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Introduction:
The optimal method by which to secure the airway of a 

patient with a cervical spine injury remains 

controversial. In non-emergent situations, it appears 

that awake intubation over a flexible bronchoscope is 

preferred as it reduces cervical spine motion in 

cadavers. In emergencies, however, direct 

laryngoscopy is quicker and less affected by 

blood/airway secretions, but causes more cervical 

spine motion and can potentially result in devastating 

neurologic injury. Alternative techniques have been 

examined, including different laryngoscope blades, 

LMAs, and indirect rigid fiberoptic laryngoscopes. 

Video laryngoscopy has recently become more 

developed and more widely available. It combines the 

advantages of both fiberoptic bronchoscopy and direct 

laryngoscopy. The following is a case report of a 

successful intubation of cervical spine injured adult 

with the King VisionTM video laryngoscope.  

Case Report:
66-year old male patient admitted to the trauma 

service after pedestrian struck, who incurred multiple 

injuries including C1 fracture with extension into 

foramen magnum. He was taken to the operating 

room for ORIF of his left ankle and right tibia nailing. 

He arrived wearing a rigid cervical collar, which was 

removed; he was subsequently orally intubated with 

the King Vision video laryngoscope utilizing manual in-

line stabilization under general anesthesia with rapid 

sequence induction. The intubation attempt was easy, 

atraumatic, and was achieved in less than 15 

seconds.

Methods:
Remember that a poster is NOT a full manuscript. It 

should be formatted to make the essence of the work 

clear to people who are browsing the poster session. 

Determine the key elements of the work and emphasize 

them. You will have an opportunity to discuss finer details 

with people who are interested and talk with you.
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Successful Intubation of a Trauma Patient with Cervical Spine 
Fracture via the King VisionTM Video Laryngoscope (KV)

Tracheal intubation devices not

requiring cervical spine extension:
• Fiberoptic bronchoscopy

• AirtraqTM, Airtraq AvantTM

• LMA FastrachTM

Requiring reduced cervical spine

extension:
• Storz C-MACTM

• McGrath MAC VLTM

• GlideScopeTM

• Bonfils Retromolar Intubation Fiberscope TM

• Malleable fiberoptic stylets: ShikaniTM, Levitan

FPSTM

Advantages of the KV:
• OLED: superior optics. No need for 

fiberoptic towers or external light sources.

• Completely portable (ICU, ED, etc)

• Affordable

• No special chargers or batteries

• Excellent ramp for fiberoptics

• May be assembled after placement in

patient. Good for short neck, hard collar

• Minimal mouth opening: 18 mm

Conclusions:
• The KV appears to be a safe airway 

management device for the patient 

requiring no neck manipulation

• Formal study is required
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Figure 4. King VisionTM channeled scope inserted in neutral neck position.


