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Last but not least, pregnant women are now classified ASA 
2 instead of ASA 1 according to the recent ASA classification 
update.[6] In fact, physiological changes related to pregnancy 
influence perioperative management and outcome.

We wonder how the trial was carried out to give solutions 
for spinal anesthesia‑induced hypotension, and at the same 
time, we remark in the demographic and anesthetic data 
that dural puncture to skin incision and skin incision to 
fetal extraction are both lasting for 10 min in average. This 
means that delivery took in the study several minutes which 
is known to have possible negative impacts on maternal and 
fetal prognosis even under spinal anesthesia.

Finally, we really appreciate the authors’ initiative to 
accomplish this work which will certainly help to clarify 
and animate the debate about spinal anesthesia‑induced 
hypotension as was suggested by meta‑analyses.[7]
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Comments on the article “Intraoperative fluid management: 
Past and future, where is the evidence?”
The article by Al‑Ghamdi et al. made interesting reading.[1] We 
would like to highlight the following dynamic parameters that 
have been used to guide goal‑directed fluid therapy (GDFT) in 

addition to the valuable information provided by the authors:
1 When using esophageal Doppler for GDFT, corrected 

flow time has been used as a parameter alongside 
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stroke volume variation to guide intraoperative fluid 
by many authors.[2‑4] It indicates preload and a value of 
330–360 ms is usually considered as normal

2 Transesophageal echo has been used to guide GDFT. Of the 
various parameters used are velocity time integral (VTI) 
variation, superior vena cava variation, inferior vena cava 
size, variation and left ventricle size, etc. A VTI variation 
of more than 12% implies fluid responsiveness

3 Oxygen extraction has also been used to guide 
intraoperative fluid therapy and has been found to 
reduce hospital stay and morbidity[5]

4 Even central venous O2 saturation and venous‑to‑arterial 
CO2 difference as complementary tools for GDFT 
intraoperatively.[6]
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Puzzling postoperative toxin‑induced acute liver failure after 
nonhepatobiliary surgery

Sir,
Drug‑induced liver injury (DILI) is a well‑recognized 
complication of several drugs; the diagnosis is often one of 
exclusion and is associated with poor prognosis (60%–80% 
mortality without definite treatment with orthotopic liver 
transplantation).[1] Extensive hepatic necrosis, coagulopathy, 
impaired liver synthetic function, and hepatic encephalopathy 
define acute liver failure.[2] Depending on disease severity, it 
may progress to peripheral vasodilation, systemic inflammatory 
response syndrome, and ultimately multiple organ dysfunction.[2]

We present the case of a 36‑year‑old female with medical 
history remarkable only for menorrhagia who underwent a 
robot‑assisted total abdominal hysterectomy and bilateral 
salpingoophorectomy. Her social history was unremarkable; 
she denied taking any preoperative medications and reported a 
previous mild documented allergy to morphine in the past (rash). 
She had prior surgical procedures with postoperative nausea 
and vomiting as the only documented anesthetic‑related 
side effects. The procedure was performed under general 
anesthesia maintained with desflurane and oxygen. The 
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