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To the best of our knowledge, this is the first known 
case of inadequate spinal anaesthesia in the Republic 
of Ireland due to dural ectasia. Though dural ectasia is 
a common finding in Marfans syndrome,[6] our case is 
significant as she was negative for genetic testing for 
Marfan syndrome. This case highlights the importance 
of dural ectasia as one of the aetiologies for inadequate 
spinal anaesthesia even with good CSF flow.
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position. The level of the block after 20 min was at T9 
level. After discussion with the patient, it was decided  
to proceed with a second attempt at subarachnoid 
block at L3‑L4. 7.5 mg of hyperbaric bupivacaine with 
15 mcg fentanyl were injected after good CSF flow. The 
level of the block this time was at T4 level after 5 min. 
At 24 h post‑caesarean section patient complained of 
headache and vertigo in upright position. A diagnosis of 
post‑dural puncture headache was made. An epidural 
blood patch was performed. The following day on 
review, she had complete resolution of her symptoms 
of headache and vertigo. Informed consent was  taken 
from the patient for publication of this article.

There is no literature to state the incidence of dural 
ectasia in non Marfan patients. It has been documented 
that dural ectasia might present in other connective 
tissue disorders like Ehlers‑Danlos syndrome. Regional 
anaesthesia has been used previously with success in 
patients with dural ectasia, both for analgesia during 
the labour and caesarean section. Many factors that 
affect the extent of spread of spinal anaesthesia 
have been identified. One of the most important 
factors influencing block height in patients receiving 
spinal anaesthesia is the lumbosacral CSF volume, 
contributing to the variability in the spread of spinal 
block.[4] The erratic spread of spinal anaesthesia in this 
cases was most likely the result of dural ectasia and 
the associated increase in CSF volume.

General anaesthesia would have been an option. Given 
the history of aortic root dilatation and internal carotid 
dissection in the past, regional anaesthesia would 
have been a safer option. Any pressor response would 
have been dangerous, with a risk of aortic dissection. 
Another option which was discussed was to perform 
an epidural block. Most of the case reports had opined 
the failure of epidural in these patients due to patchy  
analgesia mainly related to epidural fibrosis. There has 
been one case report of managing cases of documented 
dural ectasia with continuous spinal anaesthesia.[1]

There has been one case report of a patient developing 
transient paraplegia due to accidental intrathecal 
bupivacaine infiltration following pre‑emptive 
analgesia with missed sacral dural ectasia.[5] In this 
case, the patient had a caudal block before start of the 
procedure, which contributed to the paraplegia.

This article highlights the dangers, which connective 
tissue disorders might present with. Though not 
common, they do have deleterious effects.

A rare case of fatal acute 
respiratory distress syndrome 
following diesel oil siphonage

Sir,

Diesel oil aspiration is an uncommon mode of 

nitin
Rectangle

nitin
Rectangle



Letters to Editor

Indian Journal of Anaesthesia | Vol. 57 | Issue 6 | Nov-Dec 2013626

hydrocarbon aspiration and can lead to severe 
chemical pneumonitis either due to direct inhalation 
of aerosol or aspiration of liquid or indirectly following 
aspiration of vomitus secondary to diesel oil ingestion 
during the manual siphoning from fuel tanks. 
Siphonage of fuel from the motor vehicles fuel tanks is 
a typical practice seen in third world countries. Data 
are sparse on outcomes and complications of direct 
diesel oil aspiration following manual siphoning.[1,2]

We report a case of 21‑year‑old male industrial worker 
who was admitted to the emergency room with a 
history of diesel oil ingestion and aspiration following 
accidental siphoning of oil. He was febrile, dyspneic 
with altered sensorium and having feeble pulse (pulse 
rate‑124/min) and falling blood pressure (82/40 mmHg). 
On auscultation of chest, coarse, basal, inspiratory 
crepitations were heard. Arterial blood gas  (ABG) 
analysis showed severe hypoxemia with metabolic 
acidosis. In view of deteriorating clinical condition, his 
trachea was intubated with endotracheal tube and was 
supported with intravenous fluids and inotropes. He was 
then shifted to intensive care unit (ICU) for mechanical 
ventilatory support and further management. In 
ICU, chest X‑ray Anteroposterior view (AP) showed 
bilateral, non‑segmental, homogeneous opacities in 
the lower zones. There was a significant increase in 
leukocyte counts  (total leukocyte count‑16,200/Ul, 
neutrophills 92%). Empirical broad spectrum antibiotics 
(piperacillin/tazobactam 4.5 g IV q8h) were immediately 
started after sending blood and tracheal aspirate for 
culture and sensitivity. On day 2 in ICU, the patient’s 
clinical condition deteriorated dramatically. Chest X‑ray 
showed bilateral progression of infiltrates involving 
nearly all lobes of the lungs. ABG analysis showed 
severely diminished PF ratio (PaO2 / FIO2 < 100). 
These findings were suggestive of a severe form of acute 
respiratory distress syndrome (ARDS).[3] Aggressive 
supportive therapy and low tidal volume ventilation 
strategy was immediately initiated.[4] We also started a 
continuous infusion of low dose methylprednisolone (@ 
1 mg/kg/day after giving bolus of 1 mg/kg IV). On day 5, he 
had an episode of pulseless ventricular tachyarrhythmia, 
unresponsive to all possible resuscitative measures and 
eventually expired that day.

