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A rolling blackout oral cavity

Case Report

L. Thapa!, R. Paudel’, A. Basnet?, R. Shilpakar 2, P. C. Mgjhi®, P.V.S. Rana
!Department of Neurology, 2Department of Internal Medicine,2Department of Anesthesia, College of Medical Sciences-

Teaching Hospital, Chitwan, Nepal

Abstract

We have heard of rolling black outsasastaple of daily lifein many Asian countries. Wefrom Nepal, a
country suffering rolling blackout, present acasethat werefer as* Rolling blackout ord cavity” . Aspiration of

gastricand ora content into airway isawell known complication during endotracheal intubation but aspiration of

apart of equipment during the procedureisrare. Wereport acase of lost bulb of laryngoscope during endotrachedl

intubation.
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We have heard of rolling black outsasastaple
of daily lifeinmany Asian countries. Wefrom Nepd,
acountry suffering rolling blackout, present acasethat
werefer as"Rolling blackout ord cavity™.

Aspiration of gastricand oral content into airway
iIsawell known complication during endotracheal
Intubation but aspiration of apart of equipment during
the procedureisvery rare. We report a case of lost
bulb of laryngoscope during endotracheal intubation
inaneurology patient. Few caseshave been reported
in pediatric?® and anesthesiology journa“but notin
journascommonly referred by general physicians.

A 40 year old male who presented with status
epilepticuswasdiagnaosed to have optico-hypotha amic
glioma. Because of hislow GCS (E1, V1, M4= 6/
15), hewastried for endotracheal intubation under
direct laryngoscopy to protect his airway.
Unfortunately, thelaryngoscopelight "went out”. It was
attributable to poor battery performance in the
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laryngoscope. Immediately hewasintubated with help
of differentlaryngoscope. Onreexamining theprevious
laryngoscope, the bulb was found to be missing.
Literaturethat would cometo our mind made usthink
that it must have either beeningested or aspirated. We
thentried to explorethe oropharynx and hypopharynx
but did not find the bulb. We got the X-ray chest done
including the abdomen thinking wewould locdizethe
bulb. Nothing found! Greet! Wethought bulb may have
fallen onthefloor, looked for it but did not find. We
had missed the x-ray neck and after getting it done,
wecouldfind thebullet shaped bulbinthe hypopharynx
(Figure1). We could removeit with Magill’ sforcep
under direct visualization with laryngoscope.

This case is another example among the few
exidingliteraturesthat dertsustofindingantly thecause
of "rolling blackout oral cavity" and the need to verify
theintegrity of any equipment usedinmedical practice.
Importantly vital equipment likelaryngoscopethat is
used around the airway, should be checked serioudly
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toavoid catastrophic airway problems. And, asgenerd
physicians, especially working in resource poor
settings, all of us must be aware of this particular

complicationwhichisavoidable.

-_

Fig. 1: Abullet shaped bulb
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