CORRESPONDENCE

difficult airway scenarios involving co-operative adult
patients who vequired tracheal intubation; physicians
were asked to identify their preferved management tech-
nique. Experienced practitioners tended to use higher
rvisk induction techniques. The use of adjuncts to the
divect laryngoscope or alternative devices including the
Bullard laryngoscope or the lighted stylet was uncom-
mon,. In the patient with a bistory of previous difficult
intubation, 60% of experienced practitioners would
induce geneval anesthesia and 59% would proceed with
dirvect laryngoscopy. In half of the institutions surveyed,
the lighted stylet, retrograde intubation kits, the
Combitube, gum elastic bougies, or the Bullard laryngo-
scope were unavailable and 17% of anesthesiologists did
not bave access to the lavyngeal mask airway.?

It is likely that the major veason for the lack of moti-
vation within the specialty to learn, apply and teach
newer techniques in asrway management, is that atrway
disasters ave sufficiently rare that one may function for a
very long time under the illusion that it will never bap-
pen. Mannequins and simulators will likely have their
greatest utility for training with technigues that may
constitute a small but finite and different visk to patients
(i.c. esophageal injury after Combitube insertion).

Edward Crosby Mp
Ottawa, Ontario
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REPLY:

We are pleased to receive endovsement of our delibera-
tions on the unanticipated difficult airway from
Benumof who is a keen and learned master of this
important topic.

Benumof suggests further modification of the defini-
tion by adding a fourth category. However, be alveady
stated that Crosby et al.’s definition “comes pretty close to
objectively covering the clinical vealities of difficulty for
everyone”. Whatever definition we agree upon, we must
strive for universal agreement so that we can collect some
meaningful data on this important topic world-wide.
Benumof was surprised that Crosby et al. did not com-
ment on the algorvithm in the text of the article. I suggest
that the Crosby et al. algovithm is a simplified vevsion of
the ASA algorithm.
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As both the Crosby and ASA algovithms are compa-
rable most clinicians would opt for a move concise ver-
sion. One of the purposes of an algorithm is to encourage
clear thinking. Complicated road maps are distracting
and sometimes lead people astray.

Finally, Benumof is puzzled once again by my obser-
vation that Croshy et al.’s paper expresses o “distinctly
Canadian viewpoint”. 1 agree that the content in
Crosby et al.’s article does not differ very much from the
American viewpoint. It veally boils down to a diffevence
in style.

Brendan T. Finucane MBBCH FRCA FRCPC
Edmonton, Alberta
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LMA/FOI and CAFG

To the Editor:

We disagree with the CAFG statement that fibreoptic
intubation is “compromised in the .... anesthetized
patient.”! They cite but one review article in support,
based on the author’s “personal experience supple-
mented by a limited literature review”.? This, despite
the citation methodology that claimed: “only titles
including original data were included; excluded were
... titles with no original data (reviews, editorials, com-
ments”).! The CAFG has ignored the considerable
evidence-based literature on fibreoptic intubation of
anesthetized patients.

We have demonstrated that junior residents, using
anesthetized patients, learn fibreoptic as readily as
laryngoscopic intubation, without increasing morbid-
ity or surgical delay.® Others have reported similar
results.*® Although we do not advocate this technique
for patients with recognized difficult airways or airway
pathology, we have found expertise gained during
elective fibreoptic intubation of anesthetized patients
translates into equal facility in fibreoptic.intubation in
unrecognized difficult laryngoscopy in anesthetized
patients, and also in awake fibreoptic intubation, (as
did Marsch.?)

Interestingly, the CAFG displays an open attitude
to newer devices - the lighted stylette and intubating
laryngeal mask airway. Could the authors been
seduced by new, and therefore glamorous, equipment?
New devices are appealing - all is yet to be explored,
yet to be written. Career investigators might find such
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devices more tempting to investigate and advocate
than older, already well-explored instruments. Slavish
acceptance of novelty can lead to unfortunate ‘fads’,
later recognized to resemble the emperor who is, if
not naked, at least ill-clad.

A.F. David Cole MD
Joseph S. Mallon MD FRCPC
Toronto, Ontario
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REPLY!

The intent of our project was to veview the litevature
since the ASA Guidelines and to determine if previous
recommendations should be modified, and to offer guid-
ance regarding newer airway devices.

Cole and Mallon ! studied eight residents who, after
1000 tracheal intubations (quarter with the flexible
fibreoptic endoscope [FFE]), were assessed duving tra-
cheal intubation in a further elective 131 patients, 59
with the divect lavyngoscope, 72 with the FFE. In the case
of FFE-facilitated tracheal intubations, a catheter was
placed in the ovopharynx before the procedure began for
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continuons oxygen insufflation. It took nearly twice as
long to complete fibreoptic intubation; only 73% were
performed within one minute of apnea. Would this be
reproducible in the unanticipated failed intubation,
without dedicated assistance?

We acknowledged the value of the FFE in the man-
agement of the unanticipated difficult intubation. We
supgested that its use was more difficult in the setting of
a paralysed, apneic patient, particularly when the air-
way might be soiled by blood or secvetions. Finucane also
took exception to our veservations: “I tend to differ with
them on this issue. Fibreoptic assisted intubation can be
extremely useful even in anesthetized patients, but .... it
requires practice, experience and an assistant to main-
tain the airway, 2 (my italics) We cited evidence that
tracheal intubation can be achieved vapidly and safely,
without the need for an assistant, with the alternate
devices reviewed.

With regard to newer devices, we did not mention the
intubating LMA because, at the time, theve was no evi-
dence demonstrating its effectiveness. However, the other
devices veviewed, with the exception of the McCoy laryn-
goscope biade, have been available for more than a
decade.

Edward Crosby MD
Ottawa, Ontario
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The Charlottetown Click

To the Editor:

We read with concern the letter by Dubois and col-
leagues describing insertion of the LMA using a semi-
inflated rotational technique, the so called
“Charlottetown Twist” (Can J Anaesth 1998;45:823).
The authors make the unsupported statement that this
technique is less traumatic than the standard recom-
mended technique, but we consider this to be incorrect.
There is no doubt that placement of the LMA with the
mask aperture bars facing in the cephalad direction can
occasionally be advantageous in moving the cuff from
the mouth into the pharynx. The disadvantage is that
the cuff must then be rotated back through 180° for
the device to function. The authors state that this rota-



