Chapter 2
Case 2: Sudden Anesthesia System Failure

A 1-year-old patient, American Society of Anesthesiologists (ASA) physical status
IL, is to undergo removal of a cerebral tumor under general anesthesia. An anesthe-
sia machine and breathing system check is performed before the patient’s arrival.
Noninvasive monitors are placed, and after preoxygenation the patient is anesthe-
tized in a routine manner. Invasive monitors are placed, the operating table is turned
180°, and the operation begins. About 2 h into the operation, the surgeon requests
that the operating table be elevated. Three to five minutes later, warning lights flash
on the anesthesia machine (Narkomed 2 B, North American Drager). The warning
indicates low minute volume, apnea, and no ventilation of the patient. The rotame-
ters show adequate flow of oxygen and nitrous oxide, and the oxygen pipeline pres-
sure is 50 psi.

Manual ventilation is attempted using the anesthesia machine’s collapsible
breathing bag but is unsuccessful because no air fills the bag despite using the oxy-
gen flush control button. You do the following:

1. Provide self-inflatable bag ventilation. Confirm bilateral air entry. Keep the
patient’s oxygen saturation and vital signs stable.

2. Call for assistance.

3. Search for a cause of the breathing system failure in the anesthesia machine.

Question

You and your colleagues find nothing wrong with the machine. So what could be the
cause of this dilemma?
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Solution

The cause of the acute distress was a kinked and compressed fresh gas flow
tube between the railing of the operating room table and the bottom of the inspira-
tory pipe on the absorber (Fig. 2.1). This occurred when the operating table was
raised [1].

Recommendation

The fresh gas flow tube from the anesthesia machine to absorber should always be
short and not hanging loose. It should always be positioned behind the upright sup-
port brace (D) of the absorber, thereby preventing a kink in the tube.

A self-inflatable bag should be available in every operating room.

Fig. 2.1 (a) Fresh gas-
locking device. (b) Fresh
gas hose with 15-mm fitting.
(c) Breathing bag.

(d) Upright support brace.
(e) Inspiratory pipe of the
absorber
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