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A comparison of the Macintosh 
laryngoscope, McGrath video 
laryngoscope, and Pentax Airway 
Scope in paediatric nasotracheal 
intubation
Ji Young Yoo1, Yun Jeong Chae1, Young Bok Lee2, Sujin Kim2, Jaemoon Lee2 & Dae Hee Kim  1

We evaluated the performance of the McGrath video laryngoscope and Pentax Airway Scope in 
comparison with the Macintosh laryngoscope for nasotracheal intubation in paediatric patients. 
For this, 108 patients were enrolled in an open-label, randomized controlled trial. Patients were 
randomly allocated to one of three groups based on use of the Macintosh laryngoscope, McGrath video 
laryngoscope, or Pentax Airway Scope. Time to intubation, the intubation difficulty, and the quality 
of navigation were compared among groups. The median nasotracheal intubation time [interquartile 
range] in the Macintosh group (33.5 [28.3–39.8] s) was significantly shorter than those of the McGrath 
(39.0 [32.0–43.0] s) and Pentax groups (43.0 [35.0–52.0] s). The difficulty of nasotracheal intubation was 
similar among all groups. When navigating and aligning the tube from the oropharynx into the glottic 
inlet, the cuff inflation method was required in significantly fewer patients for the Macintosh group 
(11.1%) than for the McGrath (48.6%) and Pentax (51.4%) groups. Thus, compared to the McGrath video 
laryngoscope and Pentax Airway Scope, the Macintosh laryngoscope allowed shorter nasotracheal 
intubation times and better facilitated tracheal navigation, requiring less use of the cuff inflation 
method to navigate the tracheal tube into the glottic inlet.

Increasing evidence suggests that use of a video laryngoscope in nasotracheal intubations can offer several advan-
tages over a direct laryngoscope1–3. Video laryngoscopes not only provide a clear view of the glottis, but also facil-
itate navigation of the tracheal tube into the glottic orifice1,3–6. Furthermore, unlike conventional laryngoscopes, 
which provide direct line-of-sight, video laryngoscopes provide a non-line-of-sight view through a screen display, 
providing greater visibility when advancing the tracheal tube into the trachea2,5,6. This decreases distortion of 
the oropharyngeal structure, and minimizes the need for Magill forceps to insert the tracheal tube and reduces 
the time needed to intubate. Accordingly, shorter intubation times, ease of intubation, less use of optimization 
manoeuvres, and higher success rates of intubation associated with the use of a video laryngoscope have fre-
quently been reported2,5–8.

It is important to note that the studies mentioned here primarily investigated nasotracheal intubation in adult 
patients. The airways of paediatric patients are anatomically different to adults, for example, in the cephalad larynx 
and posterior angled trachea9,10. Therefore, the expected advantages of video laryngoscopes in adults are not nec-
essarily manifested in paediatric patients, and very few studies supporting this have been reported11. According 
to a previous study on paediatric nasal intubation, the GlideScope video laryngoscope showed similar intubation 
performance with a direct laryngoscope in terms of the need for use of Magill forceps and total intubation times11. 
The GlideScope is an angulated blade among three categories of video laryngoscope: Macintosh-shaped blade, 
angulated blade (anatomically-shaped without tube guide), and channelled blade (anatomically-shaped with tube 
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guide)1,12. Currently, no comparative studies have been performed using the Macintosh-shaped and channelled 
blade in paediatric patients.

The objective of this investigation was to compare the intubation time, difficulty of nasotracheal intubation, 
and quality of navigation at each stage of tube insertion of the Macintosh laryngoscope, McGrath video laryngo-
scope, and Pentax Airway Scope for nasotracheal intubation in paediatric patients.

Results
Out of 115 patients screened, 108 were selected and assigned randomly into one of three groups corresponding to 
each laryngoscope. The participant flow diagram for the study is presented in Fig. 1. Nasotracheal intubation was 
completed within 120 s in all patients, but two patients (from the McGrath and Pentax groups) were categorized 
as a failed intubation because they were intubated with a Macintosh laryngoscope instead of the assigned device.

