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19Supraglottic Airway Devices: 
Clinical Applications

Debendra Kumar Tripathy and Bhavna Gupta

Key Messages
 1. The use of supraglottic airway devices 

(SGADs) is associated with greater hemody-
namic stability, avoidance of rise in intracranial 
pressure, and intraocular pressure compared to 
tracheal intubation and extubation.

 2. SGAD can be used as a conduit for intubation. 
The ability to continue ventilation till tracheal 
intubation is accomplished is a distinct advan-
tage of SGASs in difficult airway scenarios.

 3. Most patients have a good view of the glottis 
when the fibreoptic bronchoscope is passed 
through the SGAD.

 4. Difficult airway management guidelines have 
incorporated SGAD both for backup and res-
cue indications.

 5. Removal of SGAD is associated with less 
coughing compared to extubation.

 6. Use of these devices in out-of-hospital cardiac 
arrest (OHCA) allows uninterrupted chest 
compression, improving the success rate.

 7. With the availability of appropriate size even 
for neonates and small infants, SGAD appli-
cations in paediatric patients have increased 
significantly.

1  Introduction

Supraglottic airway devices (SGADs) are used in 
various clinical settings, including anaesthesia, 
resuscitation, and intensive care (Table  19.1). 
The device can be considered as a milestone or a 
game changer in airway management. Large data 
has been developed over the last few decades. 
Reports of second-generation SADs have 
increased significantly in recent years. The vari-
ous uses of supraglottic devices are discussed in 
this chapter.
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Table 19.1 Clinical applications of SGAD in 
anaesthesia

1.  Primary airway device, alternate to endotracheal 
intubation

2.  Conduit for endotracheal intubation in difficult 
airway

3. Rescue ventilation device after failed intubation
4.  Ventilatory assist device for elective front of neck 

procedures (FONA)
5. Extubation assist device
6. Miscellaneous uses
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2  Primary Airway Device 
During Routine Anaesthesia

SGADs are being used as the primary airway 
devices in place of endotracheal tube in an 
increasingly complex and wide variety of surgi-
cal and non-surgical procedures. This has resulted 
in a paradigm shift in airway management from a 
two-choice (face mask vs. ETT) framework to a 
three-choice (face mask vs. SGAD vs. ETT) 
framework. Advantages include the ability to 
insert without relaxant, even awake with local 
anaesthesia, greater hemodynamic stability, 
avoidance of rise in intracranial pressure, and 
intraocular pressure compared to tracheal intuba-
tion [1]. The use of SGAD is relatively quickly 
learned by medical and paramedical personnel, 
further broadening the indications [1].

SGADs play multiple roles in airway man-
agement incuding conduit for intubation, as a 
bridge to extubation, airway rescue in pre- and 
in- hospital environments, definitive device in 
elective and emergency anaesthesia, spontane-
ously breathing and ventilated patients [1]. 
Prerequisites for using SGAD as the primary 
device are adequate fasting status, supine posi-
tion, non- laparoscopic surgery, duration of not 
more than 4 h, and surgeries away from the air-
way region. Contraindications for the use of 
SGAD are listed below (Table  19.2) most of 
which are relative. SGADs are also used in 
patients with difficult airway (DA) (Fig. 19.1), 
electively instead of endotracheal tubes. 
However, this statement is guarded because DA 
can be both an indication as well as a contrain-
dication for SGADs, depending on the proce-
dure and clinical judgement.

Insertion techniques of SGADs follows cer-
tain broad principles common to all and few spe-
cific instructions pertaining to individual designs.

 1. Device is chosen based on the procedural and 
patient requirement and familiarity. For exam-
ple, for a short procedure in the lower limb, 
with no need for muscle relaxation, any 
SGAD is acceptable, including cLMA 
whereas if procedure is laparoscopic chole-

Table 19.2 Contraindications for SGAD use

1. Full stomach
2. Head and neck surgery
3.  Long duration surgery and anticipated significant 

blood loss
4. Major laparoscopic procedures
5. Obstetric airway management
6. Difficult airway
7. Positions other than supine or lateral
8. Planned postoperative ventilation

Fig. 19.1 Difficult SGAD insertion

D. K. Tripathy and B. Gupta



307

Table 19.3 Predictors of difficult supraglottic device 
insertion

R—Restricted mouth opening
O—Ubstruction of the airway
D—Disrupted or distorted airway
S—Stiff lung or cervical spine, requiring higher 
airway pressure, and risk of instability respectively

cystectomy, only second generation device 
like ProSeal LMA or iGel is desirable.

