
The Continuing Search for the Right Balance

Anesthesiologists are currently viewed as airway experts. Interestingly, advanced airway management were initially primarily 
performed to resuscitate victims of drowning and patients afflicted with diphtheria infection by non-anesthesiologists.1,2 

In 1878, the first elective use of endotracheal intubation for anesthesia was performed by Dr. William Macewen, a Scottish 
surgeon, using an awake, digital blind intubation technique.1

The invention of the Macintosh and Magill laryngoscope blades as well as the introduction of curare in the 1940’s 
facilitated tracheal intubation such that it already became a routine component of anesthetic management for major surgeries.2 
Advancements involving flexible fiberoptic cables paved the way for flexible fiberoptic bronchoscope in the late 1960’s.3 
Later on, the need for a wider angle of view to address difficult intubation cases gave birth to a variety of videolaryngoscopes 
in the 2000s. 

As early as 2004, there were already reports combining airway equipment to facilitate intubation.4 However, it was 
not until 2011 that Boet et al. coined the term “multimodal airway approach”.5 Since then, this practice has been explored 
further by anesthesiologists and is now included as an option in the American Society of Anesthesiologists difficult airway 
algorithm for both adult and pediatric patients.6 

The second article in this special issue described how a non-traditional combination of advanced airway equipment easily 
circumvented the difficulty posed by the initial sole airway equipment technique. Meanwhile, the third article incorporated 
a twist in the multimodal airway approach by employing two different techniques at different stages of the surgery. 

These two articles are particularly encouraging since an awake intubation for anticipated difficult airway is hardly applicable 
for the pediatric population. In addition, the combination described in the second article is reproducible in other parts of 
the country. The COVID-19 pandemic already created a rapid paradigm shift favoring the acceptance and availability of 
videolaryngoscopes in routine practice.7-9 Bonfils intubating fiberscope does not have a steep learning curve.10 It also requires 
less maintenance compared to a fiberoptic bronchoscope. 

Synergism is a pharmacologic principle that has long been used by anesthesiologists in maintaining homeostasis through 
the provision of “balanced anesthesia” and “multimodal analgesia”.11,12 The time has come to extend this concept to non-
pharmacologic entities as well. 

As the field of anesthesiology continues to expand in coverage and complexity, the search continues for the perfect 
complement that will provide the right balance encompassing all elements.
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