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Background. Direct laryngoscopy with the Miller laryngoscope (Mil) for infant tracheal intubation is often difficult to use even
for skilled professionals. We performed a simulation trial evaluating the utility of a tracheal tube introducer (gum-elastic bougie
(GEB)) in a simulated, difficult infant airway model. Methods. Fifteen anesthesiologists performed tracheal intubation on an infant
manikin at three different degrees of difficulty (normal [Cormack-Lehane grades (Cormack) 1-2], cervical stabilization [Cormack
2-3], and anteflexion [Cormack 3-4]) with or without aGEB, intubation success rate, and intubation time.Results. In the normal and
cervical stabilization trials, all intubation attempts were successful regardless of whether or not the GEB was used. In contrast, only
one participant succeeded in tracheal intubation without the GEB in the anteflexion trial; the success rate significantly improved
with the GEB (𝑃 = 0.005). Intubation time did not significantly change under the normal trial with or without the GEB (without,
12.7 ± 3.8 seconds; with, 13.4 ± 3.6 seconds) but was significantly shorter in the cervical stabilization and anteflexion trials with the
GEB. Conclusion. GEB use shortened the intubation time and improved the success rate of difficult infant tracheal intubation by
anesthesiologists in simulations.

1. Background

Difficulty with airway management in pediatric patients is
a major reason for cardiac arrest, brain injury, and death
[1, 2]. Fewer studies have been conducted regarding difficult
pediatric airway management, particularly in infants, com-
pared to adult studies. Although several videolaryngoscopes
and supraglottic devices have been developed for infants
[3, 4], direct laryngoscopy with the Miller laryngoscope
(Mil) remains the most widely used technique for infant
tracheal intubation. However, tracheal intubation with Mil is
sometimes difficult due to its suboptimal laryngoscopy view
[5].

The gum-elastic bougie (GEB), a tracheal tube introducer,
is commonly used in airway management and its use is
recommended by national guidelines at early stages of dif-
ficult intubation [6, 7]. Various studies have been published
regarding the utility of theGEB for difficult adult airwayman-
agement, particularly for addressing difficult laryngoscopy
situations [8, 9].

Clinical reports and evaluations of infant-size GEBs have
yet to be fully validated. Thus, in this study, we compared the
utility of theGEB for use by experienced anesthesiologists. As
direct clinical evaluations are unethical, we performed vali-
dations with manikins. We hypothesized that the GEB would
improve intubation in simulated difficult infant airways. To
this end, we evaluated the utility of the GEB with respect to
ease of tracheal intubation by experienced anesthesiologists
on an infant manikin.

2. Materials and Methods

This studywas approved by the Research Ethics Committee of
Osaka Medical College (number 1321). As the study was not
performed on human subjects, the clinical trial registration
was not required. In July 2014, we selected 15 anesthesiologists
withmore than 5 years of clinical experience (12.2±4.0 years)
who received simulation training at Osaka Medical College.
Written informed consent was obtained prior to the study.
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Figure 1: Gum-elastic bougie andmanikins used in the study. (a) 5 Fr gum-elastic bougie, (b) ALS Baby Trainer manikin for the normal trial,
(c) ALS Baby Trainer manikin for the cervical stabilization trial, and (d) ALS Baby Trainer manikin for the anteflexion trial.

The ALS Baby Trainer manikin (Laerdal, Stavanger,
Norway), designed to accurately represent a three-month-old
infant (weight: 11 pounds), was used in this study to simulate
tracheal intubation. Intubations were performed using a Mil
with a size 1 blade and a tracheal tube (Portex, St. Paul, MN,
USA) with an internal diameter of 3.0mm without a cuff. A
5 Fr tracheal tube introducer (Portex, St. Paul, MN, USA) was
used as GEB because there is no infant-size GEB with angle
tip commercially available (Figure 1(a)).

Themanikin was placed on a flat and hard table and fixed
to the table firmly with cohesive tape to prevent movement
during laryngoscopy. To simulate difficult laryngoscopy,
three trials were designed: normal trial (Cormack-Lehane
grades (Cormack) 1-2), manual cervical stabilization (grades
2-3), and anteflexion (approximately 15 degrees; grades 3-4)
(Figures 1(b)–1(d)).

