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Sarfaraz modification of king vision video laryngoscope blade
Sarfaraz Ahmad1*
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In the modern era of anaesthesiology practice use
of the video laryngoscope to secure the airway is
going to be the gold standard method for difficult
intubation. Day by day new video laryngoscopes
have been launched in the market.1,2 Mouth
opening requirement and movement at cervical
spine become very important while using video
laryngoscope in difficult intubation.
I have made a modification in the non-channelled
blade of King Vision video laryngoscope, while
keeping in mind the requirement of mouth opening
and no movement at cervical spine for intubation,
by incorporating a nasal airway (size8.0) using
durapore 3 inch as shown in Figure 1.
I introduced a gum elastic bougie through the
incorporated nasal airway with the blade. As a
result, I am able to pass the bougie through vocal
cord and after that laryngoscope blade is removed
while keeping bougie in place and now the desired
endotracheal tube is mounted over the bougie and
introduced through the vocal cords, followed by
removal of the bougie while keeping endotracheal
tube in place. By doing this, I am able to convert
the non-channelled blade to the new modified
channelled blade while keeping the thickness of
blade remain same. Non-channelled blade
thickness is less than the original channelled blade.
With the help of this modified blade, I am able to
easily intubate a patient with minimum mouth
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opening of 1.2cm and no movement needed at
cervical spine.
In circumstances where there are limited
resources, where fibreoptic bronchoscope is not
available this modified blade was found to be very
successful in case of intubation of the immobilised
cervical spine, temporomandibular joint ankylosis,
post burn contracture of neck, restricted mouth
opening and many more difficult airway
management situations.
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