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ABSTRACT

PURPOSE: LMA Ambu AuraGain is a newer second-generation supraglottic airway device (SAD) with very limited number of clinical studies
done on it. Further studies are required comparing it with various other SADs like LM A proseal for efficacy and safety.

METHODOLOGY: One hundred and twenty ASA I1&I1 patients scheduled for elective surgeries under general anaesthesia who received LMA as
an airway conduit during the study period were included. Two second generation LMAs - LMA Proseal (Group P, n=60) and LMA Ambu AuraGain
(Group A, n=60) were assessed for clinical efficacy in terms of ease and time required for insertion, ease of passing gastric tube and airway sealing
pressures (OLP). At the end of surgery patients were evaluated for airway trauma and device related airway morbidity.

RESULTS: LMA Proseal was significantly easier to insert compared to Ambu AuraGain however numbers of attempts required to achieve
effective airway were similar. Time taken to provide an effective airway was less in Proseal (group P; 16.75 £3.02 and group A; 20.5+3.88) p
(<0.05). OLP was significantly less in LMA Proseal at Smin (group P; 23.85+1.94, group A; 25.37+1.37) p (<0.05). There was no significant
difference in passing gastric tube and airway trauma between both groups. However, airway morbidity associated with Ambu AuraGain was
significantly more than that with Proseal (p=0.0062).

CONCLUSION: The second generation LMAs- Both Ambu AuraGain and Proseal can be used safely and effectively in patients undergoing
general anaesthesia. Proseal is easier to insert compared to Ambu AuraGain and later had better OLP. Airway trauma was minimal and similar in
both the devices but Airway morbidity was found to be significantly more with the Ambu AuraGain.
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INTRODUCTION

In spite of tremendous advances in contemporary anaesthesia practice,
airway management continues to be of paramount importance to
anaesthesiologist. Till date, the cuffed endotracheal tube was
considered as gold standard for providing a safe glottic seal.
Respiratory morbidities are the most common anaesthesia related
complications, following dental damage during endotracheal
intubation[1-4].

Dr Archie Brain a British anaesthesiologist, for the first time
introduced the laryngeal mask airway designed to be positioned
around the laryngeal inlet that could overcome the complications
associated with endotracheal intubation, and yet be simple and
atraumatic to insert. Careful observations and clinical experience have
led to several refinements of Brian's original prototype leading to
development of newer supraglottic airway device with better [5,6].

Proseal laryngeal mask airway has a dorsal cuff, in addition to the
peripheral cuff of LMA, which pushes the mask anterior to provide a
better seal around the glottic aperture and permits high airway pressure
without leak. The drain tube parallel to the ventilation tube permits
drainage of passively regurgitated gastric fluid away from the airway
and serves as a passage for gastric tube[7].

Anew laryngeal mask airway, LMA Ambu AuraGain allowing gastric
drainage has become available for clinical use. The LMA Ambu
AuraGain is a latex free laryngeal mask airway, made of medical grade
PVC (Poly vinyl chloride). The firm, elliptical and anatomically
shaped airway tube facilitates easy insertion, without placing fingers in
patient's mouth or requiring an introducer tool for insertion. It enables
passive drainage or active drainage of gastric contents independent of
ventilation with significantly lower postoperative pharyngolaryngeal
morbidity [8-12]

The main aim of this study was to evaluate the clinical efficacy of two
second generation LMAs- Proseal LMA and LMA Ambu AuraGain for
ease of insertion and oropharyngeal leak pressure in anaesthetized and
paralyzed adult patients undergoing elective surgeries.

OBJECTIVES:
PRIMARY OBJECTIVE:
To evaluate the efficacy of LMA Proseal and LMA Ambu AuraGain in

terms of ease of insertion, time required for insertion and
oropharyngeal leakpressure(OLP).

SECONDARY OBJECTIVES:

To assess ease of passing gastric tube, device related upper airway
complications like airway trauma and morbidity in terms of posto
perative sore throat, dysphagia, dysphonia and hoarseness of voice.

MATERIALS & METHODS

It was a human based, clinical, observational and longitudinal, single
centre, open, prospective study conducted in the department of
Anaesthesiology, Kokilaben Dhirubhai Ambani Hospital & Research
Institute, Mumbai.

