
Letters to Editor

810 Indian Journal of Anaesthesia | Volume 64 | Issue 9 | September 2020

Declaration of patient consent
The authors certify that they have obtained 
all appropriate patient consent forms. In the 
form the patient(s) has/have given his/her/their 
consent for his/her/their images and other clinical 
information to be reported in the journal. The 
patients understand that their names and initials 
will not be published and due efforts will be made 
to conceal their identity, but anonymity cannot be 
guaranteed.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

Priyanka P Karnik, Nandini M Dave, Arpita Ganguly
Department of Anaesthesiology, NH‑SRCC Children’s Hospital, 

Keshavrao Khadye Marg, Mahalakshmi, Mumbai, Maharashtra, India

Address for correspondence:  
Dr. Priyanka P Karnik,  

B‑2, 401, Rutu Park, Near Vrindavan Society, Thane West, Mumbai, 
Maharashtra ‑ 400 602, India.  

E‑mail: drpriyankakarnik@gmail.com

Submitted: 04-May-2020
Revised: 01-Aug-2020

Accepted: 14-Aug-2020
Published: 01-Sep-2020

REFERENCES

1.	 Frova Intubating Introducer Data Sheet. Cook® Medical, 
Bloomington, USA. [Last accessed on 2020 Apr 05].

2.	 Henderson  JJ, Popat  MT, Latto  IP. Difficult Airway Society 
guidelines for management of the unanticipated difficult 
intubation. Anaesthesia 2004;59:675‑94.

3.	 Pawar  DK, Doctor  JR, Raveendra  US, Ramesh  S, Shetty  SR, 
Divatia  JV, et  al. All India Difficult Airway Association 
2016 guidelines for the management of unanticipated 
difficult tracheal intubation in Paediatrics. Indian J Anaesth 
2016;60:906‑14.

4.	 Sorbello  M, Frova  G. Frova introducer: Neither a stylet nor 
simply an introducer. Anaesthesia 2008;63:1010‑3.

5.	 Swaika  S, Ghosh  S, Bhattacharyya  C. Airway devices in 
paediatric anaesthesia. Indian J Anaesth 2019;63:721‑8.

6.	 Simpson  JA, Duffy  M. Airway injury and hemorrhage 
associated with the Frova intubating introducer. J  Intensive 
Care Soc 2012;13:151‑3.

Figure 1: Endoscopic view: (a) Subglottic region with Frova in situ, (b) 
glottic region with Frova in situ
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Unconventional positioning in 
severely kyphotic patient for 
retinal detachment surgery

Sir,

Supine position is a norm for ophthalmic surgeries.  
Patients with advanced kyphosis pose a unique 
challenge, not only in terms of patient position and 
comfort but also surgeon satisfaction ergonomically. 
These threats become more pronounced in 

vitreoretinal  (VR) surgeries as they are longer than 
cataract surgeries. Surgeons have implemented 
innovations like face to face upright surgeries,[1] 
or Trendelenburg position,[2] to combat these 
issues in patients who cannot lie supine. However, 
Trendelenburg position has its own inherent risks like 
vitreous thrust and respiratory embarrassment.

