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Sir,
Tracheal injury is an uncommon but serious complication 
of thyroidectomy with the overall incidence of only 
0.06.[1] We encountered an interesting case of tracheal 
perforation postthyroidectomy and wish to report the 
same. A 20‑year‑old male diagnosed with papillary thyroid 
carcinoma underwent total thyroidectomy with central 
compartment lymph node dissection under standard 
general anesthesia technique. Intraoperative period 
was uneventful. After ruling out tracheomalacia with 
cuff‑leak test, the patient was extubated successfully. 
On the 2nd postoperative day, the patient developed 
slowly progressing surgical emphysema associated with 
respiratory distress. Interestingly, the patient noticed that 
the swelling would suddenly grow if he were to cough 
or sneeze. After discussion with endosurgeons, it was 
decided to perform wound exploration. Awake fibreoptic 
intubation was planned. Tracheal rent was identified with 
fibreoptic bronchoscope, and 8 mm internal diameter 
armored endotracheal tube was advanced distal to 
tracheal rent. Total intravenous anesthesia was provided 
for maintenance. Surgical exploration of the neck was 
carried out, and an irregular approximately 1 cm hole 
with necrotic edges was found at anterolateral surface of 
the trachea at the level of the first and second tracheal 
ring [Figure 1]. The necrotic edges were debrided and 
the hole in the trachea was fashioned into a formal 
tracheostomy by surgeons. An 8 mm tracheostomy tube 
was inserted through the stoma and the neck wound 
closed. Surgical emphysema subsided gradually in next 
48 h. The patient was decannulated after 6 days and 
tracheostomy was closed successfully by the 15th day. The 
common complications associated with the thyroidectomy 
are hypoparathyroidism, recurrent laryngeal nerve injury, 
wound infection, wound hematoma, laryngeal edema, and 
tracheomalacia.[2] Risk factors associated with the tracheal 
injury occurring during or after thyroidectomy are female 
gender, benign thyroid diseases, prolonged intubation 
with high cuff pressure, thyrotoxic goiter, excessive use of 
cautery with increased blood loss intraoperatively, wound 
infection, tracheomalacia, and postoperative vigorous 
cough.[1,3] Tracheal injury occurring in the postoperative 
period commonly manifested as the subcutaneous 
emphysema of neck and face, dyspnea, wound infection, 
and retrosternal tenderness. The management depends 

primarily on the severity of respiratory distress which 
is chiefly related to the size of the tracheal perforation 
and the severity of the subcutaneous emphysema. 
Primary diagnosis should be made by an urgent chest 
X‑ray to exclude pneumothorax. To assess the site and 
size of the tracheal perforation as well as the extent of 
subcutaneous emphysema, computed tomography of 
the neck can be useful. With the help of bronchoscopy, 
one can directly see the perforation and can plan further 
management. Maintenance of oxygenation and ventilation 
is a challenging task for the anesthesiologist as there 
is loss of ventilation to the atmosphere due to open 
airway. Major anesthetic concerns are securing the airway, 
maintenance of anesthesia during tracheal reconstruction, 
prevention of aspiration, and providing nutrition in the 
postoperative period.[4] Documentation will help the next 
team to take a different and safe approach for the airway 
management and prevent further damage to the trachea.[5] 
Early diagnosis, proper preparation, and expertise with 
difficult airway algorithms along with proper and effective 
communication between anesthesiologist and surgeon are 
essential for the successful management of tracheal injury.
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Figure 1: Tracheal perforation
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Sir,
With rising demand of kidney transplant and limited availability 
of ABO‑compatible kidney donors, ABO incompatible (ABOi) 
kidney transplant is a viable option. The median waiting time 
depended on the blood type of patients, but it is reported to 
be around 4 years for all patients on the OPTN report.[1] With 
the current understanding of immunological factors and the 
availability of drugs such as rituximab and procedures such 
as plasmapheresis, immunoabsorbent techniques the graft 
survival of incompatible transplanted kidney is comparable 
with the compatible one.[2,3]

End‑stage renal disease (ESRD) patients suffer with many 
comorbidities such as anemia, platelet dysfunction, ischemic 
cardiomyopathy, dyselectrolytemia, uremia and along with 
ABOi, the anesthetic management tends to play a vital role 
in successful transplant and graft survival.[4]

Here, I am describing the methods used in our set up for 
such cases. A 34‑year‑old male with ESRD was on regular 
hemodialysis twice a week. His blood group was A +ve. He 
was nonhypertensive with heart rate of 76/min. His blood 
urea was 152 mg/dl, serum creatinine ‑ 9.93 mg/dl, serum 

Na ‑ 139 mEq/L, and serum K ‑ 5.33 mEq/L. Anesthetic 
examination and other invest igat ions including 
two‑dimensional echocardiography were within normal 
limit. Whereas the patient’s blood group was A +ve, 
the donor was patient’s relative whose blood group was 
B +ve. She was a known hypertensive lady controlled on 
amlodipine 5 mg. No other comorbidity was present in 
the donor, and all her investigations were within normal 
limits.

Initially, the recipient’s anti‑B titer was 1:64. To reduce the 
anti‑B titer to <1:8 regular plasmapheresis was added to 
the dialysis schedule. Two weeks before KT, rituximab was 
administered, and consequently, the titer was decreased up 
to 1:16, 7 days before surgery, so further plasmapheresis 
was planned with concomitant addition of fresh‑frozen 
plasma (FFP) to obviate deficiency of coagulation factors. 
The patient was started on tablet Pangraf 2.5 mg BD; tablet 
Myphens 36 mg BD for immunosuppression 3 days prior to KT. 
Injection Solu‑Medrol 250 mg and injection thymoglobulin 
50 mg were given on the day of KT. Hemodialysis and 
plasmapheresis were performed on alternate days until the 
evening before the operation.

Anesthetic management in ABO incompatible kidney transplant
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