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anesthetic in the nasal cavity  [Figure  1c]. Subcarinal 
lymph node was identified (12 mm × 14 mm), and three 
EUS‑B‑FNA passes were obtained. The cytological analysis 
of the aspirates showed fragments of squamous cell 
carcinoma, and the patient was referred to the radiotherapy 
unit for further management.

This is the first report of the use of the nasal route 
for echobronchoscope insertion during EUS‑B‑FNA. 
Echobronchoscope is usually inserted via oral route 
keeping its larger diameter (than flexible bronchoscope) 
in mind fearing the risk of nasal trauma in case 
of nasal insertion. As the external diameter of the 
EBUS scope is much smaller  (6.9  mm) than the 
echoendoscope (14–15 mm), it can be used via nasal route, 
and the nasal route is feasible.[3] A randomized controlled 
trial has shown a nasal approach to be an acceptable way 
for EBUS scope insertion though a significant number of 
patients required a change of approach from nasal to the 
oral route during the study.[4] Flexible bronchoscopy is 
commonly performed through the nasal route, and it is 
perceived to provide better scope stabilization. While the 
oral route has been shown to cause less cough, it is also 
associated with higher chances of patient willingness to 
return for the bronchoscopy.[5] Oral route probably leads 
to earlier vocal cord visualization, but it needs the help 
of an assistant for bronchoscope stabilization. The route 
of scope insertion is usually determined by an operator 
depending upon comfort and previous experience. We 
usually perform EBUS and EUS‑B via the oral route. The 
nasal route is used for EBUS in cases where oral entry 
is not feasible. EUS‑B‑FNA is commonly performed for 
obtaining samples from mediastinal lesions in the left 
paratracheal or subcarinal location. This technique is 
usually performed in small children or patients with 
unstable airway or respiratory failure. This is our first 
experience of performing EUS‑B via nasal route, and we 
found it an acceptable route for sampling mediastinal 
lesions in patients with difficult oral entry as well as a 
difficult or unstable airway.
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Sir,

Endoscopic ultrasound using echobronchoscope‑guided 
fine‑needle aspiration (EUS‑B‑FNA) is a technique where 
echobronchoscope is passed through the esophagus to 
perform needle aspiration from mediastinal lesions. Since its 
first description in 2009, the technique is increasingly being 
used by pulmonologists.[1,2] This technique is a path midway 
between endobronchial ultrasound (EBUS) performed by 
pulmonologists and endoscopic ultrasound (EUS) used by 
gastroenterologists. One crucial difference between EBUS 
scope and EUS scope is the larger size of the EUS scope, 
which helps in better stabilization during needle puncture. 
Both these scopes are conventionally inserted via the oral 
route using bite block. EBUS scope can be inserted using a 
nasal route, while EUS scope can only be used via oral route 
due to its large size.[3] Here, we present a case of mediastinal 
lymphadenopathy with reduced mouth opening and 
bilateral vocal cord palsy, which made the performance of 
EBUS as well as EUS virtually impossible, and we performed 
mediastinal lymph node sampling by EUS‑B with scope 
insertion via nasal route.

A 57‑year‑old male  patient was referred from 
otorhinolaryngology for the evaluation of mediastinal 
lymphadenopathy [Figure 1a]. He was a follow‑up case of 
carcinoma larynx and had received chemoradiation for the 
same 2 years back. He had bilateral complete vocal cord 
adduction [Figure 1b] and was on tracheostomy for the last 
2 years with a tracheostomy tube of size 5.5 mm (upsizing 
could not be done due to long‑standing fibrosed tract). With 
this status, performing EBUS was considered not feasible. 
He had severely restricted mouth opening attributable to 
radiotherapy and tobacco use in the past, which made the 
insertion of EUS also impossible. Hence, keeping these two 
issues in mind, we performed EUS‑B‑FNA via nasal route 
using 5 mL of lignocaine gel as a lubricant and topical 
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Figure 1: (a) Positron emission tomography–computed tomography 
demonstrating subcarinal and prevascular lymphadenopathy, 
(b) endoscopic view demonstrating complete adduction of vocal cords 
with no mobility, (c) external image of echobronchoscope insertion via 
nostril due to small size tracheostomy and restricted mouth opening
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A case of hypereosinophilic syndrome with colonic 
obstruction: An unusual complication

Sir,

Hypereosinophilic syndrome (HES) is characterized by 
hypereosinophilia  (HE) and organ damage,[1,2] which 
affects men more commonly than women.[3] The disease 
can be detected incidentally, but more often presents 
either insidiously or acutely with cardiac, neurological, 
cutaneous, pulmonary, or gastrointestinal manifestations, 
with cardiac involvement being a major cause of morbidity 
and mortality in patients.[1,3] Early identification and 
aggressive therapy are of paramount importance in 
decreasing the morbidity and mortality associated with 
this condition. It is also important to study the clinical 
variants to determine if they are prognostically important 
in the face of the modern therapy for this disease.[2]

A 34‑year‑old male, presented with complaints of low 
grade intermittent fever, breathlessness on exertion, and 
dry cough of 3 weeks duration. Clinically, he had bilateral 
wheeze. Investigations revealed eosinophilia  (absolute 
eosinophil count [AEC] ‑ 2100/ cubic millimeter [cu mm]), 
stool for parasitic ova/ cysts was negative; peripheral blood 
smear for microfilaria and filarial antigen were negative; 

and chest radiograph revealed bilateral reticulonodular 
opacities  [Figure  1a]. He was diagnosed as a case of 
peripheral eosinophilia with pulmonary infiltrates 
and treated empirically with diethyl carbamazine and 
anthelmenthics. There was no response and investigation 
revealed worsening of eosinophilia  (AEC ‑   15918/
cumm). His metabolic and biochemical parameters 
were normal, Serum ANCA, Aspergillus fumigatus- 
specific Immunoglobulin E, viral markers and sputum 
for eosinophils were normal. High‑resolution computed 
tomography of the chest showed extensive areas of ground 
glass and centrilobular nodular opacities involving all 
lobes of both lungs along with fine reticulations and 
inter lobular septal thickening [Figure 1b]. Bone marrow 
aspirate and biopsy showed hypercellular marrow, increase 
in eosinophilic series with increase in eosinophilic 
myelocytes and metamyelocytes, with hyper lobulated 
eosinophils. Fiber optic bronchoscopy was normal, and 
bronchoalveolar lavage cytology showed predominant 
eosinophils.

Two‑dimensional echocardiography showed thickened 
and fixed posterior mitral leaflet with doming of anterior 
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