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Limsted mouth opening and the inty-
bating lavyngeal mask

To the Editor:

Asai and colleagues report awake use of the size #4
intubating laryngeal mask (ILM) in a patient with a
predicted difficult airway due to mouth opening lim-
ited to 20 mm at the incisors and <10 mm between
the gums on the right.! Although the ILM has a good
track record in the awake difficult airway,>* we con-
sider that its use was unwise in this instance. Although
the mean external diameter of the adult ILM tube
(sizes #3, #4 and #5) is 17.6 mm, the maximum exter-
nal diameter is 20 mm. This occurs in the plane of the
tube’s curvature at the point where it is overlapped by
the proximal part of the cuff.’> Thus, placement of the
ILM should be extremely difficult when mouth open-
ing is limited to 20 mm and would put dentition at
risk. We therefore consider that the adult sizes of ILM
(pediatric sizes are currenty planned) are relatively
contraindicated if mouth opening is < 25 mm and
absolutely contraindicated if < 20 mm. Perhaps, in this
instance, the authors would have been wiser to use the
standard laryngeal mask airway which has a softer, nar-
rower tube and has been placed in patients with
mouth opening of 12-18 mm. ¢

J. Brimacombe*
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K. Weidmann*
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REPLY:
Although the conventional lavyngeal mask could bave been
used, this does not necessavily mean that the laryngeal mask
would have been a better choice than the intubating laryn-
geal mask. The intter has seveval ndvantages over the laryn-
geal mask. First, whereas it is necessary to insert the index
finger into the ovopharynx to dvive the conventional laryn-
geal mask veliably into the covvect position,? it is not nec-
essary for the intubating mask.? Thevefore, when mouth
opening is vestricted, corvect positioning of the intubating
laryngeal mask may be easier. Second, afier inmsertion,
adgustment of the mask position is easier for the intubating
mask than the laryngeal mask> Thivd, the intubating
lavyngeal mask allows for passage of a lnyger-bove trachenl
tube.® These advantages should be balanced against the pos-
sible disndvantage of the intubnting lavyngeal mask-dam-
age to the teeth. We thought it justifiable first to attempt to
insert the intubating lavyngeal mask without undue force,
and if theve was difficulty, alternative methods, such as
fibrescope-aided intubation with/without LMA, would be
tried. In fact, there was little difficulty in insertion by
rotating the device to the side when the curved part of the
metal tube was passing bebind the upper teeth.

We believe that all intubation techniques have disad-
vantages and contraindications and that indication of
each technique should be consideved in each patient.
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