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Supraglottic airways have significantly impacted the way airways are managed.  However, once the decision that endotracheal intubation is appropriate, we perform this in essentially the same manner, using identical tools as techniques as those of Miller (1941) and Macintosh (1942).  Direct laryngoscopes are low cost and pervasive.  Learning to use them is difficult but once mastered, the operator is admitted to a relatively exclusive fraternity of practitioners.  For the most part, our efforts are “successful” because we manage, occasionally with divine intervention, to insert the endotracheal tube (ETT).  

We were taught that the three airway axes could be aligned by properly positioning the head and neck.  It now appears that this cannot actually be achieved.1  To the extent that direct laryngoscopy is successful, it is achieved by mandibular displacement and the application of force to the soft tissues.  The introduction of fiberoptic and video technology potentially makes it unnecessary to align the airway axes.  We can “look around corners” with much less force applied to those structures.  Have these technologies been implemented into clinical devices which offer advantages?  Are these advantages of importance?  What are the impediments to their adoption?

Fiberoptics have empowered us to explore anatomic regions previously inaccessible.  The flexible fiberoptic bronchoscope revolutionized airway management and continues to be an essential element in our airway armamentarium.  But it is important to appreciate that even when it provides us with a view of the larynx, it functions essentially as a stylet over which an endotracheal tube is blindly advanced.  It does not result in visualized intubation.  Rigid fiberoptic stylets and laryngoscopes (eg. Bonfils, Shikani, Bullard, WuScope) are anatomically shaped and designed to allow visualization and controlled ETT advancement.  Although robust, effective and less complex than their flexible counterparts, they have relatively few advocates.  This is partly because they require that the operator learn a new skill.  Prisms and videocameras have been incorporated into more familiar-looking laryngoscopes in ways that minimize the demands for new skills.  Examples of these include the EVO, Airtraq, McGrath, Acutronics, GlideScope, and DCI Video-laryngoscope.  These are growing in popularity and will be reviewed in other presentations.

Compared with conventional direct laryngoscopy, some of these devices provide better laryngeal visualization in normal airways, unanticipated difficult airways, known difficult airways as well as clinical simulations.  Does better laryngeal visualization result in less patient morbidity and mortality?  DL fails to achieve laryngeal visualization in 1.5-8.5% of the adult surgical patient.2  Failure to visualize the larynx is associated more laryngoscopies3, hypertension, tachycardia, oxygen desaturation, airway injuries and unanticipated intensive care admission.4  More than two attempts at intubation were more likely to be associated with regurgitation, aspiration, bradycardia and cardiac arrest.5  In the OR, moderate difficulty (IDS>5) was encountered in 6.3% of patients and 16% of attempted intubations outside of the OR.6  Adnet found that time to tracheal intubation was proportional to the IDS.6  Does successful, non-visualized endotracheal intubation result in increased patient injury?  This question is difficult to answer directly.  Lightwand intubation is non-visualized and in expert hands was at least as predictable and safe as DL.7  The use of a gum elastic bougie has been advocated in situations where DL fails to provide laryngeal exposure8;9  The latter study demonstrated that such a strategy worked in 80/89 patients, though half required multiple attempts to achieve success.9  Is this reassuring?  Mencke has shown that even slightly unfavourable intubation conditions were associated with vocal cord sequelae and persistent hoarseness.10  

When we elect to intubate our patients, we should strive to achieve conditions that are maximally favourable.  This includes minimizing the force required for visualization, striving to achieve visualization whenever possible and advancing the ETT under visual guidance.  If laryngoscopy is meant to visualize the larynx, failure to visualize is “failed laryngoscopy” not “difficult laryngoscopy.”11  If we persist in referring to this as simply difficult, we will not advance our techniques and miss an opportunity of promoting patient safety.
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