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significant effect on the time to emergence. Of all the 
factors GCS and temperature at the end of the surgery 
had the maximum impact on the time to emergence in 
pateints undergoing clipping for ruptured aneurysms.

ISNACC-S-29

Airway management in cervical spine disease - 
Observations from a tertiary care hospital

A. Karmakar, M. Y. Koura, N. Kumar

Hamad Medical Corporation, Doha, Qatar

Introduction: Airway management in patients with pre-
existing cervical spine disease carries potential for further 
injury and requires careful consideration. Different 
studies have highlighted the anatomic considerations of 
different airway techniques. Generally, awake fiberoptic 
intubation is considered Gold Standard. We sought to 
study the airway management methods employed in 
patients presenting for cervical spine surgery at a tertiary 
care hospital and their impact. Methods: We conducted 
a retrospective observational study at a tertiary care 
hospital in Qatar as part of an institutional audit. 
Consecutive cases with cervical spine disease posted for 
elective spine surgery between July 2012 and December 
2014 were observed for type of airway management 
technique, anesthetic used and signs of immediate post‑
operative neurological deterioration or any change in 
status from baseline. Results: A total of 98 patients met 
the inclusion criteria. 3 were excluded due to lack of data. 
85% were males and 15% females. 55% had traumatic 
cervical spine disease and 34% degenerative cervical 
spine disease. 61 patients had preoperative motor 
weakness. For airway management, 56/95 patients 
underwent awake techniques (55 flexible fiberoptic; 1 
Glidescope) with majority opting for remifentanyl plus 
propofol infusion (21/56) or TCI remifentanyl (18/56) 
for sedation. Remaining 39 patients were anesthetized 
before intubation. Only 2 patients developed neurologic 
deterioration after surgery. Conclusions: Majority of 
anesthetists had opted for awake fiberoptic technique. 
Progressive neurologic deterioration after surgery, 
occurred in only 2.1% of patients. No particular 
technique has conclusively shown superiority over 
others. Familiarity with a particular technique and good 
team communication is recommendable.
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Introduction: Postoperative cognitive dysfunction 
(POCD) is a significant social and financial problem 
occurring in a high percentage of cases in peoples over 60 
years old. POCD is associated with additional costs due to 
hospital stays and increased need for institutionalization, 
rehabilitation, and home care. Dexmedetomidine (DEX) 
has been demonstrated to have a neuroprotectve effect. 
Methods: The present study was a randomized, case-
controlled double-blind trial of 90 patients who had 
undergone surgerywith general anaesthesia (GA), The 
cognitive deficit of each patient was assessed using the 
Mini-Mental State Examination (MMSE). The 90 patients 
were randomly allocated into three groups: Group I: 
Patients receiving 0.25 mcg/kg/hr continuous infusion. 
Group II: Patients receiving 0.50 mcg/kg/hr continuous 
infusion. Group III: Normal saline group (control group). 
The SPSS Version 15.0 statistical Analysis Software was 
used for the statistical analyses. Results: Intragroup 
change in MMSE Score (from Baseline) at different time 
intervals (Paired ‘t’ test) p values shows that there is no 
significant changes in MMSE score at 24 hr and at 72 hr 
in group II patient.

Post-op Group I (<0.001), group II (0.013), group III 
(<0.001)

At 24 hr op Group I (0.009), group II (0.489), group III 
(<0.001)

At 72 hr op Group I (0.009), group II (1.000), group III 
(0.003)

