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Ameer et al. described a 55‑year‑old white man who 
received 1131 mg of lidocaine (17.4 mg/kg) prior to 
diagnostic bronchoscopy.[2] This dose produced a peak 
plasma concentration of 7.1 μg/ml within 0.67 h and 
levels above 1.5 μg/ml were sustained for 4 h after the 
procedure, but without any undesired effects. The 
absence of toxicity could be caused by alpha‑1‑acid 
glycoprotein elevation due to the patient’s lung 
cancer. Labedzki et  al. measured serum lidocaine 
concentrations during topical spray anaesthesia in 
patients undergoing diagnostic bronchoscopy. The 
mean total dose of lidocaine of 480–720 mg led to 
concentrations between 1.9 and 7.4 μg/ml.[3] Repeated 
doses may therefore easily induce toxic levels. Day 
et al. notified of a healthy 19‑year‑old college student 
volunteer in a clinical research program undergoing a 
bronchoscopy who died as a result of acute lignocaine 
toxicity.[4]

If we add a case report of a cardiac arrest immediately 
following intraurethral administration of lidocaine 
as topical anaesthesia for cystourethroscopy in an 
87‑year‑old man,[5] it is obvious that lidocaine does 
not differ too much from other local anaesthetics 
characterized by Jöhr as wonderful drugs but also 
dangerous toxins.[6] Extreme care and close monitoring 
of patients is therefore always warranted when topical 
lidocaine anaesthetic is employed.
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Ayurvedic medicine and 
anaesthesia

Sir,

We have read with interest the article “Ayurvedic 
medicine and anaesthesia” from the Indian Journal of 
Anaesthesia 2011; Vol. 55 issue 5: 334.

As mentioned by the authors, the use of complementary 
and alternative medicines such as herbal medicines 
is increasing day by day in developing as well as in 
developed countries. We would like to highlight a few 
points:
A.	 regarding statements made by the authors and
B.	 regarding available recommendations.

Regarding statements made by authors:
1.	 It has been stated that ginger has been found to 

cause hyperglycaemia.
2.	 Also, it can prolong bleeding time.
	 These statements do not give a clear idea about 

the dose, type of preparation and the duration 
of consumption of ginger producing these 
effects, which may mislead the clinicians and 
the patients as it is a common ingredient in 
most of the food preparations.

3.	 Authors state that there are studies available 
in which the safety profile is tested in 
patients on anticoagulants and non‑steroidal 
anti‑inflammatory drugs and has advised 
caution for regional anaesthesia in patients 
consuming ginger regularly. But, the reference 
article quoted by the authors[1] clearly mentions 
that adverse bleeding has not been reported. 
Also, the anti‑platelet effect might be dose and 
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anaesthesiologists and general public through media 
like journals, newspapers and health magazines 
regarding the possible interactions with anaesthetic 
agents.

To date, medical students do not receive any teaching, 
either pharmacological or clinical, on complementary 
medicines. This does not prepare new doctors for the 
practice of medicine in the 21st century.

We agree with the authors that due to the 
incomplete knowledge of the pharmacodynamic and 
pharmacokinetic properties of herbal medicines[8] and 
very scarce documentation of adverse anaesthetic 
interaction in the literature, further studies are needed 
regarding these issues.
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preparation dependent.
	 It is known that ginger inhibits thromboxane 

synthetase activity in  vitro. However, in  vivo 
human studies have failed to demonstrate this 
effect.[2]

4.	 In the study done by Anna Lee et  al., which 
included 601  surgical patients, there was no 
significant association between the use of 
traditional herbal medicines and the occurrence 
of either intra‑ or post‑operative events.[3]

Regarding available recommendations:
We can take precautions by withholding herbal 
medicines at least in the pre‑operative period for as 
long as conveniently possible. Physicians from the 
Cleveland Clinic recommend herbal medicines to be 
stopped at least 7 days before the surgery.[4]

It is scientifically acceptable to utilize half‑lives of 
these medicines to determine the discontinuation 
period. After 5 half‑lives, the amount of any drug left 
in the body is unlikely to cause harm.[5] Accordingly, 
ginseng, valerian and St. John’s wort can be stopped 
7 days and ephedra, gingko, guarana, kava and licorice 
1–2  days before the surgery.[6] However, patients are 
often unaware of these recommendations and may 
even present for emergency surgery.

We agree with the authors that amla and tulsi need 
not be stopped before the surgery. ASA guidelines 
regarding discontinuation of herbal medicines have 
not included amla and tulsi.

It has been found that morbidity associated with herbal 
medicine may be more prevalent in the peri‑operative 
period because of increased physiological 
susceptibility to adverse effects and multiple drug 
use.[6] Hence, all surgeons and anaesthesiologists 
need to familiarize themselves with the potential 
peri‑operative complications that may occur.

Patients have to be counseled on the potential 
side‑effects of herbal preparations. The American 
Society of Anesthesiologists, on its website, 
recommends patients to bring all substances with 
prescription or over‑the‑counter when they meet 
the anaesthesiologist before surgery or on the day of 
surgery. The website also shows videos to explain in 
detail the potential side‑effects of herbal medicines on 
surgical patients.[7]

Awareness has to be created among surgeons, 
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