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CORRESPONDENCE

Intra-Arterial Thiopental

To the Editor:—A solution of 2.5% thiopental recently
was injected into a radial artery line. ''he total dosage
of the drug that the patient received was 150-175 mg.
There were no sequelae.

Gangrene of the hand, secondary to an intra-arterial
injection of thiopental, is a well-known complication.
This usually has occurred with a concentration of 3%

or more.! In Introduction to Anesthesia: The Principles of

Safe Practice, 1t is stated: **. . . to our knowledge, gan-
grene has not been reported following the use of 2.5
per cent thiopent;ll."2

Communication with several anesthesiologists at other
hospitals resulted in differing opinions. Most supported
the view that there would be no sequelae. Two of these
contacted stated that they had heard of gangrene oc-
curring following an intra-arterial injection of 2.5%
thiopental.
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I have been unatle to find, in the literature, a docu-
mented case of gangirene resulting after an intra arterial
injection of 2.5% thiopental. The persisting question is:

Does 2.5% thiopental cause gangrener

Ross H. TAF¥, M.D.

Staff Anesthesiologist

Mount Auburn Hospital

330 Mount Auburn Street
Cambridge, Massachusetts 02138
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Safe Anesthetic Gas Pollution Control

To the Editor:—A cross connection of the scavenging
circult into the patient circuit has led repeatedly to near
tatalities, both in veported cases and those unre-
p()rted.l’“ In such instances, the patient circuit is
blocked. This problem was addressed specifically by
American National Standard Z-79.11 which requires
that the size of the scavenging port be incompatible with
both the 15-mim and 22-mm anesthesia circuit end fit-
tings or cuffs (respectively pediatric and adult circuits). *

Prudence suggests that all equipment not in compli-

* American National Standard Institute Z-79.11. Anesthesia Gas
Pollution Control, New York, American National Standard Insutute,
1982,
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ance with the strictest ANS Z-79.11 recommendations,
be replaced.

RALPH A. MILLIKEN, M.D., M.B.A.
Adjunct Associate Professor

New York Medical College

234 FE. 149th St.

Bronx, New York 10451
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Rapid Sequence Induction in Patients with a Full Stomach

To the Editor.—Rapid sequence induction of anes-
thesia using thiopental-succinvlcholine is commonly
performed in patients with a full stomach. Muravchick,

Burkett, and Gold' have shown in humans that succi-

nylcholine-induced abdomninal fasciculations can be as-

sociated with a significant incrcase in the intragastric
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pressure (IGP). Pretreatment with the nondepolarizing
relaxant d-tubocurarine could block both the succinyl-
choline-induced muscle fasciculations and the associated
rise of IGP. The authors suggested that succinylcholine-
induced fasciculation and the associated imncrease of 1GP
introduces the risk of regurgitation, and advocated rou-

Tihg nretreatment u*i[h a v]nnr]pnn]':r;vin

hne p fment wi 4 noncepoanz o relaxant be

g relaxant
fore administration of succinylcholine to patients with
a full stomach.

Professor Smith? disputed these conclusions because
the tendency to regurgitate the gastric contents is not
dependent upon the magnitude of increase in IGP per
se, but on the pressure gradient between the stomach
and the lower esophageal sphincter (LOS). Succinyl-
choline fasciculations, although elevating the IGP, in-
duce a correspondingly greater increase in LOS pres-
sure so that the net effect on the barrier pressure (1.OS
pressure — IGP) is a small increase.” It was concluded
that succinylcholine fasciculations do not increase the
tendency to regurgitate in normal subjects with a full
stomach, and that routine pretreatment with a nonde-
polarizing muscle relaxant is unnecessary.

Our experience during the tragic events of Lebanon
supports the conclusions of Professor Smith. A rapid
sequence induction of anesthesia was used in 400 cas-
ualties with full stomachs who were scheduled for emer-
gency surgery. All patients were premedicated with 1v
atropine, and were induced in the supine position using
a preoxygenation—thiopental or ketamine—succinylcho-
line-laryngoscopy—intubation sequence. In 200 pa-
tients, backward pressure was applied on the cricoid
ring (Sellick’s technique) as soon as the patient lost con-
sciousness, while in the other 200 patients no cricoid
pressure was applied. Artificial ventilation was not ini-
tiated until the trachea was intubated and the cuff in-
flated. In all patients, rapid sequence induction was fol-
lowed by rapid and complete muscular paralysis pro-
viding optimal intubating conditions; also, no visible
regurgitation was observed on inspection of the pharynx
during laryngoscopy and intubation.”

These findings may not apply to patients with ab-
normal function of the gastrocsophageal junction, such
as hiatus hernia, which should be suspected in partu-
rients and in obese patients over 40 years of age. In
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these patients, pretreatment with a nondepolarizing
muscle relaxant is advisable, and backward cricoid pres-
sure is mandatory. However, pretreatment can delay
the onset and diminish the block of a subsequent dose
of succinylcholine, and thereby may make endotracheal
intubation more difficult and hazardous in the patient
with a full stomach. This can be avoided by increasing
the dose of succinylcholine.”

In patients with gastric or intestinal obstruction, the
IGP usually increases and may overcome the gastro-
esophageal junction, and material can accumulate in the
esophagus which can hold a surprisingly large volume
of fluid without leakage into the pharynx because of the
cricopharyngeal sphincter. A similar accumulation oc-
curs in patients with esophageal lesions such as achalasia.
In these high-risk paticents, a rapid sequence induction,
using depolarizing or nondepolarizing relaxants, can be
followed by paralysis of the skeletal cricopharyngeal
muscle which is “the last line of defense’ against re-
gurgitation. Any fluid accumulation in the esophagus
escapes immediately into the pharynx.® Awake endo-
tracheal intubation may be the technique of choice.

ANIS BARAKA, M.D.
Professor and Chairman
Department of Anesthesiology
American University of Beirut
Beirut—Lebanon
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