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Correspondence

Anaphylactic reaction to aprotinin

Anaphylactic or anaphylactoid reaction to apro-
tinin is not uncommon, with the incidence variously
quoted at 2.8% to 6% in paticnts previously exposed
to aprotinin’. We report a casc of severe reaction to a
first exposure of 1 ml of aprotinin. A 57-year-old man
came to our hospital from a foreign country with
unstable angina and was prepared for a coronary
artery bypass surgery. He had an uneventful induc-
tion of general anaesthesia with midazolam, fentanyl
and pancuronium. Ten minutes after induction 1 ml
of intravenous aprotinin was given as a test dose.
Aprotinin was given because the patient had been on
aspirin until three days before the surgery and had
also self-medicated with a herbal preparation of
unknown composition. In our expcrience, local
herbal remedies often contain aspirin. Five minutes
after the test dose the systolic blood pressure fell to
60 mmHg, the airway pressurc rose to 50 cm water
and he appeared flushed. There was poor compliance
on manual positive pressure ventilation and poor air
entry on auscultation, but no rhonchi. Intravenous
metaraminol 4 mg did not improve the blood pres-
sure. Intravenous adrenaline was immediately given
as there was a high index of suspicion of anaphylaxis.
A total of 2 mg was given to maintain the systolic
blood pressure above 80 mmHg, whilst the surgeon
started the patient on cardiopulmonary bypass. The
mean perfusion pressure on bypass was maintained at
65 mmHg. The coronary artery bypass graft surgery
proceeded without further incident and three vein
grafts were done. Intravenous fentanyl, pancuronium
and midazolam were repeated on cardiopulmonary
bypass with no problems and no further dose of
aprotinin was given. His postoperative course was
uncomplicated and he went home on the seventh
postoperative day.

The allergen was thought to be aprotinin because
of the temporal sequence of events, and also because
the other drugs were repeated with no untoward
event. An anaphylactic reaction typically involves a
previous exposure and subsequent immunological
rcaction mediated by IgE and less frequently IgG
antibody. Scheule et al reported the presence of
aprotinin-specific IgE and IgG antibodies in a patient
previously exposed to aprotinin®. Unfortunately,
these aprotinin-specific immunologic test kits are not
readily available. A patch test was considered after

the acute event. However, in view of the fact that this
man developed a severe reaction to a | ml test dose,
it was considered unwise to subject him to a patch
test, especially since the probability of his requiring
aprotinin again was not high. As this was the first
exposure to aprotinin, an anaphylactoid reaction was
entertained. Anaphylactoid reactions do not involve
the immunological pathway but are mediated through
complement activation.

As this case report illustrates, a severe reaction can
occur even after the first exposure to aprotinin and its
use should be carefully considered. The practice of
giving a test dose should be followed even with the
first exposure. As is the practice in some centres, this
test dose should be given only when the sternum is
opened and the surgeon ready to cannulate the
paticnt and institute cardiopulmonary bypass.
Dietrich et al have also recommended that the bypass
circuit not be primed with a dose of aprotinin until
after the test dose has been given uneventfully'.
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Effects of midazolam—Iest we forget: amnesia!

The idea that low-dose intravenous midazolam
significantly reduces persistent PONV is both exciting
and fascinating (Di Florio T, Goucke CR. Anaesth
Intensive Care 1999; 27:38-40).

Exciting because indeed PONV, a multifactorial
problem, almost certainly needs “combination
therapy”: either giving three or four drugs, or omit-
ting several “old” drugs (nitrous oxide perhaps?).

Fascinating because the GABA-ergic neuroncs

Anaesthesia and Intensive Care, Vol, 27, No. 5, October 1999

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.




CORRESPONDENCE 539

and receptor complexes seem to dominate a lot of
reactions anaesthetic drugs are involved in.
Nevertheless, I would like to repeat, 1. that the
amnesic properties of benzodiazepines should at least
be mentioned and warned for: perhaps patients under
midazolam forgot to express their nauseous feelings
more than the control group ... and whatever peak
average plasma midazolam concentrations would be,
2. there are enormous interindividual clinical dif-
ferences in the predictability of amnesic effects of
benzodiazepines.
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Propofol abuse

[ am writing to inform your readers of several cases
of abuse of anaesthetic drugs which may be of
interest. At the Victorian Institute of Forensic
Medicine we have become aware of three cases in the
last 12 months of drivers apprehended in control of a
motor car while injecting themselves with propofol.
These have all been young males with some con-
nection to a hospital such as being employed as an
orderly or theatre technician. Typically they have
been observed driving in a dangerous manner by
police and when pulled up have been found to have a
butterfly needle in a vein, attached to a syringe con-
taining propofol which they have been injecting while
driving.

While these three cases have represented for-
tuitous apprehensions for purely traffic-related
reasons, it is certainly possible that a larger popu-
lation could be abusing this drug in more private
situations.

It is important for anacsthetists to be awarc of the
dangers of any drug capable of altering conscious-
ness, should it fall into the wrong hands. Propofol is
not normally thought of as being a drug of abuse,
however this example reinforces the perceptions that
there are no bounds to the type of drugs that may
be experimented with for rccrcational purposes.
Given that these drugs would have been stolen from
operating theatres, there are obvious risks should
untrained people extend their experimentation to
more dangerous drugs such as muscle relaxants.
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Perhaps it is time that the security precautions that
are taken in respect of more easily identified drugs of
dependence and addiction should be extended to
cover other drugs such as these anaesthetic agents.
MORRIS ODELL

Forensic Physician

Victorian Institute of Forensic Medicine,

Melbourne, Vic.

Laerdal mask leak

Misassembly of the Laerdal mask resulting in a sig-
nificant leak has been reported previously'~. The two
problems described in these reports are quite easily
identified with even the most cursory inspection of
the mask by an experienced anaesthetist. I would like
to report a misassembly problem which may be
difficult to detect and result in a complete failure to
ventilate.

Normally, the soft silastic rim is attached to the
hard shell by two round plastic lugs which fit into
notches on the side of the plastic shell, and a smaller
plug at the top of the mask. If one of these lugs lies
under the notch (Figure 1, image on left) rather than
correctly inserted into the notch (image on right),
there is a significant leak around the hard plastic
shell, rendering ventilation impossible even with very
high gas flows. This is hard to see on superficial
examination and it is not detected with the normal
anaesthetic circuit check of occluding the Y-piece or
the inner port of the mask. In the event of the
problem occurring, detection may be delayed, as
the mask itself (as opposed to around it) is an
uncommon source of leak.

Although I am informed by Laerdal that their com-

FiGure 1: Laerdal mask on left showing round lug lying under
rather than fitting into notch. On right assembly is correct.
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