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Background: disposable fiberoptic for intubation are more and more available in operating room We hereby
report a complication of a difficult fiberoptic intubation performed with a disposable fiberscope.

Case: Under remifentanil sedation Visualizing the glottis was easy while advancing the endotracheal tube
through the fiberscope was mildly difficult. Removing the fiberscope was impossible as was the removal of
the endotracheal tube. The patient was becoming uncomfortable. Under local anesthesia we performed a jet
ventilation after puncture of the cricothyroid membrane followed by total intravenous anesthesia. A
cervicofacial surgeon visualized the kinking of the fiberscope at the tip of the endotracheal tube. The
fiberscope was removed under direct vision with a rigid bronchoscope.

Conclusion: Because of more flexibility disposable fiberscopes may kink during the introduction of the

endotracheal tube.
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A 28 years old female suffering from pharyngeal cancer had a history
of a first long lasting (9h) surgery with oropharyngeal free flap
harvested from the anterior right thigh followed by a postoperative
tracheotomy (72h). At postoperative day 10 a second surgery was needed
in order to perform some additional sutures to close a pharyngeal fistula.
During the anesthetic assessment a probable difficult intubation was
predicted mainly because of the size of the free flap and the closure of
the tracheotomy, thus an awake fiberoptic intubation was decided for
management of difficult airway. The right nostril was chosen as it was
already used for the first surgery , oropharyngeal intubation was
dismissed because of the site of surgery.

After local anesthesia of the right nostril and the pharyngeal posterior
wall , a target infusion of Remifentanil was started ( average target 2.5
ng/ml). A disposable adult Ambu® fibroscope 2 was used and a armed
flexible 6.5 mm tracheal tube was mounted after lubrification. Locating
the glottis was mildly difficult probably because of the swelling of the
free flap in the oropharynx, however the fiberscope could pass easily the
glottis after local anesthesia injected through the fibroscope. The

tracheal tube was advanced under visual guidance above the carina, the
passage of the tracheal tube was also mildly difficult, the patient coughed
several times, despite local anesthesia and remifentanil sedation the
carina was still visible after introduction and the tracheal entry.

After the tracheal tube insertion, we noticed that removing the fibroscope
was not possible, however pushing forward either of fiberscope or the
tube was possible but did not permit subsequently to pull out the
fiberscope neither the tracheal tube. After several forward or backward
attempts  further manipulation became impossible , the patient
maintained an adequate saturation but started to feel very anxious and
uncomfortable, we also re-attempted to withdraw the tube, however this
attempt appeared to be very painful for the patient and necessitated
unusual traction force. Therefore, we decided not to insist on removing
it in order to not possibly damage the airway or adjacent structure
including the free flap and decided to secure another airway via inter
crico-thyroid membrane puncture under local anesthesia using the
previous tracheotomy scar [1]. This permitted to secure oxygenation by
a Monsoon® jet ventilator through a 14G catheter and put the patient to
sleep under propofol, remifentanil and succinylcholine.
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A cervicofacial surgeon performed a laryngoscopy followed by a
bronchoscopy with a rigid tube and noticed the kinking of the fiberscope
at the tip of the tracheal tube and further and the end of the fibrescope
which was slipped in a main left bronchi (Figure 1) probably during
secondary manipulation in order to remove either the fiberscope and or
the tracheal tube. After verifying all anatomic aspect , the tube was
pushed backward until the fiberscope was removed from the main left
bronchi and then under direct bronchoscopic vision once we were
assured that the airway and the freeflap could not be damaged at the
same time.

Figure 1:
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At the end of surgery, the previous tracheotomy was reopened to avoid
discomfort and risk of edema after the airway manipulation and the
swelling of the oropharynx due to the freeflap which was sutured to
adjacent structures. Disposable fiberoptic bronchoscope are becoming
more and more popular [2, 3]. We believe this complication would
happen more frequently and more severely with a single use fiberoptic
bronchoscope(4) as traditional fibroscope are more rigid and less flexible
while the intubation could have been more difficult with the latter one .
We did not routinely checked the structural integrity of the fibroscope
before operation but we believe the kinking occurred probably during
the intubation maneuver while trying to pass the tube through the
fibroscope in the pharynx as this part of fiberoptic intubation is the
second delicate part of the fiberoptic intubation during maneuvers [4].
Pushing forward the fibrescope created deviation of the tip of the
fiberscope through left main bronchi and and blocked the whole
fibroscope in the trachea. In addition, we cannot rule out mild kinking
before maneuvers , therefore structural integrity of these disposable
device should be checked before operation and finally kinking of such
devices during the procedures should be kept in mind and especially
when pushing forward in case of blockade.
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