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The Dexter® Endoscopic Dexterity
Trainer improves fibreoptic bron-
choscopy skills: preliminary observations

To the Editor:
Fibreoptic intubation of the trachea is the gold standard
for control of the known difficult airway. Nevertheless
this technique is still under utilized in clinical practice.1,2

Perhaps one reason for lack of use of awake fibreoptic
intubation is a lack of training or confidence on the part
of the anesthesiologist.3 Few teaching programs formal-
ly train their fellows in endoscopic techniques, and only
some anesthesiologists actively maintain this psychomo-
tor skill.4 We evaluated the efficacy of a training pro-
gram using a new endoscopy training model (Figure),
the Dexter® Endoscopic Dexterity Trainer (Replicant®
Medical Simulator Ltd., Wellington, New Zealand).

We enrolled five anesthesia trainees, and evaluated
speed and accuracy in performing a complete bron-
choscopy before and after a training program with the
Dexter®. The efficacy of the training procedure was
assessed by comparing pre and post performance

obtained on the Dexter® and on the commonly used
Laerdal™ AirMan™ difficult airway simulator5 (Laerdal
Medical Corporation, Wappingers Falls, NY, USA). 

All participants showed improvement in accuracy
and speed after the training program with the
Dexter® Endoscopic Dexterity Trainer. The pretest
average speed (duration of performance) in perform-
ing a standard exercise was 30.33 min:sec (P < 0.001).
The post test average speed in performing the exercise
was 12:30 min:sec (P < 0.001).

The pretest average number of errors in finding pic-
tures and/or segments missed was 5 (P < 0.001). The
post test average number of errors was 0 (P < 0.001).

These results were confirmed in the Laerdal™
SimMan™ universal patient simulator.

The pretest average speed (duration of perfor-
mance) in performing a standard exercise was 30:24
min:sec. The post test average speed was 12:23
min:sec (P < 0.001).

The pretest average number of errors was 6.8 (P <
0.001). The post test average number of errors was
1.8 (P < 0.001).

Our preliminary data suggest that the Dexter®
training program improves bronchoscopy skills. The
configuration of the Dexter® enhances eye-hand
coordination and aids in the recognition of images,
their size, depth and distance. This skill is important in
dealing with the difficult airway where the anatomical
orientation of structures may be abnormal. 
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Modification of the Lipp maneuver for
blind insertion of the Esophageal-
Tracheal Combitube

To the Editor:
Modifications of the original technique have been
suggested to facilitate the insertion technique of the
Esophageal-Tracheal Combitube® (ETC; Tyco-
Healthcare, Pleasanton, CA, USA).1–3 We wish to
communicate a modification of the “so-called Lipp
maneuver”, which is used to facilitate blind insertion
of the device. Originally, Dr. Markus Lipp recom-
mended bending the ETC in the portion between the
balloons (Figure) for a few seconds in order to aug-
ment the preformed curvature, allowing an even more
rapid placement.

It also became apparent that it is very important to
avoid contact of the tip of the ETC with the posterior
pharyngeal wall during insertion, since the posterior
pharyngeal wall is very friable and bleeds easily.
Bloody stripes are often seen after the use of the
laryngeal mask airway, laryngeal tube, etc., because all
these devices share the same mechanism of insertion,
which is its application against the palate and the pos-
terior pharyngeal wall.

Contrary to upper airway devices, insertion of the
ETC does not include slipping it against the palate
and posterior pharyngeal wall. The tip of the ETC
should be applied against the tongue, thus avoiding
damage to the pharynx.

In order to improve the efficacy and safety of the
blind insertion of the ETC, we strongly recommend
keeping the ETC bent as long as possible prior to inser-
tion in the oropharyngeal cavity. To achieve this, the
ETC should be held as shown in the Figure.

Maintaining the ETC bent, together with a rapid inser-
tion into the oropharyngeal cavity will enable the tip to
reach the esophagus before the ETC recovers its origi-
nal, less curved shape, making insertion fast and safe.

Of course, during laryngoscopic insertion it is not
necessary to perform this maneuver because the ETC
is inserted under direct vision while avoiding the pos-
terior pharyngeal wall.
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FIGURE Dexter® Endoscopic Dexterity Trainer.

FIGURE Original (above) and modified (below) Lipp maneuver.


