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Halothane: I am still there

Sir,

Modern anaesthesia workstation uses advanced 
electronic and software technologies to provide 
low‑flow anaesthesia which requires monitoring 
of oxygen  (O2), carbon dioxide  (CO2) and volatile 
anaesthetic agents  (VAA). These advanced gas 
monitoring  (AGM) devices help in accurate titration 
of delivery of anaesthetics to patients. However, the 
erroneous reading of agents by these monitors may 
incite alteration of vapouriser output with inherent 
danger of light anaesthesia or VAA toxicity. In analyses 
conducted by Cassidy et  al. on critical incidents 
related to anaesthetic equipment, 13.4% of incidences 
were reported with gas monitoring.[1] We report a case 
of erroneous detection of halothane despite the fact 
that the agent was never used with this workstation.

A 45‑year‑old patient was planned to be operated for 
laparoscopic abdominal hysterectomy under general 
anaesthesia, for which Drager Fabius GS™ premium 
anaesthesia workstation was used. The patient was 
induced with intravenous propofol and fentanyl. 
Anaesthesia was maintained with O2‑air mixture and 
isoflurane, maintaining its end‑tidal concentration 
at 1.2. Just before the end of surgery, isoflurane was 
turned off. Meanwhile, monitor started showing 
halothane concentration up to 1.3% and residual 
isoflurane concentration of 0.2% simultaneously. 
The minimum alveolar concentration  (MAC) 
value increased to 1.7 despite no agent being 
administered  [Figure  1]. Halothane was never used 
with this workstation and anywhere in the operation 
theatre (OT) complex. It was considered as erroneous 
reading, and the patient was extubated when clinical 
recovery was appreciable as MAC value was not 
considered reliable in this case.

The agent analyser with this workstation works 
at the principle of pulsed, non‑dispersive infrared 
radiation  (IR) method and a multispectral detector. 
IR absorption is a common method of gas analysis for 
measuring concentrations of CO2, nitrous oxide (N2O) 
and VAA in gas mixture during anaesthesia. Different 
wavelengths of IR light are used to determine 
concentrations of CO2, N2O and VAA. Although the 
same wavelength is used for all current VAAs, different 
sensitivities are set for each agent, typically the highest 
for halothane and lowest for sevoflurane. Furthermore, 
the refractive indices of halothane, isoflurane and 
sevoflurane are overlapping  (1603.2, 1563.3 and 
1538.3, respectively), and complex mathematical 
calculations are used to identify and measure them.[2]

Switching over of anaesthetic  (one for induction 
followed by other agent for the maintenance of 
anaesthesia), vaporiser filling with an incorrect 
agent, the absence of scavenging system leading to 
accumulation of anaesthetic in OT and anaesthesia 
machine leading to false agent identifications were 
explanations given by service engineer for this 
problem. As halothane is not available anywhere 
in OT complex and only isoflurane was used 
throughout surgery, so above possibilities were 
ruled out. Hawkes et al. reported wrong detection of 
halothane during trigger‑free anaesthesia in malignant 
hyperthermia susceptible patient. It was a factitious 
reading resulting from incorrect identification of 
patient’s expired methane as halothane by agent 
analyser.[3] Similarly, halothane misinterpretation for 
hydrofluoroalkane‑based medical aerosol propellant 
by agent analyser has been reported.[4,5] Agent analyser 
using a lower wavelength of IR spectra  (3–5 µm) 
range can lead to false interpretation of halothane 
for methane, water vapour and isopropyl alcohol, 
etc. Above conditions could not explain this case as 
agent analyser with this workstation uses a higher 
wavelength of IR spectra for VAA discrimination.

Figure 1: Erroneous display of halothane
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On examination, we noted condensation in sampling line 
and the presence of water in water trap of gas analyser. 
After changing this part, sensor started identifying 
agents correctly. Water vapour and secretions in the 
sampling line of side stream could damage expired gas 
membrane of AGM sensor. This could be an explanation 
of agent misidentification in our case.

