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Due to the COVID-19 pandemic, airway management guidelines
in many countries have recommended videolaryngoscopy be used
as a first line for all patients requiring intubation [1e3]. Although
videolaryngoscopes appear to have been widely available prior to
the COVID-19 pandemic, their use in many centres was constrained
by having a few devices located in the main theatre areas [4]. It is
plausible that the availability of videolaryngoscopes will have
increased in many centres as a consequence of the pandemic and
the new guidance. This paper is set to evaluate the impact of the
COVID-19 pandemic on the use of videolaryngoscopes in future
practice.

Between 2011 and 2018 theWorld Health Organisation recorded
almost 1500 epidemic events in various countries [5]. The evidence
indicates these diseases are part of a new era of potentially high
impact and rapidly spreading outbreaks, which are becoming
increasingly difficult to manage [5]. We may well see another viral
pandemic so it is difficult to overstate the importance of lessons
learnt from COVID-19 for future practice [6].

A wealth of research exists on the performance of various vid-
eolaryngoscopes when used in patients with a challenging airway,
with benefits including an improved laryngeal view, improved first
pass success rate and lower incidence of the need for external
laryngeal manipulation [7e9]. These benefits become increasingly
relevant when dealing with COVID-19 patients, where intubation
poses a high risk of transmission to healthcare providers involved
in the procedure andwhere time to securing the airway is critical to
the wellbeing of the patient [1,3,10]. Evidence supports video-
laryngoscopes as a rescue device when difficult intubation is
encountered and direct laryngoscopy has been unsuccessful [11].
As most difficult intubations are unanticipated, routine use of a
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videolaryngoscope eliminates the delay in changing equipment
when a difficult intubation does occur and trains providers for the
critical event. This saves precious time when oxygenation is para-
mount [12]. We should keep in mind that oxygenation takes pri-
ority over any intervention [13] and that oxygenation is the primary
reason for intubation. Videolaryngoscopes aremost effective device
for achieving this goal in this group of patients.

Recent research indicates specific advantages for video-
laryngoscopy in COVID-19 patients [2,14]. Improved first attempt
success rates, increased mouth to mouth distance, the ability to use
drapes or boxes over the patient, and improved visibility when
wearing personal protective equipment (PPE) are some of the ad-
vantages over direct laryngoscopy [2,14]. Awake tracheal intubation
using flexible or video laryngoscopes in the suspected or confirmed
COVID-19 patient is a challenging undertaking due to the risk of
aerosolization of viral particles. In these patients, there are some
key modifications, including; appropriate sedation, topicalization,
and avoidance of high flow nasal oxygen [15]. In centres where staff
from other speciality areas have been drafted into the intensive care
unit to assist with increased patient load, videolaryngoscopy might
improve familiarity and understanding of intubation by displaying
the procedure on a monitor [16]. This provides an opportunity for
the intubation team to observe the process of tracheal tube
placement making it a team process, changing it from ‘I intubate, to
we intubate’ [17]. However, it should be stressed that in all cir-
cumstances, the most experienced provider should perform intu-
bation. Videolaryngoscopy may also decrease the incidence of
requiring assistance in intubation, meaning fewer people need be
exposed to this aerosol generating procedure reducing staff expo-
sure to infection and conserving PPE [18,19].

Given the risk of future pandemics or other respiratory infec-
tious diseases, it is essential to future proof our practice and
training curriculum. Formally integrating training in video-
laryngoscopy, could play a crucial part in our preparedness to deal
with future challenges [20]. Videolaryngoscopy requires fewer
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attempts to achieve proficiency, and evidence shows that novices
found videolaryngoscopy easier to use than direct laryngoscopy
[21,22]. This could mean that the most experienced intubators
available could gain skills and expertise with videolaryngoscopy
and be confident in its use in the event of another highly contagious
pandemic.

In the past, the cost of videolaryngoscopes may have been
considered prohibitive, affecting availability and use. However,
many centres had access to COVID-19 emergency funds and pur-
chased videolaryngoscopes, increasing the accessibility of these
devices to a wider range of hospital staff. Practitioners in low
resource areas have reported improvising makeshift video-
laryngoscopes, by using a traditional Macintosh laryngoscope and
attaching a fibre optic camera [23]. Others have discussed the
possibility of using 3D printing to cater for the increased demand
for single use blades for videolaryngoscopes [24]. The outcome of
this increased funding and the improvisation is very likely wider
availability and more frequent use of videolaryngoscopes world-
wide. This seems to be in keeping with the trend of many national
guidelines recommending videolaryngoscopes as a primary intu-
bation device.

The COVID-19 pandemic brought the videolaryngoscope
increasingly into mainstream anaesthetic practice. This is a prime
opportunity to consolidate the newfound resources and expertise
by using a videolaryngoscope as a routine intubation device for all
patients. Skills degrade over time [25], therefore, routine use of
videolaryngoscopes could enable skill maintenance and re-
enforcement. In the context of routine videolaryngoscope use,
practice makes permanent.

Despite a high proportion (92%) of hospitals surveyed by Cook
and Kelly [4] having videolaryngoscope access, fewer than a third
reported regular use. This may suggest that availability of these
devices is not the sole hurdle to embracing routine use, rather, this
may require a culture change and an adjustment in attitudes.
Multiple centres have already transitioned to routine use of vid-
eolaryngoscopes both in the UK and in Europe [26e28]. A study of
several thousand cases in a Swiss university hospital have found
that routine use of videolaryngoscopy, in addition to other in-
terventions, have significantly reduced the incidence of adverse
airway events [29]. These examples demonstrate that though there
may be some resistance or reservations within anaesthetic de-
partments, a transition to routine videolaryngoscopy is certainly
achievable and may stand to benefit both patients and healthcare
staff.

With the risk of future pandemics in mind, videolaryngoscopes
are a safer and more efficient device to use in critically ill patients,
where timely intubation can be lifesaving. These devices have been
the primary intubation devices in many centres during the COVID-
19 pandemic. It is important that we use the experience and re-
sources acquired during the pandemic to further establish video-
laryngoscopes as our primary intubation device. Our preparedness
to deal with similar global challenges in the future depends on it.
We echo the sentiment of Gibbins et al. that “it is possible that
airway management will have been changed forever” [14] with the
COVID-19 pandemic. We should not miss this opportunity to
embrace this new pandemic influenced role on the use of video-
laryngoscopy and to implement its use as a routine intubation
device for all patients.
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