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Dear editor: 

We wish to present our findings regarding anesthetic 

management in the context of Montgomery T-tube 

insertion in an adult patient exhibiting subglottic 

stenosis.1 Given the rarity of such cases and the 

complexities associated with this specialized airway 

device, we anticipate that this documentation will 

resonate with anesthesiologists engaged in airway 

surgical interventions.2  

The Montgomery T-tube, initially introduced by 

William Montgomery in the 1960s, is a silicone, 

uncuffed T-shaped apparatus employed to bolster the 

trachea during laryngotracheoplasty.3 It comprises a 

vertical intraluminal limb and a horizontal 

extraluminal limb extending through the tracheostomy 

stoma.4 This device fulfils a dual function: acting as a 

stent for the airway while also serving as a 

tracheostomy tube to facilitate respiration and 

secretion management.5  

We describe the case of a 35-year-old female patient 

who presented with dyspnea and was diagnosed with 

Grade 3 subglottic stenosis at the C4–C5 vertebral 

level. Her medical history revealed significant cervical 

spine trauma due to a vehicular accident, prior anterior 

cervical discectomy and fusion, prolonged intubation, 

and a history of tuberculosis lymphadenitis 2 years 

ago. 

Subsequent to an emergency tracheostomy and 

medical optimization, the patient was scheduled for 

definitive airway reconstruction with the insertion of a 

Montgomery T-tube distal to the stenotic segment to 

ensure a patent airway and avoid bypass obstruction. 

Standard ASA monitors were applied. Anesthesia was 

initiated intravenously and sustained with a 

combination of oxygen, nitrous oxide, sevoflurane, 

vecuronium, and a continuous dexmedetomidine 

infusion. The tracheostomy tube was replaced with a 

7.5 mm flexometallic cuffed tube to ensure controlled 

ventilation. 

 

Figure 1: ETT connected to the outer limb of the  
T-tube for ventilation 

To facilitate T-tube insertion, the surgeon utilized a 14 

Fr Foley catheter, which was introduced via direct 

laryngoscopy to occlude the upper limb of the T-tube. 

The breathing circuit was subsequently connected to 

the extratracheal limb with the use of a 6.5 mm 

endotracheal tube connector. This technique 

effectively ensured adequate ventilation throughout 

the apneic phase of the procedure. Neuromuscular 

blockade was successfully reversed, and the patient 

was transferred to the Surgical Intensive Care Unit 

(SICU) following postoperative recovery. The unique 
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configuration of the Montgomery T-tube poses several 

challenges for the anesthesiologists: 

 • The airway is partially shared with the surgical team, 

leading to a potential loss of airway control during 

insertion.  

• The extratracheal limb lacks a conventional 15 mm 

connector, necessitating modifications.  

• Considerable loss of anesthetic gases may occur 

through the open proximal limb of the intratracheal 

segment. 

 Various strategies have been documented to address 

these dilemmas, including occlusion with Fogarty 

catheters, oropharyngeal packing, and the application 

of laryngeal mask airways. In our particular case, the 

utilization of a Foley catheter effectively occluded the 

upper limb temporarily, thereby mitigating gas leaks 

and ensuring sufficient ventilation. In summary, 

despite its relative infrequency, the placement of the 

Montgomery T-tube requires a comprehensive 

understanding of airway-sharing techniques and 

device-specific adaptations.6 Effective anesthetic 

management necessitates meticulous preoperative 

planning, interprofessional collaboration, and 

readiness for intraoperative airway complications. 
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