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Letters to Editor

corrective manoeuvres to obtain the best laryngeal 
view which ultimately determines the success of 
intubation.[3] The causes of poor view of vocal cords 
include down folding of the epiglottis, contact with 
the lens, secretions or fogging of the lens during 
insertion.[1] If complete view of laryngeal structures is 
not achieved, the corrective manoeuvres are applied 
according to the likely causes of poor view which 
are listed in Table 1. These manoeuvres include the 
technical adjustments, e.g. changes in focus and light 
intensity and the positional adjustments, e.g. changes 
in the depth of insertion, external manipulation of 
the larynx, down-up-down manoeuvre and Chandy’s 
manoeuvre.[1] For down-up-down manoeuvre, the 
inflated CTrach is slightly pushed down, in case 
of no improvement in view it is slowly withdrawn 
from the pharynx by about 6 cm while watching the 
monitor and then reinserted. This manoeuvre helps 
in adjusting the depth of insertion and also unfurling 
the epiglottis. 

On initial insertion, if the complete laryngeal view is 
not seen on the viewer, the presence of three distinct 
colours, i.e. red, white and black can indicate the 
likely causes of inadequate view. The knowledge 
of this tri-colour concept described below can be 
extremely helpful in obtaining the best laryngeal 
view and performing intubation successfully through 
the LMA CTrach

Once the best laryngeal view is achieved, the 
application of medial-lateral manoeuvre can help 
in centralizing the glottic aperture on the viewer 
and finally the application of Chandy’s manoeuvre 
(using the CTrach handle to lift the CTrach cuff away 
from the posterior pharyngeal wall) at the time of 
intubation can eventually influence the success of 
first attempt intubation.[4]

The achievement of the best laryngeal view and 
facilitation of tracheal intubation through the LMA 
CTrach can be made simpler by understanding of 

this tri-colour concept. We feel that the learning of 
tri-colour concept should be an integral part of the 
teaching of CTrach use as it can help in increasing 
the efficacy of this useful airway device in difficult 
airway situations.
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Ramp position for intubating 
morbidly obese parturient: What’s 
new?

Table 1:  Tri-colour concept
Colour Causes	 Prevention Management
Red (with partial or  
no laryngeal view)

Lens touching the mucosa or epiglottis
Presence of blood

Correct size selection
Gentle approach

Down-up-down manoeuvre
Suction out the blood /secretions and 
clean the lens if required

White White secretions Antisialogogue therapy before 
CTrach insertion

Suction out the secretions
Remove, clean and reinsert the CTrach

Black Low light intensity

Inadequate depth of insertion

Adjust the light intensity before 
start of procedure

Adjust the light intensity

Adjust the depth of insertion
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Sir,

We read with interest the review article regarding 
difficult airway and positioning of obese parturient for 
intubation.[1] We would like to add a comment with 
reference to position, which would benefit the readers. 
Ramp position is widely accepted for intubating obese 
patients. Obtaining optimal ramp position using 
blankets folded under the chest and head would be 
tedious as it is a trial-and-error method involving 
adding or removing blankets.[2] Also, it would be 
troublesome to remove those blankets after the patient 
has been anaesthetized as it may cause inadvertent 
disconnection of monitors and breathing circuits, 
as well as injury to the patient or the operating 
room personnel. Also, the “head up” position may 
cause haemodynamic instability after induction 
of anaesthesia, which might be undesirable in the 
setting of obstetric emergency. To avoid this, supine 
position should be achieved as soon as possible after 
endotracheal intubation, which might take a few 
moments. To overcome these problems, alternative 
methods have been described in the literature to 
achieve ramp position, which include Rapid Airway 
Management Positioner [RAMP] system and 25-degree 
“back up” position [TABLE RAMP].[3-4] In both these 
techniques, one can position and reposition the patient 
comfortably in less time. 

Rapid Airway Management Positioner (RAMP) system 
is a new positioning system, which has been evaluated 
in morbidly obese patients for bariatric surgery 
and found to be effective.[3] This contains specially 
designed inflatable chambers, which would be filled 
with compressed air or nitrogen. Because of the need 
for compressed air or nitrogen, it may not be available 
in all hospitals. Another alternative would be TABLE 
RAMP, which is made using the electronic table; it 
controls and flexes the table at trunk-thigh hinge 
and raises the trunk portion of the table to optimal 
position.[4] The head piece of the table may or may 
not be removed depending upon the patient’s height. 
This technique has been compared with classical 
positioning with blankets, and it has been found that 
both are equivalent. But we believe that the TABLE 
RAMP has the advantage of making the patient assume 
supine position immediately; unlike with the blankets, 
which takes longer time. Operating room table with 
electronic control would be available in majority of 
the hospitals. So whenever feasible, TABLE RAMP 
should be used to achieve ramp position for intubating 
an obese parturient.
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Use of LMA as ventilatory device 
for PCT: Our experience

Sir,

This is to highlight the difficulties experienced and 
the solutions reached while doing percutaneous 
tracheostomy (PCT) in our critical care setup. We 
have done 67 PCTs between March 2008 and Sept 
2010. In our neurosurgical ICU, these PCTs were 
done for patients requiring prolonged ventilation to 
facilitate better pulmonary toileting and expedite 
weaning from ventilator. PCT is commonly performed 
by either Griggs or Ciaglia (multiple/single dilator)  
techniques.[1] At our institute, we use the Griggs 
technique. The problems encountered were essentially 
of airway management during the procedure. 

Initially, we used to withdraw the endotracheal tube 
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