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ABSTRACT 
 

Background: Supraglottic airway devices (SADs) have been used widely since 1990s. All supraglottic 
airway devices are designed to form a seal in the pharynx between the respiratory and digestive tract 
to protect the airway and facilitate gas exchange. 
Aim: To compare the safety of Laryngeal mask airway (LMA classic) and I-gel devices, regarding 
blood on removal of devices and post-operative nausea and vomiting. 
Methods: This was a randomized controlled trial. Total 200 patients undergoing elective surgical 
procedure were included and divided into two equal groups A and B by using random number table. 
Each group comprised of 100 patients. In group A LMA and in group B I-gel was used. Following, 
preoxygenation with 100% oxygen, patients were induced with propofol 2.5mg/Kg, nalbuphine 
0.1mg/Kg and atracurium 0.5 mg/Kg IV to insert device. Standard II monitoring was applied to all 
patients. Anaesthesia was maintained with 50% N2O in O2 and Isoflurane at 1.2 MAC. At the end of 
surgery neuromuscular blockade was reversed with neostigmine and atropine. Devices were removed 
and monitored the patients in recovery room for 24 hours. All data was entered and analyzed by SPSS 
version 11. Chi square test was applied. P-value of ≤ 0.05 was considered significant. 
Conclusion: I-gel is found to be more advantageous. 
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INTRODUCTION 
 

The tracheal intubation is the gold standard method 
for maintaining a patent airway during anaesthesia

1
. 

However this maneuver requires skill and continuous 
training, practice and direct laryngoscopy which may 
cause laryngopharyngeal lesion

2
. Laryngoscopy is an 

important factor in the hemodynamic stress response 
associated with tracheal intubation

3,4
. Attempts to 

minimize the presser response to laryngoscopy and 
intubation are being made by using alternative 
devices such as supraglottic airway devices

5
. 

Supraglottic airway devices (SADs) have been used 
widely since 1990s

6,7
. All supraglottic airway devices 

are designed to form a seal in the pharynx between 
the respiratory and digestive tract to protect the 
airway and facilitate gas exchange

8
. The LMA has 

been well established for more than a decade and is 
often used when endotracheal intubation is not 
necessarily required

9
. The LMA is also tolerated at 

lighter level of anaesthesia than endotracheal tube
10

. 
The incidence of postoperative sore throat is also 
significantly less in patients receiving LMA

11
. 

Nevertheless simple handling of the LMA is limited by 
the potential risk of aspiration because fiber optic 
studies have found 6-9% visualization of the  
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esophagus via the LMA

12,13,14
. In recent years the “I-

gel”, another SAD with some more features has been 
designed that set it apart from other competitors. I-gel 
is a new SAD without an inflatable cuff and design for 
use during anaesthesia

15
. 

 The I-gel has a gastric channel allowing venting 
of the air and gastric contents or insertion of gastric 
tube

16
. I-gel facilitates the passage of an orogastric 

tube for decompression of stomach
17-19

. I-gel has 
improved airway seal pressure with lower mucosal 
pressure

8,20
. 

 

MATERIAL AND METHOD 
 

After approval of study from the hospital ethical 
committee 200 patients undergoing elective surgical 
procedure in general anaesthesia were included, 
written informed consent from each patient was taken 
and divided them into two equal groups A (LMA) and 
B (I-gel) by using by using a random number table. 
Each group comprised of 100 patients. Following 
preoxygenation with 100% O2, patients were induced 
with propofol 2.5mg/kg slowly, nalbuphine 0.1mg/Kg 
and Atracurium 0.5mg/Kg intravenous. Standard II 
monitoring was done. Anaesthesia was maintained 
with 50% N2O and isoflurane at 1.2% MAC. At the 
end of surgery neuromuscular blockade was 
reversed with neostigmine and atropine and devices 
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were removed and monitored the patients in recovery 
room for 24 hours. All date was entered and analyzed 
by SPSS version 11. Chi square test was applied P-
value of ≤ 0.05 was considered significant. This was 
a randomized controlled trial and sampling technique 
was non-probability purposive sampling. Sample size 
of 200 cases was calculated with 80% power of test 
and 5% level of significance. 
 

