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Letters to Editor

functioning valves or PVC inflation lines taken from 
various sources have been reported.[4,5]

On three occasions, when we failed to get a replacement, 
we bypassed the non-functioning inflation valve of the 
PLMA, by using the red plug [Figure 1] to inflate the 
cuff of the PLMA without any problem. The red plug is 
a vent device integrated into the inflation valve–pilot 
balloon assembly of the PLMA.[2,6] Till date, we have 
conducted 20 laparoscopic procedures using the red 
plug to inflate the PLMA cuff without compromising 
the safety of the patients.

Failure to inflate the cuff, secondary to obstruction of the 
pilot balloon may be due to mechanical blockage (chemical 
residue, damage to valve by chemical agents used during 
cleaning or sterilisation, moisture or aging of the valve). [7,2] 

The manufacturer recommends discarding reusable LMAs 
after a maximum of 40 uses or when these devices fail the 
pre-use check tests. In many institutions, their use may 
extend beyond the recommended 40 uses or they may be 
used when the damaged part has been repaired and the 
LMA has fulfilled the pre-use check tests.[8,5]

Encouraged by our experience, previous reports,[4,5] 
failure of the manufacturer to replace damaged 
inflation valves and the high cost of the reusable 
LMAs, we now retain functioning inflation valves of 
LMAs slated for condemnation. 
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Tramadol-induced respiratory 
depression in a morbidly obese 
patient with normal renal function

Sir,

Among opioids, tramadol hydrochloride is considered 
safer than other opioids with respect to its respiratory 
effects. Dose of tramadol in post-operative patient is 
up to 250 mg intravenous (i.v.) in initial hour and 600 
mg in 24 h.[1] The metabolite of tramadol, O-desmethyl 
tramadol, (+ODT) has been shown to have an affinity 
for m opioid receptors (200 times) than that of parent 
drug and is responsible for analgesia. Tramadol-induced 
respiratory depression was reported previously in patients 
with altered renal function.[2] We report such an event in a 
morbidly obese patient but with normal renal and hepatic 
functions who received tramadol in clinical doses.

A 50-year male, weighing 143 kg (BMI: 50.7 kg/m2), 
ASA 2 classification, was without any co-morbidity 
was scheduled for surgery for thigh reduction-
plasty [Figure 1]. Nonsmoker nonalcoholic 
patient with good exercise tolerance reported 
two uneventful previous surgeries two years ago. 
He had no history suggestive of obstructive sleep 
apnoea (OSA) syndrome. Patient had normal 
renal, liver, cardiovascular function tests. Though 
pulmonary function tests [Figure 2] were suggestive 
of early minimal small air way obstruction, after 
consultation with pulmonologist, it was concluded 
as adequate. Pre-operative arterial blood gas (ABG) 
showed pH of 7.347, pCO2 of 55.5 mmHg, pO2 of 
73.2 and saturation of 90%.

Operating table width was adjusted with additional 
supports to accommodate hugely built patient. 
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Anaesthesia was induced with fentanyl (150 µg 
i.v), inj. Propofol (2.5 mg/kg) and succynylcholine 
(1.5 mg/ kg). Sevoflurane-vecuronium-fentanyl (150 µg) 
was used for maintenance. During the uneventful 
surgery, patient received three units of whole blood, 
inj. diclofenac sodium 75 mg (i.m). Extubation was 
uneventful.

In the first hour of post-operative period, patient 
complained severe pain at the operating site. Inj. 
tramadol 200 mg i.v. was advised and ordered to repeat 
8th hourly. Four hours later, patient had adequate pain 
relief. Second dose of tramadol was administered 
at 8th hour. Patient was found increasingly drowsy 
and further tramadol injection was omitted. Patient 
became unresponsive at 17th hour with sluggish low 
respiratory rate breathing. ABG showed pH of 6.989, 
pCO2 of 121.4 mmHg, pO2 of 57.1 mmHg, HCO3 of 
28.6 mmol/l and SpO2 of 65%. Emergency intubation 

was done and mechanical ventilation was started. Inj. 
Naloxone 0.4 mg i.v. was administered. Subsequently, 
patient was conscious with adequate mechanical 
ventilation. ABG parameters improved further. Patient 
was extubated at 28th hour. 

