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From our earlier study, we concluded that halothane
jeopardized oxygen supply/demand relationships in the
myocardium. Because this conclusion was at variance
with our own clinical experience using halothane, we
subsequently undertook an investigation which was pub-
lished too recently to be cited in Dr. Verrier’s manuscript.
In a canine preparation with a one-stage ligation of the
anterior descending artery, it was found® that halothane
1 per cent inspired significantly improved supply/de-
mand relationships in the ischemic in comparison with
normal myocardium, despite producing a 42 per cent
reduction in mean arterial pressure. Although the mech-
anism of this effect was not open to investigation, sus-
picion rested heavily upon the 15 per cent reduction in
heart rate which occurred.

Thus, there appears to be common agreement that
with a variety of different animal experimental models
of myocardial ischemia,"®’ halothane has a beneficial
effect, probably secondary to changes in systemic and
myocardial hemodynamics and not by any specific mech-
anism. These data confirm our teaching that the clinical
management of patients is based on maintaining oxygen
supply to the myocardium while suppressing those fac-
tors which lead to an increase in oxygen demand. How-
ever, one would agree with the sentiments expressed by
Dr. Merin® that unfortunately these studies do not pro-
vide additional clinical guidance in managing patients
with ischemic heart disease on the tolerance limits of
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Dextran Is Not a Potent

To the Editor:—1 read with interest the letter by
R. E. Loder' on the use of dextran as a local anesthetic
adjuvant. The scientific literature does not support his
contentions, however.

Based upon research conducted at the University of
Woashington, the Mason Clinic, and my own laboratory
at the University of California, Davis, the following
statements regarding dextran and regional anesthesia are
more realistic:

1) Dextran does not form a macromolecular complex
with local anesthetics.??

2) Dextran’s mechanism of action as a local anesthetic
adjuvant appears to be a function of its pH. The more
alkaline the dextran, the greater the prolongation of
block.? :

3) Pharmaceutical dextrans can vary markedly in pH.
For example, Rheomacrodex® (Pharmacia), the most
widely used dextran in the United States, has a pH of
4.5 to 5.5 in contrast to Dextraven® (Fisons) which has
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change in cardiac filling pressures, systemic arterial pres-
sure, heart rate, or any other hemodynamic factor.

G. SMITH, M.D.
Professor of Anaesthesia
University of Leicester
Leicester, England
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a neutral pH. This difference in pH explains some of
the contradictory dextran studies that have appeared in
the anesthesia literature.

4) The higher molecular weight dextrans are not more
potent local anesthetic adjuvants. In a recent study, dex-
tran 40 proved superior to dextran 75, 110, and 150 at
prolonging bupivacaine’s duration of block in an exper-
imental model. The result we attributed to the pH of
the dextrans used in the study and not to their respective
molecular weights.*

5) Finally, dextran is a rather mediocre and imprac-
tical local anesthetic adjuvant for clinical use. The max-
imum prolongation of block that we have been able to
elicit experimentally is approximately 50 per cent using
a dextran selected specifically on the basis of its alka-
linity.

It is evident that the need for dextran as a local anes-
thesia adjuvant has diminshed since Loder first advocated
its use in 1960.% The duration of block produced by the
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newer long-acting local anesthetics, bupivacaine or eti-
docaine, is sufficiently prolonged to meet most clinical
requirements. Furthermore, the treatment of postoper-
ative thoraco-abdominal pain by intercostal nerve blocks,
the primary use for a dextran-local anesthetic mixture,
is declining and maybe supplanted altogether by epidural
or intrathecal narcotics.

RICHARD M. ROSENBLATT, M.D.
Associate Professor ‘
Department of Anesthesiology

The Ohio State University
Columbus, Ohio
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More Experience with Intrathecal Morphine for Obstetric Analgesia

To the Edilor—We read with great interest the recent
report by Baraka et al. in ANESTHESIOLOGY.!

Last year we undertook a similar clinical investigation
on 13 healthy parturients w1th term pregnancies who
received intrathecal morphine for the relief of their labor
pain. The first group of six patients received intrathecal
injection of 2 mg morphine sulfate in 1 ml cerebrospinal
fluid and only one patient reported a 60 per cent re-
duction of her labor pain as evaluated by verbal interview
as well as visual analogue score in the subsequent 60
min observation.

The second group of seven patients received intrathecal
injections of 2 mg morphine sulfate in 4 ml 0.9 per cent
saline (isobaric solution with specific gravity of 1.007),
and to our great surprise all except one patient in this
group obtained 75-90 per cent pain relief lastmg 20-36
hours. Our experience with this second group of patients
is similar to that reported by Dr. Baraka and his asso-
ciates.

We unfortunately were unable to pursue our study
further because we too observed a disturbingly high in-
cidence of pruritis (73 per cent), vomiting (66 per cent),
somnolence (60 per cent), and urinary retention (40 per
cent) which were deemed unacceptable to our patients
as well as to our obstetric colleague. Furthermore, in
another unrelated postoperative pain study we encoun-
tered two alarming incidents where a 26-year-old female
patient with postoperative pain developed bradypnea and
cyanosis 8.5 hours after intrathecal administration of 2
mg morphine sulfate, and a 20-year-old male patient
with a hip fracture developed severe respiratory depres-
sion 11.5 hours after intrathecal injection of 1 mg mor-
phine sulfate. Our observatlon coincided with those re-
ported in the literature.?-¢

Theoretically, the prolonged analgesia provided by
intrathecal morphine would be ideal for labor pain since
it does not cause any motor, sensory, or sympathetic
blockade. However, one must bear in mind the ques-
tionable safety of this technique, especially in regard to
the unpredictable yet potentially lethal complication of
delayed respiratory depression which is beginning to
appear in the literature worldwide as experience with
intrathecal morphine administration expands with in-
creasing number of patients.

MARTIN S. Mok, M.D.
Clinical Associate Professor
Department of Anesthesiology
Harbor-UCLA Medical Center
Torrance, California 90509

S. K. Tsa1, M.D.
Department of Anesthesia
Veteran General Hospital
Taipei, Tatwan, R.O.C.
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