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compliance. Postdecompression the patient received staged
step down intensive care in the CCU, high dependency unit
(HDU), and neurosurgery wards and culminated in the dis-
charge of a functional patient with very little neurological
sequelae.

Conclusion: A high index of suspicion and a close
watch on the anesthesia monitor goes a long way in detecting
the occurrence of and ameliorating the effects of VAE during
the intraoperative period in neurosurgical patients. Though
rare, the embolic event has the potential to cause ischemic
injury to the brain which, though commonly arterial, can also
lead to an insidious venous infarct.
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Introduction: Twenty percent of Takayasu arteritis
cases present with central nervous system (CNS) involve-
ment. When CNS disease is present, it typically manifests as
cerebral ischemia or stroke. There are rare reports of intra-
cranial aneurysms in adults with Takayasu arteritis. We re-
port the anesthetic management of a patient with Takayasu
arteritis with cerebral aneurysm with subarachnoid hemor-
rhage (SAH) grade 1.

Methodology/Description: A 16-year-female pati-
ent weighing 42 kg posted for emergency craniotomy and
clipping for ruptured left internal carotid artery (ICA) com-
municating segment and ICA bifurcation aneurysm with
SAH grade 1. Patient presented with sudden severe headache
with vomiting. Preoperatively right upper limb NIBP was
persistently above 220/110 mm Hg, so lower limb NIBP read-
ing was noted suspecting coarctation of aorta, which was
significantly lower (90/60 mm Hg). On auscultation, grade
2 pansystolic murmur was heard in aortic area. Cardiology
consultation was taken before proceeding for emergency
clipping with the goal of maintaining cerebral hemodynam-
ics and oxygenation, reducing ICP and maintenance of lower
limb perfusion to avoid spinal cord ischemia. Intraopera-
tively, patient’s blood pressure was managed with vasodi-
lators and case went uneventful. Postoperatively patient
underwent CTA thorax and was diagnosed with Takayasu
arteritis grade 4. Patient was discharged with Glasgow Coma
Scale (GCS) of EAM6VT with right hemiplegia (MCA territory
infarct).
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Conclusion: Coarctation of aorta or Takayasu arteri-
tis should be suspected in patients with multiple intracra-
nial aneurysms. The goal of anesthesia should be focused on
minimizing hemodynamic changes to prevent cerebral isch-
emia and adequate tissue perfusion to prevent peripheral
ischemia.
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Introduction: The study of cervical spine mechanics
during airway interventions is a gradually evolving realm of
scientific study in an attempt to limit cervical spine move-
ment during endotracheal intubation. In a similar pursuit, we
compared the cervical spine motion during orotracheal intu-
bation using intubating laryngeal mask airway (ILMA)-guid-
ed flexible bronchoscope with intubation aided by video
laryngoscope.

Methodology: Forty consenting patients without
any history of known cervical spine abnormalities posted
for elective neuroradiological procedures in the angiogra-
phy suite were enrolled in the randomized crossover trial.
All patients were randomized to both ILMA-guided flexible
bronchoscopic and video laryngoscopic-guided intubation.
The cervical spine motion was examined using continuous
cinefluoroscopy at the following regions: occipital bone, C1,
C2, C3, (4, C5 vertebra, the occiput-C1, C1-C2, C2-C3, and
C4-C5 junction. The combined craniocervical motion from
occiput to C5 between the two intubation techniques was the
primary outcome of the study.

Results: Analysis of combined craniocervical move-
ment from occiput to C5 revealed lesser movement (62%
less) by the ILMA flexible bronchoscopy-guided technique
as compared with video laryngoscopy-guided intubation
(17.55+14.23 vs.28.95 + 11.58 degrees, p < 0.001). The ILMA
flexible bronchoscopy-guided technique produced signifi-
cantly lesser movement as compared with the video laryngo-
scope at the occiput-C1(9.75 £ 8.59 vs. 15.00 + 10.48 degrees,



p =0.000) and C1-C2 level (3.95 + 7.51 vs. 7.53 + 9.1 degrees,
p =0.003).

