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Abstract: Background: In recent years, videolaryngoscopy has increasingly been utilized as an alter-
native to fiberoptic bronchoscopy in awake intubation. Nonetheless, it remains uncertain whether
videolaryngoscopy represents a viable substitute for fiberoptic bronchoscopy. We conducted this sys-
tematic review with a meta-analysis to compare videolaryngoscopy and fiberoptic bronchoscopy for
awake intubation. Methods: We systematically searched for all randomized controlled trials (RCTs)
comparing videolaryngoscopy and fiberoptic bronchoscopy for awake intubation. The Cochrane Cen-
tral Register of Controlled Trials (CENTRAL), Embase, and MEDLINE were systematically queried
through August 2023. Our primary outcome measure was the duration of intubation. Secondary
outcomes encompassed the rate of successful intubation on the initial attempt, failed intubation,
patient-reported satisfaction, and any complications or adverse events potentially stemming from
the intubation procedure. The Cochrane Risk of Bias Tool for RCTs was employed to evaluate all
studies for evidence of bias. The GRADE approach was utilized to gauge the certainty of the evi-
dence. Results: Eleven trials involving 873 patients were ultimately included in our review for data
extraction. Meta-analysis demonstrated that videolaryngoscopy decreased the duration of intubation
compared to fiberoptic bronchoscopy (SMD −1.9671 [95% CI: −2.7794 to −1.1548] p < 0.0001), a
finding corroborated in subgroup analysis by the type of videolaryngoscope (SMD −2.5027 [95% CI:
−4.8733 to −0.1322] p = 0.0385). Additionally, videolaryngoscopy marginally lowered the risk of
experiencing a saturation below 90% during the procedure (RR −0.7040 [95% CI: −1.4038 to −0.0043]
p = 0.0486). No statistically significant disparities were observed between the two techniques in terms
of failed intubation, initial successful intubation attempt, or sore throat/hoarseness. With regard to
patient-reported satisfaction, a pooled analysis was precluded due to the variability in evaluation
methods employed across the trials to assess this outcome. Lastly, trial sequential analysis (TSA)
conducted for intubation time (primary outcome) affirmed the conclusiveness of this evidence; TSA
performed for secondary outcomes failed to yield conclusive evidence, indicating the necessity for
further trials. Conclusions: Videolaryngoscopy for awake tracheal intubation diminishes intubation
time and the risk of experiencing a saturation below 90% compared to fiberoptic bronchoscopy.

Keywords: airway management; awake intubation; fiberoptic bronchoscopy; meta-analysis; trial
sequential analysis; videolaryngoscopy

1. Introduction

Awake fiberoptic intubation is recommended for managing a known or anticipated
difficult airway [1,2]. This technique ensures patient safety by maintaining spontaneous
ventilation and intrinsic airway tone until tracheal intubation, thus mitigating the risks
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associated with managing a difficult airway in a patient under anesthesia [3–6]. How-
ever, learning fiberoptic intubation can be challenging and requires regular practice to
maintain proficiency [7–9]. Additionally, it carries the potential for various complications,
such as oversedation and airway obstruction [10–12]. Performing the procedure also de-
mands familiarity with equipment, knowledge of endoscopic airway anatomy, and skill
in administering effective local anesthesia and sedation [13]. These drawbacks have con-
tributed to the underutilization of fiberoptic intubation by many anesthesiologists and
prompted the exploration of alternative airway devices that offer greater manageability
and comparable efficacy.

Recently, videolaryngoscopes (VLS) have seen a surge in usage for managing difficult
airways [14–16]. VLSs offer improved glottic visualization and reduce the need for repeated
laryngoscopy attempts that fail to visualize the glottis, making them valuable for patients
with known or anticipated difficult airways [17]. Moreover, they appear to be simpler to use
and quicker to master compared to fiberoptic bronchoscopy [18]. Due to these attributes,
they are increasingly being employed as an alternative to fiberoptic bronchoscopy for
awake intubation. However, given that awake intubation with videolaryngoscopy is a
relatively recent technique, it remains unclear whether VLSs represent a viable substitute
for fiberoptic bronchoscopy.

We undertook this systematic review with meta-analysis to juxtapose videolaryn-
goscopy and fiber-optic bronchoscopy for awake intubation. Our primary focus was on
intubation time. Secondary endpoints encompassed the success rate of intubation on
the initial attempts, instances of failed intubation, patient-reported satisfaction, and any
complications or adverse events possibly stemming from the intubation procedure.

2. Methods
2.1. Search Strategy

This systematic review and meta-analysis were conducted in accordance with the
most recent PRISMA guidelines [19]. This study was not registered in any database. We
conducted a comprehensive search for all randomized controlled trials (RCTs) comparing
videolaryngoscopy and fiberoptic bronchoscopy for awake intubation. We searched the
following electronic databases up to August 2023: Cochrane Central Register of Controlled
Trials (CENTRAL), Embase, and MEDLINE. The search terms utilized to identify rele-
vant publications included “videolaryngoscopy” OR “videolaryngoscope” AND “awake
intubation” AND “randomized controlled trial”. No language restrictions were applied.
Non-randomized controlled trials were excluded. The participants comprised patients of
all ages and genders requiring tracheal intubation, irrespective of the type of surgery.

2.2. Data Extraction and Quality Assessment

Two reviewers (RM and MV) autonomously conducted an initial selection by screening
titles and abstracts. Both reviewers examined citations to identify additional RCTs suitable
for inclusion in our analysis. Full copies of all potentially relevant studies were procured
for thorough evaluation. Data from each study were independently extracted by two re-
viewers (RM and MV) utilizing standardized spreadsheets in Microsoft Excel (Microsoft
Corporation, Redmond, WA, USA), and subsequently cross-verified for discrepancies by a
third reviewer (GS). Two reviewers (CI, AM) independently evaluated the study’s quality.
Any disagreements were resolved through consensus, with recourse to a pair of reviewers
(PB and AC) if necessary. The risk of bias was evaluated using the Cochrane Risk of Bias
Tool for RCTs.

