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35 Years Later
MHAUS Looks Back at the
Early Years of Its Organization

Editor’s Note: The following article is an edited
excerpt from a much longer article that originally
appeared in the Winter 2007 issue of The Communicator to celebrate MHAUS’ 25th Anniversary.
Now ten years later, we feel it’s a good opportunity
to once again reflect upon MHAUS’ origination and
many accomplishments.

by Al Rothstein
Dick Davison was in his mid 30s when he entered the hospital in 1978 for surgery to repair a
compound fracture of his right ankle. Instead, he
died from a malignant hyperthermia (MH) episode
triggered by anesthesia during the surgery. It was
a disorder that precious little was known about. Its
name meant “runaway high fever” based on the
sudden and dramatic rise in body temperature. In
fact, Dick’s temperature, when it was finally measured, was “off the chart” and thought to be in the
range of 114 degrees or more.
Three years later, Suellen Gallamore,
Dick’s cousin, began the process of starting an organization in 1981 after a series of similar frightening and unsettling experiences with her own
doctors. She found a willing helper in her
uncle, Owen Davison, Dick’s father.
Together Gallamore and Davison decided to put their experiences
together and do everything they could
to save other families from needless
loss and trauma. They would do this
through education and greater
awareness. Since MH is an
anesthesia-related disorder, anesthesiologists didn’t just need
to know about it, they had to
be able to recognize its symptoms and treat it. Surgeons
and all disciplines of nurses
needed to be educated as
well. And, since it was known
to run in families, people who
had experienced an MH episode
had to be able to take steps to
inform relatives and their doctors.

Gallamore, Davison, and others knew how
important their mission was and in 1981 the Malignant Hyperthermia Association of the United States
(MHAUS) was formed. Their determination had
no boundaries, even though their resources were
limited. There was no funding, no MH Hotline, no
database of MH cases.
Still, “We had a common goal to reduce
needless deaths due to MH,” says Robert Luckritz,
PhD, one of the founding members who attended
the first board meeting, along with Ms. Gallamore,
Mr. Davison, Mr. George Massik, and current
MHAUS President Henry Rosenberg, MD. Later,
regular board meetings were held in Gallamore’s
basement in Darien, Connecticut.
“The status of MH knowledge about diagnosis and treatment was just about nil when I took
the steps to form the organization in the summer
of 1981,” remembers Gallamore. “MH was not
taught in medical schools, was not mentioned in
medical texts, and was not on the list of recognized
diseases and disorders at the World Health Organization or the CDC. Most anesthesiologists were
somewhat versed about the symptoms, but few
knew what needed to be done in a life-threatening
emergency.”

Putting Together the Right People
Initially, the founding board worked as volunteers in
common concern for MH, establishing the organizational structure and bringing in the right talent for
the right tasks.
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Malignant Hyperthermia (MH) is an
inherited muscle disorder which, when
triggered by potent inhalation anesthetics
and succinylcholine, may cause a lifethreatening crisis. The incidence of MH
is low, but, if untreated, the mortality rate
is high. Since the advent of the antidote
drug, dantrolene sodium, and with greater
awareness of the syndrome, the mortality
rate has decreased. Great advances
in our understanding of MH have been
made since it was first recognized in the
early 1960s, but the nature of the fundamental defect(s) is still unknown.
MHAUS advocates that all surgical
patients undergoing general anesthesia
should receive continuous temperature
monitoring, that adequate supplies of dantrolene be stocked near the OR and that
thorough family histories be obtained.
Copyright 2017 by MHAUS

