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In summary, we encourage education and training with 
a variety of airway devices, including the flexible broncho-
scope, and we look forward to the day when skills assess-
ment is incorporated into all training programs to establish 
a minimum standard of skill for all clinicians who manage 
the airway.

We appreciate the insight of Dr. Metz regarding education 
in flexible bronchoscopy and video laryngoscopy. We agree 
that all anesthesiology residency programs should encourage 
mastery of both techniques. However, we suspect that video 
laryngoscopy will be easier to learn because it may be kines-
thetically less demanding than flexible bronchoscopy. It has 
been demonstrated that novices can become proficient with 
tracheal intubation using a video laryngoscope with as little 
as two attempts.4
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In Reply:
We appreciate the comments of Drs. Levin and Leibowitz 
regarding our editorial,1 in which we stated that the article 
by Rosenstock et al. established video laryngoscopy as a use-
ful alternative to fiberoptic intubation in the study popula-
tion. Their study provides evidence for the utility of video 
laryngoscopy in difficult airway management. This does not 
in any way take away from the utility and necessity of acquir-
ing and maintaining skill with flexible bronchoscopy, which 
remains our definitive standard for difficult airway manage-
ment. The Fourth National Audit Project of the Royal Col-
lege of Anaesthetists and Difficult Airway Society (NAP4) 
was designed to identify and study serious airway complica-
tions occurring during  anesthesia, in the intensive care unit 
and the emergency department.2 This study found that the 
lack of education and training of care providers was a signifi-
cant cause of adverse outcomes. We encourage the acquisi-
tion of skill with a variety of airway management techniques. 
Although the flexible bronchoscope is the most versatile 
device available to us, it does not represent a panacea for dif-
ficult airway management, it is not readily available around 
the world, and the acquisition (and maintenance) costs make 
it unattainable in many centers. We believe that our opin-
ion is supported by the published literature, that in select 
patients with difficult airways, video laryngoscopy may be 
as effective as flexible bronchoscopy. However, the judgment 
of the clinician is critical to avoid the inappropriate use of a 
video laryngoscopy when flexible bronchoscopy is the bet-
ter choice. We disagree with the statement that any device 
(including traditional Macintosh and Miller laryngoscopes) 
would be equally successful if patients with limited mouth 
opening (<15 mm) and neck pathology prohibiting recur-
rent laryngeal nerve block placement were eliminated. There 
are many other known predictors of difficult intubation, and 
15 mm of mouth opening may be insufficient for intubation 
with a standard laryngoscope that relies on direct line-of-
site visualization. Furthermore, video laryngoscopy has been 
associated with higher tracheal intubation success rates than 
standard direct laryngoscopy in patients with predicted dif-
ficult airways.3
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In Reply:  
We thank Drs. Todd and Bayman, Levine and Leibowitz, 
and Xue, Cheng, and Li for their interest in our article 
“Awake fiberoptic or awake video laryngoscopic tracheal 
intubation in patients with anticipated difficult airway man-
agement.”1 We value their questions and considerations.

Drs. Todd and Bayman raise an important issue concern-
ing postrandomization exclusion and missing intention-to-
treat analysis. We agree that postrandomization exclusion is 
a limitation of our study and an intention-to-treat analysis 
is preferable. We have now performed intention-to-treat 
analyses for both tracheal intubation time and the success 
rate for first attempt of intubation. In six of the seven cases 
with impossible transtracheal injection, patients’ airways 
were topically anesthetized and the data are available, and 
for patients without this information, we did the calculation 
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