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Unusual bulging (ballooning) of 
the laryngeal mask airway cuff 
causing secondary loss of airway

INTRODUCTION

Laryngeal mask airway (LMA) has been universally 
used either as primary or rescue airway devices. 
Although it is relatively safe and effective as a 
supraglottic airway device, there are few reports of 
its complications mostly related to its cuff volume 
and pressure or its malposition. Complication ranges 
from sore throat to nerve palsies (lingual, recurrent 
laryngeal, inferior alveolar, hypoglossal).[1-5] We 
encountered an unusual bulging of the disposable 
LMA cuff after correct positioning in hypopharynx 
and normal inflation with recommended volume of air. 
The unusual bulging (ballooning) of the cuff occurred 
30 min after insertion, causing loss of ventilation and 
significant desaturation requiring change of LMA.

CASE REPORT

A 30-year-old male patient weighing 75 kg was 
scheduled for K wire fixation for bimalleolar fracture 
of right ankle. General anaesthesia with spontaneous 
ventilation through LMA was planned. After connecting 
standard monitors, the patient was induced with 
Remifentanil 50 µg over 1 min and propofol 150 mg. 
After checking the cuff leak and cuff deformity, Size 
4 disposable LMA was inserted as per the standard 
technique with the index finger guidance and the cuff 
was inflated with 30 mL of air. LMA was connected 
to the ventilator tubing and patient was allowed to 
breathe spontaneously after initial manual assisted 
ventilation. Anaesthesia was maintained with oxygen 
40% in air with sevoflurane (1–3%) and infusion of 
Remifentanil at a rate of 300–600 µg/h. Patient was 
breathing smoothly with good tidal exchange for the 
first 30 min, the patient started desaturating and the 
ventilator showed progressive loss of tidal exchange. All 
the external tubing and connections were checked and 
found to be intact. On manual ventilation, significant 
air leak from the LMA was diagnosed. LMA was taken 
out and replaced with another one [Figures 1 and 2].

DISCUSSION

The LMA used in this case was a new disposable unit 
with silicon cuff. The cuff of the LMA was inflated with 

air and tested before insertion, and nitrous oxide was 
not used intraoperatively. Therefore, the cause of this 
unusual ballooning (bulging one portion) was difficult 
to explain. Temperature in the hypopharynx might have 
caused expansion of the cuff volume and stretching of 
the silicon cuff, causing unusual bulging. We inflated 
the cuff with the recommended volume (30 mL for no. 
4 LMA) and the patient was in a supine position. The 
surgical manipulation causing head and neck movement 
was negligible as the surgical field was far away from 
the body. There might be a possibility of manufacturing 
defect in the form of uneven thickness of silicon cuff 
that might have given way under normal volume and 
pressure. It would have been more interesting if we 
could have measured the cuff pressure.

The disposable LMA cuff is made of soft silicon 
designed to provide low pressure[6] and bulge with 
small increase in intracuff volume in a relatively 
warm atmosphere of hypopharynx, which might have 
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Figure 1: Side view

Figure 2: Top view
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lead to secondary loss of airway. In our opinion, this 
potential condition should be kept in mind while 
using any LMA that might give rise to unexpected 
airway complications.
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Anaesthesia for thoracoscopic 
lung biopsy without tracheal 
instrumentation

INTRODUCTION

Video-assisted thoracoscopic surgery is the procedure 
of choice for the diagnosis of diseases of pleura, 

undiagnosed small peripheral pulmonary nodules and 
interstitial lung disease.[1]

Adequate surgical exposure during thoracoscopy 
requires partial or complete collapse of the operative 
lung. Traditionally, thoracoscopic surgeries have been 
done using a double-lumen endotracheal tube (DLT). 
However, placement of DLT has risks,[2] and its use in 
small children is limited by size (smallest DLT is 26Fr 
and smallest Univent is of 3.5 mm ID).

The use of two-lung ventilation during thoracoscopies 
has been studied in the past. Satisfactory use of a 
single-lumen tube (SLT) in thoracoscopic pleural 
biopsy,[3] wedge resection of lung[3] and thoracoscopic 
sympathectomy[4] have been shown. Two-lung 
ventilation with a SLT using low tidal volumes and 
increased respiratory rate showed normal acid base 
gases values in all patients undergoing thoracoscopic 
surgery for primary spontaneous pneumothorax.[5]

General anaesthesia with two-lung ventilation is 
generally necessary for infants and small children, 
as they often will not tolerate collapse of one lung.[6] 

Placement of an endotracheal tube in a child with a 
potentially irritable airway also increases the risk of 
perioperative respiratory complications.[7]

CASE REPORT

We report the management of two 7-year-old, American 
society of Anaesthesiologists grade II, children posted 
for thoracoscopic lung biopsy for confirmation of 
their diagnosis of sarcoidosis and interstitial lung 
disease. Both had clinical and radiological evidence of 
upper and lower respiratory tract infections and pre-
operative investigations revealed hypoxia.

After obtaining a written informed consent from the 
parents, the children were pre-medicated with syrup 
Promethazine. Standard monitoring was instituted. 
Anaesthesia was induced with Fentanyl, Propofol and 
Vecuronium and a size 2.5 Proseal laryngeal mask airway 
(PLMA) was inserted in both the patients. Anaesthesia 
was maintained with Sevoflurane 2–3% in (50:50) O2–
N2O (oxygen-nitrous oxide). The patients were placed in 
the left lateral decubitus position. Before introduction 
of the thoracoscope, both lungs were deflated by 
disconnection of the breathing circuit. Subsequent 
pneumothorax created by insertion of ports further led to 
lung collapse, precluding the use of carbon dioxide (CO2) 
insufflation. Biopsy specimens were retrieved using an 
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