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SUMMARY

Background: The laryngeal mask airway is a me-
dical device that must be used with precise indica-
tions and contraindications. Its use in tonsillecto-
mies and adenoidectomies has been reported to ge-
nerate controversy. Through the present study an
attempt is made to evaluate the effectiveness and
the security of the laryngeal mask airway in tonsi-
llectomies and adenoidectomies. Methods: A syste-
matic review. Results: 16 studies were obtained as
a result of the systematic search of the published
evidence. They were analyzed with methodological
rigor and the following results were obtained: The
flexible laryngeal mask airway brings about fewer
respiratory adverse effects during the induction
and the emergence of anesthesia than the endotra-
cheal tube. It is effective in preventing sanguineous
bronchoaspiration during surgery. Furthermore, it
must be used by trained personnel and in colla-
boration with the surgeon to avoid adverse events

RESUMEN

Introduccion: la mdscara laringea es un disposi-
tivo médico que debe emplearse con indicaciones
y contraindicaciones precisas. Su uso en amig-
dalectomia y adenoidectomia ha sido reportado
en la literatura generando controversias en el me-
dio. Con el presente estudio se pretende evaluar
su efectividad y su seguridad en las cirugias de
amigdalectomia y adenoidectomia. Metodologia:
revision sistemadatica de la literatura. Resultados:
como resultado de la busqueda sistemdtica de la
evidencia publicada se obtuvieron 16 estudios
que se analizaron con rigor metodolégico obte-
niendo los siguientes resultados: la mascara la-
ringea flexible provoca menos efectos adversos
respiratorios durante la induccion y la emergencia
de anestesia que el tubo endotraqueal; es efecti-
va en prevenir la bronco-aspiracién sanguinea
intraoperatoria; debe ser utilizada por personal
entrenado y en colaboracién con el cirujano, para
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like displacement, obstruction or occupation of the
operating field. Conclusions: the flexible laryngeal
mask airway is a useful and safe alternative for
the handling of the airways in tonsillectomies and
adenoidectomies by its advantages in the induc-
tion and emergence of surgery since it triggers less
protective reflections of the airway at the moment.
In order to avoid intraoperating complications one
must have experience in its use plus empathy must
exist between the surgical team and the anesthe-
siologist.

Key words. laryngeal mask, airway, flexible, ton-
sillectomy, adenoidectomy, review, systematic.

(Source: MeSH,NLM)

INTRODUCTION

Since its first appearance, the laryngeal mask
has become a tool of widespread use in anesthe-
siology. Reports exist concerning its use in prac-
tically every type of surgery, which, obviously,
generates controversy (1). One disputed point
is its employment in tonsillectomies and adenoi-
dectomies. The implementing pioneers in these
kinds of surgeries utilized the classic laryngeal
mask, but quickly abandoned such use due to
complications (kinks and obstructions) that led
to the development of the flexible or reinforced
laryngeal mask (2-6) (see photograph 1).

From that time until today, in some institutions
this is the preferred device for tosillectomy and
adenoidectomy surgeries (7). The opinion expres-
sed in anesthesiology textbooks (8,9), in otolaryn-
gology textbooks, and in recent articles (11,12) is
that the flexible laryngeal mask airway is a safe
and effective option. Nevertheless, the reality is
that its use is not very popular among anesthesio-
logists who routinely perform tonsillectomies (13).

In Colombia its use has been almost nil (14).
A survey, taken by a research group, of 100 of
the country’s anesthesiologists found that fewer
than 10% of them have employed the mask at
some time during these surgeries, and even less
as concerns the flexible mask. In general, the
opinion among those surveyed is that the laryn-
geal mask airway is not reliable during these
surgeries (see Annex 1).

evitar eventos adversos como el desplazamiento,
la obstruccién o la ocupacion del campo opera-
torio. Conclusién: la mdscara laringea flexible
es una alternativa util y segura para el manejo
de la via aérea en cirugias de amigdalectomia y
adenoidectomia por sus ventajas en la induccién
y emergencia de la cirugia, ya que desencadena
menos reflejos protectores de via aérea en estos
momentos. Para evitar complicaciones intraope-
ratorias debe haber experiencia en su uso y em-
patia entre el grupo quirtirgico y anestesiolégico.

Palabras clave: mdscaras laringeas, tonsilecto-
mia, adenoidectomia, amigdalectomia. (Fuente:
DeCS, BIREME)

INTRODUCCION

Desde su aparicion, la mascara laringea se ha con-
vertido en una herramienta de uso masivo en aneste-
siologia. Existen reportes de su uso en practicamen-
te todo tipo de cirugias, lo cual, obviamente, genera
controversia (1). Un punto discutido es su empleo en
amigdalectomia y en adenoidectomia. Los pioneros
en su empleo en estas cirugias utilizaron la mascara
laringea clasica, pero rapidamente la abandonaron
por complicaciones (acodadura y obstruccion) que
llevaron a que se desarrollara la mascara laringea
flexible o reforzada (2- 6) (ver fotografia I).

Desde entonces, y hasta la fecha, en algunas insti-
tuciones éste es el dispositivo de eleccion para las
cirugias de amigdalectomia y de adenoidectomia (7).
La opinién expresada en libros de texto de aneste-
siologia (8,9), de otorrinolaringologia (10), y en revi-
siones narrativas recientes (11,12) es que la masca-
ra laringea flexible es una opciéon segura y efectiva.
Sin embargo, la realidad es que su uso es poco po-
pular entre los anestesiologos que rutinariamente
practican amigdalectomia (13). En Colombia su uso
ha sido anecdético (14). Una encuesta realizada por
el grupo investigador entre 100 anestesiologos del
pais encontré que menos del 10% de ellos la han
empleado alguna vez en estas cirugias, y pocos han
empleado la mascara flexible. En general, la opinién
de los encuestados es que la mascara laringea no es
segura en estas cirugias (ver anexo I).

Existe entonces una discrepancia entre las re-
comendaciones expresadas en la literatura y la
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Foto 1. Mascara laringea flexible
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A: mascaras laringeas
flexibles No. 3 no
reutilizables. No hay
diferencia con la mascara
clasica.
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No. 3: el tubo mas estrecho
brinda mayor espacio en

la boca para el cirujano, y
el tubo mas largo permite
la conexion al circuito
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quirargico. Esto provoca, sin
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B: reforzamiento
metalico del tubo de
la mascara laringea
flexible. Permite
fijarla en cualquier
posicién y protege
contra acodadura y
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D: flexibilidad propia
del tubo de la mascara
laringea. Provoca que
no se pueda transmitir
fuerza al extremo de

la mascara, lo cual
modifica la técnica
clasica de insercion.
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del tubo no predice la
posicién de la mascara.
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Photo 1. Flexible laryngeal mask
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A: Flexible laryngeal masks
No. 3 non- reusables. No
different from the classic
mask.

