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The Parker Flex-Tip tube is useful for Airway
Scope-assisted intubation

To the Editor:
A new video laryngoscope, the Airway Scope (Hoya,

Tokyo, Japan), allows a view of the glottis while providing
reliable intubation with an endotracheal tube (ETT) [1]. A
standard ETT advances only straight along the Airway Scope
tube guidance channel (Intlock blade; GE Plastics, Pittsfield,
MA, USA) to the target point; however, a standard ETT,
including double-lumen tube (DLT), occasionally hits
against the structures around the vocal cord, especially the
right arytenoids, preventing intubation [2]. The Parker Flex-
Tip tube (Parker Medical, Englewood, CO, USA), has a soft,
flexible, curved, centered distal tip. This beveled tip tends to
move easily over the arytenoid so as to prevent trauma to the
laryngeal structures [3].

A 48 year-old, 51 kg woman was scheduled for elective
lung resection surgery for lung cancer. On arrival at the
operating room, she was given intravenous propofol 1.5 mg/
kg, vecuronium 0.1 mg/kg, and fentanyl 50 μg. Mask
ventilation was easy, and oxygen saturation was maintained
at 100%. The tip of the Airway Scope blade was advanced
beneath the epiglottis, allowing easily visualization of the
glottic opening. We could not advance the 35-French DLT
into the glottic opening because the right arytenoid
obstructed the tip of the DLT. Several maneuvers, including
re-positioning of the Airway Scope blade and laryngeal shift
by an assistant, allowed the DLT to advance into the trachea.

At the end of the 4-hour surgery, a change from DLT to an
ETT was required. To avoid laryngeal trauma, a Parker Flex-
Tip tube was chosen. Although the Airway Scope view of the
glottic opening was similar to the previous view, the Parker
Flex-Tip tube was smoothly advanced through the arytenoid
cartilage and vocal cords into the trachea, without striking
the arytenoids. The combination of the Airway Scope and the
Parker Flex-Tip tube facilitates smooth passage of the ETT
through the arytenoid.
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A case of central cord syndrome following thyroidectomy

To the Editor:
A 69 year-old, 151 cm, 43.5 kg woman underwent right

hemithyroidectomy and lymph node dissection for thyroid
cancer. She had slight numbness in her fingers caused by
cervical spondylosis myelopathy; these symptoms were not
aggravated by neck extension.

Anesthesia was induced and maintained with propofol,
remifentanil, and fentanyl. The trachea was easily intubated
with a Macintosh laryngoscope 7.0 mm tube (Cormack-
Lehane classification II). The lungs were ventilated with
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40% oxygen and air to maintain arterial carbon dioxide
tension (PaCO2) between 30 and 35 mmHg. The patient's
neck was extended, and a cylindrical towel was placed under
her back to facilitate the surgical procedure. This position
was maintained throughout the surgery. There were no
episodes of hypotension or any other complications noted
intraoperatively. Duration of surgery was 210 minutes, while
duration of anesthesia was 275 minutes.

Upon emergence from anesthesia, she complained of
bilateral muscle weakness of the upper and lower limbs. No
sensory abnormalities were observed. The possibility of
spinal cord injury was suspected based on her history of
cervical spondylosis myelopathy, so the Orthopedics Service
was consulted.

Manual muscle test was 0/0 in the deltoid and biceps
brachii, 0∼1/0∼1 in the triceps brachii, and 0/0 in the
quadriceps and anterior tibial muscles. She could not bend her
knees in the decubitus position. The patient was assessed as
Grade B by Frankel classification (preserved sensation only,
voluntary motor function absent). Cervical radiography taken
three hours after emergence (Fig. 1) showed retrospondylo-
listhesis of C4; T2-weighted magnetic resonance imaging
(MRI) showed spinal canal stenosis at the C3-C4 and C4-C5
levels (Fig. 2).MRI showed no evidence of a severe spinal cord

lesion. One hour later, the patient showed improvement in
lower limb muscle strength (4/4 in the anterior tibial muscle
and knee flexion was possible). However, manual muscle test
of the upper limbs did not change. Based on these findings,
central spinal cord injury was considered.

The patient was given a total of 6,600 mg of
methylprednisolone (Pfizer, Tokyo, Japan) starting with
1,300 mg over 15 minutes, followed by 5,300 mg beginning
45 minutes later and infused over the next 23 hrs). Within
24 hours, her limb strength improved remarkably, mainly in
the lower limbs. On postoperative day 4, full recovery of
her limb strength was achieved, and she was assessed as
Grade E by Frankel classification (normal, motor, and
sensory function). On postoperative day 5, she was
discharged from the hospital with no complications.

Central cord syndrome is thought to be the result of
hemorrhage or edema in the central gray matter. It is often
caused by hyperextension of the spine in patients with spinal
stenosis [1,2]. Patients with such injury usually present
with much greater loss of motor neurons of the upper
extremities than those of the lower extremities, resulting in
profound weakness in the arms and hands but fairly normal
movement of the legs and feet [3].

In our patient, the development of spinal cord syndrome
was likely caused by surgical positioning, which involved
cervical spine extension during thyroidectomy. Neck
extension is required to facilitate exposure. There are
cases of central cord syndrome associated with difficult
airway management [1] and emergent procedures [4]. Thus,
the possibility that spinal cord syndrome occurred at the
time of tracheal intubation cannot be ruled out. However,

Fig. 1 Lateral plain radiograph of the cervical spine taken after
thyroidectomy showing retrospondylolisthesis at the C4 level.

Fig. 2 Sagittal T2-weighted magnetic resonance imaging show-
ing spinal canal stenosis at the C3-C4 and C4-C5 levels. There was
no evidence of a high-intensity spinal cord lesion.
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the trachea was intubated easily and without neck
extension. Therefore, it seems probable that placement of
the neck in an extended position during surgery could have
aggravated a preexisting spinal canal stenosis, leading to
central spinal syndrome.

Use of the Airway Scope (Hoya, Tokyo, Japan) is an
effective method of airway management in patients with
limited cervical spine movement [5]. Compared with the
Macintosh laryngoscope, the Airway Scope requires less
movement of the cervical spine [5]. Therefore, tracheal
intubation using the Airway Scope probably should be
considered in patients with compromised neck mobility.

In summary, a case of central spinal syndrome after
thyroidectomy occurred. This case shows the real risk of
neurologic injury associated with patient positioning during
surgery. Anesthesiologists or surgeons should consider the
possibility of neurological injury caused by the extended
neck position.
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