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rupture is low, the consequences may be devastating. We also believe
that fiberoptic intubation in the anesthetized patient presents minimal
risk, may have fewer complications than direct laryngoscopy, and
does not require prior consent

Any mancuver that significantly deviates from the standard of care
should be performed only after obtaining patient consent. This in-
cludes awake fiberoptic intubation and all retrograde techniques
Likewise, repeated airway manipulations with different devices on
the same patient requires prior consent.® To reduce patient risk due
to inexperience, residents should be supervised constantly during
all airway manipulations performed for teaching purposes. We also
believe that prior training in a simulated environment may improve
patient safety further

Our purpose in writing is not to impede the training of residents
in these important skills. We ask simply whether the anesthesia com-
munity agrees that patient consent is necessary when teaching some,
but not all, airway management skills. We hope this letter will stim-
ulate a fruitful discussion

Gregory Allen, M.D., F.R.C.P.C.

W. Bosseau Murray, M.B., M.D.

Simulation Development and Cognitive Science Laboratory
Department of Anesthesia

The Pennsylvania State University

PO Box 850

Hershey, Pennsylvania 17033
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In Reply:—We appreciate the thoughtful comments made by Allen
and Murray. We agree that the consent issue is an important one and
was well presented by Allen and Murray. We do not ask the patients
who will be anesthetized by the airway rotation residents for special
consent to perform airway maneuvers because all of the airway meth-
ods we use are well established /accepted, and our teaching methods
greatly minimize risk.! However, we stress that experienced faculty
must be present during performance of the airway maneuvers and
that the judgment of the faculty be strictly followed at all times. One
very important element regarding faculty judgment is the absolute
avoidance of inappropriate force or roughness at any time. In addition,
the supervising faculty continually evaluates the impact of the teach-
ing process on the patient; this means that all teaching plans are
inherently flexible and may be aborted/changed at any time. We
estimate that approximately 10% of the time, the teaching plan is
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altered, based on online observation of the teaching process/patient
response (the observations may indicate increased risk or, conversely,
the observations may indicate that the procedure is simply too easy
and there is litte learning benefit to be gained by following the
procedure to completion)

In 4 yr, (approximately 1,000 faculty/airway rotation resident
cases), we have had only three adverse outcomes, and two of the
three adverse outcomes were the same. In two cases, intubation
through the self-sealing fiberoptic bronchoscope diaphragm on an
intubating anesthesia mask caused a piece of the blue diaphragm to
be carried into the trachea.® In both cases, the complication was
recognized immediately by the faculty, and the blue piece of dia-
phragm was removed from the trachea by an alligator clamp passed
through the working channel of a fiberoptic bronchoscope. We no
longer intubate through the self-sealing fiberoptic diaphragm just for
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teaching purposes. In the third case, an improperly sterilized laryngeal
mask airway (cleaned in Cidex) caused perilaryngeal edema, neces-
sitating emergent conventional laryngoscopic intubation. The patient
suffered no long-term morbidity, and the improper LMA cleaning
procedure was identified and rectified immediately

It is possible that new complications with new equipment may
occur in the future, but this possibility applies to all clinical situa-
tions. We believe we use accepted methods very carefully, so that
the risk of these methods does not require special consent

Jonathan L. Benumof, M.D.
Professor of Anesthesia

Sheila D. Cooper, M.D.
Assistant Clinical Professor of Anesthesia
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Tracheal Intubation through the Laryngeal Mask Airway

To the Editor I'he use of a 5-mm Mallinckrodt Microlaryngeal
tube has been recommended for tracheal intubation through the la
ryngeal mask. ' I consider that, for this purpose, the 6-mm Mallinck
rodt reinforced tracheal tube (Mallinckrodt, Athlone, Ireland) is a
better choice than the 5-mm microlaryngeal tube

I'he length of the 6-mm reinforced tracheal tube is 33 ¢cm. When
the tracheal tube is inserted as far as possible into the laryngeal mask
the distance between the proximal edge of the tracheal tube cuff and
the grill of the mask is 8 cm. Therefore, the cuff of the tracheal tubc
is unlikely to lie between the vocal cords when the tracheal tube is
passed through the laryngeal mask, because the mean distance be
tween the grille of the mask and the glottis is 3.6 ¢cm in males and
5.1 ¢m in females

When a size S laryngeal mask is used, a 7-mm internal diameter
reinforced tube can be passed through it. The tracheal tube protrudes
bevond the grill of the mask for 10 ¢m, and the distance between
the grille and the tracheal tube cuff is 4.5 ¢m

I'he reinforced tube has a greater flexibility than the microlaryngeal
tube. and therefore the reinforced tube may be more useful when
the glottis is not positioned directly below the aperture of the laryn
geal mask In addition, because these reinforced tubes are larger than
the microlaryngeal tube, there may be less concern for the airway
resistance of the tube. Therefore, | believe that the 6-mm Mallinckrodt
reinforced tracheal tube is more suitable for the technique of tracheal

intubation through the laryngeal mask
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I'here is a factor that we should bear in mind when a longer tracheal
tube is passed through the laryngeal mask. When a longer tracheal
tube is passed through either a size 3 or 4 laryngeal mask, the tracheal
tube may be inserted too deeply into the trachea; therefore, there is
a theoretical risk of endobronchial intubation. The position of the
tracheal tube should be assessed and the tube fixed to the laryngeal

mask at an adequate depth

Takashi Asai, M.D.
Department of Anesthesiology
Kansai Medical University
Moriguchi City, Osaka

Japan
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