
CORRESPONDENCE 807 

References 
1 HawkinsJL, Koonin LM, Palmer SK, Gibbs CP 

Anesthesia-related deaths during obstetric delivery in 
the United States, 1979-1990. Anesthesiology 1997; 
86: 277-84. 

2 Chadwick HS. An analysis of obstetric anesthesia cases 
from the American Society of Anesthesiologists closed 
claims project database. Int J Obstet Anesth 1996; 5: 
258-63. 

3 Howells Tiff, Chamney AR, Wraight WJ, Simons RS. 
The application of cricoid pressure. An assessment and 
a survey of its practice. Anaesthesia 1983; 38: 457-60. 

4 Lawes EG. Cricoid pressure with or without the 
"Cricoid Yoke". Br J Anaesth 1986; 58: 1376-9. 

5 Meek T, Vincent A, Duggan JE. Cricoid pressure- can 
protective force be sustained? Br J Anaesth 1998; 80: 
672-4. 

Limited mouth opening and the intu- 
bating laryngeal 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, 2-4 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 ram, the maximum exter- 
nal diameter is 20 mm. This occurs in the plane o f  the 
tube's curvature at the point where it is overlapped by 
the proximal part of  the cuff. s Thus, placement o f  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 o f  ILM 
(pediatric sizes are currently 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. e 
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R E P L Y :  
Although the conventional laryngeal mask could have been 
used, this does not necessarily mean that the laryngeal mask 
would have been a better choice than the intubating laryn- 
geal mask. The latter has several advantages over the laryn- 
geal mask. First, whereas it is necessary to insert the index 
finger into the oropharynx to drive the conventional laryn- 
geal mask reliably into the correct position, l,2 it is not nec- 
essary for the intubating mask) Therefore, when mouth 
opening is restricted, correct positioning of the intubating 
laryngeal mask may be easier. Second, after insertion, 
adjustment of the mask position is easier for the intubating 
mask than the laryngeal maskfl Third, the intubating 
laryngeal mask allows for passage of a larger-bore tracheal 
tube. s These advantages should be balanced against the pos- 
sible disadvantage of the intubating laryngeal mask-dam- 
age to the teeth. We thought it justifiable f ir~ to attempt to 
insert the intubating laryngeal mask without undue force, 
and i f  there 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 behind the upper teeth. 

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