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Two cases of femorofemoral cardiopulmonary bypass prior to induction of
anaesthesia in the management of tracheal obstruction by thyroid cancer
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One of major problem in endptracheal intubation for general anesthesia is intrathoracic tracheal
obstruction induced by tumor such as, intrathoracic goiter and malignant lymphoma etc. Small amount of
secretion or hemorrhage and mild tracheal edema may cause aggravation of tracheal obstruction during
endotracheal intubation. Also, it is too difficult to perform the emergency tracheostomy in middle
tracheal obstryction. We tried to perform femorofemoral cardiopulmonary bypass without endotracheal
intubation for induction of general anesthesia in case of middle tracheal obstruction and We reported with

review of literature.
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Fig 1. Axial CT image of neck in case 1. (A), (C)
Preoperative image. It shows a huge mass, septated low
density mass narrowing trachea on upper mediastinal level.
(B), (D) Postoperative image in case 1. Previous huge
mediastinal mass was disappered. Airway was patent state,

Fig 3. Intraoperative view of case 1. Huge mediastinal
mass compressed middle trachea was noted.
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Fig 4. Axial CT image of neck in case 2. (A), (C)
Preoperative image. Huge mass in right thyroid gland
region invaded strap muscles and sternocleidomastoid
muscle and encircled common carotid artery. Thyroid mass
collapsed trachea and internal jugular vein. (B), (D):
Postoperative image. Tracheostoma was made in right
neck. Pectoralis major myocutaneous flap was shown in
lower anterior neck.
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