
Published by Baishideng Publishing Group Inc

World Journal of 
Clinical Cases
World J Clin Cases  2018 December 26; 6(16): 1073-1222

ISSN 2307-8960 (online)



World Journal of
Clinical CasesW J C C

Contents Semimonthly  Volume 6  Number 16  December 26, 2018

IWJCC|https://www.wjgnet.com December 26, 2018|Volume 6|Issue 16|

               REVIEW
1073	 Biliary endoscopic sphincterotomy: Techniques and complications

Köksal AS, Eminler AT, Parlak E

               MINIREVIEWS
1087	 Radiation exposure during image-guided endoscopic procedures: The next quality indicator for endoscopic 

retrograde cholangiopancreatography

Hayashi S, Takenaka M, Hosono M, Nishida T

               ORIGINAL ARTICLE

                Case Control Study
1094	 Feasibility of laparoscopic total gastrectomy in overweight patients: Implications of less impact of 

overweight on laparoscopic versus open approach

Nakagawa M, Kojima K, Inokuchi M, Kobayashi K, Tanioka T, Okuno K, Gokita K

                Retrospective Study
1101	 Complications of newborn enterostomies

Wolf L, Gfroerer S, Fiegel H, Rolle U

1111	 Background factors influencing postgastrectomy syndromes after various types of gastrectomy

Kinami S, Takahashi M, Urushihara T, Ikeda M, Yoshida M, Uenosono Y, Oshio A, Suzukamo Y, Terashima M, 

Kodera Y,Nakada K

1121	 Safety of fecal microbiota transplantation in Chinese children: A single-center retrospective study

Zhang XY, Wang YZ, Li XL, Hu H, Liu HF, Li D, Xiao YM, Zhang T

                Observational Study
1128	 Mandatory meningococcal vaccine, and other recommended immunisations: Uptake, barriers, and 

facilitators among health care workers and trainees at Hajj

Badahdah AM, Alfelali M, Alqahtani AS, Alsharif S, Barasheed O, Rashid H; the Hajj Research Team

                Randomized Clinical Trial
1136	 Effect of clonidine on the cutaneous silent period during spinal anesthesia 

Graf Zupcic S, Zupcic M, Duzel V, Šimurina T, Milošević M, Basic S, Vuletic V, Kapural L



World Journal of
Clinical CasesW J C C

Contents Semimonthly  Volume 6  Number 16  December 26, 2018

IIWJCC|https://www.wjgnet.com December 26, 2018|Volume 6|Issue 16|

1146	 Safety of applying midazolam-ketamine-propofol sedation combination under the supervision of 

endoscopy nurse with patient-controlled analgesia pump in colonoscopy

Kayaaltı S, Kayaaltı Ö

               CASE REPORT
1155	 Renal aspergillosis in a liver transplant patient: A case report and review of literature

Smolovic B, Vukcevic B, Muhovic D, Ratkovic M

1160	 Ureteral double J stent displaced into vena cava and management with laparoscopy: A case report and 

review of the literature

Mao XW, Xu G, Xiao JQ, Wu HF

1164	 Combined silicosis and mixed dust pneumoconiosis with rapid progression: A case report and literature 

review

Yoon HY, Kim Y, Park HS, Kang CW, Ryu YJ

1169	 Spontaneous cerebral abscess due to Bacillus subtilis  in an immunocompetent male patient: A case 

report and review of literature

Tsonis I, Karamani L, Xaplanteri P, Kolonitsiou F, Zampakis P, Gatzounis G, Marangos M, Assimakopoulos SF

