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Material appearing in Tips from the Top has been reviewed by the Editor, who
finds it of interest to anesthesiologists. This material does not constitute CSA
policy, and is subject to individual evaluation or confirmation before being
deemed descriptive of applicable practice standards.

Poor Man’s LMA: An Alternative Approach to the 
Patient Who is Difficult to Mask Ventilate

By James  R .  Boyce ,  M.D.

Dr. Boyce is a professor in the Department of Anesthesiology,  University of Alabama,
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U
ntil the year 2000, all the literature on the topic  of management of the pa-

tient with a difficult airway focused on predictors of difficult laryngoscopy

and intubation and different techniques to address the difficulties. In 2000,

Anesthesiology published a paper from France 1 which identified predictors of dif-

ficult mask ve ntilation. The authors concluded that patients who snored, were

edentulous,  greater than 5 5 years,  bearded and w hose body mass  index was great-

er than 26 would be difficult to mask ventilate after routine intravenous induction

of anesthesia. T his publication was welcomed enthusiastically because it high-

lighted the distinction between mask ventilation and direct laryngoscopy/intuba-

tion. T his distinction is identified  in the ASA algorithm2 for managem ent of the

patient with the difficult airw ay,  but its impor tance is not emph asized.  Actually

answering the question “ will this patient be difficult to ventilate prior to intubation

attempts?” is of greater importance than answer ing the question “will this patient

be difficult to intubate?”  because hy poxem ia is not a rea l threat as long  as venti-

lation can be maintaine d during v arious attem pts to cannulate the trachea with an

endotracheal tube. 

Our  experie nce with pa tients difficult  to ventilate was similar to the French, and

often our solution was insertion of an Laryngeal Mask Airway (LMA) supraglo ttic

ventilation device.3 However prior to its common use and general acceptance,

LMAs were expensive and not always im mediately  available.  Ther efore I w ould

improvise by using the regular endotracheal tube rather than the conventional

LMA as the supraglottic device to facilitate ventilation. The term  Poor M an’s

L M A comes from the difference in cost between a LMA and a regular endo-

tracheal tube.
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Once a patient is induced w ith intravenous anesthetic agents and neuromuscular

paralysis  established, pr eferably with nond epolarizing neur omuscular  blockers,

an endotracheal tube is placed into the patient’s mouth behind the tongue as one

would  place an oral airway (Figur e 1).The cuff is inflated with approximately 10

ml of air.  The nose  is pinched and  the lips sealed around the tube to prevent

egress  of air dur ing positive pr essure ve ntilation.  Ventilation is esta blished by

having an assistant squeeze the bag, or by turning on the ventilator. A s long as a)

the endotracheal tube is posi tioned behind the tongue b) the cords are abducted

with neuromuscular blockade and c) the inflation pressures do not exceed 25 cm

H2O,  gastric insufflation will not occur.  In morbidly obe se patients (in  our  last

reported series, 4 the average BMI was 56), reverse Trendelenburg to 25 degrees

made ventilation with the Poor Man’s  LMA easy and,  in most cases, an oxygen

saturation of 100% w as attained. Teaching the Poor  Man’s LMA to emergency

medic al technicians, medical students and residents can be accomplished in a

couple of minutes prior to their intubation attempts. Many  residents have found

the technique useful on codes wh en they encounter a p atient whose posture and

position are not amenable to Ambu bag-mask ventilation prior to intubation.

Figure 1. The endotracheal tube is positioned in the oropharynx behind
the tongue. The nostrils are compressed and the lips make a seal around
the tube to prevent egress when posit ive pressure is applied. An assistant
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can squeeze the bag or the ventilator can be deployed to establish ven-
tilation.
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Committee Appointments

Active and Resident members who are interested in
becoming more involved in the CSA and would like to start
by serving on a committee need to contact Edgar D.,
Canada, M.D., President-Elect, at ecanada@ucsd.edu or
the CSA office at (800) 345-3691 or csa@csahq.org by
February 1, 2004, indicating interest in the following
committees:

Bylaws
Educational Programs Division
Finance and Administration
Leadership Development
Legislative and Practice Affairs
Liaison to Industry
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