2.3. Outcome Measures

The primary outcome assessed was the intubation time. Secondary outcomes encom-
passed the rate of successful intubation on the first attempts, instances of failed intubation,
patient-reported satisfaction, and any complications or adverse events potentially arising
from the intubation procedure.
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2.4. Quantitative Analysis

The analysis employed the logarithmic hazard ratio and standardized mean difference
as outcome measures. A random effects model was applied to the data. The DerSimonian–
Laird estimator was utilized to estimate the amount of heterogeneity (tau2). Additionally,
the Q-test for heterogeneity and the I2 statistic were calculated. If any level of heterogeneity
was detected (i.e., tau2 > 0, irrespective of the Q-test results), a prediction interval for the
true results was provided. Studentized residuals and Cook’s distances were examined to
identify potential outliers and influential studies within the model framework. Studies
with studentized residuals exceeding the 100 × (1 − 0.05/(2 × k))th percentile of a standard
normal distribution were deemed potential outliers (e.g., utilizing a Bonferroni correction
with two-sided alpha = 0.05 for k studies included in the meta-analysis). Studies with
Cook’s distances surpassing the median plus six times the interquartile range of Cook’s
distances were considered influential. The rank correlation test and regression test were
employed to assess the asymmetry of the funnel plot, utilizing the standard error of the
observed outcomes as a predictor.

Trial sequential analysis (TSA) relies on determining the required information size
(RIS), also known as the optimal information size. TSA was conducted using TSA 0.9
beta software when the number of included studies exceeded five. RIS was estimated
considering relative risk reduction and information size adjusted for heterogeneity for
dichotomous outcomes. A positive result was confirmed if the cumulative Z curve sur-
passed the sequential monitoring limit of the Lan–DeMets study or reached RIS above the
conventional significance level line (Z = 1.96). Conversely, a negative result was confirmed
if the cumulative Z curve reached the futility limit or fell below RIS under the conventional
significance level line (Z = 1.96). Additionally, 95% CIs adjusted for TSA were provided.

3. Results

The electronic search yielded 500 potential articles. Following the removal of dupli-
cates, we assessed the eligibility of 418 articles based on title and abstract. Only fourteen
studies were selected for full-text evaluation. Three trials were excluded as they did not
meet our inclusion criteria. Ultimately, eleven trials, involving 873 patients, were included
in our review [20–30]. The screening process is outlined in Figure 1. One study was ex-
cluded from the meta-analysis due to incomplete reported data [27]. Baseline characteristics
of the included studies are presented in Table 1. Table 2 provides a summary of the risk of
bias for each included study.

3.1. Duration of Intubation (Time)

Ten studies were included in the analysis (Figure 2). The estimated SMD based on
the random-effects model was −1.9671 (95% CI: −2.7794 to −1.1548). Thus, the average
outcome significantly differed from zero (z = −4.7464, p < 0.0001). As per the Q-test, the true
outcomes appeared to be heterogeneous (I2 = 95.4003%). Examination of the studentized
residuals indicated that none of the studies had a value larger than ±2.8070, suggesting no
outliers in this model. According to Cook’s distances, none of the studies were considered
overly influential. The regression test revealed funnel plot asymmetry (p = 0.0102), while
the rank correlation test did not show significance (p = 0.4843).

3.2. Duration of Intubation (Time) with Glidescope

Three studies were included in the analysis for this outcome (Figure 3). The estimated
SMD based on the random-effects model was −2.5027 (95% CI: −4.8733 to −0.1322). Thus,
the mean result significantly differed from zero (z = −2.0693, p = 0.0385). According to the
Q-test, the true results appeared to be heterogeneous (I2 = 96.9362%). Examination of the
studentized residuals revealed that one study (Wahba SSTT et al., 2012) [30] had a value
greater than ±2.3940, indicating it could be a potential outlier in this model. According to
Cook’s distances, none of the studies were deemed overly influential. The regression test
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indicated funnel plot skewness (p < 0.0001), while the rank correlation test did not show
significance (p = 0.3333).
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3.3. Duration of Intubation (Time) with Others VLSs

Seven studies were included in the analysis for this outcome (Figure 4). The SMD
based on the random-effects model was −1.7662 (95% CI: −2.6636 to −0.8688).

In this case, the mean result significantly differed from zero (z = −3.8574, p = 0.0001).
According to the Q-test, the true results appeared to be heterogeneous (I2 = 95.2083%).
Examination of the student residuals indicated that one study (Mendonca C et al., 2016)
had a value greater than ±2.6901, suggesting it could be a potential outlier in this model.
According to Cook’s distances, none of the studies were considered overly influential.
Neither the rank correlation test nor the regression test indicated any funnel plot skewness
(p = 1.0000 and p = 0.1421, respectively).



J. Clin. Med. 2024, 13, 3186 5 of 19

Table 1. Baseline characteristics of studies included in the systematic review and meta-analysis. ASA: American Society of Anesthesiologists physical status
classification; BMI: Body mass index; EGRI: El-Ganzouri Risk Index; ENT: Ear, Nose, and Throat; FOB: Fibreoptic bronchoscopy; SARI: Simplified Airway Risk
Index; VL: Videolaryngoscopy.

Study Type of VLS
Device

Sample
Size

Type of
Surgery Inclusion Criteria Exclusion Criteria Experience of Operator Sedation Intubation

Abdellatif
AA et al.,
2014 [20]

Glidescope VL: 31
FOB: 32

Laparoscopic
bariatric BMI ≥ 40, EGRI ≥ 4

Age < 18 or >60, ASA
class ≥ 4, severe mental

illness, mouth
opening < 15 mm, poor

dentition, controindications
to drugs used during

procedure, patient refusal

Two anaesthetists with
experience of more than
100 successful tracheal

intubations using
both devices

Premedication with
glycopyrrolate; topical

anaesthesia with lidocaine;
remifentanil TCI (target

Ramsay score of 3)

Oral

Choi S et al.,
2023 [21] AceScope

VL: 166
FOB:
164

Elective
cervical spine

surgery

Patients aged
20–80 years scheduled

for elective cervical
spine surgery under
general anaesthesia

Upper airway lesion
(tumour; polyp; trauma;

abscess; inflammation; or
foreign body), history of
upper airway surgery or
radiotherapy, high risk of

pulmonary aspiration,
coagulopathy,

or ASA class > 3

Five consultant
anaesthetists with a
collective history of

more than 30 successful
tracheal intubations
using both devices

Propofol TCI Oral

Cohn AI et al.,
1995 [22] Bullard VL: 8

FOB: 9 Cervical spine

Adults, ASA class I–III,
scheduled for

neurosurgical correction
of a cervical spine

problem

Not declared

Senior trainees or
consultant anaesthetists

with experience in at
least 10 successful

tracheal intubations
using both devices

Fentanyl, midazolam, and
droperidol; topical

anaesthesia with lidocaine
Oral

Dutta K et al.,
2020 [23] McGrath VL: 23

FOB: 23

Elective
cervical spine

surgery

Patients aged
18–65 years and ASA

class I–II.

