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The exact source of air could not be established as 
patient’s relatives declined for further investigations 
such as computed tomography neck and thorax and 
oesophagogram. Small esophageal tear could have 
been the source of air leak. Root cause of the events 
was vomiting. Hence, there is a need to use antiemetics 
to prevent such complications in the post‑operative 
period. Early recognition and proper management is 
of utmost importance to prevent the progression.
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Figure 1: Soft‑tissue swelling in anterolateral aspect of neck with air 
pockets, suggestive of subcutaneous emphysema

aspect, suggestive of SCE [Figure 1], air pockets were 
seen in the chest X‑ray also.

General surgeon was informed in view of possible 
intervention. As nil per oral status was advised patient 
was maintained on IV fluids along with IV antibiotics, 
analgesics, antiemetics and steroids. No dyspnoea, oxygen 
desaturation or haemodynamic instability noted. Patient 
showed significant improvement in 48 hrs. She was 
allowed to take liquids orally on the 3rd day, and shifted 
to the ward on the 4th day. Patient made an uneventful 
recovery with conservative management, hence 
discharged from the hospital on 8th post‑operative day.

SCE is a common occurance following surgeries 
such as chest surgery, laparoscopy, cricothyrotomy 
and pneumonectomy. On infrequent occasions, the 
condition can result from dental surgery, usually due to 
use of high‑speed tools that are air driven.[2] It is a rare 
complication after endotracheal intubation, blowing of the 
nose and vomiting.[2] The cause for SCE after vomiting are 
possibly due to spontaneous rupture of esophagus, alveolar 
rupture, trauma to the trachea and hypo pharynx.[3]

This report describes the development of SCE after 
PONV with satisfactory response to conservative 
management. Change of voice is reported to herald 
airway compromise, but our patient did not develop 
this because inhalation of oxygen has helped in 
absorption of subcutaneous air quickly.[4] Nil per oral 
status was beneficial indicating that there could have 
been a small esophageal tear.[5] The role of antibiotics 
and steroids is unclear in these cases.[2]

Although cases of Boerhaave’s syndrome, which is life 
threatening emergency (vomiting, chest pain and SCE) 
are reported in literature, isolated cases of SCE of the 
face and neck after PONV appear to be rare.[6]
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Azygous vein rupture after right 
internal jugular vein cannulation: 
A rare complication

Sir,

Catheterisation of the internal jugular vein  (IJV) 
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is commonly practiced for central venous access 
in intensive care unit  (ICU); however, may cause 
significant complications such as internal carotid 
artery puncture, pneumothorax, vessel erosion, 
thrombosis, airway obstruction and infection. Here, 
we have reported an unusual; however, dreaded 
complication of IJV cannulation.

A 45‑year‑old male patient admitted to ICU with burn 
over chest (20%) and bilateral lower limb crush injury 
with cellulitis. Patient was haemodynamically stable 
and maintained oxygen saturation (SpO2 >95%) on the 
face mask. In view of poor venous access, the central 
venous cannulation in right IJV was planned. Under 
full aseptic precaution, right IJV was cannulated in 
2nd attempt, triple lumen was inserted using seldinger 
technique and fixed at 12 cm after confirming 
backflow. A check X‑ray chest was carried out, which 
showed tip of central venous (CV) line in 2nd intercostal 
(IC) space. Four hours after CV line placement, 
the patient complained of difficulty in breathing, 
chest pain, falling oxygen saturation and became 
haemodynamically unstable (BP  <90/50 mm  Hg). 
To rule out pneumothorax, repeat X‑ray chest was 
carried out and it showed right haemothorax. The 
patient condition further deteriorated and was 
intubated and put on ventilatory support. Even 
with ventilator support, he was not maintaining 
saturation (SpO2 <92%) and blood pressure continued 
to fall and inotropic support was started  (Dopamine 
infusion 6‑10  mcg/kg/min). A  diagnostic tap was 
carried out, 200  ml of hemorrhagic fluid was 
aspirated and intercostal drain (ICD) was put in the 
5th IC space. ICD drained 1200 ml of hemorrhagic 
fluid within 30  min. Patient was transfused two 
packed red cells. Haemodynamic parameters 
improved (BP = 100/60 mm Hg and SpO2 >95%). Six 
hours after ICD placement his haemodynamic again 
became unstable. ICD repositioning was carried out, a 
contrast enhanced computed tomogram (CECT) chest 
was carried out, which showed a right hemothorax 
with mediastinal shift. Thoracic team decided to do 
an emergency video assisted thoracic surgery (VATS). 
During the VATS, 2.5 l of collected blood was evacuated 
and a puncture in the azygous vein was visualised. 
Bleeding point in the azygous vein was repaired and 
the patient was shifted to ICU  [Figure  1]. Patient 
condition improved, haemodynamics stabilised and 
was extubated on the 2nd post‑operative day. ICD was 
removed on 4th post‑operative day.

