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DISEASES

Latex Allergy
Risk
•	Myelomeningocele (25–50%)
•	Congenital urologic anomalies (25–50%)
•	Healthcare workers (3–17%)
•	Atopic individuals (6–11%)
•	General population (0–6%)
Perioperative Risks
• 	Anaphylactic reaction leading to hypotension, bronchospasm, and CV collapse
Worry About
•	A latex allergy is a type I immediate hypersensitivity
reaction. Life-threatening anaphylaxis can be the first
manifestation of the reaction. Latex-containing medical products are common throughout most medical
environments.
Overview
•	Type I (immediate) hypersensitivity reaction: Immunemediated and involve IgE-specific latex proteins. Exposure can occur by either direct contact or through
inhaled airborne particles. Symptoms can be localized

or generalized, mild to life-threatening and including
pruritus, hives, angioedema, wheezing, hypotension,
tachycardia, and CV collapse.
• 	Type IV (delayed or contact dermatitis) hypersensitivity reaction: Cell mediated, occurs 24–48 h after
exposure, and is localized. Symptoms include localized pruritus, swelling, and blisters.
• 	Increase in latex allergies coincided with the advent
of universal precautions and the increased use of
latex examination gloves, many with high allergen
content.
• Exposure
	
can occur both by contact and by inhalation of latex-containing powder.
• 	Considered to represent approximately 10% of all
anaphylactic reactions reported for pts while under
anesthesia.
•	Increased risk with repeated exposures.
• Reaction
	
caused by cross-linking latex specific IgE
on mast cells, leading to degranulation and release
of both immediate and delayed inflammatory
mediators.
• Dx
	 includes a Hx consistent with a latex reaction
(e.g., time, exposure), nonspecific blood markers (e.g.,

serum mast cell tryptase), serology testing (RAST
testing), and skin testing where available.
Etiology
• Exposure
	
with subsequent sensitization in at-risk
individuals is the usual etiology of a latex allergy.
At-risk individuals commonly have identified risk
factors, such as atopy, food allergies, and/or a Hx of
multiple surgeries.
Usual Treatment
• Avoidance
	
of exposure should be the primary
consideration.
•	There is no evidence any premedications can prevent
or attenuate a type I hypersensitivity reaction.
•	In cases of an anaphylaxis reaction, treatment includes
stopping the exposure, intravascular volume expansion, epinephrine as needed to support BP, bronchodilators to treat bronchospasm. Antihistamines and
corticosteroids are distant secondary therapies.
• 	A latex-safe environment, one with minimal latex
allergen, insufficient to elicit a latex allergic reaction,
should be considered for all healthcare locations.

Assessment Points
System

Assessment by Hx

PE

Test

CV

Hypotension, tachycardia, CV collapse

Tachycardia, vasoconstriction

ECG, BP

PULM

SOB, stuffy nose, cough, elevated airway pressures

Wheezing, accessory muscle use

Auscultation, spirometry, airway pressure

DERM

Pruritus, edema

Hives, urticaria, erythema, swelling

Visual exam

HEENT

Red, itching eyes

Angioedema

Visual exam

GI

Cramps, N/V, diarrhea
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Perioperative Implications
•	Ask all pts about any Hx of an allergy or reactions to
latex products.
•	Do not attempt to prevent with premedications.
• Provide
	
a latex-safe environment, including the
preop, intraop, and postop environment.

• If
	 latex allergic reaction suspected, make sure the
postop environment is latex safe.
Anticipated Problems/Concerns
• Many
	
latex-sensitized individuals are unaware of
their allergic status.

Roberta Hines

Lesch-Nyhan Syndrome

252

• 10%
	
of anaphylactic reactions under anesthesia are
presumed due to a latex reaction.
• Maintain
	
vigilance with regard to potential inadvertent latex exposures.
• 	Consider allergic reaction if hypotension is unresponsive to usual pressor agents.

Risk
• X-linked
	
recessive disorder due to deficiency on the
enzyme HGPRT, resulting in the buildup of uric
acid
•	Incidence ∼5.2 per million male births (where symptoms appear)

Worry About
•	Aspiration pneumonia (poor muscle control).
• 	May have associated megaloblastic anemia (poorly
utilized vitamin B12).
•	Drug metabolism and prolonged drug effects secondary to metabolic defect and impaired renal function.

Perioperative Risks
•	Hyperuricemia and hyperuricosuria (gout)
• 	
Airway problems secondary to scarification from
self-mutilation (lip and finger biting)
•	Involuntary writhing
•	Repetitive movement of arms and legs
• Impairment
	
of renal function due to obstructive
uropathy

Overview
•	Pts are usually mentally subnormal.
• Pts
	 exhibit characteristic pattern of compulsive selfmutilation, spasticity, and choreoathetosis.
• 	
Primary biochemical defect is almost complete
absence of HGPRT.
• 	Enzyme defect leads to excessive purine production
and elevated uric acid concentrations.

Etiology
• Genetic
	
disease inherited as X-linked recessive trait
(female carriers generally asymptomatic)
Usual Treatment
•	No specific treatment of enzyme deficiency.
• 	
Benzodiazepines frequently used to control selfmutilation and spasticity (baclofen may be helpful).
•	Gene therapy possibility.
•	Gabapentin.
•	Gout can be treated with allopurinol.

