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surgical intervention necessary.[2] The anesthetic goal is to 
maintain balance between pulmonary and systemic blood flow 
and prevent the increase in right-to-left intracardiac shunt.[3] 
At induction the main goal is to prevent hypercyanotic spells. 
Compared to inhalational induction, intravenous induction is 
faster in patients with a right-to-left shunt, with ketamine being 
the most common induction agent used.[3] Intraoperatively, 
the aim is to prevent peripheral vasodilation or pulmonary 
hypertension that would increase the right-to left shunt. 
This is achieved by avoiding hypoxia, hypercapnia, acidosis, 
hypothermia, and maintaining euvolemia.[3] In patients 
with cyanotic heart disease, pulse oximetry overestimates 
SpO2; EtCO2 readings underestimate PaCO2, and such 
discrepancy increases with hypoxemia.[4] Hence, ABG 
monitoring is essential. Postoperatively, neonates should be 
shifted to neonatal ICU as they require special care and 
monitoring, with adequate analgesia being critical.[5]

To conclude, TEF is most commonly associated with CHD, 
which can be a major determinant of survival in neonates 
undergoing surgery for TEF repair. Precise planning and 
a good foundation in physiological and pharmacological 
principles of CHD are important for the anesthetist. Further, 
coordinated team approach and good communication between 
the intensivist, anesthesiologist, pediatric surgeon, and 
cardiologist is the key to the successful management of TEF 
repair in newborns with CHD.
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Inverted mask ventilation 
in a postrhinoplasty patient: 
Our experience

Sir,
We would like to share our experience of inverted mask application 
for airway management in patients posted for rhinoplasty surgery. 
After reversal of anesthesia, occasionally, application of mask is 
required for assisted ventilation in the postoperative period.

The surgeons often forbid us from applying excessive pressure 
on the newly reconstructed nose, but a good mask seal is 
essential for proper ventilation. So, thinking out of the box, 
we formulated an alternative plan. The standard silicon 
anatomical size of 3 face mask [Figure 1] was rotated 180°, 
placed upside down with the nasal end resting over the neck 
and the opposite lower end of the mask placed over the upper 
lip [Figure 2]. The EC hand position was used, and the lateral 
edges fitted snugly over the side of the neck. This modified 
mask holding technique provided a good seal and avoided the 
nose altogether. Adequacy of ventilation was confirmed with 
bag movements, maintenance of oxygenation, and chest rise.

Mask ventilation is one of the most vital steps in the practice of 
anesthesiology. It is a basic airway management technique that 
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bails out the anesthesiologist in most difficult airway situations 
and is considered to improve survival even over endotracheal 
intubation in trauma patients.[1] Difficult mask ventilation is 
frequently encountered by anesthesiologists during the emergence 
after reversal and extubation due to a variety of reasons.[2]

In postrhinoplasty patients, postoperative mask ventilation is 
difficult as the dressings and plaster over the nose leads to a 
poor mask seal. Moreover, application of a face mask onto the 
nasal bridge may put undue pressure on the nose that could 
damage the surgical results. Since the nostrils are packed 
postoperatively, the patient breathes through the mouth and 
placing the mask over the nose bridge is really not required.

Various techniques for supplemental oxygenation have been 
described for rhinoplasty patients in the postoperative period 
like the use of nasal cannula, face tent or modification of the 
face mask by cutting off the top portion.[3]

Traditionally, the EC hand position is used to hold the mask and 
provide a good seal. In our patient, the EC position of the hand 
was maintained, however, the size of 3 mask was placed in an 
upside down manner with the web space of the thumb and index 
finger against the mask connector and pushing downward with 
gentle pressure. The nasal end was placed downward pointing 
toward the neck, and the lower curved edge was placed firmly 
over the upper lip. The lateral sides of the mask closed snugly 
over the neck. This avoided the nose altogether. A good seal 
was achieved, and the airway was well maintained.

