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and intravenous paracetamol 200  mg were 
administered for  analgesia. At the end of surgery, 
residual neuromuscular blockade was reversed 
with neostigmine  and glycopyrrolate and trachea 
was extubated after the child was fully awake. 
Postoperative  course was uneventful and the child 
was discharged home after 3 days.

In view of severe gastro‑oesophageal reflux and 
recurrent aspiration, rapid sequence induction 
of anaesthesia with endotracheal intubation was 
planned. Muscle relaxant was deemed necessary 
for rapid sequence intubation and rocuronium was 
used as succinylcholine is known to cause serious 
arrhythmia in RTS patients.[3] Air‑Q ILA was chosen 
as it is easy to insert and provides good conduit for 
intubation. Air‑Q ILA has been successfully used 
as a rescue airway device following failed rapid 
sequence intubation in two children with airway 
haemorrhage.[4] In the present case, air‑Q could be 
placed  easily and endotracheal tube  was passed 
successfully. Spontaneous inhalational induction with 
fibre optic bronchoscope (FOB) guided intubation could 
be safer option in such cases of difficult airway, but due 
to risk of aspiration this was not done. However, FOB 
was kept ready. Abnormal narrowing of upper and lower 
airway and tracheomalacia may be present in patients 
with RTS and relatively smaller size tube should be 
chosen.[5] Anticholinesterase and anticholinergic 
drugs can precipitate arrhythmia in RTS patients 
with associated cardiac anomalies.[1] This patient did 
not have any cardiac anomaly and neostigmine was 
used under continuous ECG monitoring. Postoperative 
oxygen therapy and vigilant monitoring is important 
as postoperative respiratory distress with copious 
secretion and recurrent desaturation episodes have 
been reported even after uneventful anaesthesia in 
these patients.[3,5]

To conclude, difficult airway along with risk of 
pulmonary complications and cardiac involvement are 
main concerns in children with RTS. Air‑Q intubating 
laryngeal airway is a useful airway device in children 
with difficult airway and it should be readily available 
in theatres where high‑risk children with difficult 
airway are regularly anaesthetized.
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Transvenous pacing and 
manipulation of heart in coronary 
artery bypass grafting: A word of 
caution

Sir,

Pacing catheter induced right ventricular  (RV) 
perforation is not uncommon. Due to stiffness of 
the pacing catheter and improper handling while 
insertion, many times pacing catheter perforates 
the RV free wall leading to pericardial effusion and 
tamponade. However, intra‑operative RV perforation 
due to pacing catheter, after its successful and 
uneventful insertion has never been reported 
previously. Here, we report a case of intra‑operative 
RV perforation due to temporary pacing catheter 
due to excessive manipulation of heart while doing 
off‑pump coronary artery bypass grafting.

A 56‑year‑old man with triple‑vessels disease, having 
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Various transvenous pacing catheters are available with 
basic similarities. Most are bipolar, 3 Fr to 5 Fr in size, 
and approximately 100 cm in length. Lines marked at 
10‑cm intervals on the catheter surface can be used to 
estimate catheter position. Catheters are classified as 
flexible, semi‑floating, or rigid/non‑floating catheters. 
The latter group carries a higher risk of cardiac 
perforation, and thus they are generally used only under 
fluoroscopic guidance, where their stiffness yields 
the benefit of easier manipulation.[2] Advancements 
in cardiology have resulted in the almost standard 
use of glycoprotein IIb/IIIa inhibitors, aspirin, and 
intravenous  (IV) heparin or LMWH in patients 
with non‑ST‑  and ST‑segment elevation myocardial 
infarction  (MI) who undergo early percutaneous 
intervention  (PCI). Combined use of temporary 
pacing wires and the IIb/IIIa receptor antagonists may 
be associated with an increased risk of this serious 
complication, like tamponade[3,4] and RV perforation. 
Coronary artery bypass grafting, whether on‑pump 
or off‑pump, requires frequent manipulation of heart 
for proper exposure of target vessels. Due to stiff or 
rigid nature of pacing catheter, manipulation of 
heart may cause damage to the tissue which may in 
turn lead to perforation of RV. Hence to avoid this 
complication, we firmly advise, not to manipulate the 
heart with temporary pacing catheter in  situ, rather 
epicardial pacing wires should be taken and pacing 
is started as soon as the pericardium is opened and 
the temporary RV pacing catheter should be removed 
in pacing dependent patients while doing any type 
of heart surgery, which necessitates positioning or 
manipulation of heart.
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complete heart block with temporary transvenous 
pacing catheter in  situ, was taken for off‑pump 
coronary artery bypass  (OPCAB) surgery. Left 
anterior descending artery (LAD) was revascularised 
using reverse saphenous vein graft with minimal 
manipulation of heart. In order to get proper exposure 
while doing obtuse marginal artery  (OM) grafting, 
the heart was lifted and retracted to the right and 
stabilised with the help of Octopus stabilisation 
system. Suddenly it was noted that the anterior free 
wall of RV was contused and there was a small rent 
with pacing catheter peeping through it  [Figure 1]. 
Immediately the heart was relaxed by removing the 
octopus stabiliser. An epicardial pacing wire was 
put on the anterior surface of RV and pacing was 
started. The RV perforation was controlled with a 
pledgetted mattress suture and the transvenous 
pacing catheter was withdrawn slowly as the suture 
was tightened. Rest of the grafting were done with 
epicardial pacing and further intra‑operative course 
was uneventful.