C: Differences between

the flexible LMA and the
classic LMA No. 3: The
narrower tube provides
greater mouth space for

the surgeon, and the longer
tube permits the connection
to the anesthetic circuit far
from the surgical field. This

causes, nonetheless, greater

resistence to the flow of gas.
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B: Reinforced metallic
tube of the flexible
laryngeal mask. Allows
placement in any
position and protects
against kinking and
flattening.

D: Flexibility of the
tube of the laryngeal
mask. Prevents
transmitting force to
the end of the mask,
which modifies the
classical insertion
technique.

Also, the position of
the tube does not
predict the position of
the mask.

There exists a discrepancy between the recommen-
dations expressed in literature and in clinical prac-
tice. When these situations occur jointly, systematic
revisions of literature become one of the best scien-
tific instruments allowing the clinician to make de-
cisions (15). As such, the general objective, through
carrying out a systematic revision of literature, be-
ing sought in the following work is the evaluation of
the safety and effectiveness of the laryngeal mask
during tonsillectomies and adenoidectomies.

practica clinica. Cuando ocurren estas situacio-
nes coyunturales, las revisiones sistematicas de
la literatura se convierten en uno en los mejores
instrumentos cientificos que le permiten al clini-
co tomar decisiones (15). Por lo tanto, el objetivo
general que se persigue con el siguiente trabajo
es, mediante la elaboraciéon de una revision sis-
tematica de la literatura, evaluar la seguridad y
la efectividad de la mascara laringea en amigda-
lectomia y en adenoidectomia.
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Table 1. Clinical questions employed to look for evidence.

Preoperative aspects:

¢Does insertion present any significant
difficulties?

¢ Does it trigger fewer vasopressor reflexes
¢(tachycardia, hypertension) during the
induction of anesthesia?

¢ Does it trigger fewer reflexes of the upper
airway (cough, spasm) during the induction
of anesthesia?

¢ Is there any great risk of faulty positioning or
obstruction by the buccal retractor?

¢ Is an adequate exposition of the surgical field
achieved?

Intraoperative aspects:

¢ Does it effectively protect the lower airway
from aspiration of blood?

¢ Is it associated with a great incidence of
intraoperative laryngospasm?

¢ Is it associated with a great risk of
displacement?

¢ Is there a significant risk of damage?

Postoperative aspects

¢ Is it associated with fewer reflex effects of the
airway (cough, laryngospasm, obstruction)
during an emergency?

¢ Is it associated with fewer adverse
postoperative effects (pain, nausea and
vomiting)?

¢ Does it reduce amount of operating room use
and recovery room stay?

1. METHODOLOGY

The University of Caldas Group of Anesthesia
and Education, composed of graduate students
and anesthesiology professors, carried out the
research process in accordance with interna-
tionally accepted recommendations (16, 17).

1.1. Composition of clinical questions

In order to carry out the search a series of clini-
cal questions was composed that included the
following four components: population, inter-
vention, comparison, and results. For all of the
questions the headings, corresponding to the
population under study, read: “In patients un-
dergoing tonsillectomies or adenoidectomies; in
intervention, “The use of the laryngeal mask”,
and for comparison “Endotracheal tube” was
used. The questions can be seen in Table 1.

1.2. Inclusion and exclusion criteria

The search for literature included original, in-

1. METODOLOGIA

El Grupo de Educacion y Anestesia de la Universi-
dad de Caldas, integrado por estudiantes de pos-
grado y docentes de anestesiologia, llevé a cabo el
proceso de investigaciéon segin recomendaciones
aceptadas internacionalmente (16,17).

1.1. Formulacion de preguntas clinicas

Para efectuar la busqueda se formularon una se-
rie de preguntas clinicas que incluian los cuatro
componentes de la misma: poblacién, interven-
cién, comparacion y resultados. Para todas las
preguntas, el encabezamiento, correspondiente
a la poblacion estudiada, fue “en pacientes so-
metidos a amigdalectomia o adenoidectomia”, la
intervencion “el uso de la mascara laringea”, y
la comparacion se hizo con “tubo endotraqueal”.
Las preguntas se exponen en la tabla 1.

1.2. Criterios de inclusién y exclusion

La busqueda de literatura incluy6 estudios origina-
les integrativos (revisiones sistematicas y meta-ana-
lisis), articulos originales primarios (observaciona-
les o ensayos clinicos) y estudios narrativos, inclu-
yendo editoriales o cartas al editor tomadas como
opiniones de expertos. La intervencién evaluada
fue el uso intraoperatorio de la mascara laringea
durante la adenoamigdalectomia, y la relevancia de
los estudios estuvo en que reportaran alguno de los
siguientes puntos: seguridad, efectividad y compli-
caciones. No hubo discriminacion de género o edad
de la poblacion, ni de idioma de publicacion.

Se excluyeron estudios en animales, en cadaveres
y en modelos mecanicos, y publicaciones anterio-
res a 1988.

1.3. Estrategia de bisqueda

La identificacion de estudios se hizo mediante
busqueda en las bases de datos Medline (http://
www.pubmed.gov), Embase (www.embase.com),
Lilacs (/www.bireme.br/ bvs/I/ibd.htm) y Co-
chrane Controlled Trials Register (www.cochra-
nelibrary.com/enter/).

La buisqueda se realizo con los siguientes tér-
minos: Mesh y No Mesh, y los conectores bo-
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tegrative studies (systematic revisions and me-
ta-analysis), first-rate original articles (those
of observation or clinical trials) and narrative
studies which included editorials or letters to
the editor taken as the opinions of experts. The
intervention that was evaluated was the intra-
operational use of the laryngeal mask during
the adenotonsillectomy and the relevance of the
studies was found in the reporting of some of the
following points: safety, effectiveness, and com-
plications. No discrimination was applied con-
cerning gender, age of population or language of
publication.

Studies involving animals, cadavers, mechanical
models and publications prior to 1988 were ex-
cluded.

1.3. Search strategy

The identification of studies occurred through
searches in the databases of Medline (http://
www.pubmed.gov), Embase (www.embase.com),
(www.bireme.br/bvs/I/ibd.htm) and
Cochrane Controlled Trials Register (www.co-

Lilacs

chranelibrary.com/enter/).

The search was carried out using the follow-
ing terms: Mesh and No Mesh and the Boolean
connectors AND, OR: Anesthesia-Airway-Ton-
sillectomy-Adenoidectomy-Adenotonsillecto-
my-Laryngeal mask airway-Endotracheal tube-
Flexible laryngeal mask airway-Armored laryn-
geal mask airway-Reinforced laryngeal mask
airway-Complications-Safety-Effectiveness-
laryngospasm-Obstruction-Technique-Hemor-
rhage-Haemorrhage-Aspiration-Postoperative
pain-Vomiting.

When the attainment of articles on the Internet
was not possible, authors’ texts were requested
personally by electronic mail.

1.4. Revision methodology

The researchers independently carried out the lit-
erature search and included the complete texts of
all the articles available. Concerning the articles
included for analyses, a form was filled out which
included the following items: source, year of publi-
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Tabla 1. Preguntas clinicas con las cuales se efectué
la busqueda de evidencia

Aspectos preoperatorios:

¢Tiene mayores dificultades para la insercion?

