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Introduction. 

Neck movement associated with tracheal intubation in patients with known or suspected cervical spine injuries can result in devastating neurologic injury. To prevent neck movement during tracheal intubation, the patient’s head and neck are immobilized using a variety of techniques. Cervical spine immobilization, however, prevents optimal head and neck positioning for tracheal intubation and makes it more difficult to visualize the larynx. For example, the incidence of grade III or IV views of the glottis during conventional direct laryngoscopy in adults with cervical spine immobilization ranges from 22-64%.  

Many strategies are available to facilitate tracheal intubation in patients with known or suspected cervical spine injury such as flexible fiberoptic endoscopes, lighted stylets, McCoy laryngoscope, gum-elastic bougie, and rigid fiberoptic laryngoscopes.  Rigid fiberoptic devices such as the Bullard laryngoscope have been successfully used to intubate the trachea in patients with cervical spine injuries and require less cervical spine movement compared with the MacIntosh or Miller laryngoscope blades. 

The Wuscope is a rigid fiberoptic laryngoscope device that is comprised of a handle, a tubular rigid blade, and a flexible fiberscope. The blade portion forms a tubular exoskeleton which provides a built in passageway through which the endotracheal tube (ETT) can be advanced through the glottic opening without the need for an intubating stylet or head extension. 

Advantages of the Wuscope are oropharyngeal airway shaped blade to allow glottic visualization without the need for head extension, tongue lifting or forceful jaw opening, modified handle-to-blade angle (110 degrees) for easy entry into the oropharynx, tubular blade structure to protect the fiberscope from secretions, blood, and/or redundant soft tissue, and built-in ETT passageway through which an ETT (or double lumen endotracheal tube) can be advanced without a stylet. Another advantage of the Wuscope device is that unlike flexible fiberoptic bronchoscopes, one can continuously view the ETT as it advances through the glottic opening into the trachea.

Limitations of the Wuscope include high initial cost, introduction of new cleaning and disinfecting routines, cost of repairing the fiberscope, requirement for learning and mastering new skills, and time required to assemble and disassemble the device. Complications from rigid laryngoscopy are also possible. 

The rigid Wuscope blades are anatomically shaped to match the pharyngeal contour of the oral airway and the tubular shape creates more viewing and intubating space. At least 20 mm of mouth opening is, however, necessary to insert and manipulate the blades. The WuScope also has a separate channel for providing supplemental oxygen.  

A fiberoptic light source is required. The intubation sequence can be displayed on a color video monitor by using a camera connector with focusing ring that attaches to the fiberscope. The Large-Adult Wu blades are used for males > 70 kg, whereas the adult blades are used for females and smaller males (< 70 kg). Size 8.0 mm I.D. cuffed tracheal tubes are generally used for males and size 7.0 mm I.D. tubes for females. 

The technique of fiberoptic intubation with the Wuscope is as follows: 

1. The blades, handle, and fiberscope are assembled and the fiberscope is focused. 

2. The ETT is soaked in luke warm water and an 18 Fr suction catheter is inserted through the tube and taped so that it will not fall out.

3. Antifog is applied to the tip of the fiberscope

4. Suitable anesthesia is provided

5. The Wuscope is introduced into the patient’s mouth at the midline. The handle is then gradually rotated towards the operator and the blade advanced until the epiglottis and larynx are seen. 

6. The suction catheter inside the ETT is used to remove secretions. It helps to have a 2nd person apply their thumb to activate the suction 

7. The ETT is then advanced through the passageway, over the suction catheter, through the vocal cords, and into the trachea. 

8. The suction catheter is removed, the cuff is inflated, and ETCO2 is confirmed.

9. The blades are separated and removed from the mouth while a 2nd person holds the tube in place

10. The fiberscope is gently removed from the main blade BEFORE disengaging the blade from the handle. FAILURE TO DO THIS IMPORTANT STEP CAN BREAK THE FRAGILE SCOPE.

11. Further details on the Wuscope Fiberoptic System may be reviewed at http://www.achi.com/home.htm
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