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 Comparison of propofol-
based anesthesia to 
conventional inhalational 
general anesthesia for spine 
surgery—Few queries 

   Sir, 
 I read with interest the article “Comparison of Propofol 
Based Anaesthesia to Conventional Inhalational General 
Anaesthesia for Spine Surgery” by Mishra  et al . [1]  I have 
carried out similar work in the pediatric age group and have 
the following queries and comments. 

 Mishra  et al.  aimed to compare hemodynamic stability in 
both the groups; however, in the results, there is no table or 
graph depicting the same. They have stated that the heart 
rate (HR) remained >20% below baseline value in the 
propofol group; HR was almost same as before induction 
in inhalational group; and that incidence of hypotension was 
almost same in both the groups. No data have been presented 
for incidence of bradycardia requiring treatment in propofol 
group, or for hypertension in inhalational group. The 
authors have not shown any data justifying their statement 
that hemodynamic profile of the study group was better than 
control group. 

 The authors also aimed to compare early emergence. 
However, there is no mention of the time to orientation 
and there are no objective criteria for defining clear headed 
recovery. Time to extubation was lesser than time to limb 
lift. Results do not mention the incidence of postoperative 
nausea vomiting in both the groups, though it is mentioned 
in the abstract and discussion. Methodology does mention 
that total dose of propofol and isoflurane consumed during 
the procedure was noted. However, the mean ± SD dose 

      Authors' reply

   Sir, 
 We are happy to read the views and the opinion expressed by 
the reader[1] about some aspect of our article.[2] Our response 
to some of the concerned issues is as below: 

 Regarding hemodynamic monitoring, the heart rate and blood 
pressure were measured every minute, starting just before 
induction until surgical incision and 10 minutes thereafter 
till completion of surgery. It was removed from the final 
manuscript as it was a relatively lengthy table. In propofol 
group, though the heart rate was >20% below baseline, there 
was lesser variation in heart rate intraoperatively than in the 
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of either drug or the total dose of isoflurane used per case 
is not shown in the results. An average 400 mg of propofol 
was required, but there is no mention of the cost of propofol 
remaining, (which must have been discarded) at the end of 
the case. The demographic data including duration of surgery 
or type of spine surgery are not mentioned at all. Assuming 
average weight of adult as 60 kg, duration of surgery of 
2.5 hours, induction dose as 150 mg, maintenance dose of 
250 mg (1.66 mg/kg/hr) propofol must have been used. I feel 
the dose was less considering that patients were not given any 
benzodiazepine at all, but surprisingly, the bispectral index 
remained between 40 and 60. 

 Anila D Malde 
Department of Anaesthesiology, Lokmanya Tilak Municipal

Medical College and Lokmanya Tilak Municipal General Hospital, 
Sion, Mumbai - 400 077, India

 Address for correspondence:  Dr. Anila D Malde, 
Block No. 3, Nagjibhai Mansion, 

Manubhai P. Vaidya Marg, Ghatkopar (East), Mumbai, India. 
E-mail: dradmalde@yahoo.com

 Reference 

 1. Mishra LD, Pradhan SK, Pradhan CS. Comparison of propofol based 
anaesthesia to conventional inhalational general anaesthesia for 
spine surgery. J Anaesth Clin Pharmacol 2011;27:59-61.   

Access this article online
Quick Response Code:

Website:
www.joacp.org

DOI:  
10.4103/0970-9185.86619

Slater MS. Intraoperative renal cell carcinoma tumor embolization to 
the right atrium: Incidental by transesophageal echocardiography. 
Anesth Analg 2006;102:378- 9.         

AzharS
Rectangle

AzharS
Rectangle



Letters to the Editor

574 Journal of Anaesthesiology Clinical Pharmacology | October-December 2011 | Vol 27 | Issue 4

isoflurane group. Hemodynamic profile in propofol group was 
thus better than the isoflurane group. 

 Regarding comparison of emergence, we compared the time 
for eye opening and time taken to reach an Aldrete score 
of 9. Aldrete score contains parameters like consciousness 
and motor activity. So, eye opening, consciousness, and 
motor activity are reasonably enough parameters to compare 
emergence. 

