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SUBARACHNOID HEMORRHAGE FOLLOWING 'I‘RACHEOBRONCHI}.L
SUCTION AND THE ‘‘STIR-UP’" REGIMEN:
A CASE REPORT

A well-developed, well-nourished, 32
year old man underwent a gastric resection
for duodenal ulcer which had previously
ruptured and been closed by an operative
procedure. The ulcer crater was visible by
roentgen examination. The history revealed
no significant findings other than those as-
sociated with the ulcer. The blood pressure
before operation was 134 mm. systolic and
78 mm. diastolic. Subtotal gastric resec-
tion with vagotomy was performed under
intercostal-celiac plexus block on September
20. Intubation was performed while the
patient was awake and after the oral
pharynx and larynx were sprayed with a
solution of 2 per cent p ine® hydro-

total collapse of the lower left lobe of the
lung was thought to be present. A roent-
genogram of the chest showed multiple
areas of increased density in line with the
left cardiac shadow and extending laterally.
The roentgenologist concluded that this ap-
pearance might be attributable to “paren-
chymal involvement” or “multiple areas of
atelectasis.” He also noted that there was
partial collapse of the left lower lobe, as sus-
pected on physieal examination. The Anes-
thesin Department was notified and a bi-
lateral intercostal block from the sixth
through the twelfth thoracie segment was
performed, using a 0.15 per cent solution of

chloride. Following this procedure nitrous
oxide-oxygen (1:1) and 450 mg. of a 0.2
per cent solution of pentothal® were em-
ployed to keep the patient from reacting to
the endotracheal tube or the surgical ma-
nipulation, or both. The anesthesia time
was four hours, and nothing unusunal oe-
curred during administration of the anes-
theties. There were no episodes of hyper-
tension before, during, or in the immediate
postanesthetic period. During operation
the blood pressure remained in the vicinity
of 120 mm. systolic and 60 mm. diastolic.
The operation was deemed successful and
uneventful.

On the afternoon of the first postopera-
tive day, that is, September 21, the tempera-
ture rose to 102 F,, the pulse increased from
80 to 120, and mplmhons from 20 to 26.
tion partial or

On ltatory

P ine which tained 0.2 ce. of

inephrine in a tration of 1:1,000.
One half hour was allowed to elapse so that
anesthesia might become established. After
this period of time the patient was com-
pletely free from abdominal pain, and a
tracheobronchial toilet was performed using
a number 16 French urethral eatheter. The
patient coughed vigorously and an esti-
mated 20 cc. of secretion was obtained.
The intercostal block was effective for ap-
proximately three and a half hours, and five
hours after the block the patient volun-
tarily stated that he felt much better. On
physical examination at that time, no signs
of 2 collapsed lung were found, and it was
thought that the lower Iobe of the left lung
was aerated.

On September 22, the second postopera-
tive day, the temperature was 100.5 F.,
pulse was 96 and respirations were 20. The
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interns and residents instituted an active
“gtir-up” regimen which included having
the patient sit on the edge of the bed, en-
couraging him to cough and concomitantly
pounding the thoracic cage as he coughed.
The patient was not ambulatory. The ra-
diologist reported on September 23 that
there was no “frank collapse” or “con-
solidation.” On the same day (September
23), however, the patient complained of an
increased amount of abdominal pain and a
severe headache. Because of the fact that
he was highly nervous, little attention wes
paid to the latter complaint.

On September 24, the patient still com-
plained of bitemporal and basal headache
and said that his neek felt stiff. Codeine
and aspirin gave no relief. Later, during
the afternoon of September 25, he began
to complain of pain in the low hack region
and in the back of the leg muscles. Polio-
myelitis was considered.

On September 26, neurological consulta-
tion was requested and a spinal tap per-
formed. The initial pressure was found to
be 330 mm. of water. Right and left jugu-
Iar compression caused the pressure to rise
to 420 mm. and to 440 mm. of water, re-
spectively. Following release of pressure
on the jugular veins, the pressure fell to
400 mm. of water, The fluid was homo-
geneonsly and grossly bloody in the three
test tube samples taken. On completion of
these tests, the pressure had fallen to 160
mm. of water. Medications to date had con-
sisted of administration of erystcillin, vita-
mins intravenously and sedatives. No anti-
coagulants had been administered at any
time. That afternoon, the patient com-
plained bitterly of a headache which was
pounding in nature, stiff neck, and pain in
the back. His temperature rose to 101 F.,
pulse remained at 84, but respirations in-
creased to 30. On neurological examina-
tion, the patellar reflexes were hyperactive,
and the Babinski reflex was negative on the
left and guestionable on the right. The
cremasteric reflexes were normal. There
was definite nuchal rigidity and the other
signs of meningeal irritation, that is, head-
ache, restlessness, nausea and so forth, were
present. A slight degree of opisthotonos
was noted.

