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REPLY

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 of the laryngeal mask airway
(LMA) by personnel unskilled in airway management have been
performed in healthy, anaesthetized and paralyzed patients.!-
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
of pulmonary ventilation such as bag valve mask devices or
mouth-to-mouth respiration when these end points are studied.*
Unfortunately, there have been no controlled clinical trials com-
paring the LMA with other techniques of airway management
in which survival, quality of 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
theig 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. Devitt MD FRCPC
Toronto, Ontario
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Laryngoscope light intensity

To the Editor:

I read with interest the discussion on light intensities pro-
duced by fibreoptic and “bulb-on-blade” types of laryn-
goscopes.! My colleagues and I previously measured a
similar difference in light intensity to that described by
Tousignant and Tessler, also using a camera light meter.?
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 light output had to be distal to the bulb. One ex-
planation considered was that the optical fibres broke over
time; indeed, viewing the light coming from the optical
fibres frequently showed crescentic dark areas. However,
these dark areas could be lit by moving the blade in
its handle mount suggesting not that the fibres were bro-
ken, but that they were receiving no light 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 findings suggested that the light is lost between
the bulb and the entry point of light 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



