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Basic Alrway Assessment

Awake and asleep assessments



4 Airway Assessment Procedures
under GA

DISE/Flexible bronchoscopy
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Rigid Ventilating Bronchoscopy (Diagnostic and Therapeutic)
SuspensiomMicroLaryngoscopyTherapeutic)



1. DISE

Drug Induced Sleep Endoscopy






DISE Tips

APosition: neutral supine
APrep: nocophenylcaingo avoid false decongestion
AAnaesthesiahould mimic sleep (dexmedetomidine)

AFocus on nasopharyngeal, oropharyngeal and hypopharyngeal
variation during collapse



2. Laryngoscopy

Basic diagnostic assessment of the larynx (and trachea and primary bronchus)
Tools, Techniques, Tips?



Mouth guard

Telescope
2./mm or 4mm
0 or 30 degrees

Antifog —

e, Suction Camera &
~ Rigid, or Light Lead
- Soft

Atomizer for Lignocaine




Technique

AAnaesthesiology
ATubelessinaesthesia
A Spontaneous ventilation via nasal or oral catheter or ETT
ANasal prong$iFlo
ﬁTHRIVEI’(ransnasdHumidified Rapid Insufflation Ventilatory Exchange)
Other

ATopical lidocaine via atomizer

ALaryngoscope and suction
AEndoscope/Hopkins Rod

APalpation of arytenoids and interytenoid space.
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Tips

APositioning: Shoulder roll vs flat
ATeeth guard vsaytedgauze/swab,

ABase of tongue andupraglottisposition & appearance affected by
laryngoscopicetraction

AVocal fold movements dependent on depthasfaesthesia
APositive pressure ventilation influence appearance of larynx & trachea



3. Rigid Bronchoscopy

Diagnostic and Therapeutic Assessment of the Airway
Retrieval of foreign body, biopsy, cauterization, laser, etc.



Y T N
- e

l“.-Jb\l. vu\ r\v\n\r\..\.r\#\ﬁh..l" IIA
bl A A s, ]

A DAL ART LT

S0 G B 0 00 A 3 b e 3
e

(LG

T ORND v

i T




Modified GOSH Airway Chart

Adapted by @DrEricLevi from Great Ormond Street Hospital Chart for Paediatric Alrways.

Preterm-
1 month

Cricoid Diameter (mm) 3.6-4.8 48-58 5.8-65 6574 74-82 8290 9.0-10.7 >10.8

Trachea Diameter(mm) 5 5-6 6-7 7-8 8-9 9-10 10-13 13
Bronch- Size 25 3.0 35 4.0 4.5 5.0 6.0 6.0
Ef;“z;""- ID (mm) 3.5 4.3 5.0 6.0 6.6 7.1 7.5 7.5

0D (mm) 42 5.0 5.7 6.7 7.3 7.8 8.2 8.2
ETT ID (mm) 25 3.0 35 4.0 4.5 5.0 6.0 7.0 8.0
o OD (mm) 34 42 48 5.4 6.2 6.8 8.2 9.6 10.8
Miller/  Sjze 00 0 01 1 2 2 2 2-3 3
Macintosh
NPA ID (mm) 25 3.0 35 4.0 4.5 5.0-5.5 6.0-6.5 7.0-9.0

These are based on normal expected anatomy. Each child is unique. Pathology alters anatomy and physiclogy. Age does not alway s correlate with weight. Cuffed ETT
raughly about 05-1.0 size smaller than uncuffed ETT. Length of P& is important in smaller children; shorten acocordingly. Use chart at your own risk.



Tools

Bronchoscope Light Prism Light lead Camera
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Side port

Endoscope

Bridge

Ventilation

Rigid Bronchoscopes
Different sizes & lengths



