
CORRESPONDENCE 

We conclude that the Laryngeal Mask Airway , with 
modification, would be as effective as the Williams Air- 
way Intubator m fibreopt~c laryngoscopy for the purpose 
of tracheal intubation. 

The modifications which we would recommend are 
enlargement of the diameter of the Laryngeal Mask 
Airway ~ so that it could accommodate a larger than 6 mm 
endotracheal tube and its shortening to facilitate removal 
of the Laryngeal Mask Airway ~ over the endotracheal 
tube once the trachea has been intubated. 2 We have used 
such a device with very good results and would encourage 
the manufacturer of the Laryngeal Mask Airway ~ to look 
at modifying this very useful anaesthetic device 3 for this 
purpose. 
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Regurgitation and the laryngeal 
mask 
To the Editor: 
Your editorial and the report by Nanji and Maltby L2 on 
the laryngeal mask (LM) raise important isues. 

The patient described was unsuitable for the LM. Gas- 
tric emptying is delayed by opiates and trauma, vomiting 
raises the suspicion of ileus and Alzheimer patients are 
unreliable historians. 

The lack of published mortality with the LM after 
more than four years in the UK suggests it is safe to use 
in fasting patients and its role in the difficult airway is 
firmly established. 3 

However, we do need to reduce the chances of regur- 
gitation, recognise its occurence and treat it appro- 
priately. Instructions for reducing the risks in fasting 
patients are given in the Instruction Manual p 35, 39:4 
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H2 blockers and metoclopramide are wise in the obese. 
Gross obesity is normally a contra-indication to using the 
LM. Induction: Avoid etomidate and any agent known to 
be associated with vomiting. A small dose of droperidol 
is useful with short-acting opiates. Maintenance: Avoid 
inadequate anaesthesia. Recovery: Leaving the LM 
inflated and in place, maintain adequate anaesthesia until 
the patient is breathing spontaneously and positioned 
correctly for recovery. 

Recognising regurgitation 
Fluid may suddenly appear inside the LM tube. This 
should be watched for. The hypopharynx is filled by the 
inflated LM, so that even 7-10 ml is immediately 
apparent, giving early warning of regurgitation. 

Straining during anaesthesia may produce high intra- 
abdominal pressures, overcoming the limited resistance 
offered by the distal LM cuff which lies against the 
upper oesophageal sphincter. Gastric fluid may thus enter 
the mask interior where it can be aspirated during 
inspiration or blown up the LM tube during expiration. 
The glottis may close limiting the amount of aspiration 
but causing stridor. 

Treatment 
- Head down tilt 
- Disconnect circuit to allow fluid to drain 
- Reconnect circuit to give 100% oxygen 
- Avoid forceful ventilation attempts 
- Deliver small tidal volumes 
- Deepen anaesthesia - iv propofol works well 
- Perform suction through the LM (fibrescope is best), 

avoid high vacuum/prolonged suction. 
Further treatment will depend on the extent of aspira- 

tion but chest x-ray is mandatory. Avoid removing or 
deflating the LM if possible - it is likely to be holding 
back more fluid. 5 Laryngeal mask removal followed by 
paralysis and intubation create new hazards including 
loss of airway potency, obstruction by biting, further 
aspiration, loss of cough reflex and possible broncho- 
spasm. Of four cases receiving the above treatment 
without intubation, none required admission to an 
intensive care unit. 6 
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Early detection of airway 
obstruction with a capno- 
graphic probe attached to an 
oxygen mask 

To the Editor: 
Capnometry and pulse oximetry are effective in preventing 
anaesthetic mishaps 1'2 and ensuring adequate ventilation 3 
in sedated patients. We report a case in which airway 
obstruction was detected by capnography, but not by 
pulse oximetry. 

A 71-yr-old man, scheduled to undergo inguinal hernia 
repair, was continuously monitored with ECG, pulse 
oximeter (SpO2), and capnography. The capnographic 
probe (Capnomac, Datex) was inserted into and attached 
to an oxygen face mask near the nostrils (Figure 1). 
After establishment of epidural anaesthesia, midazolam 
5 mg and butorphanol 1 mg were given iv. One minute 
later, capnographic waves were abruptly distorted and 
flattened (Figure 2). The patient was apnoeic for 25 sec. 
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FIGURE 2 Capnographic tracings. After sedatives were given, 
CO 2 value decreased markedly and reached baseline level. The 
patient was apnoeic for 25 sec, 

During this period, SpO 2 (99%) and haemodynamic 
variables remained unchanged. Immediately after moving 
the lower jaw to open the airway, the capnographic 
waves reappeared, indicating a patent upper airway of 
the patient. 

In our monitoring system no additional devices are 
required. Although a leak around the face mask may 
cause dilution of the expiratory CO 2, we believe that our 
technique can monitor trends of CO 2 output, and thus aid 
in the early detection of airway obstruction. 
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FIGURE 1 Capnographic probe attached inside the oxygen face 
mask near the nostrils of the patient. 

Technology transfer and 
monitoring practices 

To the Editor: 
The penultimate stage in the life of a successful moni- 
toring device is its routine use by clinicians. This is 


