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CASE REPORTS

We have reported a case of intraoperative diagnosis
of whole lung torsion and the hemodynamic sequelae

of detorsion. Reports of the intraoperative diagnosis of

torsion are rare, whereas the incidence of torsion dur-
ing intrathoracic procedures may be as high as 0.2%.
We conclude that in the diagnosis of torsion is easily
missed. We attribute this to the subtlety of the present-
ing symptoms and advocate a high index of suspicion.
When indicated, bronchoscopic examination of the air-
ways may be diagnostic. Awareness of maneuvers that
predispose patients to the development of torsion may
help to predict high-risk cases.

References

1. Moore RA, Forsythe MJ, Niguidula FN, McNicholas KW, Clark
DL: Anesthesia for the patient with pulmonary lobar torsion. ANESTHE-
SIOLOGY 1982; 57:129-31

2. Chan MCK, Scott JM, Mercer CD, Conlan AA: Intraoperative

Anesthesiology

1997; 87:166-8

© 1997 American Society of Anesthesiologists, Inc
Lippincott-Raven Publishers

whole-lung torsion producing pulmonary venous infarction. Ann
Thorac Surg 1994; 57:1330-1

3. Louis JR, Daffner RH: Torsion of the lung causing refractory
hypoxemia. ] Trauma 1987; 27:687-8

4. Trotter MC, McFadden PM, Ochsner JL: Spontaneous torsion of
the right lung: A case report. Am Surg 1995; 61:306-9

5. Callol L, Navarro V, Galvez A, Boned J, Sevillano C, Gayan R,
Rada I, Gomez-Terreros J: Total pulmonary torsion without vascular
compromise — A case report. Angiology 1992; 43:529 - 38

6. Ransdell HT, Ellison RG: Volvulus of a lobe of the lung as a
complication of diaphragmatic hernia. J] Thorac Surg 1953: 25:341 -
;

7. Epplen F, Jacobson AL: Twisted pedicle of accessory lobe of
the lung. JAMA 1930: 94:1135

8. Felson B: Lung torsion: Radiographic findings in nine cases.
Radiology 1987; 162:631-8

9. Schuler JG: Intraoperative lobar torsion producing pulmonary
infarction. J] Thorac Cardiovasc Surg 1973; 65:951-5

10. Hendricks J, Vn Schil P, De Backer W, Hauben E, Vanmaele
R, Van Marck E: Massive cerebral infarction after completion pneumo-
nectomy for pulmonary torsion. Thorax 1994; 49:1274-5

11. Inoue H, Kanabuchi K, Ogawa J, Koide S, Kawada S, Shohtsu
A: Torsion after left lower lobectomy and cerebral infarction follow-
ing the exploratory thoracotomy: A case report. Kyobu Geka 1990;
43:724-7

Severe Maternal Hypotension and Fetal Bradycardia after a
Combined Spinal Epidural Anesthetic
Robert D’Angelo, M.D.,* James C. Eisenach, M.D.t

INTRATHECAL sufentanil alone or combined with bupi-
vacaine is commonly administered via a combined spi-
nal epidural (CSE) technique to provide analgesia for
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patients in labor. Although side effects of these agents
have been reported, there is debate about whether spi-
nal sufentanil used alone or with bupivacaine is associ-
ated with clinically significant hypotension.' ® We de-
scribe a case of severe maternal hypotension with
associated fetal bradycardia after the intrathecal admin-
istration of 7.5 pg sufentanil and 2.5 mg bupivacaine.

