
Letters to Editor

560 Journal of Anaesthesiology Clinical Pharmacology | October-December 2013 | Vol 29 | Issue 4

the difficult airway: An updated report by the American Society 
of Anesthesiologists Task Force on Management of the Difficult 
Airway. Anesthesiology 2003;98:1269‑77.1.

2. Khor LJ, Jeskins G, Cooper GM, Paterson‑Brown S. National 
obstetric anaesthetic practice in the UK 1997/1998. Anaesthesia 
2000;55:1168‑72.2.

3. Ngan Kee WD. Confidential enquiries into maternal deaths: 
50 years of closing the loop. Br J Anaesth 2005;94:413‑6.3.

4. Cook TM. Combined spinal‑epidural techniques. Anaesthesia 
2000;55:42‑64.

Access this article online
Quick Response Code:

Website: 
www.joacp.org

DOI:  
10.4103/0970-9185.119106

A useful mnemonic for 
pre‑anesthetic assessment 

Sir,
Assessing patients preoperatively is an important starting 
point to formulate effective anesthetic plan. Pre-anesthesia 
assessment includes a good history, a physical examination, and 
any indicated laboratory tests. The task of gathering necessary 
information and sharing that information among various 
providers is important. As outpatient anesthesia is becoming 
more popular with the majority of patients coming to the 
hospital shortly before undergoing a procedure, pre-anesthetic 
assessment has become more challenging. Moreover, there is a 
possibility of incomplete checkup due to anesthesiologist’s busy 
schedule or when the case is presented at odd hours. This leads 
to missing of certain components of assessment, which becomes 
apparent only when the problem arises. The Australian Incident 
Monitoring	Study	database	found	that	11%	of	reports	identified	
inadequate	or	incorrect	preoperative	assessment	(478	of	6,271)	
or	preoperative	preparation	(248	of	6,271).[1]

The  gu id e l i n e s  o f  t h e  Ame r i c an  Soc i e t y  o f 
Anesthesiologists (ASA) indicate that a preanesthesia visit 
should definitely include the following:[2]

•	 An interview with the patient or guardian to review 
medical, anesthesia, and medication history

•	 An appropriate physical examination
•	 Review of diagnostic data (laboratory, electrocardiogram, 

radiographs, consultations)
•	 Assignment of ASA physical status score (ASA-PS)

The only solution to effective pre-anesthetic checkup is the 
use of good mnemonic that covers all aspects of pre-anesthetic 
assessment completely. The mnemonic is A2, B2, C2, D2, E2, 
F2,	and	G2. This mnemonic is unique because it follows an 
order based on the degree of significance of components of 
pre-anesthetic assessment.

A ‑ Affirmative history: The history of present surgical 
condition with the details of progression to present state. 
Details of past illness and treatment should be elicited.

A ‑ Airway: Perform detailed airway examination and have 
a plan for airway management. Always have plan B in case 
plan A fails.

B ‑ Blood hemoglobin, blood loss estimation, and 
blood availability: Check for hemoglobin level and take 
measures to improve the same. Assess the requirement of blood 
based on expected blood loss and preoperative hemoglobin. 
Ensure availability of blood.

B ‑ Breathing: Look for respiratory rate, pattern, and 
dyspnea.

C ‑ Clinical examination: Assess pulse volume, rhythm, 
and blood pressure. Do detailed systemic examination. Assess 
effort tolerance.

C ‑ Co‑morbidities: Look for co-morbid diseases like 
diabetes, hypertension, asthma, and epilepsy and optimize 
the end organ problems.

D ‑ Drugs being used by the patient: Elicit the details 
of current drug therapy and allergies to plan anesthesia.

D ‑ Details of previous anesthesia and surgeries: Elicit 
the details of previous anesthesia and surgeries to anticipate 
anesthetic difficulty.

E ‑ Evaluate investigations: Look for appropriate 
investigations that would guide anesthetic management.