INCLUSION CRITERIA

1. Patientsaged 18-60 yrs.

2. Americansociety of anaesthesiologist's (ASA) grades I and I1.
3. Scheduled for elective surgery under general anaesthesia.

EXCLUSION CRITERIA

1. Mouth opening <2 cm

2. Body mass index (BMI)>30 kg/m2

3. Upperrespiratory tract infection

4. Increased risk of aspiration (Gastro oesophageal reflex disorder,

hiatus hernia and pregnancy)

5. Need for high airway pressures (COPD patients, Asthma)
6. Cervical spine fracture or instability.
7. History of allergy to one or more drugs and latex

SAMPLE SIZE AND TECHNIQUE:

Based on studies conducted by Tomas Henlin et al. and Surgenor HL et
al., it was found that, Insertion successes rate of LMA Proseal was
97.00% and LMA Ambu AuraGain was 96.25%. For our sample size
considering the same Insertion successes rate with 5% level of
significance at 95% confidence level. It was estimated that a minimum
of total 101 patients {i.e. for LMA Ambu AuraGain group required
LMA-A= 56 patients and LMA Proseal group, LMA-P=45 patients)
were needed for this study.

[Z2+p(1—p)

N=
eZ

Proportions Formula was used to calculate sample size: Considering
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the average number of SADs used per day in the department, we
decided to include rounded sample of n= 60 consecutive patients in
each group. A total of 120 patients undergoing elective surgery, who
were satisfying the selection criteria were enrolled and observed
during the study period of 6 months.

METHODOLOGY:

All patients underwent pre-anaesthetic check up, routine investigation
(Haemoglobin, Complete blood count, renal function test, chest-X ray,
Electrocardiogram). All patients were pre-medicated with Tab.
Pantoprazol 40 mg and their medications as per their systemic diseases
like hypertension, hypothyroidism etc. on the day of surgery in
morning.

On the day of surgery, after taking intravenous access, applying
appropriate monitors and pre-oxygenation patient was pre-medicated
with IV Gycopyrrolate 0.004mg/kg, IV Midazolam (0.03mg/kg) and
IV Fentanyl citrate (2mcg/kg). Induced with IV Propofol 2-2.5mg/kg
till the loss of response to verbal commands and relaxation of jaw
.After confirmation of adequacy of mask ventilation, muscle
relaxation achieved with atracurium (0.5-1mg/kg) followed by LMA
insertion according to the manufacturer's instructions.

To avoid inter-user bias, LMA's introduced by a qualified, well
experienced anaesthesiologist having a minimum experience of 5
years in the technique of LMA insertion was considered for the study.
The patient's head was placed in 'sniffing the morning air' position. The
lubricated device (LMA Ambu AuraGain- group A; LMA Proseal-
group P) was grasped along the integral bite block and introduced into
the mouth in the direction towards the hard palate and was glided
downwards and backwards along the hard palate until definite
resistance was felt and cuff inflated . The device was connected to
breathing circuit and patient ventilated manually. LMA cuff will be
inflated with manufacturer's recommended volume of air and pressure
will be measured and adjusted to a pressures between 40-50 cm of H20
notallowing to go beyond 60cm of H20[13-17,18].

After proper insertion, correct placement of the devices will be

confirmed by:

1. Adequate chest wall expansion on manual ventilation.

2. Square wave capnography.

3. Expired tidal volume of more than 8 ml/kg.

4. No audible leak from the drain tube with peak airway pressure
(PAP) less than 20 cm H20.

A leak below 20 cm H20 will be taken as significant and will be
suggestive of malposition. In this case the SAD will be repositioned in
the airway using different manoeuvres like flexion or extension of the
neck, jaw thrust and \ or chin lift. The device is secured with adhesive
tape. Total time taken for insertion (time from picking up the device
until attaching it to the breathing system and first eTCO2 trace on
monitor in seconds) is noted [ 19-24].

Number of attempts taken to insert is noted. Maximum 3 attempts will
be allowed to insert LMA, failing which endotracheal tube will be
inserted.

Criteria for failure to insert the SAD [25-28].
Failure to place the SAD in 3 attempts
Respiratory obstruction.