A similar technique was used by Tong et al. for patients with 
a rigid external distraction system (RED) frame.[4] They 
positioned an inverted (rotated through 180°) air-cushioned 
anatomical facemask over the mouth to provide a seal while 
the nostrils were occluded by an assistant. Occluding the 
nostrils allowed effective preoxygenation, mask ventilation, 

Figure 1: Patient being ventilated with the mask in inverted position — side view Figure 2: Patient being ventilated with the mask in inverted position — front view

and maintenance of inhalation anesthesia. This inverted 
facemask technique also provided an effective emergency 
method of airway management in RED frame patients, 
without the need to remove components of the frame.[5]

Another method for mask ventilation in postrhinoplasty patients 
is the use of silicon child’s facemask for mouth mask ventilation.[6] 
However, it can be cumbersome, and the pediatric mask may 
not always be readily available in the operating room where 
routine adult plastic surgery is being performed.

We found the technique of inverted mask holding very simple 
to perform and an effective method of mask ventilation. This 
alternative method of holding the mask can be especially 
useful in patients undergoing surgeries on the nose, facial 
tumors and trauma where conventional mask ventilation is 
sometimes impossible.
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for laparoscopic bilateral tubal ligation under the family planning 
program. On preoperative evaluation, patient was a diagnosed case 
of moderate mitral stenosis (mitral valve area = 1.3 cm2, ejection 
fraction = 40%) with trace aortic and tricuspid regurgitation, 
in sinus rhythm with occasional ectopics (ventricular premature 
contractions) with no evidence of congestive cardiac failure or 
infective endocarditis. She was stable on daily doses of digoxin, 
furosemide, aspirin, metoprolol, and penicillin injections (every 
month). A regional technique in the form of bilateral rectus sheath 
block (RSB) was planned, though all preparations for general 
anesthesia (GA) with endotracheal intubation were kept ready 
as a backup plan. Patients’ consent and cooperation were sought 
before the procedure along with an explanation of risk, possibility 
of GA, and postoperative intensive care unit (ICU) stay.

After applying standard monitors, skin and subcutaneous 
infiltration at the site of trocar insertion was done with 2 ml of 
2% lignocaine. Fifteen milliliter of 1% lignocaine in 5 ml aliquots 
on each side was injected slowly after negative aspiration. RSB 
was supplemented with slow injection of the following intravenous 
drugs: anxiolytic Midazolam just before giving block (2 mg) 
and opioid fentanyl citrate just before veress needle insertion 
(40 mcg). Slow intravenous paracetamol infusion (1 g) and 
antiemetic agent ondansetron (4 mg), were given just before 
desufflation. Vigilant monitoring along with hand on the pulse 
and precordial stethoscope was utilized. All cardiac resuscitation 
equipment, drugs, airway cart, and monitors were kept ready, 
in the event of a requirement. Intraoperatively, the patient’s vital 
parameters remained stable. Total procedure time was 8 min and 
she tolerated pneumoperitoneum well. Intra-abdominal pressures 
were limited to 8-10 mmHg and head-down positioning was 
given only for 2 min. Both insuffflation and desuffflation of 
carbon dioxide (CO2) were done very slowly. 100% O2 was 
given via facemask along with end-tidal CO2 monitoring.

Postoperatively, the patient was observed in the ICU and then 
shifted out, followed by discharge after cardiologist review. 
The entire perioperative course was uneventful.

This case highlights the fact that RSB is a very useful 
regional technique for analgesia as well as anesthesia for short 
abdominal procedures,[1,2] especially in high-risk situations. 
This technique blocks the terminal branches of the 9th 10th 
and 11th intercostal nerves which run in between the internal 
oblique and transversus abdominis muscles to penetrate the 
posterior wall of the rectus abdominis muscle[3,4] and end in an 
anterior cutaneous branch supplying the skin of the umbilical 
area. Even though regional anesthesia offers several advantages 
over general, we had kept all equipment for GA and invasive 
monitoring ready if the need arises. The patient was allowed 
oral liquids after 2 h of observation in the ICU and her usual 
cardiac medications were continued as per schedule. Bilateral 

Bilateral rectus sheath block for 
single-incision laparoscopic tubal 
ligation in a cardiac patient

Sir,
A 30-year-old, 64 kg, American Society of Anesthesiologists 
Grade 3 female patient with rheumatic heart disease was posted 

Namrata
Rectangle

Namrata
Rectangle


