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Editorial

Intubation through supraglottic airways: Are we on target, or  
just passing through?

“In any given moment, we have two options:

to step forward into growth, or to step back into safety.”

Abraham Maslow

Psychologist Abraham Maslow may have fared well as an 

anaesthesiologist, recognising the hierarchy of human needs as 

commencing with maintenance of essential physiological homeostasis, 

followed by promoting safety of the individual, and later providing 

for psychological needs. Although addressing the concept of self-

actualisation, his dichotomous choice between growth and safety 

applies equally to our pursuit of excellence in anaesthesia: Do we safely 

stick with what we know, or grow the discipline by developing new 

knowledge, techniques and devices?

Airway management is indubitably embedded into anaesthetic practice, 

and has seen relentless growth. The dramatic proliferation of new devices 

such as supraglottic airways (SGAs) and video laryngoscopes (VLs) has 

largely outstripped the pace of the literature: many have no robust (if 

any) studies comparing efficacy and safety to existing standards.1 The 

myriad confounding factors and difficulties of controlling for individual 

practitioner skill/experience make ‘big data’ studies of airway devices 

very challenging. Nonetheless, some developments have brought about 

dramatic changes in airway management and become enshrined into 

protocols and guidelines.2, 3 

The ideal airway device would be reliably fast and easy to insert, cause no 

adverse haemodynamic effects, allow ventilation at adequate pressures 

to support patients with lung pathology, guarantee protection against 

aspiration of gastric contents, provide simple access to the airway for 

interventional procedures, and have no risk of harm or complication. 

Clearly, this device has not yet emerged. In the interim, we continuously 

strive to improve our ‘safe standard’ techniques of intubation and SGA 

use. Although considered the gold standard, intubation is fraught with 

difficulty and complications. Rapid first-pass success remains unreliable 

(particularly in the most critically ill patients, outside of the operating 

theatre) despite the increasing adoption of VL,4 and protection against 

aspiration is not guaranteed.5 SGAs are simple to use and of great value 

as rescue devices in the case of failure to intubate or oxygenate,6-8 but 

concern remains regarding the attainable ventilatory pressures and 

aspiration protection. With later-generation SGAs providing steady 

improvements in both factors, a time may come in which we reach 

equipoise between intubation and SGA.

In this edition, Saini et al. describe using the Intubating Laryngeal Mask 

Airway® (ILMA) as a primary strategy for intubation in patients with 

limited/fixed cervical spine movement, simulated by a cervical collar. (Vol 

23(2): 24-28).  Although this is a small study and the concept of using an 

SGA as a primary strategy is not novel, it is worthy of discussion. Several 

earlier studies have examined the ILMA with spinal immobilisation, with 

conflicting results. In a small study (n=10), Wakeling et al. succeeded in 

intubating only 40% in semi-rigid collars and failed to ventilate 40% of 

patients.9 They recommended that the ILMA should not be used when 

the patient is in a semi-rigid collar. However, Ferson et al. repeated the 

study in 70 patients, with intubation success of 92.6% on the first and 

7.8% on the second attempt.10 Goutcher et al. examined interincisor 

distances in patients with and without rigid/semi-rigid collars, and found 

the distances to be 41 mm and 29 mm respectively.11 As the maximum 

external diameter of the ILMA is 20 mm, they also recommended that 

an ILMA not be used with a neck collar. This is in keeping with Saini et 

al., who identified further difficulty in this setting due to limited mouth 

opening imposed by the collars. Currently accepted practice worldwide 

would be to remove cervical collars for intubation, while providing 

manual in-line stabilisation (MILS).

Intubation of patients with an unstable cervical spine is exemplified 

by the metaphor ‘between a rock and a hard place.’ These patients 

frequently present as emergencies with multiple injuries, poor 

physiological reserves and a considerable risk of aspiration. During 

intubation, the neck must be maintained in a neutral position with 

minimal movement.12 Traditionally, the suggested approach is awake 

flexible endoscopic intubation, but this discounts the very real practical 

considerations of coughing during topicalization or intubation, the 

inability to position the patient ideally, risks of sedation and requirement 

for endoscopic skills and equipment. Recent work in the South African 

context suggests that skills/equipment may be lacking in nearly half of 

cases, even in an academic centre.13

Supraglottic devices are now used in some settings for the majority 

of elective general anaesthesia,14 as immediate adjuncts during 

resuscitation,15, 16 and modern guidelines encourage their early use if 

intubation fails.2, 17 The Difficult Airway Society’s latest (2015) guidelines 

explicitly suggest which actions could be taken after placement of an 

SGA in a problematic airway in their algorithm’s ‘Stop and Think’ box: 

