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ABSTRACT
BACKGROUND: The aim of this study is to provide an
overview on the use of the Laryngeal Mask Airway
(LMA) amongst anaesthesia practitioners in Nigeria
MATERIALS AND METHODS: This is a multicentre
questionnaire based study involving eight tertiary health
care institutions in Nigeria. The questionnaires were
administered to anaesthetists.
They were standardised open- and close-ended
questions which were completed in person. The
questionnaire was subdivided into a set of questions
which include: status of the anaesthetist; the routine use
of LMA in general anaesthesia and as a device for airway
management in difficult airway. Statistical analyses
were done by simple percentages.
RESULTS: The numbers of respondents were seventy;
38 were junior residents, 20 were senior residents and 12
were consultants. Sixty (85.7%) respondent had
personally used LMA, while 10 had never used it and
they were all junior residents. Classic LMA was most
commonly used (88%), followed by intubating LMA
(7.5%), and proseal LMA (4.5%).
Most of the respondents (67.1%) have used LMA in
difficult airway management while 10% of respondents
had used it in airway management during
cardiopulmonary resuscitation (CPR).
The reason for not using LMA routinely for general
anaesthesia was due to unavailability in 15.7% of
respondents, inexperience in 8.6% and habitual in 30%.
CONCLUSION: Airway management is a vital
discipline in the specialty of anaesthesia. The use of
LMA as an airway device in the practice of anaesthesia
in our setting is inadequate. Training, re-training and
continuous medical education of anaesthetists' very
necessary to improve our practice.
KEY WORDS: laryngeal mask airway, anaesthetist,
airway management.
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INTRODUCTION
The LMA has an established role in elective and rescue
airway management when used within operative and
non-operative settings 1-3. The relative ease of insertion
of LMA when compared with the endotracheal tube to
secure the airway, and as a ventilatory device during
anesthesia makes it an important tool in the hands of a

trained anaesthetist. When correctly inserted into the
pharynx and its cuff inflated (provides a seal against the
upper esophageal sphincter, aryepiglottic folds, and
distal epiglottis), it directs air into the trachea and avoids
insufflation of the stomach.4
Laryngeal mask airway (LMA) is a supraglottic airway
device introduced by Archie Brain in 1983 and its use
has grown tremendously with the introduction of other
variants of the device. This study therefore provides an
overview on the use of the Laryngeal Mask Airway
(LMA) amongst anaesthesia practitioners in Nigeria.
MATERIALS AND METHODS
This is a multicentre questionnaire based study
involving eight tertiary health care institutions in
Nigeria. The questionnaires were administered to
anaesthetists at a conference of Nigerian Society of
Anaesthetist, and by proxy to the various institutions in
2009. Nigeria is made up of six regions with an average
of two tertiary health care centres in each region running
a training programme in anaesthesia. They were
standardised open- and close-ended questions which
were completed in person without any inducement. The
questionnaire was subdivided into a set of questions
which include: status of the anaesthetist; the routine use
of LMA in general anaesthesia and as a device for airway
management in difficult airway and in cardiopulmonary
resuscitation. Questions on the types and sizes of LMA
available in the centres were asked. Questions related to
personal experiences with its use as well as the common
problems encountered with its use were also asked.
Statistical analyses were done by simple percentages.
RESULTS
The numbers of respondents were seventy (response rate
was 100%); 38 were junior residents, 20 were senior
residents and 12 were consultants. Sixty (85.7%)
respondent had personally used LMA, while 10 had
never used it and they were all junior residents. Classic
LMA was most commonly used 58 (88%), followed by
intubating LMA 5 (7.5%), and proseal LMA 3 (4.5%).
Eight (11.4%) respondent regularly use LMA, 15
(21.4%) often use it, while 39 (55.7%) occasionally use
it and 4 (5.7%) rarely use it.
The sizes of LMA available were 1 (n=10), 2 (n=34), 2½
(n=25), 3 (n=54), and 4 (n=52). Sizes 3 and 4 comprises
of 60.6% of the available LMA. Most of the respondents
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[n= 47 (67.1%)] have used LMA in difficult airway
management while 22 (31.4%) had never used it. Seven
(10%) respondents have used it in airway management
during cardiopulmonary resuscitation (CPR) while 63
(90%) never used it for CPR.
The reason for not using LMA routinely for general
anaesthesia was due to unavailability in 11 (15.7%)
respondents, inexperience in 6 (8.6%) and habitual in
21(30%). Other reasons given included limited
indications 3 (4.3%), inadequate airway protection 2
(2.9%), cost of propofol 4 (5.7%), and no reason was
given by 6 (8.6%) respondents. Propofol was the
preferred induction agent. The LMA was most
commonly used for adult patients 65.6% (n= 42),
paediatrics 15.6% (n= 10), and both 18.8% (n= 12). The
LMA was most commonly used for spontaneous
ventilation 74.3% (n=52), while controlled ventilation
was 11.4% (n=8), and both 7.1% (n=5). Experience with
the use of LMA was excellent in 11 respondents,
satisfactory in 47, and fair in 6, no respondent reported
any turbulence with the use of LMA. The commonest
problem encountered with the use of LMA was improper
placement (Table 1).
Table 1. Common problems with the use of LMA
Junior
Senior
Consultant
resident resident
Improper placement
7
1
2
Retching
6
1
2
Cost of propofol
1
2
1
IPPV
1
Stability
6
2
1
Laryngospasm
2
1
1
Delay recovery
1
2
Cuff blocking the glottis
1
Regurgitation/ aspiration
1
Poor seal/ leakage of
1
gasses
Total

