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Position of bite block in size 
1 laryngeal mask airway 
ProSeal™ and stability during 
insertion

Sir,
One of the important contributors to the stability of the 
laryngeal mask airway (LMA) ProSeal[1] during insertion 
is its integral bite block, particularly when used without 
introducer blade. The LMA ProSeal introducer blade has 
been provided in order to avoid putting the operator’s hands in 
the patient’s mouth during insertion of the device. However, in 
our experience, the digital insertion method is more commonly 
used. The integral bite block constitutes more than one third of 
the shaft of all sizes of LMA ProSeal except size 1. Over last 3 
years, residents and consultants in our institution, encountered 
difficulty in insertion of the size 1 LMA ProSeal[1] by digital 
insertion method (neonates/infants up to 5 kg). All described 
it as more ‘‘flimsy’’/‘‘unstable’’ compared with other pediatric 
sizes. This is probably because the integral bite block is only 
1/6 of shaft length of LMA ProSeal 1 [Figure 1]. Often, 
we observed that the bite block of size 1 LMA ProSeal stays 
outside the mouth in neonate and infant. There are limited 
studies and case reports available in relation to size 1 LMA 
ProSeal. The initial reports described instability during 
insertion of the size 1 ProSeal was without a bite block[1,2] 

but later a bite block was incorporated by the manufacturer 
with integral bite block only 1/6 of shaft length [Figure 1]. 
Long integral bite block (as in other size of LMA ProSeal) 
helps in providing good vertical stability and axial strength 
during insertion. It also provides stability to withstand the 
load of angle connector and ventilator circuit particularly in 
neonate and children.

This report highlights that the length of the bite block is not 
sufficient enough for stability during insertion and there is 
a need for improvement in the design of the size 1 LMA 
ProSeal, viz integral bite block should be at least one third of 
the shaft length as that of other sizes.
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Figure 1: Integral bite block in size 1 and 2 the laryngeal mask airway ProSeal™
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A clinical evaluation of the 
pediatric i-gel™ for airway 
management during MRI 
examination

Sir,
Magnetic resonance imaging (MRI) is a noninvasive, 
radiation-free procedure increasingly used on children for 
diagnostic purposes. Although various nonpharmacological 
approaches have been described in literature, pediatric MRI 
often requires sedation or general anesthesia.[1] The i-gel™ 
(Intersurgical, Wokingham, UK) is a new disposable, 
second generation supraglottic airway device, that does 
not require inflation of the cuff. There are few published 
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studies evaluating the pediatric i-gel™, and none in MRI 
setting.[2] We conducted this retrospective observational 
study to evaluate the efficacy and safety during clinical use 
of the pediatric i-gel™ in the MRI suite (at the “G. B. 
Morgagni-L. Pierantoni” Hospital, Forlì, Italy.) Institutional 
Review Board approval was sought (1st January 2012) but 
considered unnecessary in view of the observational nature 
of the study. We reviewed the prospective perioperative 
electronic medical records available in our hospital system. 
Through this computerized database, preoperative, 
intraoperative, and postoperative data regarding airway 
management are recorded routinely by anesthetists for each 
patient undergoing airway management for surgical or 
nonsurgical procedures. Within each intraoperative record, 
basic demographic data are recorded including age, weight, 
sex, American Society of Anesthesiologists (ASA) score, 
and MRI time. The number of insertion attempts and ease 
of insertion (very easy, easy, and difficult) and any airway-
related complication are also recorded. From this database, 
a search query was performed to obtain all relevant data 
for this study. Inclusion criteria were pediatric (less than 
18 year) patients who underwent general anesthesia with a 
planned i-gel™ from March 1, 2012 to December 31, 2012. 
Exclusion criteria were instances in which the laryngoscopy 
was performed before i-gel™ placement, and when the 
i-gel™ removal was related to a change in surgical plan. In 
our hospital, the use of the i-gel™ is included as part of the 
standard local hospital consent procedure. I-gel™ sizes 1 
(2-5 kg), 1.5 (5-12 kg), 2 (10-25 kg), and 2.5 (25-35 kg) 
were available [Figure 1]. The type of anesthesia used was 
at the discretion of the anesthetist. The i-gel™ was inserted 
in accordance with the manufacturer’s instructions. In the 
study period, 45 medical records were reviewed. I-gel™ size 
ranged from 1 to 2.5. Table 1 summarizes the characteristics 
of the study population and the results. In our experience, 
i-gel™ has proved to be an airway device which is easy to 
position, with a good rate of successful first attempt insertion 
and safe in view of the reduced number of complications 
recorded. The laryngeal mask airways (LMAs) are well-

