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Airway management of 
hypopharyngeal stricture: An out 
of the box method

Airway management is an integral part of safe 
anaesthesia practice. Though fiberoptic intubation 
is accepted as “gold standard”[1] for difficult airway 
management in awake and spontaneously breathing 
patient, it has its own limitations. Herein, we report 
a case of successful airway management using 
zero-degree endoscope [Figure 1] for laser assisted 
dilatation of hypopharyngeal stricture.

A 27‑year‑old male patient presented with complaint 
of difficulty in swallowing, associated with cough and 
change in voice. He had a history of corrosive ingestion 
four months ago, causing hypopharyngeal stricture 
and post glottic stenosis, requiring a tracheostomy. 
Later, the trachea was successfully decannulated. 
He developed a recurrent hypopharyngeal stricture 
and was posted for laser‑assisted stricture release 
to facilitate oral feeds. Airway assessment revealed 
normal inter‑incisor distance, temporomandibular 
mobility, modified Mallampati grading, thyromental 
distance, cervical range of motion and a healed 
tracheostomy scar.

The patient refused to consent for a repeat elective 
tracheostomy. A  fiberoptic intubation  (FOI) would 
have turned this partial occlusion into complete 
occlusion causing “cork in bottle phenomenon”.[2] 
So, it was decided to widen the stricture under local 
anaesthesia. Consent for conversion to general 
anaesthesia and emergency tracheostomy was 

Figure 1:  0° endoscope

obtained. After 4% lidocaine nebulization and 10% 
lidocaine aerosolisation, awake direct laryngoscopy 
was performed which revealed a stricture, through 
which larynx was not visualized  [Figure  2a]. 
Laser‑assisted stricture release was started, but 
further attempts were abandoned due to patient’s 
discomfort. After adequate pre‑oxygenation, general 
anaesthesia was induced with oxygen and sevoflurane. 
Spontaneous respiration was preserved and surgery 
was continued. The stricture was dilated under direct 
vision of zero‑degree endoscope [Figure 2b] and glottic 
opening was visualized to guide 5 mm uncuffed tube 
beyond vocal cords [Figure 2c]. With the airway 
secured, anaesthesia was deepened and the stricture 
was further dilated uneventfully.

Hypopharyngeal stricture can be an early or late 
complication of corrosive ingestion, radiotherapy,[3] 
trauma, burn or surgery. It can be associated with 
airway , nutritional issues, and psychological issues 
and need of multiple surgeries. Options for airway 
management are limited, including tracheostomy, 
FOI and transtracheal jet ventilation. Tracheostomy 
is usually chosen as first line because of its relative 
safety, but our patient did not consent for it. FOI 
has its own limitations in severe airway obstruction, 
as it may be impossible to pass the bronchoscope 
beyond the stenosis or possibility of “cork in bottle 
phenomenon”[2] converting a partial obstruction into 
total. Transtracheal jet ventilation is associated with 
risk of barotrauma and carbon dioxide retention. 
Therefore, we decided to place a paediatric 
endotracheal tube under guidance of zero-degree 
endoscope. Zero-degree endoscope is a surgical 
endoscope with fiber optic light transmission that is 
used for ENT surgeries. As the airway was non-linear, 
zero-degree endoscope helped in sequential dilatation 
and visualisation of airway opening through each layer 
of stricture without affecting the patency of airway. 
The dilatation of stricture was still not enough to allow 
the use of flexible fiberoptic bronchoscope. In a case 
of carcinoma larynx, Gupta P, et al.[4] used zero-degree 

Figure 2: (a) Endoscopy showing hypopharyngeal stricture through 
which the larynx is not visualized. (b) Glottis opening visualized with 
0° endoscope. (c) Passage of 5 mm uncuffed endotracheal tube under 
direct vision of 0° endoscope
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degree endoscope to visualize glottic opening and to 
decide the size of endotracheal tube.
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Looped suction catheter in an 
i‑gel™; something to worry about 
or much ado about nothing?

Sir,

We describe a case in which a suction catheter inserted 
through the gastric drain channel of an i‑gel™ (size 3) 
was found emerging into the shaft  (airway channel). 
The semitransparent nature of the device enabled 
its recognition. We discuss the clinical implications 
of the suction catheter malpositioning in the airway 
device and suggest preventive and remedial measures.

A 22‑year‑old female patient with American Society of 
Anesthesiologists physical status I (ASA PS I) scheduled 
for nanofat grafting for a scar over left forehead was 
administered general anaesthesia and the airway was 

secured with i‑gel™  (size 3). A 10 Fr suction catheter 
was inserted smoothly through gastric drain channel 
without resistance. Anaesthesia was maintained with 
spontaneous ventilation under a 40:60 oxygen‑nitrous 
mixture with a total of 1 MAC sevoflurane. The surgical 
duration was 1  h and no issues with ventilation or 
oxygenation were noticed on the standard monitors. 
A  careful examination through the semitransparent 
shaft of the airway device revealed a looped suction 
catheter which was also confirmed after removal of the 
i‑gel™ at the end of surgery [Figure 1a and b].

Impaction of suction catheter in preformed nasal 
endotracheal tube (ETT) has been reported in a paediatric 
dental patient.[1] Resistance to pull out suction catheter, 
which has entered Murphy eye of ETT has been described 
by Jagannathan and Pak.[2] Gupta et al. reported a case of 
impaction of suction catheter within ETT even though 
the catheter was of recommended size and there was 
no knotting inside the ETT.[3] Dubey and Sanjeev have 
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