Persistent audible oropharyngeal leak
Insufficient ventilation (EtCO2 >40mm of Hg)
Maximum expired tidal volume <6ml/kg

SRl

Also anytime during the course of surgery if ventilation problems are
encountered then the SAD will be repositioned to achieve effective
ventilation. If adequate ventilation is not achieved even after
repositioning then in this case the SAD will be removed immediately
and mask ventilation will be resumed and after 3 mins of ventilation
appropriate sized endotracheal tube will be inserted under direct
laryngoscopy and checked using square wave capnography and
adequate chest expansion and will be secured.

Ease of passing gastric tube is assessed qualitatively in terms of easy
Jdifficult or failed by inserting a maximum recommended size i.e. 16G
,60cms beyond the proximal end.

DATA COLLECTION TECHNIQUE:
All data were collected in study proforma, meeting the objectives of

the study for each patient and the parameters measured were defined as

follows:

1. Ease of insertion graded subjectively on a scale from 1 to 4 (1=no
resistance, 2=minimal resistance, 3=moderate resistance,
4=unable to place the device).

2. Time of insertion — time from insertion of the intubating device
into the mouth, to time of confirmation by bilateral symmetrical
chest movement, square waveform on capnograph and normal
SpO 2 (>95%).

3. Anairway leak test is performed at 5 min after insertion; pressure
limit is set to 40 cm H20, the APL valve is fully closed, and air
flowis setto 3 L.min—1. Oropharyngeal leak pressure is defined as
the pressure inside the system when the first sounds are audible
above the larynx using a stethoscope.

4. Ease of insertion of gastric tube assessed qualitatively as easy,
difficult or failed.

5. Airway trauma is assessed by presence of blood on LMA and
traumato lip, teeth or tongue.

6. Post-operative sore throat, dysphagia, dysphonia and hoarseness -
graded as present or absent.

RESULTS
Table 1. Comparison of various variables between Ambu
AuraGain & Proseal cases

- Second -
Variables generation LMA Mean 5D |Median | 1OR
Age(years)A | AmbuAuraGain | 3673 | 950 | 3550 |17.75 | 0512 | os0s
Proseal 37.50 1026 36.50 17.50 Difference b not
significant
weight (kgs)
N ight (kgs) Ambu AuraGain 66.70 .73 69.00 823 0549 0.583
Difference is not
Proseal 66.90 9.46 67.60 10.50 N
significant
ekt ambuauacain | 167 | 007 | 1es | oa1 | oom | 087
(metres)
Proseal 167 0.08 168 011 Difference s not
significant
BMI Ambu AuraGain 2401 2.53 24.10 3.11 £0.073 0.542
Proseal 2408 | 250 234 | 279 [ Oifferenceisnot
significant
AsAGrades | AmbuAuragain | 125 0.44 1.00 075 | 0653 | o051
fference is n
proseal 120 | 0% | 100 |ogp | Ciferenceisnet
significant
Duration of
Anaesthesia Ambu AuraGain | 119.42 [ 38.25 110.00 | 60.00 | -0.830 0.352
(min) &
fference is m
proseal 11150 | 3932 | 10500 |sogo | Orenceisnet
significant
MPC# Ambu AuraGain 1.88 0.61 2.00 0.75 £.076 | 0939
Proseal 187 0.50 2.00 ogo | Differenceisnot
significant
LMA Size A Ambu AuraGain 3.90 0.30 4.00 0.00 -1.092 | 0.275
Proseal 398 0.47 4.00 0.00 mﬁ!.“"! 5ot
significant

Table 2 and Graphl showing Association among the cases
between- Ease of Insertion & Second generation LMA

i m - I1MA
e AU MuraGan | Prosed |
Roresistance No. i} 48 7l
% kL 0% W%
Minimal resistance No. 1 12 3
L] 35.0% 0% 11.5%
Moderate resistance No. 16 0 16
% 6.7% 0.0% 133%
Unable to place No. 0 0 )
% (il 0.0% 0.0%
Total Ne. & &0 120
L] 100.0% 100.0% 100.0%
Chi-Square tests Value of pualue | Associationis-
Pearson Chi-square | 27257 2 121605 w
3
m e
Mo resistance Mrimal Moderate unalbile 1o place
resstance resisEance

Dasby kg @ rresaal
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Table 3 showing number of insertion attempts taken in each group.