waking the patient, intubation though the supraglottic, proceeding 

without intubation, or surgical airway. Clearly, for many procedures 

(including prone spinal and other orthopaedic surgeries as might be 

encountered in the patients of Sahin et al.), proceeding to intubation is 

not only logical but necessary. The ILMA is a well-established choice for 

this role,18,19 but their study reflects significant reservations with regards 

to the overall utility of the approach. Further concerns exist. Keller et al. 

cautioned that the ILMA exerted up to 394 cmH2O pressure against the 

cervical vertebrae during insertion.20 Using cinefluoroscopy to enable 

real-time observation of cervical spine movement during intubation, 

Sahin et al. showed that the ILMA caused more cervical displacement 

than awake fibreoptic bronchoscopy, but less than traditional direct 

laryngoscopy.21, 22 Patients with spinal cord injury are known to have 

gastroparesis due to autonomic insufficiency, which is worsened 

if the cervical cord is involved. It is therefore advisable to place the 

endotracheal tube as rapidly as possible.23 Geetanijali et al. describe 

a case with unstable C-spine who aspirated during the insertion of 

the ILMA and intubation, and question whether an ILMA should be 

contemplated in these circumstances.24  Shung et al. showed that 

awake intubation with an ILMA is possible in patients with an unstable 

C-spine.25 The patients were cooperative and maintained their own neck 

tone, with no neurological fallout. 

Intubation through SGAs can be achieved through endoscopic 

guidance or blind techniques (Figure 1). The blind use of introducers 
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is not considered reliable in most studies,26 although lighted stylets 

might offer a feasible alternative.27 While the majority of SGAs perform 

poorly for blind intubation, the ILMA was created for this purpose and 

has a proven track record.18, 28-30 As described by Saini and colleagues, 

ultimate success may require multiple attempts. In contrast, many 

studies demonstrate high success rates for flexible endoscopic 

intubation though SGAs. Indeed, the Aintree Intubation Catheter (AIC) 

was developed for this specific purpose.31 Earlier efforts at developing 

integrated fibreoptics into an intubating supraglottic were met with 

some success,32-34 but limited uptake into clinical practice. Recent 

improvements and reductions in cost of camera technology have seen 

the appearance of new video intubating laryngeal masks,35, 36 but the 

capability of these devices to replace flexible endoscopes remains to be 

seen, and more thorough assessment of their role is necessary. 

In light of these developments, many airway experts and societies 

consider that blind intubation should no longer be attempted. The DAS 

guidelines no longer specifically mention the ILMA, instead advocating 

that a flexible endoscope should always be used to intubate through an 

SGA.2 However, it is incumbent upon Southern African practitioners to 

consider the practicality of these recommendations within our context. 

Anaesthesia in Africa and other low- to middle-income countries is 

subject to significant fiscal constraint. Flexible bronchoscopes are rare 

rather than ubiquitous, and the requisite skills may also be lacking 

where junior staff are responsible for emergency care in remote areas. 

Faced with two options – advocating blind use of dedicated devices 

such as the ILMA, or following the guidance of our well-resourced 

colleagues and only performing endoscopically-guided intubations – in 

which direction do we step?

In anaesthesia, we are always guided by an ethos of safety, through 

cognisant balancing of the comparative risks. Clearly, SGAs can and 

must be used as rescue devices where intubation fails. They should be 

considered as a primary strategy in difficult airways where aspiration 

risk is modest, and ventilation not too challenging. Blind intubation 

through devices such as the ILMA remains a valuable skill in low-

resource settings, and should be practiced in training and simulation to 

optimise success rates. Decisions regarding selection of the technique 

and device for intubation of patients with unstable cervical spines 

should take cognisance of clinical context, operator skill and available 

resources. Finally, we must continue to step forward into growth, 

critically examining new devices and techniques within our context 

through well-conducted research.1
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