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A failure of pre‑anaesthetic 
check‑up leading to unsuspected 
difficult intubation

Sir,

Unanticipated difficult airway during anaesthesia 
is associated with increased morbidity and the 
ensuing hypoxia could lead to brain damage and even 
death.[1] An important purpose of pre-anaesthetic 
check-up is to predict a difficult airway. Errors and 
omissions during pre-anaesthetic check-up and 
anaesthesia administration have been extensively 
reported. Checklists have been developed to decrease 
errors associated with anaesthesia circuits and drug 
delivery.[2] Here, we report a case where the presence 
of hoarseness was missed on pre-anaesthetic check-up 
leading to an unanticipated difficult intubation. 
Through our experience, we wish to emphasise the 
importance of communicating directly with the patient 
and incorporating vocalisation in the pre-anaesthetic 
checklist as a part of airway assessment.

A 46-year-old female was scheduled for elective 
day care laparoscopic cholecystectomy. During 
pre-anaesthetic assessment, history was taken from her 
son as she did not understand the local language. The 
patient was a hookah smoker, who had intermittent 
episodes of wheezing that responded to bronchodilator 
therapy. Her current physical and airway examination 
were unremarkable. After prophylactic nebulisation 
with salbutamol, anaesthesia was induced with 
fentanyl (2 µg/kg) and propofol (1.5 mg/kg). 
Vecuronium (0.1 mg/kg) was administered to attain 
neuromuscular blockade. On direct laryngoscopy 
with Macintosh size 3 blade, a 1 cm × 1.5 cm globular 
mass was seen over the rima glottidis, completely 
obscuring the laryngeal inlet [Figure 1]. All attempts 
to pass the endotracheal tube beyond it failed. Since 
mask ventilation was possible, we decided to proceed 
with fibre-optic-guided tracheal intubation using 
which we could negotiate the growth. The desired 
surgery was conducted. At the end of surgery, trachea 
was extubated after the patient was awake and 
neuromuscular blockade was adequately reversed.

It was discovered later that patient had long-standing 
hoarseness of voice which was missed since history 
was taken from attendant. Otorhinolaryngologist’s 

reference was sought for further management of cyst 
and provisional diagnosis of ‘laryngeal cyst of epiglottic 
origin’ was made. Although epiglottic cysts may be 
asymptomatic, symptoms of hoarseness, foreign 
body sensation, dysphagia or snoring should alert the 
anaesthesiologist for further evaluation.[3] Pre-operative 
hoarseness of voice should be documented and 
evaluated by indirect laryngoscopy to find out the 
cause. Although our patient had both hoarseness of 
voice along with bronchial asthma which is strongly 
attributed to a laryngeal cyst when present together,[4] 
the correlation was missed. Due to shortage of time 
to evaluate patients between cases and availability 
of a relative with our patient, history was not taken 
from the patient and the presence of hoarseness was 
completely unnoticed. In our patient, fortunately, 
there was no difficulty in bag and mask ventilation; 
however, a pedunculated growth could have caused 
complete airway obstruction post-induction with 
failure to ventilate.[5]

Airway assessment is an essential part of pre-anaesthetic 
management; the failure to anticipate a difficult 
airway can lead to disastrous complications. Through 
our experience, we would like to emphasise that 
interacting directly with the patient and vocalisation 
are the sine qua non of airway assessment. In the 
current era of medical tourism, language barriers are 
frequently encountered. An informant or a translator 
cannot be a substitute for hearing the patient’s voice.
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Figure 1: Epiglottic cyst seen on fibre‑optic bronchoscopy
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The significance (or the 
insignificance) of wide pulse 
pressure

Sir/Madam,

We would like to describe a case where we observed an 
extremely low diastolic pressure and an exaggerated 
pulse pressure of unclear aetiology. This case concerns 
an 85-year-old male with a forearm squamous cell 
lesion who presented for resection. Preoperatively, he 
did not report any symptoms of valvular heart disease, 
although mild aortic incompetence was reported in 
previous echocardiography. His medical history was 
significant for moderate chronic obstructive pulmonary 
disease, coronary artery disease, well-controlled 
hypertension and normal heart rate. Pre-operative 
laboratory results were normal. Pertinent medications 
included aspirin 163 mg daily, amlodipine 10 mg daily, 
metoprolol 50 mg twice a day, terazosin 10 mg and 
carbamazepine 200 mg thrice a day for orofacial pain.

On the day of surgery, his first recorded blood 
pressure (BP) was 128/33 mm Hg (mean arterial 
pressure [MAP] 60 mm Hg) on arrival to the operation 
theatre (OT) (preoperative BP was 107/66 mm Hg). His 
diastolic BP (DBP) did not increase and pulse pressure 
did not change after a 250 ml bolus of crystalloid. 

At this time, he had a normal, alert mental status 
and no neurological deficits were appreciated. After 
an otherwise uneventful, induction of anaesthesia 
with propofol, fentanyl and rocuronium, he was 
maintained on sevoflurane anaesthesia. An arterial 
line was placed for invasive BP monitoring. During the 
entire duration (about 6 h), his non-invasive BP (NIBP) 
monitor and arterial line measurements correlated. His 
BP ranged between systolic BP (SBP) of 81–118 mm Hg 
and DBP of 28–39 mm Hg (MAP 32–55 mm Hg), and his 
heart rate was between 50 and 85 beats/min in sinus 
rhythm. There were no difficulties in oxygenation or 
ventilation.

At the end of the case, the trachea was extubated and 
patient transported to the Intensive Care Unit (ICU) for 
postoperative monitoring.

On arrival to the ICU, he once again demonstrated 
an exaggerated low DBP and widened pulse 
pressure [Figure 1], at one point having a recorded 
BP of 92/14 mm Hg (MAP 13 mm Hg) and 
87/45 mm Hg (mean 59 mm Hg). HR was 89 beats/
min with sinus rhythm and oral temperature was 
36.8°C. For the next 6 h, the range of his BPs was 
between 104–134 mmHg systolic and 16–29 mm Hg 
diastolic (MAPs 42–60 mm Hg), heart rate 79–94 beats/
min and oxygen saturation 97%–99%. A transthoracic 
echocardiogram was carried out to investigate 
whether he had undiagnosed worsening of his aortic 
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