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SUMMARY

Fotal fip-replacement was. planned in a patient with
the divanasiy af jvensl rhewmatafe artheitis, Cervieal
ratabilization was noted an the premedicatiom visd,
Pha tivemental distance of the patient was below 4 cm
witht grde 4 of Mallampatt classification. We failed
firdntbade the patient endutracheally with direct and
fiberoptic laringascopy, The airway mabtterance was
deliteved by farvngeal mask awrway aind the operation
was fermprated successfully, In this case, we shawed
that ¢ nominvasive medhod the laryngeal mask sirway
van be uved as an alternative e difficnde infubations
el i differens posinion ke lareral decubitiv,

Key waords: Larvmgeal mask airvay,  rhewniateid
arthirit, diffonde subarion

OZET

28 yaginda fuvem! romatoid arteit tamss alan hastava
foral kalpn  protezi operasvenn planlandl
Prearestezih evalisasvonda servikal immobilizasyon,
Mallampart sinmflamas: e Grade f, tiromental
mesafe 4 omden az olarak saprand: Servikal araket
ksiddegr  medenwle lavingorkop vonlendirilne-
diginden-endotakeal intibasvon givigimi, kor nazal
ve fiberaptic lavingoskopl denemelerinde  bagari
olunmamads,  Laringeal maske (LM e Bastanin
favavale devamilign sagland:, Gperasyon basart ile
famandand. Biz by olendn favavolunun emnivet;
fpdis Ronfrvaziv bir pantem olan LM kaflaneral zor
fnttibgevonda ve posisyon degockliklerinde L8 nin
ctlierpatif bir yanten olacagmi sésterdit,

Anafitar sdzeiifder: Lavingaal maske, romatoid arelr
zar intibasyon

The laryngeal mask airway (LMA) maintains the
alrway under anesthesia without endotracheal
intubation (1). LMA is used in the management
of a difficult airway, Rheumatoid arthritis is 4
tisease of  unknown origin characterized by
immune mediated synovitis. The patient who
present the most significant challenge to the
ancsthesiologist are those with advanced disease
having deformity. instability and destruction
many of joints, Throughout the body the
cervical spine, hips, shoulders, knees, elbows,
ankles, wrists and metocarpophalengeal joints
may all be affected (2). The trachca may be

diffieult 1o 1mbate for a number of reasons

lankivlosis of cervical spine, hypoplasia of

mandible} that are most prominent in those with

Juvenile rheumatoid arthritis (3). Some technical

problems of concern are mirway  management

and cervical spine instahility (43,

CASE REPORT
A 28 wyear old male weighting 46 kg was
admitted o orthopedics unit for total  hip
replacement because of juvenile rheumatord
arthritis (L.D:7 622980 Date: 03,12.1995).
Juvenile rheumatoid arthritis was diagnosed 26
vears ago. Total hip replacement was planned
one year ago. However it was postponed
because of failed intubation. He had no history
of other disease. Oral opening was measured 4
cm, thyromental distance was below 4 cm, it
was classed as Mallampati Grade 4. Cervical

sping was immobile, [le wag assessed as a
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canditadate:  for difficult  miybation. s
preanesthetic routine laboratory values were
within normal limits. He was premedicated with
5omg  benzodiazepine orally. Operating room
was prepared for difficult intubation. Alternate
laryngoscopes. endotracheal tubes and LMA of
assorted size, [iberoptic intubation eqguipment,
retrograde intubation  surgical airwiy  access
e cricothyrotomy ) an exhale carbon dioxide

detector was available.

On arrival in the operating room the patient was
monilered for arterial tension, heart rate, oxygen
saturation  and  capnography, The  patient
breathed 100 % s Five minutes later propofol
L4 mg was given intravenously. No musele
relaxant ar apioid was used, Atlempt to intubate
was  failed  because  manipulating  the
larvneoscope was difficult owing to cervical
immohilization. nasal intubation and

Blind

fiberoptic lamyngoscopy failed also.

By that time propolol was given as needed. Then
LMA (size 4) was nserted without difficulty
and anesthesia was maintamed with 30 % NO.,
O-and 1.5 % iseflorane. He was positioned on
feft  lateral decubitis. ™o hemodynamic or
esprratory changes (SpOs, in range of 9894,
LTCO: morange of 3032 mmHg) occurred
during the procedure, At the end of surgery the
patient was transferred to the intensive care unit.
e patient  was  extubated  without  any
difficully, A second operation for contrafateral
hip was plammed twenty davs latter. LMA (size
4) was inserted. the patient was positioned on
right lateral decubitis. There was no problem

during the eperation or extubation.

DISCUSSION
Nificulties in endotracheal intubation are an
etielogic factor in patiem  morbidity and
mortality (3}, Current American Society of
Anesthesiologist practice guidelines sugpests
that the LMA has role in the managemem of the
difficult airway. The laryngeal mask which is a
0N invasive lechniquc twhen  compared 10
teanstracheal

retrograde ituhation or

ventilalion)  might be  considered  as  an

alternative in case of difficull imubation:
[nsertion of the LMA is a simple noninvasive
maneuver in the c¢an not intubate. can not

ventilate situation (6}

LMA is one of the suggested contents of the
Portable Storage Unit for difficall  Airway
Management (7) The major disadvantaze of the
LMA however, is that it does not provide
complete sealing of the airway azainst airleak o
aspiration. The elective use of the device s
contraindicated  in any  of the conditions
associated with an increased nsk of aspiration
(8). LMA is also contraindicated in patients who
have blood present in the upper airway. The use
af the LMA is relatively contraindicated in
patients with local pathology in the pharyx and
farynx such a5 a tumor, abscess: cdema and/or
hematoma and whenever It is anticipated that
positive proximal airway pressures in excess of
2530 cmHL0 will be required to adeguatels

ventilate the lungs (8),

A Mallampati Grade 3 should indicate to the
anesthesiologist that correet seating of the LMA
miay not always paessible (3), When the LMA 15

in its ideal position, the epiglottis and esophagus
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are outside and the laryngeal opening is totally
within the rim of the LMA; this is obtained only

30- 60 % of the time (9<11),

When the epiglottis is within the proximal rim
ot the LMA, the tip of epiglottis is downtolded
forward the larvny 50-90 % of the time and
lateral aryepiglottic folds are infolded toward
the larynx half of the time. The distal rim of the
LMA 15 usvally wedged in the hypopharynx, but
in 10-15 % cases the cosophagus may be clearly
seen inside the distal rim. These variations
represent a partial degree of abstruction, da not
cause  any apparent difficulty with respi:'atiﬂn
and in 9399 % of adult and pediatric patiens
the amrway is ultimately judged 10 be clinically
acceptable (12)) The most common causes of
poor LMA placement are inadeguate anesihesia
or inadequate relaxation, failure to negotiate the
90" turn from the posterior pharyny to the

hypopharyns (11),. The patient had  severe
¥l 3

ahkylosmge spondyvlitis because of the [used,
cervical spine in the flexed position, Brain's
technmique couldn™ be used, We inserted the

LMA wthout moving the head.

Even in experienced  hands  succissful

mtuhation with the fiberoptic scope requires
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