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Figure 1: Photograph of operative field showing hydatid cyst

and increase in airway pressures. We suspected an 
anaphylactic reaction which was further supported by 
reporting of an accidentally punctured hydatid cyst by 
the surgeon [Figure 1]. Immediately, all the anaesthetic 
gases were stopped and the patient was ventilated 
with 100% oxygen followed by administration of IV 
epinephrine 0.2 µg/kg, hydrocortisone 5 mg/kg and 2 
l of Ringer’s lactate solution. In view of the persistent 
hypotension, we put the patient on epinephrine 
infusion at a rate of 0.005 µg /kg/min for a short 
duration. After 20 min, the patient’s vitals and airway 
pressure returned to normal. Rest of the surgery was 
uneventful.

Hydatid disease or echinococcosis is caused by 
infestation of one of the three species of the genus 
Echinococcus. The location of hydatid cyst is mostly 
hepatic (75%) and pulmonary (15%) and only 10% 
occurs in the rest of the body, i.e., brain, heart, kidney, 
ureter, spleen, uterus, fallopian tube, mesentery, 
pancreas, diaphragm and muscles.[1,2] However, 
hydatid cyst rarely occurs in the supraclavicular area. 
The allergic reactions caused by the strongly antigenic 
hydatid fluid released due to episodic leakage or 
rupture of the hydatid cyst in sensitized individuals, 
may range from fever, pruritus, urticaria, to frank 
anaphylactic shock.[3]

Cardiovascular symptoms (73.6%), cutaneous 
symptoms (69.6%) and bronchospasm (44.2%) are 
the most common manifestations of anaphylaxis 
during anaesthesia.[4] Intraoperative anaphylaxis 
often manifests as bronchospasm and cardiovascular 
collapse because early cutaneous signs of anaphylaxis 
are masked by sedation, unconsciousness and poor 
exposure. Intraoperative anaphylaxis has a high 

mortality rate if not diagnosed and treated early. 
Moreover, anaphylaxis is often an unanticipated 
phenomenon and prevention is the most important 
component to decrease the incidence of 
anaphylaxis.[5] Hence, an early anticipation can lead 
to a prompt diagnosis and management of anaphylaxis. 
In regions where hydatid disease is endemic, the 
possibility of hydatid cyst at an uncommon site and 
the associated risk of anaphylaxis should always be 
kept in mind whenever dealing with such cases.
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Six hours positive pressure 
ventilation with size 5 laryngeal 
mask in a 55-kg patient

DOI: 10.4103/0019-5049.63631

Sir,

I read the letter written by Dr. Jayashree Sood in 
relation to an article by Dr. Kerem (6 hrs. Positive 
pressure ventilation with size 5 LMA). I would like 
to share my experience of using LMA (laryngeal mask 
airway) for a prolonged period, but in a spontaneously 
breathing patient. One ASA grade1 (wt. 60 kg) patient 
was posted for cosmetic surgery. General anaesthesia 
was planned and size 4 LMA was inserted under the 
effect of inj. propofol (120 mg), inj. fentanyl (150 µg) 
and inj. midazolam (2 mg) thinking that it is a small 
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procedure, because of some mis-communication 
between the surgeon and the anaesthetist. Then, we 
realized that it would take a much longer time. But 
still we decided to continue the procedure, instead 
of opting for intubation and controlled ventilation. 
The entire procedure lasted for 15 h. During this 
time, anaesthesia was maintained with O2:N2O (1 + 
1l), sevoflurane (1–1.5%), propofol infusion 6 ml/h 
(1mg/kg/h), inj. fentanyl 25 µg/h (0.5–1 µg/kg/h), inj. 
midazolam (1 mg/2h) on Datex Ohmeda Aespire 
anaesthesia station with circle absorber. Last dose of 
midazolam and fentanyl was given 1 h before the end 
of the surgery. Propofol infusion was stopped 30 min 
before, sevoflurane 20 min before and N2O 10 min 
before removing the LMA. We noticed that patient 
was very much awake, alert and oriented without any 
intraoperative awareness while shifting out of OT. 
There were no signs of delayed recovery.

The patient was discharged on the next day. There 
were no neurovascular or airway complications[1,2] as 
described in the literature. LMA cuff was intact after 15 h 
of continuous use. Propofol and midazolam are known 
to alter the levels of lipids, especially triglycerides and 
cholesterol. In the propofol group, Ilhan et al. observed 
a significant increase in triglycerides and very low-
density lipoprotein levels 4 h postoperatively. In 
the midazolam group, they observed a significant 
decrease in low-density lipoprotein, cholesterol at the 
end of and 4 and 24 h postoperatively.[3] Sevoflurane 
is known for causing hepatic dysfunction and its 
nephrotoxicity. So, serum creatinine, liver function 
tests and lipid profile were repeated on first and 
third postoperative days. They were found to be 
within normal limits, as demonstrated by Myles[4] 
that a propofol infusion technique does not result in 
elevation of serum lipids and supports its increased 
popularity in the maintenance of anaesthesia.
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Water in a nitrous oxide 
flowmeter
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Sir,

We are reporting a rare but critical incident wherein 
water was detected in a nitrous oxide (N2O) flowmeter. 
This incident occurred in the gynecology OR where 
the anaesthesiologist used an O2 / N2O mixture with 
a volatile agent for maintenance of anaesthesia. 
After about one to two minutes of opening the N2O 
flowmeter control valve, a spurt of yellowish colored 
fluid from the needle valve filled the flowmeter barrel 
and the bobbin jumped erratically up and down on it. 
The fluid got accumulated over the bobbin making it 
stick to the side of the barrel and cease its rotations 
[Figure 1]. The total flow of the gas from the common 
gas outlet also decreased, as evidenced by the empty 
feel of the ventilating reservoir bag. The N2O was 
immediately shut off and patient was maintained on 
100% O2 from the cylinder supply, while ventilating 
with a self-inflating resuscitation bag. Fortunately, the 
fluid did not travel distally into the breathing system. 
On disconnection of the N2O hose from the terminal 

Figure 1: Nitrous oxide flowmeter control valve showing the ‘stuck bobbin’ 
and water level on top of the bobbin
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