
Letters to Editor

428 Journal of Anaesthesiology Clinical Pharmacology | July-September 2015 | Vol 31 | Issue 3

4. Kim JM, Hackman L. Anesthesia for untreated hypothyroidism: 
Report of three cases. Anesth Analg 1977;56:299-302.

5. Auer RN. Hypoglycemic brain damage. Metab Brain Dis 
2004;19:169-75.

6. Kehl F, Payne RS, Roewer N, Schurr A. Sevoflurane-induced 
preconditioning of rat brain in vitro and the role of KATP channels. 
Brain Res 2004;1021:76-81.

7. Malouf R, Brust JC. Hypoglycemia: Causes, neurological 
manifestations, and outcome. Ann Neurol 1985;17:421-30.

Access this article online
Quick Response Code:

Website: 
www.joacp.org

DOI:  
10.4103/0970-9185.161738

Permissive hypotension in 
a head-injured multi-trauma 
patient: Controversies 
and contradictions

Sir,
The report by Kohli et al., is indeed interesting.[1] Currently, 
permissive hypotension remains controversial among trauma 
care professionals. In the last millennium, the prehospital care for 
polytrauma included two large-bore intravenous lines with fluids 
running wide open. In sharp contrast to this historic practice, the 
current trend is to limit fluid resuscitation to prevent coagulopathy, 
anemia, thrombocytopenia and electrolyte disturbances. Here 
we would like to recall controversies related to fluid therapy in 
trauma victims with or without traumatic brain injury (TBI), 
and stress on the need for clinical audit of cases managed and 
proper documentation. Recent data indicate that prehospital 
fluid resuscitation with crystalloids may have a survival advantage 
in those with arterial hypotension, in contrast to normotensive 
patients getting benefit from a fluid restrictive approach.[2] 
Metaphorically, the tide of fluid resuscitation is ebbing, and 
many of our bleeding patients are managed drier than previously.

Human studies involving blunt trauma has failed to demonstrate 
any mortality benefit based on resuscitation strategies including 
permissive hypotension. In these situations, trauma physicians 
dealing with severely injured blunt trauma victims with TBI 
and active bleeding faces tremendous challenges with regard 
to fluids for resuscitation. It is observed that even single 
episode of hypotension in brain-injured patient is associated 
with a doubling of mortality.[3] Furthermore, patients with 

head injuries treated with hypotensive resuscitation developed 
progressive intracerebral swelling and increased intracranial 
pressure, as well as higher lactate/pyruvate ratios as a result 
of delayed restoration of cerebral blood flow. Hence, the 
Brain Trauma Foundation recommends avoidance of systolic 
blood pressure of <90 mmHg in TBI[4] and the European 
Brain Injury Consortium and the Association of Anesthetists 
recommend much higher targets with mean arterial blood 
pressures of >90 mmHg.[5]

To summarize, the use of hypotensive resuscitation in polytrauma 
victims has to be decided based on the status of the cases and 
associated TBI, and monitored meticulously as done in this 
case. Current trends of permissive hypotension may please be 
avoided if TBI is suspected, as maintenance of cerebral perfusion 
pressure is essential to limit secondary brain injury and further 
neuronal cells death. Until further research spells out the risks 
and benefits of permissive hypotension in blunt trauma with TBI, 
it should be practiced with caution by those involved in trauma 
care. Emergency physicians, therefore, have to initiate clinical 
audit of their cases as expected in the Clinical Establishment Act 
2010 of India and look into their own data and come out with 
guidelines. The attitude of documentation has to be inculcated 
in medical education and training, as these records are subjected 
to research and legal purposes. Last but not the least, saving life 
is important, but adding quality is also equally important.
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What to do when your surgeon 
cuts off the patients’ oxygen 
supply?

Sir,
A 38-year-old, American Society of Anesthesiologists 
(ASA) grade 1 male patient was posted for elective composite 
resection, radical neck dissection and plastic reconstruction for 
invasive carcinoma of the right buccal mucosa (gingivo-buccal 
sulcus). On preoperative evaluation, he had no mouth opening, 
trismus and normal neck movements. As per standard ASA 
guidelines, awake fiber-optic intubation (FOB) was planned 
after upper airway anesthesia (superior laryngeal nerve block, 
trans-tracheal block and lignocaine nebulization). After nasal 
preparation and mild intravenous sedation, a normal 7 mm 
cuffed endotracheal tube (ETT) was inserted through the right 
nostril (more patent), guided by the FOB and the ETT was 
passed into trachea under vision. Standard general anesthesia 
with muscle relaxant was given after confirming bilateral air 
entry and capnography. During the surgery, radical wide local 
excision of the malignant lesion and the adjacent area was done, 
followed by partial resection of the involved right mandible 
using micro-motor instrument (motorized bone cutter). At 
this point, suddenly there was an alarm of circuit leak, drop in 
airway pressure and inability to attain adequate tidal volume 
by the ventilator. Immediately, 100% oxygen was given. ETT 
cuff was checked and found to be deflated. Manual ventilation 
was attempted, which caused bubbling at the surgical site. The 
surgeons were asked to stop their procedure and clear the area 
of collected blood. A transverse cut of the oral part of the ETT, 
around 10 cm above the cuff area was noted along with midway 
cutting of the pilot line (cuff inflation line) [Figures 1 and 2].

Immediate preparations were done to change this partially 
transected tube. A lubricated gum elastic bougie was inserted 
through the existing nasal tube after approximating its partial 
cut ends. Under all sterile conditions, direct laryngoscope 
was used to move away the tongue and the surgeons asked to 
manually lift the overlying tissue and suction the field. The 
transected tube was removed over the bougie, and a fresh 
cuffed 7 mm ETT was successfully railroaded over the bougie 
into the trachea and cuff inflated. After confirming correct tube 
placement, the ETT was connected to the ventilator and the 
nasal tube fixed again. During this entire episode, the patient 
maintained his vitals and saturation within normal limits. 
The rest of the perioperative period was uneventful. After 
plastic reconstruction of the defect created by the primary 
radical surgery, neuromuscular blockade was reversed, but 
the trachea was not extubated. The ETT was retained for 
24 h and oxygen was given via T-piece in the postoperative 
intensive care unit. The trachea was extubated later over a 
tube exchanger device.

Figure 2: The transected tube and the cut pilot line (taken after removing the 
tube)

Figure 1: Intraoperative photo of transected tube in the oral cavity (shown with 
a pointed surgical instrument)
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