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'had attached the extender tip to the Bullard

ilaryngoscope used by Physician A on Patient 1. @/@w//// /4//77/‘/7/ j/ﬁ?/ﬂ/g“[gﬂyfﬂly

During the interview, AT 1 presented a Builard

laryngoscope and demonstrated how the white (5%@ /[/ on 0/ /((QC///%)/ K/ik

| plastic extender tip is attached to the end of the i
\blade. During the demonstration, AT 1 stated that %{@;»7& C//??(’WI / 0/€6iC/ hee

iwhen the extender is properly attached, it snaps in ) } W / / ¢ ”0 /7 /g;f 0/ 0 ]I f/ﬂg
/
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from the blade. During the interview AT 1 stated, "It b U5¢ of 7he "{’mg//yﬁﬁ(y
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]working at the facility for a few months, and was %
|told that the staff was familiar with the Builard
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|
|
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' the assembly of Buliard laryngoscope. During the:
interview, Physician A stated that AT 1 attached
the extender tip to the blade of the Bullard
laryngoscope, but stated that he (Physician A) took
full responsibility for the extender tip blade beingi

J

|

retained in the throat of Patient 1.
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Iretain a foreign object in her pharynx (throat) after |
| being intubated prior to receiving anesthesia while
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