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tory. He was drowsy initially but arousable, and his 
breath smelled of ethanol. Shortly following admis-
sion to the pediatric intensive care unit (PICU), serum 
chemistry showed an improvement in his acid-base 
status. However, he was profoundly hypoglycemic, 
with a serum glucose of 14 mg·dL–1. While dextrose 
50% increased his serum glucose to 112 mg·dL1, 
a peripheral blood smear showed “poc marks” on 
approximately 1% of erythrocytes. He was diagnosed 
with intravascular hemolysis secondary to the systemic 
absorption of anhydrous alcohol. The patient con-
tinued to be monitored in the PICU, where he was 
carefully hydrated and received a maintenance glucose 
infusion. His serum creatinine remained within the 
normal range, while serum alcohol concentration 
decreased to 7.5 mg·dL–1 within two hours. The 
remainder of his postoperative course was uneventful, 
and the patient was discharged from hospital two days 
following the procedure, in good condition.

Doses of alcohol up to 1 mL·kg–1 have been used 
for vascular ablation procedures. Multiple complica-
tions have been reported, including ethanol intoxica-
tion, intravascular hemolysis, hematuria, hyperthermia, 
elevated creatinine, hypoglycemia, pulmonary edema, 
pulmonary embolism, skin necrosis, and skin blister-
ing.1–3 The serum concentration of alcohol is propor-
tional to the amount of alcohol injected.1 This is the 
first reported case involving a young pediatric patient, 
and suggests that the effects of anhydrous alcohol are 
similar to those observed in older patients. However, 
our experience demonstrates several unique consider-
ations in this population. Hypoglycemia in children is 
a non-dose dependent response to alcohol intoxica-
tion.4,5 This patient had profound hypoglycemia which 
corrected quickly following dextrose administration. 

The mechanism of metabolic acidosis in patients 
intoxicated with alcohol has not been clearly eluci-
dated. In this setting, the base deficit and lactate levels 
do not correlate with serum alcohol levels.3 The etiol-
ogy of the acidosis in this patient did not appear to 
indicate poor perfusion. The acidosis resolved quickly 
with a small dose of bicarbonate. Laboratory analysis 
suggested the etiology of the hematuria was hemoly-
sis. Reports suggest that the incidence of hemoglobin-
uria is not related to the alcohol level.1 Up to 28% of 
patients have been reported to have hemoglobinuria 
during alcohol ablation. 

In summary, this report describes the systemic 
effects of anhydrous alcohol injected in a child for 
treatment of a cerebral arteriovenous malformation. 
Vigilance for complications, and a continuous infusion 
of glucose with frequent glucose monitoring, should 
be strongly considered in any young child undergoing 

these procedures. 
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Thromboelastographic® monitoring of 
the efficacy of recombinant factor VIIa 
administration in a parturient with 
factor VII deficiency

To the Editor:
A 35-yr-old parturient with factor VII deficiency pre-
sented at term with a factor VII level of less than 3%. 
Coagulation studies revealed a prothrombin time (PT) 
of 32.3 sec, international normalized ratio (INR) of 
3.2, partial thromboplastin time (PTT) of 30.3 sec 
and hematocrit (Hct) of 37.2%. Two units of fresh 
frozen plasma (FFP) were transfused prior to epidu-
ral placement. A follow-up set of coagulation studies 
revealed a PT of 22.9 sec, INR of 2.0 and PTT of 
30.3 sec. Thromboelastography® analysis revealed no 
difference in her coagulation status as compared to 
that prior to administration of FFP with the R-value 
remaining unchanged from 4.8 min [pre FFP: R = 4.8 
min, measure of speed of clot strengthening (K) = 1.0 
min, angle = 74.6°, measure of maximum strength of 
developed clot (MA) = 69.5 mm and post FFP: R = 
4.8 min, K = 1.2 min, angle = 72.2°, MA = 67.7 mm]. 
Cesarean section was performed 16 hr later for failure 
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of progression of labour at which time coagulation 
studies revealed an INR of 2.7 prompting administra-
tion of four units of FFP. The estimated blood loss was 
1200 mL; her postoperative PT was 20.0 sec, INR 1.7 
and Hct 21.2%.

