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Thinking Like A Pancreas:
A Look Ahead at Diabetes
Technology in the
Perioperative Setting

To the Editor:
Our preliminary data (1) support

the comments in the recent editorial
(2) that the anesthesiologist’s man-
agement of blood glucose has not
changed over the last 5 years. What
must be pointed out is the deficiency
in current blood glucose monitoring
technology when trying to achieve
normoglycemia (3– 6) with occa-
sional blood glucose measurements
during cardiac surgery, especially in
diabetics. To “think like a pancreas”
requires continuous glucose data
much like pulse oximetry and cap-
nography emerged from the need to
“think like a lung.” The future of
“tight” blood glucose control will be
with continuous glucose sensors, or
other forms of automated blood sam-
pling systems. Those systems will
eventually feedback to a controller
with algorithms programmed to de-
liver insulin in a semi-closed or
closed-loop technique. The two cur-
rently approved glucose monitors
measure interstitial glucose but these
needle type subcutaneous sensors re-
quire equilibration and calibration
procedures that make their use less
practical in the acute care setting. It is
unknown how sensors will perform
in surgical patients experiencing
rapid fluctuations in blood glucose,
changes in blood flow distribution,
temperature (7), or various patholo-
gies (i.e., morbid obesity, edema, sep-
sis). Issues such as calibration drifts

from membrane fouling, measure-
ment delays (blood to interstitial
fluid), statistical handling of continu-
ous data, and prediction of future
glucose information, have not re-
ceived the needed consideration in
the evaluation and approval of these
systems. Other technologies classi-
fied as intermittent type glucose
monitors, specifically designed for
the surgical and ICU patient, are cur-
rently being developed and tested in
the United States. The development
of an artificial pancreas is on the
horizon with anesthesiology and
acute care environments appearing
as good testing grounds for early
systems with controlled insulin
and glucose infusions. Significant
progress in this technology will
make it possible to “think like a
pancreas” as more evidence of hy-
perglycemia associated adverse
outcomes presses for a reduction
in the sweetness of blood.

Marc C. Torjman, PhD
TorjmaMC@UMDNJ.edu

Michael E. Goldberg, MD

Robert A. Hirsh, MD

Jeffrey Littman, MD
Department of Anesthesiology

Cooper University Hospital
UMDNJ—Robert Wood Johnson Medical School

Camden, NJ
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In Response:
Commenting on our recent edito-

rial (1), Torjman et al. (2) suggest the
possibilities for new technologies in
blood glucose monitoring. We agree
that the current methodology for
frequent blood glucose monitor-
ing during tight glycemic control
is burdensome, and a new system
may improve our efficiency with
continuous blood glucose moni-
toring. While we look forward to
new technology and how it may
improve patient care, we need to
recognize that new technology in-
troduces a new set of risks (3). We
hope that the use and impact of
new technologies for continuous
blood glucose monitoring will be
comprehensively evaluated and
will result in improved patient out-
comes. Of course, there are unan-
swered questions on the safety and
efficacy of “tight” glycemic control in
all perioperative settings (4). In addi-
tion, future questions addressing
whether continuous monitoring and
more frequent interventions improve
the safety and effectiveness of glyce-
mic control will likely arise.

Elizabeth A. Martinez, MD, MHS

Peter J. Pronovost, MD, PhD
Departments of Anesthesiology and Critical Care

Medicine and Surgery
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Is the Cobra Perilaryngeal
Airway (CobraPLA™)
Appropriate for Use in
Patients Undergoing
Gynecological Laparoscopy?

To the Editor:
Recently, Galvin et al. (1) compared

the Cobra perilaryngeal airway
(CobraPLA™) with the laryngeal
mask airway-Classic (LMA-Classic™)
during controlled ventilation in pa-
tients undergoing gynecological lapa-
roscopy. In an apparent effort to avoid
regurgitation, study patients were al-
lowed a maximum head-down Tren-
delenberg’s position of only 15° while
maximal intraabdominal pressure was
limited to 15 mm Hg, and Galvin et al.
are commended for this precaution.

