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Estimation of blood loss in
the operating room

To the Editor:

A common way to estimate blood loss in the
operating room is to subtract the amount of irriga-
tion fluid used from the total volume of blood and
fluid in the suction bottle. This technique requires a
record of irrigation fluids and this may lead to
omissions or inaccuracy.

We wish to remind readers of the usefulness of
the micro-haematocrit method to determine the
packed cell volume (PCV) of the blood and fluid in
the suction battle, and therefore to estimate blood
loss. The following simple calculation estimates the
amount of blood in the fluid:

Blood loss
_ volume in the suction bottle X suction PCV
patient PCV

Many methods are used by surgeons and anaesthe-
tists to estimate blood loss. Accurate methods are
more complex and therefore less likely to be easily
applied.'~ The method we describe has its own
inbuilt errors. The suction bottle sample must be
well mixed or the formation of clot and effects of
gravity will produce an inaccurate sample. The
assumption that the PCV of the patient stays
constant throughout the procedure is erroneous as a
decreasing haematocrit would tend to overestimate
the blood loss. At the same time haemolysis from
trauma and irrigating fluids tends to give an er-
roneously low PCV value for the suction fluid and
this would underestimate the amount of blood loss.
Blood that is not suctioned must be measured by
other means.

Hang C. Ha MD

Robert L. Weiler B sc Frcpc
Department of Anaesthesia
University Hospital
Saskatoon, Saskatchewan
S7N 0X0
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Ketamine induction for a
patient with hyperinsulinism
treated with oral diazoxide

To the Editor:

The usefulness of oral diazoxide in the management
of hyperinsulinism, because of its direct inhibitory
action on release of pancreatic insulin, is well
documented.! Diazoxide is a nondiuretic benzo-
thiadiazine derivative and has potent vascular dilat-
ing activity. Burch and McLeskey? reported marked
hypotensive episodes related to thiopentone
administration in two patients with hyperinsulinism
treated with oral diaxoxide. They postulated three
mechanisms of the untoward drug interactions
between diazoxide and thiopentone: (1) displace-
ment of diazoxide from protein binding sites by
thiopentone; (2) increased unbound thiopentone
due to preoccupation of binding sites by diazoxide;
(3) a combination of the first two mechanisms,
resulting in an additive effect on depression of
blood pressure.

Ketamine, instead of thiopentone, might be the
intravenous agent of choice for induction of anaes-
thesia in patients with hyperinsulinism treated with
oral diazoxide, because of its cardiovascular-stimu-
lating properties and limited plasma protein bind-
ing.> We wish to report our experience with the
use of ketamine for induction.

A 1-year 8-month old 12 kg boy with hyperinsu-
linism, treated with oral diazoxide 10 mg-kg™'
day~! was scheduled for pancreatectomy. Diaz-
oxide was continued until the morning of the
surgery, because of the previous profound hypogly-
caemic episodes upon discontinuation of diazoxide.
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No premedication was administered. Dextrose infu-
sion of 5.5 mg kg™ !-min~" was started the evening
prior to the operation, and a radial artery was
cannulated for frequent blood sugar determinations.

For induction of anaesthesia, ketamine 2 mg-kg™'
was administered IV following atropine 0.01 mg-
kg~!. Blood pressure rose from 98/60 mmHg to
130/82 mmHg following ketamine administration
and there were no episodes of hypotension during or
after the induction period. The trachea was intu-
bated with the aid of succinylcholine, and anaes-
thesia was maintained with enflurane, nitrous
oxide, oxygen and pancuronium. The anaesthetic
course was uneventful.

Ketamine apparently does not share protein bind-
ing sites with diazoxide, and thus a hypotensive
episode due to the drug interaction seen with
thiopentone and diazoxide can be avoided. We
would be interested in others’ experiences with
ketamine induction for patients receiving oral
diazoxide.

Masao Yamashita Mp

Kyoko Motokawa MD

Takeki Hirano MD
Department of Anaesthesia
Ibaraki Children’s Hospital
3-3-1 Futaba-dai, Mito 311-41
Japan
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