Direct aspiration of hydrocarbons may cause severe 
chemical (lipoidal) pneumonitis with perilous 
outcome.[2,5] The severity of lung tissue damage 
depends on physical characteristics of hydrocarbon, 
which includes viscosity, volatility and side chains of 
hydrocarbons. The probability of severe lung affliction 

is extensive with hydrocarbons having high volatility 
and low viscosity (<60 saybolts seconds universal 
(SSU)).[6] Diesel fuel (grade  1D and 2D) have a low 
viscosity (32‑45 SSU) and is highly volatile and a 
potential hydrocarbon to cause severe progressive 
lung damage and fatal ARDS.[6]

In early period of hydrocarbon induced pneumonia, 
patients may have non‑specific symptoms such 
as cough, breathlessness and rarely chest pain or 
haemoptysis.[7] Later, these patients may develop 
cardiomyopathies or fatal cardiac arrhythmias.[7] 
Although right middle lobes are commonly affected by 
direct aspiration of diesel, chest radiographic findings 
may include consolidation, atelectasis, pleural effusion 
and lower lobe involvement as seen in this patient.[1,2,8]

The management strategies in these patients are 
usually symptomatic and supportive. There is 
limited and controversial role of corticosteroids and 
antibiotics with sparse data on outcomes.[1,8] This 
patient showed accelerated deterioration of lung 
functions and eventually expired due to fatal cardiac 
arrhythmias within a period of 4 days despite initiating 
corticosteroids, broad‑spectrum antibiotics and strict 
adherence to ventilator protocols followed in ARDS 
patients.[4]

This case highlights that chemical pneumonitis 
triggered by direct diesel oil aspiration following 
manual siphoning is a pernicious clinical condition 
in which lung damage is progressive and extensive 
resulting in ARDS, which seldom respond to standard 
management strategies. Moreover, death can ensue 
due to fatal cardiac arrhythmias even in early course 
of the disease. Critical carers should circumspect this 
rare and fatal clinical condition early in its course 
and should intervene with aggressive management 
strategies to avoid cataclysmic outcomes.
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Neuraxial techniques in patients 
with lumbar tattoos: A national 
survey from New Zealand

Sir,

Throughout the world, many Anaesthetists come 
across lumbar tattoos. On most occasions, the tattoo 
covers only one or two lumbar interspaces, allowing 
the anaesthetist to choose another interspace devoid 
of tattoos. However, it is becoming increasingly 
common to be faced with a patient whose back is fully 
covered with tattoos especially in New Zealand (NZ) 
and Australia. Frequently, these patients with lumbar 
tattoos are females in the reproductive age group, thus 
obstetric Anaesthetists are more likely to view them 
on a regular basis. Most of these tattoos are cosmetic, 
but occasionally they are traditional or culturally 
significant for the bearers.

Tattoos are pigments or indelible ink deposited in the 
dermis of the skin. Modern tattoo ink components may 

include organic and inorganic compounds, metals and 
solvents.[1] Many pigments are not intended for use 
in humans and the tattoo artists are not regulated by 
federal agencies.[2]

Tissue coring and deposition of epithelial cells in the 
cerebrospinal fluid is a known entity.[3] Occurrence 
of epidermoid tumours following neuraxial needle 
insertion is reported in the past.[4] There has not 
been any prospective studies or chemical analysis 
to prove that tattoo inks are not neurotoxic. There 
is no consensus regarding safety thus far and junior 
anaesthetists rely on expert opinion, which is 
variable.

A national survey on safety of neuraxial anaesthesia 
in patients with lumbar tattoos was conducted in NZ.

We invited all trainees and specialists in NZ to respond 
to an electronic survey containing seven questions.

A total of 158 Anaesthetists from all the regions of 
NZ participated in the survey of which 78% were 
consultants and the remainder was trainees.

Nearly, 45% of respondents considered it is safe to 
perform neuraxial technique through a lumbar tattoo 
and 45% did not know whether it was safe or unsafe 
while 9% considered it unsafe. 96% were not aware 
of any mishaps related to administering neuraxial 
anaesthetic through a lumbar tattoo. Nearly 65% 
did not feel that a small skin‑deep incision should 
be performed prior to insertion of the neuraxial 
needle while 35% did. Nearly 87% do not explain 
the theoretical possibility of chemical meningitis 
or epidermoid tumour to their patients with lumbar 
tattoos while 12% routinely do 98% did not recommend 
general anaesthetic in patients with extensive lumbar 
tattoos in a setting where regional anaesthesia would 
normally be the preference.

Our survey suggests that the majority of the 
respondents do not consider extensive lumbar tattooing 
as a contraindication for neuraxial anaesthesia and 
analgesia. Though the consensus is split regarding 
the safety with half of the respondents not knowing 
whether it is safe, majority of respondents do not 
routinely consent patients to the risks of tattoo ink 
coring. This survey highlights that a third of the 
respondents perform a skin‑deep incision prior to 
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