 2. The presence of any predictors of difficult 
SGAD insertion such as restricted mouth 
opening and altered anatomy of neck and face 
post-surgery, due to syndromes, infections, 
neoplasm, or irradiation, should be looked for 
[Table 19.3].

 3. Preparation of the device and insertion tech-
niques, position confirmation for individual 
devices are described in Chap. 6.

 4. Laryngeal mask airways were initially 
designed for peak pressures below 
20  cmH2O, and multiple studies have also 
shown that peak pressures between 15 and 
20 cmH2O result in a limited leak and gastric 
insufflation. The LMA ProSeal was created 
for use with higher ventilation pressures (the 
cuff has a posterior extension to provide a 
“true seal”), and will generally allow peak 
airway pressures of up to 30  cmH2O.  In a 
meta-analysis by Sang et  al., 26 studies 
involving 2142 patients undergoing laparo-
scopic procedures with 8 different supraglot-
tic devices were analysed and it was found 
that oropharyngeal leak pressure (OLP), 
peak inspiratory pressure (PIP), were highest 
in Ambu AuraGain before pneumoperito-
neum and I-gel after pneumoperitoneum. 
Gastric tube insertion success rate was high-
est in LMA Supreme [2].

 5. Attempting to insert a SGAD several times 
increases the likelihood of airway damage. A 
total of three SGAD insertion attempts are 
recommended: two with the desired second- 
generation system and one with an alternative. 
After failed first attempt, size of the device 
can be changed, usually to one size higher. 
Bougie-assisted PLMA placement has been 

said to improve first-time placement [1, 3]. 
The introducer tool approach offers a better 
fibreoptic view of the cords via the PLMA, 
but bougie-assisted positioning provides bet-
ter alignment of the drain port. A high success 
rate has been recorded for fibreoptically 
driven tracheal intubation using the i-gel. 
Second- generation SGADs have been identi-
fied that are specifically designed to make tra-
cheal intubation easier, but data on their 
efficacy is poor.

3  Condiut for Intubation 
in Difficult Airway

Supraglottic airway devices provide a conduit for 
intubation while maintaining ventilation so that 
oxygenation is not interrupted and depth of 
anaesthesia can be maintained [Fig. 19.2(1–9)]. 
However, not all devices are ideal for this pur-
pose. Ambu Aura I, LMA supreme, Air-Q mask, 
LMA classic Excel are some of the examples of 
devices which are preferred for intubation, 
whereas LMA classic, iGel, Baska mask airway, 
etc. are not suitable [3]. Fibreoptic-guided intu-
bation, with or without using Aintree Intubation 
Catheter, is the most preferred technique. Blind 
intubation is strongly discouraged unless there is 
no alternative available, as both risks of failure 
and trauma are higher [4].

Although successful fibreoptic-guided intuba-
tion of a difficult airway has been reported using 
other supraglottic airway devices such as the 
LMA Classic, LMA ProSeal, and LMA Supreme, 
there is insufficient robust evidence to show that 
such devices are superior to the LMA Fastrach 
[5, 6]. A number of design features limit individ-
ual SGADs’ ability to function as effective con-
duits for ETT placement. To keep the epiglottis 
from falling back into the shaft, cLMA has bars 
on the pharyngeal bowl. This creates a mechani-
cal barrier to the easy passage of the fibreoptic 
bronchoscope and ETT. A substantial amount of 
published data exists on using the “gold-standard 
LMA Fastrach” for blind intubation via a SGAD 
in patients with difficult-to-manage airways.
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Fig. 19.2 SGAD as conduit for intubation. 1—prepara-
tion of fibreoptic device, 2 and 3—denotes fibreoptic 
placement inside oral cavity and ascertaining that the epi-
glottis is not folded, we don’t require step 1–3 in all cases, 
4—denotes the insertion of supraglottic device (I gel no 4) 
over which air way exchange catheter is rail-roaded, 5—

denotes removal of supraglottic device and air way 
exchange catheter is in situ (6), 7—denotes the placement 
of no 8—size endotracheal tube over air way exchange 
catheter, and 9—removal of airway exchange catheter and 
confirmation of accurate endotracheal tube placement

