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Sir,
I read with great interest, the article by Gupta et al. on “Lung 
isolation for lobectomy in elderly, post‑radiation fibrosis of a 
difficult airway – pediatric double‑lumen tube and pediatric 
ureteroscope as rescue devices.”[1] I, hereby, congratulate 
the authors for the innovative use of ureteroscope for the 
confirmation of the position of 28 F double‑lumen tube (DLT). 
However, I wish to share a concern regarding the management 
of the case. The patient was a known case of hypopharyngeal 
cancer and had received irradiation to the neck. Radiation 
results in extensive fibrosis in the neck, losing the suppleness 
of the tissues in submandibular and submental space, thus 
making visualization of larynx difficult. Moreover, lymphatic 
drainage of the larynx was affected resulting in glottic edema 
and reduction in the glottic opening. Besides, this patient 
had restricted mouth opening and limited neck extension. By 
all means, the patient was a case of an anticipated difficult 
airway, which was also confirmed upon direct laryngoscopy. 
The insertion of a single lumen tube followed by the use 
of bronchial blocker (BB) would have been ideal for this 
patient. DLT is difficult to insert due to its large external 
diameter and fixed curvatures. In this case, where the airway 
was difficult, repeated attempts were made to insert DLT. 
Repeated attempts can worsen the glottic edema by trauma 
to the tissues. Reluctance to use BB is common worldwide. 
Surveys on the practice of thoracic anesthesia have shown 
that the use of BBs is negligible as compared to the use of 
DLTs.[2,3] DLT carries certain advantages such as lesser time for 
insertion, better access to both lungs, and lesser incidence 
of intraoperative displacement. However, a meta‑analysis 
comparing the use of DLT and BBs in thoracic surgeries has 
shown that the quality of lung collapse had been comparable 
with the use of both devices. Further, DLTs were associated 
with a significantly higher risk of airway injuries as compared 
to BBs.[4] Better designs and materials have made the BBs 
as reliable as DLTs. Still, it is a matter of concern that many 
thoracic anesthesiologists are biased in their preference for 
lung isolation devices.

Lung isolation in a patient with anticipated difficult airway 
is a classical indication for the use of BB.[5] In this case, after 
inserting a single lumen tube, a bronchial blocker could have 
been inserted into the left mainstem bronchus. An advantage 
with the blocker is that it can be passed extra‑luminally 
i.e. outside the tube. This method is particularly useful 
when a pediatric bronchoscope is not available. An adult 
bronchoscope can be passed through the endotracheal tube 
to confirm the location of BB passed extra‑luminally.

In conclusion, judicious selection of lung isolation devices 
is a key to success for safe and effective thoracic anesthesia.
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Comment on the published article: Accidental injection of 
succinylcholine into epidural space as a test dose

Dear Editor,
We read with interest the article “Accidental injection 
of succinylcholine into epidural space as a test dose” by 
Toleska et al.[1] The author has reported an accidental injection 
of succinylcholine as an epidural test dose. Fortunately, the 
patient did not have any neurological symptoms and signs 
in the postoperative period. Accidents do happen in medical 
practice and especially drug error is most common. We 
can and must avoid such accidents by proper labelling and 
double‑checking as mentioned by the author. However, we 
wish to add certain points regarding the practice of epidural 
practice and test dose.

Epidural test dose standard practice around the world is 
either 3 mL of 1.5% lignocaine with 5 mcg of adrenaline 
per mL which is most commonly used or 3 mL of 0.25% or 
0.5% bupivacaine with 5 mcg adrenaline per mL contrary 
from the 2 mL 0.5% bupivacaine without adrenaline used 
in this case.[2] Purpose of test dose is to rule out the 
intravascular placement of catheter which can be detected 
by adrenaline by an increase in the heart rate >10% from 
baseline in case of an intravascular placement and to rule 
out the subdural placement of catheter which can be 
detected by lignocaine or bupivacaine. The epidural test 
dose should always be prepared freshly because 1) it can 
assure strict aseptic environment, 2) adrenaline is unstable 
in lignocaine and preparing test dose well in advance can 
cause disintegration of the compound; and using commercial 
preparation of lignocaine with adrenaline (1:200000) does 
not serve the purpose of test dose since pH of the solution 

is highly acidic (3.3–5.5, average 4.5) as compared to pH 
of plain lignocaine solution (5.0–7.0) and it will be in the 
ionized form in acidic pH and local anesthetics penetrate 
the nerve membrane in the unionized form and block the 
action potential from inside the membrane in the ionized 
form,[3] and 3) it can avoid the drug error if it is prepared 
freshly just before giving the injection, of course with 
double‑checking the ampoules.
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