 We used a single isoflurane vaporizer for all cases in control 
group. Isoflurane consumed per case was calculated by 
dividing total isoflurane used in the vaporizer with total 
number of cases anesthetized. Indeed, it was a rough 
estimate, but we could not find any better and more practical 
method to calculate the isoflurane dose. The surgery was 
performed by same neurosurgical team, time required was 
nearly identical (as shown in the relevant observations in the 
manuscript) in most cases. In propofol group, we calculated 
the cost of the propofol used. We did not consider the amount 
of propofol that remained in the syringe after operation, 
because that was used in next patient, after changing the 
connecting tubing to avoid wastage of the drug. We routinely 
use midazolam 30 mcg/kg intravenous 3 minutes before 
starting administration of propofol in all cases. We titrated 
the infusion dose of propofol according to bispectral index 
scores, which were kept in a range of 40 to 60. 

 L D   Mishra,   S K   Pradhan,   C S   Pradhan 
Department of Anaesthesiology, Division of Neuroanaesthesia, 

Institute of Medical Sciences, Banaras Hindu University, 
Varanasi, Uttar Pradesh, India

 Address   for   correspondence:  Dr. LD Mishra, 
Department of Anaesthesiology, Division of Neuroanaesthesia, 

Institute of Medical Sciences, Banaras Hindu University,
Varanasi - 221 005, Uttar Pradesh, India. 

E-mail: ldmishra@rediffmail.com.

References

1. Malde AD. Comparison of propofolbased anesthesia to conventional 
inhalational general anesthesia for spine surgery—Few queries. J 
Anaesth Clin Pharmacol 2011;27:573.

2. Mishra LD, Pradhan SK, Pradhan CS. Comparison of Propofol Based 
Anaesthesia to Conventional Inhalational General Anaesthesia for 
Spine Surgery. J Anaesth Clin Pharmacol 2011;27:59-61.

Access this article online
Quick Response Code:

Website:
www.joacp.org

 Endotracheal tube fixation 
in neurosurgical procedures 
operated in prone position 

   Sir,  
 Neurosurgical procedures operated in the prone position 
carry risk of endotracheal tube (ETT) dislodgement, which 
is potentially life threatening. [1]  The soiling of the adhesive 
tape used for the ETT fixing and the weight of the breathing 
circuit can loosen the adhesive plasters,which can result in 
ETT slippage and dislodgement. Methods to secure ETT for 
the patients operated in prone position include its suturing, [2,3]  
and placing transparent adhesive dressing over the plasters and 
face. [4]  Several ETT fixation devices have been described. [5]  We 
describe a simple method of ETT fixation for the neurosurgical 
patients operated in prone position. Initially, the ETT is fixed 
with elastic adhesive tapes in conventional manner. Thereafter, 
another adhesive tape (approximately 50 cm long and 1.5 cm 
wide) is taped like a sling around the occiput (for cervical spine 
and cervicomedullary junction procedures) or around the neck 
(for posterior-fossa procedures and occipital craniectomies), with 
the ends wrapped around the ETT and then onto the upper 
or lower lip in opposite direction. The adhesive tape is just 
taped and not applied tightly. To prevent soiling, the adhesive 
tapes are covered with transparent adhesive drapes [Figure 
1a and b]. We have used this method in 35 neurosurgical 
procedures operated in prone position. In the later 20 patients, 
ultrasonography performed after application of adhesive tapes 
ruled out compromise of lumen of both the internal jugular veins. 
During surgery, the operating surgeon neither complained of 
venous congestion or excessive oozing in any patient, nor did 
we notice excessive oozing. We believe that with this method of 
ETT fixation, the ETT is well-secured and there is no possibility 
of its dislodgement. 

 Georgene Singh, Sethuraman Manikandan, 
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 Figure 1: (a)  ETT fixation for cervical spine and cervicomedullary junction 
procedures with elastic adhesive-tape encircling occiput;  (b)  ETT fixation for 
posterior-fossa procedures and occipital craniectomies with elastic adhesive-tape 
encircling neck
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