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In Reply:—The name hwman immunodeficiency virus
(HIV) was coined by a subcommittee of the Interna-
tional Committee on the Taxonomy of Viruses to re-
solve the confusion caused by the existence of multiple
names for genetic variants of the same virus.! This pro-
posal has been widely accepted, and HIV is currently
the most common term used to describe the causative
agent of AIDS. This was not the case when we wrote
and submitted our review, and we appreciate Dr.
Freedman'’s clarification of this point.
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Central Venous Pressure Monitoring during Cesarean Section

To the Editor:—The letter by Drs. Robinson and
Albin' addresses the appropriate management of pa-
tients undergoing cesarean section with regard to the
possibility of venous air embolism (VAE). Their letter
pertains to the report by Younker et al.? of a case of
massive VAE during cesarean section in a patient suffer-
ing from massive hemorrhage. [ have no disagreement
with Younker ef al. that: 1) VAE can occur during ce-
sarean section (perhaps as frequently as 40%),’ and 2)
rarely, VAE can be life-threatening. However, the sug-
gestion by Drs. Robinson and Albin “that preoperative
placement of a multi-orifaced air aspiration catheter is
indicated in those cases where significant risk of VAE
can be identified”’ raises a few questions:

1. Which patients do they consider at risk for VAE?
Are they referring to all patients undergoing regional
anesthesia for cesarean section?

2. Is the time delay required to insert the CVP cath-
eter worth the potential benefit from air aspiration?

3. If using electrocardiographic localization of the
CVP catheter, where would they suggest is the optimal
location for placement of this catheter?

My concerns regarding questions 1 and 2 revolve
around the issue that many cesarean sections are done
on an emergency basis. Placement of a central venous
catheter requires 5-15 min to complete.* I am con-
cerned that this delay in appropriate operative inter-
vention will result in an overall greater morbidity and
mortality to both mother and baby.

The value of central venous catheters as treatment
for VAE remains controverial. The most lucid discus-
sion of this controversy was in an editorial by Michen-
felder.®> My conclusions from his discussion are: yes,
central venous catheters can occasionally be lifesaving
in VAE, and more important than placement of a cen-

tral venous catheter is the detection of VAE and rapid
maneuvers to halt the entrainment of air.

Before we all embark on routine central venous cath-
eter placement for cesarean section, we should consider
where we are going to place these catheters (question
3). The elegant work by Bunegin and Albin® was in a
silastic model of the heart tilted so the right atrial
chamber would mimic the position of the atrium in a
patient in the sitting position. The results may be appli-
cable to patients in the sitting position. However, pa-
tients undergoing cesarean section are either supine or
in the Trendelenburg position. To my knowledge,
there are no data to indicate the “‘appropriate position-
ing” for optimal air aspiration of any atrial or central
venous catheter for patients in these positions.

In summary, I would agree with both Younker e al.!
and Drs. Robinson and Albin? that monitoring to detect
VAE in these patients may be appropriate. The place-
ment of the precordial Doppler is inexpensive, fast, and
sensitive. However, I would recommend that precau-
tions for this event during cesarean section stop short of
routine placement of central venous catheters. Place-
ment of the CVP delays delivery of the baby, remains
untested as a tool for air aspiration in patients in the
supine or Trendelenburg position, and gives clinicians a
false sense of security regarding their ability to manage
massive VAE. To me, detection and rapid maneuvers to
halt the entrainment of air are far more important and
practical in the management of this dreaded complica-
tion.

STEPHEN M. Rupp, M.D.
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Seattle, Washington 98111
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