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evidenced by the presence of paradoxical breathing 
pattern. Patient was shifted to a high dependency 
unit with an endotracheal tube in‑situ and monitored 
while supplementing humidified oxygen via T‑piece 
at 6 L/min in propped up position. A bolus dose of IV 
morphine 6 mg along with intermittent boluses of IV 
midazolam 1 mg ensured adequate sedation and tube 
tolerance. Within 8 h, the swelling subsided completely 
and the patient was extubated uneventfully.

Respiratory embarrassment related to shoulder 
arthroscopy however rare, have been reportedly 
produced by air embolism, tracheal compression, 
pneumothorax, complete airway obstruction, pleural 
effusion and negative pressure pulmonary oedema.[1‑5]

Shoulder arthroscopic procedures are well‑known 
to be associated with extra articular extravasation 
of irrigation fluid into the deltoid muscle and the 
chest.[6] The extravasated fluid is generally reabsorbed 
within 12 h yet high pump pressure, obesity, lateral 
decubitus position, prolonged duration of procedure, 
arthroscopy into subacromial space and glenohumeral 
capsular surgical rent are recognised risk factors for a 
possible inadvertent neck and upper chest soft‑tissue 
oedema.[2,4,5,7] This case is unique due to the extensive 
soft‑tissue oedema found spreading across the midline 
across the neck, upper chest soft‑tissue involving the 
airway mucosa due to the leakage of irrigation fluid. 
Hence, what may seem as a common finding to a 
surgeon at the end of a regular shoulder arthroscopic 
procedure externally may have dire anaesthetic 
implications for us.

Airway oedema from extravasated fluid makes 
securing a definitive airway difficult because of 
obscured laryngeal view, compromised neck mobility 
and swollen glottic aperture as was seen in this case.[1,6] 
Even surgical airway has a diminished role due to a 
rigid and tense neck swelling.[4] Hence, we recommend 
general anaesthesia with endotracheal intubation 
to ensure a secure airway while giving us a chance 
at the end of surgery to identify signs of a possible 
airway oedema and anticipate post extubation airway 
compromise. Cases have been reported of patients 
developing post‑extubation stridor since airway 
oedema was left unnoticed until after extubation.[4]

A possible life‑threating airway complication was 
successfully averted only due to high index of 
suspicion and the decision to withhold immediate 
extubation.
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Unintentional arterial cannulation 
during cephalic vein cannulation

Sir,

The cephalic vein of the forearm is often used for 
intravenous  (i.v) cannulation because it is large, 
consistent and well‑splinted by bone. Although radial 
artery lies some distance away from the cephalic vein, 
accessory branches of the radial artery running close 
to the cephalic forearm vein have been described.[1,2] 
Venous cannulation at the lateral aspect of the wrist 
thus carries a small risk of arterial puncture if arterial 
anomalies are present.
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dorsalis artery, which crosses underneath the terminal 
branch of cephalic vein just superficial to the radial 
styloid process.[3] The incidence of accidental arterial 
cannulation is 0.5‑1%.[1,2]

Identifying a superficial blood vessel as an artery or 
vein is not easy even for an experienced anaesthetist.[4] 
Risk factors associated with inadvertent cannulation 
include morbid obesity, lack of cooperation, lack of 
vigilance, dark skin, pre‑existing vascular anomalies, 
and thoracic outlet syndrome.[2] Identifying arterial 
pulsation alone is not a reliable sign especially 
if tourniquet is applied or blood pressure is low. 
A  tourniquet should never be tight to the point of 
occluding the arterial flow allowing for unrecognized 
arterial cannulation. Ensure that the blood pressure 
cuff is deflated during venous cannulation so as to 
not miss out the accidental arterial puncture. Signs 
of suspected arterial puncture include noting bright 
red blood with pulsatile flow, blood column moving 
upwards in the tubing of an infusion set, intense 
pain and distal ischaemia.[5] Confirmation is carried 
out by blood gas analysis, pressure transducer and 
ultrasound. Complications of entering the artery with 
a large cannula intended for venous cannulation can 
result in complications such as temporary occlusion, 
pseudoaneurysm and haematoma formation.[6] 
Unrecognized arterial injection of anaesthetic drugs 
can cause tissue ischaemia and necrosis.[5] If the artery 
is cannulated unintentionally, it can be used to monitor 
arterial pressure or obtain samples for blood gas 
analysis if the procedure demands, but with constant 
monitoring for limb perfusion. If not indicated then it is 
advisable to remove the cannula and apply a pressure 
dressing to avoid unnecessary compications.