A meta-analysis included 16 randomized con-
trolled trials with a total of 2014 patients to eval-
uate the efficacy of SGAD devices as a method 
for unassisted tracheal intubation. LMA-CTrach, 
LMA-Fastrach, Air-Q, i-gel, CobraPLA, Ambu- 
Aura, and single-use LMA were among the 
SGAD devices evaluated. According to the 
Supraglottic airway devices as a strategy for 
unassisted tracheal intubation (SUCRA), the 
LMA-CTrach (which provides video-assisted 
tracheal tube guidance), single-use LMA- 
Fastrach, and LMA-Fastrach are the three best 
SGADs for unassisted tracheal intubation [4, 7].

3.1  Supraglottic Airway Devices 
for Blind Tracheal Intubation

Blind insertion of the ETT through a SGAD may 
be indicated in certain clinical scenarios and has 
been reported to have success rates of 50–97% 
with several SGADs [8]. There is insufficient evi-
dence to support generalising individual SGAD 
success rates with intubation in emergency. When 
inserted through most first-generation devices, 
the pharyngeal anatomical dimensions favour 
passage of the ETT into the oesophagus rather 
than the trachea whereas the air-Q and intubating 
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LMA, Fastrach have design advantages that may 
improve blind tracheal intubation success rates. 
In a study comparing the LMA Fastrach and the 
air-Q, successful blind intubation after 2 attempts 
was achieved in 75 out of 76 (99%) of LMA 
Fastrach patients versus 60 out of 78 (77%) of 
air-Q patients [8]. Another study comparing blind 
tracheal intubation with the i-gel versus the LMA 
Fastrach found that 69% of patients with the i-gel 
and 74% of patients with the LMA Fastrach suc-
ceeded on the first attempt [9].

3.2  Supraglottic Tracheal 
Intubation Using Fibreoptic- 
Guided Airway Devices

The majority of patients have a good view of the 
glottis when the fibreoptic bronchoscope is 
placed into the SGAD.  Intubating SGADs have 
features that aid or increase endotracheal intuba-
tion success rates. Design aspects of the ILMA 
include latex-free materials, V-shaped-guiding 
ramp for facilitating tracheal intubation towards 
glottic opening, and epiglottis elevating bar to 
displace epiglottis as tracheal tube emerges from 
mask aperture. Intubation through the SGAD 
with a flexible intubating scope (FIS) [9] has 
higher success rates than blind attempts. When 
the ideal ETT’s diameter is too large to pass 
through the LMA, a two-stage technique involv-
ing the use of an Aintree intubation catheter 
(AIC) is recommended. Once AIC is passed into 
the trachea, SGAD is removed and endotracheal 
tube rail-roaded. AIC being hollow allows oxy-
gen administration and can be used for jet venti-
lation in emergency.

ILMA, specifically designed for difficult air-
way, provides effective ventilation in 97–100% 
of patients in both  anticipated and unanticipated 
DA [5, 6]. Many other SGADs including ProSeal 
LMA, Supreme LMA, the i-gel, Ambu-i, the Air-
Q, CobraPLA, and CobraPLUS, have also found 
to provide effective ventilation in DA, in case 
reports or series (level 4). The Laryngeal Tube, 
which was intended for emergency ventilation, 
also has been successfully used in the operating 

