LETTER TO THE EDITOR

Incidental Finding of Idiopathic Sub-glottic Stenosis in
a Patient Managed for Drug
Overdose
Sir,
The most frequent causes of sub-glottic stenosis are endotracheal intubation and tracheostomy. But, congenital factors
and acquired causes i.e., benign and malignant tracheobronchial tumours, neck trauma, chronic inﬂammatory
diseases, such as Wegener's granulomatosis, sarcoidosis, and
relapsing polychondritis, can also result in tracheobronchial
stenosis.1 Anaesthesiologists may come across sub-glottic
stenosis in emergent situations; and management of the airway
in such conditions, depends on location and severity of tracheal
stenosis. Thus, timely diagnosis and early involvement of the
multidisciplinary team may lead to safe airway establishment
and post-extubation management.

ICU admission. But, post-extubation, she developed inspiratory
stridor with no evidence of desaturation and hypoventilation.
High dose steroids and racemic epinephrine nebulisation were
started along with intermittent continuous positive airway pressure (CPAP). On failure of improvement in her symptoms, nasendoscopy (Figure 1) was performed by consultant anaesthetist,
which revealed sub-glottic narrowing.
Immediate CT neck was performed that showed sub-glottic
stenosis measuring 1.5 cm in length in the trachea with the
narrowest opening of 5 mm (Figure 2 A and B). She was intubated again, on the bedside, with micro-laryngeal tube size of 6
mm I.D, in the presence of ENT team and all emergency drugs
and equipment followed by the continuation of high dose
steroids and sedation for 48 hours in ICU.

Figure 2: (A) Axial and (B) Coronal sections showing circumferential
luminal narrowing of the sub-glottic trachea, with an associated soft-tissue thickening.

She was subsequently extubated after 48 hours after evidence
of positive leak test on mechanical ventilation in the presence of
consultant anaesthetist and ENT team. There was no new development of stridor or diﬃculty in breathing, and the patient was
subsequently discharged from ICU, with further management in
specialised center with ENT expertise. She was managed
conservatively with oral steroids and prophylactic antibiotics
for few days with future follow-up CT scan after six months or on
worsening of symptoms. On latest inquiry, she was symptom-free and will follow the clinic as scheduled.

Figure 1: Sub-glottic stenosis on brochoscopy.

Herein, we describe an incidental ﬁnding of tracheal stenosis,
and its management in a 52-year female with a background
history of multiple sclerosis and severe depression as she was
brought to the Emergency Department with low Glasgow coma
scale (GCS) following drug overdose with baclofen. The ﬁrst intubation attempt was unsuccessful, but the patient's trachea was
intubated in the second attempt by a senior anaesthesiologist
using Macintosh laryngoscope and ETT smaller in size (6.5 mm
I.D.). On improvement in GCS along with stable hemodynamics
and ventilatory parameters, she was extubated 36 hours after

Tracheal stenosis can have varied presentation. Endoscopy, CT
scan and spirometry can be performed as preferred investigations for diagnosis.2 We ruled out the congenital and acquired
causes of tracheal stenosis before making our ﬁnal diagnosis.
Management of idiopathic tracheal stenosis can be challenging,
and it includes mechanical dilation using rigid bronchoscopy or
balloon dilation with ﬂexible bronchoscopy, along with more
extensive surgeries.3,4
A multidisciplinary team approach can be helpful in early diagnosis and timely management.
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