All three groups were similar with respect to age, sex, weight, height, and American Society of 
Anesthesiologists physical status (Table 1). Glottic visualization using the modified Cormack and Lehane grading 
system was significantly clearer in McGrath group and Pentax groups than in the Macintosh group (P < 0.001).

The intubation times of each group varied significantly (P = 0.001); the median time taken for intubation 
(interquartile range) of the Macintosh, McGrath, and Pentax groups were 33.5 s (28.3–39.8 s), 39.0 s (32.0–43.0 s), 
and 43.0 s (35.0–52.0 s), respectively (Table 2). The Hodges-Lehman median difference between the Macintosh 
group and the McGrath and Pentax groups was −5.0 s (95% confidence interval [CI]; −9.0 to −1.0 s, P = 0.016) 
and −10.0 s (95% CI; −15.0 to −5.0 s, P < 0.001), respectively. There was no significant difference between the 
McGrath and Pentax groups (median difference; −5.0 s, 95% CI; −11.0 to 0.0 s, P = 0.061).

Figure 1. CONSORT flow diagram of recruitment and assessment of study participants.

Variables
Group 
Macintosh(n = 36)

Group 
McGrath(n = 35)

Group 
Pentax(n = 35)

Age (years) 7 (6–8) 7 (6–8) 7 (5–8)

Sex (male/female) 28/8 27/9 25/11

Weight (kg) 25 (22–30) 25 (22–34) 25 (19–32)

Height (cm) 125 (118–132) 126 (118–134) 124 (115–130)

ASA grade (I/II) 35/1 34/1 34/1

Nostril used (right/left) 30/6 31/4 31/4

MC-L grade (I/IIa/IIb/III/IV) 15/12/6/3/0 34/1/0/0/0* 31/4/0/0/0*

Table 1. Patient characteristics and airway assessment. Values are presented as median (interquartile range), or 
number of patients. ASA, American Society of Anesthesiologists; MC-L, modified Cormack-Lehane. *P < 0.05 
compared to data of group Macintosh.
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The difficulty of nasotracheal intubation using the modified nasal intubation difficulty score (NIDS) and 
numeric rating scale (NRS) did not differ significantly between the three groups (Table 2). In terms of the quality 
of navigation, the insertion of tube into the nostril and to the oropharynx was similar between the three groups, 
but there were significant differences in the alignment of the tube from the oropharynx to the glottic inlet, and 
the advancement of the tube from the glottic inlet to the trachea (Table 2). As a percentage of patients, during the 
alignment of the tube from the oropharynx to the glottic inlet, the cuff inflation method was more frequently used 
in the McGrath (48.6%) and Pentax groups (51.4%) than in the Macintosh group (11.1%). During the advance-
ment of the tube from the glottic inlet to the trachea, the tube-rotation method was more frequently used in the 
Macintosh (80.6%) and McGrath groups (77.1%) than in the Pentax group (31.4%). There were no differences in 
the incidence of epistaxis among the groups.

Discussion
In this study, the application of three laryngoscopes in paediatric nasotracheal intubation was investigated in 
a trial involving 108 patients between ages 1 and 10 years. We demonstrated that the Macintosh laryngoscope 
required shorter intubation times than did the McGrath video laryngoscope or Pentax Airway Scope. In addition, 
during the alignment of the tube from the oropharynx to the glottic inlet, the cuff inflation method was required 
less frequently in the Macintosh group than in the McGrath and Pentax groups.

