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bulbourethral membrane, since buccal mucosa is the 
new gold standard for substitution urethroplasty.[1] 
On evaluation, patient gave a history of myocardial 
infarction 6  years back, with angiographic findings 
of 100% block in left anterior descending artery and 
70% block in right coronary artery 60% block in left 
circumflex arteryalong with ostial lesions and diffuse 
atherosclerosis of all vessels, suggesting of triple 
vessel disease. As patient was not willing to accept 
the high risk associated with coronary artery bypass 
graft surgery as explained by the surgeons, he was 
not operated. Electrocardiography revealed signs of 
left ventricular hypertrophy. Patient was a known 
diabetic since 18 years and hypertensive since 8 years. 
His echo findings were left ventricular hypertrophy, 
mild aortic stenosis, moderate diastolic dysfunction 
with ejection fraction 36% and moderate mitral 
regurgitation, mild pulmonary hypertension and 
mild tricuspid regurgitation. Patient was instructed to 
discontinue antiplatelet medication 7 days prior and 
insulin on the day of surgery. Pre ‑   operative vitals 
and haematological parameters were within normal 
limits. According to guidelines 2007 on perioperative 
cardiovascular evaluation and care for non ‑   cardiac 
surgery, infrainguinal procedures can be performed 
under spinal or epidural anaesthesia with minimal 
hemodynamic changes if neuraxial blockade is 
limited to those dermatomes. Studies have shown 
that combined spinal‑epidural anaesthesia, using low 
doses of local anaesthetics with additives, is effective 
and reduces the incidence of hypotension in caesarean 
section[2‑4] and transurethral resection of prostrate.[5] 12 
lead ECG and central venous pressure monitoring was 
done along with all other routine protocol. Epidural 
catheter was introduced at L1-L2 level and catheter was 
directed downward and tip was fixed at L3-L4 level. 
Then spinal anaesthesia was given in L4‑L5 space. 
Patient received 2.5 mL of 0.25% bupivacaine (1.25 mL 
of 0.5% bupivacaine with 1.25  mL of 5% dextrose). 
In addition, 5 mic of dexmedetomedine was added. 
BMG was taken under local infiltration of 10  mL of 
1% lignocaine and 100 mic of intravenous fentanyl 
without any hemodynamic alterations. Neither 
changes in blood pressure nor ECG changes were 
noticed. After 2 hours, 10 mL of 0.375% ropivacaine 
and 50 mic of fentanyl was given as epidural bolus. 
After 1 hour of bolus dose, a continuous epidural 
infusion was started with 0.2% ropivacaine 2 mic/
mL of fentanyl at the rate of 7 mL/hour and continued 
up to 48 hours postoperatively. Low dose spinal and 
epidural anaesthesia in cardiac patient offer better 
response in‑terms of maintaining hemodynamic 

stability, level of anaesthesia achieved would not be 
more than T10, which would be sufficient for BMG 
urethroplasty.
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Comment: Ondansetron: Timing 
and dosage

Sir,

We read with interest an article titled “comparative 
electrocardiographic effects of intravenous 
ondansetron and granisetron in patients undergoing 
surgery for carcinoma breast: A  prospective 
single‑blind randomized trial.”[1]

In the article the authors divided patient post‑surgery 
into 2 groups randomly. One of them received 
ondansetron 8  mg and the other granisteron 1  mg 
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intravenously. We feel the study was flawed in two 
ways:
1.	 The timing of anti‑emetics: Most of the literature 

would suggest giving anti‑emetics either at 
the start of surgery[2] or 30  min before the end 
of surgery for prevention of post‑operative 
nausea and vomiting  (PONV).[3] After PONV 
has started in recovery period even doses of 
1 mg intravenously is shown to be as beneficial 
as 8  mg intravenously with no difference in 
either patient outcome or satisfaction.[4] So 
giving all patient ondansetron or granisetron 
in recovery only to see for QT prolongation 
seems to be flawed. It is not mentioned in the 
article about whether the patient felt nauseated 
or vomited in the recovery. Studies have 
shown that if a postoperative patient vomits 
after getting 4  mg of prophylactic ondansetron 
in the recovery room, an additional 4  mg 
treatment dose of ondansetron is not better 
than a placebo to control the vomiting,[5] so 
giving a standard dose to all patients may 
distort the study. Zofran  (trade name) which is 
manufactured by GlaxoSmithKline recommends 
in its website that the dose for PONV should 
be 4  mg intravenously. The authors have also 
not specified if the anti‑emetics were given for 
prophylaxis or treatment.

2.	 The Food and Drug Administration  (FDA) in 
2011 has issued a statement stating that by 
using ondansetron, QT prolongation occurs in 
a dose‑dependent manner.[6] So, in view of this 
recommendation by FDA, which is accepted 
and followed worldwide, using ondansteron 
to demonstrate QT prolongation is unethical 
in our view as it is an accepted complication 
especially when generalizing 8 mg as a standard 
dose irrespective of weight.
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Response: Comparative 
electrocardiographic effects 
of intravenous ondansetron 
and granisetron in patients 
undergoing surgery for carcinoma 
breast: A prospective single blind 
randomised trial

Sir,

We thank the correspondents for their interest and 
comments on our article.[1,2] We agree that the routine 
practice is to give antiemetics during surgery. However 
as discussed by us in the article, this would have 
confounded the effects of the antiemetic drugs on 
QTc interval. We do not have data on the incidence 
of nausea and vomiting as the aim of our study was 
to check the safety profile and not the efficacy. The 
antiemetics were given for prophylaxis and not 
treatment. We used 8mg of ondansetron and 1mg of 
granisetron as this was the standard of care in our 
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