
Spinal anesthesia for Cesarean delivery
in a parturient with Arnold-Chiari
type I malformation 

To the Editor:
Arnold-Chiari type I malformation (ACM-I) consists
of elongation and prolapse of the cerebellar tonsils
below the foramen magnum.1 The most common
clinical symptoms of this condition include headaches,
vertigo, nystagmus, neck and upper extremity pain
and/or weakness, respiratory impairment, and
seizures. Increased intracranial pressure (ICP) has
been reported in patients with ACM-I.2 The obstetric
and anesthetic management of women affected by
ACM-I is scarcely addressed in the literature,3–5 and
subsequently no uniform recommendations regarding
mode of delivery (vaginal vs abdominal) and choice of
anesthesia (regional vs general) can be made.
Although some5 have cautioned that dural puncture
for anesthetic management of vaginal or abdominal
delivery may initiate and/or exacerbate neurological
symptoms of this condition, others have documented
the safe use of regional anesthesia in these patients.3

A 35-yr-old gravida 1 para 0 otherwise healthy
female with newly diagnosed (first trimester of preg-
nancy) and mildly symptomatic (recurrent headaches,
vertigo, and numbness of both upper extremities)
ACM-I malformation was evaluated by a multidiscipli-
nary team of experts including the obstetrician,
obstetric anesthesiologist, neurologist, and neonatolo-
gist at 37 weeks of gestation. The peripartum care
plan aimed at avoidance of labour-induced stress, and
particularly pushing-induced increase in the ICP in
the second stage of labour. The peripartum plan was
accomplished two weeks later by performing an elec-
tive Cesarean section under single-dose spinal anes-
thesia (with 12 mg of 0.75% bupivacaine, 10 µg of
fentanyl, and 0.2 mg of preservative free morphine
induced with a 27-gauge atraumatic needle). No exac-
erbation of preexisting maternal symptoms was
reported postpartum. 

In conclusion, this report not only emphasizes the
importance of a multidisciplinary and individualized
approach to pregnant women with uncommon, non-
pregnancy specific disorders such as ACM-I, but also
provides further evidence that spinal anesthesia can be
safely and effectively performed in pregnant patients
with ACM-I undergoing Cesarean delivery. However,
for parturients with other types of ACM accompanied
by other clinical manifestations, a different choice of
obstetric and anesthetic management may prove more
appropriate. 
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Use of a K+-adsorption filter for the
massive transfusion of irradiated red
blood cells in a child

To the Editor:
The potassium level in the supernatant of irradiated
packed red blood cells (IR-RBCs) increases rapidly
and reaches more than 50 mEq·L–1 one week after
irradiation.1 Such high potassium loads might induce
fatal arrhythmias especially in cases of rapid and mas-
sive transfusion.2 Strategies reducing the potassium
load from IR-RBCs are required to make transfusion
safer.

Recently, a potassium-adsorption filter (Kawasumi
Laboratories, Tokyo, Japan) has become commercial-
ly available for the rapid and massive transfusion of IR-
RBC. It consists of a chamber containing sodium
polystyrene sulfonate beads, which adsorb K+ and
release Na+ in equivalent amounts. It can eliminate
more than 80% of the potassium in the supernatant of
IR-RBCs at infusion rates less than 50 mL·min–1.3

Massive bleeding may be observed during liver
transplantation (LT), especially in children with con-
genital biliary atresia (CBA) undergoing a Kasai por-
toenterostomy. Recently, we experienced massive
bleeding during a LT and were able to manage mas-
sive transfusion uneventfully using this filter.

A ten-month-old girl (weight 7.3 kg) with CBA was
scheduled for LT. The operation lasted 986 min and
anesthesia 1,127 min. Total bleeding amounted to 765
g, massive bleeding being observed specially during the
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dissection and anhepatic phase. Rapid infusions of IR-
RBCs (30–200 mL·hr–1) and fresh frozen plasma (FFP)
(40–200 mL·hr–1) were needed to maintain circulatory
stability and total infusion of IR-RBCs and FFP
amounted to 665 mL and 950 mL, respectively. All IR-
RBCs were transfused using this filter. Mean potassium
concentration in the supernatant of IR-RBCs was
reduced from 16.3 mEq·L–1 to 1.9 mEq·L–1.

The circulating blood volume is 75 mL·kg–1 in a
ten-month-old infant and more than one circulating
blood volume was lost in this case. It has been report-
ed that washing of IR-RBCs by using an autotranfu-
sion device can reduce potassium concentration in the
supernatant and provide safe transfusion to end-stage
renal failure patients.4 However, because this method
requires a sophisticated device and a dedicated opera-
tor, it cannot be used conveniently.

The potassium adsorption filter is an alternative
strategy for preventing transfusion induced hyper-
kalemia. It must be rinsed with 200 mL of saline just
before attaching to IR-RBC bags. Compared to the
preparation of the autotranfusion device, it is very easy
and quick to use. This filter provides a convenient
method to prevent transfusion induced hyperkalemia.
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A first report on the diagnosis and
treatment of acute postoperative air-
way obstruction with the CobraPLA™

To the Editor:
The Cobra Perilaryngeal Airway (CPLA™;
Engineered Medical Systems, Indianapolis, IN, USA)
is a new supraglottic device1,2 with an inflatable cuff
and a softened and widened distal end (Cobra head).
At the distal end of the CPLA™ head there are a series
of slots (Figure) which hold the epiglottis out of the
way and allow passage, if necessary, of a fibrescope or
endotracheal tube (ETT). We report the first case of
acute postsurgical stridor successfully diagnosed and
treated with the CPLA™.

A 59-yr-old male patient with a history of multin-
odular toxic goiter, hypertension and atrial fibrillation
underwent thyroidectomy under general anesthesia.
Preoperative assessment for prediction of difficult
intubation was negative. After induction of anesthesia,
direct laryngoscopy showed a Cormack grade III.
Blind intubation with a 8-mm internal diameter (ID)
armored ETT was successfull at the first attempt.

After completion of total thyroidectomy the patient
was awakened and extubated; dyspnea and inspiratory
stridor quickly appeared. The patient was oxygenated
with a face mask and SpO2 remained stable. Due to
persistent stridor and dyspnea the patient was sedated
with iv propofol and a CPLA™ size 5 was inserted.
Satisfactory ventilation was achieved. A fibrescope was
inserted through the CPLA™ breathing channel using
an adaptor with the patient ventilating spontaneously.
The fibrescope, passed through the slotted distal
openings, allowed an unobstructed view of the vocal
cords that appeared hyperemic, edematous and fixed
in midline position. A 7.5-ID, armored ETT was
inserted via the CPLA™ under direct fibreoptic view.

Morbidity and respiratory complications are fre-
quent after total thyroidectomy, with an incidence of
up to 8%.3,4 The clinical presentation is always air
hunger, stridor and airway obstruction. Thus, it is
necessary to have a technique allowing a rapid and safe
diagnosis and treatment.

The use of the CPLA™ allows for rapid airway con-
trol1,2 and easy passage of the fibrescope to verify vocal
cord mobility. One advantage of the CPLA™ is that a
larger size ETT (8 ID) can be passed as opposed to
the Laryngeal Mask Airway (LMA) Classic™ (The
Laryngeal Mask Company Ltd., Maidenhead,
Berkshire, UK) and the Laryngeal Tube™ (LT; VBM
Medizintechnik, GmbH, Sulz, Germany).5 Further,
the relatively short length of the CPLA™ (compared
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