¢Desencadena menos reflejos vasopresores
(taquicardia, hipertensién) durante la
induccién anestésica?

¢Desencadena menos reflejos de la via aérea
superior (tos, espasmo) durante la induccién
anestésica?

¢Tiene mayor riesgo de mala posicion u
obstruccion por el retractor bucal?

¢Logra una adecuada exposicién del campo
quirurgico?

Aspectos intraoperatorios

¢ Protege efectivamente la via aérea inferior de
aspiracion de sangre?

¢ Se asocia con mayor incidencia de
laringoespasmo intraoperatorio?

¢ Se asocia con mayor riesgo de
desplazamiento?

¢ Tiene mayor riesgo de dano?

Aspectos posoperatorios

¢ Se asocia con menos efectos reflejos de via
aérea (tos, laringoespasmo, obstruccion)
durante la emergencia?

¢ Se asocia con menos efectos adversos
posoperatorios (dolor, nauseas y vomito)?

¢ Reduce el tiempo de utilizacion de quiréfanos
y sala de recuperacion?

leanos AND, OR: Anestesia-Airway-Amigdalec-
tomy-Tonsillectomy-Adenoidectomy-Adenoton-
sillectomy-Laryngeal mask airway-Endotracheal
tube-Flexible laryngeal mask airway-Armored
laryngeal mask airway-Reinforced laryngeal
mask airway-Complications-Safecity-Effecti-
vennes-laryngospasm-Obstruction-Technique-
Haemorrhage-aspiration-Postoperative pain-vo-
miting.

Cuando no fue posible la consecucién de articu-
los en Internet, se solicité a sus autores el texto
correspondiente via correo electrénico.

1.4. Metodologia de revision

Los investigadores, de manera independiente, reali-
zaron la busqueda de literatura, e incluyeron todos
los articulos en texto completo disponible. Respecto
alos articulos incluidos para el analisis se diligencio
un formato que incluye los siguientes items: fuente
de origen; afio de publicacion; autores; lugar; pro-
blema investigado; objetivo trazado; metodologia de
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cation, authors, locale, research problem, outlined
objective, research methodology (type of study),
measured variables, results and conclusions. Af-
terward, in a meeting of the research group, the
technical and statistical data of each study were
completed with an analysis in accordance with
the precepts of Evidence-Based Medicine (18). As
a result of this meeting, each article analyzed was
assigned an evidence level based on the guidelines
of the AHA (19).

1.5. Statistical analysis

With the data obtained from the complete texts of
prospective studies, aleatory and controled and
whose populations and designs were homogeneous,
2X2 tables were constructed on which were calcu-
lated the value of p with the Mantel-Haenszel correc-
tion; and for the tables whose values were less than
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Figure 1. Diagram of inclusion and exclusion
studies

investigacion (tipo de estudio); variables medidas;
resultados y conclusiones. Posteriormente, en re-
union del grupo investigador, se complet6 la ficha
técnica de cada estudio con un analisis segin pre-
ceptos de Medicina Basada en la Evidencia (18).
Como resultado de esta reunién, a cada articulo
analizado se le asigné un nivel de evidencia toman-
do como referencia la estratificaciéon de la American
Hospital Association (AHA) (19).

1.5. Analisis estadistico

Con los datos obtenidos a partir de los textos
completos de estudios prospectivos, aleatorios y
controlados, cuyas poblaciones y disefios fueran
homogéneos, se elaboraron tablas de 2x2 con
las cuales se calcul6 el valor de p con correcién
Mantel-Haenszel, y para tablas con valores me-
nores de 5 el valor p con el test de exactitud de
Fisher, utilizando el software Epi-Info (20). Para
el calculo del riesgo relativo, con su respectivo
intervalo de confianza 95%, las graficas en em-
budo y el test de homogeneidad (Q), se utilizé el
software Review Manager (21).

2. RESULTADOS

s o2

2.1. Revision sistematica de la literatura y
analisis

Como resultado de la busqueda sistematica se ha-
llaron 39 referencias bibliograficas relevantes. La
discriminacion para llegar a los articulos definiti-
vos para el analisis se resume en la figura 1. Las
caracteristicas principales de los 14 estudios ana-
lizados se resumen en la tabla 2

2.2.Respuesta a las preguntas clinicas
planteadas

2.2.1. ¢Tiene mayores dificultades para la in-
sercion?

Si. Tres de los cuatro ensayos clinicos encuentran

mayor dificultad en comparacion a la técnica de

intubacion orotraqueal con una p < 0.001. Las se-

ries de caso reportan tal incidente entre 13 (38) y

1,2% de los pacientes (40).

2.2.2. ¢Desencadena menos reflejos vasopre-
sores durante la induccion?

La insercion de la mascara laringea flexible en un
adecuado nivel de profundidad anestésica provoca
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5, the value of p with the Fisher test, employing the
Epi-Info software (20). For the calculation of relative
risk with the respective confidence interval of 95%,
the funnel graphics and homogeneity test (Q), the
software Review Manager was used (21).

2. RESULTS

2.1. Systematic revision of the literature and
analysis

As a result of the systematic search 39 relevant
bibliographical references were found. The dis-
crimination employed in order to determine the
final articles to be used in analysis is summa-
rized in Figure 1. The main characteristics of the
14 studies analyzed are summarized in Table 2.

2.2. Answers for the clinical questions posed

2.2.1. Any major difficulties concerning in-
sertion?

Yes. Three of the four clinical trials posed major
difficulties when compared with the endotracheal
intubation technique with a p < 0.001. The series
of cases reports the incident as between 13 (38)
and 1.2% of the patients (40).

2.2.2. Are fewer vasopressor reflexes trigge-
red during induction?

The insertion of the flexible laryngeal mask
airway to an adequate level of anesthetic dep-
th causes fewer hemodynamic effects than the
insertion of the endotracheal tube with a signifi-
cant statistical difference (p<0,001) (31-33).

2.2.3. Does it trigger fewer reflexes of the
upper airway during induction?

The effects of cough, laryngospasm, and bron-
chospasm or saturation are less frequent in com-
parison with the endotracheal tube (see Figure 2).

2.2.4. Is there greater risk of malposition or
obstruction by the buccal retractor?

Yes. In contrast to the endotracheal tube, the
placing of the Boyle-Davis buccal retractor cau-
ses more frequent displacement and malpositio-
ning of the laryngeal mask (see Figure 3).
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¢Does the flexible LM cause less cough, obstruction, spasm or desaturation
than the TOT during induction?
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Figure 2. Relative risk and confidence
interval- 95% risk of triggering upper airway
reflexes during the induction of anesthesia.

¢La ML flexible provoca menos tos, obstruccion, espasmo o desaturacion que
el TOT durante la induccién?
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Figura 2. Riesgo relativo e intervalo de confianza 95%
del riesgo de desencadenar reflejos de la via aérea su-
perior durante la induccién anestésica

menos efectos hemodinamicas que la inserciéon del
tubo endotraqueal, con una diferencia estadistica-
mente significativa (p<0,001)(31-33).

