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Abstract 
Aim and Objectives: The present study was undertaken to compare the LMA Classic with LMA Supreme in assessing the 

ease of insertion, number of attempts, time for insertion, any unwanted responses, stability of device, peak airway pressure, 

leak volume and leak fraction and postoperative complications.  

Methods: A total of 274 patients of ASA grade 1 and 2 were included in the study and divided into two groups with 137 

patients in each group: the LMA Classic group (group C) and LMA Supreme group (group S). All patients were induced with 

propofol 2.5 mg/kg and atracurium 0.5 mg/kg after that appropriate sized supraglottic airway device was inserted. The ease of 

insertion, number of attempts, duration of insertion, stability of device, peak airway pressure, leak volume and leak fraction 

and postoperative complications were recorded.  

Results: The insertion of Supreme LMA was very easy in 134 patients and was easy in 3 patients, difficult in 0 patients while 

the insertion of Classic LMA was very easy in 122 patients, easy in 15 patients and difficult in 0 patients. The first attempt 

insertion rate was more with Supreme LMA as compared to Classic LMA. The mean duration of insertion was significantly 

lower with Supreme LMA than with Classic LMA. The mean airway pressure was similar in both groups. Both devices were 

stable. Leak volume and Leak fraction was significantly higher in Classic LMA than Supreme LMA. Peri-operative 

complications were not significantly different between Supreme LMA and Classic LMA.  

Conclusions: The LMA Supreme is superior to the LMA Classic because of its ease of insertion with lesser leak volume and 

leak fraction and better first attempt insertion rate. 

Keywords: Laryngeal mask airway Classic, laryngeal mask airway Supreme, Insertion, Peak airway pressure, Leak 

volume, Leak fraction 

1. Introduction 

Endotracheal intubation is a rapid, simple, safe and 

non-surgical technique that achieves all the goals of airway 

management, namely maintaining airway patency, protecting 

the lungs from aspiration and permitting leak free ventilation. 

It remains the gold standard for airway management. 

Although endotracheal intubation has been the most widely 

accepted technique in anaesthetic practice, it is not without 

complications. Most of them arise from the need to visualize 

and penetrate the laryngeal opening. Laryngoscopy and 

endotracheal intubation produce reflex sympathetic 

stimulation and are associated with raised levels of plasma 

catecholamines which are responsible for hypertension, 

tachycardia, myocardial ischemia, ventricular arrhythmias 

and intracranial hypertension [1]. Transitory hypertension 

and tachycardia are probably of no consequence in healthy 

individuals but, either or both may be hazardous to those with 

hypertension, myocardial insufficiency or cerebrovascular 

disease [2].  

Supraglottic airway devices are now widely used for 

surgery requiring general anaesthesia, so as to avoid the 

complications associated with the endotracheal intubation. 

The laryngeal mask airway (LMA) is one of the most 

important airway devices, designed by Dr Archie Brain (UK) 

in 1981 and which was developed after the endotracheal tube. 

Since then, supraglottic airway devices have been used 

successfully and safely in anesthetic practice with various 

models, and have under-gone rapid development [3,4]. The 

LMA Classic (LMA North America, Inc., San Diego, 

California, USA), the first designed LMA model, was 

developed progressively. Their advantages over tracheal 

intubation include avoidance of visualization of laryngeal 
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opening and intubation, use of muscle relaxants and 

decreased risk of post operative sore throat. The primary 

limitation of the Laryngeal Mask Airway is that it does not 

reliably protect the lungs from regurgitated stomach contents, 

although it may act as barrier at the level of upper 

oesophageal sphincter if correctly positioned [5]. LMA 

supreme was introduced in late 2007. It represents the most 

advanced laryngeal airway yet developed by Archie Brain. It 

is a single use device. It has an anatomic curve that facilitates 

easy insertion, a drain tube to allow gastric aspiration, a built-

in bite block and fixation tab to help secure the airway.  