1175	 Post-appendectomy pelvic abscess with extended-spectrum beta-lactamase producing Escherichia coli : 

A case report and review of literature

Tse A, Cheluvappa R, Selvendran S

1182	 Gastric duplication cyst communicating to accessory pancreatic lobe: A case report and review of the 

literature

Rousek M, Kachlik D, Nikov A, Pintova J, Ryska M

1189	 Oxygen insufflation via  working channel in a fiberscope is a useful method: A case report and review of 

literature

Lee D, Baik J, Yun G, Kim E

1194	 Primary sebaceous carcinoma of lacrimal gland: A case report and review of literature

Park H, Choi SG



World Journal of
Clinical CasesW J C C

Contents Semimonthly  Volume 6  Number 16  December 26, 2018

IIIWJCC|https://www.wjgnet.com December 26, 2018|Volume 6|Issue 16|

1199	 Uncommon cause of voiding dysfunction in a female patient-vaginal abscess: A case report

Yeh CC, Yang SSD, Huang SC, Wang YC

1202	 Schwannoma originating from the recurrent laryngeal nerve in a thyroid cancer patient: A case report 

and review of the literature

Xu XQ, Hong T, Zheng CJ

1206	 Posaconazole-associated severe hyperbilirubinemia in acute myeloid leukemia following chemotherapy: 

A case report

Song ZW, Pan YC, Huang ZC, Liu WX, Zhao RS, Jing HM, Dong F

1210	 Chondromyxoid fibroma of the temporal bone: A case report and review of the literature

Zheng YM, Wang HX, Dong C

1217	 Duodenal variceal bleeding secondary to idiopathic portal hypertension treated with transjugular intra-

hepatic portosystemic shunt plus embolization: A case report

Xie BS, Zhong JW, Wang AJ, Zhang ZD, Zhu X, Guo GH



Contents
World Journal of Clinical Cases

Volume 6  Number 16  December 26, 2018

EDITORS FOR 
THIS ISSUE

Responsible Assistant Editor: Xiang Li      	                Responsible Science Editor: Fang-Fang Ji 
Responsible Electronic Editor: Yun-XiaoJian Wu	              Proofing Editorial Office Director: Jin-Lei Wang
Proofing Editor-in-Chief: Lian-Sheng Ma

World Journal of  Clinical Cases
Baishideng Publishing Group Inc
7901 Stoneridge Drive, Suite 501, Pleasanton, CA 94588, USA
Telephone: +1-925-2238242
Fax: +1-925-2238243
E-mail: editorialoffice@wjgnet.com
Help Desk: https://www.f6publishing.com/helpdesk
https://www.wjgnet.com

PUBLISHER
Baishideng Publishing Group Inc
7901 Stoneridge Drive, 
Suite 501, Pleasanton, CA 94588, USA
Telephone: +1-925-2238242
Fax: +1-925-2238243
E-mail: bpgoffice@wjgnet.com
Help Desk: https://www.f6publishing.com/helpdesk
https://www.wjgnet.com

PUBLICATION DATE
December 26, 2018

COPYRIGHT
© 2018 Baishideng Publishing Group Inc. Articles 
published by this Open Access journal are distributed 
under the terms of  the Creative Commons Attribu-
tion Non-commercial License, which permits use, dis-
tribution, and reproduction in any medium, provided 
the original work is properly cited, the use is non 
commercial and is otherwise in compliance with the 
license.

SPECIAL STATEMENT
All articles published in journals owned by the 
Baishideng Publishing Group (BPG) represent the 
views and opinions of  their authors, and not the views, 
opinions or policies of  the BPG, except where other-
wise explicitly indicated.

