CURRENT COMMENT AND CASE REPORTS

CUBBBNT OOMMENT is a new department in Axu'mzslowor. In it will appear invited

P and corresp d reports of interesting cases, material of

t to anesthesiologi inted from varied sources, brief descriptions of apparatus and

appliances, technieal mggestmm, and short citations of experiences with drugs and methods in

anesthesiology. Contributions are urgently solicited. Editorial discretion is reserved in select-

ing and preparing those published. The author’s name or initials will appear with all items
included.

CONSULTATION RECORD FOR INHALATION THERAPY
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The ever increasing significance of the treatments
problems of hypoxia and asphyxia is being  tation record was devnsed (xllustmtlon 1).

rapidly appreciated in most hospitals of Its use throughout the year has been found
the country The neeesslty for providing particularly valuable.
te and for re- STEVENS J. MarTix, Capt. M.C.

suseitation and oxygen therapy and for Chief of Sections on Anesthesia
centralizing their control in proper hands and Operating Patvilion,
has now become obvious. Army hospitals Tiltow General Hospital,
are no different from civilian institutions Fort Diz, N. J.
in this respect. A separate section for
such services was organized at the Tilton REFERENCE
General Hospital, Fort Dix, New Jersey . .
(1), shortly after its offcial opening last = " Cat. erel P Orguniiation of 1
summer. Section on Resuscitation and Oxygen

To facilitate the function of this section Therapy, Army Med. Bull, No. 61
in properly ding and luating (April) 1942,

CONSULTATION RECORD
ResuscrratioNn axp OxveeNy Taerary Secrion

Surgical Service

Datest e Tilton General Hospital
. Fort Dix, N. J.
I. NaME oF PaTiEsT: Grabe: Age: Wazp:.
Ca Itation i by Med:. Dent: Surg:. Pre:. 'Pogmp:______
Reason for I .
Di .
1. RESUBCITATION:
A. Maint of Respirati Time
1. Airways: Natural....__Artif: Oral....... Nasal..__._Endotr........ Begm_..._End..__._
2. M 1: Silvester. Schaf: e -
3. Inflation of chest: Closed CO; absorption technique........oooe.e.. P
4. Drinker-Collins Respirator “Imn ) T e U [ L S,
B. Mai of Cardi 1
1. Drugs used: Dose:
2. Intr fluids: Transf
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580 Cunnext COMMENT
III. OxvgeEx THERAPY:
A. Method Employed
1. BLB nasal mask

AxD Case Rerorts

Flow[min.

oral:.

2. Catheter: nasal

3. Endotracheal

4, Others

1V. Otner Gases:
A. Heli Method used:

B. Helium and oxygen.......... Method used
C. Carbon dioxide. Method used:..

V. SuMumaRry:
A. Evaluation of treatment

1. Recovery.. ... .............. 2. Partially effective. 3

B. Reason for failure

C. R |

Anesthetist

ILvusTraTION 1. Consultation record for inhalation therapy.

ADVAXTAGES OF A CURVED LARYNGOSCOPE

In many things in medicine tradition has
obseured the advantages of modifieations in
technie and design. This is true of cer-
tain instruments such as the laryngoseope.
Bronchoscopists  designed  laryngoscopes
suitable for their purposes, particularly for
the insertion of other long, straight instru-
ments sueh as the bronchoscope. Anes-
thetists, finding exposure of the larynx use-
ful for the insertion of endotracheal tubes,
d 1 their laryng pes on the model
of those used by the bronchoseopist. Grad-
ually modifieations have been developed
but it is remarkable how we still adhere to
traditional features. For example, many
of our laryngoscopes are still “ C” shaped
in cross section rather than having the open
edges come out straight. This is probably
a carry over from the bronchoscopist’s in-
strument which has a sliding piece to fit
the gap and complete the circle.

The procedure of inserting a broncho-
scope differs from that of inserting an
endotracheal tube. The bronchoseope, be-
ing straight and rigid, must be inserted
directly in line with the trachea and is
therefore introduced straight down the
laryngoseope. The bronchoscopist ean view
the larynx through the bronehoscope.
The endotracheal tube, on the other hand,
being curved and flexible, can usually be

passed through the mouth at the right side
of the laryngoscope, only the tip coming
to the mid-line as it approaches the larynx.
This affords the anesthetist a view of the
larynx through the laryngoscope which he
cannot get through the curved tube. These
differcnces in technic indieate differences
in design of the two instruments.

We have found that a curved laryngo-
scope provides a better exposure of the
larynx. The curve does not interfere with
the anesthetist’s view. The design used as
compared with a similar straight laryngo-
scope is illustrated in the figure.

In 1913 Janeway (1) suggested the use
of a curved laryngoscope for the intro-
duction of endotracheal tubes. His object
was to dircet the tube through the laryngo-
scope and thus get a “slight forward bend
of the catheter” to direct it into the
larynx. This is not the object we have in
using the curved laryngoscope since we de-
pend on the natural curve of the tube or
on a curved stilet to produce the forward
bend into the larynx, and we try not to

pass it through the laryngoscope. Miller,

in 1941 (2), described a laryngoscope with
a curve 2 inehes from the distal end. The
other features of the Miller laryngoscope
make it considerably different from those
in general use, and the value of the curve
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