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relax”.[1] As George et al. noted, pros and cons to this 
practice can be expected. Nevertheless, most of the findings 
in this report are subjective reports by the studied staff. Some 
statements such as “It was evident that the staff would not 
let music compromise or interfere with the technical aspects 
of patient care or competence”[1] cannot be evidenced. It is 
no doubt that no staff will answer that he/she let music to 
interference his/her duties although this might really exist. 
Nevertheless, music is good for relaxing and can be effective 
tool for releasing of the stress of the medical personnel. The 
next interesting question is whether music also offers some 
advantage to the patients in the operation room. 
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Authors’ reply

Sir,
This is to respond to the “Letter to the Editor”[1] regarding our 
article titled “Influence of music on OT personnel” published 
in the Journal of Anaesthesiology Clinical Pharmacology. [2]

Our study overwhelmingly supported the view that instrumental 
music played in low or medium volume in the operation theater 
was the most preferred type of music by most of the surgeons, 
anesthesiologists, nurses, and patients who were awake during 
the surgery. Many other studies also reiterated the choice of 
soft instrumental music.[3] 

Patients who were awake and listening to the music played 
in the operation theater were less anxious and apprehensive. 
This was reflected in the questionnaire filled in by this group 
of patients. These patients, who were awake, were less stressed 
during the surgery and had a pleasant experience during the 
surgical procedure.[4]
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Intubating laryngeal mask 
airway with transplanted pilot 
balloon?

Sir,
Intubating laryngeal mask airway (ILMA) is often used in 
elective surgical procedures and emergency difficult airway 
management. It is made up of silicon rubber for its longevity. 
It is expected to perform best in first 40 uses; however, damage 
of device is not guaranteed up to 40 uses. The pilot balloon 
can get damaged while handling, washing, or cleaning. In 
such a case, it has to be discarded immediately.[1]
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Recently, while doing the preuse check of an ILMA, we 
discovered that the pilot balloon assembly was disrupted. 
Since, it was a new device (hardly used twice) and as it is 
expensive, we did not discard it. We decided to replace the 
disrupted pilot balloon assembly of ILMA with the pilot 
balloon along with 2 cm inflation tubing of size 7 mm ID 
tracheal tube. The cut end of the inflation tubing along with 
pilot balloon fitted snugly into the inflation channel of ILMA 
is shown in [Figure 1]. The ILMA cuff could be inflated 
with the transplanted pilot balloon. The cuff pressures were 
sustained, as seen by the cuff dimensions and subsequently 
confirmed with cuff pressure manometer. The pilot balloon 
was subsequently fixed with the help of adhesive (Fevikwik, 
Pidilite Industries Limited, Mumbai, India) to prevent 
accidental leakage.

This device has been subsequently used more than 20 times 
and no problem was noted. The cuff and the airway tube of the 
repaired ILMA are cleaned in warm water with Endozime®. 
Thereafter, the inside of the airway tube using is cleaned with 
a soft bristle brush and then the device was rinsed thoroughly 
in warm running tap water.

We have described a novel indigenous technique for repair 
of the costly equipment. This technique can be utilized 
for repair of costly ILMA, but we should be careful and 
always check such a repaired device before use to prevent 
mishap.

Vinod Bala, Anju Gupta1, Nishkarsh Gupta, 
Mridula Pawar

Department of Anaesthesiology, PGIMER and RMLH, New Delhi, 
1Specialist, Government of NCT, Pandit Madan Mohan Malviya 

Hospital, Delhi, India

Address for correspondence: Dr. Anju Gupta, 437, Pocket A,  
Sarita Vihar, New Delhi, India.

E-mail: dranjuguptya2009@rediffmail.com

Figure 1: ILMA  with damaged and transplanted pilot balloon  
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Accidental intraoperative 
avulsion of external 
inflation tubing of armored 
endotracheal tube 

Sir, 
We report a case of intraoperative accidental disruption 
of inflation line assembly of an armored tube. A 70-kg, 
30-year-old woman, in ASA I, was scheduled for subtotal 
thyroidectomy. She was administered anesthesia as per the 
standard protocol followed at our institute. Endotracheal 
intubation was done using 7-mm ID armored endotracheal 
tube (ETT) (Unoflex, Unomedical, Kedah, Malaysia). 
After securing the ETT, head rolls were placed under the 
interscapular area to achieve adequate neck extension. We 
suddenly noticed that the inflation line assembly of the ETT 
lying on the floor. Peritracheal cuff leak was also present 
[Figure 1]. Direct laryngoscopy was done and ETT was 
changed with a fresh one. Rest of the intraoperative and 
postoperative course was uneventful.

Various complications with the use of armored ETT have been 
reported, including visible bite injuries, tube malposition, and 
normal appearing tubes causing life-threatening obstruction.[1-3] 

Higher complication rate has been reported with the use of 
reused ETT.[2] We reuse the silicone armored ETT up to 
20 times after autoclaving in our institute. As compared to 
normal polyvinylchloride ETT, the inflation tube is attached 
more proximally to machine end of armored ETT. This 
increased length of inflation tube of the ETT may increase 
the chances of accidental pulling and disruption of inflation 
system [Figure 2].
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