n (%)
10 (23.2)
9 (21.0)
4 (9.3)
1 (2.3)
9 (21.0)
4 (9.3)
3 (7.0)
1 (2.3)
1 (2.3)
1 (2.3)
43 (100)

n - Number of respondents

DISCUSSION
The laryngeal mask airway (LMA) can be used in a
variety of airway management situations and is in many
circumstances an alternative to the more technically
demanding process of endotracheal intubation. Most
(85.7%) respondents have been exposed to the use of
LMA but only 11.4% use it regularly; and in centres
where it is readily available 30% respondents habitually
do not use it. The apathy toward the use of LMA could be
due to lack of proper training in the technique of its
insertion. It is suggested that effective use of the LMA
requires learning proper insertion technique in normal
patients undergoing routine surgical procedures with
5
general anaesthesia However, there is also simulator
training, ranging from low- to high-fidelity simulators,
for learning practical clinical skills 6-8. Practice on a
mannequin before attempting the technique of LMA
5,9
insertion on real patients is recommended .

In the centres under study 60.6% of the available LMA
were adult sizes and therefore LMA was most
commonly used for adult patients. The use of LMA in
paediatrics is well established and even in the neonates
10
. Three respondents gave limited indication and 6 gave
inexperience as reasons for not using LMA routinely for
general anaesthesia. This buttresses the fact that training
and workshop on the use of LMA is needed. Four
respondents opined that cost of propofol is a reason for
not using LMA routinely. Apparently propofol is
commonly used as it depresses the laryngeal reflex and
11-14
allows smooth insertion of LMA . In a resource poor
setting and poverty amongst patients, perhaps this
reason could be significant.
A good number of respondents have used LMA in
difficult airway management. The use of LMA during
anticipated and unanticipated airway difficulty provides
the anaesthetist a sure alternative to airway management
1
. The most commonly used LMA by respondents is the
classic LMA. The ILMA and proseal LMA were grossly
under-utilized. The ILMA offers the possibility for blind
endotracheal intubation in difficult to intubate patients
3,15-17
. When compared with PLMA the classic LMA is
easier and quicker to insert, but the PLMA forms a better
seal and facilitates easier and quicker orogastric tube
18
placement . There are many different types of LMA and
the advantages from using them should be explored for
better airway management 19.
It is quite unexpected that 90% of our respondents have
not used LMA for airway management during CPR.
Reported cases suggest that the LMA can provide an
effective rescue airway during resuscitation if both bagmask ventilation (BMV) and endotracheal intubation
10
(ETT) have been unsuccessful . The European
Resuscitation Council recommended the use of the
laryngeal mask airway (LMA) during CPR 20.
The LMA is a versatile airway device and can be used for
both spontaneous and mechanically ventilated patients.
Only 7.1% of our respondents used it for both purpose.
This shows gross under-utilization of LMA; hence a
continuous medical education is needed to improve on
the practice. Improper placement (insertion) was noted
as the commonest problem encountered with the use of
LMA followed by retching on the device by patients
(Table1). Adequate training is therefore needed in order
to produce an efficient and safe use of this airway device.
CONCLUSION
Airway management is a vital discipline in the specialty
of anaesthesia. The use of LMA as an airway device in
the practice of anaesthesia in our setting is inadequate.
Training, re-training and continuous medical education
of anaesthetists is very necessary to improve our
practice.
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