Correspondence
Anaesthesia, 2005, 60, pages 617–632
. ....................................................................................................................................................................................................................

other major trials around the world, the
Royal College of Surgeons of England
(RCS) has announced that SNB is
expected to become the new standard
of care for breast cancer [6]. The RCS
introduced the ‘new start’ programme
in October 2004 to train all UK breast
surgeons in SNB. Anaesthetists should
be aware of the problems associated
with the use of isosulfan blue and pulse
oximetry.
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Emergency tracheal intubation
using a gum elastic bougie
through a laryngeal mask
airway

Emergency airway management often
occurs out of hours when only less
experienced staff are available and
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Figure 5 Lateral neck X-ray postintubation showing the severity of the fixed flexion deformity.

immediate access to equipment may be
delayed. We wish to report such a case.
A 74-year-old female with severe rheumatoid arthritis and acute left sided
lobar pneumonia was referred to us for
respiratory support. Airway assessment
revealed a severe fixed flexion deformity of her neck, a receding mandible
with a thyromental distance of 2 cm, an
interincisor distance of 3 cm, and partial
dentition. She was transferred to the
intensive care unit (ICU) for awake
fibreoptic intubation. However, as she
was wheeled through the doors of the
unit she suffered an asystolic cardiorespiratory arrest. Manual ventilation with
100% inspired oxygen via a facemask
and oropharyngeal airway together with
atropine 3 mg i.v. restored her cardiac
output and heart rate. She remained
unresponsive, however.
Direct laryngoscopy proved difficult
in view of her anatomical abnormality
and she was found to be Cormack and
Lehane grade 4 [1]. A size 3 classic
laryngeal mask airway (LMATM, Intavent Orthofix, Maidenhead, UK) was
inserted and ventilation improved mar-

ginally. As the fibreoptic laryngoscope
was not yet available, a gum elastic
bougie was passed blindly through the
laryngeal mask airway and into the
trachea, as confirmed by resistance to
advancement at approximately 30 cm.
The laryngeal mask airway was removed and a size 7.0 mm tracheal tube
was railroaded over the bougie and
controlled ventilation established. A
lateral neck X-ray taken following intubation revealed the severity of her
disease (Fig. 5). In view of the likelihood of prolonged ventilation and
concerns over the consequences of
accidental extubation, an early tracheostomy was performed by the ENT
surgeons, with some technical difficulty,
on day 2.
This case illustrates several points
regarding difficult airway management.
Firstly, there was a lack of appreciation
of potential airway difficulties by nonanaesthetic staff. Clearly, this patient
should have been referred before she
was in extremis when a more controlled
approach to airway management could
have been employed. Second, difficult
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Bilateral otorrhagia during
emergence from anaesthesia

I wish to report a case of spontaneous
bleeding from the ears during recovery

from anaesthesia. A 76-year-old woman
was scheduled to undergo a right hip
hemiarthroplasty. She had Parkinson’s
disease, rheumatoid arthritis and hypothyroidism. Assessment of her airway
revealed a receding mandible; the
clinical examination was otherwise
unremarkable. She received general
anaesthesia supplemented with a ‘3 in
1’ femoral nerve block. Anaesthesia was
induced with propofol and fentanyl and
maintained with nitrous oxide 66% in
oxygen and isoflurane. A laryngeal mask
airway was inserted and her lungs were
mechanically ventilated. During the
procedure she was haemodynamically
stable. On completion of surgery the
neuromuscular block was reversed.
At the time of laryngeal mask airway
removal, fresh blood was noted to be
coming from both ears. The bleeding
did not stop with compression. Following removal of the laryngeal mask airway
her respiratory efforts were inadequate
to maintain oxygenation and vigorous
bag-valve-mask ventilation failed to
improve the situation. The difficulty in
maintaining the airway was overcome
by insertion of a Guedel airway, together
with two-handed bag-valve-mask ventilation with help from the assistant.
However, the bleeding from both ears
increased with the bag-valve-mask ventilation. At this time her blood pressure
rose to 210 ⁄ 120 mmHg and heart rate
to 90 bpm. She remained unconscious
and unresponsive. Because of concerns
about her ability to maintain an adequate
airway, her trachea was intubated and
lungs mechanically ventilated. An intracranial bleed was considered as a possible
cause of her obtunded state and the
bleeding from her ears and the rise in
arterial pressure manifestations of the
bleed. Both pupils were small and
equal size, although the reaction to light
was sluggish. Other causes of unconsciousness and delayed recovery were
considered including hypercarbia, hyperuraemia and electrolyte derangement.
Her arterial blood gases and biochemistry were normal. After 30 min of
ventilation, she started to breathe spontaneously and opened her eyes. A neurological examination was normal with
no localizing or lateralizing signs, and
she was extubated.
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