E ‑ End point to take up the case for surgery: End 
point to take up the case for surgery should be decided to 
avoid unnecessary postponement if further optimization is 
not possible.

F ‑ Fluid status: Follow fasting guidelines appropriate to 
the age and surgery.

F ‑ Fasting: Advice adequate duration of fasting for that 
particular age to prevent aspiration.
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G ‑ Give physical status: Assign a physical status 
classification.

G ‑ Get consent: Discuss the surgical problems and 
the anesthetic risk with the patient and relatives to obtain 
appropriate consent.

The authors hope that this mnemonic will provide an effective 
tool during the pre-anesthesia assessment. This should also help 
anesthesiologists serve as better perioperative medical physicians 
with a focused knowledge to evaluate and successfully manage 
medical complexities related to anesthesia and surgery.
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Management of intraoperative 
hiccups with intravenous 
promethazine 

Sir,
We read with interest the article by Dr. Beyaz titled “persistent 

hiccup after lumbar epidural steroid injection” published in 
this journal.[1]	They	describe	a	case	of	a	61-year-old	male	
who developed persistent hiccups lasting 3 days following 
lumbar epidural injection of triamcinolone and bupivacaine 
for treatment of low back pain. However, no treatment was 
prescribed for the management of hiccups.

Hiccups are a common and usually a self-limiting phenomenon. 
Hiccups occurring intraoperatively can be annoying and may 
disturb the surgical or diagnostic procedure because of sudden 
abdominal movements. We describe a case of a patient 
who developed hiccups intraoperatively that responded to 
administration of intravenous promethazine.

A	23-year-old	male	was	 scheduled	 for	 corrective	 repair	 of	
proximal hypospadius. Past history, physical examination 
and blood investigations were unremarkable. In the operating 
room, standard monitoring was instituted and intravenous 
access was secured. Spinal anesthesia was administered 
with	2.5	mL	bupivacaine	0.5%	at	 lumbar	3-4	 interspace.	
Seven minutes following initiation of spinal anesthesia the 
patient	 developed	 hiccups.	After	 waiting	 5	min	 to	 allow	
for spontaneous cessation of hiccups, bilateral acupressure 
was	 applied	 at	 crus	 helicis	 for	 2	min	with	 no	 beneficial	
response. The patient denied history of recurrent hiccups in 
the past. He was asked to think of any persons who might be 
remembering him. Other than bringing a smile on his lips, this 
non-pharmacologic intervention failed to stop the hiccups. As 
the	hiccups	(since	20	min)	were	interfering	with	the	surgery,	
we	administered	promethazine	12.5	mg	IV.	Within	3	min,	the	
hiccups stopped. The surgical procedure was accomplished 
successfully with no recurrence of hiccups.

Persistent hiccups may cause significant complications such 
as discomfort, dehydration, exhaustion, insomnia, delirium, 
cardiac dysrhythmia, electrocardiogram artefacts, wound 
dehiscence, anxiety and depression.[2] Treatment strategies 
for intraoperative hiccups remain empirical.[3] Stimulation of 
the pharynx (opposite the body of second cervical vertebra) 
through the nose is a useful method for managing hiccups.[4] 
Compression	of	the	eye	balls	and	instillation	of	5	mL	ice-cold	
water through a nostril have also been suggested.[3] A popular 
intervention that is feasible in awake patients is to think of 
someone dear remembering us.[5]

Various	 drugs	 such	 as	 ketamine	 25	 mg	 IV,	 ephedrine	
5	mg	IV,	atropine	0.5	mg	IV	and	dexmedetomidine	50	µg 
IV	 over	 10	min	 have	 been	 used	 to	manage	 intraoperative	
hiccups.[3] Acupressure point recommended for treatment 
of hiccups is the diaphragm point (crus helicis), which was 
ineffective in this case. Chlorpromazine is often effective in 
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