Second generation LMA
Hor o Ao AMBU AuraGain | Proseal | 100
1 Ho. 53 £ i
* Bi3% 96.7% 925%
1 No. 7 1 9
% 117% 33% 15%
3 No. 0 0 0
% [ 0% 0%
Total Ne. &0 &0 120
% 100.0% 100.0% 100.0%
Chi-Square tests Valie [ pvalue | Assaciation is-
Pearson Chi-Square § 3.003 1 0.083 Not significant
Continuity Correction§ | 1522 1 0.166 significant
Fisher's Exact Test 0163 Not significant
§2 cells [50.0%) have expected count less than 5. P-value of Fisher's Exact Test was used.

Table 4 - Comparison of Insertion Time (seconds) between Ambu
AuraGain & Proseal cases

Second generation

Variables LMA ‘Mean sD Zvalue  p-value
Insertion
Time AMBU AuraGain | 2050 | 3.88 5293 | 121607
[seconds)
Proseal 1675 | 3.02 Oiffcren
significant

Table 5 - Comparison of OLP (cms of H20) between Ambu
AuraGain & Proseal cases

Variables I.MA' Mean | SD | Median Lvalue  p-value
OLP s N
7
of Hy0) AMBU AuraGain 25.3 178 25.00
Proseal 2385 | 184 | 2400

Table 6 - Association among the cases between- Airway morbidity
& Second generation LMA

“ & Second generation LMA
e Y Ambu AuraGain Proseal Jomt

Sore Throatat 1 hr A No. 27 18 45
% 45.0% 300% 37.5%

Sore Throat at 1hr

+Dysphagia at 1hr A No. 2 4 2
% 13.3% 6.7% 10.0%

Dysphagia at 1hr & No. 2 [1] 2
% 3.3% 0.0% 1.7%

Absent No. 23 38 61
% 38.3% 63.3% 50.8%

Total No. 60 60 120
% 100.0% 100.0% 100.0%

Chi-Square tests Value df p-value

Pearson Chi-Square § 8822 3 0,032

Pearson Chi-Square A 6535 1 0.0106 Significant

§ 2 cells (25.0%) have expected count less than 5. A Row data pooled &

Chi-Square Test reapplied with Continuity Correction.

SALIENT FINDINGS:

There were no significant differences with respect to demographic
profile in the study groups. LMA Proseal was significantly easier to
insert compared to LMA Ambu AuraGain however numbers of
attempts required to achieve effective airway were similar among the
two. Time taken to provide an effective airway was less in LMA
Proseal (group P; 16.75+3.02 and group A; 20.5+3.88) p (<0.05).

OLP was significantly less in LMA Proseal at 5min (group P;
23.85+1.94, group A; 25.37+1.37) p (<0.05). There was no significant
difference in passing gastric tube and airway trauma between both
groups.

Ambu AuraGain was associated with statistically significant airway
morbidity more than that of LMA Proseal (p=0.0062) Overall, sore
throat was the most common airway morbidity with incidence of upto
47.5%.

CONCLUSION:

The second generation LMAs- Both LMA Ambu AuraGain and LMA
Proseal can be used safely and effectively in selected patients
undergoing general anaesthesia. LMA Proseal is easy to insert
compared to LMA Ambu AuraGain but later had better oropharyngeal
seal compared to LMA Proseal. Although airway trauma because of
usage of both LMAs is minimal and similar with both the devices,
LMA Ambu AuraGain as associated with significant morbidity as
compared with LMA Proseal.

Recommondations:

1. The second generation LMAs- Both LMA Ambu AuraGain and
LMA Proseal can be used safely and effectively in selected
patients undergoing general anaesthesia.

2. In this study only two second generation LMAs were observed
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and studied during the study period. wide range of other second
generation LMAs were not included. So, a larger randomised
double blinded study with a greater number of commonly used
second generation LMAs can be conducted to know the clinical
efficacy and safety of same.

As this study was only observational, it did not evaluate cuff
pressure changes, fiberoptic laryngeal view, property of LMA
Ambu AuraGain as an endotracheal intubation conduit, and
hemodynamic response to insertion. Further studies are
recommended to address the same.

FERENCES

Sharma B, Sahani C, Bhattacharya A, Kumar VP, Sood J. Proseal laryngeal mask
airway: A study of 100 consecutive cases of laproscopic surgery, Indian J Anaesth
2003;47:467-72.

Gupta S, Sharma R, Jain D. Airway assessment: Predictors of difficult airway. Indian J
Anaesth2005;49(4):257-62.

