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Case Presentation

A 76-years-old woman, 165cm, 53kg, ASA 2, was scheduled for a Watchman procedure, i.e.
closure of the left atrial appendage (LAA) in patients with chronic atrial fibrillation,
particularly in patients who cannot be treated with anticoagulants (1). The procedure was
performed by advancing and deploying a device with a spring or umbrella-like structure into
the right atrium under transesophageal echocardiography (TEE) guidance through the
interatrial septum (1).

The patient recently experienced a hemorrhagic transient ischemic attack, while on apixaban.
Although she recovered without complications, anticoagulation was discontinued due to risks
causing another hemorrhagic event with potentially unpredictable outcomes.

As an alternative to anticoagulation, the patient agreed to a Watchman procedure.

The interventional scenario was complicated by the patient’s history of pneumonectomy for
lung cancer, which had resulted in paralysis of the ipsilateral vocal cord. The patient refused
endotracheal intubation, fearing damage to her remaining functional vocal cord. As an
alternative, the LMA-Gastro® (Teleflex®, Athlone, Ireland) (Figure 1A+B) was selected,
allowing for both airway management (ventilation/ respiration) and insertion of the TEE
probe (2). All LMA-Gastro sizes can accommodate endoscopes that fit in a 14mm diameter
channel and a 2D-TEE trial (GE6VT-D, 14mm) passed through the endoscopic port (Figure
1C+D), but the LMA shape created friction that impeded free manipulation. As a result, the
first modification was made as previously described (3). On the procedure day, the use of a
3D-TEE probe (17mm transverse dimension) was necessary, but it could not pass through the
endoscopic port, and an additional modification was necessary. The breathing port and
endoscopic port were built together, but the latter extends by 4cm into the body of the LMA
to create a bite bock. The two ports were separated, leaving only the breathing port (Figure



1C) connected to the body of the LMA-Gastro®, and allowing the 3D-TEE probe to easily
pass through the now-empty gastric entry channel (Figure 1E-1F-1G).

After Intravenous induction of GA modified LMA-Gastro® (size 3) was inserted, ventilation
was assessed. A reliable ETCO: trace was observed on the monitor and mechanical
ventilation was initiated with volume-controlled ventilation and a positive end-expiratory
pressure of 5¢cm H2O under oxygen and sevoflurane. The procedure went uneventful.

Figure 1. LMA-Gastro® Teleflex

A. Picture from the official Teleflex website showing the commercially available LMA-
Gastro®. Image courtesy of Teleflex Incorporated 2024. All rights reserved.

B. Picture centered on the proximal part of the mask, showing the two-port connector
(ventilation connector and endoscope port).

C. Top view of device, showing the modified LMA-Gastro® with manual removal of the
distal part and back part allowing to accommodate up to a 14mm tube.

D. Endoscopic 2D TEE probe passing through the 14mm endoscope channel exit in the
dry test.

E. Proximal part of the LMA-Gastro® with the proximal two-port connector removed.

F. Proximal part of the LMA-Gastro® after the removal of the connector. The large
diameter channel is the endoscopic one.

G. The LMA Gastro® in a ventilated patient after withdrawing the endoscope connector



Discussion

The procedure was elective but with a sense of urgency because no anticoagulants were
given. At the time this patient was cared for, no valuable alternative method was available.
The new airway device (Jcerity Endoscoper Airway® - JEA, Zhejiang Jcerity Medical
Technology, Huzhou, China) is now available and its 20mm endoscopic opening would have
easily accommodated the 3D-TEE probe (4). It also has an open built-in back opening which
is similar to modification previously made manually (3). This device was not available to us
and may still be restricted to use only in China. Although the Gastro-Laryngeal Tube® was
also available and presents with a port dedicated for inserting a gastro-duodenal endoscope,
the internal diameter of its endoscopic port is 13.8mm and would not have allowed to pass
the large 3D-TEE tube. The modified LMA-Gastro® was our only option.

Aminian et al. recently described applying smaller 2D TEE probes (external diameter 8mm),
allowing LAA closure to be performed under sedation. However, only the standard large TEE
probe allows 3D imaging. If the 3D-TEE is required, GA may be necessary and the diameter
of the endoscopic port of the airway device should be large enough to accommodate such a
probe (5).

Managing this case required quick adaptation of an existing device to meet an unforeseen
challenge. This situation demonstrates how flexible, “out-0f-the-box” thinking can lead to
successful outcomes and potentially inspire new applications for the LMA-Gastro®.
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