Our findings are in contrary to that of previous reports in adults. In adult nasotracheal intubation, video laryn-
goscopes have frequently been reported to display significant advantages over the Macintosh laryngoscope1–3. 
Video laryngoscopes have been shown to provide improved glottic exposure and non-line-of-sight view, thereby 
allowing quick visualization of the glottic inlet and easy navigation of the tracheal tube through a less distorted 
anterior airway2,3,6,7. Thus, many reports have concluded these scopes as superior tools with regard to success 
rates and/or intubation time4–8. In studies using Magill forceps as a navigation method, the incidence of the use of 
Magill forceps with Macintosh laryngoscopes ranged between 34% and 49%, while with video laryngoscopes, the 
incidence ranged between 0% and 6%6,7. In patients aged 8–18 years, the cuff inflation method and Magill forceps 
were used in 6.7% to 60% of patients when using the Macintosh laryngoscope and in 6.7% to 17% of patients 
using the C-MAC video laryngoscope13. Therefore, most existing evidence suggests that compared to Macintosh 
laryngoscopies, video laryngoscopies require less use of Magill forceps and are associated with reduced intubation 
times. On the other hand, our study, which focused on paediatric patients, suggests that Magill forceps are not 
required for tube alignment from the oropharynx to the glottic inlet for any of the laryngoscopes investigated. The 
cuff inflation method, when used as needed, was sufficient for aligning the tube into the glottic inlet. Moreover, 
the cuff inflation method was used for only 4 patients (11.1%) in the Macintosh group, in contrast to 17 (48.6%) 
and 18 (51.4%) patients in the McGrath and Pentax groups, respectively. The cuff inflation method takes time to 
inflate the cuff and lift the tracheal tube from the posterior pharyngeal wall, as well as requiring manipulation of 
the tracheal tube tip into the glottic inlet, and deflating of the ballooned cuff. In a previous study, the intubation 
time in patients requiring the cuff inflation method was reported to be 7.2 s longer on average than that in patients 
where inflation was not used14. Therefore, in this study, variation in the need for cuff inflation contributed to 
shorter intubation times in the Macintosh group in comparison to the times in the McGrath and Pentax groups.

This study is unique compared with previous studies because of the differences in the anatomy of paediatric 
airways compared to the anatomy of adult airways, as well as the use of a reinforced tube. The paediatric laryngeal 
structure differs from adults, including a relatively larger tongue and a more cephalad larynx, which may increase 
the complexity of nasotracheal intubation in children11. In particular, the more cephalad larynx and posterior 
angled trachea of paediatric airways is thought to cause difficulty when advancing the tube into the trachea10. 
Furthermore, the use of a reinforced tube, which is softer than a normal polyvinyl chloride preformed tube, has 
been shown to adversely affect nasotracheal alignment of the tube with the glottic inlet owing to its tendency to 
move along the posterior pharyngeal wall15,16. This, however, was not observed with the use of the reinforced tube 
in this study, with 88.9% of the Macintosh group being scored grade 1, which indicates easy alignment of the tube 
into the glottic inlet without the use of the cuff inflation or Magill forceps. As expected, the McGrath and Pentax 
groups received superior grades on the modified Cormack and Lehane system. However, the majority of patients 
in the Macintosh group were within grades 1-2, with some becoming grade 1-2 with the application of backwards 
upwards rightward pressure, suggesting that visualization of the glottic inlet was as efficient and clear as that for 
the video laryngoscopes.

Group Macintosh 
(n = 36)

Group McGrath 
(n = 35)

Group Pentax 
(n = 35) P-value

Time to intubation (sec) 33.5 (28.3–39.8) 39.0 (32.0–43.0)* 43.0 (35.0–52.0)* 0.001

