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thyromental distance and smaller submandibular space. 
In our case, rigid bronchoscope was placed with difficulty 
leading to more difficult airway after the intervention. The 
passage is clear in awake patients, whereas in anesthetized 
patients, the air space in the oropharynx is reduced; the 
soft palate, base of tongue and epiglottis may be applied 
to the posterior pharyngeal wall due to the reduction 
in muscle tone. These all difficulties in providing a 
secure airway become more of concern in a patient with 
lung disease like interstitial lung disease. In our case, 
initial difficulty in placement of rigid bronchoscope 
with preexisting difficult airway led to more difficult 
airway and hence failure of securing of airway using 
LMA (Ambu LMA and I-Gel). Due to gross periglottic 
edema, fiber-optic bronchoscopy which is considered gold 
standard of airway management in difficult airway failed, 
when it was used in a conventional technique.[1-5] We 
needed to modify the technique of fiber-optic bronchoscopy 
and was aided by direct laryngoscopy using Macintosh 
laryngoscope along with OELM. An initial attempt of 
fiber-optic bronchoscopy was failed due to reduced 
airspace by perilaryngeal edema, but later, airway 
was cleared by direct laryngoscopy and fiber-optic 
bronchoscope was placed. With direct laryngoscopy, the 
space available in the oral cavity to manipulate the scopes 
can be expanded, and the epiglottis can be elevated to secure 
the pathways of the scopes to the vocal cords.[2,5] 
Hence, combining rigid bronchoscope placement with 
direct laryngoscopy may improve the ease of successful 
tracheal intubation after airway interventions. Furthermore, 
passive oxygen insufflation during the apneic period 
may maintain the oxygen saturation and should be used 
regularly in management of difficult airway to avoid 
invasive surgical access.
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Mediastinal shift towards postpneumonectomy space in the 
early postoperative period and its management by simple 
technique of air insufflation

Sir,

We report a case of early-onset mediastinal shift toward the 
postpneumonectomy space (PPS) and its management by 
simple but lifesaving technique of air insufflation into the 
PPS to restore the mediastinum to its normal position. Our 
search on the internet (PubMed) revealed that there was 

limited literature on the use of air insufflation technique 
to stabilize the mediastinum in the early postoperative 
period, although late-onset mediastinal shift to operative 
side is well known and its management by filling the PPS 
with a variety of autologous and prosthetic materials is 
documented in the literature,[1-3] also documented is the 
mediastinal shift toward the remaining lung in the early 
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in this case. Air insufflation is likely to be helpful only in 
the early postoperative as later on fibrosis and fixation of 
the mediastinum will occur. Mediastinal shifting leads to 
sudden deterioration in the patient’s hemodynamics along 
with severe chest pain as we experienced in this case and 
inotropic support along with other resuscitative measures 
are of little benefit till mediastinum is stabilized.

There are many reports in the literature on the late-onset 
mediastinal shifting and its treatment by a variety of 
implants.[5-7] The implants include saline-filled prosthesis, 
silicone implants, and muscle transposition into the PPS. 
Nowadays, more and more lung resections are being done 
using thoracoscopic techniques[8] where the facilities are 
available. Thoracoscopic procedures have the advantages 

postoperative period.[4] Pneumonectomy is associated with 
many pathophysiologic changes which can adversely affect 
the patient outcome and is associated with large number 
of known complications which can occur during or after 
the procedure and many of these are due to a large PPS.

