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Catastrophic venous air embolus dur-
ing prostatectomy in the Trendelenburg
position

To the Editor:
A 37-yr-old, otherwise healthy patient with adenocarci-
noma of the prostate was scheduled for radical retropu-
bic prostatectomy (RRP) under epidural anesthesia.

During dissection of the venous plexus of the
prostate in the Trendelenburg position, the patient
reported chest tightness and light headedness. The
SpO2 decreased rapidly from 99% to 91% and a blood
pressure drop was noted. Mask ventilation with 100%
O2 was initiated. Auscultation of the chest revealed no
respiratory abnormalities and the anesthetic level was
at T5 distribution. Vigorous iv fluid resuscitation was
initiated just before he developed sudden bradycardia
and became unresponsive. A bolus of atropine 1 mg
and ephedrine 25 mg were given intravenously sec-
onds before asystole was recorded on the electrocar-
diogram. The surgical team was instructed to start
cardiac compressions. Heart rate and blood pressure
were restored within half a minute. ETCO2 with good

mask fit was 17. Suspecting venous air embolism
(VAE), the surgeon was instructed to flood the field
and the operating table was placed in a right-side-up
position. A precordial Doppler (PD) confirmed air in
the chambers of the heart. An arterial blood gas analy-
sis revealed a PaCO2 of 48 and a PaO2 of 83 on 100%
02 via face mask. Upon regaining consciousness, the
patient exhibited seizure-like symptoms. General
endotracheal anesthesia was induced. Suspecting para-
doxical air emboli, a transesophageal echocardiogram
was performed, but excluded intracardiac shunts.
With volumes of air decreasing under observation and
increase of ETCO2 to 29, the insertion of a central
venous catheter was deemed unnecessary. No further
complications were encountered and the patient was
extubated upon conclusion of surgery.

Although uncommon, VAE during RRP has been
reported in the past.1,2 An open venous system and a
subatmospheric central venous pressure can lead to
introduction of air into the blood stream. Pressure gra-
dients of just 5 cm H2O have been reported to be suffi-
cient,3 making procedures with the operative field above
heart level most prone to this complication.4
Introduction of only 100 mL of air might lead to fatal
outcomes as a consequence of pulmonary embolization.

In light of a potentially catastrophic event, some
authors recommend routine monitoring with PD for
RRP.2 This diagnostic tool is relatively easy to use,
inexpensive and more timely and specific than clinical
findings that might occur relatively late.5

Concluding, the anesthesiologist’s high index of
suspicion as well as familiarity with the procedure,
diagnosis and treatment of VAE may be life saving.

Stavros G. Memtsoudis MD PhD

Vinod Malhotra md
New York, New York
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Prevention of nausea and vomiting
after dental surgery: a comparison of
small doses of propofol, droperidol, and
metoclopramide

To the Editor:
Postoperative nausea and vomiting (PONV) occur fre-
quency after dental surgery, with an incidence as high
as 50% when no prophylactic antiemetic is given.1,2 We
previously showed that a single small dose (0.5
mg·kg–1) of propofol administered iv at the end of
surgery was effective for preventing PONV.3 In the
present study, we compared the efficacy of low dose
propofol with traditional antiemetics, droperidol and
metoclopramide, for the prophylaxis of PONV follow-
ing dental surgery.

Ninety patients, 32 males and 58 females, aged 15 to
49 yr, scheduled for dental surgery performed under
general anesthesia were enrolled. Anesthesia was
induced with iv thiopentone 5 mg·kg–1 and fentanyl 2
µg·kg–1, with tracheal intubation facilitated by vecuro-
nium 0.2 mg·kg–1. Anesthesia was maintained using
sevoflurane 1.0 to 3.0% and N2O/O2 (2:1). At the end
of surgery, patients received iv, in a randomized, dou-
ble-blinded manner, propofol 0.5 mg·kg–1, droperidol
20 µg·kg–1, or metoclopramide 0.2 mg·kg–1 (n = 30 in
each group). The dose of each antiemetic was based on
previous studies.1,2,4 Atropine 0.02 mg·kg–1 and
neostigmine 0.04 mg·kg–1 were administered iv for
reversal of muscle relaxation, and the trachea was extu-
bated. Postoperatively, all episodes of emetic symptoms
(nausea, retching, vomiting) from zero to 24 hr after
anesthesia were recorded by the nursing staff. The level
of sedation was graded on a three-point scale: (0 =
awake; 1 = drowsy; 2 = asleep). Statistical analyses were
performed by ANOVA, P2 test, Fisher’s exact probabil-
ity test, and Kruskal-Wallis rank test. P < 0.05 was con-
sidered significant. Results are mean ± SD or n (%).
Patient demographics, types of surgery and levels of
sedation were not different between groups. The rate of
PONV during zero to 24 hr after anesthesia was less in
patients who had received propofol (10%) than in those
who had received droperidol (37%) or metoclopramide
(40%; P < 0.05; Table available as additional material at
www.cja-jca.org).

To our knowledge, this is the first report to com-
pare the efficacy of low dose propofol, droperidol, and

metoclopramide for the prophylaxis of PONV in
patients undergoing general anesthesia for dental
surgery. When these antiemetics were administered iv
at the end of surgery, a single small dose of propofol
was most efficacious without excessive sedation in this
population. The exact mechanism by which propofol
acts as an antiemetic is unknown, but there is a possi-
bility that reduced levels of serotonin in the area
postrema may be related to its antiemetic property.5

Mayu Nakano DMD
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Tsukuba, Japan
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