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in several muscles. The frequency is usually around 
1·sec–1, but may vary from 1–2·min–1 to 600·min–1. 
The electroencephalogram remains normal.4 Animal 
studies have demonstrated that the spinal cord can 
both initiate and maintain myoclonus. The various 
mechanisms postulated are trauma to the spinal cord 
with transient subacute spinal neuronitis,2 spontane-
ous, repetitive discharges of the anterior horn cell 
groups, or the effect of local anesthetic on inhibitory 
neurons which causes heightened irritability of alpha 
motor neurons.3 The mechanism of opioid-related 
myoclonus is probably similar to the mechanism of 
opioid-related tonic rigidity, involving opioid recep-
tors in the brainstem and basal ganglia, and is not due 
to seizure activity. Both limb spasms and generalized 
myoclonus have been described following neuraxial 
administration of opioid drugs.5 In view of absent 
history of seizure disorder, a normal neurological 
examination, and unremarkable follow-up imaging, 
intrathecal bupivacaine appears to be the most likely 
cause in this case. The local anesthetic may have 
induced spinal cord irritation resulting in spontane-
ous, repetitive discharges of the anterior horn cell 
groups. Electromyography would have been an ideal 
diagnostic tool but was impractical in this situation. 
We suggest that spinal cord imaging should be con-
sidered in the setting of newly-diagnosed spinal myoc-
lonus to exclude potential pathological causes. Finally, 
the anesthesiologist should have an awareness of the 
potential for this very rare phenomenon to occur in 
the pediatric population during the conduct of spinal 
anesthesia. 
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Perforation of the soft palate using the 
GlideScope® videolaryngoscope

To the Editor:
While the efficacy of the GlideScope® videolaryn-
goscope (GSVL) has been clearly demonstrated1,2 
reports of complications associated with its use are 
now being reported. We recently observed an unusual 
complication following airway instrumentation with 
a GSVL. 

A 31-yr-old male presented to the Emergency 
Department after sustaining a gunshot wound to the 
anterior mandible. He was awake, alert, and follow-
ing commands. He was hemodynamically stable and 
not experiencing any respiratory distress despite some 
swelling of the soft tissues of his jaw and neck. Our 
anesthesia service was consulted to electively intubate 
the patient due to the potential for progressive airway 
difficulties given the location of the injury. An exami-
nation of the patient’s airway revealed a Mallampati 
class I, with adequate thyromental distance, appropri-
ate mouth opening, and good dentition. After a rapid 
sequence induction, an individual experienced with 
the GSVL used the device to introduce a styletted 7.5 
mm endotracheal tube (ETT) (tip of stylet proximal 
to end of the tube) with a 90° bend proximal to the 
balloon, into the patient’s mouth. The ETT tip was 
introduced into the mouth in a lateral position and 
then rotated anteriorly to be brought into view with 
the GSVL. The ETT was visualized on the screen at 
the glottic opening, the stylet was partially withdrawn, 
and the ETT was then advanced very easily into the 
glottic opening and through the vocal cords. Correct 
ETT placement was verified by the presence of end-
tidal carbon dioxide and bilateral breath sounds.

The patient was then transferred to the operating 
room for exploration and removal of bullet fragments 
that had penetrated the mandible and esophagus. 
Upon direct laryngoscopy (performed by an otolar-
yngologist), the ETT was noted to be penetrating the 
soft palate before entering the glottic opening. The 
tube was changed in the operating room without inci-
dent, and the mandible and esophageal injury were 
repaired. Although the patient experienced transient 
postoperative swallowing difficulties, there was no 
need for surgical correction of the perforated palate.

Overall, reported complications with the GSVL are 
infrequent, and soft palate perforation has not been 
reported previously. However, a recent case report 
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highlights a similarly unexpected injury, that of a per-
foration in the palatopharyngeal arch, during GSVL 
intubation.5 One aspect of using the GSVL which 
differs from the use of a conventional laryngoscope, is 
that after the device is placed in the oropharnyx and 
the laryngeal video view is obtained, most operators 
do not, or cannot easily visualize the ETT as it enters 
the mouth, and is positioned within the hypopharynx, 
before appearing on the video screen. Because of this 
“blind” introduction of the ETT, the ETT, especially 
with a rigid stylet in place, has the potential to dam-
age oropharyngeal structures. While there are various 
reported techniques for curvature (e.g., 60 vs 90°) of a 
styletted ETT and its insertion3,4 it is unclear whether 
the acute 90° bend in the ETT contributed to the 
palatal perforation in this instance. 

We have found the GSVL to be a valuable airway 
device, especially for difficult airway management. It 
has been used more than several hundred times in our 
institution and associated complications have been 
rare. Introduction of the ETT into the oral cavity 
may be performed hastily in certain circumstances in 
light of the potential for negative outcomes associated 
with difficult airway management. In order to avoid 
intra-oral trauma, this case highlights once again the 
need for careful ETT insertion, preferably with visual 
observation to the best extent possible, to avoid tissue 
injury as the ETT is advanced to the laryngeal inlet 
whilst using the GSVL. 
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Combined use of a videolaryngoscope 
and a transilluminating device for 
intubation

To the Editor:
We would like to report our experience of using 
the Glidescope® (Laerdal Medical Corporation, 
New York, NY, USA) videolaryngoscope to facili-
tate intubation of the trachea when combined with 
a Trachlight™ (Saturn Biomedical Systems, Burnaby, 
BC, Canada) transilluminating device. 

Both the Glidescope® and Trachlight™  are rec-
ognized aids to facilitate intubation of the difficult 
airway.1,2 Because of its 60º upward angled blade, the 
Glidescope® allows improved visualization of the glot-
tic inlet, but problems have been reported in advanc-
ing the endotracheal tube (ETT) despite good glottic 
exposure. Several solutions have been proposed by 
various authors including using styletted ETT with a 
60º curvature similar to the Glidescope® blade, a 90º 
“hockey stick configuration” and “reverse loading” 
of the ETT onto the stylet.3 Others have suggested 
manipulation of the Glidescope® tip while applying 
external laryngeal pressure and the use of a modified 
Eschmannn guide, or a gum elastic bougie. 

The Trachlight™ involves neck transillumination 
from a light source to direct the ETT tip into the glot-
tic inlet. However, difficulties can arise with this device. 
Our method involves inserting the Glidescope® into 
the mouth and along the base of the tongue until a 
view of the epiglottis and glottic structures is obtained 
(Figure). The Trachlight™ with a loaded ETT in the 
“hockey stick” configuration is then passed into the 
right side of the mouth and advanced until the tip is 
seen on the Glidescope® screen. The Trachlight™-
ETT assembly can then be manipulated so that its 
tip lies directly over the glottic inlet. It can then be 
advanced into the trachea as the rigid stylet within the 
Trachlight™ is retracted.

We believe this combined technique has sev-
eral advantages. The Glidescope® provides improved 
glottic visualization compared with direct laryngos-
copy, and allows quick and easy manipulation of 
the Trachlight™-ETT tip to place it over the glottic  
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