room for difficult airway control in elective adult 
and paediatric cases [10]. Langenstein and 
Moeller compared the chances of success for 
ventilation through the cLMA and the ILMA in 
patients with difficult-to-intubate tracheas: effi-
cacy was similar, with 92%and 93% success, 
respectively [11]. Similarly, there was no sub-
stantial difference in terms of effective ventila-
tion between both the single-use ILMA and the 
i-gel in two RCTs. Though several newer SGADs 
have evidence of effective ventilation in patients 
with difficult airways, superiority of any one 
device over others has not been proved. Often, 
SGAD blind intubations fail due to device orifice 
misalignment with the glottis or, more com-
monly, because a tube or introducer passed down 
the SGAD exits the ventilation orifice posteriorly 
and enters the oesophagus. With the exception of 
those specifically designed for intubation, most 
SGADs require fibreoptic guidance to increase 
the rate of effective intubation above 15%, 
including in patients with normal airways 
[12–15].

Finally, supraglottic airway device ventilation 
can be converted to endotracheal tube ventilation 
using a retrograde technique in which a guide-
wire is passed through cricothyroid membrane 
(CTM), directed cranially through the supraglot-
tic airway device, and used to guide an obturator 
anterograde via the proximal end of the device 
and then out through the distal end, that can then 
be used to direct the placement of an endotra-
cheal tube [16].

Regarding removal of supraglottic device pos-
tintubation is specific for Fastrach LMA and 
include following simple steps; (1) deflate the 
cuff completely while keeping the ETT cuff 
inflated, (2) tap or swing device handle around 
the chin caudally, (3) slide the device of the phar-
ynx and into the oral cavity, using the curvature 
of the airway tube as a guide, (4) apply counter 
pressure to the ETT with the finger, (5) remove 
the ETT connector and insert the Stabilizer Rod 
to hold the ETT in position until the proximal end 
of the ETT is in level with the proximal end of the 
airway channel, (6) when the LMA Fastrach cuff 
is clear of the mouth, remove the LMA Stabilizer 

19 Supraglottic Airway Devices: Clinical Applications



310

Rod while keeping the ETT in place to avoid 
accidental dislodgment, and (7) replace the ETT 
connector and ventilate [17].

4  Rescue Device in Difficult 
Airway

An SGAD can be used as a rescue device to man-
age a difficult/failed mask ventilation, failed intu-
bation, and failed oxygenation. These are in 
addition to the indications as elective primary 
airway device and conduit for intubation. 
Furthermore, SGAD is used for oxygenation and 
as a conduit for FOB during elective or  emergency 
front of neck procedures. Once inserted and 
patient condition improves, surgery can be pro-
gressed with SGAD as the primary airway device 
or the patient can be woken up.

By establishing ventilation and/or allowing 
intubation through the device following failed 
intubation attempt(s), the SGAD can serve as an 
airway rescue device. If SGAD is used as a res-
cue device for ventilation after induction of 

anaesthesia, the decision must be made whether 
to continue the procedure using the SGAD, 
attempt endotracheal intubation using the SGAD 
as a conduit, or awaken the patient, depending on 
the clinical situation. Supraglottic airway devices 
play a role in the management of patients with 
difficult airway [Fig. 19.3] and are included in 
almost all airway guidelines (Fig. 19.4).

4.1  Rescue Airway: Difficult 
Intubation, Failed Intubation, 
Cannot Intubate, and Cannot 
Ventilate

In the initial stages, recognition of the LMA’s 
role in difficult airway management influenced 
clinical acceptance of SGAD technology. They 
could be lifesaving when both mask ventilation 
and intubation have failed. NAP4 findings have 
led to recommendations for second-generation 
SGADs to be available always for emergency as 
well as elective airway management and empha-
sised on education and practice to develop and 

Fig. 19.3 SGAD insertion in a case of difficult airway secondary to reconstructive surgeries there was hardly 2 cm 
mouth opening. An i-gel size 2.5 was secured via the lateral side of the mouth [18]
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Plan A – Face mask ventilation and intubation

Plan B – maintaining oxygenation and SGA insertion

Plan C – face mask ventilation

Plan D – emergency front of neck access-
Cricothyroidotomy

Fig. 19.4 Difficult 
airway guidelines 
reflecting the vital role 
of supraglottic airway 
device. (Modified from 
DAS guidelines). SGAD 
supraglottic airway 
device

retain competence. SGAD insertion and the posi-
tioning both of first- and second-generation 
devices are hindered by cricoid pressure, which 
reduces hypopharyngeal space. If laryngoscopy 
was difficult, During Plan A, cricoid pressure 
should be reduced or released during SGAD 
insertion if there is no regurgitation. Second- 
generation SGADs should always be preferred 
due to the superior protection they provide 
against aspiration.