Many studies have been done to compare Classic 

LMA with Proseal LMA but very few studies have been done 

to compare the Classic LMA and Supreme LMA. Hence in 

present prospective study, we compared the two supraglottic 

airway devices Classic LMA and Supreme LMA based on 

their ease of insertion, number of attempts to establish a 

patent airway, time taken to do so, any unwanted responses, 

leak volume and leak fraction, airway pressures after securing 

the airway, intra-procedure stability of the device and 

incidence of post-operative bleeding and sore throat.  

 

2. Materials and Methods 

  After obtaining institutional ethical committee 

approval and patient’s written informed consent, this 

prospective randomized control double blind study was 

conducted in 274 adult (nor motensive) patients of either sex, 

aged between 18-60 years, ASA and Mallampatti grade 1 and 

2. Patients were scheduled for various elective surgeries 

under general anaesthesia with controlled ventilation using 

Classic LMA and Supreme LMA. Surgeries having duration 

less than 60 minutes were included in the study. Patients 

having Age <18 years and >60 years, ASA and Mallampatti 

grade 3 and above, patients with emergency surgeries, head 

and neck surgeries, patients with restricted mouth opening 

(<1.5 cm), increased risk of aspiration, abnormal or distorted 

anatomy of pharynx, obese patients with BMI >28Kg/m
2
, 

patients with decreased compliance of the lungs and 

obstruction of the airway beyond the larynx were excluded 

from the study. A detailed pre-anaesthetic evaluation 

including history and a thorough general and systemic 

examination and all relevant investigations were done for all 

the patients. Patients were kept NBM for 6 hours prior to the 

surgery. Tablet pantocid 40 mg was given as anti-aspiration 

prophylaxis at bedtime and on the morning of surgery. Tablet 

alprazolam 0.25 mg was given at bedtime as anti-anxiety 

prophylaxis. The patients were divided into two groups based 

on the supraglottic airway device to be used, group C for 

Classic and group S for Supreme LMA. Randomization was 

done in the operation theater prior to starting the case with 

computer generated nonsequential number.  

  In the operation theatre standard monitoring devices 

ECG, Pulse Oximeter and non-invasive blood pressure were 

applied to the patient and baseline parameters were recorded. 

An intravenous line was secured with a 20G cannula and I.V 

drip was started. All patients were premedicated with 

glycopyrolate 4 mcg/kg + fentanyl 2mcg/kg + midazolam 

0.03 mg/kg 5 minutes prior to induction of anaesthesia, 

followed by pre-oxygenation with 100% oxygen for 3 

minutes. Then anaesthesia was induced with injection 

propofol in a dose of 2.5 mg/kg till loss of responsiveness, 

after checking for ventilation injection atracurium 0.5 mg/kg 

given and after 3 mins, ‘morning sniffing’ position was given 

to the patient.  Size 3 Supreme LMA for 30-50 kg, size 4 

from 50-70 kg and size 5 from 70-100 kg and Size 3 classic 

LMA for 30-50 kg, size 4 from 50-70 kg and size 5 from 70-

100 kg were inserted.  

  The grading for ease of insertion was recorded as, 

very easy=3 (when assistant help was not required), easy=2 

(when jaw thrust was needed by assistant), difficult=1 (when 

jaw thrust and deep rotation or second attempt was used for 

proper device insertion). A failure was defined when 3 

attempts to insert the device had failed. The number of 

attempts to insert the device was noted. After insertion of 

device and inflation of cuff (as per standard 

recommendations) circuit was connected to the 15 mm 

connector of the device. Capnometer was attached. On 

ventilation bilateral chest expansion and a square capnograph 

trace were confirmed for confirming a patent airway. The 

time from picking up of the device (LMA) to the 

confirmation of bilateral chest expansion and 3 square 

capnograph tracing obtained was recorded as the time for 

establishing a patent airway. Any unwanted response like 

coughing, gagging was recorded. The stability of the device 

was noted after insertion and fixation of device in head 

extension, flexion, lateral rotation and chin lift. Any 

dislodgement of the device was evaluated based on change in 

capnograph or sudden decrease in expired tidal volume. 

