
Letters to Editor

Journal of Anaesthesiology Clinical Pharmacology | Volume 33 | Issue 3 | July-September 2017 415

Methemoglobinemia is a syndrome with multiple etiologies 
and its diagnosis should be considered in the cases not 
responding to oxygen therapy. The artifacts and inaccuracies 
arising from conventional pulse oximetry and blood gases may 
either suggest the diagnosis or hinder the establishment and 
monitoring of treatment protocol. With the knowledge of these 
pathophysiological entities and limitations of conventional 
monitoring equipments, the anestheiologist can be sensitized 
to diagnose and conduct appropriate treatment.
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Can Dexmedetomidine be 
used as Sole Maintenance 
Anesthetic Agent at Standard 
Sedative Doses?

Sir,
We read the article “comparison between propofol and 
dexmedetomidine on depth of anesthesia: A prospective 
randomized trial” by Chattopadhyay et al.[1] and would like 
to contest with the study results.

Dexmedetomidine in standard doses as used by the authors in the 
present study (1 µg/kg bolus, followed by 0.5 µg/kg/h infusion) 

is used for conscious sedation in critical care[2] and for endoscopic 
procedures.[3] At these doses, it also reduces the requirement of 
concomitantly administered intravenous or inhalational anesthetic 
agents (AA), but does not eliminate their need.[4,5] As quoted 
by authors, Ramsay and Luterman[6] used dexmedetomidine 
as an AA but only when doses were increased to 5-10 mcg/kg 
and supplemented with local AA for skin grafting.

The methodology of present study is flawed as both propofol 
and dexmedetomidine were administered at fixed doses and 
the authors did not explain what they would do if bispectral 
index (BIS) value rise above the target ranges, and surprisingly 
not even a single patient in either of the group required 
supplementation with inhalational or intravenous AA to 
maintain BIS value in the target range. All patients received 
intravenous opioids and top ups of muscle relaxants along with 
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the infusion of either of the study drug and authors still ended 
up concluding dexmedetomidine as sole AA responsible for 
maintaining the depth of anesthesia in the dexmedetomidine 
group. Drugs like muscle relaxants also decrease BIS value 
without affecting consciousness and may mask the signs of the 
light plane of anesthesia when used with dexmedetomidine. It is 
evident that the authors were biased to prove the effectiveness 
of dexmedetomidine as sole AA at standard sedative doses.
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Conscious sedation 
in a psychiatric patient: 
A challenge

Sir,
We report a case of anesthetic management in a case of 
atrophic laryngitis, posted for thyroplasty. This case highlights 
the use of low dose haloperidol for conscious sedation in an 
uncooperative psychiatric patient.

Thyroplasty is a surgical intervention to improve voice 
quality and needs an uninstrumented larynx for functional 
assessment of vocal cords during the procedure. During 
thyroplasty cooperation from patient is required and 
conscious sedation is considered as a gold standard to 
provide appropriate balance of adequate pain control, 
airway protection, and alertness appropriate for vocal 

testing. Such a case poses an anesthetic challenge during 
the perioperative period due to sharing of the airway with 
the surgeon.

A 54-year-old male presented with complain of weak voice 
since last 5 years. The patient was diagnosed as a case 
of atrophic laryngitis and medialization thyroplasty was 
planned. The patient was a known case of bipolar affective 
disorder, with a history of various episodes of mania and 
aggression. He was prescribed tablet amisulpride 50 mg in 
once daily dose but was on irregular treatment. The patient 
was apparently asymptomatic therefore psychiatrist was not 
consulted preoperatively. He did not take the antipsychotic 
drug on the morning of surgery. In the operation theater, all 
routine monitors were attached to the patient. Fentanyl was 
given in a dose of 1 µg/kg and the surgical site infiltration was 
done with lignocaine. Dexmedetomidine was started at 1 µg/kg 
over 10 min followed by infusion in a dose of 0.5 µg/kg/h. 
Desired BIS value of 60-80 was achieved and Ramsay 
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