Emergency placement of a temporary transvenous 
cardiac pacemaker offers potential lifesaving benefits, 
as the device can definitively control heart rate, 
ensure effective myocardial contractility, and provide 
adequate cardiac output in selected circumstances. 
The procedure includes the establishment of central 
venous access, usually by a right internal jugular or 
left subclavian vein; although the femoral vein is an 
acceptable alternative, especially in patients who are 
more likely to bleed. The complications with temporary 
pacing catheter insertion are not uncommon (22% of 
all patients), and can range from femoral haematoma, 
pneumothorax, perforation of right ventricle leading 
to bleeding, cardiac tamponade and even death (6%).[1] 
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Post‑operative visual loss: An 
unusual complication after 
exploratory laparotomy

Sir,

Post‑operative visual loss  (POVL) is an unexpected, 
unusual and devastating complication, sometimes 
seen after cardiac, spine and head neck surgery. 
Although the exact pathological mechanism is obscure 
in most cases it occurs because of ischemia to visual 
pathways. We present a rare case of POVL involving 
non‑cardiac, non‑neurological surgery in a 15‑year‑old 
boy after exploratory laparotomy for acute abdomen.

On admission he was moderately dehydrated, his BP 
was 80/55 mmHg, pulse rate was 112/min, respiratory 
rate was 24/min. He was afebrile with normal 
cardio‑respiratory examination. Baseline laboratory 
investigations were within normal range except Hb 
level of 10  gm/dl. Ultrasound of abdomen showed 
intussusceptions of bowel loops. The patient was 
taken up for surgery after fluid resuscitation with 
baseline pulse rate 93/min, BP 110/70, ECG was normal 
and SpO2 was 98% on air. General anaesthesia with 
endotracheal intubation using thiopentone sodium, 
atracurium, fentanyl and isoflurane was used. Sixty 
minutes of intra‑operative period was uneventful 
except one episode of hypotension (BP‑77/54 mmHg) 
which responded to IV fluids and he received one unit 
of fresh blood. The patient was shifted to PACU after 
extubation of trachea with stable vitals. Few hours later 
when fully conscious, the nurse noticed that the patient 
was behaving abnormally, was agitated and confused. 
On interrogation, he complained that he was unable 
to see anything. Ophthalmic examination showed 

normal sized pupils, with normal papillary responses 
to light and no restriction of eyeball movement. Fundus 
examination was normal. Neurological examination 
was also normal. MRI imaging of brain showed signal 
intensity abnormality with bilateral ischemic areas in 
occipital lobes [Figure 1]. He was diagnosed as a case 
of post‑operative cortical blindness. As this is a self 
limiting complication, he was reassured and kept on 
strict vigilance. The vision improved over 6‑7 days.

Post‑operative visual loss after non‑ophthalmic surgery 
is a rare event with the incidence ranging between 1 in 
61,000 to 1 in 1,25,000 operations but following spinal 
surgery in prone position, is estimated to be 1 in 1,100. 
Incidence is also high after cardiac bypass and head 
neck surgery.[1,2]

Visual loss can be caused by damage to any connecting 
striate area between cornea and occipital cortex. The 
three main causes are ischemic optic neuropathy (ION), 
central retinal artery thrombosis (CRAT) and cortical 
blindness (CB). Of these ION is commonest in patients 
above 50  years of age undergoing cardiothoracic or 
spinal surgery.[3,4] Possible causes include severe 
hypotension, blood loss, anaemia and haemodilution. 
CRAT causing retinal ischemia due to central or branch 
retinal artery occlusion may occur due to external 
pressure on eyeball, as seen following prolonged and 
faulty prone position during spine surgery. Cortical 
blindness  (CB) occurs due to brain injury rostral to 
optic nerve as a result of ischaemic stroke to occipital 
cortex. Exact pathological mechanism of CB is 
unknown, although some factors have been suspected 
such as prolonged and profound hypotension, 
embolism, spasm or thrombosis.[5] Occipital region of 
brain is a watershed zone for the middle and posterior 
cerebral arteries and may undergo infarction during 

Figure 1: MRI imaging of brain showed signal intensity abnormality 
in bilateral occipital lobes bilateral ischemic areas in occipital lobes
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