Instability in particular position was noted. If a device was 

unstable in more than one positions than it was graded 

unstable. The patient was then put on mechanical ventilation 

with a tidal volume of 7ml/kg and anaesthesia was 

maintained with 50-50% oxygen and nitrous oxide and 

sevoflurane. Five minutes after establishing a patent airway, 

the expired tidal volume was noted along with the airway 

pressure. The leak volume was then calculated as difference 

between inspired and expired tidal volume and leak fraction 

as division of leak volume by inspired tidal volume. 

At the end of procedure patient was reversed with 

injection neostigmine 0.05 mg/kg and glycopyrolate 0.008 

mg/kg. After the patient was fully awake and responding to 

verbal commands the device was removed in the operation 

theatre itself and any blood on the device was noted. Oral 

cavity was inspected for any oozing or visible trauma. One 

hour post procedure in the recovery room, the patient was 

asked for any sorethroat, hoarseness of voice, dysphagia, and 

numbness in the tongue or oral cavity.  
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2.1 Statistical analysis 

Data analysis was done with the help of SPSS 

Software version 15 and Sigma plot version 12. Quantitative 

data was presented as Mean±SD, Median and IQR. Study 

groups were compared by performing Unpaired T test or 

Mann-Whitney test as per results of Normality test. 

Qualitative data was presented as Frequency and Percentage, 

association among study group was assessed with the help of 

Chi-Square test and Fisher Exact test for 2×2 tables. P value 

less than 0.05 was taken as significant level. 

 

3. Observations and Results  

Demographic profiles of the patients and mean 

duration of surgical procedures were comparable in both the 

groups and difference was statistically not significant (p 

˃0.05),(Table 1).  

 

Table- 1: Showing demographic data and duration of 

surgery between two groups  

Variable Group C Group S P Value 

Age (years) 43.59±9.99 43.33±9.32 0.143 

Body mass index  

(kg/m
2
) 

22.06 ± 2.60 21.74 ± 3.25 0.406 

Sex (Male/Female) 75/62 84/53 0.271 

Duration of surgery  

(Min) 

45 ± 6.97 50 ± 5.50 0.379 

 

Table 2 show the results obtained in current study. 

The insertion of Supreme LMA was very easy (3) in 134 

patients and was easy (2) in 3 patients and difficult in 0 

patients while insertion of Classic LMA was very easy (3) in 

122 patients, easy (2) in 15 patients and difficult in 0 patients, 

(p˂0.05). 86.1% (118) insertion in group C was in the first 

attempt and only 13.8% (19) patient required second attempt 

whereas 98.5% (135) insertion in group S was in the first 

attempt and only 1.4% (2) patient required second attempt for 

insertion and difference was found to be statistically highly 

significant (p=0.000). The mean duration of insertion of 

Classic LMA in group C and Supreme LMA in group S were 

29.79 ± 9.88 and 26.66 ± 5.55 seconds respectively and was 

statistically significant, (p=0.001). Unwanted response such 

as coughing and gagging were noted in 4 patients in group C 

and 2 patients in group S, (p ˃0.05). In group C the device 

was stable in 95.6% patients and was not stable in 4.4% of 

patients while in group S the device was stable in 98.5% 

patients and was not stable in 1.5% of patients, (p ˃0.05). The 

median of peak airway pressure was similar in both groups 

i.e. 18 cm of H2O. The mean oropharygeal leak volume with 

Classic LMA in group C was 4.69 ± 16.124 ml and with 

Supreme LMA in group S patient was 0.72 ± 4.158 ml and 

was highly significant (p=0.000). The mean oropharygeal 

leak fraction with Classic LMA in group C was 0.01 ± 0.04 

and with Supreme LMA in group S patient was 0.00 ± 0.01 

and was highly significant (p=0.000).  

