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ARTICLE INFO ABSTRACT

Difficult airway is an unfortunate and a possibly fatal condition that could be encountered in an
emergency situation. Basic airway knowledge and timely action need to be taken to secure an airway
in such patients. Patients with difficult airway may present with a myriad of signs and symptoms
including respiratory distress and stridor. Multiple methods of securing an airway are available such
as endotracheal intubation (both oropharyngeal and naso-pharyngeal), supraglottic airway devices,
fibre-optic intubation, cricothyrotomy and tracheostomy. The clinical dilemma surrounds the time and
kind of method to me used in such a situation. We share our experience from a covid intensive care
unit wherein a patient diagnosed with locally advanced carcinoma of palate of right side extending
upto the midline leading to restricted mouth opening. Patient was symptomatic with breathlessness
requiring non invasive ventilation. Our approach to this situation and the decision making has been
explained in this article.
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INTRODUCTION

Airway management in a critically ill patient admitted to the
intensive care unit is a basic skill that each and every doctor,
health care professionals must possess. The basic knowledge

Our patient 45 years old male a known case of localy
advance carcinoma palate of right side with mass of size
20x15 cm extending to the midline of the neck, associated
with another swelling on contralateral side around 7 x 7 cm
extending towards the midline. Previousy patient had

in health care professionals about methods of securing
airway is mandatory. Difficult airway is a fatal sSituation
faced in  many critically ill patients. The incidence of
encountering a difficult airway is more common in
emergency and ICU patients as compared to elective surgery.
“Cant intubate and Cant ventilate” scenario is the most
feared for its serious complications such as cardiopulmonary
arrest and death. In this situation about 1 in 50,000 patients
need surgical intervention for securing airway.? “European
Airway Management Society and Difficult Airway Society”
is one of the important societies of world, which formulates
the guidelines for the doctors working in intensive care unit
for evidence based decision taken in a difficult airway and
revise those guidelines on regular basis. )

CASE

We experienced an interesting case in covid intensive care
unit during the pandemic situation.

*Corresponding author: Soorya C. Sekar,
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received chemotherapy in outside cancer hospital for locally
advanced ca palate. This patient was later diagnosed with
covid 19 pneumonia and presented to covid casualty with
complaints of breathlessness. Patient was admitted to covid
intensive care unit and started on non invasive ventilation as
he was not maintaining saturation with oxygen mask at 15
litres of Oxygen . Further patient deteriorated ,became
drowsy and Hypotensive. On examination he had
tachycardia, Hypotension and worsening hypoxia. Patient
was started on lonotropic support - inj. Noradrenaline
infusion. Even though patient was on non invasive
ventilation eventually need for invasive ventilation was
imminent ; hence he was assessed further. On assessment of
Oral cavity , patient had restricted mouth entry with a mouth
opening of less than 2 cm. according to Mallampatti
classification (MPC 4). Deterioration in patient's condition
created a high intense environment and dilemma in the
surgeon and intensive care Physician on duty. Fibre-optic
intubation was attempted with no benefit. As need of the
hour , decision for surgical tracheostomy was made. Though
the decision making of performing tracheostomy sounded
easy, the main challenges started after initiating
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tracheostomy procedure. Patient a known case of locally
advanced ca of palate with a huge swelling on right side
extending till midline and another swelling on the left side
approaching towards the midline. This swelling on the right
side shifted trachea laterally towards the left and swelling in
left compressed the trachea inferiorly. Palpating and
localizing the trachea was difficult in this current situation.
Second challenge was vascularity secondary to tumour along
the line of incision and along the plane of dissection. Third
challenge, patient was started on low molecular weight
heparin for preventing the thrombotic events secondary to
covid pneumonia, since patient D-Dimer value was raised.
Second and Third challenges posed problem in visibility in
field of dissection and risk of uncontrollable bleeding
.Challenges were accepted for the benefit of patient. Patient
and patients relative were explained about the procedure and
risks behind it. Procedure was initiated after getting written
and informed consent from the both patient and his relatives.
Patient was ventilated with mask connected to ventilator (
non invasive ventilation ). Patient was made to lie in supine
position with neck extended. Local anaesthesia lignocaine
with adrenaline was infiltrated along the line of incision.
Midline vertical incision taken 3 cm above the sternum.
Deepened in layers. Care was taken not to injure any vessels
and any other vital structures. Sedation was avoided till we
cannulise trachea. Once trachea was reached, we made an
inverted U shaped incision along the trachea and cannulated
the trachea. Then patient was taken on tube ventilation and
sedation was started .Then we secured the tube in position
with tie. The elective decision that we had taken in this
patient prevented the last minute emergency and chaos for
securing the airway in this patient.

