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Gastric tube connector: A simple solution for 
everyday problem

feel this is a simple solution for a critical step in bariatric 
surgery and should be used on regular basis.
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Sir,

Nowadays, bariatric surgery for morbid obesity is 
commonly done.[1] Laparoscopic sleeve gastrectomy is one 
of  the restrictive procedures done to limit the patient’s 
capacity for intake of  food. During the procedure, a 
gastric drain tube is put through the oral cavity to guide the 
procedure. Since the procedure is done laparoscopically, 
gastric pouch created,  is checked for leaks, if  any, from 
the suture line.[2]

Normally, the peritoneal cavity is filled with water and the 
air is pushed through the gastric tube to see the presence 
of  any leak. But there is disparity between the syringe 
hub and the inlet of  gastric tube resulting in the excessive 
leakage of  air pushed through the gastric tube. Generally, 
the peritoneal cavity around the stomach is filled with 
water and one has to repeatedly push the air through the 
gastric tube to confirm any leakage from sutured gastric 
remnant. To prevent this problem, we have devised a 
simple solution. The connector of  size 4.5 endotracheal 
tube (ETT) is taken and its 22 mm female side (used as 
male end) fits tightly into the end of  the gastric tube. The 
hub of  50 ml syringe fits snugly into the other end of  the 
ETT connector [Figure 1]. Leak test carried out with this 
assembly prevents undue leakage into the surrounding and 
makes the test smoother. Since we have started using this, 
both the surgeons and anesthetists are able to do the test 
easily and more authentically. To the best of  our knowledge, 
this has not been documented in literature anywhere. We 

Figure 1: Gastric tube (a) ETT connector (b) and 50 ml syringe 
(c) assembly
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An alternative to bite block in a patient with 
restricted mouth opening

Sir,

Awake fiberoptic intubation forms an integral part 
of  algorithm for the management of  difficult airway. 
We report a case wherein the barrel of  a 20‑ml syringe 
was used as bite block in a patient with restricted mouth 
opening.

A 25‑year‑old male was posted for lip reconstruction surgery 
under general anesthesia. Patient was a follow‑up case of  
maxillofacial injury. Evaluation of  the airway showed 
mouth opening was less than one‑and‑a‑half  fingers. Both 
the nostrils were grossly distorted. Anticipating difficult 
intubation, it was decided to perform awake fiberoptic 
guided intubation. Prior to fiberoptic bronchoscopy (FOB), 
adult size bite block insertion was tried but failed due to 
limited mouth opening. Pediatric bite block was available, 
but it could not accommodate an endotracheal tube (ETT) 
of  8.5 mm internal diameter (ID). Barrel of  a 20‑ml 
syringe was then cut and used [Figure 1] as bite block to 
accommodate the 8.5‑mm‑ID ETT [Figure 2]. It snuggly 
fitted in the interincisor gap. Induction of  anesthesia then 
proceeded successfully.

Fiberoptic aided intubation can be performed orally 
or nasally. Although nasotracheal intubation is easier 
as compared to orotracheal, it was not possible in our 
patient due to distorted nostrils. During awake fiberoptic 
intubation, a bite block is required to prevent occlusion of  
the tracheal tube and damage to the fiberoptic endoscope 
and to keep the mouth open for suctioning.[1,2] Pediatric bite 
block use would have necessitated insertion of  small size 
ETT, resulting in increased airway resistance and work of  
breathing. A variety of  bite blocks are available [Figure 3], 
each having its own advantages and disadvantages. Various 

Figure 1: Barrel of a 20‑ml syringe

Figure 2: Barrel accommodating ETT

oropharyngeal airways like Berman II, ovassapian fiberoptic 
intubating airway and Patil Syracuse are also available which 
can serve as an aid to intubation.[3] However, in the absence 
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