Oropharyngeal pathology,
mouth opening < 2.5 cm,

emergency surgery,
pregnancy, or refusal

of consent

One anesthesiologist
who has adequate

experience in
performing intubations

with both these
techniques

(>25 intubations)

Premedication with
glycopyrrolate; fentanyl;

lidocaine for bilateral
superior laryngeal block

and trans-tracheal
administration; the

oropharynx was
anesthetized with

lidocaine spray

Oral
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Table 1. Cont.

Study Type of VLS
Device

Sample
Size

Type of
Surgery Inclusion Criteria Exclusion Criteria Experience of Operator Sedation Intubation

Kamga H et al.,
2023 [24] Airtraq VL: 39

FOB: 39 Elective
Age ≥ 18, required

awake tracheal
intubation

Mouth opening < 16 mm,
surgery involved the

mouth or nose

Expert consultant
anaesthetists with

experience in at least
10 flexible bronchoscopy

awake tracheal
intubations without

supervision or trainees
under the supervision
of an expert consultant

Remifentanil TCI (Ramsay
score of 2); local anaesthesia
with licocaine of the upper
airway was performed with

a combination of topical
airway anaesthesia,

superior laryngeal nerve
blockade, and a
tracheal block

Oral

Kramer
A et al.,

2015 [25]

C-MAC
D-BLADE

VL: 50
FOB: 50

Oral and
maxillofacial

Age > 18, mouth
opening > 13 mm, with
at least one criterion for
an anticipated difficult
intubation (a modified
Mallampati score of 4;

an inter-incisor
distance < 2.5 cm; a

documented history of a
difficult intubation; or

an obstacle for a
standard intubation like

tumour or swelling).

Dental abscesses,
ASA class ≥ 4

Nine anaesthetists with
at least 1 year of

experience in oral and
maxillofacial

anaesthesia and
experience of successful

tracheal intubations
using C-MAC and

FOB > 20 and 50 times,
respectively

Midazolam and
remifentanil; topical

anaesthesia with lidocaine
Nasal

Mahran
EA et al.,
2016 [26]

Glidescope VL: 27
FOB: 27

Oropharyngeal
cancer

Age ≥ 20 or ≤60, ASA
class I–II, Mallampati

Score II–III

Patient refusal, restricted
mouth opening, bleeding

tendency, or any
contraindication to

nasal intubation

Two anaesthetists
experienced with

both devices

Premedication with
glycopyrrolate;

phenylephrine nasal drops;
remifentanil infusion

(Ramsay score of 3); topical
anaesthesia with lidocaine

Nasal
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Table 1. Cont.

Study Type of VLS
Device

Sample
Size

Type of
Surgery Inclusion Criteria Exclusion Criteria Experience of Operator Sedation Intubation

Mendonca
C et al.,

2016 [27]
Pentax AWS VL: 20

FOB: 20 Elective

Adults, high
Mallampati score,

limited neck extension,
limited jaw protrusion,

requirement to maintain
the cervical spine in the

neutral position
during intubation

Required nasal intubation,
age < 18, pregnancy, mouth

opening < 25 mm

Consultant anaesthetist
experienced in head and
neck surgery and with

experience of successful
tracheal intubations

using Pentax AWS and
FOB > 30 and 100 times,

respectively

Premedication with
glycopyrrolate; midazolam
and remifentanil infusion

(Ramsay score of 2–3);
topical anaesthesia

with lidocaine

Oral

Moore A et al.,
2017 [28] Glidescope VL: 5

FOB: 6 Bariatric SARI ≥ 4 Not declared

Four anaesthetists with
experience of more than

40 successful tracheal
intubations using

both devices

Premedication with
glycopyrrolate; midazolam
and remifentanil infusion;
topical anaesthesia with

lidocaine

Oral

Rosenstock
CV et al.,
2012 [29]

McGrath VL: 41
FOB: 43

Gynecologic,
abdominal,

urologic, ENT

Adults, ASA class I–III,
anticipated difficult

laryngoscopy or
intubation, SARI ≥ 4

Age ≤ 18, ASA class IV–V,
mouth opening < 15 mm,
poor dentaition, surgeon

request of nasal intubation,
contraindication for

transtracheal injection

Six anaesthetists
experienced in difficult

airway management
and both airway devices

Premedication with
glycopyrrolate; remifentanil

infusion and a bolus of
remifentanil or propofol
(Ramsay score of 2–4);

topical anaesthesia with
lidocaine;

trans-tracheal injection

Oral

Wahba
SSTT et al.,
2012 [30]

Glidescope VL: 25
FOB: 25 Cervical spine Adults, ASA class I–III

BMI ≥ 35, obstructive
airway disease,

cardiovascular disease,
apparent difficult airway,

patient refusal

Consultant anaesthetist
with experience of more

than 100 successful
tracheal intubations
using both devices

Premedication with
glycopyrrolate; midazolam
and remifentanil infusion;

topical anaesthesia
with lidocaine

Oral
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Table 2. Risk of bias assessed by using the Cochrane Risk of Bias Tool for RCTs.

Study ID D1 D2 D3 D4 D5 Overall

Abdellatif AA et al., 2014 [20] - + + + - -

Choi S et al., 2023 [21] + + + + + +

Dutta K et al., 2020 [23] + + + + + +

Kamga H et al., 2023 [24] + + + + + +

Kramer A et al., 2015 [25] + + + + - +

Mahran EA et al., 2016 [26] + + + + - +

Mendonca C et al., 2016 [27] - + + + + +

Rosenstock CV et al., 2012 [29] + + + + - +

Wahba SSTT et al., 2012 [30] - - + + - -
Domains: D1: Bias due to randomization. D2: Bias due to deviations from intended intervention. D3: Bias due to
missing data. D4: Bias due to outcome measurement. D5: Bias due to selection of reported result. Judgement:
-: Some concern. +: Low.
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3.4. Failed Intubation

Nine studies were included in the analysis for this outcome (Figure 5). The RR
based on the random-effects model was 0.4594 (95% CI: −0.5201 to 1.4388). Therefore,
the mean result did not differ significantly from zero (z = 0.9192, p = 0.3580). According
to the Q-test, no significant heterogeneity was found in the true results (I2 = 0.0000%).
Examination of the student residuals indicated that none of the studies had a value greater
than ±2.7729, suggesting no outliers in this model. According to Cook’s distances, one
study (Kamga H et al., 2023) could be considered overly influential. Neither the rank
correlation test nor the regression test indicated any funnel plot skewness (p = 0.6122 and
p = 0.4346, respectively).
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3.5. First Attempt Successful Intubation