We report a case of a 64-year‑old,  58 kg male with 
advanced thoracolumbar kyphosis (T10 to L2) who 
came for retinal detachment surgery  [Figure 1]. 
The surgical plan was parsplana vitrectomy with 
band buckling, endolaser and silicon oil injection. 
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Preanaesthetic evaluation revealed an abnormal 
stooped gait. History and examination of 
cardiovascular and respiratory system was normal. 
Preoperative investigations were unremarkable. 
He was refused surgery from multiple centres due 
to his inability to lie supine. Base line heart rate 
was 88/min and blood pressure was 136/74 mm Hg. 
Respiratory rate was 20/min and oxygen saturation 
was 97% on room air. Patient was appropriately 
counselled about intravenous sedation to allay 
the physical discomfort of unusual positioning in 
conjunction with peribulbar block. An intravenous 
cannula was secured. Premedication was done with 
inj ondansetron 8 mg. The head end was raised with 
the help of pillows and bolsters were placed between 
the neck and shoulders. The feet were placed on a 
high pillow and the thighs were flexed  [Figure 2]. 
The surgeon’s chair was also accordingly adjusted 
to the highest level and the footswitch of the 
microscope and vitrectomy machine were placed 
on a pedestal. Standard monitoring included 
electrocardiography, non‑invasive blood pressure 
and pulse oximetry. Respiratory rate and sedation 
level was assessed at an interval of 10 min. Oxygen 
@ 2 litre/min via a nasal cannula was supplemented. 
Inj dexmedetomidine (DEX) 0.25 mg/kg was infused 
over 10 minutes. Then a peribulbar block with 8 ml 
of 1:1, 2% lignocaine and 0.5% bupivacaine with 
150 IU of hyluronidase was given. Inferotemporal 
injection with 5 ml and the rest 3 ml of medial 
canthal injection was given. DEX infusion was 
running @ 0.2 mg/kg/min to achieve a target Ramsay 
sedation score of 3  (responding to commands). 
There was no episode of bradycardia, hypotension, 
desaturation or apnea. Haemodynamics were 
reasonably maintained and surgery finished 

uneventfully in 90 minutes. Patient was pain free in 
the postoperative period.

The hallmark of kyphosis is anterior flexion  of the 
vertebral spine. There may be coexisting restrictive 
lung disease component which makes them 
prone to hypoxia and respiratory insufficiency 
perioperatively. Retinal surgeries per se requires 
dexterious manipulation at the time of sclera 
indentation and muscle pulling when passing the 
buckle, which are considered to be the most painful 
part of surgery. It causes a lot of discomfort with 
peribulbar block alone. Problem was compounded 
with unusual and prolonged positioning. Dose 
dependant sedative and analgesic properties of 
DEX without any respiratory depression was 
appropriately utilised in this case.[3,4] It had a dual 
role in alleviating the pain and discomfort associated 
with the surgery and extreme positioning. DEX has 
been used as an additive agent in peribulbar blocks 
for VR surgeries with good surgeon satisfaction 
scores and better pain and sedation profile.[5] But the 
modus operandi as an adjunctive agent in peribulbar 
block remains to be answered. We rather adhered 
to its established role via the intravenous route 
incorporating the regime of half dose DEX loading 
dose i.e., 0.25 mg/kg rather than full dose DEX (0.5 
mg/kg) as the former offered stable haemodynamics 
without any adverse effects and better control of 
sedation levels.[6]

It is not uncommon to encounter  kyphosis and 
associated intraspinal anomalies.[7] Sight saving 
surgery should not be deferred and DEX sedation 
coupled with customised positioning within the 
available resources proved to be a saviour.

Figure 1: Advanced kyphotic patient Figure 2: Intraoperative position

Page no. 81



Letters to Editor

812 Indian Journal of Anaesthesia | Volume 64 | Issue 9 | September 2020

Declaration of patient consent
The authors certify that they have obtained all 
appropriate patient consent forms. In the form the 
patient(s) has/have given his/her/their consent for his/
her/their images and other clinical information to be 
reported in the journal. The patients understand that 
their names and initials will not be published and 
due efforts will be made to conceal their identity, but 
anonymity cannot be guaranteed.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

Shilpi Sethi, Abhishek Dixit1

Departments of Anesthesiology and 1Ophthalmology, Sitapur 
Eye Hospital and Regional Institute of Ophthalmology, Sitapur, 

Uttar Pradesh, India

Address for correspondence:  
Dr. Shilpi Sethi,  

Sethi Hospital, Station Road, Sitapur, Uttar Pradesh ‑ 261 001, India. 
E‑mail: shilpisethi77@gmail.com

Submitted: 19-Jun-2020
Revised: 21-Jul-2020

Accepted: 14-Aug-2020
Published: 01-Sep-2020

REFERENCES

1.	 Sohail  T, Pajaujis  M, Crawford  SE, Chan  JW, Eke  T. 
Face‑to‑face upright seated positioning for cataract surgery 
in patients unable to lie flat: Case series of 240 consecutive 
phacoemulsifications. J Cataract Refract Surg 2018;44:1116‑22.

