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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.
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mm stylet described by Cuchillo et al.4 The increased 
stiffness is helpful in situations when the endotra-
cheal tube loses angulation when passing between the 
GSVL and the tonsillar pillar. It should be noted that 
an additional 90° bend applied to the proximal end of 
the endotracheal tube frequently facilitates placement 
by preventing it from impacting on the chest during 
advancement of the tube into the pharynx.

As part of an ongoing trial comparing the GSVL 
to direct laryngoscopy in normal patients with strict 
cervical stabilization, one laryngoscopist at our insti-
tution has performed 12 consecutive GSVL tracheal 
intubations using a J-shaped tube. Two of the patients 
in this series had Cormack and Lehane grade III views 
with a #3 Macintosh laryngoscope blade, while a 
complete view of the vocal cords was obtained with 
the GSVL. However, even with experienced users, it 
is not uncommon to have some degree of difficulty 
advancing the endotracheal tube, despite complete 
visualization of the glottis. The maneuvers we present 
may facilitate improved endotracheal tube placement 
with the GlideScope.
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Facilitated insertion of the ProSeal™ 
laryngeal mask airway using a 
lightwand

To the Editor:
The ProSeal™ laryngeal mask airway (LMA) is an 
improvement over the classic LMA, especially for use 
during mechanical ventilation.1 Since its introduction, 
the ProSeal™ LMA has been noted to be more dif-
ficult to place properly, with common problems being 
retroversion of the bowl and erroneous insertion of 
the tip into the glottic introtus.2 Brimacombe et al.3 
have noted that the introducer tool available with the 
ProSeal™ LMA offers no advantage to conventional 
insertion techniques to limit the incidence of improper 
placement. These authors have advanced a technique 
using a gum elastic bougie to improve placement. In 
this approach, the gum elastic bougie is placed into 
the esophagus under laryngoscope visualization. The 
drain tube of the LMA is threaded over the distal end 
of the bougie and the LMA is then “railroaded” into 
the correct position. Following placement, the LMA 
cuff is inflated and the bougie is removed. Using this 
sequence the authors were uniformly successful in 
proper placement of the ProSeal™ LMA.

Described below is an approach using a lightwand 
as the bougie. The lighted stylet is mounted on the 
lightwand handle and advanced to the hilt. Initially, 
the stylet is kept straight and lightly lubricated with 
a water-soluble jelly. A 6-mm endotracheal tube con-
nector is seated in the LMA drain tube. The lighted 
stylet of the lightwand is passed through the endotra-
cheal tube connector and threaded down the drain 
tube of the ProSeal™ LMA (Figure). Care is taken to 
advance the stylet through the drain tube, especially 
as it passes through the bowl of the LMA. When the 
stylet exits through the drain tube, the endotracheal 
tube connector is seated in the connector lock at the 
hilt of the lightwand. This action locks the orientation 
of the LMA on the lightwand. The posterior aspect 
of the LMA bowl is liberally lubricated. The end of 
the lightwand is then gently curved (Figure) to direct 
passage through the posterior oropharynx. Following 
induction of anesthesia, the combined lightwand and 
ProSeal™ LMA apparatus is now readied for inser-
tion. Room lights are dimmed, and the distal end of 
the lightwand is advanced into the oropharynx in the 
conventional manner. At this point it may be helpful 
to have an assistant hold the mandible in an open 
position while the operator’s  right hand guides the 
distal end of the lightwand and bowl of the LMA into 
the patient’s mouth. The lighted end is adjusted to 


