LETTER TO EDITOR

Intraoperative rise in airway pressure during

Submitted: 05 Sep 2026

Revised: 14 Sep 2026
Accepted: 20 Sep 2026
Published: 30 Sep 2026

Access This Artile Online

[=

hysteroscopy: A diagnostic dilemma resolved
by point-of-care ultrasound.

Aswani kumar Balakrishna Pillai, ( ORCID ID: 0009-0006-0839-7497), Consultant
Anaesthesiologist, Nahas hospital, Parappanangadi
Shafseena A Rahim, Specialist Anaesthesiologist, Nahas Hospital, Parappanangadi

Corresponding Author : Aswani kumar Balakrishna Pillai, Consultant Anaesthesiologist,
Nahas hospital, Parappanangadi.
Email: aswani.76@gmail.com

Website:
theanaesthesiologist.com

How to cite this article: Aswani kumar Balakrishna Pillai, Shafseena A Rahim.
Intraoperative rise in airway pressure during hysteroscopy: A diagnostic dilemma re-

solved by point-of-care ultrasound, TAISAK 2026; 2(2): 121-122

Dear Editor,

A sudden increase in airway pressure during
general anaesthesia commonly prompts evaluation
for bronchospasm, endotracheal tube obstruction,
circuit malfunction, pneumothorax or other respira-
tory causes. We report an unusual instance during
hysteroscopy in which point-of-care ultrasound
(POCUS) helped identify an unexpected intra-
abdominal cause of deteriorating ventilation.

A 46-year-old woman with type 2 diabetes mellitus
and a history of previous open myomectomy was
scheduled for relook hysteroscopy under general
anaesthesia. Following induction and tracheal intu-
bation, ventilation was initially satisfactory, with peak
airway pressures of 18-20 cm H O.

During hysteroscopy, a progressive rise in airway
pressure was noted, reaching 42 cm H O, accompa-
nied by increasing end-tidal carbon dioxide and a fall
in oxygen saturation to 88%. Bilateral wheeze was
present on auscultation. Bronchospasm was initially
suspected and treated; however, the improvement
was only partial.

As the respiratory abnormality persisted, POCUS
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was performed to rapidly evaluate other potential
causes. Lung ultrasound demonstrated preserved
bilateral lung sliding without evidence of pneumot-
horax. Abdominal ultrasonography unexpectedly
revealed significant intraperitoneal free fluid.

In the context of ongoing hysteroscopy, these
findings raised the possibility of uterine perforation
with accumulation of hysteroscopic irrigation fluid
within the peritoneal cavity. The procedure was
stopped and an urgent surgical assessment was
undertaken. Emergency laparoscopy confirmed
uterine perforation with a significant volume of
intraperitoneal fluid.

Evacuation of the intraperitoneal fluid resulted in a
rapid reduction in airway pressure with improvement
in oxygenation and end-tidal carbon dioxide. The
patient remained haemodynamically stable and
subsequently recovered uneventfully following post-
operative observation in the intensive care unit.

Uterine perforation is a recognised complication of
hysteroscopy, with previous uterine surgery being
among the potential risk factors. When irrigation
fluid enters the peritoneal cavity, progressive
abdominal distension can increase intra - abdominal
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pressure. Cephalad displacement of the diaphragm
reduces thoracic compliance and functional residual
capacity and may impair ventilation and oxygena-
tion. The resulting increase in airway pressures may
mimic primary respiratory pathology, particularly
when wheeze is also present.

This case illustrates the importance of maintaining a
broad differential diagnosis when airway pressures
increase  unexpectedly during  anaesthesia.
Although bronchospasm was a reasonable initial
consideration, its incomplete response to treatment
prompted further evaluation. Bedside POCUS
allowed rapid assessment of the lungs, heart and
abdomen and identified the otherwise unsuspected
intraperitoneal fluid.

POCUS is increasingly becoming an extension of
the anaesthesiologist’s clinical examination during
perioperative emergencies. A focused multiorgan
ultrasound assessment can be particularly useful
when conventional clinical signs are non-specific
and rapid differentiation between pulmonary, cardio-
vascular and intra-abdominal causes is required.

The key message from this case is that not all
intraoperative wheeze and increased airway pres-
sure represent primary airway pathology. During
hysteroscopic procedures, uterine perforation with
intraperitoneal accumulation of irrigation fluid should
be considered when ventilation deteriorates unex-
pectedly. Early use of POCUS may shorten the
diagnostic pathway and facilitate timely definitive
management.
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