 

 

Table 2: Showing the results obtained in the present study 

Variable Group C Group S 

Ease of insertion(3/2/1) (122/15/0) (134/3/0) 

Number of attempts(1/2/3) (118/19/0) (135/2/0) 

mean duration of insertion 29.79 ± 9.88 26.66 ± 

5.55 

Unwanted responses 4 2 

Stability of device 131 135 

Mean airway pressure(cm 

of H2O) 

18.36 18.34 

Mean Oropharyngeal leak 

volume (ml) 

4.69 ± 

16.124 

0.72 ± 

4.158 

Mean Oropharyngeal leak 

fraction 

0.01 ± 0.04 0.00 ± 0.01 

 

Two cases in the Classic LMA group had blood 

stain on the device on removal while only 1 case had blood 

stain on the device in Supreme LMA group. Only 2 patients 

in group S had developed sore throat postoperatively 

compared to 7 patients in group C. 2 patient in the group C 

and no patient in group S developed postoperative dysphagia. 

None of the patient in both the groups developed 

postoperativelip and dental injuries, laryngospasm and 

numbness of tongue or oropharynx. The incidence of 

postoperative complications was found to be statistically not 

significant. 

 

4. Discussion 

One of the primary objectives of our study was to 

compare the ease of insertion between the two devices. The 

grading of insertion was done similar to the study conducted 

by Siddiqui et al [6]. The insertion of Classic LMA in group 

C was graded very easy (score-3) in 122 patients and was 

easy (score-2) in15 patients. The insertion of Supreme LMA 

in group S was graded very easy (score-3) in 134 patients and 

easy (score-2) in 3 patients. The ease of insertion was 

statistically significant between the two groups. Our findings 

were comparing with the study of Chew et al [7], Trevisanuto 

D et al [8] and Jankiraman et al [9]. The first attempt 

insertion rate was more with Supreme LMA (98.5%) as 

compared to Classic LMA (86.1%). Second attempt insertion 

rate for LMA Classic was 13.9% and 1.5% in LMA Supreme 

group. Results of our study were correlated with different 

studies [10-14].  In current study all three overall failed 

insertion and six of the nine failed first attempt insertion 

occurred during the insertion of Supreme LMA, suggested 

that the order of insertion and inadequate depth of anaesthesia 

may have contributed to likelihood of failure however there 

was no physiological response to insertion during any of the 

failed attempts. Supreme LMA having anatomic curve of 

airway tube, a thin wedge shaped leading edge and patented 

lateral grooves on the airway tube facilitates easy insertion 

and prevents kinking and thus leading to decrease number of 

insertion attempts in Supreme LMA as compared to Classic 

LMA.  
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The time of insertion was considered according to 

the study conducted by Chew et al [7] the time from picking 

up the device to obtaining the end tidal CO2 trace. In our 

study, the insertion time for both LMA was similar i.e. 26.24 

seconds for Classic LMA and 26.19 seconds for LMA 

Supreme. These findings compare with various studies [7, 

10,15-17].  

The unwanted responses like coughing, gagging 

during insertion were lesser in the Supreme LMA group than 

the Classic LMA group though not statistically significant. In 

the Supreme LMA group 1.5% patients had unwanted 

responses, while in case of Classic LMA 2.9% patients had 

such responses (p=0.409). This unwanted response was 

overcome by deepening the level of anaesthesia with bolus 

dose of propofol. Unwanted responses are most commonly 

due to inadequate depth of anaesthesia. Also could be 

indirectly related to the cuff volume and hence the pressure 

exerted by the cuff on the pharyngeal mucosal surface [18]. 

The incidence of unwanted responses was compare with 

study of Brimacombe et al [18], Gopinathan et al [19] and 

Taheri et al [20]. We found that Supreme LMA was more 

stable compared to Classic LMA though it was not 

statistically significant. There were 2 devices, which were 

unstable in the Supreme LMA group while 6 devices were 

unstable in the Classic LMA group. This could be because of 

design of the Supreme LMA. It has a built in bite block, 

fixation tab to help secure the airway and oval airway cross 

section which contributes to its stability.  

The mean of peak airway pressure for Supreme 

LMA was 18.34 cm of H2O while that for Classic LMA was 

18.36 cm of H2O and difference was not statistically 

significant. This finding was compare with different studies 

[10,21,22]. The herniation of the LMA cuff could contribute 

to the higher peak pressures in LMA. This was 

correspondence with the study of Marc Wronbel et al [23]. 