NIDS score 1 (0–2) 1 (0–1) 2 (1–2) 0.633

NRS (0–10) 1 (0–2) 1 (0–1.8) 2 (1–2) 0.144

Quality of navigation

Nose to oropharynx (1/2/3) 19/10/7 22/9/4 25/6/4 0.572

Oropharynx to glottic inlet (1/2/3) 32/4/0 18/17/0* 17/18/0* <0.001

Glottic inlet to trachea (1/2/3) 6/29/1 7/27/1 24/11/0* <0.001

Epistaxis (1/2/3/4) 24/9/3/0 26/9/0/0 29/6/0/0 0.203

Table 2. Intubation data. Values are presented as median (interquartile range), or number of patients. NIDS, 
nasal intubation difficulty score; NRS, numeric-rating scale. *P < 0.05 compared to data of group Macintosh.
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In addition, the thermally softened reinforced tube, when used in the Macintosh group, showed good perfor-
mance, contrary to what was expected. In our experience, the tube maintained a gentle curvature that was less 
prominent than that of the preformed tube, and it did not touch the posterior pharyngeal wall. The gap between 
the tube tip and the posterior pharyngeal wall formed by this slight curvature was enough to align the tube tip 
with the glottic inlet using a to-and-fro or right/left turning movement by right-hand manipulation alone. On 
the other hand, in a previous investigation of paediatric nasotracheal intubation in patients less than 10 years of 
age using a preformed tube, Magill forceps were required for most children when using either the Macintosh or 
GlideScope video laryngoscopes11. We assumed, cautiously, that the small distance between the posterior laryn-
geal wall and the glottic inlet in the paediatric anatomy was similar to the gap between the tube tip and the poste-
rior pharyngeal wall formed by this curvature, so the gentle curvature of a thermally softened reinforced tube may 
in fact be advantageous for the alignment of the tube into the glottic inlet than the curvature of a preformed tube. 
However, this effect may also be attributed to differences in experience with and preference of alignment methods 
of the anaesthesiologist. We therefore propose that further investigation of the effect of curvature between pre-
formed and reinforced tubes on the difficulty of the alignment in paediatric patients is required.

Compared to the Macintosh group, the McGrath and Pentax groups required the cuff inflation method more 
frequently. This was presumably caused by differences between the direct and indirect view of the investigated 
laryngoscopes. Indirect view of video laryngoscope is advantageous to visualization of the glottic inlet, but the 
field around the glottic inlet on the video display is narrower compared to the direct view of Macintosh laryngo-
scope17,18. Our results indicate that the direct view provided by the Macintosh laryngoscope of the areas between 
the tracheal tube and the glottic inlet is important for the alignment of the tracheal tube tip into the glottic inlet 
via manipulation and movement of the tracheal tube with the right hand. On the other hand, the indirect view 
provided by the video laryngoscopes could not maintain visualization of the tip of the tracheal tube due to its 
narrow field of view. Therefore, manipulation of the tube was less straightforward, and the cuff inflation method 
was used instead for the video laryngoscopes.

During advancement of the tube into the trachea after alignment with the glottic inlet, the reinforced tube 
often encountered resistance. The incidence of resistance was 83.3%, 80.0%, and 31.4% in the Macintosh, 
McGrath, and Pentax groups, respectively, compared to 20% in a previous paediatric study in which a preformed 
tube was used11. Therefore, the reinforced tube more frequently required the tube-rotation method to advance in 
comparison to a preformed tube. However, this resistance was easily overcome by employing clockwise rotation of 
the tracheal tube, except in only three patients among all groups. Rotation of the tube changes the direction of its 
natural curvature19, which is sufficient to overcome resistance due to adherence of the tube tip to the anterior sur-
face of the glottic inlet. Importantly, it is easier to change the direction of a flexible, softened reinforced tube than 
a polyvinyl chloride tube19, so the process of rotation was simple and quick to perform in this study. However, 
caution should be taken when rotating the tip: the degree of rotation at the proximal end of the tracheal tube may 
be over 180°, as proximal rotation does not always result in equivalent rotation of the distal tip of the tube20. Three 
patients in this study required the use of Magill forceps for advancing the tube (1 from the Macintosh group and 2 
from the McGrath group). The low incidence of resistance during advancement in the Pentax group suggests that 
non-line-of-sight view of Pentax Airway Scope minimized the distortion of the oropharyngeal structure2,5,6, pro-
viding a smoother advancement than did the Macintosh laryngoscope and Macintosh-type blade of the McGrath 
video laryngoscope.

In paediatric patients, longer intubation times are a significant drawback, as the allowed duration of intu-
bation is shorter than that of adults21. Despite requiring longer intubation times than the Macintosh group, the 
upper margin of the CI in the McGrath and Pentax groups (95% CI: 36.0–46.2 s and 40.8–50.8 s, respectively) was 
less than 60 s. This is shorter than that in a previous paediatric study using direct laryngoscopes and GlideScope 
video laryngoscopes with Magill forceps11. We therefore believe that these times are still within a clinically accept-
able range. Moreover, the difficulty of nasotracheal intubation using the modified NIDS and NRS was similar 
among the three groups, suggesting McGrath video laryngoscopes and Pentax Airway Scopes are also feasible 
options in paediatric patients. Although the intubation times of the video laryngoscopes were longer than that of 
Macintosh laryngoscope, there may be cases where use of a video laryngoscope is necessary due to a poor view of 
the glottis by direct laryngoscopy.

