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and relaxed with Inj vecuronium. Anaesthesia was 
maintained with oxygen, nitrous oxide, and propofol 
infusion. All the standard monitors were applied. At 
the end of the surgery the residual neuromuscular 
paralysis was reversed with inj neostigmine and 
glycopyrrolate.

Plexiform neurofibroma is a condition exclusively 
seen in patients of type 1 neurofibromatosis. Intraoral 
manifestation is seen in around 5% of the patient.[3] 
It poses great challenge to anesthesiologist specially 
related to airway management. Plexiform neurofibroma 
of cervical region and parapharyngeal area can cause 
airway distortion. In our patient even mask ventilation 
was not possible due to facial disfigurement. The 
interincisor distance was decreased due to the 
presence of facial neurofibroma worsened by scarring 
specially in the region of lip and internal aspect of 
right cheek due to previous surgery. Awake intubation 
using fiberoptic bronchoscope has been considered as 
the gold standard for the management of such patients. 
Other newer devices including intubating laryngeal 
mask airway, LMA Ctrach, Glidescope, fiberoptic 
assisted intubation, or Airtraq a new laryngoscope 
may be successfully used. Airtraq guided intubation 
has been tried in normal and difficult Airways 
including cervical spine immobilization[4] and 
morbidly obese patients. Majority of studies have been 
done on manikins. There are some specific advantages 
of Airtraq over other devices. It is not necessary to 
align oral, pharyngeal, and laryngeal axis and also 
less force is required to visualize glottic opening with 
Airtraq laryngoscope. There are lesser haemodynamic 
perturbations with Airtraq. Besides, it is cheap, 
portable, and requires a shorter learning curve[5] 
compared to the fibreoptic bronchoscope. Due to the 
unique property of the Airtraq optical laryngoscope 
of possessing an extremely curved blade and the 
inbuilt optical system in one of the two channels, it 
makes even a difficult intubation easier by indirectly 
giving a panoramic view of the glottic opening from 
the eye piece of the Airtraq. The present case reveals 
the utility of the Airtraq optical laryngoscope in a 
difficult situation in which even mask ventilation is 
challenging.
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Post‑oesophagectomy and 
gastric pull‑up: Anaesthetic 
implications

Sir,

We are reporting a case of management of general 
anaesthesia in a patient with a known history of 
carcinoma of the oesophagus who had undergone 
transhiatal oesophagectomy and gastric pull-up. 
A 53-year-old lady (ASA II status, 58 kg), a case of 
compression fracture (D10) and thoracic myelopathy, 
was posted for decompression and vertebroplasty. 
The patient was diagnosed as having carcinoma 
of oesophagus and underwent the surgery 3 years 
back, followed by radiotherapy and chemotherapy. 
Following the surgery, she complained of a troublesome 
regurgitation of food contents for about 3 h following 
food intake. There was often regurgitation of copious 
gastric content resulting in a burning sensation in 

Azhar
Rectangle

Azhar
Rectangle



99Indian Journal of Anaesthesia | Vol. 57| Issue 1 | Jan-Feb 2013

Letters to Editor

the throat. The passive regurgitation was more in 
supine position and sitting upright relieved the 
symptoms. Her airway and systemic examination 
was unremarkable except for mild weakness in both 
the lower limbs. Preoperative chest X-ray showed 
evidence of the gastric pull-up and right subclavian 
chemo port line [Figure 1]. She was advised fasting for 
12 h and put on antacid prophylaxis.

The patient was considered “full stomach” and rapid 
sequence intubation planned. The patient was placed 
with a head-up tilt of 30°. General anaesthesia was 
induced with inj. fentanyl 100 mcg, inj. thiopentone 
250 mg and inj. rocuronium 40 mg after preoxygenation 
with 100% oxygen for 3 min. No positive pressure 
ventilation was performed before intubation. External 
pressure was applied on the scar on the left side of the 
neck. Intubation was uneventful. Nasogastric tube was 
placed following intubation and gastric contents were 
aspirated. However, regurgitation of about 200 ml of 
the bile-stained fluid with some food particles was 
noted after the patient was positioned prone. At the end 
of the procedure, the patient was shifted to the PACU 
with the endotracheal tube, breathing spontaneously 
on T-piece. The patient was extubated after complete 
recovery in a head-up position of 45°. Postoperative 
period was uneventful.