Rarer vascular injuries during the central vein 

cannulation are reported and impose serious adverse 
effects.[1] Two retrospective reviews highlighted the 
possibility of central line migration in azygous vein; 
however, all of these catheters were placed from the left 
(subclavian vein, peripherally inserted central (PICC) 
line, and IJV) side and had 19% venous perforation.[2,3] 
Our report is 1st  one, which highlights the azygous 
vein rupture during right sided cannulation of IJV. The 
injury might result either during guide wire insertion 
or dilatation phase. Vigilant monitoring and timely 
intervention could save the life of this patient. In 
conclusion, one should always suspect azygous vein 
rupture in patient with right hemothorax after right 
IJV cannulation if other possible causes have been 
ruled out.
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Figure 1: Post-procedure X-ray chest
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venous catheters: Radiographic detection of malposition 
and subsequent complications. J  Thorac Imaging 1997; 
12:64‑9.
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Response to “Does scorpion bite 
lead to resistance to the effect of 
local anaesthetics?”

Sir,

I read with interest the case report “Does scorpion 
bite lead to development of resistance to the effects 
of local anaesthetics?” by Panditrao et  al.[1] I was 
reminded of my anaesthesia days 25 years ago at the 
Naval Hospital in Bethesda, Maryland, where I first 
encountered a patient who did not get numb from a 
bupivacaine subarachnoid block despite a technically 
well performed procedure. As a resident, I was told 
that I “must have pulled out of the subarachnoid 
space”, but I continued to note occasional “resistant” 
patients as an attending at the Naval hospital in 
Jacksonville, Florida. None of these patients were 
likely to have been bitten by a scorpion, and yet they 
were just as “non‑numb” as the patient described in 
this report. I  noted similar “failure” of injections as 
a pain physician, and concluded that, if the patient 
did not get pain relief from the local anaesthetic, 
either I was not in the right place, or the patient 
did not get numb from my local anaesthetic. I  then 
created a skin test for local anaesthetic resistance, 
and applied it to patients in my practice. In 2003,[2] 
I published the results of the evaluation of 1,198 
consecutive patients; 250 had a history of difficulty 
of getting numb from procedures  (dentist, sutures, 
or prior procedures), and were tested with lidocaine, 
bupivacaine, and mepivacaine subcutaneously. Ninety 
of those patients (7.5% of the total group but 36% of 
the tested patients) were found to be hypoesthetic 
only to mepivacaine, and an additional 43 (17% of the 
tested patients) were noted to be hypoesthetic only to 
lidocaine.

Since this is not a particularly rare finding, it has 
always surprised me that it has not been reported 
more often. The local anaesthetic “resistance” appears 
to have a genetic link, since several of my “resistant” 
patients have family member in my practice who also 
described “resistance” and were subsequently shown 
to have limited response to bupivacaine. I  currently 
have an add‑on project to an ongoing NIH twin study to 
evaluate the genetics of local anaesthetic “resistance”. 
It would be very interesting to see the results of skin 
testing in this patient, and I encourage clinicians to 
consider local anaesthetic “resistance” as a possible 
cause of failure of a technique and to consider trying a 
different local anaesthetic.
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Safety of paediatric neuraxial 
blocks: Revisited

Sir,

We read with great interest the review article on 
recent developments in paediatric neuraxial blocks 
by Ponde.[1] We would like to congratulate the author 
for a detailed review on the safety and effectiveness 
of the recent advances in paediatric neuraxial blocks. 
We have certain concerns regarding some of the issues 
dealt by the author.
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