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situation, as they physically occupy the oral cavity 
making glottic visualisation and endotracheal 
intubation difficult.[3] Various techniques are 
available to secure the airway in such situation, 
like the fibreoptic bronchoscopy  (FOB) where 
intubation is performed under local anaesthesia and 
is the technique of choice for the management of the 
anticipated difficult intubation and mask ventilation.
[4] Intubation can be achieved with newer techniques 
like right molar approach of intubation when FOB is 
not available. Here, we applied the same to intubate 
avoiding injury to the uvula and with the help of 
Boyle‑Davis mouth gag, it was fixed in the midline 
providing space to surgeon and aid in tube fixation 
as well.

To conclude, lymphomas should be considered in 
the differential diagnosis of uvular enlargement apart 
from other causes and right molar approach with 
Boyle‑Davis mouth gag for tube fixation is a possible 
option for difficult intubation.

Akrity Singh, Rakesh Kumar Singh1

Department of Anaesthesiology and Critical Care and 1ENT, 
IGIMS, Patna, Bihar, India

Address for correspondence: 
Dr. Akrity Singh, 

A/16, Sri Ram Path, New Punai Chak, 
Patna - 800 023, Bihar, India. 

E-mail: drakrity_s@yahoo.co.in

References

1.	 Sharma SB, Nath MP, Pasari C, Chakrabarty A, Choudhury D. 
Hard palate tumour‑A nightmare for the anaesthesiologists: 
Role of modified molar approach. Indian J Anaesth 
2013;57:83‑4

2.	 Saxena KN,  Nischal H,  Bhardwaj M. The right molar approach 
to tracheal intubation in child with Pierre‑Robin syndrome, 
cleft palate and tongue tie. BJA 2008:100;141‑2.

3.	 Potdar M, Patel RD, Dewoolkar LV. Molar intubation for Intra 
oral swellings: Our Experience. Indian J Anaesth. 2008;52:861.

4.	 Henderson  JJ, Popat  MT, Latto  IP, Pearce  AC. Difficult 
Airway Society guidelines for management of the 
unanticipated difficult intubation.  Anaesthesia 2004; 
59:675-94.

Access this article online

Quick response code
Website: 
www.ijaweb.org

DOI: 
10.4103/0019-5049.135094

A patient with acute abducens 
nerve palsy for lower segment 
caesarean section

Sir,

A full term 32‑year‑old parturient with Gradenigo’s 
syndrome was scheduled for a lower segment 
caesarean section  (LSCS). She had isolated left 
abducens nerve  (AN) palsy due to apical petrositis 
diagnosed on magnetic resonance imaging.

She had complaints of severe headache on and off 
associated with vomiting for 7 days and diplopia 
involving left eye for 4 days. She was haemodynamically 
stable and pregnancy induced hypertension was ruled 
out. She was on systemic antibiotics and acetaminophen 
650 mg 8th hourly and had received counselling about 
the disease. Elective LSCS was planned as it was 
precious pregnancy for the couple. On preanaesthesia 
check‑up, she was found to have no other systemic 
illness and no contraindication for regional anaesthesia. 
Her coagulation parameters were normal. Her routine 
investigations (complete blood picture, urea, creatinine, 
and serum electrolytes) were within the normal limits. 
Surgery was completed under general anaesthesia 
with Sellick’s manoeuvre, using thiopentone, 
succinylcholine, and oxygen, nitrous oxide, fentanyl, 
and vecuronium maintenance on controlled ventilation. 
She improved clinically after 5 weeks.

Gradenigo’s syndrome comprises a triad of suppurative 
otitis media, pain along distribution of trigeminal nerve 
and AN palsy. The causes are apical petrosis due to 
suppurative otitis media and extradural inflammation 
at petrous apex involving trigeminal ganglion and AN. 
If untreated, it can lead to meningitis, intracranial 
abscess, prevertebral/parapharyngeal abscess, spread 
to sympathetic plexus and involve IX, X, XI cranial 
nerves (CNs) (Vernett’s syndrome).[1]

All CNs, with the exception of I, IX, X can be affected 
following dural puncture. VI CN palsy is more 
common owing to its long intracranial course, which 
leads to traction and stretching of the nerve due 
to cerebrospinal fluid loss. Cain et  al. conducted a 
systematic literature review of AN palsy due to dural 
puncture and found that there were 28 patients with 
temporary and permanent AN palsy (a total of 17 case 
reports and 5  case series).[2] The procedures, which 

nitin
Rectangle



Letters to Editor

Indian Journal of Anaesthesia | Vol. 58 | Issue 3 | May-Jun 2014360

Battaglia A. Oculomotor paralysis and spinal anesthesia. Ann 
Fr Anesth Reanim 2001;20:32‑5.

