
Page | 357
Letters to Editor

Saudi Journal of Anaesthesia   Vol. 7, Issue 3, July-September 2013

Address for correspondence: 
Dr. Tumul Chowdhury, 

Department of Anesthesia and Perioperative Medicine, 
Health Sciences Center, University of Manitoba, Winnipeg, Canada. 

E-mail: tumulthunder@gmail.com

REFERENCES

1. Becker DE, Reed KL. Essentials of local anesthetic 
pharmacology. Anesth Prog 2006;53:98‑109.

2. Kinsella SM, Tuckey JP. Perioperative bradycardia and 
asystole: Relationship to vasovagal syncope and the 
Bezold‑Jarisch reflex. Br J Anaesth 2001;86:859‑68.

3. Sato K, Shamoto H, Yoshimoto T. Severe bradycardia during 
epilepsy surgery. J Neurosurg Anesthesiol 2001;13:329‑32.

Access this article online
Quick Response Code:

Website:

www.saudija.org

DOI:

10.4103/1658-354X.115344

4. Schaller B, Cornelius JF, Prabhakar H, Koerbel A, Gnanalingham K, 
Sandu N, et al. The trigemino‑cardiac reflex: An update of the 
current knowledge. J Neurosurg Anesthesiol 2009;21:187‑95.

5. Arnold RW, Jensen PA, Kovtoun TA, Maurer SA, Schultz JA. 
The profound augmentation of the oculocardiac reflex by fast 
acting opioids. Binocul Vis Strabismus Q 2004;19:215‑22.

Are we responsible for the dizzy operating surgeon?

Sir,

A 50 kg, 25-year-old ASA I male patient, presented with 
hoarseness of  voice. He was diagnosed to have vocal cord 
polyp and was posted for its laser excision. After attaching 
standard monitors in the operating room, anesthesia was 
induced with fentanyl, propofol, and tracheal intubation 
was facilitated by vecuronium with uncuffed (5 mm ID) 
laser orotracheal tube. Anesthesia was maintained with 
air/oxygen (FiO2	0.5)	and	isoflurane	approximately	MAC	
1-1.2 Intraoperative boluses of  fentanyl and vecuronium 
were administered as required. The surgery commenced 
and proceeded smoothly. However, after 20 min, while 
performing surgery on the vocal cords, the operating 
surgeon complained of  feeling dizzy. He was not able 
to concentrate on the procedure and thus stopped the 
surgery. After resting for some time in the adjoining room, 
he	felt	fine	and	restarted	the	surgery.	However,	he	again	
complained of  the same problem to us and stopped to 
operate. We then went to the surgeons end while trying 
to sort out the cause of  dizziness. We smelled pungent 
odor near the face of  the surgeon and thus suspected 
inhalational	 agent	 (isoflurane)	 to	 be	 a	 probable	 culprit.	
We	immediately	switched	off 	the	isoflurane	vaporizer	and	
changed over to propofol infusion. The surgeon resumed 
his surgery and could immediately make out the difference 
from previous episodes and there were no more ‘dizzy’ 
problems thereafter. Rest of  the surgery was uneventful.

Surgeries around vocal cord and bronchoscopy procedures 
require the operating surgeons to be close to the face of  
the patient. In these situations, the anesthesia gases along 

with inhalational agents leak outside from around the 
tube. Constant inhalation of  gases while near the face of  
the patient can make the surgeon feel considerably dizzy.

The fact that the leaking of  gases from around the uncuffed 
endotracheal tube causes contamination of  operating 
room atmosphere is well-known.[1] However, what has 
never been described before in literature is that in these 
surgeries, close proximity of  the operating surgeons face to 
the leaking gases, makes him dizzy enough to incapacitate 
him to even operate.

