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information to be reported in the journal. The patient 
understands that his name and initials will not be 
published and due efforts will be made to conceal his 
identity, but anonymity cannot be guaranteed.
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Cervical plexus block as an 
adjunct to general anaesthesia 
for tracheal resection and 
anastomosis

Dear Editor,

We present the successful utilisation of intermediate 
cervical plexus block and bronchoscopic-aided 
ventilation to evaluate the extent of intraluminal tracheal 
tumour for a 56-year-old female with American Society 
of Anesthesiologists (ASA) physical status II, who was 
undergoing tracheal resection and anastomosis. The 
patient complained of cough, shortness of breath and 
occasional haemoptysis, which was insidious at the 
onset. The patient had undergone total thyroidectomy 
for papillary thyroid cancer 1.5 years back and was on 

oral thyroxine 125 µg daily. Contrast magnetic resonance 
imaging of the neck showed a well-defined, T1/
T2-isointense lesion of size 27 mm × 23 mm × 22 mm, 
arising from the anterior tracheal wall, with both 
endophytic and exophytic components at the level of 
C5–C6 vertebra, causing near-complete occlusion of the 
tracheal lumen at this level with homogenous postcontrast 
enhancement, which is likely a remnant of thyroid 
tissue [Figure 1]. The patient was scheduled for tracheal 
exposure under the cervical block, rigid bronchoscopy, 
resection and tracheal anastomosis. On the operative day, 
ASA standard monitors were attached to the patient with 
room air saturation of 90%. Under all aseptic precautions, 
an ultrasound-guided, bilateral, intermediate cervical 
plexus block was performed, with 10 ml of 0.5% 
bupivacaine and 5 ml of 2% lignocaine on each side (total 
30 ml).

The tracheostomy plane was dissected under 
the cervical plexus block in spontaneous 
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ventilation [Figure 2]. Growth was noticed around 
the anterior wall’s third and fourth tracheal rings. 
A rigid bronchoscope with a ventilating port was 
inserted with moderate sedation with fentanyl 30 µg 
and midazolam 0.5 mg intravenously (IV). A growth 
infiltrating the anterior tracheal wall was seen; the 
posterior wall was free from tumour infiltration. 
An episode of desaturation (88% oxygen saturation 
for 1 min) happened during rigid bronchoscopy, 
which was managed with 100% oxygen through 
the bronchoscope. After checking the extent of 
intraluminal extension of growth, a tracheostomy 
was done with a flexometallic tube of size 6.5 mm. 
Anaesthesia was induced with sevoflurane in 
oxygen (50%), fentanyl 100 µg and vecuronium 5 mg 
IV. Intraoperative hypotension (blood pressure of 
80/50 mmHg) was initially managed with crystalloid 
fluids (500 ml) and mephentermine 6 mg IV. The 
anterior wall of five tracheal rings involving the tube 
was resected. The tracheal segment was removed 
circumferentially, preserving the blood supply of the 
cricoid and lower tracheal segments. After removing 
the involved tracheal segments, nasal intubation 
was done with a flexometallic tube sized 7 mm, and 
the lower end of this tube was kept in the subglottic 
region under direct visualisation of the surgically 
exposed trachea. The tracheal tube was removed, and 
a nasal endotracheal tube was introduced into the 
trachea. The lungs were ventilated through it when 
anastomosis of the posterior part of the trachea was 
done. After 12 h of elective mechanical ventilation, 
the patient was extubated and kept on spontaneous 
ventilation with guarding sutures, which continued 
postoperatively for the sixth day and were removed 
on the seventh postoperative day.

Numerous alternative anaesthesia techniques have 
been researched and developed for sensitive airway 
procedures. A retrospective study investigated the 

efficacy of total intravenous anaesthesia (TIVA) using 
dexmedetomidine and propofol, along with topical 
anaesthesia supplementation and spontaneous assisted 
ventilation as an alternative anaesthesia management 
option for upper and mid-level tracheal restenosis in 
tracheal resection and anastomosis cases.[1] Superficial 
cervical plexus block has been extensively studied, 
and it has shown encouraging outcomes in elective 
and urgent airway surgeries.[2,3]

In our patient, tracheal exposure was chosen as the 
initial technique for identifying the tracheostomy 
plane to minimise loss of the vulnerable airway 
in a controlled environment and dissection of the 
exophytic tumour under the cervical plexus block 
with appropriate patient comfort. To conclude, 
ultrasound-guided intermediate cervical plexus block 
can be used as an adjunct to general anaesthesia to 
manage threatened airways safely.
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Figure 2: Schematic diagram showing dissection of tracheostomy plane

Figure 1: CE‑MRI neck showing growth in the trachea at the 
C5–C6 level with near‑total occluding tracheal lumen. (a) Sagittal 
section of contrast MRI showing growth in the lower end of the 
trachea. (b) Axial section of contrast MRI showing growth at the level 
of C5–C6 vertebra, causing near‑complete occlusion of the tracheal 
lumen. CE‑MRI = contrast‑enhanced magnetic resonance imaging, 
MRI = magnetic resonance imaging
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‘WASAP’: WARM as soon as 
possible – A low‑cost instant 
blood warmer based on dual tube 
heat exchanger and nanofluid 
technology

Dear Editor,

Warm fluids and blood prevent hypothermia and 
hypotension in patients.[1,2] Commercial warming 
devices like blood bathing units and inline fluid 
and cabinet warmers operate based on dry heat 
exchangers and countercurrent mechanisms. The 
cost factors remain a limitation for using these 
devices in health facilities with limited resources. 
We have made a low-cost, blood/fluid warmer based 
on the principle of a dual tube heat exchanger, 
utilising a passive heat exchange mechanism for 
heat transfer.[3]

The materials for making the warmer included (i) an 
outer tube made of a 1-L intravenous (IV) bottle, (ii) 

an inner tube with corrugations, (iii) a double-sided 
copper tape for taping the inner tube, (iv) a 
high-butyl polymer rubber coated with aluminium 
for taping the outer tube, (v) a three-way stop 
cock, (vi) two epidural needle sheaths/caps, (vii) an 
endotracheal tube connector, (viii) two submersible 
aquarium thermometers and (ix) aluminium oxide 
nanoparticles. These are assembled as shown in 
Figure 1, and the steps are as follows. Step 1: The 
outer tube has two openings: a) an inlet, made of a 
three-way stop cock connected to an epidural sheath 
located inside the outer tube for infusing preheated 
IV fluid (about 45°C to 50°C) which will heat the 
outer tube and b) an endotracheal tube connector 
fixed in the outer tube has four functionalities: (i) 
for the insertion of thermometer probe to sense 
the outer tube fluid temperature, (ii) to suction 
dewarmed fluid, (iii) to infuse nanofluid and (iv) 
to create turbulence with air-filled syringe to aid 
active heat transfer. Step 2: The outer tube heated 
by a passive transfer mechanism will increase 
the temperature of the inner tube, which will be 
recorded using a probe inserted at the exit of the 
inner tube. The inner corrugated tube is taped with 
copper, and the outer tube is taped with highly 
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