Nine studies were included in the analysis for this outcome (Figure 6). The RR based
on the random-effects model was 0.0123 (95% CI: −0.0616 to 0.0863). In this instance, the
mean result did not significantly differ from zero (z = 0.3272, p = 0.7435). According to
the Q-test, the true results appeared to be heterogeneous (I2 = 52.5650%). Examination
of the studentized residuals revealed that one study (Kamga H et al., 2023) had a higher
value of ±2.7729, suggesting it could be a potential outlier in this model. According to



J. Clin. Med. 2024, 13, 3186 10 of 19

Cook’s distances, one study (Kamga H et al., 2023) could be considered overly influential.
Neither the rank correlation test nor the regression test indicated any funnel plot skewness
(p = 0.6122 and p = 0.2255, respectively).
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3.6. Oxygen Saturation Lower Than 90%

Seven studies were included in the analysis for this outcome (Figure 7). The RR based
on the random-effects model was −0.7040 (95% CI: −1.4038 to −0.0043).
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In this scenario, the mean result significantly differed from zero (z = −1.9719, p = 0.0486).
According to the Q-test, no significant heterogeneity was found in the actual results
(I2 = 0.0000%). One study (Rosenstock CV et al., 2012) had a relatively high weight com-
pared to the rest of the studies. Examination of the student residuals revealed that none of
the studies had a value greater than ±2.6901, indicating no outliers in this model. Accord-
ing to Cook’s distances, one study (Rosenstock CV et al., 2012) could be considered overly
influential. Neither the rank correlation test nor the regression test indicated any funnel
plot skewness (p = 0.5619 and p = 0.6883, respectively).

3.7. Sore Throat/Hoarseness

Three studies were included in the analysis for this outcome (Figure 8). The RR based
on the random-effects model was 0.0682 (95% CI: −0.4803 to 0.6168). In this case, the mean
result did not significantly differ from zero (z = 0.2438, p = 0.8074). According to the Q-test,
no significant heterogeneity was found in the true results (I2 = 0.0000%). Examination of
the student residuals revealed that none of the studies had a value greater than ±2.3940,
indicating no outliers in this model. According to Cook’s distances, none of the studies
were considered overly influential. Neither the rank correlation test nor the regression test
indicated any funnel plot skewness (p = 0.3333 and p = 0.3980, respectively).

3.8. Patient-Reported Satisfaction

Patient satisfaction was reported in seven studies. Abdellatif et al. reported that
58% and 59% of patients rated their experience as excellent in the videolaryngoscopy
group and the fiberoptic group, respectively (p = 0.92). Similarly, Wahba et al. found
that 72% of participants described the procedure as excellent in the videolaryngoscopy
group, compared with 64% in the fiberoptic bronchoscopy group (p > 0.05). In the study by
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Mendonca et al., the median visual analog scale (VAS) for patient comfort was 79 [range
59–100] in the videolaryngoscopy group compared to 86 [range 69–100] in the fiberoptic
bronchoscopy group (p = 0.0616). Rosenstock et al. reported an equal level of patient
discomfort during the procedure in both groups, with a median VAS of 2 [range 0–10]
for the videolaryngoscopy group and 2 [range 0–6] for the fiberoptic bronchoscopy group
(p = 0.55). Moore and colleagues stated that there was no difference in patient satisfaction
between the groups, but no further information was available. In Kamga and colleagues’
study, the median VAS for patient comfort was 8 [range 2–10] in the videolaryngoscopy
group and 8 [range 3–10] for the fiberoptic bronchoscopy group, p = 0.370. Finally, Dutta and
colleagues in their study found that patient satisfaction was similar with both techniques
(p = 1.000). An aggregate analysis could not be performed because of the variability in the
assessment methods used in the various studies to examine this result.
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3.9. Sedation with and without Target on Ramsay Score

Sedation with Remifentail infusion targeted for a Ramsay score of 2/3 was used in five
studies [20,24,26,27,29] while the other studies did not use a targeted sedation [21–23,25,30].
The analysis performed by dividing studies according to targeted and non-targeted sedation
did not show any statistically significant results (Supplementary Materials). However, the
intubation time was much lower in studies that did not use a targeted sedation Ramsay
score than in studies that used it. (Supplementary Materials).

3.10. Airway Anticipated to Be Normal

Intubation time: seven studies were included in the analysis. The observed standard-
ized mean differences ranged from −4.9647 to −0.2958, with the majority of estimates
being negative (100%). The estimated average standardized mean difference based on
the random-effects model was µ̂ = −1.44 (95% CI: −2.1651 to −0.7293). Therefore, the
average outcome differed significantly from zero (z = −3.9511, p < 0.0001). According
to the Q-test, the true outcomes appear to be heterogeneous (Q(6) = 70.7092, p < 0.0001,
tau2 = 0.8316, I2 = 91.5145%). A 95% prediction interval for the true outcomes is described
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by the range of −3.3734 to 0.4789. Hence, although the average outcome is estimated to be
negative, in some studies the true outcome may in fact be positive. An examination of the
studentized residuals revealed that one study (Mendonca C et al., 2016) had a value larger
than ±2.6901 and may be a potential outlier in the context of this model. According to the
Cook’s distances, one study (Mendonca C et al., 2016) could be considered to be overly
influential. The regression test indicated funnel plot asymmetry (p < 0.0001) but not the
rank correlation test (p = 0.3813) [Supplementary Materials].

First attempt successful intubation: six studies were included in the analysis. The
observed log risk ratios ranged from −0.5213 to 0.0726, with the majority of estimates being
negative (33%). The estimated average log risk ratio based on the random-effects model
was µ̂ = −0.0328 (95% CI: −0.1281 to 0.0626). Therefore, the average outcome did not differ
significantly from zero (z = −0.6732, p = 0.5008). The Q-test for heterogeneity was not
significant, but some heterogeneity may still be present in the true outcomes (Q(5) = 9.2855,
p = 0.0982, tau2 = 0.0055, I2 = 46.1527%). A 95% prediction interval for the true outcomes
is described by the range −0.2066 to 0.1411. Hence, although the average outcome is
estimated to be negative, in some studies the true outcome may in fact be positive. An
examination of the studentized residuals revealed that one study (Kamga H et al., 2023)
had a value larger than ±2.6383 and may be a potential outlier in the context of this model.
According to the Cook’s distances, none of the studies could be considered to be overly
influential. Neither the rank correlation nor the regression test indicated any funnel plot
asymmetry (p = 0.4694 and p = 0.1695, respectively) [Supplementary Materials].