2.2.3. ¢Desencadena menos reflejos de la via
aérea superior durante la induccién?

Los efectos de tos, laringoespasmo, broncoespas-
mo o desaturacion son menos frecuentes en com-
paracion con el tubo endotraqueal (ver figura 2).

2.2.4. ¢Tiene mayor riesgo de mal posiciéon u
obstruccion por el retractor bucal?

Si. A diferencia del tubo endotraqueal, la coloca-
cion del retractor bucal de Boyle-Davis provoca
mas frecuentemente desplazamiento y mala po-
sicién de la mascara laringea (ver figura 3).
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Tabla 2. Resumen de articulos analizados de uso de la mascara laringea en adenoidectomia y en amigdalectomia

Referencia Poblacion

Resultados principales

Ensayos clinicos (RTC) sobre efectividad y seguridad de LMA vs. IOT

Wiliams PJ ;(;%ng‘;s
1993 (31) y e

Webster AC 109 nifos

1993 (32) ASA I-11
Boisson- s
Bertrand D ;‘gOA 1i11nos
1995 (33)

Hern JD ;z;ﬂ;ltos
1999 (34) ASA 11

Diferencias de complicaciones como laringoespasmo, desplazamiento y desaturacion y
de accesibilidad del campo quirurgico sin significancia estadistica (p>0,05). Aspiracion
de sangre y tos, debido mas frecuentemente al uso del TOT que al uso de LMA (p<0,05)

Se hallaron diferencias estadisticamente significativas entre la dificultad de insercién
(mayor para LMA que TOT en los 10 primeros casos), y la presencia mas frecuente de
obstruccién (mayor en LMA) y estridor (mayor en TOT). No hubo diferencias en otras
complicaciones, ni en exposicion del campo quirargico. No se hallé ningiin caso de
aspiracion de sangre mediante fibroscopia intraoperatoria con el uso de LMA. El grupo de
LMA presenté menos taquicardia e hipertension durante la induccién.

La visibilidad del campo quirargico es igual en los dos grupos. Se presentaron las
siguientes complicaciones mas frecuentemente en el grupo de TOT, con significancia
estadistica: tos durante la insercion, tos, espasmo y desaturacion durante el retiro. Se
hall6 contaminacion sanguinea mas frecuente en el grupo de TOT que en el de LMA.

Con el TOT se obtiene mejor exposicion del campo quirurgico y se logra mayor
reseccion de tejido glandular que con LMA (p<0,05). Mas pacientes en el grupo LMA
requirieron intervencion de la via aérea durante el intraoperatorio, interrumpiendo el
acto quiruargico.

Estudios de cohortes retrospectivos

385
Rehberg S historias
2007 (35) clinicas de

ninos
Asencio J

490 nifos
2005 (36)

351
Anderson BJ historias
2000 (37) clinicas de

ninos

Series de casos

Panace P 30 nifos
2004 (38) ASA I-1I
Leclerc C 20 ninos
2002 (39) ASA1

Heumann H 866 nifios
2001 (40) ASA1

Militana CJ 25 nifnos
2007 (41) ASA 1

Wehrle HJ 117 nifios

1997 (42) ASA1
Sanchez S ‘s
1998 (43) 241 nifos

Casos clinicos

Senthil K

2006 (44) 1 adulto
Short JA

1997 (45) 1 adulto
Hamilton MA

2007 (7) 1 adulto

Menor tiempo de recuperacion en el grupo de LMA vs. TOT (p<0,001). Ausencia de una
diferencia estadisticamente significativa en la ocurrencia de complicaciones. Ningiin
caso de aspiracion.

No se presentaron diferencias significativas entre los resultados finales (tiempo de
recuperacion) y los incidentes (laringoespasmo) entre la cohorte de LMA y la cohorte de
IOT en adenoidectomias

Mediante modelo de regresion logistica se hall6 que el uso de la LMA no reduce el riesgo
de vomito posoperatorio cuando se ha empleado morfina como analgésico.

No se pudo instalar MLF en dos, y el mismo ntmero requirié6 cambio a TOT. De

los 26 operados el acceso quirargico fue bueno en 24 y regular en dos. La Ginica
complicacion intraoperatoria fue la obstruccion de la via aérea en cinco pacientes
(19,2%). Resultados posoperatorios: tos en cinco pacientes (19,2%), un paciente mordié
la MLF (3,8%) — 14 (53,8%) dolor que requiri6 rescate - 3 (11,5%) nauseas y vomito — un
paciente odinofagia.

En todos los casos se llevo a cabo la cirugia con las siguientes complicaciones: seis
casos de laringoespasmo intraoperatorio, cuatro de laringoespasmo al retirar la
mascara, y uno de desplazamiento con breve desaturacion.

Soélo en un caso hubo queja de inadecuada exposicion quirtrgica, pero en 17 casos
(1,2%) fue necesario cambiar a TOT. Las complicaciones se presentaron en 12 casos.
(1,5%) laringo o broncoespasmo, cuatro casos (0,5%) estridor, ocho casos (1,2%)
desplazamiento (cuatro por el retractor) , un caso de sospecha de broncoaspiraciéon no
confirmado por Rx.

Mediante la medicién de las concentraciones de oxigeno y 6xido nitroso de la orofaringe
superior no se hallé escape de gases de la via aérea al campo operatorio. Se reporto,
ademas, la ausencia de quemaduras de via aérea, a pesar del uso de electrocauterio.

Se reportan problemas de ventilacion en cinco ninos relacionados con el retractor bucal
(4%), y se presentan problemas de disfagia en siete nifios.

No se reporta ninguna complicacién anestésica o quirargica en adenoidectomias y en
amigdalectomias.

Desinflado de la mascara por seccién accidental por el cirujano de la sonda de conexién
al globo piloto.

Desinflado de la mascara por secciéon accidental por el cirujano de la sonda de conexiéon
al globo piloto.

Desinflado de la mascara por secciéon accidental por el cirujano de la sonda de conexiéon
al globo piloto.