Case Report

A 32-yr-old, 60-kg, gravida 3, para 2 parturient requested epidural
analgesia during active stage 1 labor. Her past medical history was
unremarkable, and she had no complications with two epidural anes-
thetics with previous births. Informed consent was obtained for a CSE
anesthetic. Maternal blood pressure was 135/80 mmHg (recorded in
the right upper arm with an appropriately sized oscillometric blood
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pressure cuff), the maternal heart rate was 98 beats/min, and the
fetal heart rate was 120-140 beats/min with good variability before
intrathecal injection. After a 500-ml bolus dose of intravenous lactated
Ringer’s solution was given, and with the patient in the sitting posi-
tion, a CSE technique using a 17-gauge Touhy-Schliff epidural needle
(with the loss-of-resistance-to-air technique) and a 4 1/, ¢th-inch 27-
gauge Whitacre spinal needle (Becton-Dickinson, Rutherford, NJ) was
performed at the L2-L3 interspace without incident. After aspiration
of clear spinal fluid, a 1.15-ml solution of 7.5 ug sufentanil (Janssen
Pharmaceutica, Markham, Ontario) and 2.5 mg bupivacaine (Sen-
sorcaine; Astra Pharmaceutical, Mississauga, Ontario) was adminis-
tered intrathecally. After the epidural catheter was inserted and se-
cured, the patient was positioned on her side to ensure left uterine
displacement. Four minutes after spinal injection, the patient’s blood
pressure decreased to 74/38 mmHg and was associated with nausea
and light headedness. Ephedrine (15 mg) was administered intrave-
nously. Eight minutes after spinal injection, the patient’s blood pres-
sure was 69/33 mmHg, and an additional bolus dose of 20 mg ephed-
rine was administered. Twelve minutes after spinal injection, the
patient’s blood pressure was 68/33 mmHg, and bradycardia (60-80
beats/min) developed in the fetus. An additional bolus dose of 25 mg
ephedrine was administered; at that same time, the patient received
supplemental oxygen and an additional 500-ml bolus dose of lactated
Ringer’s solution, and she was repositioned to the right lateral decubi-
tus position. Phenylephrine was prepared; however, by 16 min after
spinal injection, the maternal blood pressure increased to 92/44
mmHg, and the fetal heart rate increased to >100 beats/min. There
was no evidence of uterine hypertonicity during the episode of fetal
bradycardia. Immediately after this episode, the patient could per-
form straight-leg raises, and a bilateral C7 sensory level to pinprick
and alcohol was noted. No further episodes of maternal hypotension
or fetal bradycardia occurred. The patient requested additional anal-
gesia 170 min after CSE was administered. Local anesthetics were
given through the epidural catheter, which provided excellent anal-
gesia throughout the course of labor and delivery. Vaginal delivery
occurred 8 h after the CSE was administered. The fetal acid-base
status was not assessed at the time of delivery; however, the neonate’s
APGAR scores were 8 and 9 at 1 and 5 min, respectively.

Discussion

Individual case reports of significant respiratory de-
pression or arrest in laboring women receiving spinal
sufentanil as part of a CSE technique have lead to a
consensus that adequacy of respiration must be as-
sessed for 20-30 min after spinal injection.”® In con-
trast, there is controversy over whether this technique
decreases blood pressure.' © This case suggests that se-
vere hypotension can accompany this technique and
underscores the importance of monitoring blood pres-
sure and the adequacy of respiration when CSE analge-
sia is used.

Spinal injection of sufentanil has been reported to
decrease or have no effect on blood pressure in laboring
women.' ® Some researchers have argued that any de-
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crease in blood pressure that may occur is due to pain
relief and is without physiologic significance."*® Oth-
€rs suggest a mild sympatholytic action, perhaps due
to a direct inhibitory action of opioids on spinal pregan-
glionic sympathetic neurons.**’ The reported inci-
dence of a decrease in blood pressure >20% from spinal
sufentanil alone ranges from 0 - 32% and requires ephed-
rine treatment in 0-12% of patients."” Few details of
the effect of this decrease in blood pressure on fetal
heart rate have been provided in these series.

