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Abstract 
The ILMA is a modification of the laryngeal mask airway and performs as an effective supraglottic 

airway device. It is also designed to serve as a conduit for orotracheal intubation. Intubation through 

the ILMA is usually a blind procedure. However, blind intubation may at times be unsuccessful. 

Devices such as the fibreoptic bronchoscope and the lightwand have been shown to improve success 

rates of intubation through the ILMA. This randomized study was conducted on 60 adult patients with 

normal airways undergoing scheduled surgery under general anaesthesia. Patients in the blind group (n 

= 30) were intubated blindly through the ILMA and patients in the lightwand group (n = 30) were 

intubated via the ILMA using lightwand without the inner stylet. Five patients had modified 

Mallampati equivalent to class III, and they were evenly distributed between the two groups. Other 

airway parameters in these five patients were within normal limits and they were not anticipated to 

have difficult airways. No patient belonging to modified Mallampati class 1V was involved in the 

study. 
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Introduction 
The difficult airway is a phenomenon often encountered by anaesthesiologists. At times, the 

difficult airway may be evident during the preanaesthetic assessment and this helps in 

planning airway management prior to a procedure. Less frequently, it crops up in an 

unpredictable manner, either while administering anaesthesia or in an emergency setting. 

Whether anticipated or not, direct laryngoscopy and visualization of the glottis often fails in 

the event of a difficult airway [1]. 

Several alternative airway devices and techniques are employed in such situations. The 

intubating laryngeal mask airway (ILMA) and the illuminated stylet are two such airway 

devices that have gained popularity in a difficult airway scenario. 

The ILMA is a modification of the laryngeal mask airway and performs as an effective 

supraglottic airway device. It is also designed to serve as a conduit for orotracheal intubation. 

Intubation through the ILMA is usually a blind procedure. However, blind intubation may at 

times be unsuccessful [1]. Devices such as the fibreoptic bronchoscope and the lightwand 

have been shown to improve success rates of intubation through the ILMA [2, 3]. 

The lightwand is an illuminated stylet, which can be a useful instrument for both oral and 

nasal intubations [4]. It relies on transillumination of the anterior neck tissues to facilitate the 

correct placement of an endotracheal tube. When used alone, the success rate of intubation 

with lightwand is 90% [5, 6]. We postulated that being complementary to each other, the 

combined use of ILMA and lightwand might improve the success rate of intubation. 

 

Methodology 

This randomized study was conducted on 60 adult patients with normal airways undergoing 

scheduled surgery under general anaesthesia. Patients in the blind group (n = 30) were 

intubated blindly through the ILMA and patients in the lightwand group (n = 30) were 

intubated via the ILMA using lightwand without the inner stylet. Patients in both the groups 

were compared with respect to demographic parameters, success rate of ILMA insertion, 

time taken for ILMA insertion, success rate of intubation through the ILMA and time for 

intubation, number of attempts for successful intubation, adjustment manoeuvres required, 

incidence of esophageal intubations and laryngopharyngeal morbidity. 
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Patients were randomly allocated to one of two equal sized 

groups (n=30 each). A random number table was used for 

randomization and they were divided to one of the following 

two groups. 

1. Blind: patients were blindly intubated through the 

ILMA (LMA FastrachTM, Laryngeal MASK Company 

Limited, Henley-on-Thames, UK). 

2. Lightwand: TrachlightTM (Laryngeal Medical 

Corporation, New York, USA), without the inner metal 

stylet, was used as a guide for intubation through the 

ILMA. 

 

Results 

A total of 60 patients were enrolled in the study, and were 

randomly allocated to either Blind group where blind 

intubation was done through the intubating laryngeal mask 

airway (ILMA) or Lightwand group where lightwand 

guided intubations were performed through the ILMA. Each 

group consisted of 30 patients (n=30). 

Both the groups were comparable with respect to age, 

weight, height and body mass index. The male to female 

ratio was similar in both groups. There was also a 

comparable proportion of ASA physical status 1 and II 

patients in both the groups. 