This study assumed that fatigue of material due to repeated 

sterilization could be mostly likely cause of herniation. As 

Supreme LMA is a single use device there are less chances of 

herniation as compared to Classic LMA. 

When the LMA was designed as a supraglottic 

airway device its use initially was limited to spontaneous 

ventilation [24]. But later it was used for positive pressure 

ventilation. In our study the tidal volume was set at 7ml/kg. 

The expired tidal volume was noted and the leak volume 

determined. The leak fraction was calculated by dividing the 

leak volume by the inspired tidal volume. We have 

standardized the tidal volume while in some studies the 

airway pressure has been standardized. The mean leak 

volume for Supreme LMA was 0.72 ml and for Classic LMA 

was 4.69 ml and mean leak fraction for Supreme LMA was 

0.00 and for Classic LMA group was 0.01, difference was 

statistically significant. LMA Supreme has a high volume and 

low pressure cuff which generates higher seal pressure and 

decrease leak volume and leak fraction as compare to LMA 

Classic. 

In our study, the patients were inspected for any 

injury of the lips, teeth or tongue and the device for blood 

stain after its removal at the end of the surgery. None of the 

patient from both group had an incidence of lip and dental 

injury during LMA insertion or in postoperative period. Also 

none of the patient from both group developed numbness of 

tongue or the oropharynx post-operative period.  One case in 

Supreme LMA group had blood stain on the device on 

removal while there were 2 cases of blood staining in Classic 

LMA group, p˃0.05. Our results compare with different 

studies [25-27]. Theoretically, when the cuff pressure is 

higher than the pharyngeal mucosal capillary perfusion 

pressure of the LMA-inserted patients, mucosal blood flow 

reduces and direct tissue trauma occurs. In the 

histopathologic studies performed on dogs by Martin et al 

[25], the authors reported that high LMA cuff pressure caused 

minor changes to the laryngopharyngeal mucosa. These 

minor laryngopharyngeal injuries may explain the patients’ 

complaints of sore throat, hoarseness and dysphagia. We 

asked the patient for any sorethroat or hoarseness of voice 

one hour post procedure in the recovery room. Only two 

patients (1.5%) in LMA Supreme group and seven patients 

(5.1%) in LMA Classic group developed sore throat in 

postoperative period, this was not statistically significant. 

Zero patient in LMA Supreme group and two (1.5%) patients 

in LMA Classic group developed dysphagia and P values 

were not statistically significant. Our findings compare with 

previous studies [7, 21, 28-32]. In our study not a single 

patient from both group developed laryngospasm. One of the 

causes of larygospasm is light plane of anaesthesia. These 

findings compare with studies of Chew et al [7] and 

Timmermann et al [13]. 

There are some limitations of the study which 

include- 1. Firstly we studied only low risk patients (ASA 1 

and ASA 2) who had normal airways and were mostly not 

obese. 2. We did not compare performance with likely 

competitors of the Supreme LMA such as Proseal LMA. 3. 

Drawback of our study is that, for calculation of leak fraction, 

we have standardized the tidal volume as 7ml/kg and 

recorded the corresponding airway pressures. Some of the 

comparative studies have standardized the airway pressures 

to check for the leak fraction. 4. The study was conducted in 

paralyzed patients; hence our findings may be less applicable 

to spontaneously breathing patients. 5. Both devices were 

inserted by a single experienced user. Therefore results may 

not be applicable to inexperienced user. Further studies are 

needed to assess ease of insertion and first time insertion 

success rate by novice users, as supraglottic airways are 

incorporated in the difficult airway management protocol. 
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5. Conclusion 

Classic LMA and Supreme LMA can be used safely 

and effectively during general anaesthesia with positive 

pressure ventilation in selected patients. Supreme LMA 

insertion was faster and easier than Classic LMA. The 

Supreme LMA provides a lesser leak volume and leak 

fraction as compared to Classic LMA. Even first attempt 

insertion rate of Supreme LMA better than Classic LMA. 