INSTRUCTIONS TO AUTHORS
https://www.wjgnet.com/bpg/gerinfo/204

ONLINE SUBMISSION
https://www.f6publishing.com

IVWJCC|https://www.wjgnet.com

ABOUT COVER

AIM AND SCOPE

Indexing/Abstracting

December 26, 2018|Volume 6|Issue 16|

NAME OF JOURNAL
World Journal of  Clinical Cases 

ISSN
ISSN 2307-8960 (online)

LAUNCH DATE
April 16, 2013

FREQUENCY
Semimonthly

EDITORS-IN-CHIEF
Sandro Vento, MD, Department of  Internal Medicine, 
University of  Botswana, Private Bag 00713, Gaborone, 
Botswana

EDITORIAL BOARD MEMBERS
All editorial board members resources online at https://
www.wjgnet.com/2307-8960/editorialboard.htm

EDITORIAL OFFICE
Jin-Lei Wang, Director

Editorial Board Member of World Journal of Clinical Cases , Consolato M Sergi, 
FRCP (C), MD, PhD, Professor, Department of Lab. Medicine and Pathology, 
University of Alberta, Edmonton T6G 2B7, AB, Canada

World Journal of  Clinical Cases (World J Clin Cases, WJCC, online ISSN 2307-8960, DOI: 
10.12998) is a peer-reviewed open access academic journal that aims to guide clinical 
practice and improve diagnostic and therapeutic skills of  clinicians.

The primary task of  WJCC is to rapidly publish high-quality Autobiography, Case Re-
port, Clinical Case Conference (Clinicopathological Conference), Clinical Management, 
Diagnostic Advances, Editorial, Field of  Vision, Frontier, Medical Ethics, Original Ar-
ticles, Clinical Practice, Meta-Analysis, Minireviews, Review, Therapeutics Advances, and 
Topic Highlight, in the fields of  allergy, anesthesiology, cardiac medicine, clinical genetics, 
clinical neurology, critical care, dentistry, dermatology, emergency medicine, endocrinol-
ogy, family medicine, gastroenterology and hepatology, geriatrics and gerontology, he-
matology, immunology, infectious diseases, internal medicine, obstetrics and gynecology, 
oncology, ophthalmology, orthopedics, otolaryngology, pathology, pediatrics, peripheral 
vascular disease, psychiatry, radiology, rehabilitation, respiratory medicine, rheumatology, 
surgery, toxicology, transplantation, and urology and nephrology. 

	 World Journal of  Clinical Cases (WJCC) is now indexed in PubMed, PubMed Central, Science 
Citation Index Expanded (also known as SciSearch®), and Journal Citation Reports/Science 
Edition. The 2018 Edition of  Journal Citation Reports cites the 2017 impact factor for WJCC 
as 1.931 (5-year impact factor: N/A), ranking WJCC as 60 among 154 journals in Medicine, 
General and Internal (quartile in category Q2). 



Telephone: +82-51-2407399
Fax: +82-51-2427466

Received: August 27, 2018
Peer-review started: August 27, 2018
First decision: October 18, 2018
Revised: November 2, 2018 
Accepted: November 23, 2018 
Article in press: November 24, 2018
Published online: December 26, 2018

Abstract
BACKGROUND
Fiberoptic bronchoscopic intubation is the gold standard 
for endotracheal intubation in difficult or compromised 
airway situations. However, oxygen insufflation through 
the working channel of a fiberscope is a controversial 
method because of the possibility of gastric distention 
and rupture during an awake fiberoptic bronchoscopic 
intubation, despite the advantages of preventing 
fogging of the fiberoptic bronchoscopic lens, blowing 
oral secretions away, and oxygenation of patients.

CASE SUMMARY
Here, we describe a case of cervical instability where 
we rapidly performed fiberoptic bronchoscopic 
intubation using oxygen insufflation through working 
channel of the broncoscopy to administer general 
anesthesia after two previous failures due to low 
visibility. A 50-year-old man with a non-specific medical 
history underwent emergency cervical spine surgery for 
posterior fusion of the C2 and C3 vertebrae. After two 
unsuccessful attempts at intubation using the fiberoptic 
broncoscopy, we performed it successfully using the 
oxygen insufflation via  the working channel, instead of 
using suction to remove the secretion from the lens.

