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Electrocardiography showed sinus tachycardia and chest 
X-ray was suggestive of mild pulmonary edema. Propping 
up, antibiotics, and bronchodilators with supportive treatment 
was provided. She was transferred to the intensive care unit 
(ICU), where arterial blood gas analysis showed respiratory 
alkalosis with mild metabolic acidosis. Endotracheal intubation 
with mechanical ventilation on intermittent positive pressure 
ventilation was planned but unsuccessful even after three 
optimum attempts due to restricted mouth opening (2 cm), 
short neck, cellulitis, edema of right lip and cheek. The 
conventional laryngoscopy revealed Cormack and Lehane 
grade 4 with adequate neck movements. Ultimately, smaller 
size AMBU-LM® (Aura Once) size 2 was utilized as 
rescue airway and airway was maintained. Immediately 
emergency tracheostomy was done by ENT surgeon for 
further maintenance of airway. AMBU LM was removed 
and for next 3 days, the patient was maintained on mechanical 
ventilation and other supportive treatment. The patient, 
however, died on the 4th day due to severe sepsis.

In the critical care unit, up to 20% of all critical incident reports 
are airway-related.[3] Benumof cited an incidence of difficult 
airway in critical care unit as 0.0001-0.02%.[4] AMBU-
LM (Aura Once®), a novel congener of AMBU-LM, due 
to its distinct properties, was utilised in this patient due to 
limited mouth opening and difficult airway. It is disposable, 
made up of PVC and has airway tube with 90° special 
moulded curve. Its shape replicates anatomy of hypopharynx, 
pharynx, and mouth for easy insertion without abrading upper 
airway. It features an extrasoft 0.4 mm cuff which reduces 
pressure of airway. Also, the tip of mask is reinforced, thereby 
preventing folding on insertion. There are no epiglottic bars 
in AMBU-LM and it requires lesser mouth opening (2 
cm) for its insertion. The above patient had difficult mask 
ventilation, difficult laryngoscopy, and difficult intubation. She 
had deranged coagulation profile, low platelets, metastasis in 
lungs, tachypnea, and hypoxia. And the patient was managed 
with serial plans of difficult airway management and with 
ENT specialist back-up. Appropriate preparations were 
made to combat any complications in management of this 
emergency case.

From the present case, it can be concluded that AMBU Aura 
Once® may be a safe, reliable, and well-tolerated single-use 
SGA, though more number of studies will be required to 
support. It was easy to insert and provided an effective seal 
during positive pressure ventilation in critically ill patient with 
limited mouth opening. In present difficult airway situation, 
it was used as a rescue airway device though further studies 
are warranted for its similar use. Emergency departments and 
ICU should be well-equipped with difficult airway carts that 
can be helpful in emergency airway management.
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Airway management and 
anesthesia in posterior fossa 
malformations, hemangiomas, 
arterial anomalies, coarctation 
of the aorta and cardiac 
defects and eye abnormalities 
syndrome: A case with 
laryngotracheal hemangiomas

Sir,
Posterior fossa malformations, hemangiomas, arterial 
anomalies, coarctation of the aorta and cardiac defects and eye 
abnormalities (PHACE) is a rare neurocutaneous syndrome 
that was described by Frieden et al. in 1996.[1] Hemangioma 
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was reported in approximately 50% of the patients and it 
was located in the subglottic region in the majority (83%) of 
the patients.[2] The majority of the patients with PHACE 
syndrome need vascular, neurological, ophthalmologic or 
otolaryngologic surgery in their early ages.[3] According 
to the best of our knowledge, the anesthetic management 
of a patient who had airway hemangioma and PHACE 
syndrome has not been reported previously.

A 42-month- old (weighing 15 kg and height 101 cm) 
female with previously diagnosed  PHACE syndrome was 
referred to the plastic and reconstructive surgery service for 
congenital blepharoptosis correction. A detailed medical 
history was recorded from patient’s parents and available 
medical records. She was evaluated by the pediatric chest 
clinic after a stridor complaint when the patient was 
12 months and a magnetic resonance imaging (MRI) 
angiography revealed agenesis of the right internal carotid 
artery and hemangiomas involving the left parotid gland 
and laryngotracheal space. Echocardiography showed 
that the intracardiac and aortic arch anatomy was normal 
and assessment with MRI did not indicate any posterior 
fossa abnormalities. The patient received propanolol and 
intermittent systemic steroid treatment for 24 months, there 
was a reduction in the size of the hemangioma and there 
was an improvement in the symptoms. Neuropediatric 
consultation revealed that she had normal motor and 
physical development and there were no cranial nerve 
anomalies. She had cutaneous hemongiomas along face 
and neck [Figure 1a]. The remainder of the physical 
examination and laboratory evaluation was normal.

