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Letters to Editor

Management of intraoperative 
bronchospasm

Sir,

I read with interest the correspondence by Shukla.[1] 

Postoperatively, approximately after 4 h, the patient was 
ambulated for passing urine. Then, she noticed that she 
was unable to move her right foot and the left foot was 
normal. On examination, she had weakness of the right 
foot. The case was referred to the neurology department. 
They diagnosed right-sided foot drop (4/5) and started 
her on steroids nonsteroidal anti-inflammatory drugs 
(NSAID) and B-complex. Neurological examination 
was performed every 4th hourly[2,3] to observe for any 
progressive weakness. The patient’s neurological 
symptoms were nonprogressive. On the following day, 
magnetic resonance imaging was performed, which 
showed no abnormality [Figure 1]. She was discharged 
with advice of physiotherapy and to continue steroids 
NSAID and B-complex on the 5th day.

In the follow-up after 4 weeks, she had partial 
recovery of (3/5) motor power and 8 weeks later, she 
had complete recovery.

Spinal anaesthesia with opioids provides excellent 
surgical conditions for short laparoscopic surgeries.[4] 
During neuraxial blockade, trauma to the nerve roots 
or spinal cord could be the cause for paraesthesia 
and pain. Needle trauma or accidental wrong drug 
placement are the probable causes for neurological 
complications following spinal anaesthesia.

Nerve conduction studies are useful in the localization 
and assessment of nerve injury. Electromyography 
studies are an adjunct to nerve conduction studies. 
Signs of denervation on the electromyogram (EMG) 
after acute nerve injury require 18–21 days to develop.

However, the type and extent of nerve injury vary 
with the orientation of the needle. When the bevel is 

parallel to the long axis of the nerve, the needle more 
readily pass between the fibres. When the needle is 
transverse to the nerve fibre, the injury is greater.[5] 
Some sensory disturbances and occasional weakness 
may last for more than a year.

When paraesthesia is elicited as the needle advances, 
one can be reasonably certain that a nerve root has 
been struck. Paraesthesia and its intensity may serve as 
a warning sign and a guide for severity of nerve injury. 
Never inject any drug when the patient complains 
of pain, as an intraneural injection is painful and 
forebodes permanent damage.
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Figure 1: Normal magnetic resonance imaging
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titled “Intraoperative bronchospasm with thiopental” 
There are some essential concerns regarding the 
management of the case

First, the patient who presented in the emergency 
department for incision and drainage of a breast 
abscess was kept nil per orally for 6 hours and 
aspiration prophylaxis was also given. Since she gave 
a history of childhood asthma, the author could have 
planned for general anaesthesia using a supraglottic 
device like proseal laryngeal mask airway (LMA). 
This would have minimized the manipulation of a 
suspected hyperreactive airway. [2]

Second, when bronchospasm had developed following 
administration of thiopentone, the patient’s trachea 
was intubated after which inj. Hydrocortisone, inj. 
Dexamethasone and inj. Aminophylline were given. 
Then, maintenance of anaesthesia was done using O2, 
N2O and halothane. The first and foremost step in a 
case of intraoperative bronchospasm is to deepen the 
plane of anaesthesia.[3] So, they could have started 
halothane at a higher concentration than the one used 
since halothane itself is a potent bronchodilator.

Third, the management of bronchospasm could 
have been done with salbutamol puffs along with 
hydrocortisone and dexamethasone, instead of 
aminophylline. The literature suggests that if 
salbutamol puffs are unable to treat the bronchospasm, 
terbutaline or even deriphylline we can use after 
dilution in normal saline.[4] Aminophylline has fallen 
out of favour with most physicians due to its adverse 
effects. It is now used only as a last resort when no 
other drug is able to reverse bronchospasm.

Fourth, after giving the loading dose, infusion of 
aminophylline was started and, simultaneously, 
halothane was also being given to maintain anaesthesia. 
Aminophylline is a potential arrhythmogenic agent 
causing release of adrenaline and halothane sensitizes 
the myocardium to catecholamines.[5] So, the concurrent 
administration of these two agents is questionable
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Introduction of flexometallic 
cuffed endotracheal tube through 
COBRA perilaryngeal airway

Sir,

A 45-year-old male patient weighing 84 kg with 
diagnosis of pituitary macroadenoma posted for 
sublabial rhinoseptal trans-sphenoidal pituitary 
macroadenoma excision. Patient was having 
features of acromegaly with heavy jaw and large 
tongue. Airway assessment revealed adequate 
mouth opening with mallampatti scale class III. 
Patient was pre-oxygenated for 5 minutes. He was 
premedicated with intravenous (IV) pantoprazole 
40 mg, IV glycopyrrolate 0.2 mg, IV dexamethasone 
8 mg, IV midazolam 1 mg and IV fentanyl 50 
mcg. The patient was induced with IV propofol 
2 mg/kg and IV rocuronium bromide 0.6 mg/kg. 
Laryngoscopy was performed but we could not 
intubate the patient as it was Cormark-Lehane grade 
IV on direct laryngoscopy. We inserted the COBRA 
perilaryngeal airway (PLA) no. 4 with which patient 
was successfully ventilated and it was confirmed 
on auscultation. We were not successful in passing 
flexometallic tube through COBRA PLA. Hence, we 
passed a lubricated bougie through COBRA PLA 
into trachea. After removing COBRA PLA, we did 
larygoscopy and threaded the cuffed flexometallic 
tube no. 8.0 over bougie. Bougie was removed 
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