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In view of raised intracranial pressure (ICP), the induction 
should be smooth; avoid any increase in ICP during 
laryngoscopy which can be blunted by administration 
of lidocaine, fentanyl, or esmolol. The goal is to avoid 
intraoperative hypotension, hypoxia, and hypo/hypercarbia. 
Hypovolemia, hypotension, and blood loss should be 
optimized urgently as denervated heart lack the ability 
to respond as compare to normal one. Recipient heart 
is “preload dependent” as stroke volume is dependent 
on venous return. Etomidate is effective in maintaining 
hemodynamic stability during induction and intraoperative 
hypotension can be managed with optimal fluid bolus and 
direct acting inotrope, for example, isoproterenol.

To conclude, we successfully managed a case of transplanted 
heart with subacute SDH who underwent uneventful 
burr‑hole evacuation under anesthesia. It is emphasized that 
the anesthesiologist should understand the pathophysiology 
of denervated heart, implications of immunosuppressive 
medication, risk of infection apart from the neuroanesthetic 
concerns during perioperative management of such patients.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

Shalendra Singh, Kunal Sarin, 
Girija Prasad Rath1

Departments of Neuroanaesthesiology and Critical Care and 
1Cardiac Anaesthesia, All India Institute of Medical Sciences, 

New Delhi, India

Address for correspondence: 
Dr. Girija Prasad Rath, 

Department of Neuroanaesthesiology and Critical Care, 
Neurosciences Centre, All India Institute of Medical Sciences, 

New Delhi ‑ 110 029, India. 
E‑mail: girijarath@yahoo.co.in

References

1.	 Hukkelhoven	CW,	Steyerberg	EW,	Habbema	JD,	Farace	E,	Marmarou	A,	
Murray GD, et al. Predicting outcome after traumatic brain injury: 
Development and validation of a prognostic score based on admission 
characteristics. J Neurotrauma 2005;22:1025‑39.

2. Cheng DC, Ong DD. Anaesthesia for non‑cardiac surgery in 
heart‑transplanted patients. Can J Anaesth 1993;40:981‑6.

3. K o s t o p a n a g i o t o u  G ,  S m y r n i o t i s  V,  A r k a d o p o u l o s  N , 
Theodoraki K, Papadimitriou L, Papadimitriou J. Anesthetic and 
perioperative management of adult transplant recipients in nontransplant 
surgery. Anesth Analg 1999;89:613‑22.

4.	 Shaw	M.	When	 is	perioperative	 ‘steroid	coverage’	necessary?	Cleve	
Clin J Med 2002;69:9‑11.

This is an open access article distributed under the terms of the 
Creative Commons Attribution‑NonCommercial‑ShareAlike 3.0 
License, which allows others to remix, tweak, and build upon the 
work non‑commercially, as long as the author is credited and the 
new creations are licensed under the identical terms.

How to cite this article: Singh S, Sarin K, Rath GP. Surgical evacuation 
of subdural hematoma in a patient with transplanted heart under 
anesthesia. Saudi J Anaesth 2018;12:139‑40.
© 2018 Saudi Journal of Anesthesia | Published by Wolters Kluwer ‑ Medknow

Access this article online

Website:

www.saudija.org

Quick Response Code

DOI:

10.4103/sja.SJA_154_17

Necrotizing fasciitis following spinal anesthesia: A rare and 
devastating complication

Sir,
A 23‑year‑old female was admitted to the surgery ward 
with the chief complaint of swelling over the left side of 
the back, with pus discharge for the last 16 days. Pain 
and swelling were accompanied by fever and chills. She 
underwent cesarean section delivery 20 days back at a local 
nursing home where spinal anesthesia was administered. 
She developed pain and redness over injection site on the 
4th postoperative day. She consulted operating surgeon, 

and she was advised to consult a general surgeon. She 
came on the 20th postoperative day. On examination, she 
was found drowsy, dehydrated, and febrile (temperature 
40.5°C). She had tachycardia and hypotension. Blood 
chemistry revealed hemoglobin of 8 g/dl, total white blood 
cell count of 26,000/cumm with and 15% band cells, serum 
creatinine of 2.0, and serum glutamic‑pyruvic transaminase 
of 100 IU/L. Arterial blood gas analysis revealed mild 
metabolic acidosis. Intravenous antibiotics and vasopressors 
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were started. After resuscitation for 2 h, she was shifted 
to operation room where debridement of devitalized 
tissue [Figure 1] was performed under total intravenous 
anesthesia. The condition of the patient became stable 
after 24 h and inotropes were tapered and stopped after 
48 h. Daily debridement was carried out. Culture and biopsy 
reports came on the 4th day, which indicated infection with 
Escherichia coli, Bacteroides, and Mucormycetes. At the end 
of the tenth debridement, the wound was healthy with the 
clear margin and granulating base [Figure 2]. The patient 
underwent split‑thickness grafting. The postoperative 
course was unremarkable.

