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Letters to Editor

Sir,

Priapism after neuraxial or general anaesthesia is rare 
and may delay or even cancel the planned urological 
procedure. Our patient was a 66-year-old gentleman 
with hypertension, diabetes, coronary artery disease 
(double vessel disease, anterolateral wall myocardial 
infarction 2 years back), and chronic obstructive 
pulmonary disease with benign prostatic hypertrophy 
(70 g prostate). He was posted for LASER prostatectomy 
under spinal anaesthesia in view of coexisting diseases. 
Level of block was T10 dermatome. Thirty minutes into 
the surgical procedure, the patient started having penile 
engorgement which became maximal over the next 
10 min forcing us to stop the surgery. After achieving 
haemostasis and waiting for 15 min in hope of 
spontaneous detumescence, intravenous glycopyrrolate 
0.2 mg followed by incremental doses of ketamine to 
a total of 50 mg was given. Throughout this period, 
patient was relaxed and pain free. Intracavernous 
injection of agonists was decided against in view of 
his cardiovascular status. After 1 hr of waiting and 
informing patient and attendants, further surgery was 
called off. Gradual spontaneous detumescence was 
observed in the third postoperative hour.

Intraoperative penile erection when observed is more 
common in patients younger than 50 years, with 
epidural anaesthesia or general anaesthesia with 
propofol.[1] It is difficult to perform transurethral 
procedure during penile erection because attempts 
to do so may lead to complications, such as excessive 
bleeding and urethral trauma.

The commonly quoted techniques for treatment of 
penile erection under anaesthesia are intravenous 
ketamine, glycopyrrolate and terbutaline;[2] increasing 
the depth of anaesthesia with inhalational anaesthetics; 
intracavernous injection of agonist (epinephrine,[3] 
Phenylephrine[1]) and dorsal nerve block. Intravenous 
glycopyrrolate was shown to be an effective drug 
especially because of its stable cardiovascular profile.[4] 

Imbalance between sympathetic and parasympathetic 
nervous systems is considered as an underlying 
mechanism for intraoperative erection, although local 
stimulation before complete sensory blockade can 
contribute to the problem. Detumescence is mediated 
by adrenergic stimulation that causes a constriction of 
penile venous sinusoids and opening of emissary veins 
leading to increased blood drainage.[5] Psychogenic 
and reflex erections may occur during the early stages 

of spinal anaesthesia when the pathways involved are 
still incompletely blocked.[6] 

Therapy must be quickly initiated to enhance venous 
drainage of the engorged corpora cavernosa before 
prolonged venous stasis leads to increased viscosity 
associated with slugging and impairment of the routes 
of venous egress.[7] It must be emphasized that for the 
successful detumescence of the penis, the relationship 
of treatment to the duration of erection is the critical 
factor and therapy should be tailored to the patient’s 
condition.
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Importance of transoesophageal 
echocardiography in preventing 
complications due to 
intraoperative dislodgement of 
left atrial thrombus
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Sir,

A 61-year-old man presented with central chest tightness. 
Although the Electrocardiogram (ECG) did not show 
ischemic changes, the troponin was raised. He was in 
fast atrial fibrillation with haemodynamic compromise. 
He was given two Direct Current (DC) shocks after 
which it converted to sinus rhythm. Cardiac risk factors 
included Diabetes Mellitus (DM), hypercholestrolaemia 
and smoking. A Transthoracic Echocardiography (TTE) 
and a Coronary Angiography was planned.

Transthoracic Echocardiography revealed the 
following findings — 1. Left Ventricle (LV) borderline 
dilated; 2. LV systolic function moderate to severely 
reduced; 3. Severe posterior wall hypokinesia; 4. 
Ejection Fraction (EF) of 25 to 35%; 5.Heavily calcified 
aortic valve with poor cusp excursion. Max systolic 
gradient=20 mmHg.

Cardiac Catheterisation confirmed these findings and 
showed significant three-vessel coronary artery disease.

It was planned to do a Coronary Artery Bypass Graft 
with / without Aortic Valve Replacement (AVR). 
Transoesophageal Echocardiography (TOE) was 
performed (four days after performing the TTE), on 
the evening prior to the surgery, to assess whether an 
AVR should be done. It was decided to do a coronary 
artery bypass graft (CABG) plus AVR. Incidentally 
a thrombus in the left atrial appendage was found 
[Figure 1].