5  Ventilatory Assist Devices 
for Elective/Emergency Front 
of Neck Access

Supraglottic airway device can be used for venti-
lation if face mask is ineffective during emer-
gency front of the neck procedures (eFONA). It 
can also be used to facilitate ventilation during 
elective procedures, especially when relaxant has 
been used and provides as a conduit for fiber-
scope during FONA. The main objective of air-
way management is to ensure alveolar 
oxygenation. eFONA is the last lifesaving step in 
airway management, used to reverse hypoxia and 
prevent brain injury, cardiac arrest, and death 
[14]. A second-generation supraglottic airway 
device with large-bore gastric access might very 
well enable egress or suctioning, but it may not 
offer additional efficient aspiration protection. 
Intubation via a supraglottic airway device in a 
bleeding airway has been defined as “blind” (i.e., 

without the assistance of a flexible, optical endo-
scope) and might even be considered as a last 
desperate measure prior to emergency FONA.

6  Extubation Assist Device

To minimize the hemodynamic response, cough-
ing and or manage airway hyperreactivity, 
SGADs can be used for deep extubation. It can be 
either placed after removal of endotracheal tube 
or placed behind the tube (Bailey manoeuvre) as 
it is being removed. SGAD can be removed when 
patient is fully awake either in the operating room 
or in the recovery. This is one of the recommen-
dations of DA guidelines for extubation.

Raveendra et al. also identified a novel tech-
nique for establishing a bridging SGAD in a 
patient with a difficult airway using an airway 
exchange catheter [19]. The exchange catheter 
was inserted into the airway tube lumen of a 
size-3 LMA-ProSeal and the LMA was intro-
duced into the pharynx without the use of a metal 
introducer. The LMA-ProSeal was attached to an 
elbow connector with a bronchoscopy port, with 
the proximal end of the exchange catheter pro-
truding through the port. The exchange catheter 
was removed after a standard capnography wave-
form confirmed proper positioning of the LMA- 
ProSeal and no cuff leak. The patient was then 
allowed to awaken from anaesthesia, after 
resumption of spontaneous efforts and ProSeal 
LMA was removed without any bouts of cough-
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ing. The ETT would have been reintroduced over 
the exchange catheter, accompanied by a tradi-
tional extubation procedure, if either positive 
pressure or spontaneous ventilation through the 
LMA-ProSeal had been insufficient.

During the Bailey manoeuvre, various SGADs 
such as the classic laryngeal mask airway (LMA) 
and the Ambu laryngeal mask have been mentioned 
in the literature. ProSeal LMA was compared to the 
I-gel supraglottic airway for ease of insertion, 
proper positioning, and haemodynamic responses 
during the Bailey manoeuvre in a study by et al. 
The I-gel (41/50 patients requiring a single attempt 
with no resistance at insertion) had a higher ease of 
insertion than the ProSeal LMA (39/50 patients 
required a single attempt with no resistance at 
insertion), which was statistically comparable. The 
I-gel revealed the glottis more clearly than the 
ProSeal LMA (92% in group II and 66% in group I 
had Brimacombe scores of III or IV), which was 
statistically relevant (p <0.05) [20].

