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i INNOVATION

Combining Videolaryngoscopy With Fiber-Optic
Orotracheal Intubation for Inclusion in the
Nonemergency Pathway of the Difficult Airway

Algorithm

Ann-Kathrin Riegel, MD,* and Michael Winterhalter, MD+t

As technology progresses, our clinical treatment options rise steadily. We are comfortable now
with the handling of ready-to-use high-quality videolaryngoscopes and fiber optics, and there
is increasing knowledge and practice that the combination of these 2 techniques has a high
“rescue rate” in situations when fiber-optic intubation or videolaryngoscopic intubation fails.
Therefore, we would recommend to specifically include this technique in the “difficult airway
algorithm—nonemergency pathway,” so it comes routinely into mind when faced with a “can ven-
tilate, but cannot intubate” situation that warrants intubation for the surgical operation. (A&A

Practice. 2019;12:28-9.)

enerally “can ventilate, cannot intubate” situations
Gare often solved through laryngeal mask ventilation.

Intermittent mask ventilation or temporary laryngeal
mask ventilation enables us to try different techniques under
adequate oxygenation to achieve intubation in difficult air-
ways. For these cases, the Task-Force on Management of the
Difficult Airway of the American Society of Anesthesiologists
suggests that we have “alternative approaches that can be
used if the primary approach fails or is not feasible.”* Fiber-
optic intubation, despite being gold standard, does not
provide a 100% success rate, or as Matioc says: “No single
airway device or technique will be successful in every clini-
cal situation.”?> We would like to highlight the combination
technique of videolaryngoscopy-assisted fiber-optic orotra-
cheal intubation for consideration to be included in the
difficult airway algorithm in the nonemergency pathway
(Figure). We use this technique for difficult airway situations
in small children/infants in our department.

As reported by others, there are several advantages of the
combined technique. One of the main problems with fiber-
optic intubation, the narrow pharynx, can be solved through
simultaneous direct or videolaryngoscopy with elevation of
the oropharynx. This is also helpful in case of tongue swell-
ing or presentation with a large epiglottis. The high flexibil-
ity of the fiberscope tip in comparison to an endotracheal
tube stylet makes it possible to advance the fiberscope and
endotracheal tube even when the trachea is severely dis-
torted. Furthermore, control of the fiberscope tip through
the videolaryngoscope reduces the risk of lateral deviation
of the bronchoscope. If videolaryngoscope and broncho-
scope are connected to monitors, both can be placed next
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to each other and a simultaneous laryngeal “microview”
through the bronchoscope can be combined with a “mac-
roview” through the videolaryngoscope. The use of moni-
tors to guide the process is also good for teaching purposes.
It is presumed that the combination of fiberscope and vide-
olaryngoscope will reduce trauma to the tissues, and it is
assumed that the intubation time can be reduced in patients
with Cormack-Lehane airways grade IIb and greater.?

In elective cases, known possible mask ventilation and
known possible difficult intubation permit us to choose an
alternative to awake fiber-optic intubation, which may be
uncomfortable, especially for children and infants. Compliance
in infants and children is rarely achieved without sedation or
anesthesia. It is necessary that the anesthesia team in this situ-
ation be prepared with several readily available intubation
options. Furthermore, because a difficult airway can present in
any patient in any hospital at any time, every anesthesiologist

Figure. The process of videolaryngoscope-assisted fiber-optic
intubation.
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