On the operation day the patient was taken to the theatre. 
Along with the usual monitoring for cardiac surgery a 
transoesophageal echo (TOE) probe was also inserted. 
Surgery started, sternotomy and pericardiectomy were 
done and the heart was exposed. Prior to handling 
of the heart, the presence of a thrombus in the Left 
Atrial Appendage (LAA) was confirmed by TOE. The 
surgeons aimed to minimise the manipulation of the 
heart to avoid the thrombus from dislodging. Aortic 
cannulation was done and prior to the right-sided 
cannulation the surgeons were considering bicaval 
cannulation rather than right atrial cannulation, in 
an attempt to minimise the manipulation of the heart. 
During this time they enquired regarding the thrombus. 
The thrombus was visible in the Left Atrial Appendage 
at this time. Suddenly the thrombus dislodged from 
the appendage and disappeared from our view on the 
echocardiogram [Figure 2]. We then saw it tumbling 
in the left ventricle for a few seconds [Figure 3] after 
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Figure 1: TOE image showing the left atrium and the left ventricle and 
the thrombus in the left atrial appendage

Figure 2: TOE image showing an empty left atrial appendage after 
the thrombus had migrated

Figure 3: TOE image of the left atrium and ventricle with the thrombus 
seen tumbling in the left ventricle. It was seen in the ventricle for a few 
seconds before it disappeared

Thrombus
Tumbling in the LV

which it disappeared into the circulation. The surgery 
was continued.
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Tumescent anaesthesia for post 
burn contracture release
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Sir,

I read with interest the article titled “Role of ketamine 
in fiberoptic era” by Chand et al.[1] I congratulate 
the authors for successful airway management of a 
case of post-burn contracture presenting with fixed 
flexed neck deformity. The authors used intravenous 
ketamine along with lidocaine 2% for the release of 
neck contracture before an LMA (Laryngeal Mask 
Airway) was placed for ventilation.

According to the authors, release of contracture 
under local anaesthesia could not be done fearing 
that the safe dose of local anaesthetic would have 
been exceeded. I do not agree to them on this point. 
“Tumescent anaesthesia” is a technique for delivery 
of local anaesthesia that maximises safety by using 
pharmacokinetic principles to achieve extensive 
regional anaesthesia of skin and subcutaneous tissue. 
The subcutaneous infiltrations of a large volume of 
very dilute lidocaine (as low as 0.1%) and epinephrine 

As the thrombus had dislodged into the circulation a 
search was made for it after the CABG plus AVR had 
been done. A carotid ultrasound and examination of 
peripheral pulses was performed. The left leg below 
knee was found to be cold and the pulse was less. 
Vascular surgeons were called to review and they 
decided to do a Popliteal Embolectomy. The thrombus 
was found in the Popliteal Artery and was removed. 
This was followed by a return of good pulse in Popliteal 
A and Anterior Tibial A.

Postoperatively the patient was transferred to 
the intensive care unit (ICU), weaned and woken 
up. He was alert and oriented. There was no focal 
neurological deficit. Haemodynamically he was 
stable with peripheral pulses present. The left foot 
was warm and well perfused. On post operative day 
one he was transferred to the ward. A few days later 
he was discharged home.

There are no guidelines for the management of a left 
atrial thrombus seen pre-operatively.

Theoretically there are a few management options 
1. Heparin
2. Thrombolysis — Carries a high risk of systemic 

embolism
3. Surgical removal

The patient recently had a myocardial infarction (MI) and 
also had an aortic stenosis. Giving heparin the night before 
surgery is not a feasible option. Although postponing 
surgery would have carried a high risk to the patient. 

On the other hand thrombolysis causes the thrombus 
to lyse into small particles that can embolise into the 
system causing a stroke and organ and limb ischaemia. 
As the patient was going for surgery the very next day 
it was decided to proceed without any change in the 
plan.

During the surgery the surgeons would try to minimise the 
manipulation of the heart with the anaesthetist keeping an 
eye on the thrombus with the help of TOE. Unfortunately 
the thrombus did embolise, but only to the leg. 

As we were able to visualise this on TOE we started 
looking for signs of embolisation as soon as the surgery 
was over. A carotid ultrasound and examination of 
the peripheral pulses were done in the diagnostic 
workup.

Echocardiography has proven to be a useful tool in 

the diagnosis and evaluation of cardiac masses. TOE, 
when used during cardiac surgery, has been shown to 
influence surgical and medical management.[1-3]

In this case TOE helped us to actually see the thrombus 
migrating. This made us look for the signs of embolism 
and manage them early.
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