Two cases were categorized as failed intubations because they were intubated with a Macintosh laryngoscope 
instead of the assigned video laryngoscope. In a patient from the McGrath group, advancement of the tube from 
glottic inlet to trachea failed with the tube-rotation method, and we encountered difficulties inserting Magill 
forceps into the oropharynx due to limited room. Thus, the Macintosh laryngoscope and Magill forceps were 
used at the discretion of the anaesthesiologist. In a patient from the Pentax group, blood pooling in the orophar-
ynx obstructed the view, so intubation was performed with a Macintosh laryngoscope. Regardless of the type of 
video laryngoscope, any blood or secretions can obstruct the indirect view, which can complicate intubation22. 
Furthermore, the limited room available for insertion of Magill forceps when using video laryngoscope can be 
problematic, especially in nasotracheal intubations11.

Some limitations are associated with this study. First, the anaesthesiologist performing intubations could not 
be blinded to the group allocation. Second, all nasotracheal intubations were performed by a single experienced 
anaesthesiologist, so the generalizability of our findings to less experienced users might be limited; intubation 
may take longer for an inexperienced user. Third, all nasal intubations were performed in normal airways; in 
difficult airways, the results may differ.

In conclusion, in contrast to findings based on nasotracheal intubation in adult patients, performing nasotra-
cheal intubation in paediatric patients with the Macintosh laryngoscope resulted in shorter intubation times than 
did both the McGrath video laryngoscope and Pentax Airway Scope. In addition, the Macintosh laryngoscope 
required less frequent use of the cuff inflation method to navigate the tracheal tube into the glottic inlet than did 
the McGrath video laryngoscope and Pentax Airway Scope. While video laryngoscopies can offer significant 
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advantages, especially in adult patients or where there is poor view of the glottis, a direct laryngoscope seems to 
allow for more efficient nasotracheal intubation in paediatric patients.

Methods
The protocol of this prospective, randomized, open-label, single-centre, three parallel group, controlled study was 
approved by the Institutional Review Board of Ajou University Hospital, Suwon, South Korea (approval number: 
AJIRB-MED-OBS-16-145) and conducted in accordance with the tenets of the Declaration of Helsinki. The study 
was registered in ClinicalTrials.gov on 11 July 2016 (registration number: NCT02828631).

Patient selection. Patients with American Society of Anesthesiologists physical status of I or II, aged 1 to 10 
years, and undergoing dental surgery under general anaesthesia were eligible to participate in this study. Children 
with any anatomical abnormality of the face, coagulation disorders, a history of a difficult airway, asthma, or upper 
respiratory infection within 14 days of the study were excluded. Written informed consent was obtained from all par-
ents and the children themselves over six years old according to advice of the Institutional Review Board. Between 
June 2016 and October 2017, 108 children at the Ajou University Hospital were enrolled and randomly assigned to 
one of three groups in which the Macintosh laryngoscope, McGrath video laryngoscope, or Pentax Airway Scope 
was used. An independent colleague not involved with this research conducted the random group assignment using 
randomization software. Immediately before inducing anaesthesia, a sealed opaque envelope containing a number 
indicating the selected laryngoscope was provided to the anaesthesiologist and opened in the operating room.

Anaesthesia. No patients were pre-medicated before surgery. A peripheral intravenous catheter was inserted 
in the ward or waiting room, and patients entered the operating room with a parent present. Standard monitor-
ing including electrocardiography, non-invasive monitoring of blood pressure, pulse oximetry, and capnography 
were performed throughout the procedure. The patient was placed in the supine position and their head and neck 
was supported on a pillow for sniffing position to align the tragus of the ear with the patient’s sternal notch. This 
occurred before anaesthesia induction in cooperative patients and after anaesthesia induction for uncooperative 
patients. Patients were asked which side of the nose was easier to breathe through and the corresponding nostril 
was selected for intubation. If both nostrils were equally easy to breathe through or the patient was uncoopera-
tive, the right nostril was selected. Following pre-oxygenation, general anaesthesia was induced with thiopental 
sodium (5 mg/kg) and fentanyl (1 µg/kg) to induce loss of consciousness. After induction of anaesthesia, manual 
ventilation by mask was carried out with sevoflurane (end-tidal concentration: 2–3%) in oxygen, and rocuronium 
(0.6 mg/kg) was injected. Two minutes after the injection, nasotracheal intubation was performed using one of the 
assigned devices by an anaesthesiologist (Y.J.C.) experienced in the usage of all three devices.