Necrotizing fasciitis is a spreading, severe inflammation or 
polymicrobial infection of the skin, subcutaneous tissue, 
adjacent fascia, and muscle sheath leading to necrosis. The 
affected area is erythematous, swollen, and painful, which 
progresses rapidly to blister and frank skin gangrene. Pain 
out of proportion to the physical signs and tachycardia are 
very much suggestive of necrotizing fasciitis. Foul‑smelling 
discharge, sometimes described as dishwater necrosis, 
and loss of natural resistance of fascia to the finger 
are present (positive finger test).[1,2] The principles of 
management are fluid resuscitation and correction of 
electrolyte and acid‑base imbalance, early initiation of 
antibiotics, surgical debridement of the affected area, and 
supportive measures for organ dysfunction.[3] Infectious 
complications associated with spinal anesthesia include 
abscess, meningitis, necrotizing fasciitis, arachnoiditis, 
paralysis, and death.[4] Potential routes for infectious 
complication in spinal anesthesia might be contaminated 
syringes, catheter hubs, local anesthetics, or breaches 
in aseptic technique.[4] Possible sources of infection 
suspected in this case include local anesthetic solution, 
nonadherence to strict aseptic precautions, skin flora of 

the patient, reuse of multidose vial, endogenous origin, 
and nasopharyngeal flora of anesthesiologist.

Important precautions to be taken in the operation theater 
include removal of watches and jewelry, handwashing 
with an antiseptic solution, use of surgical mask, cap and 
sterile gown, and gloves, skin disinfection with alcohol or 
chlorhexidine, and sterile draping.[4]

Only two cases have been reported in the literature with 
the bacterial infection, and this is the first instance where 
superadded mucormycosis infection was present.
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Figure 1: Necrotizing fasciitis at the time of the first debridement: Necrotic 
material with exposed muscle and surrounding redness of the skin

Figure 2: At the end of the tenth debridement: Clean base and surrounding 
clear margin
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Fractured tracheostomy tube posted for bronchoscopic 
removal: An anesthetic challenge

Sir,
Fracture and displacement of tracheostomy tube into the 
respiratory tract is a dangerous late complication after 
tracheostomy. We like to present a case of a patient with 
fractured tracheostomy tube with respiratory distress posted 
for bronchoscopic removal.

A 48‑year‑old male patient was admitted to the emergency 
department with breathing difficulty for past 2 h. Patient was 
maintained on tracheostomy with a 32 size Fuller’s tracheostomy 
tube. He was admitted as a case of tracheal stenosis 2 years 
back and had undergone emergency tracheostomy in view of 
difficult intubation. Subsequent evaluation showed fibrotic 
stenosis at the level of 5th and 6th tracheal ring with calcification. 
The patient had lost follow‑up since the past 6 months and had 
now presented with respiratory distress.

On arrival, his vitals were blood pressure ‑ 100/70 mmHg, 
pulse rate ‑ 94/min, respiratory rate ‑ 24/min, and SpO2 97%. 
On auscultation right, sided rhonchi were present, more in 
the upper lobe. There was no stridor or visible secretions; 
suctioning was done and Fuller’s tube was removed, and on 
inspecting the tube, the inner part was missing and outer part 
was intact. Chest X‑ray (CXR) showed the broken part of the 
tube in the right main bronchus [Figures 1 and 2].

Patient was posted for removal of fractured fragment using 
rigid bronchoscopy. Inside Operation theatre Fuller’s tube 
was removed and Portex 7.5 mm tube was inserted and 
position confirmed with chest expansion and capnography. 

He was induced with 100 μg fentanyl, 100 mg propofol and 
after confirmation of ventilation intravenous injection of 
atracurium 25 mg was given. Injections glycopyrollate. 2 mg 
and Dexamethosone 8 mg were also given intravenously.

Sevoflurane 2% with 100% O2 was started and minimum 
alveolar concentration of 1.2% was maintained.

After gentle, positive pressure ventilation for 5 min, the 
patient was handed over to surgeons who removed the Portex 
tube and inserted 6.0 size rigid bronchoscope through the 
tracheostomy stoma. Anesthesia circuit was connected to 
the bronchoscope and ventilation was confirmed. A long 
foreign body forceps was used to retrieve the displaced 
inner portion of the tracheostomy tube from the right main 
bronchus, and it was removed through the tracheostomy 
stoma. After removal, the 7.5 size Portex tracheostomy 
tube was reinserted, and breathing circuit was connected 
and adrenaline nebulization was given, 10 min following 
removal patient had spontaneous breathing efforts. He was 
reversed with neostigmine 2.5 mg and glycopyrrolate 0.4 mg; 
recovery was uneventful. A fracture at the junction between 
the inner tube and neck plate was found. Postoperative CXR 
was normal; he was discharged on tracheostomy tube 2 day 
later with instructions of regular follow‑up.

The Fuller’s tracheostomy tube usually gets fractured at 
the junction of flanges and the collar of the tube. Possible 
etiology includes prolonged use and seasonal cracking; 
repeated boiling and mechanical stress; erosion caused by 
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