CONCLUSION
Oxygen insufflation via  the working channel of the 
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broncoscopy is a useful method for assisting with 
difficult intubation cases.
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Core tip: Oxygen insufflation via  the working channel is 
a useful method for assisting with prolonged and difficult 
fiberoptic intubations. However, we must carefully 
consider whether conditions are right before making 
a choice. Required conditions can be summarized as 
follows: (1) muscle relaxant must be administered to 
avoid “eating” oxygen; (2) a nasogastric tube must 
be inserted to reduce pressure in the stomach and 
to avoid accidental esophageal intubation; (3) cricoid 
pres sure must be applied to prevent the regurgitation 
of gastric contents; and (4) the oxygen flow must be 
used minimally to prevent possible barotrauma to the 
lung and other oral structures during the induction of 
anesthesia.

Lee D, Baik J, Yun G, Kim E. Oxygen insufflation via working 
channel in a fiberscope is a useful method: A case report and 
review of literature. World J Clin Cases 2018; 6(16): 1189-1193 
URL: https://www.wjgnet.com/2307-8960/full/v6/i16/1189.htm  
DOI: https://dx.doi.org/10.12998/wjcc.v6.i16.1189

INTRODUCTION
Difficult airway management is critical during the indu­
ction of anesthesia, and airway-related complications 
are the most frequent causes of morbidity, mortality, 
and litigation against anesthesiologists[1,2]. Fiberoptic 
intubation (FOI) is the gold standard for endotra­
cheal intubation in difficult or compromised airway 
situations[3,4]. Many patients with cervical trauma have 
difficult or compromised airways because of cervical 
spine instability and/or limited neck movability. Some of 
these patients need to undergo surgery under general 
anesthesia within a few minutes to hours. The success 
rate of FOI is as high as 67%[5-9], yet, FOI is not a routine 
practice because of the lack of education and training[10]. 
Moreover, FOI is often impeded by low fiberscope (FOB) 
visibility and limited neck extension. Low visibility often 
results from fogging or oral secretions despite suction 
via the FOB’s working channel. Here, we describe a case 
of cervical instability where we rapidly performed FOI 
using oxygen insufflation through the FOB’s working 
channel to administer general anesthesia after two 
previous failures due to low visibility. He has provided 
informed consent for publication of this case.

CASE PRESENTATION
Chief complaints 
A 50-year-old man with severe neck pain presented to 
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the emergency department. He complained of a severe 
posterior neck pain and a headache in occipital area.

History of present illness
He fell from a height of 5 m while working at the field 
of construction work. After the accident, he compla­
ined of severe neck and occipital pain. He visited the 
emergency room of our hospital with Thomas-type 
cervical brace applied by an emergency patient transfer 
team.

History of past illness
He denied any medical history.

Physical examination upon admission
The patient showed an alert mental state and suffered 
from cervical immobility and instability. A neurologi­
cal exam in the emergency room showed non-specific 
findings.

Laboratory examinations
Laboratory testing in the emergency room showed non-
specific findings.

Imaging examinations
Magnetic resonance imaging (MRI) images of the brain 
showed mild brain concussion. However, MRI images 
of the cervical spine showed unstable cervical spine 
fractures with mild spinal cord contusion. The pre-
operative abdominal X-ray was shown mild ileus.

FINAL DIAGNOSIS
After MRI, it was diagnosed as cervical spine unstable 
fractures with mild spinal cord contusion.

TREATMENT
Emergency surgery was commissioned by Neurosu­
regons for posterior fusion of the C2 and C3 vertebrae. 
The nil per os time was exactly 8 h and a nasogastric 
tube was inserted before the patient was brought to 
the operating room. When the patient arrived at the 
operating room, a Philadelphia neck collar had already 
been applied to prevent further cervical injury. For 
better mask bagging and ventilation, the anterior 
portion of the neck collar was removed after an intra­
venous injection of propofol. The posterior portion 
of the neck collar was retained to constrain further 
neck movement. To intubate without affecting the 
neck movement, we chose to use FOB-guided (LF-V, 
Olympus, Tokyo, Japan) intubation rather than a direct 
laryngoscope.