In clinical practice, respiratory depression by tramadol 
is extremely rare.[3] Previous studies shown unaltered 
end-tidal CO2 changes or respiratory functions with 
tramadol usage in contrast to injection morphine[4] 
or pethedine[5] in spontaneously breathing patients. 
Further, the respiratory rate, arterial O2 and CO2 
tensions were found normal in spontaneously 
breathing patients following upper abdominal surgeries 
who received epidural tramadol.[6] Teppema et al.[7] 
observed dose dependent respiratory depression due to 
tramadol in cats in doses 1-4 mg/kg and highlight the 
similar possibility in humans in the early postoperative 
period when residual anaesthetic effects still existing. 
However, our patient had dose of 1.5 mg/kg and the 
respiratory effects were observed in late post operative 
period where anaesthetic effects are ruled out.

Our patient had minimally altered but adequate 
pulmonary functions. Preoperative ABG showed 
minimally increased CO2 levels, a significant increase 
in CO2 level and unresponsiveness followed tramadol 
injections suggesting the possibility of respiratory 
depression by tramadol. Should the primary cause 
of respiratory depression be due to pulmonary 
insufficiency, then patient would have developed 
respiratory failure in the early post operative period 
itself when the residual anaesthetic effects still persist. 
Our patient had excellent recovery from anaesthesia. 
Conscious patient with complete cognitive and 
neuromuscular recovery usually need further sedation 
(and paralysis) for elective mechanical ventilation. 
Further, respiratory function was unaffected by 
the surgical incision. Thus, elective mechanical 
ventilation was not considered. 

Respiratory depression following iatrogenic tramadol 
overuse can occur in individuals carrying CYP2D6 
duplication (ultrarapid metabolisers, UM).[8] These 
patients display increased enzyme activity for 
tramadol, resulting highly increased transformation to 
active metabolite (+)ODT. However, Asian population 
have the lowest incidence of 0.5%-2.5% of the 
CYP2D6 UM genotype, compared to other continents, 
and the possibility of having such a genotype in our 
patient could be rare. Routine screening tests for 
UM  genotyping (by polymerase chain reaction) may 

Figure 1: Morbidly obese patient under anaesthesia for thigh reduction 
plasty

Figure 2: Preoperative pulmonary function testing curves. (FVC of 75% 
of predicted, FEV1 of 68% of predicted, FEF25-75 of 33% of predicted 
and FVV1/FVC ratio of 90% of predicted)
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not be economically feasible, which is a limiting factor 
to investigate further in our clinical settings.
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Challenges in the management 
of obese parturient

Sir, 

We read with great interest the article “Morbidly 
obese parturient: Challenges for the anaesthesiologist, 
including managing the difficult airway in obstetrics. 
What is new?” by Rao and Rao.[1] However, there are 
certain points which need further discussion.

Foetal dose with conventional chest X-ray is is less 
than 0.01 mGy. Even then, diagnostic radiological 
procedures should be performed during pregnancy 
only if the information to be gained from the study 
is necessary for the care of the patient as per the 
American College of Obstetricians and Gynecologists 
(ACOG) Committee Opinion.[2] Pulmonary function 
test would be more ideal for the preoperative 
assessment of degree of restrictive lung disease in 
obese parturient.

Beta blockers are classified as category C as per the US 
Food and Drug Administration (FDA) classification, 
which means that animal studies have revealed 
adverse foetal effects, but there are no controlled data 
in women. Potential maternal benefit must always be 
weighed against the foetal side effects.[3] If beta blockers 
are prescribed, it is recommended to monitor foetal 
heart rate and intrauterine growth. They should be 
discontinued before labour. After delivery, monitoring 
of neonatal heart rate, respiratory status and blood 
sugar is essential.

The Abe formula [lumbar puncture depth (cm) = 1 + 17 
weight (kg)/height (cm)] might be a more reliable 
predictor for estimating the required LP needle  
length.[4] It is prudent to select a longer needle for an 
obese patient if the formula calculates a depth that is 
barely within the range of the needle at hand to reduce 
the number of attempts and patient discomfort.
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