The instructor explained to each participant how to
intubate the tracheal tube with or without the GEB, attach
a ventilation bag, and ventilate the lungs of the manikin.
Although all participants had clinical experience with GEB
usage, they were given fiveminutes to practice insertion, with
the instructor available to give advice [10].

Participants were instructed to perform tracheal intu-
bation within 60 seconds for each trial. We measured the
insertion time from the start-point, that is, when participants
took the device in their hands, to the end-point, that is, when
they performed ventilation with a respiratory bag following
insertion. Ventilation success or failure was determined by a
visible chest rise and was judged by the same observer. Intu-
bation times were recorded for both tracheal and esophageal

intubations. In cases where participants could not intubate
the traceha within 60 seconds, the trial was considered a
failure and the intubation time was recorded as 60 seconds.

At the end of the trials, participants rated the difficulty
of each trial on a visual analog scale (VAS) from 0mm
(extremely easy) to 100mm (extremely difficult) for laryn-
goscopic imaging (VAS-LI) and passage of the tracheal tube
through the glottis (VAS-PT) [11].

Results obtained from each trial were compared using
two-way repeated measures analysis of variance for intu-
bation time, and the chi-square test for successful ven-
tilation. Data are presented as mean ± SD. 𝑃 < 0.05
was considered statistically significant. This study used a
randomized crossover design tominimize the learning-curve
effect. The order of intervention was randomized for each
participant by a random number table, resulting in a total of
six interventions per participant.

Results of a nine-doctor preliminary study showed that
the time required for successful intubation in the cervical
stabilization trial was approximately 10 ± 4 s. We considered
5 s to be a clinicallymeaningful difference.Thus, we estimated
that 12 participants would be adequate for two independent
groups using 𝛼 = 0.05 and 𝛽 = 0.2.

3. Results

3.1. Success of Tracheal Intubation. Table 1 shows the number
of successful intubations per trial. In the normal and cervical
stabilization trials, all intubation attempts were successful
with or without the GEB. In contrast, only one participant
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Table 1: Number of successful intubations.

Without GEB
(success/total)

With GEB
(success/total) 𝑃 value

Normal
(Cormack 1-2) 15/15 15/15 N.S.

Cervical
stabilization
(Cormack 2-3)

15/15 15/15 N.S.

Anteflexion
(Cormack 4) 1/15 8/15 0.005

Successful intubations with or without the gum-elastic bougie (GEB) in the
three trials. Differences were analyzed with the chi-square test.
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Figure 2: Intubation time with and without the gum-elastic bougie.
White box: without GEB; black box: with GEB. Results are expressed
as mean ± SD and were analyzed by two-way analysis of variance.
NS: no significant difference; ∗𝑃 < 0.05 compared to without GEB.

succeeded in tracheal intubation without the GEB in the
anteflexion trial; success significantly improved with the GEB
(𝑃 = 0.005).

3.2. Intubation Time. Results for intubation time are shown
in Figure 2. Intubation times did not significantly differ with
or without the GEB in the normal trial (without GEB, 12.7 ±
3.8 seconds; with GEB, 13.4 ± 3.6 seconds). Intubation time
was significantly shorter with the GEB in both the cervical
stabilization and anteflexion trials (cervical stabilization:
without, 24.2±10.6 seconds; with, 17.4±4.7 seconds;𝑃 = 0.03;
anteflexion: without, 59.0 ± 3.8 seconds; with, 37.2 ± 13.7
seconds; 𝑃 < 0.001).

3.3. VAS for Laryngoscopic Imaging and Tube Passage through
theGlottis. VAS-LI andVAS-PT scores are shown in Figure 3.
VAS-LI scores did not significantly differ with or without the
GEB in the three trials (Figure 3(a)). However, the VAS-LI
score of the anteflexion trial was significantly higher than

those of the cervical stabilization and normal trials.TheVAS-
LI score of the cervical stabilization trial was also higher than
that of the normal trial.

The VAS-PT score did not significantly differ with or
without theGEB in the normal trial. However, VAS-PT scores
with the GEB were significantly lower than without GEB in
the cervical stabilization and anteflexion trials (Figure 3(b)).

