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New Method for Fiberoptic Endotracheal Intubation of Anesthetized Patients

WILLIAM F. CHILDRES M.D.*

Flexible fiberoptic laryngoscopy is a valuable method
for endotracheal intubation of patients whose tracheas
are difficult or impossible to intubate with conventional
laryngoscopes.' This technique has generally been de-
scribed in the awake state with topical anesthesia and
sedation. For many patients, however, this is a stressful
and unpleasant experience.

Endotracheal intubation of anesthetized patients with
fiberoptic laryngoscopes introduces special problems.
The pharynx collapses, leaving little or no air space to
see through. The conventional laryngoscope provides its
own expsoure by lifting the anterior pharynx, which the
fiberoptic instrument does not do. Visualization is dif-
ficult or impossible unless some other means is found to
expand the pharynx. Lloyd has recommended pulling
forward on the tongue with lung forceps.* This can not
always be done (e.g., ankylosis of temperomandibular
joint), does not always expand the hypopharynx suffi-
ciently to lift the epiglottis, is traumatic to the tongue,
and always requires an assistant.

The standard surgical tongue retractor was modified
(fig. 1) to provide the exposure needed for fiberoptic
laryngoscopy in anesthetized patients without an assis-
tant. A slightly smaller size was made for females. Only
simple tools were required to produce this retractor.

* Attending Staff, Anesthesiology Department.
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The retractor was designed to be used by an unassisted
operator as illustrated in figures 1 and 2. The last three
digits of the hand are used to hold the retractor after it
has been placed in the mouth, and provide gentle lifting
pressure to expose the larynx. The thumb and forefinger
of the same hand can easily thread the fiberoptic lar-
yngoscope into the trachea through the mouth or nose.
The retractor may also be held by an assistant if the
operator prefers. Complete exposure of the larynx is
obtained.

The author has used this technique (unassisted) for
200 intubations of many different kinds of patients. They
include ankylosing spondylitis, ankylosis of tempero-

F1G. 1. Hand positioned to pass fiberoptic laryngoscope while
holding retractor.
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FI1G. 2. Fiberoptic intubation with retractor.

mandibular joint, degenerative arthritis, patients in
“halo” traction, fragile dental problems, normal patients
whose tracheas are anatomically difficult to intubate with
conventional laryngoscopes, and routine endotracheal in-
tubations. With this retractor, unassisted fiberoptic en-
dotracheal intubation in anesthetized patients proved to
be a reliable rapid technique.
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