The Lo-Contour cuffed reinforced tube (MallinckrodtTM, Covidien, Ireland) was used for intubation. After 
softening the tube by immersion in heated sterile water for 5 min, it was coated with a water-soluble lubricant 
immediately prior to insertion. Suitable tracheal tube diameters were calculated for each patient according to the 
Motoyama formula (internal diameter, mm = [age/4] + 3.5)23.

Measured parameters. The time taken for intubation was measured as the time between entry of the 
nasotracheal tube into a nostril and appearance of a carbon dioxide wave on the monitor. A failed intubation 
occurred when nasotracheal intubation could not be achieved within 120 s or with the use of a different modal-
ity. At any point, if the oxygen saturation decreased below 95%, the intubation attempt was terminated; manual 
ventilation resumed and it was considered a failed intubation. Glottic visualization was also evaluated using the 
Cormack and Lehane classification system and recorded. The difficulty of nasotracheal intubation was assessed 
with the modified NIDS (Table 1)24, a NRS ranging from 0 (easiest) to 10 (most difficult). In addition, the quality 
of navigation at each stage including the insertion of tube from the nose to oropharynx, the alignment of the tube 
into the glottic inlet, and the advancement of the tube into the trachea was graded, respectively15. The insertion of 
the tube into the nose to oropharynx was classified as grade 1 (smooth passage), grade 2 (side-to-side rotation), 
or grade 3 (use of the other nostril due being unduly impinged). The alignment of the tube from the oropharynx 
into the glottic inlet was classified as grade 1 (smooth or use of manipulation such as right-hand manipulation 
of the tube and backwards upwards rightward pressure manoeuvre), grade 2 (use of the cuff inflation method) 
or grade 3 (use of Magill forceps). We used the cuff inflation method when the tube tip failed to align with the 
glottic inlet by grade 1 manipulation, as follows: Under laryngoscopic view, the anaesthesiologist requested an 
assistant to inflate the cuff with a syringe to lift the tube tip off the posterior pharyngeal wall until the tube tip was 
aligned with the glottic inlet; the tube was then advanced. Once the tube tip has passed the glottic inlet, the cuff 
was deflated, and the tube was advanced into the trachea. The advancement of the tube from glottic inlet into the 
trachea was scored as grade 1 (a smooth advancement), grade 2 (use of the tube-rotation method), or grade 3 (use 
of Magill forceps). If manipulation using Magill forceps failed at any stage, the next method was subsequently 
selected at the discretion of the anaesthesiologist and recorded.

When removing the laryngoscope, epistaxis was scored as grade 1 (no-epistaxis), grade 2 (mild, blood on the tube 
only), grade 3 (moderate, blood pooling in the pharynx), or grade 4 (severe: blood impedes intubation)25. At this 
point, the study was completed, and anaesthesia was maintained with sevoflurane (end-tidal concentration: 1.5–2.5%) 
in a 50% oxygen and oxygen-air mixture, and suitable blood pressure and heart rate were monitored and maintained.

