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tubing. There was no visible obstruction or kinking in the 
scavenging system transfer tubing, but it was connected to 
a dummy connector instead of a regular connector to the 
scavenging system interface. This interface has two ports 
to receive the exhaust gas, both ports have similar diameter 
[Figure 1]. The presence of two ports facilitates connection 
of scavenging system transfer tubings, both from breathing 
system exhaust and ventilator exhaust. In this machine, the 
scavenging system transfer tubing is usually connected to one 
port through a regular connector. The other port is plugged 
with a dummy connector (without any lumen) to prevent the 
leakage of scavenged gas [Figure 2]. The operation theater 
technician had connected the scavenging system transfer 
tubing to dummy connector by mistake, after the machine was 
checked. The misconnection happened as the outer diameter 
of both the regular connector and dummy connector are same. 
Modification of this dummy connector with different outer 
diameter would avoid this complication in future.

A standard scavenging system consists of a collecting assembly, 
transfer tubings, receiving system, and disposal system for 
waste gases. Depending upon the disposal system used, the 
scavenging system is classified into active or passive system. 
Based on the interface, it is classified into open or closed 
system. Positive and negative pressure relief valves are also 
an integral part of the scavenging system. In our case, the 
scavenging system is of active system with open interface. The 
open interface acts as both negative and positive pressure relief 
valves. The positive pressure relief valve (open interface) vents 
the waste gases only if the obstruction is downstream of the 
interface. Obstruction or kinking of the scavenging system 
transfer tubing will result in the development of PEEP.

It was suggested that a standard scavenging system transfer 
tubing should have a 30-mm female connector with positive 
pressure relief valve connected to breathing system or ventilator 
exhaust.[6] These standards are incorporated in newly 
manufactured anesthesia machines. To avoid this complication 
in the existing anesthesia machines, the outer diameter of the 
dummy connector should be modified.
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The use of intrathecal 
dexmedetomidine and 
magnesium

Sir,
We read with interest the article titled “Comparative study 
of intrathecal dexmedetomidine with intrathecal magnesium 
sulphate used as adjuvant to bupivacaine.”[1] The authors 
conducted this prospective randomized trial using intrathecal 
dexmedetomidine. In India approval for its use has only be 
granted for the sedation in critically ill patients and more 
recently for sedation of nonintubated patients prior to and/or 
during surgical and other procedures. However, some studies 
evaluating the use of intrathecal dexmedetomidine have been 
published recently.

The authors used two drugs (intrathecal magnesium and 
dexmedetomidine) of different chemical class and mechanism 
of action. It is difficult to determine an equipotent dose of 
the two drugs. In the absence of equipotent doses, it will be 
difficult to comment which drug is better drug in terms of 
sensory/motor block or duration of analgesia. The type of 
pain in abdominal surgeries is different from that of lower limb 
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Alternative approach for the 
anesthetic management of a 
patient with large pulmonary 
bulla presenting with an 
intracranial tumor for surgery

Sir,
A 40-kg, 59-year-old woman presented with headache and 
vomiting of 40 days duration and left hemiparesis. There 
were no respiratory complaints. However, on auscultation of 
the lungs, there was no air entry in the left apical, axillary, 
and infraclavicular areas. Chest X-ray showed a large 

Figure 1: Chest X-ray showing the large bulla occupying the left hemithorax 
and causing mediastinal and tracheal shift (a) and computed tomography scan 
of the brain demonstrating the cystic intracranial lesion causing mass effect and 
midline shift (b)

surgeries. It will be prudent to conduct the study in similar type 
of surgery to compare the efficacies of the drug. Alternatively, 
the authors could have compared the two surgical procedures 
in the two groups and commented on outcome variables.

The specific gravity of the drugs injected into the intrathecal 
space affects their spinal spread. As different agents were 
used, so it would be better if the authors can provide us the 
specific gravity of the drugs mixture in the three groups. In 
the absence of sample size calculation for a primary outcome 
variable, it is difficult to interpret the data for its significance 
and outcomes.
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lucent area with no vascularity in the left upper and middle 
zones, suggestive of bulla measuring 13 × 7.5 × 12 cm 
[Figure 1a]. Computed tomography scan of brain revealed 
a right temporoparietal hypodense lesion with perilesional 
edema, midline shift, and mass effect on the ipsilateral 
ventricle [Figure 1b]. Pulmonary function tests revealed 
a restrictive pattern, but arterial blood gas on room air 
was unremarkable. An awake craniotomy was planned. 
Monitoring during the procedure included electrocardiogram, 
pulse-oximetry, noninvasive blood pressure, temperature, and 
end-tidal carbon dioxide. A scalp block was performed with 
1% lignocaine with epinephrine and 0.25% bupivacaine. 
Dexmedetomidine 1 mcg/kg was administered over 10 min 
followed by 0.5 mcg/ kg/h infusion during craniotomy. 
Intraoperatively, because of the distortion of the sulci and 
gyri, cortical stimulation was used to rule out edema/tumor 
extension into the motor cortex. Dexmedetomidine was reduced 
to 0.25 mcg/kg/h during stimulation and performance of motor 
tasks to commands. Near total decompression of the tumor 
was achieved, preserving the motor function. Postoperative 
chest X-ray did not show any signs of enlargement or rupture 
of the giant bulla.

Emphysematous bulla is an air-containing space within 
the lung parenchyma resulting from alveolar destruction 
and can lead to adverse lung mechanics and gas exchange. 
The management of such patients during extrathoracic 
surgery is therefore challenging. There are few reports on 
the anesthetic management for extrathoracic surgery in patients 
with pulmonary bulla.[1-3] The anesthetic technique employed 
included general anesthesia with double lumen tube,[1] 
laryngeal mask airway,[2] and endotracheal anesthesia with O2-
air-halothane on spontaneous respiration[3] The advantages of 
our technique were multifold: avoidance of positive pressure 
ventilation eliminated the iatrogenic risk of bulla rupture, awake 
patient cooperated for intraoperative neurological assessment, 
and dexmedetomidine-maintained stable respiratory and 
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