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of anaphylaxis in our patient. Through this case we 
wish to highlight that rarely anaphylaxis can manifest 
with neuropsychiatric symptoms alone, without any 
cardiovascular or respiratory system involvement. 
It is important for the anaesthesiologist to know 
this to make a correct diagnosis of a life-threatening 
condition.
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Persistent intraoperative 
arrhythmias due to cannabis: 
Report of two cases

Sir,

Cannabis is used as a recreational drug and commonly 
known as ganja, joint or weed.[1,2] In India, possession 
or smoking of cannabis is an illegal and punishable 
offence. Perioperative arrhythmias in the patients with 
cannabis addiction are a rare entity and may pose a 
diagnostic dilemma if the history of its abuse has been 
concealed. We are reporting two cases where cannabis 

abusing patients sustained intraoperative severe 
refractory arrhythmias.

CASE 1

A 60-year-old healthy male patient weighing 42 kg 
with squamous cell carcinoma of scalp was posted for 
excision and flap reconstruction. He gave a history of 5-6 
beedi smoking per day and 3-4 times ganja inhalation/
month for 30 years. His systemic examination and 
investigations including an electrocardiogram 
(ECG) were normal and viral markers were negative. 
Universal precautions were taken throughout the case. 
Anaesthesia was induced with fentanyl, propofol and 
atracurium. The trachea was intubated with an 8.0-
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mmID endotracheal tube and the patient was turned 
prone.

Surgeon infiltrated 10 ml of 2% lignocaine with 
1:200,000 adrenaline around the incision site. During 
infiltration, a vessel was punctured, and further 
injection was stopped. Within 2-3 min of injection, 
ECG showed multiple atrial ectopic and missed beats 
[Figure 1a]. Heart rate (HR) gradually increased from 
100 to 140/min with blood pressure (BP) of 90/60 mmHg. 
Arterial cannula was inserted in the radial artery to 
monitor invasive blood pressure (IBP). During surgery, 
multifocal atrial tachycardia, junctional tachycardia 
and atrial fibrillation (AF) were noticed with irregularly 
irregular pulse. Diltiazem 10 mg was administered 
intravenously twice following which HR decreased 
to 90-110/min with BP: 90-100 / 65-70 mmHg but 
remained irregularly irregular. Arterial blood gas 
analysis was within normal limits. Morphine 3 mg 
and paracetamol 1 g were administered. Lignocaine 
80 mg and esmolol 30 mg were administered prior to 
extubation. Postoperatively 12-lead ECG showed atrial 
fibrillation (AF) [Figure 1b]. As advised by cardiologist, 
amiodarone 150 mg bolus followed by an infusion was 
started. The rhythm reverted to normal with normal 
vital parameters. Amiodarone infusion was stopped 
after 2 hours. ECG remained normal till his discharge 
from hospital on the fifth postoperative day.

CASE 2

A 58-year-old 52-kg male patient diagnosed with 
carcinoma larynx was posted for direct laryngoscopy 
(DL) and biopsy. There was no history of systemic 
illness and baseline investigations were normal. 
Anaesthesia was induced with propofol/fentanyl/
succinyl-choline. Soon after the start of DL, the 
patient developed supraventricular tachycardia (SVT) 
with HR of 180-220/min and NIBP of 84/45 mmHg. 
Carotid massage and adenosine 6 mg did not improve 
the rhythm. Adenosine 6 and 12 mg were repeated 
following which the rhythm reverted to normal and the 
patient became haemodynamically stable. The further 
perioperative course was uneventful. Postoperatively, 
when asked about any drugs he might be taking, the 
patient admitted history of cannabis intake even in the 
morning of the procedure to alleviate his pain.

Majority of the systemic effects of cannabis are due 
to tetrahydrocannabinol (THC) which is the most 
psychotropic cannabinoid with abuse potential.[1,2] 
Healthcare workers stand a higher risk for contracting 

infections while handling these cases. Viral markers 
should be tested and universal precautions taken. The 
most common effect of cannabis on the cardiovascular 
system (CVS) is positive chronotropic and inotropic 
action which is mediated by the β-adrenergic effect 
of epinephrine due to the adrenal stimulation 
along with inhibition of parasympathetic nervous 
system.[1,2] Other CVS manifestations include sudden 
onset AF, ventricular tachycardia, ventricular 
fibrillation, coronary spasm and sudden cardiac 
death.[2-4] The most common arrhythmia is AF.[4] Male 
patients between 45 and 64 years are at higher risk. Our 
cases were male, were 60 and 58 years old and were at a 
high risk for perioperative arrhythmias. Cannabinoids 
are lipid–soluble, which lead to its accumulation 
in chronic users. Half-life of THC is between 5 and 
13 days and its complete elimination may take up to 
25 days.[5] Elective surgery under anaesthesia should 
be avoided for at least 72 hours since last exposure.[2]

Korantzopoulos et al. reported six cases of AF triggered 
by cannabis.[6] The purported causes were adrenergic 
stimulation reducing action potential duration, atrial 
ischaemia, and increased automaticity. Cannabis intake 
along with surgical stress may be the precipitating factor 
as both our cases had a chronic history of cannabis 
intake. In case 1, the accumulation of THC metabolites 
may have contributed to arrhythmias after adrenaline 
absorption. Case 2 underwent prolonged DL which 
may be the precipitating factor for SVT. Diagnosing 
the aetiology of perioperative arrhythmias can be 
challenging as in case 2, patients usually hide a history 
of cannabis intake due to legal ramifications and social 
stigma. Strict legal regulations and policies on narcotic 
agents may lead to a surge in substance abuse with other 
easier access sources with a euphoric property like 
cannabis and even unusual agents like dicyclomine.[7] 
The therapeutic potential of cannabis can disguise its 
recreational abuse in the patients with cancer who may 
justify its use on arguments of its analgesic benefits. 
Anaesthesiologists must be aware of this and be skilled 

Figure 1: (a) Monitor showing ECG changes; (b) postoperative ECG 
showing atrial fibrillation
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enough in creating a good rapport with the patients to 
excerpt this history during preanaesthetic visits.

Hence, cannabis abuse should be considered as a 
differential diagnosis during persistent perioperative 
arrhythmias and history of its addiction should be 
sought during preoperative evaluation especially in 
the patients with cancer where it might be used as an 
easily available alternative to opioids.
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Tracheal compression by 
innominate artery following 
gastric pull‑up in an infant

Sir,

Transhiatal gastric pull-up surgery, indicated in long 
gap oesophageal atresia, has a number of postoperative 
complications. We observed an unusual occurrence 
of tracheal compression caused by innominate artery 
following gastric pull-up surgery in an infant.

A 7-month-old infant weighing 8.7 kg was admitted for 
transhiatal gastric pull-up, pyloroplasty and feeding 
jejunostomy. Tracheoesophageal fistula ligation 
with gastrostomy and cervical oesophagostomy had 
been performed 24 h after birth. Flexible fiberoptic 
bronchoscopy (FOB) was performed under sedation 
and it ruled out tracheomalacia.

Patient was given general anaesthesia supplemented 
with lumbar epidural analgesia. Standard American 
Society of Anesthesiologist monitoring, central venous 
pressure and invasive blood pressure monitoring 
were done. Following uneventful surgery, the child 
was shifted to paediatric intensive care unit (ICU) for 
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