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Airtraq® videolaryngoscope guidance for the difficult
transesophageal echocardiography probe insertion
in the sedated patient
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Dear Editor,

The insertion of a transesophageal echocardiography (TEE) 
probe is usually performed in a blind manner both in the 
anesthetized and awake patient, but it is often hampered 

by a lack of tolerance of the patient or by oropharyngoesopha-
geal anatomical abnormalities. Indirect videolaryngoscopy is 
useful in the guidance of TEE probe insertion in the anesthe-
tized intubated patient[1],[2], but it has not been used in the 
sedated, non intubated patient to date. Of note, in the awake 
sedated patient with difficult airway, videolaryngoscopy has 
shown to guide intubation with success[3].
 We present here the clinical case of a difficult TEE probe in-
sertion that was successfully achieved with the guidance of an 
Airtraq® videolaryngoscope (AV) (Figure 1) in a patient under 
sedation.
 The patient was a male, 87 years old, 65 kg, ASA grade 
4, who was scheduled for transesophageal echocardiography 
as an outpatient. He had hypertension, severe chronic kidney 
disease and cardiac insufficiency with preserved ejection frac-
tion secondary to severe mixed aortic valve disease, ischemic 
cardiomyopathy and atrial fibrillation. He had a multifactorial 
anaemia, presented a Mallampati class 3 and was edentulous. 
The study aimed to evaluate the anatomical situation of the left 
atrial appendage, as part of the procedure planning of the en-
dovascular closure intervention he was going to be scheduled.
 Standard monitorization, an intravenous catheter, oxygen 
supplementation through nasal cannula and a bite block were 
placed. Light sedation was achieved with intravenous midazo-
lam 2 mg and topicalization of the oral cavity with sprayed li-
docaine 10% was applied. Insertion of the TEE probe was tried 
several times by an experienced cardiologist with good patient 

collaboration, but it could not be placed in the esophagus, as 
an excessive resistance was felt at 15 cm depth from the lips 
with every attempt.
 In this setting, sedation was increased with additional in-
travenous midazolam 7 mg, obtaining a deep level of sedation, 
but TEE probe introduction was neither achieved. An anesthe-
tist was asked for assessment, who found no relevant airway al-
teration, with a normal mouth opening, a relatively limited neck 
extension and normal thyromental and thyrohyoid distances. 
The patient was placed supine and a after manually opening 
the mouth of the patient, insertion of both the regular size AV 
(size 3) and TEE probe was achieved easily in this context of 
sedation and complete absence of teeth. Laryngoscopy with AV 
was very well tolerated, obtaining a pharyngolaryngeal view as 
good as the one in anesthetized, intubated patients, and nor-
mal glottic structures without any evident pharyngeal alteration 

Figure 1. Airtraq® videolaryngoscope.
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could be seen. The TEE probe was then advanced on the right 
side of the AV (outside the tube-guiding channel) until it could 
be seen from the AV view. The tip of the TEE probe was passed 
aiming the left lateral and posterior area of the laryngopharynx, 
where no obstruction was felt and full insertion of the TEE pro-
be could be performed with good patient tolerance.
 The patient was placed again in the left lateral decubitus 
position and the TEE study was performed with hemodynamic 
and respiratory stability, patient comfort was acceptable for the 
procedure and he was discharged from hospital a few hours 
later.
 Anesthesia support may be needed in some TEE procedures 
when patients do not cooperate, deep sedation is required or 
hemodynamic or respiratory instability is anticipated. Ambula-
tory TEE is routinely performed in our center under conscious 
sedation using midazolam as a sole drug by the Cardiology 
Team. In this particular case, the patient received a high dose of 
intravenous midazolam (9 mg) that could potentially have cau-
sed respiratory depression. After achieving a deep sedation and 
with the unability to introduce the TEE probe, an anatomical 
abnormality was suspected and Anesthesiology support was as-
ked. The anesthesiologist assessment  found no apparent ana-
tomical abnormality and an indirect laryngoscopic exploration 
under that situation of deep sedation was decided.
 Hirabayashi Y et al. presented in 2008 a method for Airtraq®-
assisted TEE probe insertion in an anesthetized and intubated 
patient[1]. Recently, a systematic review and meta-analysis of 
randomized controlled trials has shown that videolaryngoscopy 
during TEE probe insertion in the anesthetized and intubated 
patient is safe compared with other methods such as blind in-
sertion and direct laryngoscopy guidance[2]. As a technical de-
tail, in our case, we inserted the TEE probe through the mouth 
of the patient but outside the tube-guiding channel in order to 
allow a higher range of motion, rather than through the chan-
nel, as Hirabayashi Y et al did, and this could have been easy in 
our case because of the lack of teeth of our patient[1].
 It is evident that the deep degree of sedation observed 

in our patient helped with tolerance for both Airtraq® video-
laryngoscope and TEE probe insertion, but we speculate that 
patients with lighter level of sedation could potentially tolera-
te this procedure, as it has been observed in similar situations 
regarding videolaryngoscope-guided intubation in awake pa-
tients under moderate sedation[3].
 To our knowledge, this is the first reported case of a vi-
deolaryngoscope-guided TEE probe insertion in a sedated, non 
intubated patient. We speculate that Airtraq® videolaryngosco-
pe guidance may be an alternative when difficult insertion of 
TEE probe is found even in the awake patient under moderate 
degrees of sedation, although further studies are needed to 
evaluate the safety and effectivity of this technique.
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