Post-operative Complications were not significantly different 

between Classic LMA and Supreme LMA. 

From the observations of the present study, it may 

be concluded that the LMA Supreme is superior to the LMA 

Classic.   

 

Acknowledgement 

The authors sincerely thanks the department of 

Anaesthesiology and administration of Jaslok Hospital and 

Research Centre, Mumbai, Maharashtra, for permission to 

study and providing necessary facilities to carry out the work.  

 

References 

[1] Divatia J.V. Bhowmick K. Complications of 

endotracheal intubation and other airway management 

procedures, Indian J. Anaesth 2005;49(4):308-318. 

[2] Kovac AL. Controlling the haemodynamic response to 

laryngoscopy and endotracheal intubation. Journal of 

Clinical Anaesthesia 1996; 8:63-79. 

[3] Smith I, Joshi G. The laryngeal mask airway for 

outpatient anesthesia. J Clin Anesth 1993; 5:22-28.  

[4] Mortensen CR, Jenstrup MT, Fruergard KO. The 

laryngeal mask:a new alternative to the facial mask and 

the endotracheal tube. Ugeskr Laeger. 1991; 153:2542---

2544. 

[5] Keller C, Brimacombe J, bittersohl J, Lirk P, Goedecke  

A. Aspiration and the laryngeal mask airway ;3 cases and 

review of the literature, British Journal of Anaesthesia 

2004;93(4):579-582. 

[6] Siddiqui AS, Raees US, Siddiqui SZ, Haider S, Raza SA. 

Comparison of performance and safety of I-gel with 

laryngeal mask airway (Classic) for general anaesthesia 

with controlled ventilation. Anaesthesia, pain and 

Intensive care 2010; 14(1):17-20. 

[7] Chew EF. Haneem N, Wang CY. Randomised 

comparison of the LMA Supreme with the Igel in 

spontaneously breathing anarsthetised adult patients. 

Anaesthesia and Intesive care 2010; 38; 1018-1022..  

[8] Trevisanuto D et al. The Supreme Laryngeal Mask 

Airway; a new neonatal supraglotticdevice: comparison 

with Classic and Proseal LMA in a manikin. 

Resuscitation 2012. 

[9] Jankiraman C, Chethan DB, Wilkes AR. Stacey MR, 

Goodwin NA. Randomised crossover trial comparing the 

I-gel supraglottic airway and Classic Laryngeal mask 

airway. Anaesthesia 2009; 64:674-678. 

[10] Ali A et al. Comparison of the Laryngeal mask airway 

Supreme and Laryngeal mask airway Classic in adults. 

European Journal of anaesthesiology 2009, 26; 1010-

1014. 

[11] Trevisanuto D. et al LMA Supreme for neonatal 

resuscitation; study protocol for a randomized controlled 

trial 2014; 15:285.  

[12] Mc Crirrick A, Ramage DT, Pracilio JA. Experience 

with the laryngeal mask airway in two hundred patients. 

Anaesthesia Intensive Care 1991; 19:256-260.  

[13] Timmermann A, Cremer S, Eich C et al. Prospective 

clinical and fiberoptic evaluation of the Supreme 

Laryngeal Mask Airway. Anaesthesiology 2009; 

110:262-265. 

[14] Eschertzhuber S, Brimacombe J, Hohlrieder M, Keller C. 

The Laryngeal mask airway Supreme –a single use 

laryngeal mask airway with an oesophageal vent. A 

randomised, cross-over study with the Laryngeal mask 

airway Proseal in paralysed, anaesthetisedpatients. 

Anaesthesia 2009; 64:79-83. 

[15] Lee AK, Tey JB, Lim Y, Sia AT. Comparison of the 

single –use LMA Supreme with the reusable Proseal 

LMA for anaesthesia in gynaecological laparoscopic 

surgery. Anaesthesia Intensive care 2009; 37:815-819.  

[16] Lopez AM, Valero R, Brimacombe J. Insertion and use 

of the LMA Supreme in the prone position. Anaesthesia 

2010; 65:154-157. 

