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encouraged by experts and by establishing standards of 
practice for a community. However, the recommendations 
are not universally accepted and some anaesthetists have 
deplored resistance to change in monitoring practices. 
Coercive remedies have been suggested. 1 However, 
moni- tors can only be employed effectively if their use 
is voluntary and well understood. 

The term "technology transfer" refers to the transition 
of a device from development and evaluation to routine 
clinical use. Publications about technology offer alter- 
native methods to coercion and which are in addition to 
practice standards for anaesthesia. These methods are 
in keeping with the "active and latent failure model ''2 
recently applied to anaesthesia accident analysis 3 and are 
derived from consideration of the anaesthetists for whom 
the new technology fails to reduce stress by facilitating 
optimum patient care. 4 This situation occurs in develop- 
ing countries as well as in more advanced nations. 

Stresses that may be incurred involve 
(i) Health limitations, e.g., defects in colour vision or 

the ability to detect change of pitch in auditory 
signals. 

(ii) Complex work station, because the new device had 
not been integrated. 

(iii) Absence of facilities to enable the anaesthetist to 
act on information. 

(iv) Educational deficit of anaesthetist. 
(v) Inadequate information regarding the value of the 

device. 
In conclusion, assuming that lessons can be learned 

from other occupations, the invaluable pronouncements 
of high profile anaesthetists needs support from phys- 
icians and administrators in the institution. 

All those factors which tend to induce stress will need 
to be addressed before new technology is accepted into 
the anaesthetist's work station. 
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Transient swelling of the 
parotid glands following 
laryngeal mask airway 
To the Editor: 
The laryngeal mask airway has been widely used for an 
adjunct to airway management during anaesthesia, t We 
recently experienced a case of swollen parotid glands 
after general anaesthesia with a laryngeal mask airway as 
described below. 

The patient was a 42-yr-old woman weighing 54 kg, and 
was admitted to undergo transvaginal hysterectomy for 
myoma. She had been diagnosed with bronchial asthma for 
three years and had been administered aminophyllin (200 
mg. day -l) and tranilast (300 mg. day-l). Preoperative 
examination was normal except for the decrease in 
FEVI% (56%). She was premedicated with famotidine 
20 mg iv 60 min before, and with atropine 0.4 mg and 
hydroxyzine 25 mg im 30 min before the operation. 
General anaesthesia was induced with midazolam (10 
mg) and vecuronium (6 mg), followed by the insertion of 
a laryngeal mask airway (size 4). Anaesthesia was main- 
tained with 0.5-1.5% isoflurane, in 67% nitrous oxide 
and 33% oxygen. After a two-hour operation, she 
recovered uneventfully from anaesthesia. Then, the 
laryngeal mask airway was removed and she was 
transferred to the recovery room. The next morning she 
complained of slight tenderness in the parotid area 
bilaterally, where soft and elastic masses were felt and 
diagnosed as acute bilateral parotid gland swelling by an 
otorhinolaryngologist. The swelling disappeared within 
48 hr and within 60 hr of the end of anaesthesia. 

Salivary gland swelling after general anaesthesia has 
been reported as a rare complication of general anaesthe- 
sia 2'3 occurring in three out of 1500 patients undergoing 
general endotracheal anaesthesia. 2 Similar swelling has 
been reported after peroral endoscopic examination. 4 The 
cause is considered to be associated with transient 
obstruction of the salivary gland duct by mechanical 
compression with an endoscope or endotracheal tube and 
acceleration of salivary secretion during endoscopic 
examination or endotracheal anaesthesia. 2'4 Swelling of 
the parotid glands observed in our case might have a 
similar aetiology. However, because the volume occupied 
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by the laryngeal mask in the oral cavity may be greater 
than that occupied by the endotracheal tube, compression 
of the salivary ducts or acceleration of salivary secretion 
may occur frequently. 
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to regard them all as having full stomachs and to avoid 
using the laryngeal maskin this population. The laryngeal 
mask is an excellent device, but we should remember 
when using it that the margin of safety in preventing 
pulmonary aspiration is much less than with a cuffed 
endotracheal tube. 
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Aspiration and the CMA (2) 

Aspiration and the CMA (1) 

To the Editor: 
It is well known that the laryngeal mask is unsuitable for 
patients who are at high risk of pulmonary aspiration of 
gastric contents. Nanji and Maltby t have drawn our 
attention to which patients should be regarded as at high 
risk of aspiration. 

Usually a liquid meal passes into the duodenum within 
two hours and a solid meal within four to six hours, but 
several factors can influence this. For example, narcotics 
and anxiety delay gastric emptying and pain is thought 
to have a similar effect. Zaricznyj et al. showed delayed 
gastric emptying can be produced by injuring the extrem- 
ities of dogs. 2 They speculated that the delay of gastric 
emptying was due to a deterioration in general condition 
rather than pain itself. 

As injured patients are often shocked, anxious, and have 
been given narcotics, gastric emptying may be delayed. I 
suggest thatmany anaesthetists have experienced vomiting 
of solid gastric contents despite a long period of fasting in 
injured patients. The patients described in their report 
vomited solid gastric contents more than six hours after 
ingestion, and then vomited another copious amount 
(whether solid or liquid was not stated) after more than 12 
hr of fasting, leading to a disastrous outcome. 

Although it is difficult to predict the necessary time for 
gastric emptying in every injured patient, it seems prudent 

To the Editor: 
We were dismayed to read the case report by Nangi and 
Maltby I in which the use of the laryngeal mask airway 
(LMA) is implicated in a near-fatal case of aspiration 
pneumonitis. It illustrates very well the inappropriate 
application of this device which will surely result in 
further similar cases. Despite initial hopes to the contrary, 
it has beenrecognised since 1987 that the LMA offers no 
reliable protection of the airway from gastric soiling. 2 
Indeed two small recent studies suggest the presence of 
the LMA may decrease the lower oesophageal sphincter 
pressure and increase the likelihood of regurgitation. 2-4 
Irrespective of whether the LMA preferentially "reflects" 
aspirate into the lungs as has been claimed, s-7 or decreases 
the volume available for aspiration by reducing the 
pharyngeal reservoir as Brain maintains, a only careful 
patient selection can prevent such incidents. 

We have recently completed a survey of the literature 
on the LMA and reviewing the cases available with the 
benefit of hindsight, the majority of patients who aspirated 
could have been placed in the "at risk" category and the 
use of the LMA avoided. In the case reported by Nangi 
and Maltby there were a number of factors increasing the 
risk of aspiration: it is generally accepted that trauma 
producing pain and anxiety, and the administration of 
opioids preoperatively can delay emptying and hence 
increase gastric volume; 9 a past medical history of oeso- 
phageal dilatation could potentially compromise the lower 
oesophageal sphincter; and an anaesthetic technique in- 


