Intermittent vacuum regulator (left) is used in
conjunction with piped vacuum system in re-
covery room.

capacity, compensates for initial excessive gas
and fluid removal and reduces the hazard in-
volved. Constant availability of the service is
assured by use of a duplex vacuum pump
located outside the patient area, in a mechan-
ical room.

Respiratory Monitor for Infants

Drs. H. J. Birkhahn and M. Heifetz of the
Government Hospital “Rambam”™ in  Haifa,
Israel, report a solution to the problem of
monitoring respiratory changes in the pediatric
patient. Due to the infunt’s diminutive size
there is constant overlapping between surgical
and anesthetic ficlds especially in head and
neck surgery, and frequently the anesthetist
finds himself maintaining remote control over
his patient. In view of this they have devised
a simple gadget which gives sufficient informa-
tion to administer a safe, balanced anesthetic
and to have constant control over the respira-
tory pattern.

The idea of monitoring breath sounds has
been popularised by the ‘breathophone’ of
Shane. However, the amplification of hreath
sounds, particularly if partial obstruction, e.g.
seeretions, Is present, can be alurming to non-
anesthetic listeners. A more discreet and in-
expensive gadget is the use of a modified
Aytre’s T-picce with a stethoscope attached.
Between one end ol the tube and tlie endo-
trachcal connection an adapter with a nipple
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Another advantage of the intermittent vac-
uum regulator lies in its constant availability
for service Dbecause it usually remains on a
wall bracket close to the outlet. On the other
hand, suction pumps are usually returned to
the central supply or to the maintenance
department for cleaning after use on a pa-
tient. In addition, the convenience of tle
intermittent  vacuum  regulator  allows muai-
mum utilization of the recovery-room nurses’
skills. since the time wasted in pulling over a
portable suction pump, making connection ‘o
an electrical outlet, and preparing the equi-
ment for drainage is eliminated.  Insteal,
catheter application and turning a dial are tle
only activities required.  The unit is light ar.d
maneuverable (less than 6 inches high) aid
can be  easily transferred between  piped
outlets.

The intermittent vacuum regulator fune-
tions from a vacuum wall outlet and not from
an electrical comnection thus reducing the
potential hazard in the recovery room, where
oxvgen is used extensively and where flam-
mable anesthetics may be re-administered.

for connecting the rublier tubing of the steth-
oscope is inserted.  They have constructed
T-tubes with a built-in nipple in order to
reduce the dead space. To prevent gas
escaping through the car picces a small picce
of cellophane is inserted between the car
picce and the metal arm of the stethoscope.
No pressure changes have been noted on
manometric control through the stethoscope

connection because the resistance is much

Respiratory monitor for infants,
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ceater than through the open arm of the
i -tube.

With this simple monitor constant control

tAodified Endotracheal Tube Cuff

Dr. Emest A. Stern of Flushing, New York,
I lieves there is need for greater protection
. winst accidental collapse of the endotracheal
¢ ff in many types of surgical procedures. This
i+ true particularly in neurosurgery, surgery of
Liw spine or back, or other surgical procedures
requiring the patient to be in the prone posi-
tion. It applies, also, to surgery of the kidney,
liings, heart, or spleen. with the patient on his
sidle.

Collapse of the cuff in heart, or chest sur-
gery may so endanger the oxygen supply as
to threaten the patient’s life.  Delivery of
ovvgen or any anesthetic gas under pressure in
the form of controlled. or assisted respiration
may be impossible.  Rupture of the cuff can
lizhten the anesthesia to a point where the
patient could aspirate gastric or oral contents,
or wake up during the operation.  When ex-

plosive gases are used. it could precipitate an
explosion.

e has designed an endotracheal safety cuff,
with a dual inflation feature which (figs. 1, 2,

Iig. 1. The flat shaped stem  endotracheal
s.fety cuff prior to the removal of protective cover
steet, with adhesive surface for mounting to
erdotracheal catheter partly visible.  Fie. 2. Ad-
hesive surfuce fully visible.  Fie. 3. Both cull
! imbers and openings for inflation are revealed
in this drawing. Fic. 4. Cuff in position with
li-ge chamber inflated—as in normal use. Note
p- ot balloons on two-channeled inflation catheter.
I 5. 5. Cuff in position with large chamber col-
osed and small emergency chamber inflated—as
it emergency use.
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is maintained and sccretions or other causes
interfering with the airway potency can be
detected early.

Fii. 6. Lnl m’td drawing of cuff detail from
Figure 4. Enlarged drawing of cuff detail
from Figure 5. I 1c. 8. Cross section of Figure 6
along line 8-S. Note overl: tp of cuff seams.” Fic.
9. Modification: more distal position of emergency
cuff. Fic. 10. Detail showing two-channeled in-
flation catheter with part of endotracheal catheter
visible. Fic. 11. Detail showing only one half of
the two channeled inflation catheter for inflation
of the inside emergeney culfl only.

3 and ) provides a simple, practical and very
cconomical solution to this problem. It com-
prises an endotracheal catheter with both an
outer and an inner cuff (fig. 3). The latter
normally remains in reserve in a deflated con-
dition, while the outer cuff functions (fig. 6).
It is thus protected and ready to take over
instantly if the outer cuff should collapse from
herniation or accidental puncturing by the
surgeon's knife, needle, or any other sharp
edge (figs. 3, 7 and 9).

A glance at the drawings will reveal the
advantages of the flat design of the endo-
tracheal safety cuff over the conventional
tubular design (figs. 1, 2 and 3). Notice how
the two cuff compartments are separately in-
flatable by means of a dual inflation catheter
and can be applied to the endotracheal
catheter without requiring a cuff spreader.
Each cuff has its own pilot ballon (fig. 4).
The two paper leaves that protect the ad-
hesive surface of the cuff (fig. 1) are removed
from the latter which is then rotated around
the catheter, thercby adhering to it. The
drawings and their captions clearly explain the
principle of the safety cuff.
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