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Letters to Editor

by auscultation of the lung fields. Severe bronchospasm was 
suspected. Anesthetic depth was increased with IV bolus of 
propofol 10 mg and IV ketamine 10 mg. Four salbutamol puffs 
were delivered through the endotracheal tube. Sevoflurane 
concentration was increased to 3% in 100% oxygen. As all 
these manoeuvres did not make any difference and peak airway 
pressures were reaching beyond 50 cm H2O to deliver even 
50 ml of tidal volume, possibility of endotracheal tube block 
was suspected. A 8‑Fr suction catheter was passed through 
the endotracheal tube revealed no tube obstruction. While 
attempting to reconnect the endotracheal tube to the connector 
it was noticed that the tube end of the connector had a pinpoint 
opening [Figure 1]. The connector was replaced with another 
normal one which solved all the problems. The procedure was 
uneventful and neuromuscular blockade reversed and tracheal 
extubation done at the end of surgery.

Inability to provide adequate ventilation in an intubated 
patient without excessive pressure being applied to the 
reservoir bag can be termed as a tight‑bag situation.[1] In a 
tight‑bag situation the peak airway pressures can increase 
beyond 25 cm H2O. Even though equipment malfunction or 
defects are quite common, they often go undetected leading 
to delay in correct diagnosis and proper management of 
the case.[2]

The pinpoint constrictive defect of the connector of the 
endotracheal tube which was initially used in our patient 
could have significantly increased the resistance to airflow 
leading to a tight‑bag situation. As evident from Poisiuele’s 
law, the resistance can increase by fourth power of radius 
of a tube. Poisiuele’s law R  =  8nl/pr4  (n  ‑  Viscosity, 
l ‑ Length).

Tight‑bag situation with inadequate ventilation is a night mare 
for any anesthesiologist. Going through a complete machine 

check including the breathing circuit before anesthetizing the 
patient and having a systematic protocol based approach to 
the tight‑bag situation will help in early identification and 
rectification of the problem.
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Figure  1: The abnormal constriction of the endotracheal tube connector 
compared with the normal one
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Malfunction of heat and 
moisture exchanger filters: 
Causality or unresolved 
problem?

Dear Editor,
We read with great interest the case report by Bajwa, et al.[1] 
The authors highlight the seriousness of HMEF malfunction 
leading to airway obstruction that could result in catastrophic 
patient outcome, especially during anesthesia for operative 
procedures. It is also concerning that such device malfunctions 
may seldom trigger an alarm, which is intended to alert the 
anesthesiologist. Fortunately, the expertise and clinical acumen 
of the anesthesiologists caring for the patient had saved the day.

There are many causes which may determine a loss of 
HMEF efficiency such as described by the authors.[2] Several 
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published articles describe the deleterious effects such as 
barotrauma and variable loss of humidification.[2‑4]

We have carefully read this article on complications associated 
with HMEF malfunction.[1] If these malfunctions are considered 
to be rare and unusual, still are under‑recognized and unnoticed, 
leading to serious harm to the patient. The use of HMEF and 
its associated malfunction is still a matter of debate among 
anesthesiologists. Currently there is not epidemiologic or clear 
information about this topic and clinical implications.

First, we agree with the authors that this paper highlights 
the lack of automatic detection systems for malfunctioning 
disposable devices that are added to the breathing circuit.[1] 
This raises the need for incorporating alternative detection 
alarms and even international policy. At present, only heated 
humidifiers have alarms for their malfunction and the detection 
alarms are still lacking for other MME devices. This is 
crucial point during prolonged mechanical ventilation[5] and 
monitoring ventilatory parameters.[6]

Second, there are not any available clinical protocols or 
training manuals to evaluate HMEF efficacy, or identify its 
potential manufacturing defects prior to clinical application.[2‑4] 
Our recommendations to authors is that only a preventive 
strategy with meticulous attention to both disposable and 
non‑disposable equipment used, could avoid a life threatening 
circumstance in the operating room, weaning[5] and prolonged 
mechanical ventilation.[7, 8] Third, our recommendations are 
that HME should incorporate a system of effective humidity, 
internal resistance and integrity along with a detection system 
when they fail.

Our key home messages in this study are a) this is an unresolved 
technical and clinical problem. b) Qualitative survey of 
practicing anesthesiologists would provide more insight in to 
the prevalence of what appears to be an ‘unusual’ occurrence 
of a very serious HMEF malfunction and c) upcoming trials 
should incorporate aspects of safety on humidification devices 
utilized.
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Failed ventilation due to 
heat and moisture exchange 
filter malfunction: A difficult 
diagnostic scenario

Dear Editor,
It gives immense satisfaction to the authors when the academic 
and clinical message is rightly perceived by the dedicated and 
learned readers. The concerned readers are right on the target 
and have given a beautiful constructive review of our article.[1] 
It is really difficult to explain the hazards associated with 
humidification sciences in a short communication. The present 
article was an attempt to put forth the hazards associated with 
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