RESULTS 
 

According to results of this study mean age was 
41.87±3.76 year (Table 1). 57% in group A and 53% 
in group B were male and 53% in group B were male 
and 43% in group A and 47% in group B were 
females (Table 2). 
 

Table 1: Age distribution (n = 200) 

Age (years)  Group A Group B 

18-30 23(23%) 27(27%) 

31-40 37(37%) 31(31%) 

41-50 40(40%) 42(42%) 
Mean±SD: 41.87±3.76 
 

Table 2: Gender distribution (n = 200) 

Gender  Group A Group B 

Male 57(57%) 53(53%) 

Female 43(43%) 47(47%) 
 

Table 3: Comparison of blood on device in both groups 
(n=200) 

Blood on device Group A Group B 

Yes 23(23%) 2(2%) 

No 77(77%) 98(98%) 
P value = 0.00 
 

Table 4: Comparison of Nausea & Vomiting in both groups  

Nausea & vomiting Group A Group B 

Yes 27(27%) 8(8%) 

No 73(73%) 92(92%) 
P value = 0.00 

 
Table 5: Stratification for blood on device in both groups 
with regards to age (n = 25) 

Age (years)  Group A Group B 

18-30 0 4(17.39%) 

31-40 1(50%) 9(39.13%) 

41-50 1(50%) 10(43.48%) 

 
Table 6: Stratification for blood on device in both groups 
with regards to age (n = 25) 

Gender  Group A Group B 

Male 0 5(21.74%) 

Female 2(100%) 18(78.26%) 

 
Table 7: Stratification for Nausea & Vomiting in both groups 
with regards to age (n = 35) 

Age (years)  Group A (n=27) Group B (n=8) 

18-30 5(18.52%) 2(25%) 

31-40 9(33.33%) 3(37.5%) 

41-50 13(48.15%) 3(37.5%) 

Table 8: Stratification for Nausea & Vomiting in both groups 
with regards to gender (n = 35) 

Gender  Group A Group B 

Male 12(44.44%) 3(37.5%) 

Female 15(55.56%) 5(62.5%) 

 
 Comparison of blood on device in both groups 
was recorded as 23(23%) in group A and 2(2%) in 
group B while 77(77%) in group A and 98(98%) had 
no blood on device, P value was calculated as 0.00 
(significant) Table 3. 
 Comparison of nausea and vomiting in both 
groups shows 27(27%) in group A and 8(8%) in 
group B, P value was 0.00 (significant) Table 4. 
 

DISCUSSION 
 

The management of the airway has come a long way 
since the development of endotracheal intubation by 
Macewen in 1880 to the present day usage of so 
sophisticated devices

21
. In this clinical trial we studied 

the outcome of LMA classic and I-gel devices in 
patients undergoing general anaesthesia and found 
that I-gel was more advantageous. The findings of 
the study of siddique AS et al also support our study, 
who represents a significant efficacy of I-gel as 
compare to LMA for induction of general anaesthesia 
by showing 0% in I-gel group and 18% in LMA 
group

3
. Similarly the study of Helmy M and Hassam 

M also support our study and they recorded nausea 
and vomiting in 5% with I-gel group and 20% in LMA 
group

22
. 

 In the study of Richez B et al they found that 
insertion success rate was 97%

23
. In the study of 

Acott CJ he assessed the use of I-gel as an airway 
device during general anaesthesia

24
. Similarly 

Gatward JJ et al evaluated size-4 I-gel airway in 100 
non-paralyzed patients and found that first insertion 
attempt was successful in 86% of patients, the 
second attempt in 11% of patients and third attempt 
in 3% of patients

25
. 

 

CONCLUSION 
 

We concluded that there is a significant difference in 
outcome of LMA and I-gel devices in patients 
undergoing general anaesthesia in elective surgeries 
and I-gel is found to be more advantageous. 
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