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Letters to Editor

was electively ventilated for 16 h postoperatively in 
view of high PAP and combined surgical procedure. 
Patient did not have pain, numbness or parasthesia in 
the left upper limb. There was no evidence suggestive 
of associated brachial plexus injury.

Rib fracture is common after sternotomy and often 
goes unnoticed. The symptoms depend on location 
of the fracture. One-third of the fractures are reported 
each in the first and second rib and the remaining third 
throughout the thorax.[3] Occult rib fractures are often 
a major cause of non-incisional chest pain in patients 
who have undergone sternotomy. 
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Role of amino acid infusion 
in delayed recovery from 
neuromuscular blockers

Sir,

I appreciate the successful management of a patient 
with recurarisation[1] due to suspected hypothermia. 
But we have some concerns regarding the author’s 
findings and the related interpretation. 

Firstly, hypothermia under anaesthesia classically 
occurs in three phases; namely, early redistribution 
phase, intermediate linear phase and a plateau  
phase.[2,3] On induction of anaesthesia, there is a 
transfer of heat from core to periphery accounting 
for 0.5–1°C fall in core temperature during the first  
hour.[2,3] Since surgery lasted 60 minutes (in the 
reported case only); the reported fall of temperature of 
2°C (to 35°C) is a bit too much for a surgery that lasted 
only 60 minutes. Moreover, ambient temperature[4] of 
the operating room is the single most important factor 
determining degree of redistribution hypothermia but 
there is no mention of it anywhere in the article.[4]

Secondly, patient was given vecuronium bromide at 
a dose of 0.1 mg/kg (4.5 mg initial dose) and the total 
dosage was 4.8 mg. considering this, the rationale 
and timing of 0.3 mg repeat dose of vecuronium is 
not clear. Also, there is no mention of time elapsed 
after the last dose of vecuronium bromide and before 
attempting reversal. Moreover, since a 3°C fall in core 
temperature doubles the duration of vecuronium 
bromide,[5] if hypothermia of a degree mentioned was 
present, than this would have increased the duration 
of vecuronium bromide. This becomes important 
because in the presence of hypothermia reversal of 
neuromuscular block may be difficult. 

Thirdly, once patient was found to have inadequate 
neuromuscular reversal, no effort was made to assess 
neuromuscular junction function via clinical tests 
and neuromuscular monitoring. Instead, temperature 
monitoring was thought of in the first place (that too 
core temperature via nasopharyngeal probe in an 
awake patient!).

Fourthly, although amino acids are known to increase 
internal heat generation, their effect is more evident 
inter-operatively because anaesthesia induced 
inhibition of central thermosensors.[6] Their effect 
is not expected to be the same postoperatively. It is 
unlikely that hypothermia was corrected by 150 ml of 
amino acids. Moreover, the basis of giving amino acids 
at the rate of 100 ml/hour is also not clarified.

So, findings of this case report should be interpreted 
with caution and we should be careful in using amino 
acids blindly during the postoperative period for 
correction of hypothermia.

Anju Gupta, Nishkarsh Gupta1

Pandit Madan Mohan Malviya Hospital, New Delhi and 

Azhar
Rectangle



Indian Journal of Anaesthesia | Vol. 55| Issue 2 | Mar-Apr 2011214

Letters to Editor

1Department of Anaesthesiology and Pain Management,  
PGIMER and Associated Dr RML Hospital, New Delhi, India

Address for correspondence:
Dr. Anju Gupta, 

438, Pocket A, Sarita Vihar, New Delhi - 110 076, India. 
E-mail: dranjugupta2009@rediffmail.com

REFERENCES

1. Kalra S, Wadhwa R. Role of amino acid infusion in delayed 
recovery from neuromuscular blockers. Indian J Anaesth 
2010;54:166-8.

2. Sessler DI. Mild perioperative hypothermia. N Engl J Med 
1997;336:1730-7.

3. Gupta N, Sehgal R, Kumar R, Sharma KR, Gupta A, Agrawal N. 
Prospective randomized double blind study to evaluate the effect 
of infusion of amino acid enriched solution on recovery from 
neuromuscular blockade. Indian J Anaesth 2009;53:318-23.

4. El-Gamal N, El-Kassabany N, Frank SM, Amar R, Khabar HA,  
El-Rahmany HK, et al. Age-related thermoregulatory differences 

in a warm operating room environment (approximately 26 
degrees C). Anesth Analg 2000; 90:694-8.

5. Heier T, Caldwell JE, Sessler DI, Miller RD. Mild interaoperative 
hypothermia increase duration of action and spontaneous 
recovery of vecuronium blockade during nitrous oxide-isoflurane 
anaesthesia in humans. Anesthesiology 1991;74:815-9

6. Selldén E, Brundin T, Wahren J. Augmented thermic effect of 
amino acids under general anaesthesia: A mechanism useful 
for prevention of anaesthesia-induced hypothermia. Clin Sci 
(Lond) 1994;86:611-8.

Access this article online
Quick Response Code:

Website: 
www.ijaweb.org

DOI:   
10.4103/0019-5049.79887

Author Institution Mapping (AIM)

Please note that not all the institutions may get mapped due to non-availability of the requisite information in the Google Map. For AIM of other 
issues, please check the Archives/Back Issues page on the journal’s website.

Azhar
Rectangle


