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Sir,
Videolaryngoscope (VL) is the latest frontiers in airway 
management. It serves as a valuable adjunct to facilitate 
intubation in a patient with known or suspected difficult 
airway. The standard VL has a digital camera, incorporated 
into the blade[1] and without the need of three‑axis alignment 
and minimal swings in hemodynamics, the video laryngoscope 
provides an optimal glottic view, which is projected onto a 
screen where it can be visualized by both the anesthesia and 
surgical teams [Figure 1].

Video‑augmented periglottic visualization allows the adaptation 
of VL for airway procedures well‑beyond intubation and a 
variety of ingenious applications and uses.[2] According to the 
current scientific literature, VL has been used for examination 
and biopsies of the tongue base, removal of foreign bodies, 
and radiofrequency treatment of obstructive sleep apnea.[3] It 
is sometimes happened for the ear‑nose‑throat (ENT) specialist 
to experience technical issues due to the misplacement of the 
direct laryngoscope because of some particular anatomical or 
pathological features (i.e., traumatic injuries, cervical spine 
immobilization, etc.).[3] The use of VL can help in managing 
these issues and facilitate the execution of several procedures 
in addition to simple endotracheal tube placement.[4] We are 
sharing our experience of one such case where VL helped in 
achieving an optimal view and obtaining biopsy, thus providing 
greater ease for surgical team.

A  52‑year‑old male patient was presented to ENT clinic 
for complaints of hoarseness. He has a history of smoking 
for 10 years. The surgeon performed fiberoptic direct 
laryngoscopy in clinic that revealed vocal cord lesion. His 
general physical and systemic examination was unremarkable. 
In airway assessment, Mallampatti class II and slightly 
restricted neck movement. Laboratory investigations were 
also within normal limits. He was scheduled for direct 
laryngoscopy, biopsy, and LASER excision.

After application of standard American Society of 
Anesthesiologists monitoring (electrocardiogram, NIBP, 
SPO2, ETCO2), we did induction of anesthesia with fentanyl 
2 μg/kg, propofol 2 mg/kg, and sevoflurane 4%–6% in 100% 
oxygen. Atracurium 30 mg was given, and then, we performed 
laryngoscopy with Karl Storz C‑MAC VL (Karl Storz, Tuttlingen, 
Germany) which found Grade II view and patient intubated 
using double cuffed MallinckrodtTM laser flex tube size 5.0 mm 
endotracheal tube with slight manipulation and external 
pressure. For anesthetic maintenance, sevoflurane reduced 
to 4% with oxygen 30% and air is added to this mixture. The 
other precautions for LASER airway surgery were taken into 
account (eye protection/goggles, 50 ml syringes filled with 
water, wet swabs on the patient face, etc.).

The surgeon using the Dedo Pilling laryngoscope attempted the 
rigid laryngoscopy. During surgical laryngoscopy, it was difficult 
to obtain a view even of glottic opening, and the high‑risk neck 
extension was noted. External pressure was applied but could 
not improve the view. At this stage, we discussed different 
options for improving the view, and surgical laryngoscopy 
was abandoned, and then same Karl Storz C‑MAC VL with an 
extra‑curved blade was inserted demonstrating a Cormack and 
Lehane Grade II and viewing of whitish lesion at the upper part 
of vocal cords [Figure 2]. The surgeon obtains adequate biopsy 
samples, and LASER part of the procedure was deferred.

This case highlights the necessity and importance of close 
communication and cooperation between the surgeons and 
anesthetists during shared airway cases. We believe that direct 
suspension microlaryngoscopy should remain the gold standard 
for the treatment of laryngeal lesions; VLs can be considered 
as an alternative tool to perform selected diagnostic laryngeal 
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Figure 1: Normal videolaryngoscopic view of glottis with other surrounding 
structures
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procedures in the presence of unfavorable anatomy and 
high‑risk neck extension or damage to oral structures.
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An unusual cause of right ventricular wall rupture during 
radiofrequency ablation of hepatocellular carcinoma

Sir,
Radiofrequency ablation (RFA) is a relatively safe procedure for 
ablation of hepatocellular carcinoma (HCC) not mandating a 
surgical procedure with a reported complication rate of 2.0%–
2.2% with mortality rates being in the range of 0.003%–0.11%.
[1‑3] Major complications that present as hypotension generally 
include pneumothorax, hemothorax, arrhythmia, and 
hemorrhage which may present as early as 20 min as with 
arrhythmias or as late as 12 h in case of hemoperitoneum.[4] 

Pericardial tamponade is an extremely rare complication of 
RFA, with only eight cases reported in the literature at the 
time of this writing. However, this case is the first to have 
a myocardial injury leading to massive cardiac tamponade 
unresponsive to nonoperative management requiring open 
thoracic surgery under cardiopulmonary bypass (CPB).

A 61‑year‑old male presented to us for monitored anesthesia 
care with ascites for 1 year and fatigability for 3 months 

Figure 2: Biopsy of laryngeal lesion was taken with videolaryngoscope while 
LASER endotracheal tube in place
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