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Pulmonary oedema after acute
asphyxia in a child

M Boykett

I report a case of severe pulmonary oedema compli-
cating acute upper airway obstruction.

Case report
A previously well 8 year old boy was found having

choked on a vitamin tablet (Sanatogen Junior, Fisons).
He was apnoeic, unresponsive, and cyanosed. During
attempts at basic airway resuscitation he coughed up
bloodstained mucus before recovering consciousness.

During the next one to two hours, after admission to
hospital, he developed tachypnoea, cyanosis, and
bilateral lung crepitations. He had radiological signs
of florid bilateral pulmonary oedema without cardio-
megaly. Oxygen, ampicillin, and hydrocortisone were
given, and a rigid bronchoscopy was performed to
ensure that there was no residual foreign body.
Anaesthesia and bronchoscopy were rendered difficult
by a profuse amount of bloodstained froth pouring
from the larynx. No foreign body or vomit was found,
and he was given intensive care.
With intermittent positive pressure ventilation with

5 cm H20 positive end expiratory pressure and an
inspired fractional oxygen concentration of 06 his
oxygen saturation was initially 87-5% (arterial oxygen
tension 9-1 kPa). The arterial pH of 7-18 reflected
mixed metabolic and respiratory acidosis. His general
condition, breathing, and arterial blood gas measure-
ments all improved rapidly over the next six to 12
hours. Subsequently, he maintained a normal arterial
oxygen tension during spontaneous breathing at 5-10
cm continuous positive airway pressure and an in-
spired oxygen fractional concentration of 0-25-030.
Extubation was delayed for two days because of a
persistent pink tracheal aspirate and until the radio-

logical abnormalities had resolved. Further recovery
was complete and unremarkable.

Comment
An accurate diagnosis proved elusive. Fluid over-

load and primary left ventricular failure were dismissed
as possible causes, and pulmonary aspiration and
chemical pneumonitis were considered to be the main
differential diagnoses. The history and clinical find-
ings, however, were not characteristic of aspiration.
The manufacturer of the tablet and Guy's Hospital's
Poisons Unit were consulted, but chemical irritation
was excluded as a likely cause.

Similar cases of postobstructive pulmonary oedema
have occurred in, for example, laryngospasm,' croup,
and epiglottitis.2 Most cases were in children but were
less severe than the one reported here, and none was
associated with an impacted foreign body. Brown
reviewed previous reports and proposed mechanisms
by which airway obstruction may cause pulmonary
oedema.3 These include negative intrathoracic pressure
causing transiently low pulmonary interstitial pressure
or impaired left ventricular function, or both, and
hypoxic postcapillary and venous constriction. Treat-
ment with oxygen alone may be sufficient, but a brief
period of tracheal intubation and assisted ventilation
may be necessary. Upper airway obstruction occurs
frequently, and doctors should be aware of this un-
familiar complication.

I thank Dr M Bexton and Dr A Syed for their help in
managing this patient; Dr A Vaizey for permission to report
on the patient; Mrs M Chambers and Miss J Norton for
typing.
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Hallucinations after epidural
buprenorphine

M MacEvilly, C O'Carroll

Buprenorphine, a mixed central nervous system opiate
agonist-antagonist, is virtually free of hallucinatory
effects in parenteral formulation, the incidence being
0-1%.' Epidural administration of buprenorphine,
however, may not be quite as free of these side effects.

Case reports
Case I-A 40 year old woman underwent fusion of

the posterior lumbar bodies at L4-5 under general
anaesthetic. Postoperatively she was given 150 Fg

buprenorphine every eight to 12 hours as needed
through an epidural cannula. Forty eight hours
after surgery and after a total dose of buprenorphine of
900 Ftg she complained of nightmares (table). The
symptoms occurred only at night and within 10
minutes after the drug was topped up. She was also
distressed by the shadows in the room and became
anxious when left alone. The symptoms disappeared
once buprenorphine was stopped.

Case 2-A 38 year old woman underwent posterior
spinal fusion between the transverse processes (L1-3).
Postoperatively analgesia was maintained through an
epidural cannula with 150 [tg buprenorphine every
eight to 12 hours as necessary. After 48 hours she
complained of a recurring dream in which she recalled
a frightening incident from her past. The dream
recurred so vividly at night that she became extremely
distressed. She had received a total dose of 750 tg
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