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Figure 1 (a) Narrow orifice of tube connector (left) as compared to other tube of same size (right), (b) Occlusion of tube connector lumen at

the distal end by a plastic meniscus.

connector allowed only a small portion of the gases to
flow through and resulted in high airway pressure dur-
ing ventilation. The substitution of tube connector
with another same-sized ETT connector led to marked
improvement in ventilatory parameters. These cases
show that the ETT connector defects should be kept in
mind during differential diagnosis of airway obstruc-
tion and further highlight the significance of inspection
and testing of the ETT prior to use. They also empha-
size on the checking of tube connector externally as
well as internally for any physical defects to avoid such
complications.
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Current state of malignant hyperthermia in China
mainland: a less optimistic reality

Sir—Malignant hyperthermia (MH) is a rare life-threat-

with MH-susceptible gene discovered

in Chinese

ening condition which was first recognized by Denbor-
ough and Lovell (1) in Australia in 1960. Since then, it
has been found to occur worldwide including in China,
the most populous country in the world. In recent years,
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patients (2,3) and increasing cases of MH reported, the
traditional concept that Chinese people are rarely at
risk of MH is unable to be justified. However, the
current state of MH in China mainland is far from
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optimistic, in terms of underestimation of the incidence,
poor diagnostic tests and lack of specific treatment.

First, the incidence of MH has long been underesti-
mated. Because there is not a national MH data base,
case reports published on journals have been the exclu-
sive resource for estimating the incidence of MH in
China mainland, and the estimation was that 34 cases
and 21 cases occurred during the year 1974-2004 (4)
and the year 2004-2008 (5), respectively. However,
case reports only represent part of the real number of
MH because underreporting is common. Building a
national data base to bring together MH data may be
a choice to obtain a relatively true incidence of MH.

Second, MH patients are almost diagnosed on the
basis of clinical manifestations, without specific labora-
tory tests to confirm them. Only one medical center in
China mainland offers laboratory confirmation tests
(2). However, the effect that one medical center can
take seems to be rather limited when considering this
country has the largest population and the third area
in the world. Therefore, quite a number of MH-sus-
pected individuals did not receive right treatment
because of uncertain diagnoses.

Third, there is no specific treatment for MH. The
only known antidote to MH, dantrolene, is still not
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available in Chinese market, although it has been
widely used for decades in western countries. Almost
Chinese MH individuals were treated without dantro-
lene and this may contribute to a high mortality rate
up to 73.5% (4), even though this rate has been
reduced to < 10% in western countries.

We appeal that more attention should be paid to the
reality of MH in China mainland. A national data
base should be established to reevaluate the incidence
of MH. Furthermore, efforts should be made to enable
specific laboratory tests more accessible to Chinese
patients, and dantrolene should be available in Chinese
market.
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Bilateral ultrasound-guided axillary plexus anesthesia in a
child with dystrophic epidermolysis bullosa

Introduction

We report the management of a severely affected tod-
dler with recessive dystrophic epidermolysis bullosa
(RDEB), requiring surgery of both hands, with bilat-
eral ultrasound-guided plexus brachialis block and
analgosedation.

Recessive dystrophic epidermolysis bullosa is a
severe mechanobullous disorder with neonatal onset.
Minimal mechanical trauma causes separation of skin
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or mucosa from the underlying tissue resulting in blis-
tering, scarification, and consecutive mutilations (1).
Surgical procedures requiring anesthesia are fre-
quently necessary in RDEB. Anesthesia is precarious,
especially because of an often difficult airway with
microstomia, fixation of tongue, and epiglottis. Airway
manipulation can result in additional blistering, bleed-
ing, and scaring. Venous access can be elaborate.
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