4. Discussion

Respiratory and airway problems are the most frequent
causes of perioperative cardiac arrest in infants and children,
highlighting the paramount importance of definite airway
management [1, 12]. There have been only small evidences
about pediatric difficult airway prediction factor, especially
in infants [13]. In recent years, although many airway devices
have been developed to address difficult intubation situations,
most have been used in the context of adults and may
not be suitable for pediatric use [14]. Hence, advances in
adult airway management are not always transferable to
pediatric practice. For example, most infants would not be
able to tolerate awake or sedated intubation.Thus, options are
limited for securing the infant airway.

Although the most widely used laryngoscope for these
situations is the Mil, its difficulty to operate without experi-
ence can lead to an unacceptable high incidence of inaccurate
intubation [15]. The GEB is a commonly used airway adjunct
in intubation and is recommended by several guidelines for
use at an early stage in cases of difficult intubation [6, 7].
Evidence from adult patients suggests that anesthesiologists
can secure the airway with a high success rate when using the
GEB [16].

Our present study demonstrated that intubation time
is significantly shortened with the GEB under conditions
of cervical stabilization, which simulates Cormack grades
2-3. Our findings suggest that GEB insertion is a simple
and effective method for difficult infant airway management.
However, in the anteflexion simulationswithCormack grades
3-4, about half of the participants failed in tracheal intuba-
tion. When anesthesiologists cannot see the GEB entering
the larynx in Cormack grades 3-4, it is important to be able
to determine whether the GEB is located in the trachea or
esophagus. However, these signs in adults may not be applied
to infant cases. Click and hold-up signs are well described in
adults using GEB with angled tip. Click signs are apparent
in adults and older children if GEB is correctly placed in
the trachea [6, 17]. In this study, we used straight tip GEB.
We should be careful that click sign can be confirmed in
actual infants. Furthermore, hold-up sign will definitely work
and is safe on manikin but there are concerns in real infant
from the viewpoint of avoiding airway trauma. Thus, clinical
evaluation of infant GEB including complications is needed
in the future.

This study has several limitations. First, we used a
manikin rather than real infants. Manikin simulation cannot
mimic certain factors encountered in the clinical setting,
such as body temperature, tissue stiffness, or sputum in the
oropharynx. Second, though we utilized ALS Baby Trainer
as infant simulator, more sophisticated or high-fidelity one



4 BioMed Research International

70

80

90

100

60

50

40

30

20

10

0

N
or

m
al

N
or

m
al
+

G
EB

C
er

vi
ca

l

C
er

vi
ca

l+
G

EB

A
nt

efl
ex

io
n

A
nt

efl
ex

io
n
+

G
EB

With GEB
Without GEB

∗

∗

(m
m

)

(a)

80

100

60

40

20

0

N
or

m
al

N
or

m
al
+

G
EB

C
er

vi
ca

l

C
er

vi
ca

l+
G

EB

A
nt

efl
ex

io
n

A
nt

efl
ex

io
n
+

G
EB

With GEB
Without GEB

P < 0.001

P < 0.001

∗
∗(m

m
)

(b)

Figure 3: Visual analog scale for simulated tracheal intubation with and without gum-elastic bougie. (a) Laryngoscopic imaging and (b) tube
passage through the glottis.White box: without GEB; black box: with GEB. Results are expressed asmean ± SD and were analyzed by two-way
analysis of variance. NS: no significant difference; ∗𝑃 < 0.05 compared to without GEB.

such as SimBaby may provide more precise data. Third, we
used 5 Fr tube exchanger because GEB for infant resembling
the shape of adult one is not commercially available now. It
is desirable that the GEB with angled tip will be developed.
Fourth, the time required for airway intervention in a
manikin is generally shorter than that required in actual
infants [18]. Thus, accumulation of clinical data on GEB use
in infant airway management is necessary.

