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Experience in Intubation by Adapted Video-assisted Laryngoscope
(Laryngoscope with Endoscopic Camera)
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During intubation by using a conventional laryngoscope
with a Macintosh blade, the doctor who performs this
procedure has a very high risk of contact any aerosol from
the patient. Regarding COVID-19 virus pandemic, there
are widely recommendations to use video-assisted
laryngoscope instead of the conventional laryngoscope to
avoid aerosol contact. In the context of Thailand, the usage
of video-assisted laryngoscope still limits in a tertiary
healthcare center and medical school. In order to reduce
aerosol contact from the COVID-19 patient who needs
intubation, our team develops the adapted version of a
video-assisted laryngoscope by using a conventional
laryngoscope with a Macintosh blade and endoscopic
camera. With the patients’ permission, the team performed
intubation in 15 patients for maintaining the patients’ airway
during anesthesia. The success rate of intubation in the
firstattempt was 87% (13/15). Two patients have successfully
intubated in the second attempt due to the wrong technique
appliance in the first place. Besides reducing the chance
of aerosol contact by the increasing distance between the
patient and operator, the other advantages of the adapted
video-assisted laryngoscope are that it is cheap and easy
to prepare. Based on the survey questions, the operators
suggest practicing for few times before using adapted
video-assisted laryngoscope in COVID-19 patients.
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their own application for mobile connection)

Remark

There are two types of endoscopic camera in the market
|. Connecting with mobile phone via internet WiFi

II. Direct connecting with mobile phone (only for android phone)

2. Three pieces of the adhesive tape 1 inch wide and

3 inches long

4. Sticker for marking

6. conventional laryngoscope and Macintosh blade

1. endoscopic camera (lens diameter 5.5 mm /8 mm) (the camera will come up with

3. One piece of two side adhesive tapes both 1 cm in wide and long

5. Two plastic bags

Figure 1 Lists of equipment of adapted video-assisted laryngoscope producing
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1. Connect the camera with a mobile
phone’s application (WiFi/ direct level

connection)

2. Adjust the brightness to the highest 3. Check on the mobile phone screen then

mark the site with a sticker underneath
the camera (the picture should be shown

as upside down)

Figure 2 Steps of adapted video-assisted laryngoscope producing
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Table 1 Demographic data, airway assessment
parameters and airway management results
by using adapted video-assisted laryngoscope

Parameters Data
Age (years, mean+SD) 49.06x11.50
ASA classification (n, %)

| 9 (60.00)

Il 5 (33.39)

11 1(6.67)
BMI (Kg/m®, mean+SD) 26.50+7.51
Mallampati classification (n, %)

| 5 (33.39)

Il 10 (66.67)

11 0 (0)

\% 0 (0)
Thyromental distance (finger breadth, mean+SD)  3.40 (0.51)
Interincisor gap (finger breadth, mean+SD) 3.07 (0.26)
Upper lip bite test (n, %)

| 6 (40.00)

Il 9 (60.00)

11 0 (0)
Laryngoscopic view (Cormack and Lehane score)
by adapted video-assisted laryngoscope (n, %)

| 10 (66.67)

Il 5 (33.39)

11 0 (0)

\Y 0(0)
Number of intubation attempt (n, %) 13 (86.67)
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cannot be removed removed

a. Inthe case of light bulb  b. In the case of light bulb can c. During intubation with BURP d. During intubation (in the case
maneuver appliance (in the case

of light bulb cannot be removed)

of light bulb removed)

Figure 3 pictures of the larynx and surrounding structure from adapted video-assisted laryngoscope
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