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et al. that preoperative screening should be performed in 
selected at-risk patients, including those with known or 
suspected anemia or a family history of sickle cell disease, 
and those undergoing high-risk surgery, as stated in our 
study. We do not question the role of screening in public 
health. However, to have the greatest impact on public 
health, screening should be performed in the newborn 
period. Early identification of sickle cell disease through 
newborn screening, together with comprehensive follow-
up health care and education, has significantly reduced 
sickle-related morbidity and mortality in children.2 
Consequently, legislation mandating universal screen-
ing of all newborns for sickle cell disease has been enacted 
in many parts of North America. Universal screening 
of all newborns should be a societal goal in populations 
where sickle cell disease is prevalent. 
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The modified Eschmann guide to 
facilitate tracheal intubation using the 
GlideScope

To the Editor:
While recognizing the emerging role of the 
GlideScope® (Saturn Medical, Burnaby, BC, Canada) 
for both routine and difficult airway management,1–5 
a persistent limitation of the device is that the vide-
olaryngoscope blade is angled in such a way that it 
may be difficult, or occasionally impossible to pass 
the endotracheal tube (ETT) through the glottis. 
In an attempt to solve this problem and facilitate 
intubation, accessories such as the Mallinckrodt Satin-
Slip® Intubating Stylet (Tyco Healthcare Group LP, 
Pleasanton, CA, USA) and the Parker Flex-It-Stylet 
(Parker Medical, Englewood, CO, USA) have been 
developed. Our team uses the GlideScope together 
with a new accessory, the modified Eschmann guide. 

The conventional guide consists of a flexible 0.5 cm 
× 50 cm stylette with a 45º distal angle. It is a non-
traumatic guide made of woven polyester with a resin 
coating that provides strength and flexibility at body 
temperature. Because of its elastic properties, how-
ever, the conventional guide tends to resume its linear 
form shortly after it has been configured to patient 
requirements. The modified guide solves this prob-
lem satisfactorily. Its dimensions and characteristics 
are similar to those described above, but instead of a 
hollow design it includes a 1-mm steel wire core that 
provides the device with a memory feature, making 
it retain its desired shape during manipulation in the 
oropharynx. The anesthesiologist can thus shape the 
guide by curving it into the most suitable configura-
tion to achieve glottic access. Once access to the glot-
tis is achieved, the ETT easily slides over the guide 
during visualization with the videolaryngoscope. After 
entering the trachea with the distal tip of the ETT, the 
guide is removed. During removal, the guide slides 
back within the walls of the ETT and resumes its ini-
tial shape, behaving like a conventional elastic element 
that facilitates smooth extraction.

We recently undertook a clinical evaluation of this 
new device to test its effectiveness. After obtaining 
Ethics Committee approval, a group of five anesthe-
siologists experienced with the GlideScope and the 
modified guide for endotracheal intubation (ETI), 
studied this device in 40 randomly selected surgical 
patients. Of the 40 patients, five had a thyromental 
distance of less than 6 cm; six had a sternomental 
distance of less than 12 cm; three had a body mass 
index of more than 35; and three had limited cervical 
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FIGURE  1) Eschmann guide; 2) Modified Eschmann 
guide.
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extension. On the Mallampati scale, 16 patients were 
grade I; 15 were grade II; eight were grade III; and 
one was grade IV.

Following induction of anesthesia, ETI was achieved 
in less than 60 sec in 38 patients (95%). In the two 
remaining cases (5%), in which the initial curve of the 
guide had to be modified, ETI was achieved in 120 
and 180 sec respectively. Although this is a limited 
series, no failures were experienced.

The ease of use of the GlideScope and its ability 
to provide visualization of the glottis, which equals 
or exceeds that of conventional laryngoscopy, make it 
a very useful tool for ETI. Our proposed use of the 
modified guide provides a simple, economical, and 
non-traumatic approach to ETI.
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Tracheal intubation with the 
GlidesSope® videolaryngoscope, using a 
“J” shaped endotracheal tube

To the Editor: 
We read with great interest the letter from Dupanovic 
et al.1 regarding the optimal shape of the endo-
tracheal tube for endotracheal intubation with the 
GlideScope® video laryngoscope (GSVL) (Saturn 
Biomedical Systems, Burnaby, BC, Canada). As previ-
ously identified, a frequently encountered difficulty 
with the GSVL lies in passing the endotracheal tube, 
not necessarily in obtaining a good view of the glot-
tis.1–4 In one series of 728 patients, the intubation 
failure rate of the GSVL was 3.7%, despite the ability 
to obtain a good or excellent view of the glottis in 
the majority of the cases.2 In our practice, we have 
found that a J-shaped endotracheal tube, formed to 
follow the contour of the GlideScope, facilitates the 
most rapid intubation (Figure). By following the 
contour of the GSVL and allowing approximately 1 
cm of tube to extend beyond the end of the scope, 
we have increased our success rate and time of airway 
instrumentation compared to the use of an endotra-
cheal tube with a single 60° bend, as described in the 
operator’s manual.5 We occasionally use two lubri-
cated stylets simultaneously (Shore Medical Safety 
Stylet Endotracheal Tube Guide, Orange, CA, USA) 
to increase the stiffness of the preformed endotracheal 
tube. This maneuver is similar to using the firm 5.6 
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FIGURE  A J-shaped endotracheal tube, formed to follow 
the contour of the GlideScope.