After the application of routine monitors with BIS 
monitoring (Covidien), anesthesia was induced by the 
inhalation of sevoflurane and thiopental (4 mg/kg) with 
alfentanil (10 μg/kg) intravenously. Face mask ventilation 
was easy. Anesthesia was maintained with sevoflurane (1-
2%) and remifentanil (0.1 μg/kg/min). No muscle relaxant 
was administered. A detailed examination with a flexible 
fiberoptic (FO) scope (Karl Storz, external diameter 2.8 
mm) ruled out any oropharengeal hemangiomas before 
insertion of laryngeal mask airway (LMA). A lubricated 
size 2 Supreme™ LMA (Maidenhead, UK) was smoothly 
inserted and the cuff was inflated with 10 ml air. The FO 
scope was passed through the LMA for the examination 
of lower airway. According to the FO evaluation, there 
were hypervascular lessions on the mucosa of the proximal 
to the fourth tracheal wall and larynx [Figure 1b]. If 
necessary, we had planned to place the endotracheal tube 
(ETT) cuff above the carina and under the 4 tracheal 
ring. We made necessary preparations, as tracheostomy 
was another option. The operation was completed in 

Figure 1: (a) Cutaneous hemongiomas along her face and neck. (b) Hypervascular 
lessions on the mucosa of the larynx

a b

70 min without the need for ETT placement. There were 
no complications during the procedure. After withdrawal 
of LMA, we confirmed no bleeding inside the airway. 
Following operation, circulatory dynamics and respiratory 
status were stable and the postanaesthetic course was 
uneventful.

Airway hemangiomas can be a life-threatening aspect of 
PHACE syndrome. In the case series presented by Durr 
et al., 52% of the patients with PHACE syndrome had 
airway hemangioma and 25% of these patients required 
tracheostomy due to severe airway obstruction.[2] The 
symptoms associated with airway hemangioma were noisy 
breathing, difficulty breathing and stridor and approximately 
one-fifth of the patients were asymptomatic. The size of the 
hemangiomas, which are recovered after medical treatment, 
may increase later.[3,4] Therefore, we recommend performing 
airway evaluation in all symptomatic or asymptomatic 
PHACE patients before operation. Depending on the 
localization or narrowness, if present, ETT placement may 
be a difficult task. Moreover, ETT or cuff may exert direct 
damage to the hemangioma and cause edema, intratracheal 
bleeding and difficult ventilation. If ETT is absolutely 
needed, tubes with small number (without the use of stile, 
if possible) may be used after airway evaluation.[5] In this 
case, LMA did not exert any damage to the hemangioma, 
and allowed the observation of the laryngotracheal region 
using FOs.
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antiemetic prophylaxis for patients at high risk for PONV. In 
fact, patients with two of the four risk factors for PONV as per 
Apfel score were included in the study. Additional strategies 
to reduce baseline risk — use of propofol for maintenance of 
anesthesia, avoidance of nitrous oxide, avoidance of volatile 
anesthetics,[3] use of nonsteroidal antiinflammatory drugs[4] to 
spare opioids, etc., as suggested in the “Society for Ambulatory 
Anesthesia Guidelines for the Management of PONV” — If 
adopted, would probably influence the outcome. In addition, 
the emetogenic effect of inhaled anesthetics appears to be dose 
related.[3] Hence, a comment regarding comparability of volatile 
anesthetic consumption between the groups would be relevant. 
Lastly, a comment about intraoperative hydration would be apt 
as it has been found to have a bearing on PONV.[5]
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Caffeine for the prevention 
of postoperative nausea and 
vomiting — Few comments

Sir,
We found the article “caffeine for the prevention of 
postoperative nausea and vomiting (PONV)”[1] by 
Steinbrook et al. interesting as well as pleasing because of 
authors’ humility to report a finding which may not fit into 
popular belief (read: Increased incidence of PONV after 
intravenous caffeine). Not to take away the credit from 
authors but as critics, we would like to raise few comments, 
which we consider relevant.

The readers would benefit if authors could clearly state whether the 
type of surgeries considered as surgical risk factors for PONV were 
included in the study, e.g., laparoscopy, laparotomy, maxillofacial 
surgeries etc.[2] Authors have rightly chosen propofol as an 
induction agent and administered routine as well as additional 
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