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and cardiac complications are generally found after 
tramadol ingestion at high doses with unintentional 
or intentional suicidal attempts. Ahmadi et al., after 
analysing the cases of tramadol intoxication found 
mortality rate of 0.97%. Most of the cases have been 
reported in conjunction with other drugs such as 
CNS depressants.[4] However, Shadnia et al., reported 
two fatalities with tramadol intoxication without any 
co‑ingestions.[5]

In therapeutic doses, both tramadol and fentanyl have 
been implicated in serotonin toxicity though tramadol is 
more notorious for severe toxicity.[6] Serotonin toxicity 
is marked by the triad of neuromuscular excitation, 
autonomic stimulation and changes in mental state. 
Based on the clinical profile we suspected serotonin 
syndrome to be causative for the complication in our 
patient. The features of toxicity from drug combination 
develop rapidly after onset of effective blood levels 
of the second drug. The autonomic features such as 
tachycardia and tachypnea are not usually severe.[6]

In our patient, the administration of i.v. fentanyl 
initiated the toxicity features (agitation) which became 
more pronounced with tramadol dose. However, 
the cardiac signs erstwhile considered not to be of 
serious consequence, in our patient caused near fatal 
arrhythmia. The rhythm quickly transformed from 
SVT to VT and then to VF [Figure 1].No role of use 
of gabapentin preoperatively in this peroperative drug 
interaction between fentanyl and tramadol could be 
explained.

To our knowledge and belief, this is the first report 
of serotonin toxicity with tramadol and fentanyl 
combination, in therapeutic doses without any other 
serotonergic medication. The inability to monitor 
serum drug level has been a limitation, but the absence 
of any other drug administered prior to fentanyl and 
tramadol effectively establishes the aetiology.

This case report highlights the dangers of combining 
two drugs with potential of serotonin toxicity and the 
severity of cardiac complication that can even be near 
fatal.
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Figure 1: Electrocardiogram tracing of the rhythm during 
cardiopulmonary resuscitation
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Our encounter with left superior 
vena cava

Sir,

A Left Sided Superior Vena Cava (LSVC) is usually an 
incidental finding, which is revealed during insertion 
of central venous lines in asymptomatic patients. 
However if detected, the patient should be investigated 
for the presence of congenital cardiac ailments. We 
had a 28 years male who had a left sided loculated 
pleural effusion, who was posted for a left sided open 
decortication under general anaesthesia. For monitoring 
central venous pressure and in anticipation of use of 
vasoactive drugs, we placed a 7‑French triple lumen 
catheter in the left subclavian vein by supraclavicular 
approach under ultrasound guidance. Post‑operatively 
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paramediastinal bulge or a low density line along the 
upper left margin of the heart on a postero‑anterior 
view could be due to an LSVC but this requires an 
extremely high index of suspicion.[6]

The most common presentation of a LSVC is presence 
of both right and left SVC in the same patient. In 
the presence of a right SVC along with LSVC, the 
abnormality can be missed unless the catheter 
inadvertently enters the LSVC, during catheter 
placement instead of right. If the right SVC is absent, 
the condition is called Isolated PLSVC.[7]

During coronary artery bypass grafting (CABG), the 
surgical field will be filled with blood in the presence 
of LSVC and hence, the SVC needs to be ligated or 
separately cannulated. A PLSVC can lead to steal 
of solution during retrograde cardioplegia, due to 
which it is considered a relative contraindication for 
retrograde cardioplegia. While passing a Swan‑Ganz 
catheter for a cardiac surgery, if the patient develops 
serious arrhythmia (at times ventricular fibrillation), 
a suspicion of LSVC should rise. Hence, it is 
important to know about LSVC during workup for 
a CABG.

The LSVC can create a problem while performing a 
permanent pacemaker implantation or during an 
implantable cardioverter placement via left subclavian 
approach. Serious arrhythmias, coronary sinus 
thrombosis and cardiac arrest have been reported 
due to inadvertent LSVC canulation, especially after 
Swan‑Ganz, chemoport or peripherally inserted central 
venous catheters for chemotherapy, haemodialysis 
catheters, and pacemaker placement. Hence, in the 
interest of the patient, the line should be removed 
and the other site or vein should be used.[8] However, 
single chamber pacemakers have been successfully, 
placed under fluoroscopy.[9]

Figure 1: Post‑operative chest radiograph
Figure 2: Computed tomography chest showing isolated left superior 
vena cava

we obtained a chest radiograph to confirm the position 
of the central venous catheter [Figure 1]. His resting 
heart rate was 64/min, and oxygen saturation on room 
air was 99%.