At present, there are only case series suggesting the utility
of GEB for Pierre Robin syndrome [17]. In the future, it will be
important to accumulate more data or perform randomized
controlled trial to validate whether the GEB is equally useful
in difficult congenital airway situations [19]. Next, since the
present study was conducted with experienced anesthesiol-
ogists, trials targeting novice doctors may further clarify the
utility of theGEB for difficult infant airwaymanagement [20].
Assessing the utility of the GEB in emergent simulations,
such as with chest compression, is also warranted. Several
reports have been published regarding the utility of vide-
olaryngoscopes for difficult infant airway management [3].
Though there are reports about utility of videolaryngoscope
and GEB combination for difficult intubation in adult cases
[21–23], there are no case reports on this combination in
infant or pediatric cases. Clinical accumulation of these
videolaryngoscopes when used in conjunction with the GEB
may help developing new strategies for infant difficult airway
management.

5. Conclusions

Our simulation study demonstrated that GEB use short-
ened intubation time and improved intubation success rate
with difficult infant airways (e.g., cervical stabilization and
anteflexion (Cormack 3-4)). However, in anteflexion trial,
the success rate of tracheal intubation with the GEB was

significantly lower than in cervical stabilization and normal
airway trials.

Notes

(a) The utility of tracheal tube introducers has previously
been shown in adult cases, but not in pediatric cases,
especially infants.

(b) GEB use shortened intubation time and improved the
success rate of difficult infant tracheal intubation by
anesthesiologists in simulations.

(c) GEB may be a useful device for difficult infant airway
management.

Conflict of Interests

The authors have no affiliation with the manufacturers of
any of the devices described in the paper and declare no
financial interest with respect to the material described
herein. Financial support for the study was provided by the
authors’ institution and department.

Authors’ Contribution

Nobuyasu Komasawa and Akira Hyoda made the study
design, conducted the study and data analysis, and wrote the
paper; SayuriMatsunami andNozomiMajima conducted the
study anddata analysis; andToshiakiMinamiwas responsible
for the study design and paper preparation. All authors
discussed the results and approved the final paper.



BioMed Research International 5

References

[1] S. M. Bhananker, C. Ramamoorthy, J. M. Geiduschek et al.,
“Anesthesia-related cardiac arrest in children: update from the
pediatric perioperative cardiac arrest registry,” Anesthesia &
Analgesia, vol. 105, no. 2, pp. 344–350, 2007.

[2] I. Murat, I. Constant, and H. Maud’huy, “Perioperative anaes-
thetic morbidity in children: a database of 24,165 anaesthetics
over a 30-month period,” Paediatric Anaesthesia, vol. 14, no. 2,
pp. 158–166, 2004.

[3] N. Komasawa, R. Ueki, N. Yamamoto, S.-I. Nishi, Y. Kaminoh,
and C. Tashiro, “Comparison of Pentax-AWS Airwayscope,
Airtraq and Miller laryngoscope for tracheal intubation by
novice doctors during infant cardiopulmonary resuscitation
simulation: a randomized crossover trial,” Journal of Anesthesia,
vol. 27, no. 5, pp. 778–780, 2013.

[4] N. Komasawa, R. Ueki, N. Yamamoto et al., “Comparison of
air-Q and Soft Seal laryngeal mask for airway management
by novice doctors during infant chest compression: a manikin
study,” Resuscitation, vol. 83, no. 3, pp. 365–368, 2012.

[5] J. E. Fiadjoe, P. A. Stricker, R. S.Hackell et al., “The efficacy of the
storz miller 1 video laryngoscope in a simulated infant difficult
intubation,” Anesthesia and Analgesia, vol. 108, no. 6, pp. 1783–
1786, 2009.

[6] J. L. Apfelbaum, C. A. Hagberg, R. A. Caplan et al., “Practice
guidelines for management of the difficult airway: an updated
report by the American Society of Anesthesiologists Task Force
onManagement of theDifficult Airway,”Anesthesiology, vol. 118,
no. 2, pp. 251–270, 2013.

[7] J. J. Henderson, M. T. Popat, I. P. Latto, and A. C. Pearce,
“Difficult Airway Society guidelines for management of the
unanticipated difficult intubation,”Anaesthesia, vol. 59, no. 7, pp.
675–694, 2004.

[8] D. W. Green, “Gum elastic Bougie and simulated difficult
intubation,” Anaesthesia, vol. 58, no. 4, pp. 391–392, 2003.