7  Supraglottic Airway Devices 
in the Pre-hospital Airway 
Management

Potentially every airway in the pre-hospital set-
ting is difficult. In such situations, SGADs can 
complement or replace either face mask or endo-
tracheal tube or both. Emergency team members 
including nonanaesthesia medical professionals 
may be more comfortable with using an SAD 
rather than intubating a patient in an out of hospi-
tal setting with multiple limiting factors. Although 
several supraglottic devices, including the LMA 
Classic, LMA Supreme, LMA Fastrach, and 
i-gel, have been considered for pre-hospital air-
way management, there is no strong evidence to 
support the routine use of any one device over the 
others. The benefits of SGADs over face mask 
and tracheal intubation are summarised in 
Table 19.4.

Once the supraglottic airway is in place, it can 
be used as a conduit for endotracheal intubation 
using one of several techniques. Some SGADs 
(for example, i-gel, LMA Fastrach, air-Q, and 
LMA Protector) allow for the direct passage of 

an endotracheal tube (ETT). However, intubation 
through SGAD is an advanced airway technique 
requiring specific knowledge and expertise and 
can involve transient apnoea. Furthermore, flexi-
ble video endoscope is never used in pre-hospital 
settings and blind technique is even more poten-
tially harmful. Teamwork and assistance for such 
a procedure is unlikely in those settings. Second- 
generation SADs are preferred and are more 
effective with respect to insertion, stability, venti-
lation, and protection.

The use of a SGAD in an OHCA allows for 
constant cardiac compressions without the need 
for pausing ventilation. This could be a contribu-
tory factor in improving the outcome. A meta- 
analysis by Barr et al. showed the second-generation 
devices to be safe and feasible as alternate airway 
devices, even for first responders and particularly 
in developing EMS systems [21].

8  SGAD and Special Patient 
Groups

8.1  Patients 
with Gastroesophageal Reflux 
Disease (GERD)

In patients with severe SGAD is not an ideal 
choice for general anaesthesia and is reserved 
only as a rescue device in failed intubation. 
However, they can be used in patients with mod-

Table 19.4 Advantages of SGADs over face mask venti-
lation and tracheal intubation

Benefits over face 
mask ventilation Benefits over tracheal intubation
Higher rate of 
successful 
ventilation

Higher rate of successful 
ventilation

Higher tidal volume Easy to insert
Reduced fatigue 
(hands free)

Can be done by paramedics

Less gastric 
insufflation

Can be done without 
interrupting chest 
compressions during CPR

Less risk of 
aspiration
Use of an automated 
ventilator possible
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erate GERD, on proton pump inhibitors (PPIs). 
Always, second-generation devices with gastric 
drainage should be used to provide maximum 
protection against aspiration. Currently, the most 
sensitive technique for detecting reflux events is 
multichannel intraluminal impedance-pH 
(MII-pH) monitoring, which incorporates several 
impedance channels with traditional pH catheters 
[22]. Using MII-pH monitoring along with 
SGAD-based general anaesthesia can aid in 
detecting ongoing reflux/regurgitation in patients’ 
oesophagus during the perioperative period [22].

8.2  Paediatric Patients

Age is no contraindication per se for using supra-
glottic airway device as appropriate size devices 
are available even for neonates. Insertion in chil-
dren can be blind, bougie-guided, suction 
catheter- guided, or laryngoscopy-guided. 
Guidelines also recommend the use of second- 
generation SGADs in children with unexpectedly 
difficult airways. SGAD fitting and seal are con-
firmed to be as important in paediatric patients as 
they are in adult patients. In a study of children 
aged 1 month to 12 years, it was discovered that 
the I-gelTM had a significantly higher OPLP in 
the supine and lateral positions than the 
ProSealTM LMA. OPLP decreased significantly 
when the position was changed from supine to 
lateral in both I-gelTM and ProSealTM LMA 
groups, resulting in tidal volume loss. In both 
I-gelTM and ProSealTM LMA, the percentage 
reduction in OPLP from supine to lateral was 
comparable [23, 24].

The LMA has also been used in neonates 
affected by malformations of the upper airway in 
emergency situations and during laryngoscopy 
and bronchial endoscopy. In particular, the LMA 
has proved useful in neonates affected by multi-
ple congenital arthrogryposis and micrognathia, 
and patients with bronchopulmonary dysplasia 
undergoing cryotherapy for retinopathy of the 
prematurity for ventilation [25].

