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Does the laryngeal mask have 
a role outside the operating 
theatre? 
To the Editor: 
Devitt considers the LMA unsuitable as an emergency 
airway outside the OR, 1 His views are based in part on 
his study on positive-pressure ventilation with the LMA 2 
and the belief that studies demonstrating the superiority 
of the LMA over the tracheal tube and facemask in a 
controlled experimental setting may not be applicable to 
the clinical circumstances of emergency airway manage- 
ment where patients are at risk of aspiration and often 
have pulmonary pathology. This is valid, as is Martens' 
suggestion that Utstein style outcome studies are required 
to prove the value of the LMA for cardiac arrest patients. 
There is, however, prospective evidence from field studies 
and anecdotal evidence from case reports that the LMA 
has a role outisde the operating room, albeit undefmed. 

Firstly, Grantham et al. trained 30 ambulance officers 
in the use of the LMA and 233 insertions were attempted 
in the field over a 12-month period. 3 The LMA provided 
an effective airway in 90% of patients sufficiently com- 
atose to compromise airway care and soiling occurred 
in ten patients. Secondly, a large multicentre trial found 
that after a training programme, ward nurses obtained 
satisfactory chest expansion with the LMA in 86% of 
cases during CPR.4 In 7% of these, subsequent intubation 
by an anaesthetist proved difficult, and ventilation was 
continued through the LMA. There was one case of as- 
piration and the interval between cardiac arrest and LMA 
insertion was 2.4 min. Thirdly, Kokkinis reported 49/ 
50 successful LMA placements during in-hospital CPR 

by junior anaesthetists with very good blood gas analyses 
for survivors and non-survivors and no instances of as- 
piration. 5 Fourthly, LMA-trained neonatologists were 
able to resuscitate 21/21 neonates initially with the LMA 
and in all cases insertion was successful at the first at- 
tempt. 6 Finally, two cases have been reported of its suc- 
cessful use in providing emergency airway control in 
trapped road traffic accident victims where access to the 
patient was limited in making larynogscopy impossible 7 
and it has been used during emergency airway manage- 
ment in adult s and neonatal ICU, 9 and during interhos- 
pital helicopter transport of a neonate (De Maio, PC). 

I feel that this constitutes reasonable evidence that the 
LMA has a role in emergency airway management out- 
side theatre - a view shared by the Japanese Ministry 
of Health and Welfare, which approved the use of the 
LMA by paramedics during CPR in February 1992, and 
reiterated at the world's f ~ t  symposium on the LMA 
in pre-hospital care held in Japan in May 1993. More 
recently, the United Kingdom Resuscitation Council has 
approved the training of "paramedical staff" in the use 
of the LMA and a United Kingdom-wide trial will shortly 
commence on its use in the field. Until the results of 
such trials are available, the role of the LMA in the emer- 
gency situation will remain unproven. Meanwhile I would 
suggest that Devitt and others ~0 keep an open mind and 
remember that in assessing the potential role of the LMA 
outside the operating theatre, the risks of a less secure 
airway must be balanced against the benefits of ease of 
training, possible wider availabifity than tracheal intuba- 
tion, skills maintenance and speed of insertion.3 In ad- 
dition, consideration must be given for those difficult air- 
way situations where the facemask and tracheal tube fail 
to secure the airway. 

J Brimacombe MB Cha FRCA 
Depart Anaesthesia and Intensive Care 
Cairns Base Hospital 
The Esplanade 
Cairns 4870 
Austrafia 
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R E P L Y  
I have no major difference of  opinion with those stated in Bri- 
macombe's letter although I would like to offer some additional 
observations. Anecdotal reports generally apply only to the sit- 
uation they describe and may not be easily applied to the general 
population. Studies of  the use o f  the laryngeal mask airway 
(LMA) by personnel unskilled in airway management have been 
performed in healthy, anaesthetized and paralyzed patients. 1-3 
These findings may not be applicable to patients in the re- 
suscitation setting. A larger series evaluating airway manage- 
ment techniques by unskilled personnel during resuscitation use, 
as their end points, the time required to establish an airway 
and the effectiveness of  pulmonary ventilation. The laryngeal 
mask airway offers clear advantages over conventional methods 
o f  pulmonary ventilation such as bag valve mask devices or 
mouth-to-mouth respiration when these end points are studied. 4 
Unfortunately, there have been no controlled clinical trials com- 

paring the LMA with other techniques of  airway management 
in which survival, quality o f  survival or aspiration were used 
as study end points. Paterson et al. reported on the use of  
the LMA by trained anaesthetists and neonatologists during 
neonatal resuscitation. Similar to previous studies, they found 
a high success rate of  LMA placement and airway management 
in their study population. However, this group cautions that 
their results should not be extended outside the population stud- 
ied. ~ 

I agree with. Dr. Brimacombe's comments that properly con- 
trolled field trials are necessary before the LMA can be rec- 
ommended for general use in emergency situations. 

J.H. Devit t  MD FRCPC 
Toronto, Ontario 
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Laryngoscope light intensity 
To the Editor: 
I read with interest the discussion on fight intensities pro- 
duced by fibreoptic and "bulb-on-blade" types of laryn- 
goscopes. 1 My colleagues and I previously measured a 
similar difference in fight intensity to that described by 
Tousignant and Tessler, also using a camera fight meter.2 
Our laryngoscopes used the same type of batteries and 
bulb, irrespective of whether they were of fibreoptic or 
bulb-on-blade design. Thus the cause for this difference 
in fight output had to be distal to the bulb. One ex- 
planation considered was that the optical fibres broke over 
time; indeed, viewing the fight coming from the optical 
fibres frequently showed crescentic dark areas. However, 
these dark areas could be fit by moving the blade in 
its handle mount suggesting not that the fibres were bro- 
ken, but that they were receiving no fight input. It is 
unlikely that the fibres break as they are mounted in 
a rigid metal tube - flexible endoscope optical fibres sur- 
vive far more motion before failing. Further investigation 
of our fmdings suggested that the fight is lost between 
the bulb and the entry point of fight into the fibre-optic 
bundle in the blade. Light not focused directly onto the 
optical fibre bundle is absorbed into the base of the la- 
ryngoscope blade or shines out of the crack between 
blade and handle. This effect is enhanced by any loose- 
ness or gap between the handle and blade. In the "bulb- 
on-blade" design, this light, although not necessarily pro- 
jected onto the larynx directly, would reflect around the 
oro- and hypo-pharynx and contribute to the identifi- 
cation of key landmarks visualized during laryngoscopy, 
resulting in greater ease of use. Manufacturers need to 
address this issue, as many hospitals are now moving 