Although both devices func-
tioned well for these cases, using
either the CobraPLA or the LMA-
Classic to provide airway support
for laparoscopy is not without con-
troversy (2,3). Despite the remark-
ably safe clinical track record of the
laryngeal mask airway, Bapat et al.
noted a 1% incidence of regurgita-
tion (with no aspiration) during gy-
necologic laparoscopy, although
some study patients were obese or
had a history of reflux (4). Statistical
analysis of their 99 study patients cal-
culated a true rate of regurgitation of
�4.1%. In addition, a case of aspiration
(with benign outcome) has been re-
ported when using the CobraPLA for
this type of procedure (5).

My concern, as the inventor of
the CobraPLA, is that despite the
best of intentions and planning to
limit the amount of Trendelen-
berg’s position and intraabdominal
pressure, there are times when it is
difficult to do so, as intraoperative
conditions might dictate the need
for changing these parameters to
allow better surgical exposure. In
addition, while Engineered Medical
Systems (EMS, Indianapolis, IN),

the manufacturer of the CobraPLA,
advises against delivering airway
pressures greater than 20 cm H2O
(6), a head down lithotomy position
might require airway pressures
greater than 20 cm H2O to provide
adequate gas exchange. Despite
their precautions, Galvin et al. state
that some patients briefly received
airway pressures as high as 40 cm
H2O (1). Finally, the patient popu-
lation for gynecologic laparoscopy
often has comorbid medical condi-
tions such as hiatal hernia, diabetes,
or obesity that might not be fully
appreciated preoperatively.

EMS and I have advocated “erring
on the side of caution and using
common sense” (3) when deciding
whether or not to use the CobraPLA
in any given situation, as it provides
no protection against aspiration. I
respect that these investigators took
quite reasonable and appropriate
precautions with their patients and
that there are significant practice dif-
ferences between clinicians residing
in the United States and Europe (the
Glavin study was conductered in The
Netherlands). Still, one must weigh
all individual patient, device, and
surgical factors when deciding
whether or not to use an extraglot-
tic airway for these procedures. For
my practice in the United States,
given the above stated points, the
answer for the CobraPLA is almost
always “no” (5).

David Alfery, MD
Member, Anesthesia Medical Group

Nashville, TN
dalfery@dalfery.com

Dr. Alfery is the inventor of the Co-
braPLA and receives royalties on sales.
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In Response:
We appreciate Dr. Alfery’s (1) in-

terest in our article (2). He high-
lighted the concerns which exist
regarding the risk of regurgitation of
gastric contents and aspiration when
using supraglottic airway devices.
More specifically, he questioned the
use of the Cobra perilaryngeal air-
way (CobraPLA™) in patients un-
dergoing gynecological laparoscopy.

As stated by Dr. Alfery, the origi-
nal supraglottic airway, the laryngeal
mask airway (LMA-Classic™), has
an established safety record in non-
laparoscopic surgery. In more recent
years, its use during laparoscopic
procedures has been investigated,
with positive outcomes (3,4); as al-
ready highlighted, the study group
investigated by Bapat et al., (5) in-
cluded known higher risk patients.

It is important to recognize that
much of the research involving su-
praglottic airways, including our
own study (2), uses strict inclusion
criteria, namely fasting patients,
with a body mass index (BMI) �30
and no evidence of active gastric
reflux disease. Additional precau-
tions include limiting the degree of
maximal head down (Trendelen-
berg’s) positioning and in the case
of laparoscopic procedures, the
maximal intra-abdominal pressure.

New supraglottic airway devices
are increasingly available and differ
from the original LMA-Classic in
terms of specific design features,
which may offer advantages in cer-
tain circumstances. It is therefore
important, that the potential useful-
ness of such devices is investigated
through controlled clinical studies,
in a variety of different settings, to
establish individual device risks and
benefits. In our study, as with other
published studies (6,7) maximal
airway pressures briefly exceeded
manufacturer’s recommendations (8).
This is not our everyday practice, but
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