Nivel de
evidencia

1I

NA

NA

NA
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Reference Population Main results Leyel of
evidence
Clinical trials (RTC) over the effectiveness and security of LMA vs. IOT
100 children Differences in complications such as laryngospasm, displacement and
Wlliams PJ and adults desaturation and accessibility of the surgical field without any statistical I
1993 (31) ASA LI significance (p>0.05). Aspiration of blood and cough usually owing more to the use
of the TOT than to the use of the LMA (p<0.05)
Significant statistical differences were found between insertion difficulty (greater
109 children for LMA than TOT in the first 10 cases), and a more frequent presence of
Webster AC obstruction (greater in LMA) and stridor (greater in TOT). There were no differences I
1993 (32) ASA LII in other complications or in the exposition of the surgical field. No case of
: aspiration of blood was found via intraoperative fiberscope with the use of LMA.
The LMA group evidenced less tachycardia and hypertension during induction.
Boisson- 100 children The visibility of the surg:lca.l ﬁeldiis equal in the two goups. _The foll_owipg complications
Bertrand D were more frequently evidenced in the TOT group with statistical significance: I
1995 (33) ASA T cough during insertion, cough, spasm and desaturation during extraction. Blood
contamination was more frequently found in the TOT group than in the LMA group.
99 adults With TOT there is more surgical field exposition and greater glandular tissue
Hern JD 1999 and children  resection is achieved than with LMA (p<0.05). More patients in the LMA group I
(34) required airway intervention during the intraoperative phase, interrupting the
ASA I-II surgical procedures.
Retrospective studies of cohorts
Rehbere S 385 clinical Less recuperation time in the LMA group vs. TOT (p<0.001). Absence of any
g histories of significant statistical difference in the occurrence of complications. No case of v
2007 (35) . L
children aspiration.
Asencio J
No significant differences were evidenced between the final results (recuperation
490 children time) and the incidents (laryngospasm) between the cohort of the LMA and the v
cohort of the IOT in adenoidectomies.
2005 (36)
351 clinical Via the logistic regression model it was found that the use of the LMA does not
Anderson BJ hi . ¢ d he risk of . s h hine has b loved v
2000 (37) 1§tor1es o re uceF e risk of postoperative vomiting when morphine has been employed as an
children analgesic.
Series de casos
MLF in two could not be installed and the same number required changing over
30 children to TOT. Of the 26 patients operated on, surgical access was good for 24 and
Panace P 2004 not so good for two. The only intraoperative complication was an obstruction of v
(38) ASA LI the airway in five patients (19.2%).Postoperative results: cough in five patients
- (19.2%); one patient bit the MLF (3.8%) — 14 (53.8%) pain that required assistence-
3 (11.5%) nausea and vomiting cases — one patient odynophagia.
20 children In all cases surgery with the following complications was carried out: six cases of
Leclerc C 2002 . ive 1 f 1 . h k and V
(39) 1ntraopevrat1ve aryngospasm, four of laryngospasm upon extracting the mask, an
ASA 1 one of displacement of brief desaturation.
Only in one case was there a complaint about inadequate surgical space, but in17
866 children  cases (1.2%) it was necessary to change to TOT. Complications arose in 12 cases
Heumann H o/ O/ Ns oo . o/,
2001 (40) (1.5%); laryngo or bronchospasm, four cases (0.5{0)3 stridor, eight cases (1.2 /o),. \Y%
ASA 1 displacement (four due to the retractor), one suspicious case of bronchoaspiration
unconfirmed by Rx.
Militana CJ 95 children Via measured concentrations of oxygen and nitrous oxide of ‘Ehe upper orqpharynx
2007 (41) ASA I there was no gas leakage detected in the airway of the operative field. Addltmnglly, an \Y%
absence of airway burns was reported despite the use of an electrocautery device.
Wehrle HJ 117 children = Vent problems were reported with five children in relation to the buccal retractor v
1997 (42) ASA1 (4%), and there were dysphagia problems with seven children.
Sanchez S 24‘1 There is no report of surgical or anesthetic complications during tonsillectomies
children . . \Y
1998 (43) and adenoidectomies.
Clinical cases
Senthil K 2006 Accidental flattening of the mask by the surgeon-lead connection to the pilot
1 adult NA
(44) balloon.
Short JA 1997 Accidental flattening of the mask by the surgeon-lead connection to the pilot
1 adult NA
(45) balloon.
Hamilton MA 1 adult Accidental flattening of the mask by the surgeon-lead connection to the pilot NA

2007 (7)

balloon.
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This incidence is reported as between 1.2 (40)
and 4% (42) of the series of patients.

2.2.5. Is an adequate exposition of the surgi-
cal field achieved?

In three clinical trials (31-34), which brought to-
gether a total of 289 patients (141 in the laryn-
geal mask groups and 148 in the endotracheal
tube groups), in no case was the endotracheal
tube used. The surgeon received no complaints
in the surgical field while he did receive com-
plaints in the four cases in which the laryngeal
mask airway was used. The difference between
the groups has a value of p=0.055.

2.2.6. Is the lower airway effectively protected
against aspiration of blood during the in-
traoperative phase?

Yes. Through intraoperative bronchoscopy and
visual inspection of the laryngeal mask airway
upon finalizing surgery, in three clinical trials
(31-33) no trace of blood was found in the upper
airway; in contrast, whenever endotracheal tu-
bes were employed, upon inspection of these at
the moment of extracting them the presence of
blood on the walls was evidenced. The compa-
rison between the two groups demonstrated a
value of p<0.001.

¢Does the flexible LM cause more obstruction, desaturation or displacement
than the TOT upon introduction of the retractor?
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Figura 3. Relative risk and confidence
interval- 95% risk of causing obstruction or
displacement upon introducing the buccal
retractor (Boyle-Davis).

Este evento esta reportado entre 1,2 (40) y 4%
(42) de las series de pacientes.

2.2.5. ¢Logra una adecuada exposicion del
campo quirirgico?

En tres ensayos clinicos (31-34) que agru-
pan un total de 289 pacientes (141 en grupos
de mascara laringea y 148 en grupos de tubo
endotraqueal) en ningtn caso que se utilizo el
tubo endotraqueal el cirujano tuvo quejas con
el campo quirargico, mientras que si las tuvo en
cuatro casos de utilizacion de mascara laringea.
La diferencia entre los grupos tiene un valor de
p=0,055.

2.2.6. ¢Protege efectivamente la via aérea
inferior de aspiracion de sangre du-

rante el intraoperatorio?

Si. Mediante fibrobroncoscopia intraoperato-
ria e inspeccién visual de la mascara laringea
al finalizar la cirugia, en tres ensayos clinicos
(31-33) no se hallaron rastros de sangre en la
via aérea superior, mientras que cuando se em-
plearon tubos endotraqueales, la inspeccion de
éstos al momento de retirarlos si evidencio la
presencia de sangre en sus paredes. La com-
paracion entre grupos demostré un valor de
p<0,001.

¢La ML provoca mas obstruccién o desplazamiento que el TOT cuando se
introduce el retractor?
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Figura 3. Riesgo relativo e intervalo de confianza
95% del riesgo de provocar obstruccion o
desplazamiento con la introduccion del retractor
bucal (Boyle-Davis).
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A suspicious incident concerning bronchoaspira-
tion with the use of the laryngeal mask airway is
described but uncomfirmed in the postoperatory
phase (40).

2.2.7. Is it associated with a greater inciden-
ce of laryngospasm in the intraoperative
phase?

Of the total number of patients, including those in
the clinical trials (31-32-34), laryngospasm occu-
rred in three patients of the 148 comprising the
group with laryngeal masks airways versus none
of the patients of the 154 in the endotracheal tube
group. The difference, nonetheless, was not of sta-
tistical significance (p=0.109).

