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The laryngeal mask airway (LMA)
has been widely employed to secure
patency of the airway under general
anesthesia.
The authors recently obtained favor-

able results in the anesthetic manage-
ment of surgery of the cervical region
with tracheostomy under general anes-
thesia using LMA, as presented below.

Case Reports

Case 1:
A 27-year-old female (155 em, 53

kg) presented with facial bone fracture
and was scheduled for tracheostomy,
osteotomy, and open reduction and/or
fixation of the maxilla. There were
no findings in history or on preoper-
ative examinations significant to anes-
thetic consideration. For anesthetic in-
duction, 6 ['min- 1 of pure oxygen was
inhaled through a face mask for 5
min and 250 mg of thiamylal was in-
travenously injected. After optimum
anesthetic depth was obtained with

Department of Anesthesiology, Hyogo Prefec-

tural Nisbinomiya, Hospital, Nishinomiya, Japan

*Department of Anesthesiology, Hyogo College

of Medicine

**Department of Ancstbesiology, Chifune Hospi-

tal, Osaka, Japan
Address reprint requests to Dr. Okutani: De-

partment of Anesthesiology, Hyogo Prefectural

Nishiuotuiye Hospital, 13-9, Rokutanji-cho, Nishi-

nomiya, 662 Japan

J Anesth 7:361-363, 1993

2% isoflurane, 8 mg of vecuronium
was administered. Insertion of a na-
sogastric tube was then performed to
fully evacuate the gastric juice. In-
sertion of a size 4 LMA with 25
ml air supply to the cuff was per-
formed smoothly, and patent airway
was secured. Even upon cervical exten-
sion, ventilation was maintained with-
out leakage. Four l'min- 1 of nitrous
oxide and 2 [·min- 1 of oxygen were
then administered. Tracheostomy was
performed after i.v, administration of 5
mg of midazolam and 2 mg of butor-
phanol, and intubation was performed
through the incision in the trachea.
After confirmation of breath sounds in
the pulmonary region by auscultation,
the tracheostomy tube was fixed and
endotracheal suction was performed.
After airway patency was ensured, the
LMA was removed through the mouth.

Case 2:
A 63-year-old male (169 em, 80

kg) was scheduled for excision of the
oropharynx and removal of a left cer-
vical mass due to left tonsillar tu-
mor and metastasis to the left cervical
lymph node. The patient has been tak-
ing digoxin (0.125 mg-day" '] for the
treatment of atrial fibrillation for 20
years. For anesthetic induction, 250 mg
of thiamylal and 8 mg of vecuronium
were used. After nasogastric intubation
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to fully evacuate the gastric contents,
a size 4 LMA was inserted. Ventila-
tion with 4 [·min- 1 of nitrous oxide
and 2 [·min- 1 of oxygen was begun,
and anesthesia was maintained with
administration of 10 mg of midazo-
lam, and 4 mg of butorphanol. During
tracheostomy, the hemodynamics were
stable, as the heart rate was main-
tained at 90-110 bpm and the sys-
tolic pressure at 140-150 mmHg. From
LMA insertion until incision, Pao2 and
Paco2 levels were satisfactorily main-
tained at 129 mmHg, and 33 mmHg,
respectively. After tracheotomy, the
LMA was quickly replaced with a tra-
cheostomy tube.
In both cases, the hemodynamics

during the tracheostomy were stable,
and the duration from incision of the
tracheal annulus until intubation was
within 30 seconds.

Discussion

Since LMA was recently introduced
into Japan, it has been used widely
to ensure appropriate airway man-
agement. For example, it is em-
ployed when intubation complication
arisesl - 4 and during anesthesia for
bronchofiberscopy-"". Our recent find-
ings indicate that general anesthesia
using LMA is useful in tracheostomy
which precedes surgical manipulation
of the oral cavity, oropharynx, face,
and cervical region.
Conventionally, tracheostomy was

performed under local anesthesia or
under general anesthesia with endotra-
cheal intubation. In comparison with
tracheostomy under local anesthesia,
tracheostomy under general anesthesia
using LMA is similar in terms of intu-
bation and manipulation. In addition,
the patient is free from psychic stress.
Another advantage is safe circulatory
management.
In addition, in tracheostomy using

a LMA, incision and subsequent ma-
nipulation were performed easily as

the trachea was compressed caudad by
LMA.
Moreover, the use of a LMA causes

less hemodynamic change than that
of an endotracheal tubes. Thus, the
adverse reaction associated with intu-
bation is avoided. As a result, during
tracheostomy using LMA, stable peri-
operative hemodynamic status is more
easily maintained than tracheostomy
under local anesthesia or under general
anesthesia with endotracheal intuba-
tion.
The disadvantage of LMA during

tracheostomy under general anesthe-
sia is that manual ventilation must
be withheld, as the anesthetic gases
leak from the tracheal incision dur-
ing the period from the incision to
the insertion of a tracheostomy tube.
However, this duration was only about
30 seconds or less. We were able to
ensure safety by inducing hyperventila-
tion just prior to tracheal incision and
insertion of a tracheostomy tube. We
consider the following factors to be im-
portant in the successful management
of ventilation: careful preoperative ex-
amination of the trachea; performance
of the tracheostomy by a skilled sur-
geon; and constant monitoring of oxy-
gen saturation throughout the proce-
dure.
(Received Sep, 28, 1992, accepted for

publication Dec. 1, 1992)
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