In the operating room, pulse oximetry and electro­
cardiography were performed, and non-invasive blood 
pressure and bispectral index were monitored before the 
induction. Following a few minutes of pre-oxygenation, 
120 mg propofol was injected intravenously with a 
continuous infusion of remifentanil. Mask fitting and 
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adequate ventilation were checked after the loss of 
consciousness and 50 mg of rocuronium was injected. A 
view of the trachea and esophagus was obtained using 
the FOB; however, due to sticky and thick secretion 
particles, a clear view was not obtained. FOB-guided 
intubation was attempted using intermittent suction 
via the FOB’s working channel. However, intubation 
was not successful because the secretion blocked the 
view of the vocal cords and the peripheral capillary 
oxygen saturation (SpO2) value was 92%. Mask 
ventilation was again applied until the SpO2 reached 
100%.

Another anesthesiologist made an intubation at­
tempt using an anti-fog FOB lens and intermittent 
suction using a separated suction tip. Nevertheless, 
thick secretion particles hindered the view and we 
noticed that the SpO2 level decreased to 92% again. 
Mask ventilation was reapplied until the SpO2 returned 
to 100%.

OUTCOME AND FOLLOW-UP
After two unsuccessful attempts at intubation, we 
thought of insufflating oxygen via the working channel 
of the FOB, instead of using suction, to remove the 
secretion from the lens. FOB-guided intubation using 
oxygen insufflations through the FOB working channel 
led to successful intubation, while the SpO2 values were 
maintained at 100%. O2 was insufflated at 5 L/min. The 
total time taken for intubation was less than 1 min.

As seen in Figure 1A, a clear view of the larynx was 
not obtained because of a fogged lens and secretion 
in spite of intermittent suction. However, in Figure 1B, 
FOB-guided intubation with 5 L/min oxygen insuffla­
tions shows a better view of the larynx than Figure 1A.

After the intubation, arterial cannulation and an 
additional intravenous line were provided, and a tem­
perature probe was inserted into the mouth via a bite 
block. The operation was uneventful. At the end of the 
surgery, the patient was extubated and he recovered 
well from anesthesia. He was sent to the recovery 
room and then to the general ward. A neurological 

exam in the general ward showed non-specific signs. 
The post-operative chest X-ray shown in Figure 2B 
demonstrated no significant change in the gastric gas 
amount compared to the pre-operative chest X-ray in 
Figure 2A.

DISCUSSION
Oxygen insufflation through a FOB working chan­
nel is a controversial method. This method had been 
recommended previously to prevent fogging of the 
FOB lens, to blow oral secretions away, and to oxy­
genate the patients[11,12]. In addition, Rudolph et al[13] 
reported using a Bonfils intubation FOB for a safe and 
smooth intubation. This provided a better view for a 
longer time. However, some reports describing gastric 
distention and rupture during an awake FOI were 
published[14-16]. This is a rare, but serious complication. 
However, FOI using suction via a FOB’s working channel 
can be recommended for a prolonged or difficult FOI 
if the conditions are appropriate. Unfortunately, all 
serious complications occur when no muscle relaxant 
is administered to the patients and no nasogastric tube 
is inserted. We believe that it is inappropriate to apply 
oxygen insufflation through a FOB in these conditions. 
In our case, muscle relaxant was administered and a 
nasogastric tube was inserted.

When the awake intubation is applied to patients 
without using muscle relaxants, the patient is not con­
scious, but the various tracheal reflexes, including 
gag reflex, remain. Therefore, tracheal reflexes are 
activated against any kind of flow or stimulation. Hence, 
patients either spit out or swallow to prevent aspirating 
oxygen via the trachea. Intake of oxygen through the 
esophagus might have contributed greatly to stomach 
distension and rupture in previous case reports of 
awake intubation.