The addition of bupivacaine to sufentanil or fentanyl pro-
longs the duration of analgesia compared with opioid alone
with CSE analgesia,” ® and these combinations are com-
monly used. The reported incidence of a decrease in blood
pressure >20% from these combinations ranges from 0-
13% and requires ephedrine treatment in 0-3.75% of pa-
tients.’” The density of a motor blockade from 2.5 mg
bupivacaine is so minimal that women receiving such com-
binations are allowed to ambulate in some centers.® Al
though a high sensory level was noted at the time of hypo-
tension in the case we describe, this was unlikely to repre-
sent extensive spinal anesthesia from bupivacaine because
it was not accompanied by motor blockade. Similarly, tran-
sient extensive hypalgesia has been noted in 72-100% of
women receiving spinal sufentanil alone."*°

Although many anesthesiologists consider dextrose-free
solutions of sufentanil and bupivacaine to be isobaric com-
pared with cerebrospinal fluid, such preparations are actu-
ally hypobaric relative to cerebrospinal fluid.'"” The CSE
anesthetic performed in this case was dextrosefree and
administered with the patient in the sitting position, which
may have augmented the extent and severity of the hypalge-
sia and hypotension. Positioning patients in the lateral de-
cubitus position when intrathecal hypobaric solutions are
administered could potentially reduce the incidence and
severity of side effects.

We report a case of severe maternal hypotension accom-
panied by fetal bradycardia in a laboring woman receiving
sufentanil plus bupivacaine for CSE analgesia. Anesthesiolo-
gists using this technique should be aware of the potential
for this side effect and should monitor blood pressure and
be prepared to treat hypotension should it occur.
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Combined Spinal and Epidural Anesthesia in a Parturient with
Idiopathic Hypertrophic Subaortic Stenosis
Kwok M. Ho, M.R.C.P.,* Warwick D. Ngan Kee, F.A.N.Z.C.A.,T Michael C. M. Poon, M.B.B.S.t

IDIOPATHIC hypertrophic subaortic stenosis (IHSS),
also known as hypertrophic obstructive cardiomyopa-
thy, is characterized by dynamic obstruction of the left
ventricular outflow tract secondary to asymmetric hy-
pertrophy of the ventricular septum. Pregnancy is usu-
ally well tolerated, but acute peripartum pulmonary
edema and a fatal ventricular arrhythmia have been re-
ported."” Epidural anesthesia for vaginal delivery and
general anesthesia for cesarean section have been de-
scribed previously.™ We report the use of combined
spinal and epidural anesthesia using intrathecal fentanyl
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followed by epidural infusion of a diluted bupivacaine -
fentanyl infusion for pain relief during labor and deliv-
ery in a parturient with IHSS.

Case Report

A 19-yr-old primigravida who had been diagnosed as having ITHSS
5 yr previously was referred for anesthetic preassessment at 31 weeks
gestation. Before pregnancy, her symptoms were controlled with
propranolol, although exercise tolerance was limited to walking for
15 min on level ground. During the pregnancy she had been well
and had stopped the propranolol by her own choice in the first
trimester. Echocardiography showed asymmetric interventricular
septal thickening, systolic anterior motion of the mitral valve, and
mild mitral regurgitation with a left ventricular outflow tract gradient
of 15 mmHg at rest. The obstetric plan was for vaginal delivery.

The patient was admitted in early labor at 37 weeks gestation.
Examination showed that she weighed 54 kg, was 157 ¢m tall, and
had an arterial pressure of 130/80 mmHg, heart rate of 90 beats/min,
and a grade 2/6 holosystolic murmur at the lower left sternal border.
Her airway was assessed as Mallampati class 1. There was no jugular
venous distention, and the chest was clear to auscultation. Obstetric
examination showed cephalic presentation, cervical dilatation of 1
cm, and regular painful contractions. Monitoring with continuous
cardiotocography, electrocardiography, and pulse oximetry was es-
tablished. A radial artery catheter was inserted for continuous arterial
pressure measurement, and a central venous pressure catheter was
placed via the right cubital fossa, with the position checked with a
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