Statistics. The primary evaluation endpoint of this study was the time taken for intubation. Based on the esti-
mated standard deviation from a previous study of 15 s11, a sample of 36 patients per group was calculated to pro-
vide 80% power to detect a between-group difference of 10 s in the intubation time using an alpha level (2-sided) 
of 0.056,11,26. Secondary endpoints of this comparative study included NIDS, NRS, the quality of navigation at each 
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stage of tube insertion, and epistaxis. Statistical analysis was performed using IBM SPSS statistics version 21 (IBM 
Corp., Armonk, New York, USA). All analyses were performed according to the intention-to-treat principle. All 
data were tested for normality using the Kolmogorov-Smirnov normality test. Data are presented as the mean and 
standard deviation where normally distributed, or median and interquartile range where non-normally distrib-
uted, or as a percentage, as appropriate. Normally distributed data were analysed using a one-way analysis of var-
iance, followed by the Tukey post-hoc analysis if a statistically significant difference was detected. Non-normally 
distributed data was analysed using the Kruskal-Wallis test, followed by the Mann-Whitney U-test using the 
Bonferroni adjustment. Categorical variables were analysed using the chi-square test or Fisher’s exact test, fol-
lowed by Bonferroni adjusted chi-square test or Fisher’s exact test. A P value < 0.05 was considered statistically 
significant and a P value < 0.017 was considered statistically significant with the Bonferroni adjustment.

Data Availability
The authors declare that all data supporting the findings of this study are available within the article and its Sup-
plementary Information files, or from the corresponding author upon request.

References
 1. Asai, T. Are videolaryngoscopes useful for nasotracheal intubation? J. Anesth. 28, 647–649 (2014).
 2. Hirabayashi, Y. & Seo, N. Nasotracheal intubation using the Airtraq versus Macintosh laryngoscope: a manikin study. Anesth. Prog. 

55, 78–81 (2008).
 3. Puchner, W. et al. Indirect versus direct laryngoscopy for routine nasotracheal intubation. J. Clin. Anesth. 23, 280–285 (2011).
 4. Hirabayashi, Y., Hoshijima, H., Kuratani, N. & Masaki, E. Efficacy of videolaryngoscopes for nasotracheal intubation: a meta-

analysis of randomized controlled trials. Masui 62, 1375–1379 (2013).
 5. Xue, F. et al. A clinical assessment of the Glidescope videolaryngoscope in nasotracheal intubation with general anesthesia. J. Clin. 

Anesth. 18, 611–615 (2006).
 6. Jones, P. M. et al. A comparison of glidescope videolaryngoscopy to direct laryngoscopy for nasotracheal intubation. Anesth. Analg. 

107, 144–148 (2008).
 7. Kwak, H. J. et al. McGrath video laryngoscopy facilitates routine nasotracheal intubation in patients undergoing oral and 

maxillofacial surgery: a comparison with Macintosh laryngoscopy. J. Oral Maxillofac. Surg. 74, 256–261 (2016).
 8. Lili, X., Zhiyong, H. & Jianjun, S. A comparison of the GlideScope with the Macintosh laryngoscope for nasotracheal intubation in 

patients with ankylosing spondylitis. J. Neurosurg. Anesthesiol. 26, 27–31 (2014).
 9. Wallace, C. & Engelhardt, T. Videolaryngoscopes in paediatric anaesthesia. Curr. Treat. Options Pediatr. 1, 25–37 (2015).
 10. Munshey, F. N., Gamble, J. J. & McKay, W. P. Modified pediatric Magill forceps effect on nasal intubation time. Paediatr. Anaesth. 26, 

221–222 (2016).
 11. Kim, H. J., Kim, J. T., Kim, H. S., Kim, C. S. & Kim, S. D. A comparison of GlideScope® videolaryngoscopy and direct laryngoscopy 

for nasotracheal intubation in children. Paediatr. Anaesth. 21, 417–421 (2011).
 12. Behringer, E. C. & Kristensen, M. S. Evidence for benefit vs novelty in new intubation equipment. Anaesthesia 66(Suppl 2), 57–64 

(2011).
 13. Patil, V. V., Subramanya, B. H., Kiranchand, N., Bhaskar, S. B. & Dammur, S. Does C-MAC® video laryngoscope improve the 

nasotracheal intubating conditions compared to Macintosh direct laryngoscope in paediatric patients posted for tonsillectomy 
surgeries? Indian J. Anaesth. 60, 732–736 (2016).

 14. Xue, F. S., Liu, J. H., Yuan, Y. J., Liao, X. & Wang, Q. Cuff inflation as an aid to nasotracheal intubation using the Airtraq® 
laryngoscope. Can. J. Anaesth. 57, 519–520 (2010).