The mortality and morbidity of oesophagectomy and 
gastric pull-up for carcinoma of oesophagus is high.[1] 
We rarely encounter such patients in our anaesthetic 
practice who present for an incidental surgery. Majority 
of these patients experience passive regurgitation of 
acid contents due to the absence of lower oesophageal 
sphincter and a less favourable emptying time. The 

draining of the thoracic stomach is mainly by gravity. 
The risk of aspiration of the gastric contents is definitely 
high during induction of general anaesthesia. The 
Head Elevated Laryngoscopic Position (HELP) has been 
described to result in improvement in laryngoscopic 
view in morbidly obese patients.[2] The OT table can 
be repositioned by flexing the table at the trunk-thigh 
hinge and raising the back portion of the table to about 
30°. This position helps the gastric contents to gravitate 
and avoid passive regurgitation during intubation. We 
considered insertion of nasogastric tube to decompress 
the stomach, but were unsuccessful as the patient was 
very uncooperative. The routine cricoid pressure may 
not help because of the disruption of normal anatomy. 
It has been suggested that compression at the site of 
the scar (inner border of the left sternocleidomastoid 
muscle) may be more appropriate.[3] A preoperative 
CT scan of the neck can help localise the site of 
anastomosis and manual pressure can be applied 
to that point. The CT scan also helps recognise any 
deviation of the anastomosis at the level of cricoid 
cartilage.[4] Awake fibreoptic intubation in a sitting 
position has also been suggested to secure the airway 
in post-oesophagectomy patients.[5]

Although infrequent now, with the improving survival 
rates, patients with oesophagectomy and gastric pull-up 
may be more commonly encountered in anaesthesia 
practice in days ahead. We recommend 10-12 h of 
fasting, antacid prophylaxis and decompression of the 
thoracic stomach with nasogastric tube before induction 
of anaesthesia. Head elevated position with external 
compression above the neck scar during induction 
of anaesthesia is an effective method to decrease the 
chances of passive regurgitation and aspiration.
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Optimal length of central venous 
catheter insertion in infants

Sir,

We have read the article “Catheter malposition in infants: 
A preventable complication” by Dr. Balakrishnan 
et al.[1] with great interest. We congratulate the authors 
for their sincere effort in emphasising the importance 
of optimal length of catheter insertion in infants. 
However, we have certain concerns regarding the 
management of misplaced catheter and the optimal 
length of catheter insertion, detailed as follows:
1. Misplacement of the catheter into the right 

subclavian vein due to over-insertion of the 
catheter may be due to anatomical variations, 
presence of valves, thrombus, or stenosis.[2]

 The authors have cannulated the left internal 
jugular vein (IJV) because repositioning 
of the right IJV catheter was difficult. But 
left IJV cannulation is associated with 
higher rate of complications than right 
cannulation.[3] Repositioning could have been 
attempted after withdrawing the catheter >2.5 cm 
and re-advancing it over a fresh guide wire. 
Directing the J tip of the guidewire toward the 
left during repositioning could prevent re-entry 
of the catheter into the right subclavian vein. 
Moreover, fluoroscopy guided advancement 
can help in proper positioning in such cases; 
however, it is associated with radiation exposure.

2. The authors mentioned that the optimal length 
of the catheter insertion in the child would 
have been 4.5 cm according to height and 5 cm 
according to weight, as per the formula described 
by Andropoulus and co-workers.[4] However, this 
statement does not have any relevance without 
mentioning the point-of-entry. Andropoulus 
and co-workers[4] derived the formula with the 
point-of-entry being exactly halfway between 
the tip of the mastoid process and the sternal 
notch. However, the authors used the landmark 
technique and, hence, we presume that the 
point-of-entry was different. In order to use 
the formula with a different point-of-entry, the 
corresponding distance should be subtracted 
or added if a lower or higher point of entry is 
selected. Another concern with the use of this 
formula is that the original study was performed 
in American patients and it may not be valid in 
Indian patients. For routine use of this formula 
in Indian patients, it should be validated with 
a properly designed study. In fact, the optimal 
length of catheter in this patient could have 
been calculated from the first chest X-ray 
using the same methodology as in the study by 
Andropoulus and co-workers.[4]

3. We disagree with the authors regarding the 
statement that long term venous patency can 
be improved with the use of ultrasound guided 
cannulation technique. Ultrasound definitely 
increases the success rate and decreases the 
rate of complications, but it has no significance 
with long term patency.

To conclude, determining optimal length of insertion 
of central venous catheter in paediatric population is 
crucial in preventing serious complications. Routine 
chest X-ray or fluoroscopy in the operating room to 
determine the optimum length of insertion may not 
be always feasible. Hence, we suggest that a properly 
designed study in Indian paediatric patients is 
warranted for formulating some equation based on 
weight or height for routine use.
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