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over the NGT which was in the larynx. Tracheostomy 
could thus be avoided and surgery could be completed. 
Unavailability of different equipments at different times 
is not uncommon in the Indian scenario. Hence, there 
is a constant need to innovate.
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Blind nasotracheal intubation (NTI) is contraindicated 
in Le Fort II and III fractures.[1] So in such patients a 
proper sized FOB and a well-equipped difficult airway 
trolley are indispensable. An awake fibreoptic NTI was 
planned in our case. The backup plan was NTI with 
direct laryngoscopy and spontaneous ventilation if the 
mouth opening improved on induction. Submental 
intubation was also considered, but it might not be 
possible because of the limited mouth opening and 
bilateral mandible fractures. Tracheostomy would be 
the last resort.

Unfortunately for us, the adult FOB was found to be 
non-functional and the bougie was missing. After 
preparing the patient’s airway, a paediatric FOB 
(Pentax) was passed through the right nasal passage. 
Glottis was well-visualised. After this, we attached 
a 7.0 mm internal diameter (ID) endotracheal tube 
(ETT) (cut up to 28 cm mark) on the FOB. We tried to 
negotiate the FOB along with the tube as the length 
of the FOB remaining beyond the tip of ETT was just 
about 2.5 cm, which is barely enough for manoeuvring 
the FOB tip. A bony resistance was felt at a depth of 
4-5 cm. The short (30 cm) FOB could not be inserted 
any further without the tube. The attempt was repeated 
with a 6.5 mm ETT albeit unsuccessfully. We did not 
want to push in the tube to avoid trauma. ETT of 6 mm 
ID or less would be too short for NTI and fixation 
in the adult. Inability to pass the ETT beyond the 
resistance made the absence of the adult fibrescope 
seem a real setback. The remaining option was NTI 
with laryngoscopy after induction of anaesthesia with 
sevoflurane, provided mouth opening would improve 
after induction. This was tried after checking mask 
fit. Gentle mask ventilation was performed to avoid 
aggravation of pneumocephalus.[2] We now thought of 
passing a bougie-like device beyond the resistance and 
then railroad the ETT over it, even if it meant pushing in 
the tube. Even though, there was no guarantee that the 
subsequent blind passage of the nasogastric tube (NGT) 
would be entirely safe, a 14 french gauge NGT was now 
inserted into the nasopharynx as the nasal passage had 
already been confirmed with the FOB. A 6.5 mm ID 
ETT was threaded over the NGT. When the patient was 
deep, direct laryngoscopy was performed. The NGT was 
then advanced into the larynx with a Magill’s forceps 
and the ETT was inserted in the trachea. This time, we 
did not hesitate to push the tube inside with slight force 
against the resistance for two reasons. Firstly, minimal 
bleed hampering FOB vision was no longer a concern. 
Secondly, securing the airway in case of a bleed could 
be managed better with the ETT already railroaded 
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Unanticipated difficult airway

Sir,

Management of difficult airway is always a challenge 
to anaesthesiologists. When anticipated, it allows 
time and preparation to ensure patient safety. 
Inspite of preparation on rare occasions a sudden 
‘cannot ventilate’ situation arises that may lead to 
a catastrophe. This case report presents one such 
situation. How the airway was maintained and 
ventilation was achieved and was discussed in details 
in our manuscript.

A 5-year -old female presented with respiratory distress 
since 7 days, worsening for last 24 h with a history 
of voice change for 8 months. Patient was treated for 
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acute laryngotracheobronchitis, without response and 
was referred to our hospital for respiratory distress. 
On admission, patient weighed 15 kg, pulse rate 
120/min, blood pressure 68/50 mmHg and respiratory 
rate 40/min. Respiration was spontaneous, regular, 
accessory muscles of respiration were active with no 
subcostal/intercostals recession. There was no h/o 
snoring since a change in voice. Respiratory distress 
was not associated with sleep or any particular 
position. Wheeze and rales were present bilaterally. 
Routine investigations were within normal. Chest and 
neck X-rays were normal. Possibility of organic foreign 
body was not ruled out. Patient did not allow indirect 
laryngoscopy.

Differential diagnosis of chronic foreign body 
bronchus and chronic tracheobronchitis was made. 
An emergency bronchoscopy was planned because of 
respiratory distress.

On the operation table with routine monitoring, 
pre-operative SpO

2 was 99% on oxygen. A 22G 
intravenous access was secured. Patient was 
premeditcated with fentanyl 30 μg intravenous 
and glycopyrrolate 0.15 mg intravenous. After 
preoxygentation, induction achieved with sevoflurane. 
After successful mask ventilation suxamethonium, 
25 mg was administered and intermittent positive 
pressure ventilation continued. However, after 
complete relaxation ventilation became impossible 
inspite of triple manoeuvre, well-fitted face mask and 
with appropriate size oropharyngeal airway (size1 
guedel’s airway).