In our case, we think that the nasogastric tube was 
helpful in lowering the stomach pressure. It also played 
a major role in showing the location of the esophageal 
tract, which helped to avoid intubation or FOB entry 
into the esophagus.

Figure 1  View of larynx. A: Unclear view of larynx due to fogged lens and secretion even with the intermittent suction at second trial was shown; B: Better view of 
larynx was shown when using oxygen insufflations through the working channel in a fiberscope. 

A B
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We performed FOI using Sellick’s maneuver, also 
known as cricoid pressure, and is used to prevent gas 
insufflation to the stomach and regurgitation and to 
assist with the visualization of the glottis[17]. This well-
known technique makes it easier to prevent stomach 
distension and regurgitation of gastric contents. 
Cricoid compression is also effective in obliterating the 
esophageal lumen in the presence of a nasogastric 
tube[18]. Aspiration of gastric contents often occurs in 
patients with a full stomach or difficulty with gastric 
emptying. Patients with spinal cord injury or even 
spinal contusion injury can have difficulty with gastric 
emptying[19]. In patients with unstable cervical spine, 
the application of Sellick’s maneuver may cause se­
condary neurological damage, but its application is 
relatively small and has been reported to have an 
effect of supporting the posterior cervical spine[20].

We often perform rapid sequence intubation in 
patients who have difficulties in gastric emptying to 
proceed to general anesthesia. The success rate 
depends on rapid intubation technique using a direct 
laryngoscope. However, patients with cervical spine 
trauma usually suffer from cervical instability for 
which intubation using direct laryngoscope is seldom 
recommended[21]. Recent studies have shown that the 
use of FOB is superior not only in aspects of neurological 
impairment but also hemodynamic stability[22,23]. A 
light wand or FOB can be a chosen to preform rapid 
intubation. If an FOB is chosen, a clear view can provide 
better and faster intubation. FOI with oxygen supplied 
through the working channel could be a good method 
in these cases.

Ovassapian et al[24] reported that this method can 
cause lung barotrauma or rupture and gastric dis­
tention and rupture. However, no evidence has been 
provided yet. We administered 5 L/min oxygen via the 
suction port for less than a minute by the intermittent 
thumb occlusion of the FOB channel post. We believe 
that our method is good for patients with acute 
spinal cord contusion because of possible difficulties 
with stomach emptying. In other words, prolonged 
and repetitive FOI attempts could cause aspiration 

pneumonia because of regurgitation of gastric contents.
In a previous report, an inadequate intubation was 

performed using a FOB, which was in the esophagus 
for about 60 s[15] and could have caused the gastric 
rupture. According to published reports, FOI com­
plications when administered with oxygen supplied 
through the working channel include gastric rupture 
after distension[14-16,24], subcutaneous emphysema[25] 
and lung barotrauma and rupture[24]. However, we 
think that this method is still useful under appropriate 
conditions.

To sum up, this method quicker and easier due 
for the following reasons: no fogging of the FOB lens, 
oral secretions are blown away, and the patient is 
oxygenated[11,12]. Therefore, we think that FOI with an 
oxygen supply through the working channel can be 
advantageous for patients with cervical spine trauma.

In our case, the conditions were appropriate. Re­
quired conditions can be summarized as follows: (1) 
muscle relaxant must be administered to avoid “eating”
oxygen; (2) a nasogastric tube must be inserted to 
reduce pressure in the stomach and to avoid accidental 
esophageal intubation; (3) cricoid pressure must be 
applied to prevent the regurgitation of gastric contents; 
and (4) the oxygen flow must be used minimally to 
prevent possible barotrauma to the lung and other oral 
structures during the induction of anesthesia.

CONCLUSION
In conclusion, oxygen insufflation via the working chan­
nel is a useful method for assisting with prolonged and 
difficult FOIs. However, we must carefully consider 
whether conditions are right before making a choice.
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