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decompressed by aspiration of its contents using a 16G
needle. Approximately 150 mL of thick brown oily
fluid was aspirated, resulting in dramatic collapse of
the cyst (Figure 2). At this stage, the airway assessment
revealed normal mouth opening with a Mallampati
class 1 airway. Accordingly, it was deemed appropriate
to proceed with general anesthesia following applica-
tion of routine monitors. Following induction with
thiopentone sodium 75 mg v (5 mg-kg™!) and atra-
curium 7.5 mg v (0.5 mg-kg™), direct laryngoscopy
revealed a laryngeal grade 1 view (Cormack and Lehane
classification), and the patient’s trachea was intubated
with a # 5 oral endotracheal tube. The patient’s lungs
were ventilated and anesthesia and surgery proceeded
without incident. Following complete excision of the
lesion, the patient’s recovery was uneventful.

Although collapsing a cyst by needle aspiration is
a commonsense approach, surprisingly this technique
has not been adequately highlighted in the litera-
ture.! Only on five previous occasions has partial cyst
decompression been reported to facilitate intubation.!
This is the first reported pediatric case of complete
preanesthetic decompression of a giant sublingual
dermoid cyst.

Huge intra-oral cysts also hinder surgical access.
Therefore, extra-oral submental access, median glos-
sotomy, extended median glossotomy and mandibu-
lotomy approaches have been described.>* They
increase morbidity and are cosmetically unacceptable.
The case reported herein illustrates that preanesthetic
aspiration improves surgical access, thereby facilitating
complete transoral excision of giant cysts.

We wish to caution that necedle aspiration of cyst
is only a temporizing measure and it cannot be the
definitive treatment. Although aspiration may occa-
sionally fail due to the pultaccous nature of cyst
content,! we emphasize that it is worth attempting in
every case. We extrapolate that this technique may be
applicable in any huge cystic lesion of the oral cavity®
irrespective of its pathology.
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Modification of the LMA-Unique to
facilitate endotracheal intubation

To the Editor:

Airway management can present challenges during
conscious sedation for specialized cases performed
under regional or local anesthesia such as awake
craniotomy.’? When progressive sedation levels are
required, initially the airway can be managed with the
laryngeal mask airway (LMA; LMA North America,
San Diego, CA, USA) or the single-use LMA-Unique
(LMA-U).3 If airway protection is needed or posi-
tive pressure ventilation is required, conversion to
an endotracheal tube (ETT) may then be warranted.
Blind passage of a standard ETT through the LMAU
is rarely successful, with less than 25% success in one
series* but fibreoptic guidance may provide visualiza-
tion for intubation.® We have modified an LMA-U
and ETT to successfully secure the airway.

A middle-aged patient underwent awake crani-
otomy in right lateral decubitus position with his head
fixed in Mayfield pins. After cerebral mapping was
completed the patient was re-sedated, but he then
became increasingly restless; it was impossible to find
a balance of immobility and comfort without airway
obstruction and apneic events. A size 4 LMA-U was
inserted, allowing the patient to breath spontaneously.
After three hours, gastric contents appeared in the
anesthesia circuit, mandating endotracheal intubation
to protect the airway. The fibreoptic bronchoscope
(FOB) was advanced easily into the trachea with the
LMA-U in place. However, a bed-side trial of similar
components revealed that a suitably sized ETT could
not be advanced through the LMA-U. A larger #5
LMA was not helpful because the limiting factor was
the circuit connector. The intubating LMA could not
be inserted properly due to the patient’s position. A
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TABLE Equipment combinations for intubation through
LMA-Unique

LMA-Unique New connector — Armoured tube  “Pusher” tube

size (standard ETT) (Mallinckrodt)  (standard ETT)
3 8.5 6.0 6.0
4 8.5 6.5 6.5
5 9.0 + 2 turns 7.0 6.5

of plastic tape
ETT = endotracheal tube.

solution was found to achieve fibreoptic assisted endo-
tracheal intubation via the LMA-U. This was based
on the following components: a modified LMA-U,
armoured ETT, and a cut ETT to be used as a “push-
er”, if removal of the LMA-U was necessary.

The circuit connector plus 2—4 cm of the tube can
be cut from the LMA-U and replaced with a lubri-
cated connector from a standard size 8.5 ETT. The
LMA-U with removable connector can be inserted in
the usual fashion and used to ventilate the patient. If
endotracheal intubation is required, the LMA-U cir-
cuit connector is removed and an armoured ETT can
be advanced over a FOB into the trachea under direct
guidance. The ETT can then be used to ventilate the
patient with the LMA-U in situ (cuff deflated). The
armoured ETT is preferable because it has a more
proximal exit point for the pilot balloon, facilitating
LMA-U removal, and because it has a smaller balloon,
which deflates without kinking to allow easier passage
through the LMA-U. The Table shows the applicable
sizing for the required components.

If the LMA-U is to be removed leaving the ETT
in situ, the armoured ETT circuit connector should
be removed in advance by working a snap underneath
the seal to loosen it. The ETT connector can then be
intermittently detached as well. A “pusher” to hold
the ETT in place while removing the LMA can be
made by excising the cuff and the proximal portion of
a #6.5 ETT at the pilot balloon exit point.

In situations where the intubating LMA cannot
be used because of patient or positioning factors,
application of the LMA-U with this modification may
become especially useful to facilitate endotracheal
intubation with fibreoptic guidance. This technique
could also be potentially useful in a situation where
intubation is desired and the LMA-U is already 7 situ.
The ETT connector could be cut from the LMA-U
and replaced with the detachable connector, although
it goes against conventional wisdom to sever the con-
nector from an in-situ airway device. A limitation of
this technique is that currently available sizes (3, 4,

and 5) of the LMA-U limit maximal ETT sizes to 6.0,
6.5, and 7.0, respectively.

With this modification, the disposable LMA-
Unique can be used to assist with tracheal intubation
when transitioning from conscious sedation to general
anesthesia, or in a situation where intubation through
an LMA is the preferred option to secure the airway.
With increased use of the disposable LMA-U, this
technique may become a valuable tool in the anesthe-
siologist’s airway armamentarium.
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Does propofol suppress nitrosative stress
Auring aortic surgery in pigs?

To the Editor:

We applaud Rodriguez-Lopez et al.! for conducting a
study in a clinically relevant large animal model detail-
ing that propofol, when applied in a clinically relevant
dose, reduces the systemic inflammatory response,
renal superoxide anion production, and subsequent
lipid peroxidation during aortic surgery compared
to the volatile anesthetic sevoflurane. In their study,
the inflammatory cytokine tumour necrosis factor-
o (TNF-a) increased significantly and progressively
at 15 min after aortic declamping, reaching peak
concentrations after 72 hr in the sevoflurane group.
In contrast, post-ischemic serum concentrations of
TNF-o were significantly lower in the propofol
group. Propofol attenuation of serum levels of TNF-



