
Letters to Editor

280 Journal of Anaesthesiology Clinical Pharmacology | Volume 36 | Issue 2 | April‑June 2020

through detection of a low free T4 and a high TSH level. 
A rising TSH level is the most sensitive indicator of failing 
thyroid function.[4]

Hypothyroidism causes increased responsiveness to central 
nervous system depressants and neuromuscular blocking 
agents. Increased sensitivity may be secondary to reduced 
cardiac output and blood volume, abnormal baroreceptor 
function, slowing of drug metabolism, and excretion. Decreased 
neuromuscular excitability, decreased ventilatory response 
to hypoxia, and hypercarbia are enhanced by anesthetic 
agents.[1,4] Due to depression of vascular and respiratory 
reflexes, hypotension, cardiac arrest and delayed recovery of 
spontaneous ventilation is common in hypothyroid patients.[5] 
Such patients should be rendered euthyroid before the surgery. 
Regional anesthesia should be preferred, if the surgery cannot 
be delayed.[5] 

To conclude, a patient of persistent bradycardia may have 
other than cardiac cause. In cases of emergency, signs of 
hypothyroidism may be managed empirically with enteral 
thyroid hormone replacement state, if parenteral form of 
thyroxine is not available. 
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Permanent dialysis 
catheter‑related right atrial 
mass: A case report

Madam,
One of the common complications associated with permanent 
dialysis catheters is catheter‑related atrial thrombus (CRAT). 
The mortality rate due to thrombus associated complications 

reaches 100% in untreated patients. Thus, early diagnosis 
and treatment are important.[1] Atrial thrombi must be 
differentiated from myxomas because of distinct treatment 
strategies.

A 34‑year‑old patient with autosomal dominant polycystic 
kidney disease had renal impairment for 4 years with serum 
creatinine level of 5.6 mg/dl. He required hemodialysis twice 
weekly via permanent dialysis catheter inserted through an 
internal jugular vein. He was admitted for renal transplantation. 
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As a part of preanesthetic evaluation, two‑dimensional (2D) 
transthoracic echocardiography (TTE) was done which 
revealed right atrial (RA) mass measuring 4.5 ×4 cm, 
originating from RA free wall. The mass was asymptomatic 
and was not interfering with tricuspid valve function. With 
the provisional diagnosis of RA myxoma, he was referred 
to cardiac surgery. Intraoperative 2D transesophageal 
echocardiography (TEE) revealed that the mass was attached 
to tip of dialysis catheter in the RA [Figure 1], and it 
was removed by open‑heart surgery. The gross findings 
of the mass suggested the organized thrombus [Figure 2] 
which was later confirmed by histopathology. The dialysis 
catheter was removed and temporary dialysis catheter was 
inserted via femoral route, and patient was referred for renal 
transplantation.

The use of long‑term dialysis catheters is increasing. One of 
the complications of these catheters is thrombus formation in 
RA. CRAT may be asymptomatic initially, but it may lead 
to pulmonary embolism, infection, arrhythmias, or systemic 
embolization in the presence of an intracardiac shunt.[2] The 
incidence of the CRAT ranges from 8–13% in oncological 
patients and 5.4% in dialysis patients.[3] Stavroulopoulos 
et al. found an incidence of pulmonary embolism of 14% 
and a mortality rate of 18.3% in dialysis patients with RA 
thrombus.[4]

The differential diagnosis of RA thrombus includes benign or 
malignant tumors and tricuspid valve vegetations. The most 
common primary benign cardiac neoplasm is myxoma. About 
75% of myxomas arise in the left atrium, 20% in RA, and the 
remaining 5% in ventricles. Majority of atrial myxomas are 
attached to the fossa ovalis part of interatrial septum. Second, 
most myxomas are symptomatic, while detection of thrombus is 

Figure 1: ME bicaval view (transesophageal echocardiography) showing 
right atrial mass attached to dialysis catheter. RA‑Right Atrium, LA‑Left Atrium, 
SVC‑Superior vena cava, IVC‑Inferior vena cava Figure 2: Right atrial mass (organized thrombus)

an incidental finding. Third, myxomas are often pedunculated, 
and the presence of stalk typically confirms the diagnosis 
of myxoma. Potential errors in the diagnosis can be made, 
especially if the attachment site is ill‑defined, as happened in 
this patient. Furthermore, prolapse through the atrioventricular 
valve is a feature of myxoma. Although diagnosis of atrial 
mass is generally made by TTE, TEE has better sensitivity 
and specificity. Computed tomography (CT) imaging is 
complementary to TEE and cardiac magnetic resonance 
imaging but has the disadvantage of nephrotoxicity.[5]

Catheter removal after attaining anticoagulation is the treatment 
of choice in most cases of CRAT. Surgical thrombectomy 
is recommended in those with a thrombus size >6 cm, 
contraindication to anticoagulation or cardiac abnormalities 
like endocarditis.[4] Thrombolysis is recommended in 
managing hemodynamically unstable patients with pulmonary 
thromboembolism. In conclusion, the RA thrombus due to 
dialysis catheter can be mistaken for RA myxoma. When the 
differential diagnosis is difficult and thrombus is a possibility, 
confirmation with TEE or CT imaging may be helpful, and 
a trial of anticoagulation may be advised.
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Critical heart rate and 
left bundle‑branch block 
resolution in anesthesia

Madam, 
Left bundle‑branch block (LBBB) occurs when there is a 
block in the conduction pathway of the left bundle branches. 
LBBB can be described as transient, intermittent, or 
permanent. Transient BBB can be caused by a phase 3 
block, a phase 4 block, or a concealed conduction.[1] Disease 
processes associated with LBBB include hypertension, 
coronar y heart disease, hyperkalemia, idiopathic 
degeneration of conduction tissue, cardiomyopathy, valvular 
abnormalities, myocarditis, infective endocarditis, and 
trauma or cardiac surgery.[1,2] Of these, LBBB is most 
often a result of coronary heart disease and hypertension.[3] 
This case report describes a scenario in which an LBBB 
transiently converts to normal sinus rhythm with the 
induction of general anesthesia and reverts back to LBBB 
upon emergence from anesthesia.

A 50‑year‑old female with chronic back pain presented for a 
minimally invasive L4/L5 transforaminal lumbar interbody 

fusion. An electrocardiogram (ECG) from 5 months prior 
to her preoperative evaluation was interpreted as normal 
sinus rhythm (NSR) with heart rate (HR) 75 beats per 
minute (bpm) [Figure 1]. A subsequent ECG a week prior to 
surgery demonstrated LBBB at HR of 76 bpm [Figure 2]. A 
preoperative stress test with myocardial perfusion imaging was 
negative for inducible ischemia. All preoperative laboratories 
including electrolytes and blood counts were within normal 
limits.

Prior to induction of anesthesia, the LBBB was appreciated 
at HR of 84 bpm. Upon induction, LBBB was no longer 
appreciated on telemetry [Figure 3] until extubation and 
arrival at post anesthesia care unit  (PACU) [Figure 4]. 
Standard American Society of Anesthesiologists (ASA)
monitors were used intraoperatively. Minimum blood 
pressure in the surgery was 86/60 mmHg with a HR of 55 
bpm. Maximum blood pressure was 137/71 mmHg with a 
HR of 78 bpm. There were no intraoperative complications, 
hemodynamic instability, or ventilatory difficulties. Blood 
loss estimated to be 25 ml, urine 100 ml, and crystalloids 
900 ml.

The patient was transported to PACU, where the initial vital 
signs demonstrated a HR of 102 bpm, BP 139/91 mmHg, 
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