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CORRESPONDENCE

timations in both awake and sedated patients, this tech-
nique provides the following advantages: 1) it uses readily
available equipment without modification, thus saving
time and the reusable sampling tube; 2) the sampling
catheter is outside the patient’s airway, so it will not be

FiG. 1. Position of sampling catheter within green Op mask.

ports of a green disposable oxygen mask to a point close
to, but not irritating, the patient’s nose. We then secure
the catheter to the mask with adhesive tape and connect
it to the mass spectrometer sampling tube (fig. 1).

In addition to obtaining satisfactory end-tidal CO; es-
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obstructed with secretions, nor will it irritate the patient;
and 3) it enables the patient to receive a high oxygen

mixture and does not require bilateral patency of the nos-

trils.
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A Modification of Laryngoscopy Technique

To the Editor-—Gandhi and Burgos' suggest inserting
a detached laryngoscope blade into the mouth when in-
tubating massively obese patients or patients with a barrel-
shaped chest or rigid neck, because if attached, the laryn-
goscope handle may impinge upon the patient’s chest.
After the blade is in the mouth, the handle is then at-
tached.

We have tried this technique and there are occasions
when the laryngoscope handle still impinges upon the

F1G. 1. Modified laryngoscopy technique with
blade inserting laterally.

chest during attempts to reattach the handle to the blade.
We therefore have modified our intubation technique in
these patients by turning and lowering the laryngoscope
handle toward the right side of the patient’s neck and
inserting the blade laterally into the mouth (fig. 1) (a
tongue blade is usually helpful), then raising and turning
the handle forward.

This modification not only saves the time and trouble
of detaching and reattaching the laryngoscope blade to
the handle, but it also avoids the possibility of having one’s
finger caught in the hinge.
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