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When trying to intubate a patient with an anterior 
airway and a short thyromental distance, however, 
the endotracheal tube (ETT) often cannot be steered 
successfully into the trachea using the standard stylet 
even though the video-laryngoscope provides adequate 
visualization of the vocal cords [2]. Changing to a video-
laryngoscope with a D-blade can improve visualization 
of the vocal cords but does not make it any easier to 
steer the ETT into the trachea because it does not solve 
the fundamental problem that the oral, pharyngeal 
and laryngeal axes do not align when the neck is in 
the neutral position. In patients with anterior airway, 
the tip of the ETT first needs to be anteflexed to pass 
through the vocal cords and then must be retroflexed 
so that the ETT can be inserted deeply enough into the 
trachea to inflate the cuff. This can be accomplished 
by guiding the ETT into the trachea with the help of 
a flexible bronchoscope. This combined use of the 
video-laryngoscope to visualize the vocal cords and 
the flexible scope to steer the ETT into the trachea has 
become common practice when intubating patients 
with anterior airway anatomy [3,4]. The combined 
technique works well when utilizing a reusable flexible 
scope that has sufficient internal rigidity. Most of the 
disposable flexible scopes currently available on the 
market however do not have sufficient internal rigidity 
to reliably guide the ETT into the trachea. When trying 
to advance the ETT over these floppy disposable flexible 
scopes the ETT frequently pulls the disposable flexible 
scope out of the trachea. The flexible scope then forms 
a blind loop in the esophagus and fails to guide the 
ETT into the trachea. This blind loop phenomenon is 
encountered more often when the circumference of 
the flexible scope is too small for the diameter of the 
ETT. The external diameter of the flexible scope used 
as an intubation guide should be at least three quarters 
of the internal diameter of the ETT. Warming the ETT 
to reduce its stiffness or using a spirally reinforced ETT 
will also make it easier for the ETT to follow the flexible 
scope into the airway.
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Management of the difficult airway is still one of 
the most important and challenging clinical situations 
encountered by anesthesiologists in daily practice. It 
can develop into major adverse consequences if the 
airway is not secured in a timely fashion. Most airway 
problems can be solved with relatively simple devices 
and techniques, especially with video-laryngoscopes. 
However, clinical judgement and experience are crucial 
to their use. For any intubation technique, practice will 
improve performance and may reduce the likelihood of 
complications. Each airway device has unique properties 
that may be advantageous in certain situations 
yet limiting in others. Specific airway management 
techniques are greatly influenced by individual disease 
and anatomy, and successful management may require 
combinations of devices and techniques. The Video-
laryngoscopes are now commonly used when intubating 
patients in the operating room (OR) [1]. There is one 
video-laryngoscope for every OR at our institution. 
When the indications for video-laryngoscopy are known 
neck instability, the potential for undiagnosed neck 
fracture, limited mouth opening or temporomandibular 
joint dysfunction, the stylet provided with the video-
laryngoscope usually has the correct curvature to allow 
for easy intubation with the neck in the neutral position.
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blade should remain in the oropharynx until the 
ETT has been successfully placed in the larynx. This 
facilitates passing the ETT into the larynx and identifies 
any potential damage to the vocal cord during the 
intubation. The QUICKSTEERTM intubation guide cannot 
be used for nasal ETTs and the ETT cannot be preloaded 
onto the bougie because the currently available version 
is not long enough for that. The distance from the tip of 
the intubation guide to the handle is 30 cm while the 
length of a size 8.0 ETT including the connector is 34.5 
cm. The total length of the intubation guide is 67 cm. 
Subsequent versions of this device may allow for nasal 
intubation by placing the handle at a greater distance 
from the tip (Figure 1 and Figure 2).

In summary, this new steerable intubation guide 
costs less than a disposable flexible scope and has 
greater internal rigidity. It can significantly facilitate 
intubation in a patient with an anterior airway when 
using a video-laryngoscope.
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While current disposable scopes provide adequate 
visualization for bronchoscopy, they are poorly suited 
for steering an ETT during intubation. Health care 
organizations are however motivated to replace re-
useable scopes with disposable scopes because re-
useable endoscopy equipment continues to be implicated 
in nosocomial cross-contamination between patients 
[5]. A steerable intubation guide named QUICKSTEERTM 

(Access Airways, Blaine, MN) has recently become 
available. This intubation guide is very suitable to be 
used together with a video-laryngoscope because it has 
a steering function. When using a video-laryngoscope 
blade for intubation with the neck in the neutral position 
the oral, pharyngeal and laryngeal axes are not aligned 
as well as when employing a standard Macintosh blade 
with the patient in the “sniffing position”. Using a video-
laryngoscope blade also does not create sufficient space 
in the oropharynx for effectively using Magill forceps to 
manipulate a conventional bougie. The ability to steer a 
bougie or intubation guide is therefore a great benefit 
in this situation.

The QUICKSTEERTM intubation guide needs to be 
lubricated well so that the ETT can slide over it easily. 
The current version allows use of ETTs down to size 6. 
The intubation guide needs be steered into the trachea 
by itself, and the handle then must be taken off before 
the ETT can be advanced over it. The video-laryngoscope 

         

Figure 1: (A) The QUICKSTEERTM intubation guide is held by the handle and the actuator sleeve located below the handle 
is pinched between the right thumb and the index finger; (B) Pushing the sleeve away from the handle ante-flexes the tip of 
the intubation guide and pulling the sleeve towards the handle retro-flexes the tip. Left-right directional control is achieved by 
rotating the wrist.
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Figure 2: After the intubation guide has been inserted into the trachea the handle needs to be taken off so that the ETT can 
be advanced over it.
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