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Sir,
The Centre for Research on the Epidemiology of Disasters
provides yearly reports on the impact of disasters worldwide.1 In
2013, they depicted 16 incidents that affected more than 26
million people and inflicted over 8000 deaths.
All major incidents have the potential to carry lessons that
may enable others to prepare better and thus mitigate the impact
of new incidents. Such lessons should be disseminated through
an openly accessible source to systematic information. Currently
anecdotal case reports are the most common way of sharing
experiences.2–5 More systematic reporting of field experiences
has been advocated,6,7 and several templates and guidelines for
such reporting have previously been designed.8,9
A systematic review of the literature identified 10 forms of
systematic reporting, some of which were templates, from the
pre-hospital medical management of major incidents. The templates had only been used on a limited scale, and none had been
tested for feasibility.10 Consequently, an international research
group of previous template authors and other experts within the
field cooperated to develop a novel consensus-based template
for such reporting aiming at rapid dissemination of experience
from past incidents.
The novel template consists of 48 variables in six categories:
pre-incident data, emergency medical service background, incident characteristics, emergency medical response, patient
characteristics and key lessons.11 The template is freely available and can be downloaded from http://www
.majorincidentreporting.org. Reporting and access to already
deposited reports is free. The initiative supports open access
publication12 and accessible information following major
incidents.13
Following implementation of the reporting template, it will
be tested for feasibility. Efforts are also being made to implement
the template in both national health institutions as well as the
World Health Organisation to encourage that reports are submitted, and data are utilised on a global scale. Scientific journals are
encouraged to embed the template in their editorial policies and
author instructions.
Acta Anaesthesiologica Scandinavica has a long and proud tradition of publishing consensus-based guidelines intended to
support fellow practitioners in performing evidencebased, state-of-the-art anaesthesia, critical care and pain
management.5,14–18 The novel template seeks to contribute to the
improved survival and on-scene safety for both the victims and
rescue personnel, and to an optimal use of resources in such
incidents. Dissemination of experiences gained through dangers
and hardship can be viewed as an ethical imperative for practi-

tioners.19 We encourage all our colleagues, as an act of solidarity
towards fellow health-care professionals, to actively contribute
to the systematic reporting after major incidents. Together we
can create a database with freely accessible reports and disseminate information necessary for improving the pre-hospital
response to major incidents. After all, there is no need to re-learn
all the hard-learned lessons that undoubtedly must exist after all
the major incidents that have occurred.
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Lingual tonsil hypertrophy diagnosed by
post-mortem computed tomography in a
difficult airway case
doi: 10.1111/aas.12388
Sir,
Lingual tonsil hypertrophy is found in many people, and it is
usually asymptomatic.1 Jones and Cohle2,3 reported a case of
unanticipated difficult airway caused by lingual tonsillar hyperplasia that caused a ‘cannot ventilate cannot intubate (CVCI)’
and led to death. We experienced a case of unanticipated CVCI in
the emergency room (ER) and evaluated the airway with postmortem computed tomography (PMCT).
A 51-year-old female patient was taken to the ER by ambulance. On the arrival of the emergency medical team, she had
cardiopulmonary arrest, and cardiac life support was initiated.
Approximately 5 min after the ER resuscitation, recovery of
spontaneous circulation was obtained. Mask ventilation was
impossible despite insertion of a nasal airway. The chief ER physician attempted oro-tracheal intubation; however, direct
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Fig. 1. The reconstructed image of post-mortem computed tomography for the airway of the patient. The airway above the vocal cord
was completely obstructed. The base of tongue is also occupied by
soft tissues.

laryngoscopy failed to allow any sufficient view of larynx, and
the two trials were followed by esophageal intubation. The
senior anesthesiologist was called and attempted intubation
using Airway Scope® (AWS-S100L, NIHON KOHDEN, Tokyo,
Japan). Although the blade of scope seemed to be adequately
and correctly inserted, the vocal cord was never visualized by
massive mucosal tissues. Cardiovascular instability developed
and the trachea was immediately punctured using MiniTrach II
(Smiths Medical, Tokyo, Japan). Although oxygenation was
improved, recovery of spontaneous circulation was never
obtained.
Two hours after death, PMCT was done at the request of her
family. Whole-body imaging showed no specific abnormality in
the organs; however, the laryngeal space of the patient was narrowed with hypertrophied tissue, suspected as lingual tonsillar
hyperplasia (Fig. 1). Not only the longitudinal diameter, but also
the transverse diameter of laryngeal airway was constrained by
the soft tissues. There was a very narrow and disconnected
laryngeal space of the airway around hypopharynx. No further
abnormality was found in the oral cavity, vocal cord, trachea or
bronchi.
As far as our knowledge, this is the first report of PMCT and
difficult airway.4,5 Airway problems, including choking and
asphyxia with food, are not uncommon in ER; however, a
foreign body would be removed as quickly as possible by paramedics or ER staffs. Thus, the chance for PMCT to investigate the
abnormality of upper airway is absolutely limited.4 ER physi-

