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Anaphylaxis to vecuronium: 
Revisited

Sir,

I read the letter to the editor by Dr. Chowdhry et al. 
with interest.[1] First of all, I would like to congratulate 
the authors for their successful management of a 
life‑threatening anaphylaxis. However, some aspects 
of the scenario need reconsideration.

First, the bolus dose of adrenaline used for 
the management was too large. Most of the 
recommendations advice a bolus dose of 100–200 µg 
intravenous for this clinical presentation where the 
heart rate was 52/min and blood pressure was 74/32 
mm Hg.[2]

Second, one of the hallmarks of anaphylaxis is profound 
vasodilatation leading to sequestration of blood from 
intravascular to interstitial space. This necessitates 

the rapid infusion of fluids in the form of crystalloids 
or colloids to fill the vascular compartment.[2] The 
authors have not mentioned anything about the fluid 
resuscitation.

Third, it is recommended to start an intravenous 
infusion of adrenaline rather than dopamine after the 
initial doses.[2] It is not clear why the authors chose to 
use dopamine in place of adrenaline.

Fourth, the oxygen saturation dropped to 89%; 
however, the chest auscultation findings are missing 
in this report. These are important to rule out 
bronchospasm. Similarly there is no mention of the 
compliance of the lungs and the airway pressures. The 
other cause of desaturation in this patient could be 
decreased pulmonary blood flow due to hypotension 
itself.

Fifth, the patient had a body mass index (BMI) 
of  36. The recommended dose of hydrocortisone 
is 1–2  mg/kg. This obese patient received only 
100  mg. Also, the literature supports the use of 
either hydrocortisone or methylprednisolone and not 
dexamethasone which was given in this case.[3]

Sixth, the patient was hypertensive; therefore, it 
would be interesting to know the medical treatment. 
This has direct implications on the outcome because 
many times they are receiving beta‑blockers which 
may decrease the effectiveness of adrenaline.

Seventh, the patient had a BMI of 36 and she was 
hypertensive. Fentanyl at 1 µg/kg and propofol 
at 1  mg/kg is a highly insufficient dose for this 
hypertensive patient. Further, whether an inhalational 
agent was also used is doubtful from the presentation.

Eighth, the authors decided to get the surgery done 
after this episode with the patient still on inotropic 
support. How safe is this? One must remember that 
anaphylaxis can recur. What muscle relaxant would 
one give if the patient comes out of the effect of muscle 
relaxant in this clinical setting? We must remember 
that cross‑sensitivity is common between muscle 
relaxants.[3] The other option could be propofol 
infusion or deep inhalation anaesthesia. However, it is 
unwise to use this technique in this patient who was 
already on dopamine infusion. Therefore, I feel that 
for this elective surgery, the safest approach would 
have been stabilisation and postponing the case till 
the event is adequately investigated.
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Lastly, we often forget but it is a must to give some 
medialert‑band or similar type of thing so that the 
patient is not given the same drug again for some other 
surgery in future.[3]
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Successful difficult airway 
management in a child with 
Hecht–Beals syndrome

Sir,

Hecht–Beals syndrome is a rare autosomal dominant 
inherited disorder of connective tissue. Children 
are born with a characteristic clenched position of 
hand, foot deformity, multiple joint contractures, 
arachnodactyly, kyphoscoliosis, limited mandible 
excursion and restricted mouth opening. Airway 
management may be challenging in these children, 
and various techniques like laryngoscopy, anterograde 
fiberoptic guided intubation, retrograde fiberoptic 
guided intubation, and elective tracheostomy have 
been reported. We put forward the use of tracheal 
tube introducer through laryngeal mask airway as an 
incomplex technique, keeping fiberoptic bronchoscope 

as standby for tracheal intubation in these children 
with restricted mouth opening.

A 4‑year‑old, 15‑kg female child with Hecht–Beals 
syndrome having multiple joint contracture of the foot 
was posted for contracture release in prone position. 
Physical examination revealed contracture deformity 
of both upper and lower limbs, with adduction and 
inversion deformity of foot. Further genetic workup 
revealed her as a case of Hecht–Beals syndrome (FBN2 
mutation). Airway examination showed small mouth 
opening (1.8  cm) and multiple missing teeth with 
normal neck movements [Figure  1]. After adequate 
fasting, she was shifted to the operating room.

The child was induced with 8% sevoflurane and 100% 
oxygen at the flow of 6  L. Standard monitoring of 
pulse oximetry, electrocardiography, and non‑invasive 
blood pressure were established upon induction and 
a 22‑G intravenous access was secured. Sevoflurane 
concentration was reduced to 5% and the child was 
allowed to breathe spontaneously. With small mouth 
opening, visualisation of glottis was difficult using 
conventional laryngoscopy and further attempts 
for achieving endotracheal intubation with Miller 
blade also failed. A  classic laryngeal mask airway 
size 2 was inserted and adequate ventilation was 
achieved. A 10 CH tracheal tube introducer tip facing 
anteriorly was passed through the laryngeal mask 
airway into the trachea. The laryngeal mask airway 
was removed and a five millimeter internal diameter 
uncuffed endotracheal tube was railroaded over 
the tracheal tube introducer. After confirming the 
endotracheal placement of the tube with end‑tidal 
carbon dioxide and auscultation for bilateral equal 
air entry, atracurium was administered. Caudal block 

Figure 1: Child with Hecht–Beals syndrome having limited mouth 
opening
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