2.	 You  T, Huang  CX, Chen  S. Case report: Extreme patient 
positioning for retinal surgery in advanced kyphosis. Retin 

Cases Brief Rep 2015;9:218‑9.
3.	 Yoo JH, Kim SI, Cho A. The effect of dexmedetomidine sedation 

on patient and surgeon satisfaction during retinal surgery 
under sub‑tenon’s anesthesia: A randomized controlled trial. 
Korean J Anesthesiol 2015;68:442‑8.

4.	 Gupta  P, Joshi  S, Jethava  D, Kumar  A. Dexmedetomidine 
ameliorates monitored anaesthesia care. Indian J Anaesth 
2014;58:138‑42.

5.	 Bhandari  S. Commentary: Adjunctive agents in peribulbar 
anesthesia: Role of dexmedetomidine in vitreo‑retinal 
surgeries. Indian J Ophthalmol 2019;67:642‑3.

6.	 Ramaswamy  SS, Parimala  B. Comparative evaluation of 
two different loading doses of dexmedetomidine with 
midazolam‑fentanyl for sedation in vitreoretinal surgery under 
peribulbar anaesthesia. Indian J Anaesth 2016;60:89‑93.

7.	 Gupta N, S R, G B, Shetty A. Vertebral and intraspinal anomalies 
in Indian population with congenital scoliosis: A study of 119 
consecutive patients. Asian Spine J 2016;10:276‑81.

How to cite this article: Sethi S, Dixit A. Unconventional positioning 
in severely kyphotic patient for retinal detachment surgery. Indian J 
Anaesth 2020;64:810-2.
© 2020 Indian Journal of Anaesthesia | Published by Wolters Kluwer - Medknow

This is an open access journal, and articles are distributed under the terms of 
the Creative Commons Attribution‑NonCommercial‑ShareAlike 4.0 License, 
which allows others to remix, tweak, and build upon the work non‑commercially, 
as long as appropriate credit is given and the new creations are licensed under 
the identical terms.

Access this article online

Quick response code
Website: 
www.ijaweb.org

DOI: 
10.4103/ija.IJA_808_20

Page no. 82

Role of percutaneous left stellate 
ganglion blockade (LSGB) as 
a rescue therapy in refractory 
ventricular tachycardia

Ventricular tachycardia (VT) storm is a life-threatening 
syndrome, which is defined by three or more sustained 
episodes of VT, ventricular fibrillation or appropriate 
shocks from an implantable cardioverter-defibrillator 
within 24 hours with significant haemodynamic 
consequences[1] Various antiarrhythmics have been 
described and β-blockers are considered as the first-
line treatment.[2] Termination of the electrical storm by 
Left Stellate Ganglion Blockade (LSGB) can stabilise a 

patient long enough to perform catheter ablation of a 
ventricular arrhythmic focus. Stellate ganglion block 
(SGB) by anatomical landmark technique (paratracheal 
approach) for ventricular tachyarrhythmias is a well-
recognised option. The use of ultrasound to perform this 
block is effective and safer than landmark technique 
because of the prevention of drug deposition in closely 
situated blood vessels like carotid and vertebral 
arteries.[3] Unfortunately, the sympathetic blockade 
remains underutilised due to a lack of awareness and 
understanding of the efficacy and duration of effect.

In our institute, 12 patients with symptomatic ventricular 
tachyarrhythmias refractory to antiarrhythmics 
underwent percutaneous LSGB as a rescue therapeutic 
procedure. It was performed at C6 level by anatomical 
landmarks [Figure 1a] except for one case which was 
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