It is recommended that water trap and sensor of gas 
analyser should be periodically checked and replaced 
according to manufacturer’s recommendation, and 
sensors with higher wavelengths (10–13 µm) which do 
not cross‑react with gases exhaled from patients such 
as methane, acetone, alcohol and CO2 should be used 
with closed circuit anaesthesia.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

Pooja Bihani, Deepak Choudhary, 
Pradeep Kumar Bhatia, Sadik Mohammed

Department of Anaesthesiology, All India Institute of Medical 
Sciences, Jodhpur, Rajasthan, India

Address for correspondence: 
Dr. Pooja Bihani, 

Department of Anaesthesiology, All India Institute of Medical 
Sciences, Jodhpur ‑ 342 005, Rajasthan, India. 

E‑mail: drpooja.bihani@gmail.com

REFERENCES

1.	 Cassidy CJ, Smith A, Arnot‑Smith J. Critical incident reports 
concerning anaesthetic equipment: Analysis of the UK 
National Reporting and Learning System  (NRLS) data from 
2006‑2008. Anaesthesia 2011;66:879‑88.

2.	 Wallroth CF, Gippert KL, Ryschka M, Falb W, Hattendorff HD, 
Schramm B, et  al. Refractive indices for volatile anesthetic 
gases: Equipment and method for calibrating vaporizers and 
monitors. J Clin Monit 1995;11:168‑74.

3.	 Hawkes CA. Factitious halothane detection during trigger‑free 
anesthesia in a malignant hyperthermia susceptible patient. 
Can J Anaesth 1999;46:567‑70.

4.	 Levin PD, Levin D, Avidan A. Medical aerosol propellant 
interference with infrared anaesthetic gas monitors. Br J 
Anaesth 2004;92:865‑9.

5.	 Shah SB, Hariharan U, Bhargava AK. Anaesthetic in the garb 
of a propellant. Indian J Anaesth 2015;59:258‑60.

Access this article online

Quick response code
Website: 
www.ijaweb.org

DOI: 
10.4103/0019-5049.195505 

How to cite this article: Bihani P, Choudhary D, Bhatia PK, 
Mohammed S. Halothane: I am still there. Indian J Anaesth 
2016;60:965-6.
© 2016 Indian Journal of Anaesthesia | Published by Wolters Kluwer - Medknow

This is an open access article distributed under the terms of the Creative 
Commons Attribution‑NonCommercial‑ShareAlike 3.0 License, which allows 
others to remix, tweak, and build upon the work non‑commercially, as long as the 
author is credited and the new creations are licensed under the identical terms.

Page no. 94

Author Help: Online submission of the manuscripts

Articles can be submitted online from http://www.journalonweb.com. For online submission, the articles should be prepared in two files (first 
page file and article file). Images should be submitted separately.

1) 	 First Page File: 
	 Prepare the title page, covering letter, acknowledgement etc. using a word processor program. All information related to your identity should 

be included here. Use text/rtf/doc/pdf files. Do not zip the files.
2)	 Article File: 
	 The main text of the article, beginning with the Abstract to References (including tables) should be in this file. Do not include any informa-

tion (such as acknowledgement, your names in page headers etc.) in this file. Use text/rtf/doc/pdf files. Do not zip the files. Limit the file 
size to 1 MB. Do not incorporate images in the file. If file size is large, graphs can be submitted separately as images, without their being 
incorporated in the article file. This will reduce the size of the file.

3)	 Images: 
	 Submit good quality color images. Each image should be less than 4096 kb (4 MB) in size. The size of the image can be reduced by decreas-

ing the actual height and width of the images (keep up to about 6 inches and up to about 1800 x 1200 pixels). JPEG is the most suitable 
file format. The image quality should be good enough to judge the scientific value of the image. For the purpose of printing, always retain a 
good quality, high resolution image. This high resolution image should be sent to the editorial office at the time of sending a revised article.

4)	 Legends: 
	 Legends for the figures/images should be included at the end of the article file.