Conclusion: The findings of the present study shows 
that DEX infusion 0.50 mcg/kg/hr after loading with 
1 mcg/kg over 10 min may be an effective method for 
ameliorating postoperative cognitive impairment in 
elderly patients who have undergone surgery. Only 
a small number of patients were recruited. Therefore, 
larger studies should be performed, expanding the 
present study to a broader population.
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Introduction: Patients undergoing neuro-anaesthesia 
with cardiac co-morbidities pose a considerable 
challenge to anaesthesiologists. Management of patients 
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with pacemaker in situ and anaesthetic implications are 
crucial. We report a successful anaesthetic management 
of a patient with pacemaker for frontal lobe tumor 
excision under general anaesthesia. Case Summary: 
64 year old female with complaints of headache and 
irrelevant speech since 2 weeks, diagnosed to have 
frontal lobe tumor. Patient had history of syncope 
5 years back and was diagnosed to have complete 
heart block. Thus a permanent pacemaker with VVI 
synchronised mode with heart rate 70/min was placed. 
On examination patient was moderately built, drowsy, 
heart rate was 68/min and rest vitals were within 
normal limits. Blood investigations were within normal 
limits. ECG showed pacemaker spikes just before QRS 
complexes and LVH. 2D Echo showed pacemaker 
lead in right ventricle and rest findings were normal. 
Patient accepted for surgery under ASA grade III with 
appropriate consent. Preoperatively central line was 
secured. Facility for temporary pacing and pacemaker 
technician were kept ready. Pacemaker settings were 
programmed from VVI mode to VVO mode. Patient was 
premedicated and induced with inj. thiopentone and inj. 
rocuronium, intubated and ventilated. Intraoperative 
vitals were maintained within normal limits. At the end 
of surgery patient was drowsy but maintained SpO2 
100%. ET tube was kept in situ and patient was put on 
CPAP mode. VVO mode reprogrammed to VVI mode. 
Patient shifted to surgical ICU, all investigations were 
within normal limits. Patient was extubated in SICU 
6 hours postoperatively. Conclusion: Neurosurgical 
patient with permanent pacemaker poses a real challenge 
to an anaesthetist. Thorough pre-op evaluation and team 
work of anaesthetists, physician and surgeon resulted in 
successful outcome.
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Introduction: Severe traumatic brain injury (TBI) 
is leading cause of death and disability globally. 
Decompressive craniectomy (DC) is done to treat severe 
brain edema. We conducted a study to determine 
predictive factors for prognosis of DC at the time of 
cranioplasty. We correlated the admission variables, 
CT scan findings and timing of d/c, hospital stay with 
functional outcome. Methods: The functional outcome 
was noted prospectively and retrospective admission 
data was obtained from hospital records. All consenting 

patients (15-65 yrs) posted for cranioplasty following 
DC due to severe TBI were enrolled. The data including 
Marshall grading, admission Glasgow coma score (GCS), 
mean arterial pressure (MAP), time of DC, duration of 
hospital stay, hospital readmission and GCS at discharge. 
The functional outcome at the time of cranioplasty 
was measured by Glasgow Outcome Score (GOSE) 
questionnaire. GOSE 5‑8 were classified as good outcome 
and GOSE 1‑4 were classified as poor outcome. Results: 
A total 85 patients (71 male and 14 female) were enrolled. 
The mean age was 33.42 yrs. Only 36% patients had a 
good outcome (GOSE 5‑8). There was no significant 
association between age, sex, marshall grading, duration 
between d/c and cranioplasty, hospital readmission, 
GCS at admission with outcome. In univariate analysis 
tracheostomy, duration of hospital stay, MAP, timing of 
DC and GCS at discharge were predictors of outcome. 
On multivariate analysis tracheostomy was found to 
be independent predictor of outcome. Discussion: 
Significant disability is seen among the survivors of DC. 
Admission variables do not predict outcome. Larger 
sample size is required.
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Introduction: Recognising and treating non-neurological 
complications occurring in neurotrauma patients 
during ICU stay is equally challenging. Primary aim: 
To estimate various non-neurological complications 
in neurotrauma patients. Secondary aim: To see the 
effect of these complications on ICU stay, disability and 
mortality. Methods: Prospective observational study 
at neurotrauma ICU of level 1 trauma center, AIIMS, 
New Delhi. 200 neurotrauma patients consisting of 
Traumatic Brain Injury (TBI) and/or Cervical spine 
injury (CSI) were enrolled. Period of study: From 
admission to discharge from ICU or demise. Inclusion 
criteria: Age >16 years, Severe TBI (GCS≤8), CSI requiring 
mechanical ventilation. Results: Non–neurological 
complications were frequent in neurotrauma ICU 
patients. We observed respiratory complications to be 
of highest occurence (60.5%). Other complications in 
decreasing order included dyselectrolytemia (40%), 
cardiovascular (33.5%), coagulopathy (32%), sepsis (24%), 
abdominal (16.5%) and AKI (3.5%). Presence of systemic 