Immediately direct laryngoscopy was performed that 
revealed a soft-tissue mass totally occluding the glottis. 
While preparations were on to surgically secure the 
airway, an attempt of intubation with a lubricated 
4.0 mm endotracheal tube was made and airway 
secured by slipping the endotracheal tube along the 
mass margin and satisfactory oxygenation established. 
During this period, the oxygen saturation did not fall 
below 95%.

A detailed endoscopic evaluation revealed a soft-tissue 
papillomatous mass, likely of laryngeal origin 
obstructing the glottis. A tracheostomy was performed 
and bronchoscopy deferred in favour of definitive 
surgery after evaluation.

Airway problems are challenging to the anaesthetist, 
especially in a child with respiratory distress. In this case, 

following induction, ability to ventilate was checked 
and assured, hence possibility of cannot ventilate 
situation no longer anticipated and suxamethonium 
administered. Even after suxamethonium 
administration ventilation was possible, but with the 
onset of total paralysis, cannot ventilate situation was 
encountered. This is best explained by the fact that 
the tone of the laryngopharyngeal muscles that was 
holding the soft-tissue mass away from the glottis was 
lost with muscle relaxant and the mass fell in place 
totally obstructing the glottis.[1,2]

Laryngeal papilloma, also known as recurrent 
respiratory papilloma, a viral disease of respiratory 
mucosa, produces a cauliflower like growth is caused 
by human papilloma virus 6,11 and 16.[1,3] It also causes 
skin warts and condyloma acuminatum on genital 
region.[3] Infection is commonly acquired during the 
vaginal delivery leading to a childhood infection 
until puberty and occasionally adult life, especially 
in immune-compromised and low socio-economic 
states.[1,3]

Patient usually presents with stridor, hoarseness or 
voice change and in later stages with respiratory 
distress.[3] It is often misdiagnosed as asthma, 
tracheobronchitis, croup, tracheomalacia and treated 
as such.[1] The diagnosis is clinched when patients 
go into severe respiratory distress and are thoroughly 
investigated. Proper diagnosis is made with a biopsy 
from the lesion.

It requires repeated surgical excisions, cauterization, 
cryosurgery, laser ablation and acyclovir.[1,4] Pulmonary 
seeding and malignant change has also been 
reported.[1,5] Shen and Li suggested airway management 
in a child with laryngeal papilloma by inducing with 
sevoflurane, deepening anaesthesia with intravenous 
fentanyl and allowing the patient to resume 
spontaneous breathing.[6] Inability to secure airway 
in severe obstruction necessitates an emergency 
cricothyroidotomy/tracheostomy.[1,3]

Ability to mask ventilate after induction of general 
anaesthesia assures and leads to a state of complacency, 
which can be disastrousas it does not rule out ‘cannot 
ventilate situations.’

Patients presenting with respiratory distress must 
be thoroughly investigated to rule out upper airway 
obstruction with the help of radiology, indirect 
laryngoscopy or awake fibreoptic endoscopy. 
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Pre-operative assessment by otolaryngologist and 
anaesthetist together is must to avoid potential crisis 
and surgical access to the airway must always be ready 
at hand.
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Retained foreign bodies: 
Vigilance is the price of safety

Sir,

Intra-operative events of retained surgical item (RSI), 
although uncommon, may occur which may result in 
significant complications.

Two such cases happened recently in our organization 
where retained items were discovered accidently and 
the proactive role of the anaesthesiologist averted a 

serious misadventure, proving eternal vigilance is the 
price of safety.

In first case, post-tonsillectomy, post-extubation, our 
patient had inspiratory stridor. Laryngoscopy was 
carried out to look for the cause and a broken 22G 
hypodermic needle was accidently discovered while 
mopping the oral cavity with a gauze piece [Figure 1a].

On confirmation, it was found not to be a part of the 
instruments used during the surgery.

Few days later, post-tonsillectomy again, while 
extubating, a 10-year-old child, an object, seemingly to 
be a blood clot or a tissue piece, was discovered inside 
the oral cavity. It was found to be the rubber sleeve 
(soiled with blood) of the teeth protector of Boyles 
Davis mouth retractor used during surgery [Figure 1b]. 
It probably had slipped off in the oral cavity while 
taking the retractor out.

Ingestion and aspiration of foreign objects may be 
life-threatening and involve damage to the digestive 
tract; or cause pneumonia, mediastinitis, sepsis. 
Sometimes; surgical intervention is needed to retrieve 
such objects.[1] Foreign body in the peritonsillar region 
needs a prompt removal because of possible migration 
to the vital structures, the carotid artery being the most 
worrisome target.[2]

A sentinel event is defined as a relatively infrequent, 
clear cut event that occur independently of a patient’s 
condition; commonly reflect hospital system and 
process deficiencies; resulting in unnecessary 
outcomes for patients.[3]

In the first case, it was inferred that the broken needle 
had accidently slipped inside when the gauze pieces 
were used for mopping intra-operatively. It was probably 
inside the gauze pieces, which are manually prepared 
by our nursing orderly in the operation theatre area and 
then sterilized in central sterile supply department.

Figure 1: (a) Broken hypodermic needle, (b) rubber sleeve of Boyles 
Davis retractor
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