Cannulation of cephalic vein is one of the most 
commonly performed procedures in routine 
anaesthesia practice. Anaesthetists should be aware 
of the common patterns of anatomical variations of 
radial artery. Accidental arterial cannulation should 
be identified at the earliest and appropriate measures 
taken to avoid the potential complications.
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E‑mail: doc_vikram@yahoo.comFigure 1: Unintentional arterial cannulation mistaken for cephalic vein

We report a case of unintentional artery cannulation 
while gaining i.v access through cephalic vein. 
A  45‑year‑old male patient presented for Freys 
procedure. He had a 20G i.v cannula on his left hand 
over the dorsal aspect, which was used for induction 
of anaesthesia. Since, this was a major procedure, 18 
G i.v cannula was inserted into a large vein running 
along the lateral aspect of the wrist  [Figure  1] on 
the right hand. Once the needle was removed there 
was a gush of bright blood with pulsatile flow. On 
connecting the infusion set, the blood column was 
moving up in the tubing, which made us suspicious 
of arterial cannulation  (during all these events 
Blood Pressure cuff remained deflated). Palpation of 
the vessel proximal to the cannulated site showed 
pulsations, there was a similar artery running exactly 
the same course on the opposite limb also. Final 
confirmation was performed by connecting arterial 
line with transducer. The cannula was left in  situ 
and was used for monitoring arterial pressure during 
the procedure with constant monitoring for distal 
perfusion. At the end of the procedure cannula was 
removed. Retrospective specific enquiry did not 
reveal any significant contributing history such as 
trauma, arteriovenous  (AV) mal‑formations or AV 
fistula surgery in the past. Patient was followed‑up for 
signs of ischaemia and had an uneventful course until 
discharge.

Although the radial arterial system is fairly consistent 
in structure, rare anomalies have been encountered. 
Most cases of accidental arterial cannulation are often 
due to vascular anomalies that involve radial artery 
branches of forearm and hand. The most common are a 
high rising radial artery resulting in a superficial branch 
in the forearm and the antebrachialis superficialis 
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Extubation difficulty after 
transphenoidal pituitary surgery 
in an acromegalic patient

Sir,

Acromegaly is a well‑recognized cause of difficulty 
in airway management both during mask ventilation 
and tracheal intubation.[1] But, scarcity of literature 
regarding extubation difficulty in acromegaly patient 
encourages us to report this post‑operative case of 
transphenoidal surgery.

An 82 kg, 65 years acromegalic woman was scheduled 
for transphenoidal hypophysectomy for pituitary 
adenoma. Relevant history revealed that she was 
hypertensive and hyperthyroid since 5  years, but 
well‑controlled on regular oral medications. She 
had no history of obstructive sleep apnea  (OSA). 
On airway examination, she was edentulous with 
adequate mouth‑opening with Mallampatti Grade II 
and having very large tongue with a multi‑nodular 

goiter  [Figure  1a] with normal neck movement and 
positive jaw protrusion. In indirect laryngoscopy 
endolaryngeal structures appeared normal with 
large overhanging epiglottis  (field was partially 
obstructed by it). Except bi‑ventricular hypertrophy 
on trans‑thoracic echocardiography, rests of the 
pre‑anesthetic evaluations were unremarkable. The 
patient was clinically and biochemically euthyroid. 
Anesthesia was induced with fentanyl  (100  mcg), 
propofol (150 mg), and rocuronium (50 mg). Difficult 
airway cart  (including crithyroidotomy set) was kept 
ready. Direct laryngoscopy revealed Cormack‑Lehane 
Grade III with liftable epiglottis and deviation of 
larynx to left side. We intubated the patient with 7 mm 
internal diameter endotracheal tube uneventfully in 
the first attempt. Besides routine monitoring, invasive 
blood pressure, end tidal carbon‑di‑oxide  (ETCO2), 
train‑of‑four stimulation and bispectral index  (BIS) 
monitoring were used. Anesthesia was maintained 
with sevoflurane in oxygen  (Minimum alveolar 
concentration 1‑1.4) with nitrous oxide (N2O) (50:50) 
keeping fresh gas flow 2 L/min. BIS value was kept 
between 40 and 60 while and ETCO2 in normocapnia 
range. Following an uneventful surgery  (lasted for 
90  min), sevoflurane was switched off after nasal 
pack. N2O was stopped after she responded to verbal 
commands. Residual neuromuscular blockade was 
reversed with onset of spontaneous respiration and four 
twitch response with BIS value of 96. Her trachea was 
extubated after leak test with assessment of adequate 
consciousness, respiratory efforts and muscle power. 
She became restless within 5  min after extubation 
with difficulty in breathing. Consciousness level 
was decreased and desaturation started. Immediately 
mask ventilation with 100% oxygen was done with 
an appropriate size oropharyngeal airway after oral 
suctioning. But there was minimal improvement in 
saturation. Arterial blood gas was showing hypoxemia 
with normal electrolytes (serum sodium (136‑140 
mEq/L), potassium (3.8‑4.5 mEq/L) and ionic calcium 

Figure 1: (a) Patient showing large tongue with goiter; 
(b) Soft‑tissue neck computed tomography showing 
tracheal compression at thyroid level
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