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repaired with the infarction exclusion technique 
through ventriculotomy. Total CPB and cross-clamp 
times were 106 and 69 min, respectively. Control AT 
III level was 96%. The patient was discharged on post-
operative day 26 with good clinical condition.

Consumption of AT III by pre-operative heparin 
administration may present a risk for HR in patients 
undergoing cardiac surgery, as in our case. When 
the first ACT was not satisfactory, we considered HR 
because of the predisposing risk factors. An additional 
dose of heparin and then FFP were administrated. Even 
the intravenous access for heparin administration 
was changed to peripheral because of plausible 
misallocation of central catheter; target ACT of 400 s 
was not achieved.

The increased volume load associated with FFP 
administration is a safety concern for at-risk patient 
populations, including those with congestive heart 
failure.[6] In this patient, pulmonary oedema was 
a handicap to administer large amounts of FFP, 
particularly as a first-step treatment, which might 
raise a risk for developing serious respiratory  
complications.

When the plasma AT III level was detected as 54%, we 
calculated the need for AT III and administered 2400 
IU of AT III and achieved a rapid increase of ACT to 
809 s, with uncomplicated CPB. Approximately 10 
units of FFP need to be administrated to equate this 
amount of AT III. But, we transfused only 300 mL of 
FFP. Therefore, risks associated with FFP transfusion, 
particularly volume overload and transfusion-related 
acute lung injury,[7] were avoided. In this case, we 
believe that AT III has advantages compared with FFP 
transfusion.

However, HR may be a predictable event by 
determining risk factors; physicians should consider 
HR for emergent cases. Although FFP infusion with 
additional heparin doses may usually be enough to 
supply appropriate ACT levels in most of the cases, 
AT III might be better choice, especially in those with 
heart failure. This may also be beneficial to avoid 
transfusion-related complications.
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A simple, feedback-based 
simulation model for ultrasound-
guided regional anaesthesia

Sir,

A safe and effective implementation of ultrasound-
guided nerve block application depends on the 
accurate visualization of the needle tip. The 
development of psychomotor skills for holding  
the ultrasound transducer with one hand in a balanced 
way, simultaneously with the other hand steering 
of the needle to the destination requires a certain 
learning period.[1] In order to shorten the duration 
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realism of the simulation model. The factors that 
limit low-fidelity models are their weak similarities 
to the clinical applications. Practitioners may be 
disappointed when faced with real patient tissue 
because the needle is very easily viewable in agar/
gelatin phantoms. They are useful in the early stages of 
learning needle guidance before progressing to harder 
targets or meat phantoms.[4] The most important factor 
restricting our model is the short life-time of the meat.
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Figure 1: Materials used for constructing the model

Figure 2: Long axis (a) and short axis (b) ultrasound images of 
hyperechoic target with in-plane approach of a 22-gauge needle in 
the beef phantom

a b

of the training process and not to harm the patient, 
simulation models were developed.[2,3] The efficacy of 
the simulation models is proportional to the ability to 
mimic the real clinical applications and the similarity 
of the human anatomy. However, the use of the high-
reality simulation models is difficulty to access or, 
because of their expensiveness, they are limited.

We have developed a simple and economical 
simulation model created with easily obtained 
materials that provides real-time feedback for learners 
to help distinguish whether the needle tip or the shaft 
is contacting the target.

Materials required for the preparation of the model 
are beef from a butcher containing the least animal 
fat, tendon and nerve tissue content region with the 
dimensions	about	15	cm	×	10	cm	×	10	cm	(length	×	
width	×	height),	3	mm	diameter	metal	rod,	a	battery-
powered bicycle buzzer with LED light, an insulated 
electrical cable tape and an insulated standard nerve 
block needle [Figure 1]. In order to eliminate the meat 
smell, the meat was stored in alcohol for 30 min. All 
meat was covered with a transparent stretch film. All 
materials other than the medical supplies could be 
bought from local retail stores for about 15 Euros.

The metal rod, selected for imitation of the target, was 
placed about 2.5 cm in depth of the meat longitudinally 
recumbent. One of the cables of the buzzer was 
connected and wrapped with an electrical tape to the 
metal rod from the extended part. The other cable was 
inserted to the tip of entry attachment point of the 
block needle to the electrostimulator and was taped.

In this model, the metal bar was identified as a target 
for learners and they were asked to forward the 
needle to the hyperechoic metal rod with the in-plane 
approach [Figure 2]. When the needle tip and not the 
needle shaft contacts with the metal rod, the electrical 
circuit is completed. The circuit makes a buzzer sound 
and illuminates the LED light thus providing objective 
feedback to both the instructor and the practitioner.

This model can be modified according to the difficulty 
level of training; in the later stage of the training, the 
depth of the target can be increased and the target size 
can be reduced. Learners can make short and long-
axis target scans, in-plane and out-of-plane needle 
insertions transactions in this model.

We used the beef phantom in order to increase the 
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A rare potentially hazardous 
malposition of the nasotracheal 
tube

Sir,

We have read with interest the article of Murali 
Chakravarthi et al. "A rare potentially hazardous 
malposition of the nasotracheal tube" published in IJA 
(Vol 56/Issue 1/2012).

We are happy to note that the authors are lucky enough 
for the successful outcome of the case. Likewise, we 
would like to address the basis of selection of the type 
of anaesthesia especially in such a patient posted for 
hip surgery.

The patient is an obese[1] male and also a chronic and 
heavy smoker having COPD.[2] He gives H/o Obstructive 
sleep apnea[3] having to use CPAP mask during nights. 
His airway assessment shows Mallampati grade 3 
with short neck and limited extension of the neck. All 
the above features favoured difficult intubation. This 
patient was operated for Hip Arthroplasty under GA.

We are surprised why the authors did not consider 
regional anaesthesia at all in such a patient. The reason 
for opting General Anaesthesia instead of regional 
anaesthesia (which is safe, easy, simple and economical)[4,5] 
by the authors could not be justified or substantiated.

Secondly, selection of Nasotracheal intubation over 
conventional orotracheal intubation in a patient 
with difficult airway using fibreoptic bronchoscopic 

technique, that too without completely anaesthetizing 
the airway. This may be the reason for the severe cough 
which the patient had while the authors attempted 
intubation. "Blocks of supralaryngeal nerves bilaterally 
along with translaryngeal injection of local anaesthetic 
provides anaesthesia of airway from infraglottic area 
to the epiglottis" as described by Miller.[6]

Another reason which we feel that the authors could 
have gone for oral intubation should be to use a large 
endotracheal tube rather that nasal intubation with 
small ETT which has high resistance. The authors have 
not mentioned the resistance encountered by them using 
the small ETT for that age and weight of the patient.

For all the above reasons, we feel that the authors have 
violated the basic teachings of anaesthesia regarding the 
selection of the technique and choice of anaesthesia.
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