Awake intubations utilising a rigid endoscope in a regional
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INTRODUCTION Traditionally, the use of a flexible bronchoscope for awake tracheal intubation is seen as the gold standard in the
management of an anticipated difficult airway and has been found to be successful in 88-100% of cases.1 A pitfall of flexible fibreoptic
intubation in a narrowed airway is the ‘cork-in-bottle’ scenario causing complete obstruction.2 In patients with severely soiled airways,
navigating can also be extremely challenging. We describe two cases that presented to our unit with severe stridor that required
immediate airway intervention. We performed midline fibreoptic oral intubations using a Bonfils endoscope under minimal sedation
and topical anaesthesia of the airways. We propose that a rigid endoscope should be utilized more often in awake tracheal intubations,
as it can pass soft tissues easily, manipulate airway structures and can easily be taught at a novice level.
CASE 2 A 58 year old female known with hypertension and
diabetes mellitus presented with an acute history of dyspnoea,
sore throat, cough and pyrexia. Clinically she had significant
accessory muscle use, continuous stridor, cyanosis, Mallampati
Grade I, inter-incisor distance of more than 2,5cm and
adequate neck mobility.

CASE 1
A 63 year old male with a month-long history of
progressive difficulty in breathing and an inability to lie
supine. Clinically he had continuous stridor, cyanosis, pulsus
paradoxus, intermittent airway obstruction, a short, thick
neck, Mallampati Grade I, inter-incisor distance of more than
2,5cm and adequate neck mobility.
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The Bonfils is a rigid 40 cm metal endoscope that has
an external diameter of 5.0mm allowing for an
endotracheal tube with an internal diameter of 5.5mm
and larger to be placed over the device. The device has
a 40 degree angulation at the distal segment. Oxygen
can be administered continuously between the metal
stylet and the endotracheal tube - in practice we found
this also helps keep the distal lens clear. A continuous
supply of oxygen is considered essential when
performing awake tracheal intubations in patients with
severe stridor and impending airway obstruction. The
endoscope was loaded with an appropriately sized
cuffed endotracheal tube, 5.5 for case 1 and 6.0 for
case 2, and oxygen was administered between the
stylet and the tube at 5l/min.
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The endoscope was introduced via the midline approach, passed along the posterior pharyngeal wall until the epiglottis came into view.
Once passed the epiglottis, the distal part of the device was angulated posteriorly lifting the epiglottis, thereby bringing the larynx into
view. In Case 1, a laryngeal mass was seen with a flap causing intermittent obstruction of the airway. In Case 2 an oedematous upper
airway was seen with significant laryngeal involvement. After confirming visualisation of the tracheal rings distal to the mass in Case 1
and vocal cords in Case 2, we gently railroaded the endotracheal tube while maintaining the position of the endoscope. The presence of
end-tidal CO2 as verified, and anaesthesia was maintained with Sevoflurane. The time from passing the lips to securing the airway was 40
seconds in case 1 and 80 seconds in case 2.
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DISCUSSION
With the development of new airway devices, it is necessary to consider new approaches to the difficult airway. The
Bonfils endoscope has been used successfully in both routine and difficult airways, in patients with limited or no neck mobility4,5 and
allows for faster intubation than other difficult airway devices.6 We propose that the Bonfils endoscope is a great tool in narrowed difficult
airways. With good topical anaesthesia, an awake oral intubation is well tolerated. Due to the endoscope being rigid, another advantage
is being able to move soft tissues out of the way, and lift airway structures. Learning to use the Bonfils endoscope is easy and encourages
confidence.7 The Bonfils endoscope is affordable, easy to clean and durable and should be considered as a viable option for the
management of patients with difficult airways.
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