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CASE REPORT: 

Laryngeal Mask Airway causes Nasopharynx Injury. 
(Event occurred 2005) (Revised 2021-7-7)                                                        AUTHOR:  Dr. Robert M Raw MD 
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INTRODUCTION.  
 The LMA was invented in 1983 by Dr. Archie Brain of Britain1. The discovery of 
the Laryngeal Mask Airway (LMA) is considered one of the great advances in 
anesthesiology.  Its clinical use is relatively simple, but there is some skill required in 
inserting it. On rare occasions, patient injuries have been associated with the use of the 
LMA, as with any form of patient instrumentation. This case report describes a patient 
injury that occurred and the discussion will offer advice on how to avoid such injuries.  
 
THE PATIENT.   

The patient had a narrow gracile type of face, with a high palate. He did not 
appear odd though, and airway management challenges were not anticipated. An 
anesthesia trainee attempted insertion of a disposable LMA number-5 size.  He used a 
very vertical insertion line on the supine patient. The mask did not slip around towards 
the laryngopharynx and modest force was applied. The LMA resisted further 
advancement. The teacher then took over, and removed the mask, re-inserting it with a 
small maneuver. It slid easily into its correct position without trauma. Some oral 
bleeding was however noted.  
 At the conclusion of surgery about an hour later the throat was intentionally 
closely inspected to find the 
source of bleeding.  
Bleeding was still active. 
Investigation showed a 
gouge in the midline of the 
naso-oropharynx boundary. 
See photo taken by an 
oropharyngeal surgeon at a 
post-surgical consultation.  
A metal spatula elevates the 
soft palate in the 11 o’clock 
position of the photo. The 
gauged laceration was 
judged to be 6 mm wide, 6 
mm deep, and 10 mm long 
with a mucosal flap on the 

Image 1.  
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superior aspect indicating a gouging 
movement from below had occurred. 
The injury bottom point was about 2 
cm above the soft palate edge in its 
neutral position, and thus lying in the 
nasopharynx and out of sight from 
routine oral inspection of the mouth. 
 Having observed the 1st LMA 
insertion attempt and the injury, this 
author is 100% sure it was the LMA 
that caused the injury. The LMA that 
was used was inspected and it 
appeared normal at first glance. 
Closer inspection in trying to 
understand the gouged nature of the 
injury, it became apparent that when 
the deflated cuff of the LMA was 
pushed towards its posterior aspect 
and then superiorly (relative to how 
the LMA would normally lie in the 
mouth) the center part was 
sufficiently pointed and firm to be 
the gouging instrument. See image 3. 
 The mask was discarded and a 
series of masks in sizes # 3, 4, and 5 
were examined and they were 
identical. There is thus no suspicion 
that the mask used was defective nor 
different from the others in hospital 
stock. 
 The patient had received an 
intra-operative 4 mg Dexamethasone 
injection and an alcohol-free oral antiseptic gargle 
was prescribed to be used four times per day for 7 
days afterward. Recovery was speedy uneventful 
and the patient did not regard the throat pain as a 
special problem relative to his foot surgery excision 
of a benign tumor.  
 
DISCUSSION 

Image 5 illustrates where and how the 
pharyngeal laceration occurred.  When the LMA cuff 
has all air extracted and is shriveled up, that point 

Image 2. LMA with the 
cuff lightly inflated. 

Image 3. LMA with the 
soft cuff pulled back 
exposing the sharp 
front point of the inner 
frame of the mask. 

Image 4. The sharp point of the solid plastic inner 
frame of the LMA that gouged the patient’s throat. 
See yellow arrow. 

Image 5. LMA exposed sharp tip 
gauging the throat. 
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sometimes is prominent. See image 4. It is that point, that cuts into the back of the 
oropharynx lacerating it.  The remedy to avoid that is to never insert an LMA with a 
maximally shriveled empty cuff. A slight fullness to the cuff lifts that point sufficiently 
away from the posterior pharynx wall that lacerations then never occur. 

 Secondly, one should always lubricate all the tissue contact surfaces of the open 
side of the LMA mask. That conflicts with widely published, but erroneous teaching. It is 
rational not to leave excess clumps of gel within the air tract, but the entire cuff surface 
must still be thinly lubricated. Since following this above practice this author has never 
again had a patient experience a torn frenulum, nor a lacerated pharynx, nor any lung 
problem explicable by aspiration of a microscopic amount of gel, in 10 000 cases. Added 
to that the experience of a community of 70 close colleagues who practiced identically 
and similarly had good LMA outcomes, after developing these here recommended LMA 
practices, after the group’s first learning months.    

Thirdly, at the start of insertion of the LMA aim above the tongue, so as not to 
push it backward. The tongue must also slide under the lubricated mask, in order to not 
be dragged backward. As soon as the LMA is just over half its length into the mouth, and 
likely the pharynx is lightly felt by the inserting hand, maneuver the LMA tube to direct 
the LMA caudad towards the laryngopharynx. It should continue sliding easily. Never 
use force on an LMA during insertion.  

Occasionally, if the LMA refuses to slide easily towards the larynx, rotate it 45 
degrees to the side and push it inwards, whilst still trying to direct the tip towards the 
larynx. As soon as small progress is felt let the mask return to its flat normal position. It 
will then always slide easily into its final position. That twisting rotation maneuver helps 
stop the tip of the LMA from flipping upwards and doubling back.  

This is a rarely reported LMA complication2,3,4,5.   It is possible this patient’s slightly 
unusual mouth and facial dimensions increased the risk of this complication happening. 
Amongst this author’s trainees and peers, this author has seen three such lacerations 
like this, over a 30-year career.  
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