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inferior angulation of the ultrasound probe helps in obtaining this 
ultrasound picture. The advantage of getting the plexus over the 
1st rib is that even if the view of needle is missed as it was in this 
particular case there would be more chance that needle would be 
hitting the rib which acts a natural barrier before hitting the pleura.

The clear understanding of the difference in appearance of 
1st rib and pleura is of utmost importance.

At	times	it	is	very	difficult	to	get	the	plexus	over	the	1st Rib due to 
specific neck and shoulder anatomy. These are the patients wherein 
we have to be very careful. An alternative method of putting the 
probe in the anterior posterior direction rather than parallel to the 
clavicle has been described and helps in getting the plexus over 
the	1st rib and helps in decreasing the risks of pneumothorax.[2,3]

Tall, thin patients seem to be at a greater risk and the risk is 
greater on the right side as the cupola of the lung is higher on 
right side[2] as was the in this case.

The bottom line always remains that make sure what you are 
seeing is the tip of the needle and do not advance the needle 
till you can actually see it.
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Authors' reply: Pneumothorax 
following ultrasound guided 
supraclavicular brachial plexus 
block

Sir,
We sincerely thank the authors for their keen interest in our 
article. It is rightly stated by the authors, that relation of the 
first rib is of utmost importance during advancement of the 
needle. We should always aim toward the first rib inferiorly, as 
it will act as a natural barrier to needle. However, many times 
it is relatively difficult to maintain this relation, as highlighted 
by the authors.[1]

Studies are being conducted on giving supraclavicular block in 
semi sitting position, which may provide a better access of the 
neck structures. Asking the patient to reach for the ipsilateral 
knee depresses the clavicle slightly and gives a better access to 
the anterolateral structures of the neck. This position is more 
comfortable for the patient and allows for better drainage 
and lesser prominence of the neck veins. It becomes easier to 
align the subclavian artery and brachial plexus over the first 
rib in this position.

The posterior approach, as described by the authors, has 
shown a resurgence in the last few years, especially, with 
the use of ultrasonography for the training purposes.[1] 
However, it has its own set of drawbacks and more studies 
are required for validating the posterior approach as 
standard of care.
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Intensive care unit psychosis 
a well known fact but rarely 
thought early

Sir,
Acute organophosphorus poisoning (OPC) is quite prevalent 
in developing countries.[1] It often presents as suicidal and 
at times accidental dermal, respiratory, or oral exposure 
to pesticides. Acute cholinergic crisis occurs early in these 
patients due to the involvement of neuromuscular junctions, 
parasympathetic system, and central nervous system with 
respiratory failure occurring early or many hours later hence, 
requiring intensive care unit (ICU) admission.[1] Patients 
with OPC suffer from acute cholinergic crisis, intermediate 
syndrome (IMS), and its related problems. At times, due 
to several inconsistencies in presentation of ICU psychosis; 
fluctuating level of consciousness, poor orientation, delusions 
and hallucinations, and behavioural anomalies, such as 
aggression or passivity, these may be confused with atypical 
manifestations of OPC poisoning, IMS and adverse effect 
of multiple drugs given during ICU stay of a patient hence a 
delay in managing these patients.

A	14-year-old	female	presented	with	complaints	of	sudden	onset	
of breathlessness and altered sensorium. The past history did 
not reveal any other comorbid illness. She was diagnosed as 
a case of accidental OPC poisoning. Trachea was intubated 
and	intravenous	(IV)	atropine	5	mg/hr	and	IV	pralidoxime	
(PAM)	1g	8	hourly	was	started.	Patient	was	shifted	to	ICU	
and her respiration was supported with mechanical ventilation. 
Her baseline routine investigations were acceptable. IV atropine 
was stopped after appearance of signs of complete atropinization 
(32-35	hours	after	start).	IV	PAM	was	continued	up	till	5	
days. Patient was gradually weaned from ventilator support 
but	required	heavy	sedation	with	IV	morphine	2	mg/hr,	 IV	
midazolam	2	mg/hr,	IV	diazepam	10	mg	BD,	IV	promethazine	
25	mg	TID,	 IV	haloperidol	2-10	mg	as	 required,	 trials	 of	
IV infusion of propofol, and dexmedetomidine for sedation. 
Patient was conscious, hemodynamically stable, normal blood 

investigations, good cough reflex and motor power but was 
agitated, with excessive sweating and showed constant protrusion 
of tongue along with difficulty in opening and closing of mouth. 
Patient received spontaneous breathing trial with acceptable 
blood gases and hemodynamics. Patient’s aggressive behavior 
was thought to be due to oral intubation. Patient’s trachea was 
extubated but the extubation trial failed due to patient’s inability 
to maintain patent airway with shallow breathing. Patient’s 
agitated behavior increased gradually in with rigidity in both 
her upper limbs, increased protrusion of tongue and difficulty in 
opening and closing of mouth and also some features suggestive 
of catatonia (sudden hyperactivity, rigid posture, mutism). 
Trachea was reintubated and further ventilation was planned 
with synchronised intermittent positive pressure ventilation 
(SIMV). Fibreoptic bronchoscopy revealed no pathology. 
Patient had one episode of ventilator associated pneumonia 
and was treated with appropriate antibiotics. A percutaneous 
dilatational	 tracheostomy	with	 7.5-mm	 ID	was	 done	 and	
respiration was supported with mechanical ventilation. Due to 
technical problems, her serum acetyl cholinesterase report was 
delayed	by	10	days	which	were	slightly	below	normal	3.69	IU/
dl	(4.65-12.2	IU/dl).	Cerebrospinal	fluid	(CSF)	analysis	was	
done which was completely normal. Respiration was supported 
with continuous positive pressure ventilation (CPAP) and the 
blood gas trend were normal with no evidence of hypoxia.

A diagnostic dilemma occurred and psychiatric consultation 
was	sought.	Per	oral	olanzapine	2.5	mg	BD	and	IV	lorazepam	
1	mg	TID	were	 started.	All	 sedative	 drugs	were	 tapered	
and promethazine and haloperidol were stopped. Patient’s 
symptoms improved and respiratory support was gradually 
weaned off from ventilator. Lorazepam was tapered and 
stopped	 over	 1	week.	Dose	 of	 olanzapine	was	 gradually	
reduced	to	2.5	mg	HS	and	thereafter	stopped	after	10	days.	
Patient’s trachea was decannulated and patient was discharged 
from ICU after complete recovery. Patient was discharged 
home	after	1	week	in	ward	and	now	patient	is	healthy.

OPC poisioning is poisoning is the quite common in Southeast 
Asia due to its easy availability.[1] Due to no validated scoring 
systems for categorizing severity or predicting outcome of acute 
organophosphorus poisoning complete recovery on clinical 
judgment is difficult.

Initial resuscitation with PAM, atropine and oxygen is 
considered the mainstays of treatment of OPC poisoning. 
Atropine	boluses	are	given	initially	in	dose	of	0.6-3	mg	followed	
by infusion at dose sufficient to maintain cardiovascular and 
respiratory stability and prevent toxicity.[1,2] Initially atropine 
psychosis was suspected in this patient due to restless requiring 
heavy sedation. In atropine psychosis, patients become agitated 
and pyrexia occurs by third day after discontinuing atropine 
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