[9] A. Evans, S. Morris, J. Petterson, and J. E. Hall, “A comparison
of the Seeing Optical Stylet and the gum elastic bougie in simu-
lated difficult tracheal intubation: amanikin study,”Anaesthesia,
vol. 61, no. 5, pp. 478–481, 2006.

[10] N. Komasawa, R. Ueki, Y. Kaminoh, and S.-I. Nishi, “Evaluation
of chest compression effect on airway management with air-
Q, aura-i, i-gel, and Fastrack intubating supraglottic devices by
novice physicians: a randomized crossover simulation study,”
Journal of Anesthesia, vol. 28, no. 5, pp. 676–680, 2014.

[11] D. Okada, N. Komasawa, S. Fujiwara, and T. Minami, “Com-
parison of tube-guided and guideless videolaryngoscope for
tracheal intubation during chest compression in a manikin: a
randomized crossover trial,” Journal of Anesthesia, 2014.

[12] F. J. Frei and W. Ummenhofer, “Difficult intubation in paedi-
atrics,” Paediatric Anaesthesia, vol. 6, no. 4, pp. 251–263, 1996.

[13] R. B. Easley, J. E. Segeleon, S. E. Haun, and J. D. Tobias,
“Prospective study of airwaymanagement of children requiring
endotracheal intubation before admission to a pediatric inten-
sive care unit,” Critical Care Medicine, vol. 28, no. 6, pp. 2058–
2063, 2000.

[14] N. Komasawa, R. Ueki, A. Fujii et al., “Comparison of Laryngeal
Mask Supreme and Soft Seal for airway management in several
positions,” Journal of Anesthesia, vol. 25, no. 4, pp. 535–539, 2011.

[15] F. E. Babl, R. J. Vinci, H. Bauchner, and L. Mottley, “Pediatric
pre-hospital advanced life support care in an urban setting,”
Pediatric Emergency Care, vol. 17, no. 1, pp. 5–9, 2001.

[16] P. S. Gataure, R. S. Vaughan, and I. P. Latto, “Simulated difficult
intubation. Comparison of the gum elastic bougie and the
stylet,” Anaesthesia, vol. 51, no. 10, pp. 935–938, 1996.

[17] F. Semjen, M. Bordes, and A.-M. Cros, “Intubation of infants
with Pierre Robin syndrome: the use of the paraglossal
approach combined with a gum-elastic bougie in six consecu-
tive cases,” Anaesthesia, vol. 63, no. 2, pp. 147–150, 2008.

[18] N. Komasawa, S. Fujiwara, M. Haba, R. Mihara, and T. Minami,
“Comparison of Quick Track and Melker for emergent invasive
airway management during chest compression: a crossover
simulation trial,” European Journal of Anaesthesiology, vol. 32,
no. 6, pp. 440–442, 2015.

[19] J. Hosking, D. Zoanetti, A. Carlyle, P. Anderson, and D. Costi,
“Anesthesia for Treacher Collins syndrome: a review of airway
management in 240 pediatric cases,” Paediatric Anaesthesia, vol.
22, no. 8, pp. 752–758, 2012.

[20] C. Hein, H. Owen, and J. Plummer, “A training program for
novice paramedics provides initial laryngeal mask airway inser-
tion skill and improves skill retention at 6 months,” Simulation
in Healthcare, vol. 5, no. 1, pp. 33–39, 2010.

[21] I. Takenaka, K. Aoyama, T. Iwagaki, H. Ishimura, Y. Takenaka,
and T. Kadoya, “Approach combining the airway scope and the
bougie for minimizing movement of the cervical spine during
endotracheal intubation,” Anesthesiology, vol. 110, no. 6, pp.
1335–1340, 2009.

[22] K. Maruyama, S. Tsukamoto, S. Ohno et al., “Effect of car-
diopulmonary resuscitation on intubation using a Macintosh
laryngoscope, the AirWay Scope, and the gum elastic bougie: a
manikin study,” Resuscitation, vol. 81, no. 8, pp. 1014–1018, 2010.

[23] W. R. Hand and B. M. Sutton, “A novel technique using the
gum elastic bougie and video laryngoscope for intubation in
an unanticipated difficult airway,” Journal of Clinical Anesthesia,
vol. 24, no. 8, pp. 675–677, 2012.