Though, cuffed laser orotracheal tubes are available to us, we 
required to use a smaller laser OTT in this patient to facilitate 
surgery for which only the uncuffed laser tube was available. 
Non availability of  proper sized cuffed laser tubes could be 
a problem in many countries. After this incidence, we have 
indigenized a novel method to prevent leakage of  gases to 
outside from uncuffed laser tubes. We cut the proximal end 
of  the portex orotracheal tube till the distal end of  the cuff  
along with the pilot balloon and sleeve it on the laser tube so 
that the cuff  prevents leakage of  gases to outside [Figures 1 
and	2].	The	cuff 	is	thereafter	filled	with	saline.

We also suggest using propofol intermittent boluses or 
infusion, for surgeries in and around the vocal cord and 
in bronchoscopies, rather than using inhalation agents 
in	situations,	which	cause	significant	leakage	of 	gases	to	
outside atmosphere.

These two simple measures make for less operating room 
contamination and keeps surgeons ‘fresh’ intra-operatively.
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Figure 1: Proximal end of polyvinyl chloride endotracheal tube sleeved 
over proximal end of uncuffed laser tube

Figure 2: Sleeving of proximal end of PVC endotracheal tube over 
laser tube including endotracheal balloon and pilot tube

Jyotsna Punj, V. Darlong, R. Pandey
Departments of Anesthesiology and Critical Care, 

All India Institute of Medical Sciences, New Delhi, India

Address for correspondence: 
Dr. Jyotsna Punj, 

Department of Anesthesiology and Critical Care, 
All India Institute of Medical Sciences, New Delhi, India. 

E-mail: Jyotsna_punj@yahoo.com

REFERENCE

1. Khine HH, Corddry DH, Kettrick RG, Martin TM, 
McCloskey JJ, Rose JB, et al. Comparison of cuffed and 
uncuffed endotracheal tubes in young children during general 
anesthesia. Anesthesiology 1997;86:627‑31.

Access this article online
Quick Response Code:

Website:

www.saudija.org

DOI:

10.4103/1658-354X.115345 

Reinforced endotracheal tube: A life threatening 
experience in intensive care unit

not	seem	to	be	difficult	but	extubation	could	be	a	problem	
owing to airway edema post-operatively. General anesthesia 
was induced with inj. propofol, fentanyl and vecuronium, 
flexometallic	 tube	 7.0	mm	 i.d.	was	 inserted	 and	 it	was	
maintained with O2,	 air	 and	 isoflurane.	Patient’s	 trachea	
was not extubated and patient was shifted to ICU with 
re-inforced tube for ventilation and further management.

Patient was kept on controlled mode of  ventilation for 
initial 2 hours in ICU. After that sedation was continued 
and paralysis was stopped. The mode of  ventilation was 
switched to SIMV (synchronized intermittent mandatory 
ventilation). After thirty minutes, the patient’s saturation 
started dropping. The circuit’s integrity was checked 
and was found to be intact. On auscultation there were 
markedly reduced breath sounds. Thinking it in terms of  
bronchospasm nebulization was started and theophyllin 
and hydrocortisone were given stat. Then endotracheal 
suction was attempted. To our surprise suction catheter 

Sir,

Hypoxia in intensive care unit (ICU) is not uncommon 
and if  managed well in time has no sequelae. But if  it 
goes unnoticed, it has serious consequences. There are 
multiple causes of  hypoxia in ICU like bronchospasm, 
secretions, tube obstruction, circuit misconnection, low 
inspired oxygen, ventilation perfusion mismatch due to 
lung pathology, severe hypoperfusion, etc.

We report a case of  old male patient weighing 72 kg 
ASA (American Society of  Anaesthesiologists physical 
status	classification)	2	who	underwent	maxillectomy	for	
maxillary carcinoma. He was a known hypertensive from 
last one year, controlled on tab amlodipine once daily. 
All other investigations were within normal limits. He 
was posted in elective operation theatre with consent for 
ventilation. Airway examination showed mallampatti I and 
three	finger	breadth	mouth	opening.	Though	the	airway	did	
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