
Direct laryngoscopy has been considered the gold standard for endotracheal intubation 
for several decades. A more advanced intubation device has thus been sorely needed and 
has now become a reality. Since the first videolaryngoscopy (VL) device, known as the 
Glidescope, was introduced in 2001, many types of VL have grown considerably [1]. VL 
was initially recognized as a critical option for difficult airway management, but it has 
now permeated the clinical setting so thoroughly that it may be considered an alternative 
to direct laryngoscopy for intubation in both adults and children, and it has assumed a 
central role in both difficult and routine airway management. 

Additionally, the COVID-19 pandemic has further justified VL applications, particu-
larly given its associated efficacy and safety profile. VL has become the only option for 
minimizing direct contact between the operator and virus-transmitting aerosols. Because 
of the COVID-19 pandemic, many countries’ airway management guidelines now rec-
ommend VL as the first-line device for all patients requiring endotracheal intubation [2]. 
VL has not only been embedded in most difficult airway algorithms but has also become 
a core skill in airway management, and the use of awake VL has also increased. Indeed, it 
is not an exaggeration to say that we have entered the golden era of VL. 

As the VL market is continuously evolving, the costs associated with the use of this 
technology must be considered. As may be expected, the costs vary depending on the cir-
cumstances in which VL is used. According to the findings of an economic analysis con-
ducted in 2021 on the use of VL versus direct laryngoscopy in the surgical setting, VL 
may be associated with a reduction in total cost, length of hospital stay, and the likelihood 
of postoperative ICU admission [3]. Given the unique benefits of VL, this result is not 
surprising. Some would posit that the costs of VL per se would not pose a substantial bar-
rier to its application [4]. Indeed, the costs of VL have been decreasing in recent years, 
and with increased use, disposable blades may become more affordable. Therefore, it 
would not be unrealistic for every operating room to invest in VL. However, if we take a 
closer look at the current clinical reality, it appears that not all settings where airway man-
agement is practiced use VL on a routine basis; their use in many centers is limited to a 
few devices in the main theater area [5]. The use of VL also appears to be restricted in ar-
eas with a dearth of medical resources or where the cost of VL is relatively high. 

In this issue of the Korean Journal of Anesthesiology, Elshazly et al. [6] compared the ef-
fectiveness of USB borescopes (which are intended for industrial use) aided direct laryn-
goscopy to provide low-cost with VLs for adult intubation. The intubation time was com-
parable between the two devices, though VL provided a better environment for visibility 
and fogging, whereas operators reported higher levels of satisfaction with the borescope. 
The study suggests that borescopes could be used in place of VL at a low cost. Although 
the issue of whether borescopes can be used as clinical instruments has remains to be 
clearly addressed, they may be a useful alternative in situations where VL is limited or 
unavailable, especially when a difficult airway is expected or aerosol-transmission is a 

Received: July 15, 2022 
Accepted: July 18, 2022 

Corresponding author: 
Geun Joo Choi, M.D., Ph.D. 
Department of Anesthesiology and Pain 
Medicine, Chung-Ang University College of 
Medicine, 84 Heukseok-ro, Dongjak-gu, Seoul 
06911, Korea 
Tel: +82-2-6299-3166, 2579 
Fax: +82-2-6299-2585 
Email: pistis23@cau.ac.kr 
ORCID: https://orcid.org/0000-0002-4653-4193

The golden era of videolaryngoscopy: 
costs we should consider  
Geun Joo Choi  
Department of Anesthesiology and Pain Medicine, Chung-Ang University College of 
Medicine, Seoul, Korea 

Korean J Anesthesiol 2022;75(4):293-294
https://doi.org/10.4097/kja.22424
pISSN 2005–6419 • eISSN 2005–7563

Editorial

The Korean Society of Anesthesiologists, 2022

This is an open-access article distributed under 
the terms of the Creative Commons Attribution 
Non-Commercial License (http://creativecommons. 
org/licenses/by-nc/4.0/), which permits unrestrict�-
ed non-commercial use, distribution, and repro-
duction in any medium, provided the original work 
is properly cited.

293Online access in http://ekja.org

http://crossmark.crossref.org/dialog/?doi=10.4097/kja.22424&domain=pdf&date_stamp=2022-08-01


concern. 
Borescopes can also be a cost-effective tool for educating novic-

es, such as trainees and medical students. VL is an excellent edu-
cational tool for teaching laryngoscopy techniques since the anat-
omy can be better visualized through the magnified screen, and 
endotracheal intubation training can be conducted more effec-
tively through sharing the screen with the instructor [7]. Another 
view considers the cost in the educational field that may result 
from increased use of VL [8]. These authors reported a 38.3% re-
duction in the number of asleep fiberoptic intubations (FOIs) 
performed after the implementation of VL at their hospital. FOIs 
are essential for education because they offer a path for endotra-
cheal intubation when VL is not accessible. Thus, the increased 
use of VL should not come at the cost of decreased trainee experi-
ence in FOIs. 

VL is not a tool that can be made available for simple conve-
nience, but rather, an essential technology developed as a result of 
medical innovation from which both healthcare workers and pa-
tients can optimally benefit. As VL becomes more prevalent in 
medical environment, we should be able to consider the costs as-
sociated with VL from various balanced perspectives. 
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