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CASE REPoRTS

AWAKE TRACHEAL INTUBATION WITH COMBINED USE  
OF KING VISION™ VIDEOLARYNGOSCOPE AND A FIBEROPTIC  

BRONCHOSCOPE IN A PATIENT WITH GIANT LYMPHOCELE

mOhamEd r. El-TahaN*, d. jOhN dOylE**, alaa m. khidr*, mOhamEd a. 
rEgal***, aymaN B. El mOrSy*** aNd mOhamEd El mahdy*

Introduction

Airway devices such as the GlideScope® videolaryngoscope or the Airtraq® optical 
laryngoscope can facilitate fibreoptic-guided intubation1-4. In this report we show how a fiberoptic 
bronchoscope (FOB) guided through a channeled King Vision™ videolaryngoscope can aid awake 
tracheal intubation, as we illustrate in a patient with a giant lymphocele complicated by airway 
edema.

Case Presentation

A 33 year-old, 160 cm, 106 kg gentleman with 7 years of progressively enlarged chest and 
neck swelling presented with orthopnea and dyspnea and was scheduled for lymphocele excision. 
The patient’s hemogram, electrolytes, creatinine, and liver tests were normal. Pulmonary function 
tests showed a mild restrictive pattern (FEV1 68%, FVC 78%, and FEV1/FVC 87% of predicted). 
A left anterior multi-cystic, non-tender chest wall swelling measuring 50 × 35 cm with dilated 
superficial veins was noted. This extended to surround the anterior neck as a collar and extended 
beyond the thyroid cartilage (Figures 1a and b). Neck movements were impossible, mouth opening 
was 3.5 cm, and the Mallampati score was II. Chest radiography showed a huge pedunculated left-
sided chest wall mass extending to the neck, and compression of the middle third of the trachea. 
The trachea was deviated to the right (Figure 2). The lymphocele extended beyond the thyroid 
cartilage, precluding tracheostomy or suprasternal needle tracheotomy. CT demonstrated a large 
multiple loculated cystic mass arising from the chest wall superficial to the pectoralis muscles 
compressing the middle third of the trachea, obstructing approximately 40% of the tracheal lumen 
and extending beyond the thyroid cartilage. The major neck vessels and superior vena cava were 
patent (Figures 3a and 3b).
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Fig� 1 
Photographs showing the extension of the huge left anterior 

chest wall and neck lymphocele�  
(a) Anterior view (b) Right lateral view�

Fig� 2 
Postero-anterior views of the chest x ray showing a huge left 

anterior  
chest wall and neck lymphocele with no intra-thoracic 

extension�

Fig� 3 
CT scan showing extension of the multi-cystic septated 

anterior neck and chest swelling� 
(a) Coronal view (b) Sagittal view�
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611COMBINED AWAKE INTUBATION

A plan for intubation was adopted, with the 
primary plan constituting of awake intubation 
using a FOB in conjunction with a King Vision™ 
videolaryngoscope, and with a back-up plan involving 
the use of an airway introducer, a tube exchanger and 
an intubating laryngeal mask airway, depending on the 
difficulties encountered.

A cardiothoracic surgeon was on standby 
to aspirate the neck cysts, or to initiate rigid 
bronchoscopy and jet ventilation. Cardiopulmonary 
bypass was available in the event of a failed airway 
or cardiovascular collapse. The upper airway was 
anesthetized with 2 mL of 10% lidocaine delivered by 
nebulization. The patient then gargled 1.5 mL of 10% 
lidocaine, followed by 2% lidocaine gel applied to the 
back of the tongue. Oxygen was delivered via nasal 
cannula, with sedation provided with an infusion in 
conjunction with 1 mg of midazolam5.

Laryngoscopy was performed in a semi-sitting 
position using a King Vision™ video laryngoscope, 
where moderate hypopharyngeal edema and a grade 
III view of the glottis were observed. A 5.2-mm FOB 
loaded with a 7.5-mm endotracheal tube (ETT) was 
advanced via the King Vision™ video laryngoscope 
channeled blade. The ETT was then advanced into the 
trachea, while the glottis was visualized via the King 
Vision™ video laryngoscope.

After intubation, anesthesia was induced using 
propofol and remifentanil and maintained with 
desflurane and remifentanil, with no muscle relaxant 
administered.

The surgeon excised the cysts through neck collar 
and left sub-mammary incisions. Intraoperative vital 
signs remained stable throughout the 4 hour surgery 
After the surgery, the patient was extubated, and was 
observed in the surgical intensive care unit for 24 hours.

discussion

Experience indicates that awake fiberoptic 
intubation is successful in 88–100% of difficult airway 
patients6. The flexible FOB is the preferred instrument 
in such patients, but the presence of restricted neck 
movement, pharyngeal edema or bleeding can preclude 
its use.

The use of video laryngoscopes as a FOB 
conduit1-4 can be helpful where the use of FOB alone 
is unsuitable. A channeled laryngoscope like as the 
Airtraq® optical laryngoscope facilitates fibreoptic-
guided intubation using either a small FOB inserted 
through the ETT mounted in the guiding channel and 
then directed into the glottis or by using a large FOB 
inserted through the guiding channel and directed 
into the glottis, followed with railroading the ETT 
over its shaft3. Additionally, video laryngoscope-
assisted awake fibreoptic intubation has been shown 
to be a potentially useful technique in difficult airway 
management7.

An expected problem in patients with a huge 
cervical partially-obstructing mass is hypopharyngeal 
edema. Awake tracheostomy was precluded in this 
case with the extension of the lymphocele beyond the 
thyroid cartilage.

In contrast to the fibreoptic bronchoscope, 
the King Vision™ video laryngoscope has many 
advantages: it is relatively inexpensive and easy to 
handle. It offers a 160 degree field of view, potentially 
eliminating the need for extensive manipulation of 
the bronchoscope, and is better suited for the tracheal 
intubation of patients with pharyngeal swelling as 
it displaces the pharyngeal tissue and may provide 
conduit for the FOB.

In conclusion, the combined use of King Vision™ 
video laryngoscope and a fiberoptic bronchoscope can 
be an effective method of awake tracheal intubation, 
as demonstrated in our patient with giant lymphocele.
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