One year later she had an elective repeat Cesarean 
section, at which time her factor VII level was less than 
1%. Her preoperative coagulation studies revealed a 
PT of 36.2 sec, INR of 3.5, PTT of 30.4 sec and Hct 
of 34.4%. A 30 µg·kg–1 dose of rFVIIa (Novo Nordisk 
A/S, Denmark) was administered intravenously over 
five minutes and a repeat set of coagulation studies 15 
min later revealed a PT of 13.4 sec, INR of 1.0 and 
PTT of 30.3 sec. Thromboelastography® analysis at 
this time showed a marked reduction in the R-value 
from 5.6 min to 3.2 min post administration rFVIIa. 
(pre rFVIIa: R = 5.6 min, K = 1.4 min, angle = 71.2°, 
MA = 67.3 mm and post rFVIIa: R = 3.2 min, K = 0.8 
min, angle = 77.9°, MA = 72.7 mm). Cesarean section 
was performed under spinal anesthesia; the estimated 
blood loss was 500 mL and postoperative Hct 24.7%.

Traditionally FFP has been used prophylactically to 
lessen the risk of peripartum hemorrhage in those fac-
tor VII deficient pregnant women. However, the speed 
of onset and administration (iv over five minutes) of 
rFVIIa is an obvious advantage in the setting of emer-
gent Cesarean delivery. Since it is not derived from 
human plasma the risk of transmission of blood borne 
pathogens is eliminated. Despite these advantages 
there are still many unanswered questions regarding 
its use in the clinical setting, with thrombosis being the 
primary adverse effect of concern to clinicians. 

In a recent editorial the authors alluded to the issue 
of monitoring the efficacy of rFVIIa and in particular 
to the prevention of thrombosis. They mentioned that 
though the effect on PT, PTT, and factor VII clot-
ting activity is marked with administration of rFVIIa 
this does not always translate into clinically improved 
blood coagulation. They suggested that TEG® analy-
sis, which measures whole blood coagulation, as a 
possible promising technique.1 

We compared the efficacy of FFP vs rFVIIa in a 
parturient with congenital factor VII deficiency using 
TEG® analysis. We showed that a single infusion of 30 
µg·kg–1 of rFVIIa in this patient prior to Cesarean sec-
tion normalized the PT and INR and decreased the R-
value from 5.6 min to 3.2 min. This demonstrates that 
in this setting rFVIIa is effective in achieving normaliza-
tion of coagulation without placing the R-value in the 
prothrombotic range. Further studies are required to 
study the dose response effect of rFVIIa on the TEG® 

coagulation profile, particularly the R-value. These 
studies may help provide information on the dose of 

rFVIIa required to normalize the coagulation status 
without inducing a detrimental prothrombotic state. 
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Prise en charge de la douleur 
postopératoire au Togo : connaissance et 
attitude des prescripteurs

Au rédacteur en chef,
La douleur postopératoire est une réalité et constitue 
un problème de santé publique. Depuis bientôt une 
décennie, le souci d’accroître la puissance analgésique 
et de diminuer les effets secondaires des morphiniques 
a été à l’origine des concepts d’analgésie préventive et 
d’analgésie multimodale. Malgré les vifs succès qu’ont 
rencontré ces concepts dans les pays développés, la 
prise en charge de la douleur postopératoire reste 
insuffisante. L’objectif de notre travail est d’évaluer le 
niveau de connaissance et l’attitude pratique des pres- 
cripteurs face à la douleur postopératoire et à sa prise 
en charge au Togo. 

Un questionnaire (Tableau) a été adressé aux anes-
thésiologistes, aux chirurgiens et au personnel para-
médical travaillant dans les services d’anesthésiologie 
et de chirurgie du Togo. Le grade du praticien (méde-
cin, paramédical), son ancienneté dans la profession et 
l’institution dans laquelle il exerçait ont été décrits. Il 
s’agissait d’une enquête directe avec interview sur le 
terrain. Tous les centres hospitaliers disposant d’un 
service de chirurgie ont été inclus.

Au total 23 centres ont été visités et 114 praticiens 
ont pu être interrogés : trois anesthésiologistes, 29 
chirurgiens, 46 techniciens supérieurs d’anesthésie-
réanimation, 32 infirmiers diplômés d’État, quatre 
aides soignants. Ceci représentait 71,2 % de l’effectif 
attendu. Environ 50 % avaient une expérience pro-
fessionnelle de moins de cinq ans. Environ 56 % 
des praticiens exerçaient dans les centres hospit-
aliers universitaires, 15 % dans les hôpitaux privés, et  


