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Comparing performance of ProSeal 
laryngeal mask airway and I-gel in 
anesthetized adult patients

To the Editor

 With great interest, we read the recent article by 
Ekinci et al1 comparing the performance of ProSeal 
laryngeal mask airway (PLMA) and I-gel in anesthetized 
adult patients. They showed that insertion was easier, 
insertion time was shorter, success rate of nasogastric 
tube insertion was higher, and complications were fewer 
with the I-gel compared to the PLMA. However, we 
note other issues of this study making interpretation of 
their findings questionable.

First, insertion of the 2-supraglottic airway devices 
was carried out by an investigator. The authors did not 
state experience of this investigator on clinical use of 
the 2-supraglottic airway devices before the initiation 
of the study, and whether this investigator had the same 
proficiency with the uses of the 2 devices. Actually, 
experience and competence with any of the new airway 
devices are critical for their successful use. Thus, we 
cannot exclude the possibility that different experiences 
and proficiency levels of the investigator with the 2 
devices tested in this study attributed to their findings. 
Here, we would like to echo the viewpoint of Behringer 
and Kristensen2 that for the results of a comparative 
study to be valid, participants must be equally proficient 
with each tested device in order to avoid bias.

Second, the authors did not specify the insertion 
method of PLMA. Actually, there are several methods 
recommended for the PLMA insertion, such as classical 
digital insertion technique, introducer tool placement, 
laryngoscope aided insertion technique, stylet technique 
and gum elastic bougie-aided placement, and so forth. 
It has been shown that the insertion techniques can 
significantly change the ease and success rate of PLMA 
insertion, time required for effective airway, airway 
leakage pressure, success rate of nasogastric tube 
insertion, and incidence of complications.2,3 We believe 
that addressing this issue would further clarify the 
transparency of this study.

Third, in this study, the airway leakage pressure 
was measured by increasing peak inspiratory pressures 
until the leakage sound was heard. This may not be 
the standard method measuring the airway leakage 
pressure of supraglottic airway devices. It is generally 
recommended that the airway leakage pressure of 

supraglottic airway device should be determined by 
setting the pop-off valve to limit peak airway pressure 
to 40 cm H2O, and allowing airway pressure to 
increase at a fresh gas flow of 3 L/min until no further 
increase in airway pressure is observed. Moreover, 
when a stable airway pressure is reached, the locations 
of gas leak should also be determined as the drainage 
tube (bubbling of soap solution), mouth (audible), or 
stomach (epigastric auscultation).4

Finally, the rate of sore throat was significantly higher 
in the PLMA group than in the I-gel group. However, 
the authors did not indicate the time of evaluating 
postoperative sore throat. It is reported that in adult 
patients, incidence and severity of sore throat associated 
with the laryngeal mask airway change with time in the 
early postoperative period. Furthermore, the authors 
did not specify the postoperative analgesic protocol. 
When postoperative sore throat is used as a variable to 
evaluate the performance of the airway devices and is 
compared between different devices, standardization of 
postoperative analgesia should be a crucial component 
of study design. Also, the type and dose of analgesia, 
and the timing of its administration in relation to the 
assessment of postoperative sore throat should have been 
described in the methods.5 In the absence of comparison 
of a postoperative analgesic protocol, the secondary 
outcome findings and their subsequent conclusions 
should be interpreted with caution, as they may have 
been determined using incomplete methodology.
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Reply from the Author

 We have read Zhang et al’s comments on our 
publication1 with great interest. We would like to 
thank them for their interest in our study, their 
recommendations, and the opportunity they have given 
us to describe and discuss certain details we refrained 
from including in the article, out of concern that by 
doing so, it would have excessively increased the article’s 
length. 

Correspondence

OPEN ACCESSdoi: 10.15537/smj.2015.9.12889

http://www.smj.org.sa/index.php/smj/index


1131	 www.smj.org.sa     Saudi Med J 2015; Vol. 36 (9)

First of all, the practitioner in our study was a 
specialist anesthesiologist with 5 years  conventional 
experience and sufficient knowledge on PLMA use. 
Although our clinic began using I-gel 6 months before 
the study, the practitioner applied it to approximately 
30-35 patients for one month prior to its being used 
on the studied patients. We believe that this learning 
period was adequate. It has been shown that a first 
year anesthesiology assistant needs 18 working days to 
successfully insert 40 Proseal LMAs (PLMAs).6 Nagata 
et al7 effectively determined the “successful PLMA 
insertion rate on first try” with anesthesiologists who 
are inexperienced on the subject. Pournafafian et al8 

also demonstrated that the I-gel and LMA have similar 
successful insertion ratios.

Secondly, in our study, PLMA were inserted digitally. 
Das et al3 previously compared 3 PLMA insertion 
methods in child patients with rigid cervical collars. 
They performed comparisons between the method 
combining the stylet and inserter apparatus, a method 
using the inserter apparatus and the conventional 
digital insertion method. They determined that, 
while the stylet plus inserter apparatus combination 
method had the higher success ratio on the first try, 
there were no differences between the 3 methods by 
the third attempt. Since our study group consisted of 
patients whose difficulty of intubation could not be 
predicted beforehand, and since our I-gel insertions 
were performed digitally, we also preferred the digital 
method for insertion of PLMA.

Thirdly, just as there are studies where the method 
mentioned by the authors are used in the calculation of 
the airway leakage pressure, there are also studies using 
alternative measurement methods, and the method we 
described in our study.9,10 In our study, the pop-off valve 
pressure was kept standard, a 4 lt/min fresh gas flow was 
used, and leakage pressure was measured by listening to 
the leakage sound. There are studies monitoring post-
operative sore throats for 6-24 hours.9,11 In our study, 
we applied 1 mcg/kg fentanyl at induction, and 15 
mg/kg intravenous paracetamol, starting from the last 
30th minute of the operation, as standard postoperative 
analgesia. We monitored the patients for sore throat on 

the postoperative sixth hour; based on our observations, 
we determined that the PLMA group exhibited a higher 
ratio of sore throat.
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