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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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doses that are sedative.[6]	We	used	promethazine	12.5	mg	IV,	
another phenothiazine that successfully abolished hiccups. 
In an informal survey of anesthetic and surgical colleagues, 
majority cited promethazine as an option for the treatment 
of hiccups. Surprisingly, a literature search did not reveal 
any previous report of promethazine as a treatment choice 
for hiccups.
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Waxing and waning tracheal 
tube obstruction: A diagnostic 
dilemma!

Sir,
A	26-year-old	 victim	 of	 road	 traffic	 accident	was	 brought	
to the emergency department in an unconscious state with 
nasal bleeding. His airway was secured immediately using 
size	 8,	 oral	 cuffed	PVC	 endotracheal	 tube	 (ETT).	He	

was posted for subdural hematoma drainage two hours later. 
General anesthesia was administered using standard technique 
after confirming ETT position and patency, and the patient 
was	positioned	 (anti-Trendelenburg).	After	15	min,	 airway	
pressure	 (Paw)	 increased	 from	19	 to	28	 cm	H2O, EtCO2 
increased	 from	 32	 to	 51	 mmHg,	 and	 SpO2	 was	 98%.	
Auscultation revealed bilateral reduced air entry and wheeze. 
Bronchospasm due to inward migration of ETT with carinal 
impingement following surgical positioning was considered. 
ETT position was reconfirmed and kinking was excluded. 
Bronchodilators (salbutamol and combination of levosalbutamol 
with ipratropium bromide inhaler puffs, theophylline injection) 
and hydrocortisone intravenous (IV) was administered. 
A lubricated suction catheter was advanced through the ETT 
and a small quantity of blood-tinged secretion was suctioned. 
The	Paw	decreased	to	23	cm	H2O, EtCO2	to	42	mmHg,	and	
the reservoir bag compliance improved. Waxing and waning of 
airway resistance occurred several times. Finally, there was a 
marked	increase	in	Paw	38	cm	H2O, the reservoir bag felt stony 
hard, and it was impossible to ventilate even after changing the 
anesthesia circuit. The suction catheter could not be advanced 
through the ETT. Cuff deflation resulted in no improvement 
in ventilation excluding cuff herniation. We could not visualize 
the ETT lumen using a fiberoptic bronchoscope, as it was not 
available in the emergency operation theatre. Suspecting ETT 
obstruction, we replaced it with a new one, following which we 
could ventilate our patient. The removed ETT had an impacted 
blood	clot	covering	the	tube	tip	and	Murphy’s	eye	[Figure	1].	
After completion of surgery, the patient was shifted to the ICU 
for further management.

Xue et al., reported three cases of ETT obstruction caused 
by blood clot.[1] They speculated that local tracheal injury 
following traumatic intubation, cuff over inflation, or tube 
movement during changes in head position could result in 
bleeding and clot formation.[1] Endotracheal intubation has 
the potential to cause tracheal trauma and subsequent clot 

Figure 1: Blood clot covering the endotracheal tube tip and Murphy’s eye
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