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ABSTRACT

Spontaneous pneumothorax in patients with Marfan syndrome is common. Even a small pneumothorax can become a
tension pneumothorax under positive pressure ventilation. Sometimes anaesthesiologists have to cater to more than
one complication intraoperatively. Thorough knowledge of the subject and availability of monitors and anaesthesiologist
in the operation theater as in general anaesthesia during locoregional anaesthesia is mandatory to avoid occurrence of

catastrophy.
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INTRODUCTION

Local anaesthetic toxicity is a well-known
complication of Peribulbar Block AnaestheSla.
Technical expertise, knowledge of the subject and
presence of Anaesthesiologist in operating room
with same standards of monitoring as in General
Anaesthesia is mandatory during locoregional
anaesthesia to avoid occurrence of any
catastrophy?

Marfan syndrome is associated with spontaneous
pneumothorax in 4.4% in more than 12 years®ld.
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CASE REPORT

A 27 year old female, of 80 kg, known case of
Marfan Syndrome was scheduled for lensectomy.
Right eye for Ectopia Lentis under Locoregional
anaesthesia. Medical history suggestive of Marfan
syndrome included a positive family history,
decreased vision, on examination, we had an arm
span to height ratio of 1.09, long slender fingers,
high arched palate, axial length of RE:27.97mm
and LE:27.75 mm. Routine investigations did not
reveal any abnormality. Under strict aseptic
precautions and following the proper technique,
peripulbar block was performed with two injections
in primary gaze. First injection in lower temporal
peribulbar space and second in upper nasal
peribulbar space Anaesthetic mixture consisted of
2% lidocaine and 0.5% bupivacaine. After 6-7 mins
patient had generalized tonic clonic seizures. As
anaesthetist was present in the OT for a case in GA
the patient was promptly managed by the team. The

patient was given iv midazolam 3 mg for seizures
and monitors were attached with PR-90, BP
110/76, SPO2 of 90%, but since there was a falling
saturation RSI was done by inj Propofol 150 mg
and in Succinylcholine 50 mg followed by 100 mg
Fentanyl. Intubation was confirmed by
capnography and auscultation of chest. Samples
were sent for sugar, electrolytes, acid base balanc
Even after intubation, oxygenation did not improve
and there was circulatory collapse, which did not
respond to fluids and vasopressors. Monitors
displayed a decrease in SPfiom 90-86% and
ETCO2 from 36-24 and there was an increase in
PIP from 25-39. Immediately cause for raising PIP
was sought for and on auscultation, it was revealed
that there was no entry on the right side of the
chest. Needle was inserted in second ICS in
midline, air was aspirated, and diagnosis of
pneumothorax was made. Immediate chest tube
was inserted and there was a rise in ETCO2 and
normalization of hemodynamic parameters. The
surgery was abandoned and patient was shifted to
ICU for further cardio pulmonary support. Patient
was extubated in the evening without any
neurological derangement. Patient was discharged
from the hospital after lung expanded and ICTD
was removed.
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Figure 2: Arm span length 170cm; Height 155cm
arm span height ratio>1.05

—27 yrs/F/ SR 2015

Figure 6: Right pneumothorax

DISCUSSION

In ophthalmic surgery PBA has been found
effective and safer than Retrobulbar anaestl&3ia.
Despite this success there are complications
reported of which convulsions is a very serious
onel-!

Our case was unique that there was not one but two
challenges for the anaesthesiologists. First local
anaesthetic toxicity followed by development of
tension pneumothorax intraoperatively due PPV.
Convulsions can be due to hypoglycaemia,
medicine errors, electrolyte imbalance, CNS
intoxication by spread of local anaesthetic by
inadvertent intra-arterial injection in ophthalnaict

or inadvertent brain stem anaesthesia. Our patient
had no hypoglycaemia, no medicine error or
metabolic derangement and negative aspiration
with delayed onset favours brain stem anaesthesia
due to PBA7® Whatever the mechanism was
involved in the complication, prevention is
necessary to avoid occurrence and prompt
treatment is only possible with presence of
Anaesthesiologist in the Operation theatre.

The second problem was development of tension
pneumothorax and hemodynamic collapse after
IPPV, which was initially thought due to local
anaesthetic toxicity. Patients of Marfan syndrome
are at risk of development of spontaneous
pneumothora’! Monitors like capnography and
ventilator parameter like PIP are important during
intraoperative detection of tension pneumothorax
in patient under GAl Prompt management of
tension pneumothorax by chest tube insertion is the
best way of managing it during PP¥!% The
lesson learnt was presence of Anaesthesiologist
always remain required during the locoregional
anaesthesia for management of complications and
type of monitoring during local anaesthesia should
be similar to that of general anaesthesia and cespe
of standards in anaesthesia safety in ophthalmic
surgery is mandatoiy

Figure 3: Long slender fingers

Figure5: Rt eye- 27.97mm
Axial length >23.5mm
Subluxated inferotemporally, phacodonesis, catasac
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CONCLUSION

Though locoregional anaesthesia is a simple minor
procedure. It is always mandatory to have
anaesthesiologist in the OT with strict adherence t
safety standards in anaesthesia.
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