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leg pain were completely relieved, he had experi- 
ence several episodes of shortness of breath with 
exercise. During these attacks, however, his typical 
anginal pain was not present. He perceived some 
pressure sensation at the time of these episodes and 
thus sensed the need for nitroglycerin to terminate 
the shortness of breath. Fortunately, the syndrome 
was clear enough that he could recognize the 
presence of angina. Pasqualucci, Moricca and 
Solinas 4 have reported the use of intrathecal mor- 
phine to relieve severe anginal pain. It is therefore 
possible that such a warning might be missed or be 
obscured, at least acutely, by the presence of CINA. 
However, since sympathetic pain fibres are poorly 
blocked by epidura] morphine,: and intraspinal 
narcotics have failed to give adequate analgesia 
during labour, 6 it is unlikely that severe life- 
threatening anginal pain would be completely 
blocked. Nonetheless, it is possible that CINA 
therapy may prevent the recognition of angina or 
other types of visceral pain. Therefore, physicians 
working with intraspinal narcotic therapies need to 
be aware of these and other potential hazards of 
CINA. 
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Clinical sign to pre- 
dict difficult tracheal 
intubation 
(hypothesis) 
To the Editor: 
Several years ago I encountered great difficulty in 
intubating an adult female patient by the oral route. 
In spite of adequate muscle relaxation, optimal 
positioning and appropriate equipment, oro-tracheal 
intubation was accomplished only with great diffi- 
culty, after four attempts. Subsequent examination 
revealed that the anatomic features of the head and 
neck, including the teeth, were normal. Mobility of 
the temporomandibular joint and neck was un- 
restricted. During examination of the airway, I 
noticed that the soft palate was only barely visible 
when the mouth was wide open and the tongue 
protruded. The faucial pillars (palatoglossal and 
palatopharyngeal arches) and uvula were complete- 
ly concealed by the tongue, even on maximal 
protrusion. This concealment of the faucial pillars 
and uvula by the base (posterior part) of the tongue 
was the only noteworthy anatomic feature in this 
eas~ .  

Subsequently, it has become my practice to look 
for the visibility of the faucial pillars and uvula by 
directing the seated patient to open the mouth 
widely and to fully protrude the tongue. In the great 
majority of orotracheal intubation difficulties I have 
encountered since the above case, this clinical sign 
(concealment of faucial pillars and uvula by the 
tongue, Fig. 1) was helpful in predicting the 
intubation difficulty. On the other hand, it was 
generally found to be easy to expose the glottis by 
direct laryngoscopy in patients in whom the faucial 
pillars and uvula were normally visible (Fig. 2). 

Why should it be difficult to expose the glottis by 
direct laryngoscopy in patients in whom the faucial 
pillars and uvula are masked by the base of the 
tongue? Perhaps the angle between base of the 
tongue and larynx determines, at least in part, the 
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FIGURE 1 Concealment of faucal pillars and uvula by base of 
tongue. 

FIGURE 2 Normal visibility of facial pillars and uvula. 

accessibility of larynx; the more acute the angle the 
poorer the accessibility. If the tongue, the base in 
particular, is disproportionately large, it over- 
shadows the larynx and renders the angle to the 

larynx more acute. A large tongue is also likely to 
mask the visibility of the faucial pillars and the 
posterior part of the soft palate where the uvula is an 
easily recognizable landmark. Since it is not possi- 
ble to determine the volume or size of the base of 
tongue relative to the capacity of the oropharyngeal 
cavity, it is also logical to infer that the base of the 
tongue is disproportionately large when it is able to 
mask the visibility of the faucial pillars and uvula. I 
suggest that such an anatomical relation is a 
predictor of difficult orotracheal intubation. It is 
easy to elicit the concealment or visibility of the 
faucial pillars and uvula by asking the seated patient 
to open the mouth widely and protrude the tongue 
fully. Elicitation of this sign would be helpful to the 
clinical anaesthesiologist in predicting the orotra- 
cheal intubation difficulty. I am currently undertak- 
ing a prospective study to examine the clinical 
usefulness of this sign in comparison with existing 
methods. The professional community is also in- 
vited to assess the clinical significance of the sign 
and the hypothesis. 
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Sleep apnoea 
syndrome 
To the Editor: 
The review by Chung and Crago of the sleep apnoea 
syndrome in relation to anaesthesia t described 
several methods of treatment, but uvulopalato- 
pharyngoplasty (UPPP) was not included in the 
discussion. UPPP consists of making the orophar- 
yngeal air space larger by means of tonsillectomy 
and surgical removal of redundant mucosal tissue, 
leaving the muscular layer intact.2 UPPP is claimed 
to be somewhat less effective as compared to 
permanent tracheostomy z but is much less mutilat- 
ing and disturbing to the patient. It should thus be 
better accepted by all patients, some of whom do 
not recognize how dangerous their illness might be. 
Indeed, there are reports of patients who have died 


