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Cervical Spine Instability and Dwarfism: Fiberoptic 
lntubations for All 

To the Editor:--Dr. Gerhard Redl is to be commended for his recent case 
report of cervical trauma in a patient with spondyloepiphyseal dysplasia 
congenita.' Significant injury followed what seemed to be routine endc- 
tracheal intubation. Many practitioners are reluctant to report such events, 
but we owe it to our colleagues and our patients to do so 

Dr. Redl summarized the atlantoaxial instability seen in these patients 
and in many forms of dwarfism. Even expert reviews of such patients, 
however, can at times be He recommended "neutral and 
extension lateral view of the cervical spine'' in such cases, with the 
addition of computed tomography "in the case of suspicion of atlantoaxial 
instability." However, this is not sufficient. Flexion views are also re- 
q u i r d 4  In younger patients, flexion and extension views together may 
not be diagnostic given the vagaries of cervical spine calcification and the 
dficulties of patient cooperation. When it is not possible to obtain good, 
dynamic images, radiologic s t~dies  cannot give us carte blancbe for our 
handling of the developing or abnormal cervical spine 

Flexible fiberoptic tracheal intubation should now be part of every 
anesthesiologist's armamentarium. There is ample documentation of 
cervical movement with conventional laryngo~copy,~." and ample ex- 
pert opinion recommending and reporting flexible fiberoptic tracheal 
intubation as the procedure of choice for patients at risk.','-'' All 
patients at increased risk of cervical spine instability deserve the most 
conservative and prudent care we can deliver. In cases of possible or 
confirmed cervical trauma, in chronic and congenital disease states, 
and in any patient with disproportionate dwarfism,' ' flexible fiberop- 
tic tracheal intubation, or another technique that minimizes cervical 
spine movement, should be the standard of care. 
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In Reph:--I thank Dr. Auden for his interest in my case report. I 
really winted to stress three points by reporting this tragic event. 

1 .  E&ry anesthesiologist should be aware of a possible upper cervical 
instability in this specific patient population. 

2. I recommend an accurate diagnostic procedure concerning the 
cervical region, including exploration, flexion- extension series, 
and computed tomography. If a patient has signs of cervical insta- 
bility, a discussion with the neurosurgeon is warranted. 

5. In addition, in the case of negative radiologic findings, intraopera- 

/ 

References 

1 ,  Redl G: Massive pyramidal tract signs after endotracheal intuba- 
tion: A case report of spondyloepiphyseal dysplasia congenita. ANES- 

2. Berkowitz ID, Raja SN, Bender KS, Kopits SE: Dwarfs: Patho- 
physiology and anesthetic implications. ANESTHESIOLOGY 1990; 73. 
739 -59 

3. Audenaert SM: The cervical spines of dwarfs (letter). ANESTHECIOL. 
OW 1991; 74~1172-3 

4. Skeletal Dysplasia Group: Instability of the upper cervical spine 
Arch Dis Child 1989; 64:283-8 

5 .  Swain PD, Todd MM, Traynelis VC, Farrell SB, Nader A, Sato Y, 
Clausen JD, Goel VK: Cervical spine motion with direct laryngos- 
copy and orotracheal intubation. ANESTHESIOLOGY 1996; 85:26 -36 

6.  Hastings RH, Vigil AC, Hanna R, Yang 8, Sartoris DJ: Cervical 
spine movement during laryngoscopy with the Bullard, Macintosh, and 
Miller laryngoscopes. ANESTHESIOLOGY 1995; 82:859 - 69 

7. Crosby ET, Lui A: The adult cervical spine: Implications for airway 
management. Can J Anaesth 1990; 37:77-93 

8. Audenaert SM, Montgomery CL, Stone B, Akins RE, Lock RL.: 
Retrograde-assisted fiberoptic tracheal intubation in children with dif- 
ficult airways. Anesth Analg 1991; 73:660-4 

9. Sidhu VS, Whitehead EM, Ainsworth QP, Smith M, Calder I: A 
technique of awake fibreoptic intubation: Experience in patients with 
cervical spine disease. Anaesthesia 1993; 48:910 - 13 

10. Hemmer D, Lee T, Wright BD: Intubation of a child with a 
cervical spine injury with the aid of a fiberoptic bronchoscope. An- 
aesth Intensive Care 1982;10:163-5 

11. Audenaert S M ,  Schmidt TE: The cervical spine: Additional con 
siderations regarding atlanto-axial subluxation (letter). Can J Anaesth 
1991; 38:415-6 

THESIOLOGY 1998; 89: 1262- 4 

(Accepted .for publication Murch 12, 1999.) 

tive management must be done with extreme care and should 
include the use of a cervical collar, flexible fiberoptic tracheal 
intubation, and accurate postoperative monitoring. 
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