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procedure. Upon completion of the four hour procedure, he
was transferred to the SICU for later tracheal extubation in
view of his difficult airway. Five minutes after initiating inter-
mittent positive pressure ventilation, he became bradycardic
and the arterial pressure waveform and carotid pulses disap-
peared. Atropine, 0.5 mg iv, was administered and external
cardiac compression was initiated. As breath sounds were
diminished on the left with a hyperresonant percussion note a
thoracostomy tube was placed. SpO, improved dramatically
and his heart rate and blood pressure returned to normal. A
chest x-ray then showed a left-sided pneumothorax which
resolved over next 24 hr.

Several morphological and haemodynamic factors may con-
tribute to left ventricular outflow tract (LVOT) obstruction in
patients with HCM. The LVQT obstruction can be exaggerat-
ed by interventions that increase myocardial contractility and
heart rate (e.g., inotropes, chronctropes) or decrease arterial
blood pressure and ventricular volume (e.g., Valsalva manoeu-
vre, positive intrathoracic pressure, vasodilatation, blood
loss).? In this patient, pneumothorax may have caused LVOT
obstruction and pulseless electrical activity secondary to
diminished ventricular filling and mediastinal displacement.
Alternatively, the pneumothorax itself may have been respon-
sible.

In summary, pneumnothorax leading to possible LVOT and
pulseless electrical activity was diagnosed and treated success-
fully during perioperative anaesthetic management of a patient
with HCM undergoing non-cardiac surgery.
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An unusual foreign body

To the Editor:

We recently cared for an eight year-old boy whe presented
after ingestion of the metal disk which is pushed into the top
of drink cans. His past medical history was unremarkable. He
was awake, alert, cooperative, and in no distress. Only the lat-
eral radiograph of the neck demonstrated the metal disk at the
level of the 7th cervical vertebra (Figure). The disk was subse-
quently removed by rigid oesophagoscopy under general
anaesthesia.
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FIGURE (Top) Antero-posterior neck radiograph of the patient.
{Botton) Lateral neck radiograph of the patient.

Aluminium is markedly less radiodense than steel and many
other metals. The “radiagraphic invisibility” of aluminum for-
eign bodies has been reported previously'™ but is less well
recognized in the anaesthesia and surgicat literature. The case
emphasizes the importance of clinical presentation in cases of
foreign body ingestion or aspiration. Radiographic examina-
tion must be viewed as an adjunct to the history and physical
examination. We live in a world filled with millions of alu-
minum objects sufficiently small as to be ingested or inhaled.
Aluminum, and many other, foreign bodies may be difficult or
impossible to detect radiographically. A high index of suspi-
cion is required for effective care.
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