Failed intubation: six studies were included in the analysis. The observed log risk
ratios ranged from −1.0521 to 1.9459, with the majority of estimates being negative (17%).
The estimated average log risk ratio based on the random-effects model was µ̂ = 0.5610
(95% CI: −0.5288 to 1.6508). Therefore, the average outcome did not differ significantly
from zero (z = 1.0090, p = 0.3130). According to the Q-test, there was no significant amount
of heterogeneity in the true outcomes (Q(5) = 3.3630, p = 0.6442, tau2 = 0.0000, I2 = 0.0000%).
An examination of the studentized residuals revealed that none of the studies had a value
larger than ±2.6383 and hence there was no indication of outliers in the context of this
model. According to the Cook’s distances, none of the studies could be considered to be
overly influential. Neither the rank correlation nor the regression test indicated any funnel
plot asymmetry (p = 1.0000 and p = 0.5069, respectively) [Supplementary Materials].

Oxygen saturation lower than 90%: six studies were included in the analysis. The
observed log risk ratios ranged from −1.0986 to 0.0000, with the majority of estimates
being negative (83%). The estimated average log risk ratio based on the random-effects
model was µ̂ = −0.6515 (95% CI: −1.3713 to 0.0683). Therefore, the average outcome did
not differ significantly from zero (z = −1.7740, p = 0.0761). According to the Q-test, there
was no significant amount of heterogeneity in the true outcomes (Q(5) = 0.3718, p = 0.9961,
tau2 = 0.0000, I2 = 0.0000%). One study (Rosenstock CV et al., 2012) had a relatively large
weight compared to the rest of the studies (i.e., weight ≥ 3/k, so a weight at least 3 times as
large as having equal weights across studies). An examination of the studentized residuals
revealed that none of the studies had a value larger than ±2.6383 and hence there was no
indication of outliers in the context of this model. According to the Cook’s distances, one
study (Rosenstock CV et al., 2012) could be considered to be overly influential. Neither the
rank correlation nor the regression test indicated any funnel plot asymmetry (p = 1.0000
and p = 0.8618, respectively) [Supplementary Materials].

3.11. Airway Anticipated to Be Difficult

Intubation time: three studies were included in the analysis. The observed standard-
ized mean differences ranged from −5.2993 to −1.3429, with the majority of estimates
being negative (100%). The estimated average standardized mean difference based on
the random-effects model was µ̂ = −3.1237 (95% CI: −4.8086 to −1.4388). Therefore, the
average outcome differed significantly from zero (z = −3.6337, p = 0.0003). According
to the Q-test, the true outcomes appear to be heterogeneous (Q(2) = 24.4765, p < 0.0001,



J. Clin. Med. 2024, 13, 3186 14 of 19

tau2 = 2.0020, I2 = 91.8289%). A 95% prediction interval for the true outcomes is described
by the range −6.3686 to 0.1212. Hence, although the average outcome is estimated to be
negative, in some studies the true outcome may in fact be positive. An examination of the
studentized residuals revealed that none of the studies had a value larger than ±2.3940
and hence there was no indication of outliers in the context of this model. According to the
Cook’s distances, none of the studies could be considered to be overly influential. Neither
the rank correlation nor the regression test indicated any funnel plot asymmetry (p = 1.0000
and p = 0.7819, respectively) [Supplementary Materials].

Secondary outcomes: a pooled analysis could not be conducted for secondary out-
comes due to the fact that for these outcomes the studies are smaller than 3.

3.12. Certainty of the Evidence Assessment

The trials were evaluated overall using GRADE for RCTs, which analyzes the following
elements for each outcome: number of studies, study design, risk of bias, inconsistency,
indirectness, and imprecision. High-quality evidence was found for failed intubation,
oxygen saturation lower than 90%, and sore throat/hoarseness; low-quality evidence was
found for all other outcomes of interest (Figure 9).
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3.13. Trial Sequential Analysis

The TSA for the duration of intubation adjusted 95% CI ranged from −66.31 to −37.09.
The cumulative Z curve crossed the conventional boundary for benefit, the sequential study
futility boundary for benefit, and reached the size of the required information (327 to 314),
suggesting that the current evidence was conclusive and that no further study of this
outcome is needed (Figure 10). However, the cumulative Z-curve for failed intubation, first
successful intubation attempt, oxygen saturation less than 90%, and sore throat/hoarseness
did not cross either the conventional limit for benefit or the sequential study futility limit
for benefit, suggesting that the current evidence for such outcomes was inconclusive and
further studies are needed.
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4. Discussion

This systematic review and meta-analysis aimed to assess the efficacy and safety of
videolaryngoscopy compared to fiberoptic bronchoscopy for awake tracheal intubation.
Pooled analysis revealed that videolaryngoscopy reduced the duration of intubation com-
pared to fiberoptic bronchoscopy, a finding further supported by subgroup analysis based
on the type of videolaryngoscope used. Moreover, the trial sequential analysis (TSA)
confirmed the conclusiveness of this evidence.

The analysis revealed another intriguing finding: intubation time was significantly
lower when intubation was achieved using a videolaryngoscope with sedation not targeted
on the Ramsay level. This could be attributed to the absence of a predefined target sedation
level, leading to higher doses of sedative and hypnotic drugs and consequently deeper
sedation levels. This deeper sedation may facilitate the intubation procedure, resulting in a
quicker process compared to when a target sedation level is established. Calculating the
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Ramsay score in studies without a predetermined sedation target could provide further
insight into this observation highlighted by our analysis.

Additionally, two subgroup analyses revealed that videolaryngoscopy reduces intuba-
tion time in both anticipated airways, whether normal or difficult.

Furthermore, our analysis indicated that videolaryngoscopy slightly decreased the risk
of experiencing oxygen saturation below 90% during the procedure. However, no statisti-
cally significant difference was observed between the two techniques regarding failed intu-
bation, the first successful intubation attempt, and the occurrence of sore throat/hoarseness.
Regarding patient-reported satisfaction, we were unable to conduct a pooled analysis due
to the variability in evaluation methods used across the trials to assess this outcome.

Two prior meta-analyses have assessed the efficacy and safety of videolaryngoscopy
versus fiberoptic bronchoscopy for awake intubation. Alhomary and colleagues conducted
a meta-analysis of seven RCTs and reported that videolaryngoscopy was associated with
a shorter intubation time compared to fiberoptic bronchoscopy. However, they found no
significant difference between the two techniques in terms of failed intubation, first-attempt
success rate, patient satisfaction, or intubation-related complications [31].

Jiang et al. conducted a meta-analysis of six RCTs and similarly found that intubation
time was shorter when using videolaryngoscopy compared to fiberoptic bronchoscopy.
They reported no differences between the two groups for other outcomes [32]. Like in their
meta-analysis, as well as in ours, a high degree of heterogeneity among the studies was
detected regarding intubation time. However, our meta-analysis not only confirmed the
reduction in intubation time with the use of fiberoptic bronchoscopy but also, for the first
time in the literature, provided a conclusive trial sequential analysis (TSA) on this topic.
Remarkably, TSA on the comparison of awake intubation between fiberoptic bronchoscopy
and videolaryngoscopy had not been previously performed. Our TSA supported the notion
that further studies could enhance the assessment of this considered outcome.