Executive’s Corner ...
Tomorrow
is the first
blank page
of a 365-page
book. Write
a good one –
Brad Paisley
The end of the
year offers a
Dianne Daugherty
time
for silent
MHAUS Executive Director
reflection on
what we could
have done better and what accomplishments made us proud and invigorated us
to face the next year with renewed enthusiasm. As the quote above struck home
for me, January brings a chance to write
a new book filled with positive growth.
The past year for MHAUS, like
others, is a mixed bag of positive directions and some losses. For instance, in
the past year the MH world lost one of
its pioneers, Dr. Beverly Britt. (See page
5 for a memorium). Going forward, a
thoughtful focus on succession planning
for the leadership roles within MHAUS
will be considered in order to assure the
mission and goals are well shepherded
for future generations. Some of the
board members have recently retired (on
paper anyway) from their positions and
are pursuing their personal goals. Drs.
Sheila Muldoon, Barbara Brandom and
Stanley Caroff have joined the ranks of
the retired, but that in no way means they
have retired from their board positions
and will continue to share their amazing
experience and direction. We have also
gained an additional board member this
year: Dr. Nicholas Silvestri. Nick is a
neurologist with a strong interest in neuromuscular diseases. He brings a new
level of diversity of specialties to broaden
our exposure and influence and will add
another dimension to the board’s level of
experience.
Mentoring Future MH Experts
Our active MH experts continue to
encourage and mentor the future generation of clinicians interested in malignant
hyperthermia. As a result, they have
evolved into a group of energetic and

focused anesthesia residents who are
taking on projects to assist MHAUS
reach our goals and, at the same time,
increase their own depth of understanding of MH via feedback from their mentors. The first challenge they addressed
was to respond to the concern raised by
patients that, although they want to know
more about the disorder, the intensely
clinical articles are hard to understand
and apply to their everyday lives. So,
the group enthusiastically rewrote a
number of the publications that met this
goal. The resulting articles have been
placed on the MHAUS website as blogs
for all to enjoy. This group and their
mentors will continue to develop exciting
updates in the coming months and years
as well. They are an integral part of our
future.
MH Prep Check Update
Our robust programs continue to bring
MH information where it is most needed.
For instance, we held 13 MH Prep
Checks in 2016. Drs. Joe Tobin, Andy
Herlich, Charles Watson, Mohanad
Shukry and Henry Rosenberg made trips
to Tennessee, South Dakota, Kentucky,
Nebraska, New Jersey, Ohio, and to
seven different facilities in Florida. All
feedback has been positive. Here is a
sampling:
“MHAUS and the MH Prep Check
program have been an outstanding
resource for our community hospital
- and have ultimately resulted in our
being much better prepared to treat MH
patients throughout our organization.”
~Brett from Nebraska~
“The MH Prep Check was great! Very
educational!” ~Lizette from Florida~
“The MH Prep Check was very helpful to
our facility and staff.” ~Mark from South
Dakota~
“The MH Prep Check was a very good
experience! The MH Expert was very informative and gave great advice!” ~Keith
from Tennessee~
continued on page 11
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Last Year the MH Hotline Fielded Over 500 Calls
and quickly needs help. The cost
per call to MHAUS is $100.00, and
includes the contracted service to
transfer your call to a consultant, the
costs associated with the MH Hotline
Coordinator, who assures there are
consultants ready every day on a 24hour basis for you. Dedicated MH Hotline Consultants, all well-known MH

Title: Masseter + Generalized
Muscle Rigidity
A 30-year-old female is scheduled
for an elective Cesarean section
because of breech presentation. The
patient has a past history of Harrington Rod instrumentation at age
eight for treatment of idiopathic scoliosis. She prefers general anesthesia. The patient is induced with 400
mg thiopental and 80 mg succinylcholine. Masseter muscle rigidity (MMR)
occurs and lasts for two minutes, accompanied by abdominal wall rigidity,
PVCs and brief hypoxemia. The patient is briefly ventilated by mask with
cricoid pressure applied. The rigidity
abates and the patient is intubated.
Isoflurane is discontinued.

C) Start sevoflurane
D) Check urine for presence
myoglobin
E) Administer dantrolene 2.5 mg/kg
intravenously

Experts, freely volunteer their time to
help their fellow healthcare professionals through an intense situation.
Consider making at least a
$100.00 donation (to cover a single
call) specifically to help us maintain this lifesaving tool provided
by MHAUS to all healthcare professionals.
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Through the end of November last
year, over an 11 month period, the
MH Hotline fielded 511 calls. Of
these, 85% were to report an MH
case or a suspected case of MH
while 15% were calls related to various inquiries.
As the accompanying charts
illustrate, 5% of the calls were likely
MH and 14% were possibly MH.
Thirty-eight percent were unlikely
MH while the remaining were either
not MH, some other condition, an
unknown condition, or there was not
enough information to make a diagnosis.
By far, 53% of the calls were
made by anesthesiologists. RN’s,
CRNA’s and Residents represented
seven, six, and five percent respectively. A smaller percentage resulted
from ED physicians and surgeons.
MHAUS offers this lifesaving Hotline, free-of-charge, for any
healthcare professional who unexpectedly comes face-to-face with a
malignant hyperthermia emergency

