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CASE REPORTS

Bacterial meningitis after spinal anesthesia can be
caused by three possible mechanisms: hematogenous
spread, equipment and anesthetic drug contamina-
tion, and break in the sterile technique. The source of
the bacteria in our patient remained unclear. . sali-
varius is a commensal of the skin, gastrointestinal
tract, genitourinary tract, and oral cavity and paranasal
sinuses. It is unlikely that surgery resulted in bactere-
mia. Even though an aseptic procedure was care-
fully followed, it is obvious, that the bacterium was
introduced to the spinal space during the spinal punc-
ture.

Meningitis is a serious complication and its early diag-
nosis and effective treatment is essential. Meningitis
should always be considered as a possible differential
diagnosis in patients suspected of having postspinal
headache. A thorough knowledge and practice of aseptic
techniques is crucial in performing spinal and extradural
anesthesia.
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Pituitary Apoplexy following Mitral Valve Repair
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POSTOPERATIVE neurologic or neuropsychologic defi-
cits, or both, remain a common cause of disability after
otherwise successful cardiac surgery. However, not all
deficits are caused by gaseous or atheromatous emboli.
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Case Report

A 56-yr-old, 90-kg man presented for elective mitral valve repair.
Mitral valve prolapse was diagnosed initially 4 yr previously. One
month before admission, a loud systolic murmur was heard at the
cardiac apex; nevertheless, the patient continued to be asymptomatic.
Medical history included chronic low-back pain and three lumbar
laminectomies. He took no medications other than naproxen. A trans-
thoracic echocardiography revealed normal left ventricular function,
left atrial enlargement, mild tricuspid regurgitation, and severe mitral
regurgitation, possibly from a torn posterior chorda tendinea.

On the day before surgery, physical examination revealed a fit male,
with pupils equally reactive to light and accommodation. The electro-
cardiogram showed a normal sinus rhythm of 86 beats/min and find-
ings consistent with left ventricular hypertrophy. There was an occa-
sional premature ventricular beat

After receiving preoperative antibiotic prophylaxis for bacterial en-
docarditis, anesthesia was induced using intravenous ketamine, fenta-
nyl, midazolam, and succinylcholine. Anesthesia was maintained with
isoflurane and fentanyl. Paralysis was maintained with pancuronium.
Transesophageal echocardiography confirmed severe mitral regurgita-
tion with a flail posterior leaflet. Venous and arterial cannulae were
placed after heparin anticoagulation. Extracorporeal circulation was
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