In two series of 20 cases, each series consisting
of 20 patients (38-39), “intraoperative obstruction”
was reported in 19 and 30% of the cases with no
explanation for the etiology.

2.2.8. Is there an increased risk of intraopera-
tive damage?

There are three cases published that demonstrate
the risk of damage to the device with the surgical
instruments (7-44-45).

2.2.9. Is it associated with fewer airway reflex
effects during the postoperative phase?

The use of the flexible laryngeal mask airway redu-
ces the incidence of cough, laryngospasm, bron-
chospasm or obstruction in the case of emergency
surgery (see Figure 4).

2.2.10. Is it associated with less pain, nausea
or postoperative vomiting?

Not likely. Confirmation of the hypothesis that the
use of the laryngeal mask airway reduces nausea or
vomiting induced by morphine (37) was not achie-
ved and no clinical trial has been designed to evalua-
te the impact of its use in postoperative pain.

2.2.11. Does it reduce the amount of time the
operating room and recovery room are
in use?

It likely does. A retrospective study (35) demons-
trates a significant reduction in the time patients

/)
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Esta descrito un evento sospechoso de bron-
coaspiracion con el uso de la mascara laringea
que no se confirmo en el postoperatorio (40).

2.2.7. ¢Se asocia con mayor incidencia de
laringo-espasmo intraoperatorio?

Del total de pacientes incluidos en ensayos clini-
cos (31,32,34) el laringoespasmo se presenté en
tres pacientes de los 148 incluidos en el grupo
de mascara laringea versus ninguno de los 154
del grupo de tubo endotraqueal. La diferencia,
sin embargo, no tuvo significancia estadistica
(p=0,109).

En dos series de 20 casos, ambas de 20 pacien-
tes cada una (38,39), se reporta “obstruccién
intraoperatoria” en 19 y 30% de los casos, no
explicando la etiologia.

2.2.8. ¢Tiene mayor riesgo de dafio intraope-
ratorio?

Hay tres casos clinicos publicados que dan
cuenta del riesgo de dafo al que se ve expues-
to el dispositivo con el instrumental quirargico
(7,44,45).

2.2.9. ¢Se asocia con menos efectos reflejos
de via aérea en el posoperatorio?

La utilizacién de la mascara laringea flexible re-
duce los episodios de tos, laringoespasmo, bron-
coespasmo U obstruccion en la emergencia de
cirugia (ver figura 4).

2.2.10. ¢Se asocia con menos dolor, nauseas
o vomito posoperatorio?

Probablemente no. No se logr6é confirmar la hi-
potesis de que la utilizacion de la mascara larin-
gea redujera las nauseas o el vomito inducido
por morfina (37), y no se ha disefiado ningun
ensayo clinico que evalte el impacto de su utili-
zacion en el dolor posoperatorio.

2.2.11. ¢Reduce el tiempo de utilizacion de
quiréfanos y sala de recuperacion?

Probablemente si. Un estudio retrospectivo (35)
demuestra una reduccion significativa del tiem-
po de permanencia de los pacientes en salas de
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spend in the recovery room. No study to date
has evaluated the length of the surgery.

3. DISCUSSION

3.1. Aspects of the preoperative stage

As can be expected, by being an “extraglottic” devi-
ce, the flexible laryngeal mask airway causes fewer
adverse hemodynamic effects (hypertension and
tachycardia) than the insertion of the endotracheal
tube during the induction of anesthesia. This as-
sertion may not be important in the majority of pa-
tients who undergo tonsillectomies or adenoidec-
tomies (usually ASA I children), but it is indeed an
important factor for that minority of patients with
cardiopulmonary disease.

Concerning the situation that its insertion cau-
ses less activation of the protective reflexes of the
airway during induction, there are no doubts as
to the advantages: in children, tonsillectomy and
adenoidectomy surgeries are by themselves a risk
factor for the development of laryngospasm (46).
That is why all steps that are taken to prevent its
onset should be considered.

The high proportion of displacement and obs-
truction found upon fitting the buccal retractor
(see Figure 3) can be expressed as an important
adverse factor of the laryngeal mask airway. It is
worth analyzing the results of the study that re-

¢Does the LM cause fewer incidences of cough, obstruction, spasm or
desaturation during an emergency than does the endotracheal tube?
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Figura 4. Relative risk and confidence interval-
95% risk of triggering upper airway reflexes
upon extracting the airway device.

recuperaciéon. Ningin estudio ha evaluado atn
la duracioén de la cirugia.

3. DISCUSION

3.1. Aspectos preoperatorios

Como cabria esperar, por ser un dispositivo extra-
glético, la mascara laringea flexible provoca menos
efectos hemodinamicos adversos (hipertension
y taquicardia) que la insercion del tubo endotra-
queal durante la induccion anestésica. Esto puede
no ser importante en la mayoria de pacientes que
se someten a adenoidectomia o a amigdalectomia
(generalmente ninos ASA 1), pero si es un factor
importante para aquella minoria de pacientes con
patologia cardiopulmonar.

En cuanto a que su insercion provoca menos acti-
vacion de reflejos protectores de via aérea durante
la induccién, no hay dudas de las ventajas: en ni-
nos, las cirugias de amigdalectomia y adenoidec-
tomia son por si mismas un factor de riesgo para
el desarrollo de laringoespasmo (46). Por eso todas
las medidas que se tomen para prevenir su apari-
cion deben ser consideradas.

La alta proporcion de desplazamiento y obstruc-
cion hallada al colocar el retractor bucal (ver figura
3) se expresa como un factor adverso importante
de la mascara laringea. Vale la pena analizar los
resultados del estudio que report6 la mas alta in-

¢La causa LM menos episodios de tos, obstruccion, espasmo o
desaturacion durante una emergencia que hace el tubo endotraqueal?
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ported the highest incidence of obstruction du-
ring induction (32): the obstruction cases occu-
rred in the first patients under study when the
research personnel had not yet acquired enough
experience in its use.

Once the appropriate skill to manage it correctly
had been acquired, this complication disappeared.
Acquiring the skills in the use of the flexible laryn-
geal mask airway in non-otolaryngological surge-
ries before using it in these types of procedures, is
a recommendation of the experts in the field (2).

Statistical analysis makes it clear, besides, that the
operative field is appropriate for the surgeon when
the mask has been positioned well. The only clini-
cal trial that reports the contrary (34), although it
was taken into account in the analysis, evidenced
important methodological errors such as the lack
of “ciego” [insight?] on the part of the surgeon, the
lack of a clear definition of the complications, and
a probable bias on the part of the operator (47).

3.2. Intraoperative aspects

Three important situations to be analyzed exist:
the first is that the flexible laryngeal mask airway
appropriately protects the upper airway from aspi-
ration of blood during surgery, and the contrary is
simply not true. The flexible laryngeal mask airway
is as useful as the endotracheal tube with the ball,
and superior to the endotracheal tube without the
ball as concerns the prevention of intraoperative
blood aspiration during the tonsillectomy or ade-
noidectomy. Prior to the analysis of the clinical
trials, studies with the prototype flexible laryngeal
mask airway in healthy, anesthetized volunteers
demonstrated an adequate seal of the upper airway
by the mask (48-49).

