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LETTER TO THE EDITOR

Anesthetic and surgical management of patient with risk of
anaphylaxis: patient safety and performance of alternative
axillary brachial plexus block
Necip Akman,1 Emine Aysu SalvIz,1 Bilge Sencan,1 Demet Altun,1
Erol KozanoGlu,2 Omer Berkoz,2 Kamil Mehmet TuGrul1

To the Editor,
Anaphylaxis during general anesthesia (GA) is a rare
but serious event that increases catastrophic morbidity and mortality. The investigation of suspected
anaphylaxis during GA is challenging as the patient is often exposed to a number of drugs within
a few minutes.[1] The large epidemiological studies
in Australia[2] and France[3–5] demonstrated the incidence of anaphylaxis between 1/20.000–30.000
and 1/13.000. Moreover, the incidence has been estimated to be 175–1.000 reactions per annum in the
United Kingdom.[6]

deep flexor tendon injury with plantar tendon graft
from the left foot. However; in this situation GA or the
combination of axillary brachial plexus and sciatic
nerve blocks (addition of femoral/saphenous nerve
block depends on the surgical incision) were the options. None of them was seemed appropriate when
the block failure with low dose, local anesthetic (LA)
toxicity with high dose and anaphylaxis risks were all
taken into account. Therefore, the surgical plan was
altered to involve the transfer of palmaris longus tendon of the left hand (Figure 1) and the anesthesia
decision was made to perform only axillary brachial
plexus block under ultrasound guidance.

We would like to present a 42-year-old female patient with an American Society of Anesthesiologists
(ASA) classification of 2 who had hypertension, depression, psoriasis and multiple drug allergy. She had
undergone 9 operations under GA and experienced
anaphylactic reactions twice culminating in internal
care unit administration. Even though she was discharged upon full recovery, after a skin-prick test she
was deemed allergic to propofol, meperidine, bupivacaine, cefazolin, amoxicillin-clavulanate, metronidazole, flurbiprofen, levofloxacin and diclofenac. This
time, she was scheduled for tendoplasty of severe
lacerations in zone two of the fourth finger of the left
hand. Initially, the surgery plan was to reconstruct the

Two mg of midazolam and 50 mcg of fentanyl were
both administered intravenously (IV) in order to provide patient’s sedation. The LA mixture of 10 mL 2%
lidocaine (200 mg), 10 mL 2% prilocaine (200 mg) and
1 mL adrenaline (100 mcg) was prefered to avoid the
recurrence of an anaphylactic reaction. Then, the high
frequency linear ultrasound probe was positioned in
the short axis orientation of the axilary region. Axillary
artery, axillary vein, median, ulnar, radial and musculocutaneous nerves were all visualized (Figure 2). Then,
2 mL of 2% lidocaine was used for skin puncture. The
mixture of LA was administered for the block. Four mL
was injected on top of the musculocutaneous nerve
and 17 mL was distributed to median, ulnar and radial
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Figure 1. Reconstruction of the deep flexor tendon injury with the palmaris longus tendon of the left hand.

safety in risky situations such as anaphylaxis and the
use of alternative anesthesia techniques, especially
appropriate ultrasound-guided peripheral nerve
blocks (PNBs) that increases sucess rate, safety,[7] and
also decreases the morbidity and mortality of anesthesia administration.
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Figure 2. Ultrasound image of an axillary brachial plexus block.
AA: Axillary artery; AV: Axillary vein; MC: Musculocutaneous
nerve; M: Median nerve; U: Ulnar nerve; R: Radial nerve.

nerves around the axillary artery by using in-plane
technique. After the adequate block, the surgery was
completed uneventfully in 125 minutes. The patient
was comfortable during the surgery and did not postoperatively need any supplemental analgesic until
the 5th hour (NRS <4). She experienced relatively little
pain, had only 500 mg of IV paracetamol twice during
the first 24 hours postoperatively (NRS ≤5), and also
described much more comfortable peroperative and
postoperative periods compared to previous two similar surgeries performed on her hand under GA.
Improved anesthesia patient safety reflects doing a
number of “little things” that, in the aggregate, make
a big difference.[1] Therefore; this case is presented
to emphasize the importance of anesthesia and surgical team communication once more for patient
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