Therefore, our meta-analysis revealed that the utilization of videolaryngoscopy de-
creases the risk of experiencing oxygen saturation below 90% during the intubation maneu-
ver. Importantly, no significant heterogeneity was detected for this outcome. This novel
finding can be attributed to the inclusion of a larger number of trials and patients, more than
doubling compared to previous meta-analyses. However, despite this, the trial sequential
analysis (TSA) indicated that the current evidence was inconclusive for this outcome.

The high degree of heterogeneity observed among the studies included in the anal-
ysis can be attributed to several factors. Firstly, not all studies enrolled participants with
known or anticipated difficult airways, and even among those that did, the criteria used
for assessment varied significantly between studies. Specifically, studies conducted by
Choi et al., Cohn et al., Dutta et al., Kamga et al., and Wahba et al. did not require known
or anticipated difficult airways as inclusion criteria. Additionally, it is worth noting that
all these studies, except for Kamga et al., included patients with cervical spine disease or
traumatic cervical spine injuries, necessitating the maintenance of a neutral cervical spine
position during the intubation procedure [21–24,30]. On the other hand, the remaining
studies included in the meta-analysis recruited patients with known or anticipated difficult
airways; however, airway assessment was not standardized across studies [20,25–29]. Sec-
ondly, the studies in our meta-analysis encompassed patients in various clinical contexts,
such as obese patients undergoing bariatric surgery [20,28], patients with cervical spinal
pathology [21–24,30], patients undergoing maxillofacial surgery [25,26,29], and patients
undergoing gynecological, urological, and abdominal surgery [29]. Moreover, the studies
included in the meta-analysis defined the operator’s experience in intubation with the
videolaryngoscope and with fiberoptic bronchoscopy using different criteria; consequently,
the intubations in our analysis were conducted by operators with varying levels of experi-
ence in using the two devices. Furthermore, premedication, sedation, and local anesthesia
protocols for awake intubation differed among the studies included in the meta-analysis.
Finally, the measurement of intubation time was different among the studies analyzed;
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in fact, five studies used the mean and standard deviation, while the other five used the
median and interquartile range to assess this outcome.

It is crucial to acknowledge several limitations in our meta-analysis. Firstly, as dis-
cussed previously, we conducted a meta-analysis on an outcome with a high degree
of heterogeneity, and therefore, the results should be interpreted cautiously despite the
utilization of the random-effects model. Secondly, the variability in the types of video-
laryngoscopes used in different studies prevented us from performing sufficient subgroup
analyses. The Glidescope was the only videolaryngoscope used in more than two studies.
Thirdly, although our assessment demonstrated a low risk of bias in most domains among
the majority of included studies, blinding of operators and outcome assessors was not
feasible, which may raise concerns regarding our results. Fourthly, due to the variability in
evaluation methods used across the various trials to assess patient satisfaction, we were
unable to conduct a pooled analysis of this data. Fifthly, the definition of an operator as
“expert” in performing intubation with both devices varied among the studies analyzed.
Sixthly, the included studies employed non-uniform sedation protocols and target sedation
levels. Lastly, all included studies performed elective intubation maneuvers on surgical
patients; therefore, it is possible that these findings could differ in an emergency context.

5. Conclusions

In this systematic review and meta-analysis comparing videolaryngoscopy to fiberop-
tic bronchoscopy for awake tracheal intubation, we observed a reduction in the duration
of intubation time and a decreased risk of oxygen saturation falling below 90% during
the procedure when videolaryngoscopy was utilized. However, it is important to note
that regarding intubation time, the results should be interpreted with caution due to the
high degree of heterogeneity detected among the analyzed studies, which represents a
significant limitation.

Supplementary Materials: The following supporting information can be downloaded at: https://www.
mdpi.com/article/10.3390/jcm13113186/s1, Figure S1: Forest plot for the comparison of first attempt
successful intubation for studies with targeted sedation on Ramsay score. Figure S2: Publication
bias assessment of studies with targeted sedation on Ramsay score. Figure S3: Forest plot for the
comparison of first attempt successful intubation for studies without targeted sedation on Ramsay
score. Figure S4: Publication bias assessment of studies without targeted sedation on Ramsay score.
Figure S5: Forest plot for the comparison of failed intubation for studies with targeted sedation on
Ramsay score. Figure S6: Publication bias assessment of studies with targeted sedation on Ramsay
score. Figure S7: Forest plot for the comparison of failed intubation for studies without targeted
sedation on Ramsay score. Figure S8: Publication bias assessment of studies without targeted sedation
on Ramsay score. Figure S9: Forest plot for the comparison of oxygen saturation lower than 90%
for studies with targeted sedation on Ramsay score. Figure S10: Publication bias assessment of
studies with targeted sedation on Ramsay score. Figure S11: Forest plot for the comparison of
oxygen saturation lower than 90% for studies without targeted sedation on Ramsay score. Figure S12:
Publication bias assessment of studies without targeted sedation on Ramsay score. Figure S13:
Forest plot for the comparison of intubation time for studies with targeted sedation on Ramsay
score. Figure S14: Publication bias assessment of studies with targeted sedation on Ramsay score.
Figure S15: Forest plot for the comparison of intubation time for studies without targeted sedation
on Ramsay score. Figure S16: Publication bias assessment of studies without targeted sedation on
Ramsay score. Figure S17: Forest plot for the comparison of intubation time in airway anticipated to
be normal. Figure S18: Forest plot for the comparison of first attempt successful intubation in airway
anticipated to be normal. Figure S19: Forest plot for the comparison of failed intubation in airway
anticipated to be normal. Figure S20: Forest plot for the comparison of oxygen saturation lower than
90% in airway anticipated to be normal. Figure S21: Forest plot for the comparison of intubation time
in airway anticipated to be difficult.

https://www.mdpi.com/article/10.3390/jcm13113186/s1
https://www.mdpi.com/article/10.3390/jcm13113186/s1


J. Clin. Med. 2024, 13, 3186 18 of 19

Author Contributions: R.M., M.V., and C.I.: conceived of and designed this study, performed
statistical analysis, interpreted the data and drafted the manuscript. A.M. and G.S.: helped to perform
statistical analysis, interpreted the data, and drafted the manuscript. P.B. and A.C.: helped to interpret
the data. All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: The datasets used and/or analyzed during the current study are
available from the corresponding author on reasonable request.

