
More on lingual tonsillar hypertrophy

To the Editor:
Davies et al. reported their experience with three
patients with lingual tonsillar hypertrophy.1 We recent-
ly managed a similar case. A diabetic 57-yr-old female
presented for axillo-femoral bypass; she refused region-
al anesthesia. Following induction of general anesthesia,
an obstructing soft tissue mass at the base of the tongue
was observed on direct laryngoscopy and tracheal intu-
bation was impossible with both laryngoscopy and with
a lighted-stylet. Adequate ventilation was achieved with
a size 3 laryngeal mask. Following this event, naso-
laryngoscopy revealed lingual tonsillar hypertrophy,
with the mass occupying and filling the valleculae and
obstructing the view of the epiglottis. Because she
derived no symptoms from the lesion, surgical excision
was not felt to be indicated.

When re-scheduled for surgery, she again refused
regional anesthesia but agreed to awake tracheal intu-
bation. She received glycopyrrolate 0.6 mg sc, supple-
mental oxygen by nasal prongs, incremental sedation
and topical anesthesia of the airway. A Bullard laryn-
goscope fitted with oxygen tubing (8 L·min–1), a ded-
icated stylet with a size 7 endotracheal tube, and a
surgical camera were introduced into the airway.
Under video guidance the laryngoscope was passed to
the base of the tongue and used to gently elevate the
tonsil, allowing the laryngoscope to move beyond and
into the laryngeal inlet, visualizing the vocal cords.
The trachea was intubated and the procedure pro-
ceeded uneventfully.

We agree with Davies that these patients test the
limits of our airway management technologies. These
lesions are asymptomatic and often unanticipated.
They are not readily compressible and may not permit
direct viewing of the laryngeal inlet. In one patient,
Davies noted the use of an anterior commissure blade,
an instrument unfamiliar to most anesthesiologists.
However, the more commonly available Bullard laryn-
goscope is possibly the ideal instrument, both in the
anticipated and unanticipated scenario. In the scenario
of an airway mass, the Bullard can be fitted with a
camera, allowing for visualization of the entire inter-
vention. Its robust construction permits gentle manip-
ulation of airway tissues, allowing it to create the
necessary endoscopic airspace. Because it carries the
tracheal tube mounted on it, no second working chan-
nel is needed for tube placement - an obvious advan-
tage in the patient with a lingual tonsil and a relatively
non-compliant airway.

We agree that no single technique or technology
can be guaranteed to resolve all airway issues; strate-

gies to manage unanticipated difficult ventilation and
intubation must be preformulated and rehearsed.
Consideration should also be given to the routine
placement of an oxygenation stylet before extubation
of the trachea in these patients.
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Unexpected beneficial effect of stellate
ganglion block in a schizophrenic
patient

To the Editor:
Stellate ganglion block (SGB) is a technique widely
used for treating chronic pain in the upper extremities,
head, face and neck. Here we report a schizophrenic
patient who presented with neck-shoulder pain in
whom repeated SGB reduced the severity and fre-
quency of hallucination as well as pain.

The patient was a right-handed 37-yr-old man. At
the age of 36 yr, he fell from a horse and developed
intractable pain around the neck and left shoulder.
After unsuccessful conventional therapies, a course of
weekly left SGB was commenced.

Before beginning SGB, the patient often felt that a
third person was watching his work and criticizing
him. After the first SGB, the third person in his mind
became puzzled and less confident. One month later,
he felt less noise, and auditory hallucinations changed
from mandatory to recommendatory. With discontin-
uation of SGB, hallucinations worsened. During this
period, no anti-psychotic medications were adminis-
tered. The psychiatrist confirmed the diagnosis of
schizophrenia, DSM-IV code 295.3. The Brief
Psychiatric Rating Scale (BRPS), which assesses 18
objective and subjective symptoms through interview
by a psychiatrist, was evaluated ten days after the last
SGB. The BPRS score (min 18 - max 196) was 19,
indicating the patient’s mental state at this time was
close to normal.

Telaranta1 showed that pathognomonic symptoms
of social phobia are alleviated by endoscopic thoracic
sympathectomy. Comparable effects would be expect-
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ed from SGB which blocks sympathetic efferents orig-
inating from the thoracic spinal cord. SGB is known to
increase cerebral blood flow on the injected side.2
Modified blood flow to the cerebrum may have affect-
ed schizophrenia-related symptoms.3 The relaxing
effect of SGB may have been additive. We were
impressed with this unexpected, beneficial effect of
SGB on psychiatric symptoms and suggest that more
research in this direction may be warranted.
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Fast-tracking in ambulatory anesthe-
sia: a new concept? Not!

To the Editor:
A recent editorial in the Canadian Journal of
Anesthesia by Song and Chung1 entitled “Fast-track-
ing in ambulatory anesthesia” was of interest because
my research group has been actively involved in this
area of clinical research for many years. Although
Duncan and his colleagues2 are to be congratulated
for achieving successful postanesthesia care unit
(PACU) bypass in 83% of their outpatient population
undergoing knee arthroscopy procedures, the editori-
alists erroneously suggested that this was “the first
report of a successful (fast-tracking) practice in a com-
munity setting.” As a former research fellow at the
University of Texas Southwestern Medical Center in
Dallas, Dr. Song should have been aware of the
numerous papers which our group has published on
fast-tracking techniques for ambulatory surgery in
both the university and community-based setting. In
fact, Dr. Song participated in some of the early studies
and co-authored the manuscript3 which described the
criteria used by Duncan et al.2 to determine fast-track-
ing eligibility in their study. Of interest, in our com-
munity hospital-based practice in Los Angeles, 100%

of the outpatients undergoing hernia repair and breast
surgery are fast-tracked, with average times to dis-
charge home of less than 60 min.4,5

In my opinion, it is unprofessional to knowingly
ignore the peer-reviewed literature on a topic when
preparing an editorial. While there is clearly a need for
further studies on fast-tracking after ambulatory
surgery, I would suggest that there are already a large
number of published studies demonstrating the safety
of fast-tracking programs in this surgical setting.
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RE P LY :
Failure to acknowledge Dr. White’s articles in our edito-
rial was unfortunate but can be explained easily.

In his letter, Dr. White points out that his research
group has published numerous articles on fast-tracking
techniques for ambulatory surgery in both university and
community-based setting. At the time we wrote our edito-
rial, we considered these earlier studies were teaching hos-
pital related researches (including office space anesthesia)
and did not represent common practice in the communi-
ty hospital. Both Texas Southwestern Medical Center at
Dallas and Cedar Sinai Medical Center in Los Angeles
are affiliated with universities. Therefore we suggested
that Dr. Duncan’s study was the first report of successful
fast-tracking in ambulatory anesthesia in a community
setting, which is more generalizable and applicable to
community practitioners. Victoria General Hospital is
not affiliated with any university. If our assumptions are
incorrect, we apologize for this erroneous statement.
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