background 

A can’t intubate, can’t ventilate (CICV) scenario can result in tragic morbidity and death. 
Although a rare occurrence (1:50,000 general anaesthetics) [NAP4], it is crucial that 
anaesthetists not only maintain the skills to perform cricothyrotomy, but that they are well-
equipped with appropriate tools.  Various devices have been developed over the years, 
including narrow-bore needles, wire-guided cricothyrotomy utilising the seldinger technique, 
and pre-assembled cannula-over-needle kits, but of all these, there is little consensus as to 
which is the quickest and safest. We set out to compare a new device, Surgicric I with two well 
established techniques: Melker Emergency Cricothyrotomy kit, and the surgical technique as 
described by the Difficult Airway Society (DAS). 

Method 

We performed a randomised cross-over bench study, in a porcine model. Following video 
tutorial and practise session with each device, 25 senior anaesthetists were asked to 
perform cricothyrotomy on a fresh porcine larynx, with each of the 3 techniques in turn.  

The primary outcome was the duration of insertion of the cricothyrotomy devices into the 
trachea. Secondary outcomes included: the number of attempts required to insert the 
device, cannula location and position, degree of tracheal damage, plus participant ability 
and confidence, and ease of use. 

Results 

Median (IQR) time for insertion was 81 seconds (62-126) for ‘surgical’, 124 seconds (100-
217) for Melker, and 127 seconds (68-171) for Surgicric. The devices were successfully 
inserted for 92% of ‘surgical’ cricothyrotomy, 88% of Melker, and 76% of Surgicric I 
attempts. Five Surgicric I insertions were deemed unsuccessful due to inability to ventilate 
through a correctly positioned device.   

Median trauma grading was 3 (moderate: >5mm puncture/laceration) for Surgicric, 2 (mild: 
partial thickness laceration <5mm) for Melker, and 1 (none) for ‘surgical’.  



Confidence and ability of the anaesthetists increased significantly, but there was no 
significant difference in preferred device.  

Discussion 

The main learning point from this study is that there were issues with the new Surgicric 
device, in that it appeared on occasion to be impossible to ventilate despite accurate 
insertion, and also caused the greatest degree of tracheal wall trauma. We met up with the 
Directors of VBM, who listened to our concerns, and have since modified the device, and 
indeed removed this model from the market. The newly released version is made from a 
more compliant material, without the plasticiser DEHP, and has an altered design which 
should result in less traumatic insertion. The introducer also now ‘locks’ onto the device, 
thus preventing advancement without the leading firm edge of its beveled introducer. 

We believe this is a responsible and encouraging example of how the industry has listened 
to clinicians and altered manufacturing of a device in order to accommodate our concerns. 
We have recently received a further NIAA grant in order to evaluate the remodelled device.  

 

 

 

 