Conflicts of Interest: The authors declare no conflicts of interest.

References
1. Apfelbaum, J.L.; Hagberg, C.A.; Connis, R.T.; Abdelmalak, B.B.; Agarkar, M.; Dutton, R.P.; Fiadjoe, J.E.; Greif, R.; Klock, P.A.;

Mercier, D.; et al. 2022 American Society of Anesthesiologists Practice Guidelines for Management of the Difficult Airway.
Anesthesiology 2022, 136, 31–81. [CrossRef] [PubMed]

2. Ahmad, I.; El-Boghdadly, K.; Bhagrath, R.; Hodzovic, I.; McNarry, A.F.; Mir, F.; O’Sullivan, E.P.; Patel, A.; Stacey, M.; Vaughan, D.
Difficult Airway Society guidelines for awake tracheal intubation (ATI) in adults. Anaesthesia 2020, 75, 509–528. [CrossRef]

3. Law, J.A.; Morris, I.R.; Brousseau, P.A.; de la Ronde, S.; Milne, A.D. The incidence, success rate, and complications of awake
tracheal intubation in 1,554 patients over 12 years: An historical cohort study. Can. J. Anaesth. 2015, 62, 736–744. [CrossRef]

4. Joseph, T.T.; Gal, J.S.; DeMaria, S., Jr.; Lin, H.M.; Levine, A.I.; Hyman, J.B. A Retrospective Study of Success, Failure, and Time
Needed to Perform Awake Intubation. Anesthesiology 2016, 125, 105–114. [CrossRef] [PubMed]

5. El-Boghdadly, K.; Onwochei, D.N.; Cuddihy, J.; Ahmad, I. A prospective cohort study of awake fibreoptic intubation practice at a
tertiary centre. Anaesthesia 2017, 72, 694–703. [CrossRef] [PubMed]

6. Cook, T.M. Strategies for the prevention of airway complications—A narrative review. Anaesthesia 2018, 73, 93–111. [CrossRef]
[PubMed]

7. Fiadjoe, J.E.; Litman, R.S. Difficult tracheal intubation: Looking to the past to determine the future. Anesthesiology 2012, 116,
1181–1182. [CrossRef]

8. Rose, D.K.; Cohen, M.M. The airway: Problems and predictions in 18,500 patients. Can. J. Anaesth. 1994, 41 Pt 1, 372–383.
[CrossRef] [PubMed]

9. Fitzgerald, E.; Hodzovic, I.; Smith, A.F. ‘From darkness into light’: Time to make awake intubation with videolaryngoscopy the
primary technique for an anticipated difficult airway? Anaesthesia 2015, 70, 387–392. [CrossRef]

10. Heidegger, T.; Gerig, H.J.; Ulrich, B.; Schnider, T.W. Structure and process quality illustrated by fibreoptic intubation: Analysis of
1612 cases. Anaesthesia 2003, 58, 734–739. [CrossRef]

11. Ho, A.M.; Chung, D.C.; To, E.W.; Karmakar, M.K. Total airway obstruction during local anesthesia in a non-sedated patient with
a compromised airway. Can. J. Anaesth. 2004, 51, 838–841. [CrossRef]

12. Ovassapian, A.; Yelich, S.J.; Dykes, M.H.; Brunner, E.E. Fiberoptic nasotracheal intubation--incidence and causes of failure. Anesth.
Analg. 1983, 62, 692–695. [CrossRef]

13. Ahmad, I.; Bailey, C.R. Time to abandon awake fibreoptic intubation? Anaesthesia 2016, 71, 12–16. [CrossRef]
14. Vargas, M.; Pastore, A.; Aloj, F.; Laffey, J.G.; Servillo, G. A comparison of videolaryngoscopes for tracheal intubation in predicted

difficult airway: A feasibility study. BMC Anesthesiol. 2017, 17, 25. [CrossRef]
15. Vargas, M.; Servillo, G.; Buonanno, P.; Iacovazzo, C.; Marra, A.; Putensen-Himmer, G.; Ehrentraut, S.; Ball, L.; Patroniti, N.;

Pelosi, P.; et al. Video vs. direct laryngoscopy for adult surgical and intensive care unit patients requiring tracheal intubation:
A systematic review and meta-analysis of randomized controlled trials. Eur. Rev. Med. Pharmacol. Sci. 2021, 25, 7734–7749.

16. Merola, R.; Mancino, D.; Vargas, M. Videolaryngoscopy versus direct laryngoscopy: A bibliometric analysis. Br. J. Anaesth. 2024,
132, 166–168. [CrossRef]

17. Lewis, S.R.; Butler, A.R.; Parker, J.; Cook, T.M.; Smith, A.F. Videolaryngoscopy versus direct laryngoscopy for adult patients
requiring tracheal intubation. Cochrane Database Syst. Rev. 2016, 11, CD011136.

18. Falcetta, S.; Pecora, L.; Orsetti, G.; Gentili, P.; Rossi, A.; Gabbanelli, V.; Adrario, E.; Donati, A.; Pelaia, P. The Bonfils fiberscope:
A clinical evaluation of its learning curve and efficacy in difficult airway management. Minerva Anestesiol. 2012, 78, 176–184.

19. Page, M.J.; McKenzie, J.E.; Bossuyt, P.M.; Boutron, I.; Hoffmann, T.C.; Mulrow, C.D.; Shamseer, L.; Tetzlaff, J.M.; Akl, E.A.;
Brennan, S.E.; et al. The PRISMA 2020 statement: An updated guideline for reporting systematic reviews. BMJ 2021, 372, n71.
[CrossRef]

20. Abdellatif, A.A.; Ali, M.A. GlideScope videolaryngoscope versus flexible fiberoptic bronchoscope for awake intubation of
morbidly obese patient with predicted difficult intubation. Middle East. J. Anaesthesiol. 2014, 22, 385–392.

https://doi.org/10.1097/ALN.0000000000004002
https://www.ncbi.nlm.nih.gov/pubmed/34762729
https://doi.org/10.1111/anae.14904
https://doi.org/10.1007/s12630-015-0387-y
https://doi.org/10.1097/ALN.0000000000001140
https://www.ncbi.nlm.nih.gov/pubmed/27111535
https://doi.org/10.1111/anae.13844
https://www.ncbi.nlm.nih.gov/pubmed/28654138
https://doi.org/10.1111/anae.14123
https://www.ncbi.nlm.nih.gov/pubmed/29210033
https://doi.org/10.1097/ALN.0b013e318254d0a0
https://doi.org/10.1007/BF03009858
https://www.ncbi.nlm.nih.gov/pubmed/8055603
https://doi.org/10.1111/anae.13042
https://doi.org/10.1046/j.1365-2044.2003.03200.x
https://doi.org/10.1007/BF03018461
https://doi.org/10.1213/00000539-198307000-00012
https://doi.org/10.1111/anae.13333
https://doi.org/10.1186/s12871-017-0318-2
https://doi.org/10.1016/j.bja.2023.09.029
https://doi.org/10.1136/bmj.n71


