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Indications
• Anticipated difficult airway with mouth opening >2.5 cm

• Cervical spine disease

• Favourable airway pathology



Awake Videolaryngoscopy compared to FOI

• Technical skill-VL is easy

• Tracheal intubation under direct vision- real time confirmation

• Easy set up

• Shorter time 
• Not able to negotiate round the corner



23/ 25 intubated
2 failed -inadequate LA
5 patients 2 attempts, 1 patient 3 
attempts 



25/ 30 were successful = 83 % success rate
24 in first attempt and one required 2 attempts

Reasons for failure
1. Excessive gagging x1
2. Trauma patient-c/co neck pain x 1
3. Grade 2 view, tube couldn’t be advanced  x2
4. Un co-operative, anxious patient x1  





Awake Videolaryngoscopy

x1 x1

x4 x1

Alhomary M. et al. Videolaryngoscopy vs. fibreoptic bronchoscopy for awake 
tracheal intubation: a systematic review and meta-analysis. Anaesthesia 2018;73: 1151-61 



Awake Videolaryngoscopy

• Shorter intubation time

• Success rate and safety profile is comparable to FOS

Alhomary M. et al. Videolaryngoscopy vs. fibreoptic bronchoscopy for awake 
tracheal intubation: a systematic review and meta-analysis. Anaesthesia 2018;73: 1151-61 



Practical approach of awake VL
• Equipment  set up

• Technique of Airway anaesthesia 

• Laryngoscopy and tube placement



Equipment set up and drugs

• Videolaryngoscope
• Tracheal tube
• Oxygen administration
• Sedation technique
• Glycopyrrolate
• Topical anaesthesia to the airway
• Back up plan- FOS 



Monitoring, sedation and oxygen 
administration



McKenzie Technique 6 or 8 FG suction catheter 
(paediatric suction catheter)

Proximal end is cut and
 venflon inserted
Needle removed. 
Now syringe can be attached 



Syringe attached to suction 
catheter 

McKenzie Technique



Suction catheter passed through the tube for 
topicalisation of LA to epiglottis and Trachea



MAD Device can be used for 
non-channelled VLs



4 ml of 4% lignocaine to oropharynx using McKenzie technique- directed  to soft palate, posterior 
pharyngeal wall and base of tongue

4 ml of 4% lignocaine: 0.5 ml sprayed to  oropharynx with each breath, synchronised with inspiration. 
Droplets of lignocaine inhaled and should settle around epiglottis and around vocal cords and partly in 
trachea.  



Now suction the oropharynx and 
ensure that patient can tolerate  
oropharyngeal suction



Now insert the video laryngoscope into the oral cavity and visualise  epiglottis



Suction catheter passed through the tube is used for 
delivering 4% lignocaine to epiglottis and glottis



Suction catheter advanced through the cords to trachea



Check 
capnography



Thank you


