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intravenously. We feel the study was flawed in two 
ways:
1.	 The timing of anti‑emetics: Most of the literature 

would suggest giving anti‑emetics either at 
the start of surgery[2] or 30  min before the end 
of surgery for prevention of post‑operative 
nausea and vomiting  (PONV).[3] After PONV 
has started in recovery period even doses of 
1 mg intravenously is shown to be as beneficial 
as 8  mg intravenously with no difference in 
either patient outcome or satisfaction.[4] So 
giving all patient ondansetron or granisetron 
in recovery only to see for QT prolongation 
seems to be flawed. It is not mentioned in the 
article about whether the patient felt nauseated 
or vomited in the recovery. Studies have 
shown that if a postoperative patient vomits 
after getting 4  mg of prophylactic ondansetron 
in the recovery room, an additional 4  mg 
treatment dose of ondansetron is not better 
than a placebo to control the vomiting,[5] so 
giving a standard dose to all patients may 
distort the study. Zofran  (trade name) which is 
manufactured by GlaxoSmithKline recommends 
in its website that the dose for PONV should 
be 4  mg intravenously. The authors have also 
not specified if the anti‑emetics were given for 
prophylaxis or treatment.

2.	 The Food and Drug Administration  (FDA) in 
2011 has issued a statement stating that by 
using ondansetron, QT prolongation occurs in 
a dose‑dependent manner.[6] So, in view of this 
recommendation by FDA, which is accepted 
and followed worldwide, using ondansteron 
to demonstrate QT prolongation is unethical 
in our view as it is an accepted complication 
especially when generalizing 8 mg as a standard 
dose irrespective of weight.
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Response: Comparative 
electrocardiographic effects 
of intravenous ondansetron 
and granisetron in patients 
undergoing surgery for carcinoma 
breast: A prospective single blind 
randomised trial

Sir,

We thank the correspondents for their interest and 
comments on our article.[1,2] We agree that the routine 
practice is to give antiemetics during surgery. However 
as discussed by us in the article, this would have 
confounded the effects of the antiemetic drugs on 
QTc interval. We do not have data on the incidence 
of nausea and vomiting as the aim of our study was 
to check the safety profile and not the efficacy. The 
antiemetics were given for prophylaxis and not 
treatment. We used 8mg of ondansetron and 1mg of 
granisetron as this was the standard of care in our 
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institute that time and we wanted the study to reflect 
normal clinical practice.

This study was conducted in 2006-2007 while the 
Food and Drugs Administration advisory was issued in 
2011 as quoted by the correspondents. In2006,this was 
the standard of care in our institute while granisetron 
was just launched that year in India.

We hope this satisfies the queries raised and we once 
again thank them for their interest.
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Comment: Molar approach with 
backward, upward, right and 
posterior manoeuvre

Sir,

The article by Sharma et al. highlights the importance 
of innovation in dealing with a difficult airway, 
especially when gadgets like fibreoptic bronchoscope 
are not available.[1] We present the approach undertaken 
by us in a somewhat similar situation.

A 28‑year‑old male, of 54  kg body weight, was 

Figure 1: Mass arising from the tongue

Figure 2: Magnetic resonance imaging showing the extent of the mass

posted for excision of a mass arising from the tongue 
under general anaesthesia  [Figure  1]. The magnetic 
resonance imaging revealed a mass lesion measuring 
3.5  cm  ×  3.2  cm in the posterior aspect of the oral 
cavity  [Figure 2]. Neck extension and other physical 
examinations were unremarkable and laboratory 
investigations were within the normal limits.

Orotracheal intubation under local anaesthesia 
with sedation was planned due to fear of complete 
airway obstruction on induction of general 
anaesthesia.[2] A nasotracheal intubation would have 
been more appropriate from the surgical point of view, 
but was avoided due to risk of inadvertent injury to the 
tumour. The procedure was explained to the patient 
and consent for possible tracheostomy was obtained.

After instituting routine monitoring, glycopyrrolate 
0.2  mg and fentanyl 50  µg were administered. 
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