The role of rigid indirect optical devices for tracheal intubation.
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The most secure airway for major surgery or critical care is the presence of a properly-positioned cuffed tracheal tube. Tracheal intubation is the most important core skill in anaesthetic practice. Recent reports indicate that the incidence of failure to see the larynx with conventional laryngoscopy is much higher than previously reported 1. Difficulty with tracheal intubation is predominantly a consequence of failure to see the larynx 2. Difficulty with tracheal intubation is the most frequent cause of anaesthetic deaths in the UK 3. In the last 3 decades problems with tracheal intubation have become responsible for an increasing proportion of airway claims in the USA as monitoring has decreased the frequency of other causes of airway deaths 4. Multiple attempts at tracheal intubation are associated with death or brain damage 5. Soft tissue tissue airway damage is responsible for 6% of claims 6. Some hospitals in Europe 7 and North America 8 do not use blind techniques of tracheal intubation such as the introducer (“bougie”). We should seek to abandon blind techniques and aim to intubate all patients under vision so that we reduce the incidence of soft tissue damage and prolonged attempts at intubation.

Indirect laryngoscopy transfers the proximal end of the line of sight (LOS) of the larynx from above the maxillary teeth to behind the tongue. The flexible fibreoptic laryngoscope (FFL) was first used for tracheal intubation in 1967; its first use in the “awake” patient under topic anaesthesia was reported in 1972. The latter is the safest and most versatile technique of managing the anticipated difficult tracheal intubation. Although some hospitals have managed to train all their staff and use this technique for unanticipated difficult intubation 7, many anaesthetists in most countries do not use it even for anticipated difficult intubation. Use of the FFL in unanticipated difficult tracheal intubation can be difficult for a number of reasons. On the equipment side, this devise must be immediately available at all airway management sites but many hospitals do not have this availability. On the practice side, many find rapid control of the tip to be difficult. The Difficult Airway Society (DAS) guidelines recommend use of the FFL through the ILMA or LMA 9 but this requires immediate availability of the FFL.

Less expensive and more robust indirect optical devices (RIODs) designed to facilitate tracheal intubation under vision are available and the number of such devices is increasing. These may be subdivided into Rigid Indirect Laryngoscopes (RILs) and Optical Stylets (OSs). RIODs cannot be steered around obstacles as readily as the FFL and tissue retraction may be needed to allow a LOS from the distal lens. RILs can retract tissues to facilitate indirect visualisation of the larynx so that the tracheal tube can be guided into the trachea under vision. OSs are optical devices which fit inside the tracheal tube and facilitate passage into the larynx (or further into the trachea) under vision. RILs vary greatly in features and technique. Most are designed to be passed over the dorsum of the tongue. The recommended technique of elevation of the epiglottis may be direct or indirect. Direct elevation is more likely to be successful in the presence of laryngeal lesions such as lingual tonsil hypertrophy. The technique of passage of the tracheal tube is integrated into the design and technique in some RILs. OSs may be rigid, malleable, or have a tip whose flexion and extension can be controlled from the handle. They cannot retract tissues. They may be used alone, but many recommend their use with the Macintosh laryngoscope. There is evidence of value of many of these devices in the situation of unanticipated difficulty with the Macintosh laryngoscope, but more reports are needed.

Exclusive use of the Macintosh laryngoscope with blind technique for tracheal intubation exposes the patient to risks of avoidable mortality and morbidity 10 11. RIODs have great promise and will probably soon be used routinely.
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