Gal TJ. Airway management. In: Miller RD, editor. Textbook of anaesthesia, 6th ed.
Philadelphia: Elsevier; 2005; 1617-52.

Jayashree S. Laryngeal mask airway and its variants. Indian J Anaesth 2005; 49:275-80
Helmy AM, Atef HM, El-Taher EM, Henidak AM. Comparative study between igel, a
new supraglottic airway device, and classical laryngeal mask airway in anesthetized
spontaneously ventilated patients, Saudi J Anaesth 2010;4(3):131-6.

Keller C, Brimacombe J, Bittersohl J, Lirk P, Goedecke A. Aspiration and the laryngeal
mask airway: three cases and a review of the literature, British Journal of Anaesthesia
2004;93(4):579-82.

Misra MN, Ramamurthy B, The pro-seal LMAtm and tracheal tube: A comparison of
events at insertion of the airway device. Internet J Anesthesiol 2007; 16(2).

Lopez A, Sala-Blanch X, Valero R, Prats A. Cross-Over Assessment of the Ambu
AuraGain, LMA Supreme New Cuff and Intersurgical I-Gel in Fresh Cadavers. Open
Journal of Anesthesiology. 2014;04(12):332-339.

Hagberg CA. Benumof’s airway management: principles and practice. 2nd ed. 2007.
Agur AM., Dalley AF. Grant’s Atlas of Anatomy. 12th ed. Lippincott Williams &
Wilkins; 2009.

Ellis H, Feldman S. Anatomy for anesthetists. 8th ed. Blackwell science limited; 2004.
Isaacs RS, Sykes JM. Anatomy and physiology of the upper airway. Anesthesiol Clin
North America. 2002 Dec; 20(4):733-745.

Miller DM. A Proposed Classification and Scoring System for Supraglottic Sealing
Airways: A Brief Review. Anesth Analg. 2004 Nov 1; 99(5):1553-9.

Cook TM. Editorial I: The classic laryngeal mask airway: a tried and tested airway. What
now? Br. J. Anaesth. 2006 Feb 1;96(2):149-52.

Brimacombe JR, Laryngeal Mask Anaesthesia. Principles and Practice, 2nd ed.
Saunders 2004.

Ueshima H, Yoshida A, Otake H. Use of the new supraglottic device “Ambu AuraGain”
in clinical settings. Journal of Clinical Anesthesia. 2016;31:263-264.

Doyle E, editor. Paediatric Anaesthesia. 1sted. Oxford University Press; 2007.
Laryngeal Mask Company Limited. Instructions For Use — LMA ClassicTM, LMA
FlexibleTM, LMA FlexibleTM Single Use & LMA UniqueTM.

Dorsch JA, Dorsch SE. Understanding Anesthesia Equipment, 5th ed.
Wolters/Lippincott, Williams and Wilkins; Baltimore: USA, 2010.

Patel A, Pearce A. Iatrogenic puncture of the laryngeal mask airway cuff. Anaesthesia
1998;53:928-929.

Brimacombe J, Brain AlJ, Branagan H, et al. Optimal shape of the laryngeal mask cuff:
the influence of three deflation techniques. Anaesthesia 1996; 51:673-676

Keller C, Sparr HJ, Brimacombe JR. Laryngeal mask lubrication. A comparative study
of saline versus 2% lignocaine gel with cuff pressure control. Anaesthesia 1997;52:592—
597

Slater P, Lavies NG. Optimums LMA cuff pressure. Anaesthesia 1996; 51:1187.

Brain AIJ. Autoclaving laryngeal masks. Anesth Analg 1994; 79:199.

Brain A. The Laryngeal Mask—A New Concept In Airway Management. BrJ Anaesth.
1983;55(8):801-806.

Verghese CBrimacombe J. Survey of Laryngeal Mask Airway Usage in 11,910 Patients.
Anesthesia & Analgesia. 1996; 82(1):129-133.

Bein B, Francsen H, Steinfath M. Supraglottic airway devices. Anaesthesiol Intensiv
med Not fall med Schmerzther 2011; 46(9): 598-607.

Bein B, Francsen H, Steinfath M. Supraglottic airway devices. Anaesthesiol Intensiv
medNot fall med Schmerzther 2011; 46(9): 598-607.

