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Letters to the Editor

age range was 13–55 years. Mean duration of time to reach 
hospital was 5.7 hours. All 58 patients had symptoms of 
neurotoxicity, ranging from ptosis, dysphagia, respiratory 
distress, and generalised loss of power to alteration in the level 
of consciousness. All patients were in the respiratory failure as 
evidenced by single breath count (SBC), if possible and by ABG 
analysis. All patients were administered an initial bolus dose 
of 200 ml ASV as a continuous infusion over 2 hours followed 
by the repeated doses of 100 ml ASV every 6 hours until the 
patient showed signs of neurological recovery.

In our study, we have used a high initial bolus dose of ASV, i.e. 
200 ml to all patients with respiratory failure keeping in mind 
that such a high dose would neutralize maximum amount 
of toxin circulating in the blood, which would otherwise 
subsequently bind to the target site and would further 
aggravate the symptoms or prolong the symptoms already 
present. Such a regimen appeared feasible as ASV is known 
to be ineffective against the venom that has already bound 
to target receptors. All the patients were initially ventilated 
using A/C mode of ventilation. By employing such an early 
aggressive approach, we aimed to attain early recovery, 
improve survival and decrease the duration of mechanical 
ventilation, and also the incidence of associated complications. 
Mean total amount of ASV used was 412 ml, which was 
considerably less than the total amount used in other studies 
employing a high total dose ASV, but a low initial bolus dose 
if ASV.[5] This suggests that by employing a high initial bolus 
dose of 200 ml ASV, we can actually reduce the total amount 
of ASV consumed until complete neurological recovery. We 
have also used neostigmine and atropine as these class of drugs 
have been shown to be effective as a supportive measure in the 
management of neurotoxic snake bite.[7]

Mean duration of mechanical ventilation on A/C mode in 
our study was 30.89 hours with 34 patients (58.6%) requiring 
A/C mode of ventilation for less than or equal to 24 hours. 
Mean duration of weaning was 7 hours. The total duration of 
mechanical ventilation in our study was considerably less as 
compared to other similar studies.[5] These studies have not 
employed such a high initial bolus dose of 200 ml ASV. This 
suggests that by employing such a regimen we can possibly 
reduce the duration of mechanical ventilation and associated 
complications. Four patients developed ventilator associated 
pneumonia. Two patients expired, one due to ventilator 
associated pneumonia and the other due to complications of 
aspiration pneumonia and septicemia. A reduced total duration 
of mechanical ventilation resulted in a lower incidence of 
ventilator associated complications.

By this study we conclude that in the management of neurotoxic 
snake bite, administration of a high initial bolus dose of 200 ml 
ASV and repeated doses of 100 ml ASV every 6 hours until signs 
of neurological recovery, given along with neostigmine and 
atropine and supported by A/C mode of ventilation resulted 
in an early recovery, a reduced total dose of ASV consumed, 
reduced the duration of mechanical ventilation, reduced the 
incidence of complications and thus was much more cost 
effective. However, more such studies need to be carried out to 
formulate a protocol for ASV administration and management 
of neurotoxic snake bite. Until such a universal protocol has 

been made, treatment using high initial dose of ASV along with 
ventilatory support appears to be the most effective.
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Electrocautery, 
bronchoscopic biopsy 
and hemorrhage
Sir, 
The potential utility of bronchoscopic cryobiopsy in your 
recently published study by Aktas et al. is noted.[1] A previous 
theoretical cost analysis also supports the use of cryobiopsy in 
achieving cost savings by reducing the rate of nondiagnostic 
biopsies.[2] One ongoing concern is of hemorrhage following 
bronchoscopic biopsy, whether forceps or cryobiopsy. In the 
study by Aktas et al., adrenaline, cold saline, or argon plasma 
coagulation was required in between 21% and 25% of cases.[1] 
A method of reducing postbiopsy hemorrhage would therefore 
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be welcome without affecting the histology rate. Electrocautery 
coagulates, vaporises or cuts tissue (depending on the power 
setting) by using alternating current at high frequencies to 
generate heat.[3] It is used in hot biopsy at colonoscopy, and in 
controlling hemoptysis at bronchoscopy.[4]

We utilized electrocautery via a flexible bronchoscope in 34 
consecutive patients with vascular endobronchial tumors which 
might have been predicted to bleed more profusely following 
the biopsy. Electrocautery was applied via an Olympus BFP240 
insulated video bronchoscope using an Olympus PSD-20 
Electrosurgical unit monopolar circuit with an MH-551 foot 
switch, 350 kHz output, an Olympus CD-6C-1 coagulation 
ball type probe with power settings at 5 W (cutting) and 15 
W (coagulation). Pulses of electrocautery were only applied 
for 0.5 s only cauterizing 25–50% of the tumor to minimize 
histological damage, but sufficient to be more confident of 
hemostasis. Following this, biopsies were taken with standard 
biopsy forceps. No significant bleeding occurred, and there 
were no complications relating to the use of electrocautery. 
All procedures were carried out under local anesthesia as per 
conventional flexible bronchoscopy. The diagnostic yield was 
88.2% (30 out of 34 patients) which compared favorably with 
the histological yield for nonelectrocauterized biopsies (89.1%, 
33 out of 37 previous consecutive patients) and well above the 
minimum standard of 80% national guidelines from the British 
Thoracic Society.[5]

In summary, controlled bronchoscopic electrocautery shows 
promise as a mode of reducing hemorrhage following 
bronchoscopic forceps biopsy without affecting the diagnostic 
yield although these findings require validation in suitably 

powered prospective studies and also assessing its possible 
role following cryobiopsy.
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“QUICK RESPONSE CODE” LINK FOR FULL TEXT ARTICLES
The journal issue has a unique new feature for reaching to the journal’s website without typing a single letter. Each article 
on its first page has a “Quick Response Code”. Using any mobile or other hand-held device with camera and GPRS/other 
internet source, one can reach to the full text of that particular article on the journal’s website. Start a QR-code reading 
software (see list of free applications from http://tinyurl.com/yzlh2tc) and point the camera to the QR-code printed in the 
journal. It will automatically take you to the HTML full text of that article. One can also use a desktop or laptop with web 
camera for similar functionality. See http://tinyurl.com/2bw7fn3 or http://tinyurl.com/3ysr3me for the free applications.
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