The second point involves the risk of intraoperative
laryngospasm. In the analyzed clinical trials this
complication was experienced more frequently in
patients who had been intervened with laryngeal
mask airways instead of those with the endotra-
cheal tubes, but it was not demonstrated that the
differences were significant statistically.

Although disputed in light of a recent article that
reports the laryngeal mask airway as a risk factor
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cidencia de obstruccién durante la inducciéon (32):
los casos de obstruccion ocurrieron en los prime-
ros pacientes estudiados, cuando el personal in-
vestigador atin no contaba con la suficiente expe-
riencia en su uso. Una vez se obtuvo la habilidad
suficiente para su correcto manejo, esta complica-
cién desaparecio. Adquirir habilidades en el uso de
la mascara laringea flexible en cirugias no otorri-
nolaringolégicas, antes de utilizarla en este tipo de
procedimientos, es una recomendaciéon de exper-
tos en la materia (2).

En el analisis estadistico queda claro, ademas, que
el campo operatorio es apto para el cirujano cuan-
do la mascara ha quedado bien posicionada. El
Unico ensayo clinico que reporta lo contrario (34),
aunque tenido en cuenta para el analisis, tuvo
errores metodologicos importantes como la caren-
cia del ciego por parte del cirujano, la no definicién
clara de las complicaciones y un probable sesgo
por parte del operador (47).

3.2. Aspectos intraoperatorios

Existen tres situaciones importantes por anali-
zar: la primera es que la mascara laringea flexible
protege apropiadamente la via aérea superior de
aspiracion de sangre durante la cirugia, y no es
cierto lo contrario. La mascara laringea flexible es
tan 1util como el tubo endotraqueal con balén, y
es superior al tubo endotraqueal sin balén en la
prevencion de aspiracion sanguinea intraopera-
toria durante amigdalectomia y adenoidectomia.
Previo al analisis de ensayos clinicos, los estudios
con el prototipo de la mascara laringea flexible en
voluntarios sanos anestesiados, pero no interveni-
dos, demostraron un adecuado sello de la via aérea
superior por la mascara (48,49).

El segundo punto es el riesgo de laringoespasmo
intraoperatorio. En los ensayos clinicos analizado
esta complicacion se vio mas frecuentemente en
los pacientes intervenidos con mascara laringea
que con tubo endotraqueal, pero no se demostré
que las diferencias tuvieran significancia estadisti-
ca. Aunque controvertido, ya que un reciente arti-
culo reporta a la mascara laringea como un factor
de riesgo per se (50), es cierto que el laringoespas-
mo es un fenémeno complejo donde probablemen-
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per se (50), it is true that the laryngospasm is a
complex phenomenon in which most likely an in-
adequate anesthetic depth is one of the triggering
factors more important than the airway device now
being employed (47).

Lastly, concerning the possibility of damage to the
device on the part of the surgeon, it is obvious that
in order to use the flexible laryngeal mask airway,
collaboration should exist between the surgeon
and the anesthesiologist.

3.3. Postoperative aspects

One of the advantages of using the flexible laryn-
geal mask airway in tonsillectomies and adenoi-
dectomies is that upon terminating the surgery
the extraction of the device is possible while the
patient is awake and when she or he is capable of
protecting the airway without triggering life-threa-
tening airway reflexes or reflexes that endanger
the final results of the surgery. The findings of the
meta-analysis demonstrate its overwhelming role
as protector in the event of cough, laryngospasm,
obstruction or desaturation during the postopera-
tive stage (see Figure 4).

The question that arises now is the following: How
necessary is it to routinely de-tube tonsillectomy
and adenoidectomy patients while they are awake?
The opinion of some experts is to practice it in all
the patients (8), while others opine that this deci-
sion stems from the clinical judgment of each pa-
tient, being actually necessary only in patients with
obstructive sleep apnea (10). It is not the objective
of the present study to evaluate the effectiveness of
one or the other.

Concerning the effectiveness or lack of effective-
ness in using the laryngeal mask airway in the
reduction of other postoperative events (pain, nau-
sea, vomiting) and in reducing the hospital stay in
tonsillectomy and adenoidectomy surgeries, stu-
dies designed for this specific purpose are needed.

3.4. Limitations of the study

This is the first systematic review that has been ca-
rried out on this topic. Although publications exist
that support this affirmation (51), they deal with a

te una inadecuada profundidad anestésica sea un
factor desencadenante mas importante que el dis-
positivo de via aérea que se esté empleando (47).

Por ultimo, respecto a la posibilidad de dafo del
dispositivo por parte del cirujano, es obvio que para
utilizar la mascara laringea flexible debe existir co-
laboracién entre el cirujano y el anestesi6logo.

3.3. Aspectos postoperatorios

Una de las ventajas del uso de la mascara larin-
gea flexible en amigdalectomia y en adenoidec-
tomia es que al finalizar la cirugia se permite su
retiro con el paciente despierto, cuando ya es
capaz de proteger su via aérea, sin que por ello
se desencadenen reflejos de la via aérea peligro-
sos para la vida y el resultado final de la cirugia.
Los resultados del meta-analisis demuestran su
contundente papel protector en el evento de tos,
laringoespasmo, obstruccién o desaturaciéon en
el posoperatorio (ver figura 4).

La pregunta que surge a continuacion es: ¢Qué
tan necesario es rutinariamente extubar des-
piertos a los pacientes sometidos a amigdalec-
tomia o a adenoidectomia? La opinién de algu-
nos expertos es la de llevarla a cabo en todos
los pacientes (8), mientras que otros opinan que
esta decision surge del juicio clinico de cada pa-
ciente, siendo sélo necesaria en pacientes con
apnea obstructiva del suefio (10). El objetivo del
presente estudio no es evaluar la efectividad de
una u otra conducta.

Sobre la efectividad o no de utilizar la mascara
laringea en la reduccion de otros eventos posope-
ratorios (dolor, nauseas, vomito) y en reducir las
estancias hospitalarias en cirugias de amigdalec-
tomia y adenoidectomia, son necesarios estudios
disenados con ese proposito.

3.4. Limitaciones del estudio

Esta es la primera revision sistematica que se
realiza sobre el tema. Aunque se encuentran pu-
blicaciones que dan cuenta de ello (51), se trata
realmente de una revision narrativa sin la rigurosi-
dad de la revision sistematica, y sin el ejercicio del
analisis estadistico.
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narrative review without the rigor of systematic revi-
sion and without carrying out stastistical analyses.

The main weakness of the present study is the lack
of some important articles to help with analyzing
the information, specifically two clinical trials who-
se complete texts were not accessible (29-30). No-
netheless, the reading of the summaries of these
articles does not show any differences in the re-
sults obtained. Later, probably, the information ex-
tracted from them will confirm the findings of the
present analysis. Concerning the five articles for
which the summaries or complete texts were not
available (22-26), we cannot infer anything.