Figure 1. Patient with swelling in theright side of the neck
(ca palate) and was on non-invasive ventilation

Figure 2. Infiltration of local an aesthesia following the position of
the patient. Ventilation was taken care by the mask (non-invasive
ventilation)

Figure 3. Asepsis maintained while performing the procedure

Figure 4. Post tracheostomy picture of the patient. Note the
swelling in theright side of the neck extending to the midline
and left side swelling is also appreciated from thisimage

DISCUSSION

Mastering the airway management technique is mandatory
for al health care professional working in high risk areas
such as intensive care unit, casualty and operation theatre.
Many anaesthesia literatures have mentioned about various
factors to be considered before securing airway for a patient,
such as skills, experience, knowledge about device,
technique, number of attempts, etc.? In a situation like
Difficult Airway (DA), our ultimate aim is to secure an
airway and maintain patient’s oxygen saturation and
hemodynamic status . There are various predictors for
difficult airway. This was classified into clinical, radiological
and invasive tests ¥,
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Though there are classified factors for DA, clinical
examination of patient reveals lots of information regarding
the DA compared to other factors such as the radiological
and invasive test. **When it comes for securing an airway, it
is classified into easy and difficult one. The difficult one has
more challenges comparatively. “Can’t intubate and cant
ventilate” scenario is the most feared situation, as it leads to
serious complications such as respiratory arrest and death.
There are various methods of securing a DA.® Approach to a
patient with Difficult airway, many guidelines are formulated
by various societies. One such is Difficult Airway Society
which has formulated the guidelines for DA. The guidelines
are summarised in flowchart mentioned below.

It has been mentioned in the literature that patient with
difficult airway is managed well with fibre-optic intubation.
Even at times it is difficult to achieve airway by fibre-optic
intubation, then comes the role for surgically securing the
airway. The options left were cricothyroidotomy and
tracheostomy for securing airway. Primary tracheostomy
with local anaesthesia in a conscious patient is a challenge to
the surgeon performing procedure. Sedation is very
minimally used or at timesit isnot used at all considering the
chances of further worsening hypoxia in patient. So,
complications while doing a tracheostomy are more
compared to other airway securing procedures. It is stated
that the incidence of complication in the patient who had
undergone primary tracheostomy is 30 % in literature.
Complications mainly depend on the factors like complexity
of airway, experience of the surgeon, etc. ©® Mgjor
complications which occur while inserting tracheostomy tube
are bleeding secondary to injury to major vessels, injury to
the posterior wall of trachea, oesophageal perforation,
pneumothorax and death. Surgical emphysema is also noted
in 2-5 % of patients post tracheostomy®. Despite having
these complications, risk has to be taken to secure airway for
the patient. Tracheostomy becomes even more complicated
in obese patient and in patient with short neck. Obese
patients will have increased distance from skin to the tracheal
rings.

Defatting tracheostomy is now followed in patients with
morbid obesity, in which the fat from the neck is excised
before tracheostomy. Adjustable length tracheostomy tube is
also used in conditions like difficult airway.

Conclusion

Airway management or securing an airway is not limited
only to anaesthesiologist and physician. It is mandatory for
each and every medical professionals. DA is a condition in
which one should act immediately for the betterment of the
patient. Basic knowledge regarding the airway management,
devices used for securing airway and methods of securing
airway is must in health care professionals.

DA is a challenge to each and every doctor out there. One
should be on the toes for al the challenges and emergency.
The point that we want to insist from our experience is “
difficult airway is a challenging situation and one must have
a knowledge about securing it. Irrespective of the high-risk
situation and complications behind the procedure that we
plan to do, our ultimate aim is to secure the airway to prevent
respiratory depression, respiratory arrest and death of the
patient.
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