Kriege M, Piepho T, Zanker S, Alflen C, Heid F. LMA Supreme and Ambu AuraGain in
anesthetized adult patients: a prospective observational study - Minerva Anestesiologica
2016 Sep 27 - Minerva Medica - Journals [Internet]. Minervamedica.it. 2016 [cited 21
December 2016]. Availfrom //www.minervamedi ca.it/en/journals/minervaanestesi
ologica/article.php?cod=R02Y9999N00A1609270.

Lopez, AM., Agusti, M., Gambus, P. et al A randomized comparison of the Ambu
AuraGain versus the LMA supreme in patients undergoing gynaecologic laparoscopic
surgery. J Clin Monit Comput (2016). doi:10.1007/s10877-016- 9963-0.

Jagannathan N, Hajduk J, Sohn L, Huang A, Sawardekar A, Gebhardt E et al. A
randomised comparison of the AMBU®AuraGain™and the LMA®supreme in infants
and children. Anaesthesia. 2016;71(2):205-212.

Henlin T, Sotak M, Kovaricek P, Tyll T, Balcarek L, Michalek P. Comparison of Five
2nd-Generation Supraglottic Airway Devices for Airway Management Performed by
Novice Military Operators. BioMed Research International. 2015;2015:1-8

Jadhav P, Dalvi N, Tendolkar B. I-gel versus laryngeal mask airway-Proseal:
Comparison of two supraglottic airway devices in short surgical procedures. J
Anaesthesiol Clin Pharmacol. 2015;31(2):221.

Surgenor HL, McNarry AF, Jeffrey AS. Evaluation of Ambu AuraGain Supraglottic
Airway Device In 80 Patients. Poster presented at: World Airway Management Meeting;
2015 November 12-14; Dublin, Ireland

Hosten T, Gurkan Y, Ozdamar D, Tekin M, Toker, Solak M. A new supraglottic airway
device: LMA-supreme, comparison with LMA-proseal. Acta Anaesthesiol Scand 2009;
53(7):852-7.

Keller C, Brimacombe JR, Morris R. Comparison of four methods for assessing airway
sealing pressure with laryngeal mask airway in adult patients. Br J Anaesth 1999;
82:286-87.

The European Resuscitation Council (ERC) and the American Heart Association (AHA)
in collaboration with the International Liaison Committee on Resuscitation (ILCOR):
International Guidelines 2000 for Cardiopulmonary Resuscitation and Emergency
Cardiac Care. An International Consensus on Science. Resuscitation 2000; 6:29-71.
Pennant JH, White PF, 1993’the laryngeal mask airway its uses in anaesthesiology”
Anaesthesology, 79:144-63.

| 6 |—| International Journal of Scientific Research I



Volume-9 | Issue-1 | January-2020 PRINT ISSN No. 2277 - 8179 | DOI : 10.36106/ijsr
. ________________________________________________________________________________________________________________|
39. Seet E, Rajeev S, Firoz T, Yousaf F, Wong J, Wong D et al. Safety and efficacy of

laryngeal mask airway Supreme versus laryngeal mask airway ProSeal: a randomized

controlled trial. European Journal of Anaesthesiology. 2010; 27(7):602-607.

40. Japanese Society of Anesthesiologists. JSA airway management guideline 2014: to
improve the safety of induction of anesthesia. J Anesth 2014; 28:482-93.

41.  American Society of Anesthesiologists Task Force on Management of the Difficult
Airway. Practice guidelines for management for the difficult airway: an update report by
the American Society of Anesthesiologists Task Force on Management of the Difficult
Airway. Anesthesiology 2013; 118:251-70.

42.  Van Zundert T, Brimacombe J, Ferson D, Bacon D, Wilkinson D. Archie Brain:
celebrating 30 years of development in laryngeal mask airways. Anaesthesia. 2012;
67(12):1375-1385.

43. Hernandez, M.R., Klock Jr., P.A. and Ovassapian, A. (2012) Evolution of the
Extraglottic Airway: A Review of Its History, Applications, and Practical tips for
Success. Anesthesiaand .Analgesia, 114,349-368.

44, Cook TM, Woodall N, and Frerk C; Fourth National Audit Project. Major complications
of airway management in the UK: results of the Fourth National Audit Project of the
Royal College of Anaesthetists and the Difficult Airway Society. Part 1: anaesthesia. Br J
of Anaesth2011; 106:617-631

I International Journal of Scientific Research |—| 7 |