[17] Theiler LG, Kleine –Brueggeney M. Kaiser D et al. 

Crossover comparison of the Laryngeal Mask Airway 

Supreme and I-gel in simulated difficult airway scenario 

in anaesthetized patients Anaesthesiology 2009;111:55-

62. 

[18] Brimacombe J, Keller C: Laryngeal mask airway size 

selection in males and females: ease of insertion, 

oropharyngeal leak pressure, pharyngeal mucosal 

pressures and anatomical position; British Journal 

Anaesthesia 1999; 82(5):703-707. 

[19] Gopinath MV, Ravishankar M, KushaNag, Hemanth 

Kumar VR, JVelraj, Parthasarathy S. Estimation of 

effect-site concentration of propofol for laryngeal mask 

airway insertion using fentanyi or morphine as adjuvant. 

Indian Journal of Anaesthesia 2015; 59(5):295-299. 

[20] Taheri A et al. Complications of using Laryngeal Mask 

Airway during anaesthesia in patients undergoing major 

ear surgery. Actaotorhinolaryngpl Ital 2009; 29(3):151-

155. 

[21] Abdi W, Dhonneur G, Amathieu R et al. LMA Supreme 

versus facemask ventilation performed by novices; A 

comparative study in morbidly obese patients showing 

difficult ventilation predictors. Obes Surgery 2009; 19; 

1624-1630. 

[22] Panthila Rujirojindakul et al. Tongue numbness 

following Laryngeal mask airway Supreme and I-gel 



Trupti Chavan et al / Comparative Study of laryngeal mask airway Supreme and laryngeal mask airway Classic in paralyzed patients       507 

IJBAR (2016) 07 (10)                                                   www.ssjournals.com 

insertion. Acta Anaesthesiologica Scandinavica 2012; 

1200-1203. 

[23] Wronbel M, Zeigeler S, Grundmann U: Airway 

Obstruction due to Cuff Herniation of Classic Reusable 

Laryngeal Mask Airway; Anesthesiology 2007; 106(6):1-

2. 

[24] Hugh Devitt J, Richard Wenstone, Alva G. Noel, 

Michael P. O’ Donnell: The Laryngeal Mask Airway and 

Positive- pressure Ventilation; Anesthesiology 1994; 

80:550-555. 

[25] Martins RH, Braz JR, Defaveri J, et al. Effect of high 

laryngeal mask airway intracuff pressure on the 

laryngopharyngeal mucosa of dogs. Laryngoscope 2000; 

110:645-650. 

[26] Seet E, Yousaf F, Gupta S et al. Use of manometry for 

laryngeal mask airway reduces postoperative 

pharyngolaryngeal adverse events: a prospective, 

randomized trial. Anesthesiology 2010; 12:652-657. 

[27] Tan BH, Chen EG, Liu EH. An evaluation of the 

laryngeal mask airway supreme’ in 100 patients. Anaesth 

Intensive Care 2010; 8:550-554. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

[28] Asai T, Kawashima A, Hidaka I and Kawachi S. 

Laryngeal tube compared with Laryngeal mask;insertion, 

gas leak pressure and gastric insufflations. British 

Journal of Anaesthesia 2002; 89(5):729-732. 

[29] Chia YY, Lee SW, Liu K. Propofol causes less 

postoperative pharyngeal morbidity than thiopental after 

the use of a laryngeal mask airway. Anesth Analg 2008; 

106:123-126. 

[30] Grady DM, McHardy F, Wong J et al. 

Pharyngolaryngeal morbidity with the laryngeal mask 

airway in spontaneously breathing patients: does size 

matter? Anesthesiology 2001; 94:760-766. 

[31] Timmermann A, Cremer S, Heuer J et al. Laryngeal 

mask LMA Supreme. Application by medical personnel 

inexperienced in airway management. Anaesthesist 2008; 

57: 970-975. 

[32] Seet E, Rajeev S, Firoz T et al. Safety and efficacy of 

LMA Supreme versus LMA Proseal; a randomised 

controlled trial. Eur J Anaesthesiol 2010; 27:602-607. 