established in pediatric anesthetic practice and their use in 
the MRI suite has been described. I-gel™ does not cause 
artefacts[3] and its successful use in children undergoing 
MRI has been previously described.[4] The three reported 
complications were all related to the selection of the correct 
size. In all three cases, in fact, the airway obstruction was 
resolved simply by changing to the smaller size. Recently, 
Agnoletti, et al.,[5] provided an explanation for airway 
obstruction following i-gel™ insertion, suggesting a change 
to the next size down in case of otherwise inexplicable airway 
obstruction. In conclusion, i-gel™ is a useful device for 
MRI in children. It offers many advantages such as ease of 
insertion, availability of all pediatric sizes, no artefacts, and 
a low rate of complications.
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Table 1: Demographic data of the patients and 
complications

Variables
Age (mean±SD), years 3.5±3
Weight (mean±SD), kg 16±8
Gender (male/female) 38/7
ASA (1, 2, 3, 4) 38, 3, 4, 0
MRI time (mean ± SD), min 42±16
Insertion attempts 1/2/3 41/4/0
Ease of insertion (very easy/easy/difficult) 40/2/3
Complications, n 3
Desaturation <95% 1
Partial obstruction 2
Complete obstruction 0
Regurgitation 0
Blood on device 0
Coughing 0
Laryngospasm 0

SD = Standard deviation, ASA = American society of anesthesiologists, 
MRI = Magnetic resonance imaging
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Platelet function assessment 
for epidural catheter removal 
in patient receiving Plavix

Sir,
Thank you for your comments[1] on our case report.[2] Your 
concerns are absolutely legitimate. Obviously you have 
extensive knowledge in quantifying platelet function and 
percentage inhibition of various clotting components. We 
surely agree with you that thrombelastography (TEG)-
platelet mapping may be a better option than the “Regular 
TEG” for its assessment of percentage contribution to 
platelet inhibition of individual agent and overall platelet 
function. However, there are only limited studies supporting 
the use of platelet mapping following clopidogrel[3] and 
the insensitiveness of the “Regular TEG” to aspirin and 
clopidogrel is not good for prevention of thrombotic events[4], 
but may not necessarily be bad for guiding the epidural 
catheter removal as long as it indicates reasonably acceptable 
clotting function. Also the accessibility to TEG platelet 
mapping can also be an issue in many medical facilities. 
The overall platelet function at the point of testing is 
more important than individual percentage contribution 
of platelet inhibition by individual agent, though our tests 
may not detect the unresponsiveness of platelets to aspirin 
or clopidogrel. We reported this case to document the fact 
this patient had his epidural catheter safely removed 72 h 
after he received single dose of dual antiplatelet agents, and 
the normal TEG and platelet function analysis parameters 
served two functions: Indicating reasonable safety of catheter 
removal and as indicators that we did not neglect the bleeding 
tendency medicolegally. Thanks again for your comments.
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Fatal mediastinal hematoma 
following right internal jugular 
vein cannulation

Sir,
The insertion of central venous catheters (CVCs) is an 
invasive procedure associated with complications like 
pneumothorax, carotid artery puncture, dysrhythmias, 
infection, and thrombosis. We report a case of mediastinal 
hematoma caused by insertion of CVC in the right internal 
jugular vein (IJV).

A 50-year-old, American Society of Anesthesiologists 
class II, male patient, diagnosed case of intestinal perforation 
with pulse rate 130/ min, blood pressure 100/60 mm Hg, and 
respiratory rate 28/min presented for emergency laparotomy 
under general anesthesia. Right IJV cannulation was attempted 
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