Suspecting a persistent LSVC (PLSVC), we advised 
a two‑dimensional (2D) echocardiogram to find any 
associated congenital cardiac anomaly. The echo 
revealed normal sized chambers, no septal defects 
with good biventricular function. Retrospectively, we 
reviewed the computed tomography scan that was 
done at another hospital. It revealed a LSVC with an 
absent of SVC on the right [Figure 2].

Persistent left superior vena cava is the most common 
thoracic venous anomaly encountered. The most 
common presentation is presence of both LSVC 
and right SVC.[1] However, isolated LSVC is usually 
associated with atrial septal defect, bicuspid aortic 
valve, coarctation of the aorta, coronary sinus ostial 
atresia and cor triatriatum.[2] The prevalence of PLSVC 
in the general population is 0.3–0.5%, and about 12% 
in patients with congenital heart diseases.[3] Presence 
of PLSVC is the result of failure of regression of left 
anterior cardinal vein in the embryological state, 
which normally forms the ligament of Marshall.[4] 
LSVC is not clinically important if it is not associated 
with other cardiac anomalies. It is revealed during 
central venous catheter placement, thoracic surgery, 
and imaging for a cardiothoracic condition or as a 
finding on autopsy A PLSVC usually drains in the 
coronary sinus. Hence, a dilated coronary sinus on 
2D echocardiography should alert the cardiologist to 
look for a LSVC as well, even though there are other 
causes.[5]

A cardiac magnetic resonance imaging is helpful in 
detecting venous anomalies and the course of abnormal 
veins. Radiologically, a widened aortic shadow, 
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Therefore, the knowledge of PLSVC is important 
for anaesthesiologists and intensivists so that they 
do not get confused with the radiological picture 
after central venous cannulation and can evaluate 
the patient further. Agitated saline injection via 
left antecubital vein (Bubble study) and performing 
transthoracic echo is a safe, harmless and 
inexpensive test that can help in the detection of 
LSVC in suspected patients.[10]
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Bilateral asymptomatic 
pneumothorax in early 
post‑operative period

Sir,

Bilateral asymptomatic pneumothorax in the early 
post‑operative period remains a possible and often 
challenging anaesthetic concern. We believe that 
recalling such complication is pedagogical.[1]

A 58‑year‑old, 176‑cm, 62‑kg, American Society of 
Anaesthesiologists physical status I man underwent 
conservative mandibulectomy. Pre‑operative 
evaluation showed chronic obstructive pulmonary 
disease related to active smoking of 63‑packet years 
of cigarettes. Tomodensitometry assessment had 
shown bullous emphysema with numerous blebs at 
the apices. After establishing routine monitoring, 
general anaesthesia was induced using propofol, 
remifentanil and cisatracurium. Nasotracheal 
intubation was easily performed. Anaesthesia was 
maintained using desflurane (3–4%) in N2O‑O2 
mixture (50–50), sufentanil and cisatracurium. 
Mechanical ventilation (MV) was performed using a 
tidal volume of 7 ml/kg, respiratory rate 12/min, I: E 
ratio 1:2, peak inspiratory pressure (PIP) of 12–14 cm 
H2O, and expired CO2 (PETCO2) of 30–35 mm Hg. 
Surgery was performed in the supine position. At the 
end of the procedure, tracheotomy was performed, 
and a nasogastric tube was inserted for post‑operative 
enteral feeding. In the post‑anaesthesia care 
unit, the patient was spontaneously ventilating, 
conscious, calm and pain‑free. Transcutaneous 
oxygen saturation was 98% with O2 4 L/min, arterial 
blood pressure was 140/70 mm Hg, and heart rate 75 
beats/min. Bilateral pneumothorax was diagnosed 
on chest X‑ray, performed to confirm adequate 
nasogastric tube positioning [Figure 1]. Two chest 
tubes were inserted. Tracheo‑bronchial endoscopy 
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