 
Table 1: Demographic data and ASA physical status 

 

Parameter Blind (n=30) Lightwand (30) p value 

Age (years) Mean ± S.D 34 ± 9 35 ± 12 0.71* (NS) 

Weight Mean ± S.D 55.2 ± 9.05 55.2 ± 8.83 1.00* (NS) 

Height Mean ± S.D 155 ± 5.5 154 ± 5.0 0.46* (NS) 

Body mass index (kg/m2) Mean ± S.D 22.36 ± 3.14 23.08 ± 2.91 0.13* (NS) 

Gender: male 8 7  

Female 22 23  

ASAPS I 25 27  

ASAPS II 5 3  

S.D: standard deviation, NS: not statistically significant 

* Student’s unpaired t test 

 
Table 2: Modified Mallampati Classification of patients 

 

Modified Mallampati 

Class 

Blind group 

(n=30) 

Lightwand group 

(n=30) 

1 9 9 

II 19 18 

III 2 3 

 

As shown in table 2, five patients had modified Mallampati 

equivalent to class III, and they were evenly distributed 

between the two groups. Other airway parameters in these 

five patients were within normal limits and they were not 

anticipated to have difficult airways. No patient belonging 

to modified Mallampati class 1V was involved in the study. 

 
Table 3: Incidence of oesophageal intubation 

 

Parameters 
Blind group 

n=30 

Lightwand 

group n=30 

p 

value 

Number of oesophageal 

intubations 
7 0 0.01# 

# Fisher’s exact test 

 

In the blind group, there were 7 episodes of oesophageal 

intubation in 6 patients. In one patient, oesophageal 

intubation occurred twice. This difference in the incidence 

of oesophageal intubations was statistically significant with 

a p value of 0.01. 

 

Discussion 

The first prototype of the intubating laryngeal mask airway 

(ILMA) was conceived in 1989. As studies on the ILMA 

progressed and its design features were refined, it was found 

to have greater potential than the earlier LMA classic TM in 

management of the difficult airway. The ILMA (LMA 

Fastrach, Laryngeal Mask Company Limited, Henley-on-

Thames, UK) was found to form a more effective seal with 

the glottis [7], insertion of the ILMA was easier and quicker 
[8] and insertion with the head in the neutral position was

possible [9]. 

The ILMA is not only a supraglottic ventilation device, but 

it also acts as a conduit for tracheal intubation and its use is 

highly recommended in patients with difficult airway [10]. 

Although earlier studies have shown that blind advancement 

of a tracheal tube (TT) through the ILMA was successful in 

intubating the trachea in 90 - 96% of patients, first attempt 

success rates can be higher when additional aids like 

lightwands, optical stylets or fibreoptic bronchoscope are 

used. Various guidelines recommend not to use blind 

intubation through ILMA, especially in patients with 

anticipated difficult airway. 

In our study, we observed 7 episodes of oesophageal 

intubation. All these 7 incidences occurring in 6 patients 

(one patient had two episodes), belonged to the blind group. 

There was no oesophageal intubation in the lightwand 

group. This observation agrees with earlier reports [2, 6].  

The above result is one of the most important advantages of 

the lightwand guided technique over the blind technique. 

Accidental oesophageal intubation has several 

disadvantages. It not only delays the process of intubation 

but it can also increase the chances of regurgitation or 

oesophageal injury. The lightwand helps to avoid such 

harmful events.  

With regards to adverse events there was no significant 

difference between the two methods of intubation. None of 

the patients had an episode of desaturation. The number of 

patients who had blood on the ILMA and/or on the TT on 

removal was comparable in both the groups. Likewise, there 

was no difference in the incidence of postoperative sore 

throat or hoarseness of voice between the blind and 

lightwand groups.  

 

Conclusion 

In the blind group, there were 7 episodes of oesophageal 

intubation in 6 patients. In one patient, oesophageal 

intubation occurred twice.  
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