Or September 27, the patient exhibited
marked opisthotonos. A spinal tap was
repeated and the spinal fluid again was

axD Case Rerorts

grossly and homogeneously bloody. The
pressure was found to be 360 mm, of water
initially. After removing 6 to 10 cc. of
spinal floid the pressure dropped to 150
mm, The neurologist commented that there
appeared to be no block in the spinal canal,
and there were no definite localizing signs
which might indicate the exact site of the
subarachnoid bleeding.

The spinal flnid obtained from the first
tap revealed gross blood, but the bacterial
count, culture and smear were negative. At
no time during the postoperative period
did the patient have a demonstrable episode
of hypertension. The blood pressure post-
operatively varied between 160 and 80 mm.
systolic and 90 and 40 mm. diastolic. The
patient’s condition remained approximately
the same during the day of September 28,
but started to improve on September 29.
The opisthotonos and rigidity slowly de-
creased; on October 5 the patient was al-
lowed out of bed and from that date on-
ward he was ambulatory. He was dis-
charged from the hospital October 12, with
no complaints or residual symptoms. The
back and leg pain, headache, and all other
signs of meningeal irritation had disap-
peared. He was seen approximately one
week after discharge, and appeared to be
well. One week later he returned to Alaska
and further accurate follow-up study was
not possible.

In analyzing the probable causes for the
subarachnoid hemorrhage, a congenital
aneurysm or weakening of 2 subarachnoid
blood vessel which spontaneously and co-
incidentally ruptured must be considered.
It is possible, however, that the severe
episodes of coughing and straining whi'
accompany any sful tracheob hial
toilet and “stir-up” regimen could have
been responsible for the rupture of this
vessel, Inasmuch as forty-eight hours
elapsed from the time the tracheobronchial

aspiration and the “stir-up” regimen were
inatituted until the signs and symptoms of
meningeal irritation occurred, it is likely
that the bleeding vessel was small or that
the subarachnoid hemorrhage was unre-
lated to these procedures. To date, we
have not been able to find a report of &
similar case in the literature, and we be-
lieve that althongh such instances must be
rare, the possibility of subarachnoid bemor-

20z ludy 60 uo 3sanb Aq ypd* | Z000-000£07S6 L-Z¥S0000/02L09/ L LZ/2/S L /HPd-81o1n1e/AB0|0ISOUISBUE/WOD JIEUYDIDA|IS ZESE//:d}}Y WOI) papeojumoq



CurrenT ComMENT AND Case ReEPoRTs

rhage due to severe coughing from tracheal
aspiration or the “stir-up” regimen, or
both, is not impossible. This case in no
way has altered our indications for inter-
costal block, trachecbronchial suetion and
the “stir-up” regimen.
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A RECORD HOLDER FOR THE LEFT HANDED ANESTHESIOLOGIST

A problem continually confronting the
left handed anesthesiologist is to find stable,
convenient support for the anesthesia ree-
ord while recording data. The record
holder ®* shown in the photograph offers a
solution to this problem. The holder incor-
porates a table rail clamp of standard de-
sign, affording ready and rigid support.
The writing surface is stainless steel, 1/32
inch thick, measuring 10 inches by 14 inches
for ample writing surface. A spring paper

* The author is indebted to the Ohio Chemi-
cal and Surgical Equipment Company for con-
struction of this record holder.

holder is riveted securely to the writing
surface. The latter is strengthened by a
bracket *aeasuring 1/4 inch by 1 inch which
extends from the table rail clamp for the
entire tength of the writing surface. -

With minor modifleations, this device
could be constructed for applieation on
either side of the table to be used by right
or left handed persons.

Witiax H. L. DorNerTE, M.D,,
Department of Anesthesiology,
University of Wisconsin Hospitals,
Madison, Wisconasin

rI1G. 1.

ASPIRATION OF FOREIGN BODY DURING ANESTHESIA

A 5 year old boy was admitted to surgery
for routine tomsillectomy and adenoidec-
tomy; his medical history and physical
examination were satisfactory. Atropine
(045 mg.) was administered intramuscu-
larly one-half hour before operation. Cy-

clopropane was used for induction, followed
by open drop ether. The induetion and
maintenance of anesthesin were uneventful.

For tonsillectomies in children a mouth
hook is ordinarily used for ether insufflation.
However, in this case ether was insufflated
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