4.	 Follens I, Godts D, Evens PA, Tassignon MJ. Combined fourth 
and sixth cranial nerve palsy after lumbar puncture: A rare 
complication. A case report. Bull Soc Belge Ophtalmol 
2001;281:29‑33.

5.	 Kose KC, Cebesoy O, Karadeniz E, Bilgin S. Eye problem 
following foot surgery – abducens palsy as a complication of 
spinal anesthesia. MedGenMed 2005;7:15.

6.	 Afolabi BB, Lesi FE. Regional versus general anaesthesia 
for caesarean section. Cochrane Database Syst Rev 
2012;10:CD004350.

Access this article online

Quick response code
Website: 
www.ijaweb.org

DOI: 
10.4103/0019-5049.135095

lead to AN palsy were lumbar puncture  (LP), spinal 
anaesthesia, intrathecal catheterisation and shunting. 
The palsy was attributed to traction and local 
ischaemia due to intracranial hypotension. Vial et al. 
reported AN palsy leading to diplopia in a parturient 
who underwent LSCS under spinal anaesthesia 
presenting with neck pain, diplopia and postural 
headache, which didn’t subside with two epidural 
blood patches.[3] Recovery took 8 months. Follens et al. 
in their study have reported a combined IV and VI 
CN palsy following LP.[4] The patient required surgical 
correction for secondary diplopia subsequently. They 
also mentioned that the incidence of AN palsy after LP 
is around 1 in 400. Kose et al. reported a case in which 
a 38‑year‑old male underwent corrective surgery for 
left hallux valgus deformity under spinal anaesthesia 
and developed bilateral strabismus and bilateral AN 
palsy with diplopia.[5] Diplopia resolved after 9 weeks 
and strabismus after 6 months.

Regional anaesthesia is considered the safest modality 
of anaesthesia for a parturient scheduled for LSCS if 
there are no contraindications. However, Afolabi and 
Lesi in their review found no evidence to show that 
regional anaesthesia is superior to general anaesthesia 
in terms of maternal or neonatal outcomes.[6]

AN palsy is an unusual and distressing complication 
of dural puncture.

It is impossible to predict in which patient this 
problem may occur following dura puncture. We 
avoided spinal anaesthesia in this patient as the 
patient had palsy related to Gradenigo’s syndrome 
already, for medico‑legal reasons, even though there 
is no evidence that the risk is more in such patients.
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Lithotripsy under low dose 
spinal anaesthesia with 
dexmedetomidine in a patient 
with hypertrophic obstructive 
cardiomyopathy

Sir,

A 48 year old obese male patient was scheduled to 
undergo ureteroscopic lithotripsy for ureteric calculus. 
On routine evaluation, chest X‑ray was suggestive 
of cardiac enlargement and electrocardiogram (ECG) 
showed left ventricular hypertrophy (LVH) with 
strain pattern with prominent T wave inversions 
[Figure 1]. Echocardiography revealed normal systolic 
left ventricular function with ejection fraction 60%, 
interventricular septum  (IVS) of 2.8 cm  (asymmetric 
septal hypertrophy), left ventricular posterior wall 
thickness of 1.4 cm and aortic jet velocity of 15  m/
secs with LVH. Systolic anterior motion of mitral 
valve leaflet was present, but there was no gradient 
across the left ventricular outflow tract  (LVOT). 
Patient was receiving tablet telmisartan 80 mg daily. 
His vitals included a pulse rate of 72/min and arterial 
blood pressure (BP) of 120/85 mmHg. Haematological 
investigations were within the normal limits. High risk 
informed consent was obtained. Pre‑operatively patient 
was infused with 1 L of ringer lactate solution before 
shifting to operation theatre over a period of 30 min. In 
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