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1  | BACKGROUND

Video laryngoscopy has become increasingly popular for pediat-
ric intubation. One novel FDA-approved video laryngoscope for 
children is the Truview PCD™ Pediatriclaryngoscope (Truphatek 
International Ltd., Netanya, Israel). This video laryngoscope employs 
continuous oxygen insufflation to the blade's tip, which defogs the 
lens and delays desaturation.1 It has a 46° anterior viewing angle 
allowing visualization through either an eyepiece or video monitor 
and comes in sizes from neonatal to adults.

To our knowledge, there have been no studies examining the use 
of the Truview PCDTM for nasotracheal intubation in children. In this 
secondary analysis, we aimed to evaluate the performance of the 
Truview PCDTM laryngoscope for nasotracheal intubation in children 
by measuring success rates, duration of attempts, and level of oxy-
hemoglobin desaturation relative to time to intubation.

2  | METHODS

We conducted a secondary analysis of patients randomized to 
nasotracheal intubation with the Truview PCDTM as part of a trial 
that evaluated the use of deep laryngeal oxygen insufflation dur-
ing laryngoscopy.2 That study found that oxygen insufflation during 

intubation slows desaturation. IRB approval and parental written in-
formed consent were obtained for the parent study.

Included patients were <17 years old who underwent dental reha-
bilitation under general anesthesia with a nasotracheal tube. Patients 
were excluded for the following: American Society of Anesthesiologists 
classification of IV or greater, risk of pulmonary aspiration, pulmonary 
and/or cardiovascular disease, and known or suspected difficult airway.

SpO2 values were recorded at 1-second interval from the time 
of sensor placement until 5 minutes postintubation. All patients re-
ceived neuromuscular blockade following inhaled induction of anes-
thesia. Inspired oxygen concentration was then decreased to 30%, 
and patients were ventilated for 3 minutes. Oxygen was insufflated 
via the oxygen port at 2-3 L per minute. Topical lidocaine was ad-
ministered to the vocal cords, and the nasotracheal tube was placed 
using a “telescoping” method with the aid of a red rubber catheter.

Nasotracheal intubation via the Truview PCDTM was abandoned 
at the attending anesthesiologist's discretion if significant difficulty 
was encountered.

2.1 | STATISTICAL ANALYSIS

Categorical outcomes were presented as frequency and percentages 
and were compared using Pearson's chi-square and/or Fisher's exact 
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test. Continuous outcomes were summarized by median and inter-
quartile range (IQR). The Wilcoxon-Mann-Whitney or Kruskal-Wallis 
analysis of variance was used for statistical comparisons of the con-
tinuous data.[3] All analyses were done using SAS 9.4 (SAS Inc, Cary, 
NC), and P < .05 was considered statistically significant.

3  | RESULTS

The 153 patients that were randomized to the Truview PCDTM group 
were analyzed. Table 1 details baseline and intubation character-
istics. One hundred and thirty-eight (90.2%) were successfully in-
tubated on the first attempt. Of the 15 patients with a failed first 
attempt, 2 were successfully intubated on the second attempt, for 
an overall success rate with the Truview PCDTM of 91.5%. Grade 1 
Cormack-Lehane glottic view was obtained in 93.3%, grade 2 in 6%, 
and grade 3 in 0.7%.

Forty-six percent of the total intubation failures by the Truview 
PCDTM occurred with the first 25% of the intubations performed. 
There was no difference in Truview PCDTM nasotracheal intubation 
success by anesthesia provider type. In successful Truview PCDTM 
intubations, there was no correlation between mean time to tracheal 

intubation and level of oxyhemoglobin desaturation (median time to 
intubation in seconds [IQR] with <5%, 5 to <10%, and ≤10% desat-
uration:110.5 [91.5-138.5], 105 [83-150], and 108 [84-157], p value 
0.99).

4  | DISCUSSION

We found the Truview PCDTM video laryngoscope to be effective for 
nasotracheal intubation in children with normal airways. Compared 
to the use of the Glidescope® for pediatric nasotracheal intuba-
tion,4 we found a similarly high success rate but with a longer time 
to intubation, likely due to the application of topical lidocaine and 
the telescoping method used. We did not find a correlation between 
mean time to intubation and degree of desaturation, likely due to the 
continuous oxygen insufflation afforded by the device.
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TA B L E  1   Demographic and intra-operative characteristics

Laryngoscopy with 
Truview PCDTM

N = 153

Median age, years (IQR) 4.0 (3.0-5.0)

Median weight, kilograms (IQR) 18.7 (15.9-21.8)

Gender (%)

Female 72 (47.1%)

Male 81 (52.9%)

ASA status (%)

1 73 (47.7%)

2 71 (46.4%)

3 9 (5.9%)

Cormack-lehane glottic grade (%)

Grade 1 139 (93.3%)

Grade 2 9 (6.0%)

Grade 3 1 (0.7%)

Median time to intubation in seconds 
(IQR)

110 (89-140)

Intubation status

Successful 140 (91.5%)

Unsuccessful 13 (8.5%)

Maximum percent desaturation (%)

<5% 124 (81.1%)

5% to <10% 12 (7.8%)

≥10% 17 (11.1%)
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