CONCLUSIONS

The authors of the current paper conclude that the
flexible laryngeal mask airway is a safe and effecti-
ve option for tonsillectomies and adenoidectomies.
Its advantages can be appreciated mainly during
the induction and the patient’s emergence from
the anesthesia since it allows a superficial plan of
de-tubing without triggering adverse reflexes in the
patient. In order to overcome possible intraopera-
tive adverse events (displacement, obstruction of
the operating field, damage of the mask and laryn-
gospasm) one should be trained in its use, enjoy
the active collaboration of the surgeon as well as
maintain an adequate depth of anesthesia.
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La principal debilidad del presente estudio es la
carencia de algunos articulos importantes para
el analisis de la informacién, especificamente
dos ensayos clinicos a los cuales no se tuvo ac-
ceso al texto completo (29,30). Sin embargo la
lectura de los restimenes de éstos no muestra
diferencias con los resultados obtenidos, luego,
probablemente la informacion extraida de ellos
confirmaria los hallazgos del presente analisis.
Sobre los cinco articulos de los cuales no se ob-
tuvieron resimenes o textos completos (22-26)
no podemos inferir nada.

CONCLUSIONES

Los autores de la presente revision concluyen
que la mascara laringea flexible es una opcién
segura y efectiva en amigdalectomia o en ade-
noidectomia. Sus ventajas se dan principalmen-
te durante la inducciéon y la emergencia de la
anestesia, ya que permite una extubacion en
plan superficial sin desencadenar reflejos ad-
versos para el paciente. Para sobrepasar los
posibles eventos adversos intraoperatorios (des-
plazamiento, obstruccion del campo operatorio,
dano de la mascara y laringoespasmo) se debe
tener entrenamiento en su uso, contar con la
activa colaboracion del cirujano y mantener una
adecuada profundidad anestésica.
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Encuesta sobe la experiencia con el uso de la mascara laringea en adenoidectomia y en
amigdalectomia en Colombia

A la pregunta: ¢En su practica cémo maneja A la pregunta: ¢Si usted ha empleado la ML, qué tipo
usted la via aérea durante amigdalectomia? de méascara ha utilizado?
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Preguntas y Respuestas

“cSi usted ha usado la mascara laringea en adenoidectomia o amigdalectomia, cual ha sido su experiencia?” (n=9)

La he usado y no he tenido ningiin incidente 5
La he usado y he tenido los siguientes incidente

Laringoespasmo en cualquier momento
Necesidad de cambio a tubo endotraqueal
Incomodidad del cirujano

Desplazamiento de la mascara con el retractor
Mal manejo de la via aérea

Desaturacion sin causa reconocida

_ e NN W

“:Si usted no usa la mascara laringea en amigdalectomia o adenoidectomia, cual es (son) el (los) motivo (s)?”  (n=90)

La mascara laringea no protege la via aérea igual que el tubo endotraqueal de aspiraciéon u otras complicaciones.
La mascara laringea es incomoda para el cirujano

Existe alto riesgo de dano de la mascara laringea

La mascara laringea no se adapta adecuadamente para este tipo de cirugia

No existe experiencia en el medio

Los cirujanos (ORL) desconocen esta opciéon

La mascara laringea tiene mayor riesgo de desplazamiento durante este tipo de cirugia

No existen retractores apropiados para su utilizacion

Carencia de mascara laringea flexible

Esta contraindicada en este tipo de cirugias

Conocimiento de un caso de hipoxemia (probable broncoaspiracion) con su uso en este tipo
de cirugia en la institucién donde labora

£ O
oo n
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Ficha metodologica

Numero de encuestas diligenciadas: 99.

Cubrimiento: Bogota (30), Medellin (11), Cali (12), Manizales (12), Bucaramanga (11), Barranquilla (3), Ibagué (3), Cartagena (3), Popayan (2),
Cucuta (2), Tunja (2), Neiva (1), Armenia (1), Pasto (1), Villavicencio (1), Sincelejo (1), Venezuela (2), Ecuador (1), Desconocido (1).

Factor de ponderacion: ninguno.

Tamano y distribucion de la muestra: anestesiélogos con mas de 10 anos de experiencia (48). Anestesiélogos con menos de 10 anos de
experiencia (38). Residentes de anestesiologia (11). No registrado (2).

Escogencia de la muestra: seleccion aleatoria de participantes a congresos de Anestesia.
Personas entrevistadas: hombres y mujeres médicos anestesiologos mayores de 18 afos.
Tipo de entrevista: personal, mediante cuestionario escrito.

Analisis estadistico: valores porcentuales.

Fecha de realizacion del trabajo de campo: febrero a mayo de 2008.
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Colombia.
Question: ¢In your habitual practice, how do Question: ¢If you have used the LM what kind of
you manage the airway during tonsillectomies mask have you used?
or adenoidectomies?
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Questions and Answers
If you have used the LM in adenoidectomies or tonsillectomies, what has your experience been? (n=9)
I have used it without any incidents 5
I have used it and experienced the following inconveniences:
Laryngospasm at any time 3
Necessity of changing the endotracheal tube 2
Surgeon discomfort 2
Mask displacement with the retractor 1
Negative management of the airway 1
Desaturation due to unknown cause 1
If you do not use the LM in tonsillectomies or adenoidectomies, what is (are) the reason(s)? (n=90)
The LM does not protect the airway from aspiration and other complications as well as does
the endotracheal tube. 65
The LM is uncomfortable for the surgeon. 49
There is a high risk of damaging the LM. 15
The LM does not easily adapt to this type of surgery. 5
There is no experience in the field. 4
Surgeons do not know about this option. 3
The LM poses a greater risk of displacement during this type of surgery. 2
Appropriate retractors do not exist. 1
Lack of flexible LM. 1
It is not recommended for this type of surgery. 1

Knowledge of a case of hypoxemia (probable bronchoaspiration) with its use in this type of
surgery in the institution I work in.

Technical data:

Number of surveys taken: 99.

Coverage: Bogota (30), Medellin (11), Cali (12), Manizales (12), Bucaramanga (11), Barranquilla (3), Ibagué (3), Cartagena

(3), Popayan (2), Cucuta (2), Tunja (2), Neiva (1), Armenia (1), Pasto (1), Villavicencio (1), Sincelejo (1), Venezuela (2),
Ecuador (1), Desconocido (1).

Weighting factor: none.

Size and distribution of the sample: anesthesiologists with more than 10 years’ experience (48). Anesthesiologists with fewer

than 10 years’ experience (38). Residents in anesthesiology (11). Not registered (2).

Selection of the sample: random selection of participants attending anesthesiology conventions.
Persons interviewed: male and female anesthesiologists over 18 years of age.

Type of interview: personal, via written questionnaire.

Statistical analysis: percentile

Date of carrying out the field work: February to May, 2008.
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