8.3  Obese Patients

Obese patients are more likely to have difficult 
airway, including difficulty with SAD use. They 
frequently require higher peak airway pressures, 
putting them at a higher risk of inadequate venti-
lation with an SGAD, leak around the device, and 
gastric insufflation. A systematic review compar-
ing the use of the LMA ProSeal versus placement 
of an endotracheal tube (ETT) for patients with 
obesity (BMI >30  kg/m2) found that the leaks 
were more common around the laryngeal mask 
airway (LMA), and approximately 4% of patients 
had their LMA replaced with an ETT due to poor 
placement. There were no serious complications 
or cases of aspiration, and postoperative hypox-
emia (O2 saturation 92%) was less common with 
LMA use.

As a rule, SGADs are avoided for obese 
patients (a) with BMIs greater than 35 kg/m2, (b) 
surgery lasting more than 90 min, (c) lithotomy 
position, and (d) limited access to airway during 
the procedure. These are not, however, absolute 
guidelines, and the selection of an airway device 
in a specific patient is a matter of clinical experi-
ence and judgement [26]. Role in rescue airway 
management remains the same as nonobese 
patients. Exceptions are made based on clinical 
experience and judgement (Fig. 19.5).

Fig. 19.5 An obese patient with a supraglottic device (I 
gel) and under anaesthesia
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8.4  Prone Positioning

SGADs have been used in the prone position for 
patients undergoing surgery, both for planned air-
way management and as rescue devices [27]. In 
some cases, patients are positioned prone prior to 
anaesthesia induction and SGA placement. The 
time from induction to incision is reduced, less 
manpower is required for positioning, and the 
time to extubation at the end of surgery is usually 
shorter than when an ETT is used. The patient 
can confirm that the neck and head positions are 
comfortable by self-positioning. There may be a 
lower risk of injury to the patient or operating 
room personnel, as well as a lower risk of dis-
lodging intravenous (IV) lines or the airway 
device, compared to prone positioning after 
induction. Self-positioning may result in fewer 
hemodynamic changes than the prone position.

Limitations and disadvantages include the need 
for higher airway pressures may be required for 
positive pressure ventilation (PPV), increasing the 
risk of inadequate ventilation, leak, and/or gastric 
insufflation. In the prone position, the LMA pro-
vides a less secure airway than an ETT, and 
manipulation or replacement may be more diffi-
cult, if not impossible. Hence, ideally, the use of 
SGAD in prone position should be selected with 
lot of discretion based on experience and with 
preparation for managing potential perioperative 
complications. A retrospective review of 245 cases 
in which the LMA ProSeal was placed prone 
revealed that the LMA was used successfully in all 
patients with no complications. Cuff inflation 
should be limited to 40 cmH2O or the minimum 
volume required for an adequate seal [27].

9  Contraindications for Use 
of SGADs

Given that the most serious complications associ-
ated with SGADs are ventilatory failure, aspira-
tion, displacement, and interference in surgical 
procedures. Consequently, contraindications 
include patient factors that increase these risks. 
Obesity and obstructive airways disease increase 
the risk of device failure due to inadequate venti-

lation, whereas active gastroesophageal reflux, 
intestinal obstruction, hiatal hernia, trauma, and 
intoxication increase the risk of aspiration. 
Patients who have sustained traumatic airway 
injuries are more likely to experience complica-
tions from SGAD placement. Many contraindi-
cations are relative where use of SGAD depends 
on the clinical judgement [28, 29].

10  Conclusions

SGADs have enhanced the safety and quality of 
airway management in both normal and difficult 
airways across the patient population. It has been 
successful in reducing the dependence on endo-
tracheal tube in more than 50% of surgeries 
worldwide. With excellent safety profile, ease of 
insertion, better tolerance, and simplicity of the 
device, supraglottic airway management has 
become a standard routine when there exist no 
contraindications. It is essential, from the patient 
safety perspective, that anaesthesiologists, other 
clinicians, and paramedical professionals must 
have appropriate training in the use of these 
devices.
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