J. Clin. Med. 2024, 13, 3186 19 of 19

21. Choi, S.; Yoo, H.K.; Shin, K.W.; Kim, Y.J.; Yoon, H.K.; Park, H.P.; Oh, H. Videolaryngoscopy vs. flexible fibrescopy for tracheal
intubation in patients with cervical spine immobilisation: A randomised controlled trial. Anaesthesia 2023, 78, 970–978. [CrossRef]
[PubMed]

22. Cohn, A.I.; Zornow, M.H. Awake endotracheal intubation in patients with cervical spine disease: A comparison of the Bullard
laryngoscope and the fiberoptic bronchoscope. Anesth. Analg. 1995, 81, 1283–1286. [PubMed]

23. Dutta, K.; Sriganesh, K.; Chakrabarti, D.; Pruthi, N.; Reddy, M. Cervical Spine Movement During Awake Orotracheal Intu-
bation With Fiberoptic Scope and McGrath Videolaryngoscope in Patients Undergoing Surgery for Cervical Spine Instability:
A Randomized Control Trial. J. Neurosurg. Anesthesiol. 2020, 32, 249–255. [CrossRef] [PubMed]

24. Kamga, H.; Frugier, A.; Boutros, M.; Bourges, J.; Doublet, T.; Parienti, J.J. Flexible nasal bronchoscopy vs. Airtraq® videolaryn-
goscopy for awake tracheal intubation: A randomised controlled non-inferiority study. Anaesthesia 2023, 78, 963–969. [CrossRef]
[PubMed]

25. Kramer, A.; Müller, D.; Pförtner, R.; Mohr, C.; Groeben, H. Fibreoptic vs videolaryngoscopic (C-MAC(®) D-BLADE) nasal awake
intubation under local anaesthesia. Anaesthesia 2015, 70, 400–406. [CrossRef] [PubMed]

26. Mahran, E.A.; Hassan, M.E. Comparative randomised study of GlideScope® video laryngoscope versus flexible fibre-optic
bronchoscope for awake nasal intubation of oropharyngeal cancer patients with anticipated difficult intubation. Indian J. Anaesth.
2016, 60, 936–938. [CrossRef] [PubMed]

27. Mendonca, C.; Mesbah, A.; Velayudhan, A.; Danha, R. A randomised clinical trial comparing the flexible fibrescope and the
Pentax Airway Scope (AWS)(®) for awake oral tracheal intubation. Anaesthesia 2016, 71, 908–914. [CrossRef] [PubMed]

28. Moore, A.; El-Bahrawy, A.; El-Mouallem, E.; Lattermann, R.; Hatzakorzian, R.; LiPishan, W.; Schricker, T. Videolaryngoscopy or
fibreoptic bronchoscopy for awake intubation of bariatric patients with predicted difficult airways—A randomised, controlled
trial. Anaesthesia 2017, 72, 538–539. [CrossRef] [PubMed]

29. Rosenstock, C.V.; Thøgersen, B.; Afshari, A.; Christensen, A.L.; Eriksen, C.; Gätke, M.R. Awake fiberoptic or awake video laryngo-
scopic tracheal intubation in patients with anticipated difficult airway management: A randomized clinical trial. Anesthesiology
2012, 116, 1210–1216. [CrossRef]

30. Wahba, S.S.T.T.; Saeed, A.M. Comparative study of awake endotracheal intubation with Glidescope video laryngoscope vs.
flexible fiber optic bronchoscope in patients with traumatic cervical spine injury. Egypt. J. Anaesth. 2012, 28, 257–260. [CrossRef]

31. Alhomary, M.; Ramadan, E.; Curran, E.; Walsh, S.R. Videolaryngoscopy vs. fibreoptic bronchoscopy for awake tracheal intubation:
A systematic review and meta-analysis. Anaesthesia 2018, 73, 1151–1161. [CrossRef] [PubMed]

32. Jiang, J.; Ma, D.X.; Li, B.; Wu, A.S.; Xue, F.S. Videolaryngoscopy versus fiberoptic bronchoscope for awake intubation—A
systematic review and meta-analysis of randomized controlled trials. Ther. Clin. Risk Manag. 2018, 14, 1955–1963. [CrossRef]
[PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1111/anae.16035
https://www.ncbi.nlm.nih.gov/pubmed/37145935
https://www.ncbi.nlm.nih.gov/pubmed/7486117
https://doi.org/10.1097/ANA.0000000000000595
https://www.ncbi.nlm.nih.gov/pubmed/30925539
https://doi.org/10.1111/anae.16042
https://www.ncbi.nlm.nih.gov/pubmed/37188387
https://doi.org/10.1111/anae.13016
https://www.ncbi.nlm.nih.gov/pubmed/25764403
https://doi.org/10.4103/0019-5049.195487
https://www.ncbi.nlm.nih.gov/pubmed/28003696
https://doi.org/10.1111/anae.13516
https://www.ncbi.nlm.nih.gov/pubmed/27228959
https://doi.org/10.1111/anae.13850
https://www.ncbi.nlm.nih.gov/pubmed/28297109
https://doi.org/10.1097/ALN.0b013e318254d085
https://doi.org/10.1016/j.egja.2012.05.002
https://doi.org/10.1111/anae.14299
https://www.ncbi.nlm.nih.gov/pubmed/29687891
https://doi.org/10.2147/TCRM.S172783
https://www.ncbi.nlm.nih.gov/pubmed/30410341

	Introduction 
	Methods 
	Search Strategy 
	Data Extraction and Quality Assessment 
	Outcome Measures 
	Quantitative Analysis 

	Results 
	Duration of Intubation (Time) 
	Duration of Intubation (Time) with Glidescope 
	Duration of Intubation (Time) with Others VLSs 
	Failed Intubation 
	First Attempt Successful Intubation 
	Oxygen Saturation Lower Than 90% 
	Sore Throat/Hoarseness 
	Patient-Reported Satisfaction 
	Sedation with and without Target on Ramsay Score 
	Airway Anticipated to Be Normal 
	Airway Anticipated to Be Difficult 
	Certainty of the Evidence Assessment 
	Trial Sequential Analysis 

	Discussion 
	Conclusions 
	References

