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To conclude, use of AmbuTM Laryngeal Mask was safe 
in this premature infant for ROP surgery under GA.
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On the operation table, a vein was secured on the 
dorsum of the left hand and the baby was connected 
to electrocardiography monitor, pulse oximeter and 
temperature (temp) monitor. She was pre‑medicated 
with glycopyrrolate 5  mcg intravenously  (IV). 
Following preoxygenation GA was induced with 
ketamine 3  mg IV supplemented with sevoflurane 
3% in oxygen. After confirming bag and mask 
ventilation atracurium 0.5  mg was given IV to 
facilitate insertion of LMA (AmbuTM laryngeal mask) 
size 1 which could be inserted with some difficulty 
due to small mouth opening. GA was maintained 
with nitrous oxide in oxygen (50:50) and sevoflurane 
1‑2% using Ayre’s T piece breathing system and 
controlled ventilation using ‘thumb technique’. 
Throughout surgery, which lasted for 45 min pulse 
rate remained steady between 145/min and 156/min. 
SpO2 99% and body temp 34‑35°C. A  total volume 
of 15 ml paediatric electrolyte solution was infused 
IV in small boluses. After surgery residual effect 
of atracurium was reversed with glycopyrrolate 
10 mcg/kg and neostigmine 50  mcg/kg body 
weight. LMA was removed after gentle oral suction 
when child regained good muscle tone and limb 
movements. Recovery from anaesthesia was rapid 
and uneventful. Post‑operatively the baby was 
observed for 24  h and vital parameters monitored 
closely, especially respiratory rate for any apnoeic 
spells and was discharged from the hospital next day.

In our institute, LMA (AmbuTM Laryngeal Mask) is used 
routinely for all intraocular surgeries in paediatric age 
group. However, this was the first time we used LMA 
in a premature baby as it has the advantage of ease of 
insertion. It can be inserted with or without using the 
index finger or thumb as advocated for LMA classic 
or unique. Its insertion causes minimum trauma and 
is associated with minimum effect on intraocular 
pressure and pressor response as compared with 
ETT.[4] We found that use of LMA was associated 
with steady haemodynamic parameters and good 
oxygenation.

As the baby was prematurely born with low body 
weight at the time of surgery, we considered it as a 
premature baby and planned our anaesthesia keeping 
in mind prematurity of all body systems and altered 
pharmacokinetics of drugs used in anaesthesia. 
We took all precautions to prevent hypothermia 
perioperatively.
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Comment on “Anaesthetic 
management of a patient with 
amyotrophic lateral sclerosis for 
transurethral resection of bladder 
tumour”

Sir,

I read with interest the case reported by Thampi 
et al.,[1] and I would like to congratulate the authors. 
However, it is important to note some aspects about the 
anaesthetic management of patients with amyotrophic 
lateral sclerosis (ALS).

The authors describe a 45‑year‑old male patient 
diagnosed to have ALS with weakness of upper and lower 
limbs and pulmonary compromise. General anaesthesia 
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and bilateral obturator block were administered. The 
authors claim that patients with respiratory muscle 
weakness may present with fatigue, progressing to 
shortness of breath triggered by decreasing levels 
of activity and lying flat. The authors confirm that 
although neuraxial blocks are not contraindicated, 
there is always the fear that the administration of the 
local anaesthetic close to the nerve or needle trauma 
could exacerbate pre‑existing disease symptoms. 
Nevertheless, it is important to note that:
1.	 It is not possible to state that neuraxial 

anaesthesia exacerbates the disease and if it 
does, the mechanism is unknown,[2]

2.	 Needle trauma may probably incite neurological 
sequel in ALS patients as well as in healthy 
patients,

3.	 Evidence has demonstrated that spinal and 
epidural blocks seem to be safe in these 
patients, since they avoid manipulation of the 
airway and respiratory complications.[2‑4] In 
an innovative study, Kitoh et  al. administered 
epidural block associated with the blockade of 
lumbar sympathetic ganglia for the treatment 
of ALS in a patient and observed improvement 
of the symptoms of the affected lower limb. 
Few other studies have confirmed the safety 
of performing neuraxial blockades on patients 
with ALS and other neurological diseases,[5]

4.	 Respiratory failure is the main cause of death 
in patients with ALS. Patients with medullar 
lesion may also present prolonged apnoea after 
general anaesthesia.[2,4]

Based on current literature, there is no definite evidence 
about the best anaesthetic technique for patients with 
ALS. Each case should be managed individually. At 
present, epidural and spinal anaesthesia are acceptable 
techniques for patients with ALS.
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Response to Comments: 
Anaesthetic management of 
a patient with amyotrophic 
lateral sclerosis for transurethral 
resection of bladder tumour

Sir,

We thank Adriano BS Hobaika and Artur Palhares Neto 
for their interest in our article and for echoing our 
thoughts.[1,2] We have stated that the use of neuraxial 
blockade is relatively contraindicated and that the 
mechanism by which neuraxial anaesthesia may 
cause disease exacerbation is unknown. However, we 
have also listed out potential mechanisms, which are 
hypothesised to cause spinal cord injury.

The incidence of needle trauma leading to 
neurologic sequelae in the general population 
is extremely rare.[3] It has been suggested that 
patients with pre‑existing neurologic compromise 
are theoretically at a higher risk.[4] However, it 
has also been noted that progressive neurologic 
diseases worsen post‑operatively, independent of the 
anaesthetic method.[5] Therefore avoiding regional 
anaesthesia is only a very conservative and legally 
safe approach. As many case reports are available 
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