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pathology. This case report emphasizes closer observation,
including neurologic consultation, of patients with unusual
symptoms.

The role of the blood patch is not clear. Although
radicular back pain has been reported,” two series of 108
and 116 epidural blood patches did not reveal any neu-
rologic complication.>*
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Anaphylaxis to Intraperitoneal Dextran

To the Editor:—The use and administration of various
substances by our surgical colleagues may on occasion
lead to serious complications that the anesthesiologist must
both diagnose and treat. The following brief case pre-
sentation illustrates this situation and calls attention to a
previously unreported problem.

REPORT OF A CASE

A 66-yr-old woman with ascites due to ovarian carcinomatosis was
brought to the operating room for the placement of an intraperitoneal
catheter with attached subcutaneous reservoir device (Port-a-Cath).
This system is used to administer chemotherapeutic agents. She had
mild hypertension, which was well controlled with thiazide diuretics.
A halothane-N,0-O3 endotracheal anesthetic was administered, and
monitoring consisted of a cardioscope, stethoscope, blood pressure
cuff, temperature probe, and spectrographic analysis of inspired and
exhaled gases. Blood pressure remained stable at 120-130/80 mmHg
and pulse rate was 100 beats/min. At the conclusion of the operative
procedure, 20 ml 32% dextran-70 in 10% dextrose (Hyskon) were
injected by the surgeon into the reservoir and catheter system to
prevent the formation of adhesions. Shortly thereafter, the patient’s
blood pressure decreased to 50/30 mmHg and the pulse rate was 30
beats/min, with an idioventricular rhythm and marked depression of
the ST segments. The patient was treated initially with ephedrine and
then a dopamine infusion for what was thought to be cardiogenic
shock secondary to acute myocardial injury. Her blood pressure re-
sponded only marginally and she began wheezing and developed a
flushed appearance. The diagnosis of anaphylactoid reaction to the
dextran was entertained, and intravenous epinephrine was administered
in two 200-ug doses. This resulted in a substantial improvement in
perfusion pressure and a diminution in the wheezing. An arterial line
was placed as well as a pulmonary artery catheter, and the patient was
admitted to the coronary care unit maintained on an epinephrine
infusion. Although the differential included myocardial infarction and
pulmonary thromboembolism, all studies for these possibilities were

negative over the next 36 h. The patient fully recovered and was
discharged to home. '

The occurrence of anaphylactoid reactions to dextrans
has been well documented, and the incidence appears to

be approximately 3/10,000 administrations.'™® The
management of acute anaphylaxis has similarly been well
described in the current literature.*® The purpose of this
report is to alert the anesthesiologist to the possibility of
this complication with intraperitoneal placement of dex-
tran. The possibility of intravascular injection in our case
does remain even though no blood could be aspirated
from the system. The package insert accompanying the
solution (Hyskon®) does caution that the absorption char-
acteristics from the peritoneal and uterine cavities are
unknown and that anaphylaxis is a possibility. This sub-
stance is utilized in gynecologic procedures to distend
the uterine cavity for hysteroscopy, to prevent tubal
adhesions after reconstructive tubal surgery for infertility,
and for the purpose indicated in this case. Anesthesiol-
ogists must remain aware that such an adverse reaction
may occur even with intended intraperitoneal placement
and they must be prepared to treat accordingly.

ADDENDUM

Since the preparation of this letter, I have become aware of
a very recent case report in the gynecologic literature describing
a similar anaphylactoid response to intraperitoneal dextran.®
The authors' contribution should be acknowledged as the first
such report.
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Preventing Barotrauma

To the Editor:—Drs. Rendell-Baker and Meyer have
made an excellent proposal regarding an alarm-safety
mechanism to prevent barotrauma and warn of accidental
disconnection from the ventilator.! We agree about the
need for incorporation of further protective equipment
on the gas machine. We endorse completely the concept
that any device designed to protect the patient must be
activated automatically with the machine if it is to be
effective. Frequently this increases complexity and limits
versatility. In this light we would like to comment on an
alternative approach to circuit pressure safety.

Analysis of cases of barotrauma under anesthesia shows
the pressure source that usually causes the damage is not
a ventilator but the anesthesia machine. All current ma-
chines will deliver pressures capable of rupturing lungs.
Ventilators or their connections, where involved, are
usually implicated as a source of outflow obstruction not
as the source of pressure.

Several authors®® have pointed out that the inclusion
of a fixed pressure relief valve set for some value between
40-60 cm H,O would effectively prevent barotrauma in
current breathing systems. At least two such valves are
available currently.*? Inclusion into the system is easy,
requiring nothing more than an appropriate T-connector.
They are inexpensive. One of us (BL) is familiar with
several English hospitals that use such valves routinely
without difficulties.

Limiting the pressure in the system should be adequate
to prevent most causes of alveolar rupture. It will not,
however, prevent the effects of prolonged pressure ap-
plication without ventilation. Such a situation would occur
if the pop-off valve in a circle were closed and no heed
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paid to the ever-increasing size of the reservoir bag. The
simple expedient of incorporating an alarm in the relief
valve to signal a high pressure should bring rapid cor-
rection of this oversight.

The system proposed by Drs. Rendell-Baker and Meyer
goes further than the simple relief valve-alarm. It reduces
the pressure as well as provides ventilation. We agree
that it is more advanced, albeit more complex. It is difficult
to imagine such a system as a retrofit item easily attachable
to the wide variety of current machines. We feel that,
while the proposed design is excellent for the future, a
circuit safety valve with alarm represents a more practical
solution for present machines. At this time, manufactur-
ers’ attention might best be directed toward this simple
solution.
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Ventilator Malfunction—Another Cause

To the Editor:—Equipment failure in the anesthetic set-
ting is a constant concern for the anesthesiologist. Nu-
merous reports of such failures have appeared in the
literature, often with tragic consequences for the pa-

tient.!'* Although causes of ventilator malfunction are
diverse, a previously unreported cause is that of a ven-
tilator malfunction in association with a Drager Volu-
meter.
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