
Letters to Editor

278 Journal of Anaesthesiology Clinical Pharmacology | Volume 33 | Issue 2 | April-June 2017

Radiofrequency ablation 
of bilateral splanchnic nerve 
in acute pancreatitis pain: 
Interventional approach

Sir,
Radiofrequency ablation (RFA) of the bilateral splanchnic 
nerve has been used in patients with chronic pancreatitis 
pain refractory to medical management.[1] We describe the 
management of pain in acute pancreatitis using RFA ablation 
of bilateral splanchnic nerve.

A	37-year-old	male	 presented	 with	 chief	 complaints	 of	
severe pain abdomen radiating to back and vomiting since 
6-months.	The	pain	aggravated	following	meals	and	was	
not relieved with analgesics. The verbal numeric rating scale 
(VNRS)[2]	was	9/10.	Patient	was	chronic	alcoholic	since	
25	years.	Blood	investigations	were	within	acceptable	range.	
Computed tomography (CT) of the abdomen showed bulky 
and	heterogeneous	pancreas	with	necrosis	(>50%)	in	body	
and	tail	of	pancreas	sparing	the	head	region	[Figure	1a]	with	
modified	CT	severity	index	of	10.	A	large	collection	9	cm	×	
6	 cm	was	 present	 in	 the	 lesser	 sac,	which	was	managed	
with the ultrasound-guided aspiration of a pseudocyst. 
The	patient	showed	clinical	improvement,	but	the	VNRS	
continued	 to	 be	 8/10	 in	 spite	 of	 analgesics.	Patient	 had	
received several trials of the combination of analgesics 
including; paracetamol, tramadol, paracetamol-codeine 
phosphate combination, tapentadol, flupirtine, and adjuvant 
medications like pancreatic enzyme supplementation, with 
no relief in symptoms. A CT scan done after 4 weeks 
revealed a bulky pancreas with heterogeneous density with 
modified	CT	 severity	 index	 of	 6	 for	 which	 no	 surgical	
intervention was required. Patient was referred to a pain 
clinic. After explaining the procedure to the patient and 
written informed consent, RFA of bilateral splanchnic 
nerve	was	planned.	An	intravenous	access	(IV)	was	placed	
and	 1	 L	 normal	 saline	 was	 administered.	Monitoring	
(Aestiva	 5™, GE healthcare, Datex-Ohmeda division, 
Helsinki,	Finland)	was	started	and	IV	fentanyl	50	µg and 
diclofenac	50	mg	were	administered	to	reduce	pain	related	
to the prone position. Under strict asepsis and fluoroscopic 
guidance	a	20G,	10	cm	RF	needle	with	10	mm	curved	
active tip (Cosman cannula RFK™ Cosman Medical, Inc., 
Burlington, MA, USA) was placed at the junction of 
anterior one-thirds and posterior two-thirds of T11 vertebral 
body	 [Figure	 1b]	 and	 after	 confirmation	 with	 nonionic	

radio-opaque contrast, sensory stimulation was confirmed 
at	50-Hz	frequency	and	at	0.5	V	[Figure	1c].	Following	no	
motor	stimulation,	RFA	was	done	at	60°C,	and	four	cycles	
of	120	s	each	were	applied.	A	mixture	of	5	ml	of	0.2%	
ropivacaine	and	20	mg	of	triamcinolone	was	injected	before	
removing the RF needle. A similar procedure was done on 
the	other	side.	The	patient’s	VNRS	reduced	to	0/10.	At	
1-year,	VNRS	remained	2/10	with	improvement	in	quality	
of life and occasional requirement of mild analgesics.

Pain in acute pancreatitis is transmitted via afferent splanchnic 
nerves of the celiac plexus.[3,4] Percutaneous splanchnic nerve 
block was performed in the present case as compared to celiac 
plexus block due to its predictable anatomy, accurate needle 
placement, and theoretically reduced the risk of complications. 
Under fluoroscopy, RFA is a minimally invasive target-
selective	 technique,	which	 heats	 the	 tissues	 at	 65-75°C	 to	
produces thermal lesion. This interrupts the conduction of 
nociceptive signals and blocks the pain transmission. The 
duration of pain relief depends on the duration of time taken 
by coagulated nerves to regenerate.[5]

Earlier authors had also reported a reduction in the pain 
after RFA in patients with chronic pancreatitis.[6,7] Pain 
during acute pancreatitis offers more challenges, as patients 
are clinically less stable than in chronic pancreatitis. Prone 
position may require additional analgesics due to discomfort 
and pain during RFA procedure.[5]

Application of bilateral splanchnic nerve RFA may be 
considered for pain relief in moderately severe acute 
pancreatitis.

Figure 1: (a) Computed tomography of the abdomen, the white arrow showing 
necrosis of body and black arrow showing necrosis in the tail of pancreas (b) 
fluoroscopic image of radio frequency needle placed at the junction of anterior 
one‑thirds and posterior two‑thirds of T11 vertebral body (c) splanchnic nerve 
block with radio frequency needle and stimulating electrode in situ
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Use of desflurane in a 
multiple sclerosis patient 
undergoing ophthalmic 
surgery: Discussing the 
individualized care

Sir,
Multiple sclerosis (MS) represents a constellation of symptoms 
due to chronic inflammation and demyelination of the brain 
and spinal cord. These symptoms exacerbate, remit, or 
progress.[1] Cognitive impairment is common in all courses 
of	MS	and	is	associated	with	increased	interleukin-6	(IL-6)	
levels.[2] Surgery, anesthesia, pain, and fever/inflammation 
have been implicated for acute exacerbations.[1] 

A	39-year-old	Asian	female	(weight	60	kg),	case	of	relapsing	
MS	for	past	14	years	presented	with	rhegmatogenous	retinal	
detachment	and	vitritis	(since	10	days)	along	with	ipsilateral	
eye cataract. She was planned for phacoemulsification 
followed by pars plana vitrectomy, scleral buckling and 

internal tamponade in single sitting. Her other eye had 
no vision. She suffered multiple relapses and had received 
interferon,	 glatiramer.	 Last	 relapse	 was	 2	months	 back	
for which she received methylprednisolone and baclofen. 
Currently, she was in incomplete remission and was wheelchair 
bound. Respiratory and autonomic system examination 
and laboratory investigations were normal. She was on oral 
prednisolone	60	mg	OD.

General anesthesia with controlled ventilation was chosen due 
to	expected	long	surgical	time.	Hydrocortisone	100	mg	was	
given preinduction. Continuous cardiorespiratory monitoring, 
neuromuscular transmission, and temperature monitoring were 
initiated. After preoxygenation and preloading, anesthesia was 
induced	with	propofol	(2	mg/kg)	and	fentanyl	(1.5	µg/kg). 
Single	dose	atracurium	20	mg	was	sufficient	for	facilitating	
smooth tracheal intubation and muscle relaxation during 
entire	surgery	(3	h).	Anesthesia	was	maintained	with	5-6%	
desflurane in oxygen-nitrous oxide. Intraoperative course and 
extubation were uneventful. Paracetamol was administered 
for postoperative analgesia round the clock for a day. Elastic 
compression stockings were advised in the immediate 
postoperative period. Intraoperative findings confirmed 
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