Letters to Editor

Unanticipated failed intubation
inspite of good laryngeal view on
direct laryngoscopy

Sir,

Airway anomalies, difficult airway or unanticipated
difficult intubation can pose the most dreadful
challenge for the anesthesiologist.!"

A 41-year-old female, with carcinoma breast, was
scheduled for right modified radical mastectomy,
left simple mastectomy and laparoscopic bilateral
salpingo-oophorectomy. Preanaesthetic airway
examination revealed short neck, double chin, buck
teeth, and Mallampati grade III. The patient had
undergone breast lumpectomy 5 years ago under local
anaesthesia, which was uneventful.

There was no history of other co-morbidities,
breathing difficulty, change in voice, prolonged
medication or trauma. Preoperative investigations
were within normal limits. In the operating room,
standard monitors were connected, an intravenous
line was secured, patient was pre-oxygenated,
premedicated with intravenous midazolam 1 mg and
fentanyl 100 pg, induced with thiopentone 250 mg,
and relaxed with atracurium 25 mg after adequate
mask ventilation.

Intubation was attempted after direct laryngoscopy
with MAC-3 blade. Cormack-Lehane (CL) grade
was found to be 1. A 7.5-mm cuffed endotracheal
tube (CETT) could not be passed through the

Figure 1: Image showing significant subglottic narrowing as seen
through an ambuscope
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vocal cords. It was re-attempted with 7.0 mm, and
then with 6.5-mm CETT, which was unsuccessful.
A bougie was passed through the glottis but 6.0 mm
CETT could not be rail-roaded. Hence, the patient
was mask ventilated and a size 3 proseal laryngeal
mask airway (LMA) was inserted, and adequate
ventilation was maintained. An ambuscope was
passed through the lumen of the LMA to view the
glottis, which showed narrowing of the lumen below
the glottis [Figure 1].

As we were able to maintain adequate ventilation
through the LMA, we decided to go ahead with the
surgery. Consent for tracheostomy was taken. Patient
was reversed after adequate criteria were met and
the LMA was removed. The postoperative period was
uneventful.

Postoperatively, the patient was evaluated for
subglottic stenosis. Computed tomography (CT)
scan of neck revealed a normal supraglottis with a
transverse diameter of 15 mm. There was glottic and
subglottic narrowing with hour-glass configuration,
the transverse diameter measuring approximately
5 mm and 6 mm, respectively, extending for a length
of 11 mm; the tracheal lumen was normal [Figure 2].

At a later date, laparoscopic salpingo-oophorectomy
was done under subarachnoid block with a standby
difficult airway cart and consent for emergency
tracheostomy. The surgery was uneventful.

Subglottic stenosis is a rare condition and is caused by
congenital problems, post intubation injury, trauma,
tumours and the like. An incidence of 4.9 cases/
million years is estimated for post-intubation tracheal
stenosis.” Idiopathic subglottic stenosis (iSGS) is
common in peri-menopausal women, which could be
related to associated hormonal changes.®! Symptoms
may include dyspnoea, hoarseness or stridor.
Alternative causes include collagen vascular disease,
an anatomic predisposition of the smaller female

Figure 2: A cross-sectional CT image of normal trachea (a) Cross
-sectional CT image of subglottic area (b) stenosed subglottic area
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subglottis, mechanical trauma from coughing and
gastrooesophageal reflux disease. A diagnosis of
subglottic stenosis (SGS) may be suspected based
on the results of pulmonary function tests. The
stenotic region can be seen with CT scan of the neck
[Figures 1 and 2].

A mild case of SGS may not require treatment.™
Surgical procedures like endoscopic dilation/resection
and end-to-end anastomosis can be done for severe
SGS.

Multiple attempts at intubation by an unsuspecting
team of anaesthesiologists, combined with an easy
laryngoscopic view, can result in a life-threatening
“cannot ventilate, cannot intubate” scenario, whereas
forceful attempts may even lead to the damage of
the laryngeal cartilages. Although it is tempting to
continue attempts at intubation following a full view
of the glottis, initial failure to intubate should lead to
suspicion of SGS. In suspicious cases, oxygenation can
be maintained with a supraglottic device; a fibrescope
can be passed through this to evaluate the airway
below the glottis, which can help in further airway
management plan.®

LMA has been found to be an effective alternative
in a ‘cannot intubate’ scenario, the major advantage
being avoidance of manipulation of an already
compromised airway.l) CL grading can be deceptive.
Hence, the ability to foresee complications and the
mere preparation for a difficult airway at all times
have proved to be prudential.
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