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was the definition of a “difficult intubation.” One definition chosen by Langeron et al. was the use of either a gum
bougie or a video laryngoscope following an unsuccessful
attempt using a direct laryngoscope. Because this definition
figured in about three quarters of the intubations counted
as difficult, it had a considerable impact on their results and
conclusions. However, the authors did not fully explore why
the decision to use familiar and readily available instruments
should define an intubation as difficult.
One reason may be that a direct look followed by use
of an alternative instrument indicates an inadequate view of
the larynx at direct laryngoscopy. This follows Mallampati’s
precedent of using an inadequate direct laryngeal view as
the indicator of a difficult intubation. That precedent was
set in 1985, however, and well before the common use of
either the indirect laryngoscope or the gum bougie. At that
time, no commonly used instrument could improve an inadequate direct view at laryngoscopy. Today, though, the video
laryngoscope and the gum bougie are both familiar and
readily available to most practitioners, and the limitations of
direct laryngoscopy have lost much of their significance. As
a result, the adaptation of newer technology has effectively
overridden Mallampati’s definition for difficult intubation.
This is the crux of an important contradiction between
the goal and the method of this study. It uses instruments
not available in 1985 to define a difficult intubation, but
then those same instruments provide a path to successful
intubation. This means the study results come from a methodology that tries to preserve the limits of 1985 laryngoscopy, when that same methodology actually demonstrates
the increasing irrelevance of those limits.
At first, this seems to challenge the value of Langeron et
al.’s study. However, that comes from seeing it as an extension of the Mallampati’s examination model. In a different
light, the study results are seen to derive largely from the
individual clinician’s judgment as to whether an intubation
should be done using traditional or newer instruments. This
is a significant change from results based on a graded laryngeal view that defines difficulty, although there is a significant overlap in the airways that each method takes note of.
The change means that the airway examination no longer
looks for an anatomical limit for just one type of instrument,
but rather it seeks a way to distinguish which airways are better managed by one type of instrument or another.
This should be seen as the true paradigm shift of this
study. By incorporating the observation that different types
of instruments now contribute to successful intubations, the
authors have moved the airway examination away from its
original task of predicting failure. Instead, their examination
differentiates airways according to their suitability for different types of instruments. By doing this, it reorients the
examination to the improvement of overall laryngoscopy
success rates. Furthermore, the results indicate that their airway examination may perform this task better than the older
one predicted failure.
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In Reply:
We thank Dr. Knapp for highlighting our recent article on
prediction of difficult tracheal intubation.1 We agree with his
comments. Indeed, he raised two major issues: the first one is
the lack of universal definition for difficult tracheal intubation and the second one is when such a difficulty has been
predicted, it is not the end of the story based on anatomic
thoughtfulness, but the beginning of solutions according to
various strategies related to new devices such as videolaryngoscopes overcoming a difficult laryngoscopy with conventional direct laryngoscopy.
Requirement of an alternate technique to conventional
laryngoscopy seems an important way to define, even nowadays, a difficult airway. It means you overcome the difficulty
with another device alone or in adjunct to the conventional
laryngoscope. Nevertheless, you have already succeeded in
performing tracheal intubation, but the “therapeutic pressure” was not the same. For example, in septic shock patients
with the same mean arterial pressure of 65 mmHg, if in one
case a norepinephrine support is 0.5 mg/h and in another
case 5 mg/h for norepinephrine support, seriousness of these
patients is obviously totally different.
The main paradigm change in difficult tracheal prediction we tried to highlight in our article was to decrease the
proportion of patients in the inconclusive zone (gray zone)
to implement an optimized airway management strategy
according to the patient’s risk, with the necessity or not
to master a difficult tracheal intubation with an appropriate alternate technique to conventional laryngoscopy or to
maintain this standard technique by excluding such a difficulty. This anticipated difficulty in a given patient is an
a priori approach and is different from the one using an
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I believe it is fair to say that this study brings the predictive airway examination from the 20th century into the
21st, accounting for current technology in both the prediction and the performance of laryngoscopy. I also believe that
newer technologies, such as computerized face recognition,
will continue this evolution. They will continue to form the
airway exam into a evaluation tool that guides us toward
specfic patient-appropriate intubating instruments.
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established algorithm to achieve successful tracheal intubation by incorporating various advanced airway devices due
to conventional laryngoscopy failures.2 In this last feature,
the approach was a posteriori, managing the difficulty when
it occurred with a predefined procedure. But in both cases, it
moves the lines from a static predicting failure model relying
only on an anatomical model, i.e., Mallampati classification,
to a dynamic success model with implementation of newer
airway devices to overcome the difficult airway pushing the
limits of difficult tracheal intubation definition. This was
indeed the true paradigm change we emphasized.
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