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 Indications

 Contraindications

• Suspected or known epiglottitis

 Complications

• Visualisation of the glottis for the purpose of:

- oral endotracheal tube insertion

- removal of a foreign body

Direct laryngoscopy is the technique used to achieve optimal  
visualisation of the glottis for the purpose of oral endotracheal 
tube insertion or removal of a foreign body.   

A laryngoscope consists of a non-disposable handle with a battery 
powered light source that attaches to a single use fibre optic blade.  

Laryngoscopy technique is dependent on the blade selected.

• Laryngospasm

• Hypoxia due to delays in oxygenation while

performing the procedure

• Trauma to the mouth or upper airway,

particularly teeth/dentures

• Exacerbation of underlying c-spine injuries

• Vomiting/regurgitation

Direct laryngoscopy

Figure 3.6 

February, 2021

QAS supplies Laryngoscope blades in two (2) designs:
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      Procedure – Direct laryngoscopy

MACINTOSH blade

1.  Position yourself for optimal visualisation of the larynx.

2.  Place the patient’s head in the appropriate position  
to align the oral, pharyngeal and laryngeal axes  
(neutral position with MILS if c-spine injury suspected).

-    Infant – slight elevation of the shoulders

-    Small child – slight extension of the head  

-    Older child/adult – extension of the head  
(elevation of the head may also be required).

3.  Open the patient’s mouth and inspect the oral cavity.

4.  Remove any dentures or removable plates as required.

5.  Grip the laryngoscope handle with the left hand in a  
position to ensure optimal control and mechanical advantage.

6.   Place the laryngoscope blade into the right side of the patient’s mouth,  
gently sweep the tongue to the left and position the blade midline  
in the mouth. 

7.   If laryngoscope blade is difficult to position correctly [2], consider: 

-    inserting the blade separately and reconnecting  
with the handle when in position; or

-    inserting the laryngoscope blade while the handle is angled  
and once in the oral cavity, rotate the laryngoscope to the midline

8.   Move the laryngoscope blade progressively down the tongue identifying  
relevant anatomy.

9.   Gently place the tip of the laryngoscope blade in the vallecula.

10.  Lift the blade upwards and forward at a 45° angle to expose the epiglottis.

[1]
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      Procedure – Direct laryngoscopy

MACINTOSH blade (cont.)

11.   Identify glottic structures (commences with the posterior cartilages  
and interarytenoid notch, before the glottic opening and the vocal  
cords come into view). If view of the glottic structures is poor,  
consider suctioning and/or external laryngeal manipulation  
(refer to CPP: Laryngeal manipulation).

MILLER blade

1.  Position yourself for optimal visualisation of the larynx.

2.  Place the patient’s head in the sniffing position to align  
the oral, pharyngeal and laryngeal axes (neutral position  
with MILS if c-spine injury suspected).

3.   Open the patient’s mouth and inspect the oral cavity.

4.  Grip the laryngoscope handle with the left hand in a position  
to ensure optimal control and mechanical advantage.

5.  Place the laryngoscope blade into the right side of the patient’s  
mouth, gently sweep the tongue to the left and position the blade  
midline in the mouth.  

6.  As the laryngoscope blade tip approaches the base of the tongue,  
perform one (1) of the two (2) following techniques:

-    Insert the laryngoscope blade tip under and slightly  
beyond the epiglottis; or

-    Gently advance the laryngoscope blade further down  
the tongue until the epiglottis has been identified. 

7.  Lift the epiglottis and gently withdraw the blade to allow the  
laryngeal inlet to drop into view (the lack of identifiable structures  
indicates oesophageal passage).

8.  Identify glottic structures (commences with the posterior cartilages  
and interarytenoid notch, before the glottic opening and the vocal  
cords come into view). If view of the glottic structures is poor,  
consider suctioning and/or laryngeal manipulation.
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           Additional information

• Airways should be graded using the Cormack-Lehane 

classification. The grade is allocated according to the  
best airway view achieved. 

Cormack-Lehane ClassificationCormack-Lehane Classification

Grade I Complete glottis visible

Grade II Anterior glottis not seen

Grade III Epiglottis seen, but not glottis

Grade IV Epiglottis not seen

NUMBER OF ATTEMPTS

• This procedure is limited to two attempts per officer.
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