Conclusion: The use of ILMA-guided flexible bron-
choscopic intubation is associated with significantly reduced
craniocervical and upper cervical spine movement when
compared with intubation aided by video laryngoscopy.
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Introduction: A 65-year-old female patient com-
plained of swelling over left side of forehead and scalp for 1 year
and protrusion of eyeball since 6 months. She was diagnosed as
meningioma in left frontal lobe, with mass effect and midline
shift. Meningioma forms on the meninges, often slow growing;
90% are benign. They occur more in women than in men.

Methodology/Description: The swelling increased
over 6 months, causing proptosis, ptosis, and squint of left eye.
She developed headache and nausea (1 month). There was
altered sensorium, irrelevant speech, and slow mentation for
2 weeks. Glasgow Coma Scale (GCS)—14/15 (E, V, M,). She was
preoxygenated and was premedicated. Induction—inj. thio-
pentone 250 mg, inj. rocuronium 40 mg. Intubated with flex-
ometallic tube. Maintained on O,+ N,O (1:1) and sevoflurane
(1-2%) using controlled ventilation on closed circuit volume
control mode. Muscle relaxation bolus doses of inj. rocuronium
1mg (for both surgeries). After first surgery, she was shifted to
surgical intensive care unit (SICU), intubated in view of major
blood loss, for 3 days on inotropes. Thereafter, she was weaned
off ventilator, put on T-piece, and taken for external carotid
artery ligation and excision of tumor (second surgery). At the
end of second surgery, patient was reversed. She was obeying
commands, eye opening was present, and tone and reflexes
were normal. She was extubated on table. Phonation was pres-
ent. Vitals were stable. Patient was shifted to SICU for observa-
tion. After 5 days in SICU, she was shifted to the general ward.

Conclusion: Meningioma is highly vascular brain
neoplasms, associated with blood loss during resection. The
anesthetic and perioperative care requires an understanding
of pathophysiology of the tumor, effect of anesthetics, fluid
therapy, and hemodynamics.
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Introduction: Intraoperative hyperthermia portends
some of the most dreaded anesthetic emergencies such as
malignant hyperthermia, septicemia, neuroleptic malignant
syndrome, thyroid storm, and transfusion reactions. How-
ever, hypothalamic injury as a central cause of fever should
also be considered.

Methodology/Description: A 5-year-old boy with
bifrontal headache, double vision, 7.6 x 7.0 x 5.2 cm lesion in
suprasellar brain (craniopharyngioma) on MRI with normal
preoperative blood and hormone analysis underwent tran-
scranial tumor excision under standard anesthesia care and
monitoring. During surgical manipulation of base of tumor,
sudden malignant rise of temperature from 36.2 to 39.4°C
over 20 minutes and 41°C subsequently with tachycardia
and hypertension was seen. All attempts including sevoflu-
rane switchoff (from 0.8 MAC), cooling, intravenous parac-
etamol, and cold saline were in vain. Normal ABG, potassium,
end-tidal CO,with serum sodium 150 mEq/L, urine output
25 mL/kg/h (from 2 mL/kg/h), increased serum osmolarity,
decreased urine specific gravity pointed toward diabetes
insipidus, which was managed with appropriate fluids. The
child was extubated in ICU 4 hours after surgery with tem-
perature 38°C and tachycardia and was discharged on sev-
enth postoperative day on intranasal desmopressin. Normal
ABG, CPK, thyroid profile, TLC, absent blood transfusion rule
out other causes and correlation of hyperthermia to timing of
surgery, and diabetes insipidus persisting after pharmacolog-
ical therapy indicates hypothalamic injury as culprit due to
altered control of homeostasis and temperature.

Conclusion: Intraoperative hyperthermia serves
as harbinger of hypothalamic injury in suprasellar surgery,
which should alert anesthetists regarding other associated
ominous problems, such as autonomic dysfunction and dia-
betes insipidus, which needs urgent attention.
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