A 50-year-old male patient presented with a history of 
single episode of hemoptysis. The patient was investigated 
and was found to have a left lung mass near the hilum 
on chest roentgenogram [Figure 1a] and computed 
tomogram [Figure 1b]. Bronchoscopic biopsy revealed 
the mass to be malignant (squamous cell carcinoma). 
Surgical intervention (pneumonectomy) was planned as 
there was no evidence of distant metastasis. The thoracic 
epidural catheter, arterial line, and central venous lines 
were inserted, and a single-lumen endotracheal tube was 
used. Pneumonectomy was done through posterolateral 
thoracotomy [Figure 2a] in the fifth intercostal space after 
resecting part of the fifth rib and harvesting the intercostal 
muscle flap. Pulmonary artery and veins were individually 
ligated and divided without opening the pericardium, 
and left main bronchus was closed with continuous 
3-0 polypropylene sutures [Figure 2b] and was further 
reinforced with the intercostal pedicle flap. Standard 
thoracotomy closure was done after inserting a single 
intercostal chest tube which was clamped after closure 
of the wound. The patient remained hemodynamically 
stable throughout the procedure. In the postoperative 
period, the chest tube clamp inadvertently opened, and 
patient had vigorous cough along with severe chest pain 
and perspiration. The patient developed tachycardia and 
hypotension. The chest tube was immediately clamped, 
but there was no improvement in the symptoms and 
hemodynamics despite supportive measures and inotropic 
support. Mediastinal shift toward the PPS was suspected, 
and a 20-ml syringe was used to inject air into the PPS 
through the chest tube proximal to the clamp. The 
symptoms and hemodynamics of the patient improved 
rapidly as we kept on injecting air. The total volume of air 
injected was approximately 150 ml. Chest roentgenogram 
after the incident showed mediastinum in its normal 
position [Figure 3]. The chest tube was removed on the 
2nd postoperative day after repeat chest roentgenogram 
was also normal. The patient remained stable thereafter 
and was discharged on the 10th postoperative day. The first 
follow-up was 3 weeks after discharge, and the patient was 
doing well and was attached to the oncology department 
for adjuvant chemotherapy.

Stabilization of the mediastinum postpneumonectomy 
is an important aspect of the patient management and is 
also a unique feature of the procedure. Many surgeons do 
not insert a chest tube and instead do suction of the PPS 
after closure of the chest to stabilize the mediastinum, 
and others do insert a chest tube and keep it clamped to 
be removed within 48 h.

Suction of air from the PPS is a common practice to stabilize 
the mediastinum, but not insufflation of air as was done 

Figure 1: (a) Chest roentgenogram showing a large mass in the 
left hilum. (b) Computed tomogram chest showing a large lobulated 
homogenous mass in the left hilum

a b

Figure 2: (a) Intraoperative photograph showing gross appearance 
of the tumor and left lung. (b) Intraoperative photograph showing 
postpneumonectomy space

a b

Figure 3: Postoperative chest roentgenogram showing mediastinum 
in normal position after air insufflation
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of shorter hospital stay, small incisions, and better cosmetic 
results, but reinforcement of bronchus with intercostal 
muscle flap cannot be easily performed.

Mediastinal shifting should be suspected if sudden-onset 
severe hemodynamic instability occurs in the early 
postoperative period after pneumonectomy unless proved 
otherwise and either insufflation of air or the removal 
of air will be the appropriate treatment depending on 
whether the shift is toward the PPS or the remaining lung, 
respectively.
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“St. Peregrine tumor” with synchronous primary renal cell 
carcinoma

Sir,

We present a very rare case of squamous cell lung cancer 
having spontaneous regression (St. Peregrine tumor) with 
a synchronous primary renal cancer.

A 74-year-old male, chronic smoker with smoking 
index of more than 20 pack year, Stage III chronic 
obstructive pulmonary disease, presented with worsening 
exertional dyspnea and productive cough of 2-month 
duration. His chest radiograph showed a right parahilar 
opacity [Figure 1a]. The high-resolution computed 
tomography (CT) of chest showed a solid lesion in the right 
upper lobe with spiculated margin, internal hypoenhancing 
area, and positive bronchus sign [Figure 1b]. An incidental 
note was also made of a heterogeneously enhancing 

lesion in the mid pole of the right kidney. The sputum 
examination was negative for acid-fast bacilli, pyogenic 
culture, and GeneXpert. A fiberoptic bronchoscopy with 
transbronchial lung biopsy (TBLB) was performed. The 
TBLB was inconclusive. A CT-guided lung biopsy was 
performed. The chest radiograph and CT scan performed 
at the time of CT-guided biopsy showed that the lesion 
had significantly increased in size [Figure 1c and d]. 
It showed mixed inflammatory infiltrate, pigmented 
macrophages, and dense bronchoalveolar and interstitial 
fibrosis. The immunohistochemistry of the specimen was 
positive for CD8+ cells and natural killer cell, but there 
was no evidence of pyogenic infection or tuberculosis. 
A repeat biopsy was planned. However, the patient was 
lost to follow-up and reported back after 1 month. The 
chest radiograph and CT scan showed that the lesion 
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