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Correspondence 

Postoperative neuroleptic 
malignant syndrome 
To the Editor: 
Having read with interest the article by Patel and 
Bristow,~ Ihere are several points which require clarifica- 
tion and emphasis. 

This is not the first report of the use of muscle relaxants 
to treat neuroleptic malignant syndrome (NMS). An 
article by Sangal and Dimitrijevic 2 reported the successful 
use of pancuronium in 1985, and Morris et alfl reported 
the use of tubocurarine to induce muscle relaxation in a 
patient with NMS in 1980. 

As well, concern was raised by Caroff et al. 4 with 
respect to an association between NMS and malignant 
hyperthermia (MH). They reported on several NMS 
patients who had positive responses to the in vitro skeletal 
muscle contracture test on exposure to halothane. Based 
on their research, they felt there might be an attendant risk 
of MH in patients (who had experienced NMS) on 
exposure to triggering anaesthetic agents. This article was 
a recent one and would not have been published at the time 
of submission of the article by Patel and Bristow. 
However, an earlier report in The Lancet 3 detailed similar 
findings in two patients with NMS. It is important to 
realize that this association exists and to take appropriate 
precautions for MH when anaesthetizing a patient with a 
prior history of NMS: at least until further research into 
this area is reported. " 

This article serves to prove that there is still nmch that is 
unknown about both NMS and MH. It will be interesting 
to see what further studies and case reports will uncover 
about these two pharmacologically induced syndromes. 

M. Joanne Douglas MD FRCFC 
Division of Obstetric Anaesthesia 
The University of British Columbia 

and Grace Hospital 
4490 Oak Street 
Vancouver, British Columbia V6H 3V5 
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R E P L Y  
We thank Dr. Dougla.~ for bringing ro our attention the previous 
reports of use of nondepolarizing muscle relaxants in the treat- 
ment of the nearoleptle malignant syndrome (NMS). Although 
we realize that there may be an association between NMS arrd 
malignant hyperrhermia (MH), we elected not to include this 
controversial area in our case report and discussion, ttowever, 
we agree it would seem prudent at the present time to exclude 
MH trigger agems in the conduct of anaesthesia in patients with 
NMS. 

P. Patel Mo 
G, Bristow MO ~ c ~  
Department of Anesthesia 
University of Manitoba 
Winnipeg, Manitoba, R3E IX2 

Laryngoscope blade breakage 
during intubation 
To the Editor: 
Laryngoscope malfunction is one of the more frequent 
equipment failures encountered by anaesthetists, t The 
usual causes &l'e; 
1 failing light source, 
2 defective bulb, 
3 faulty contact between the blade and the handle or in the 

socket. 
A thorough check of the laryngoscope prior to use will 

detect most malfunctions and these should be corrected 
before the induction of anaesthesia. Neglecting this 
precaution could spell disaster, particularly during a 
rapid-sequence induction. 

We wish to report a rare case in which breakage of the 
laryngoscope blade occurred in spite of a preinduction 
check of the instrument. The laryngoscope in question 
was a Miller # 2  blade and handle, manufactured by the 
Heine Co. in Germany, During laryngoscopy of an adult 
male patient a eomplete separation of the blade from the 
hook-on titling occurred (Figures 1 and 2). The breakage 