 15. Kumar, R., Gupta, E., Kumar, S., Rani Sharma, K. & Rani Gupta, N. Cuff inflation-supplemented laryngoscope-guided nasal 
intubation: a comparison of three endotracheal tubes. Anesth. Analg. 116, 619–624 (2013).

 16. Kihara, S. et al. A silicone-based wire-reinforced tracheal tube with a hemispherical bevel reduces nasal morbidity for nasotracheal 
intubation. Anesth. Analg. 97, 1488–1491 (2003).

 17. Channa, A. B. Video laryngoscopes. Saudi J. Anaesth. 5, 357–359 (2011).
 18. Bacon, E. R., Phelan, M. P. & Doyle, D. J. Tips and troubleshooting for use of the GlideScope video laryngoscope for emergency 

endotracheal intubation. Am. J. Emerg. Med. 33, 1273–1277 (2015).
 19. Asai, T. & Shingu, K. Difficulty in advancing a tracheal tube over a fibreoptic bronchoscope: incidence, causes and solutions. Br. J. 

Anaesth. 92, 870–881 (2004).
 20. Marfin, A. G. et al. Determination of the site of tracheal tube impingement during nasotracheal fibreoptic intubation. Anaesthesia 

61, 646–650 (2006).
 21. Sun, Y., Lu, Y., Huang, Y. & Jiang, H. Pediatric video laryngoscope versus direct laryngoscope: a meta-analysis of randomized 

controlled trials. Paediatr. Anaesth. 24, 1056–1065 (2014).
 22. Flannigan, C. Video laryngoscopes, http://www.paediatricemergencies.com/index.php/2017/09/23/video-laryngoscopes/ (2017).
 23. Weiss, M., Dullenkopf, A., Gysin, C., Dillier, C. M. & Gerber, A. C. Shortcomings of cuffed paediatric tracheal tubes. Br. J. Anaesth. 

92, 78–88 (2004).
 24. Lee, M. C. et al. Nasotracheal intubation in patients with limited mouth opening: a comparison between fibreoptic intubation and 

the Trachway®. Anaesthesia 71, 31–38 (2016).
 25. Kim, Y. C. et al. Thermosoftening treatment of the nasotracheal tube before intubation can reduce epistaxis and nasal damage. 

Anesth. Analg. 91, 698–701 (2000).
 26. Turkstra, T. P., Jones, P. M., Ower, K. M. & Gros, M. L. The Flex-It stylet is less effective than a malleable stylet for orotracheal 

intubation using the GlideScope. Anesth. Analg. 109, 1856–1859 (2009).

Author Contributions
D.H.K., J.Y.Y. and Y.J.C. conceived, designed the experiments, and contributed the data collection and analysis. 
Y.B.L., S.K. and J.L. contributed to the interpretation of the results and manuscript preparation. The manuscript 
was approved by all the authors.

Additional Information
Competing Interests: The authors declare no competing interests.
Publisher’s note: Springer Nature remains neutral with regard to jurisdictional claims in published maps and 
institutional affiliations.

http://www.paediatricemergencies.com/index.php/2017/09/23/video-laryngoscopes/


www.nature.com/scientificreports/

7SCientifiC REPORtS |         (2018) 8:17365  | DOI:10.1038/s41598-018-35857-8

Open Access This article is licensed under a Creative Commons Attribution 4.0 International 
License, which permits use, sharing, adaptation, distribution and reproduction in any medium or 

format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the Cre-
ative Commons license, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons license, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons license and your intended use is not per-
mitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from the 
copyright holder. To view a copy of this license, visit http://creativecommons.org/licenses/by/4.0/.
 
© The Author(s) 2018

http://creativecommons.org/licenses/by/4.0/

	A comparison of the Macintosh laryngoscope, McGrath video laryngoscope, and Pentax Airway Scope in paediatric nasotracheal  ...
	Results
	Discussion
	Methods
	Patient selection. 
	Anaesthesia. 
	Measured parameters. 
	Statistics. 

	Figure 1 CONSORT flow diagram of recruitment and assessment of study participants.
	Table 1 Patient characteristics and airway assessment.
	Table 2 Intubation data.