Calls By Specialty
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MHAUS Offers Quizzes to Challenge Your MH Knowledge

1) Appropriate management
choices include:
A) Assess for respiratory
+/- metabolic acidosis
B) Measure serum potassium level

2) The treatment of MMR is not
altered by the presence of limb or
generalized rigidity.
A) True
B) False
3) The urine is cola-colored.
Awakening the patient and rescheduling the C-section is an
appropriate decision.
A) True
B) False
4) Serum CK level obtained prior to
incision is <100 U/L. This indicates
absence of significant MMR-associated muscle injury.
A) True
B) False

5) Peak CK levels > 20,000 following MMR are highly correlated with
MH susceptibility by caffeine-halothane contracture testing.
A) True
B) False
6) Appropriate emergency treatment of hyperkalemia (e.g. K+ > 7
mEq/L) in an adult may include:
A) Kayexelate
B) 25 gm intravenous glucose and
10 units intravenous insulin
C) Lasix
D) 10 mg nebulized (not metered
dose inhaler) Albuterol
E) Hemodialysis
F) 300 mg intravenous calcium
chloride, repeated as necessary
ANSWERS:

The answers and accompanying narrative
to this quiz are found on page 9. You can
find more quizzes to test your MH knowledge on the MHAUS website.
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One of the first people to join
the original group was John Larberg,
who later became the second president
of MHAUS after Gallamore, freeing her
up to become the executive director.
Owen Davison sought Larberg out because of his experience with volunteer
non-profit leadership.
Larberg also was instrumental
in broadening the board of directors.
He says he is particularly proud to have
brought Howard Potter to the board,
who later succeeded him as president
in 1989. Potter’s savvy in PR helped
get the word out about MH.
“One of the biggest things we
were concerned about was the general awareness of MH in the operating room,” says Dr. Luckritz, a retired
chemical engineer for Exxon Mobile.
“Temperature monitoring was a top priority for me, because that is what saved
my daughter.”
Following his daughter’s MH
episode, Dr. Luckritz’s wife Julia began
to do research and over a four-year period found articles and contacts. At that
time there was no Google, not even
an Internet. What she discovered was
hard for a layperson to understand. But
when they located Dr. Rosenberg, he
put them in touch with Gallamore. They
agreed to get involved with her efforts.

Like Dr. Luckritz, Larry Hill
became aware of MH when his son had
an episode. After entering the hospital for a routine tonsillectomy in 1979,
the eight-year-old was lucky to have
survived the unexpected brush with the
disorder.
The anesthesiologist recognized it only because his wife was also
an anesthesiologist and had encountered a similar incident a few months
before. In another stroke of luck, there
was a dantrolene trial going on at the
same time as the tonsillectomy, at the
same hospital. This was before dantrolene became the common treatment
for MH. But this time, the anesthesiologist knew it could work, and since it was
immediately available, Hill’s son was
saved.
“We [soon] became aware of
MHAUS, and got involved in the organization,” says Hill, who later served as
President in the 1990s. “It’s almost hard
to imagine now how different it was
then, when there was no MH diagnostic
test you could interpret with certainty.
When our family first got tested, after
our son’s episode, we didn’t have
muscle biopsies. When we first went
through the test, there was electrical
stimulation with an electrode and a
measurement of electric tension.”
That is why, as the muscle biopsy test became available, one of Hill’s

priorities was to coordinate the collaboration between the new MH Registry,
which kept a database of MH cases,
and getting the biopsy centers to do the
testing according to a proper protocol.
“It was vital to have more certainty in interpreting the testing and being able to document it properly,” says
Hill, whose background is engineering
consulting in the data communications
field. “We had to have comparability
from center to center.”
To educate the medical community, the early board, with guidance
from Dr. Rosenberg, set out to establish an OR protocol for treating an MH
episode.
“The poster was distributed either free of charge or at nominal charge
and was printed on paper stock sufficiently large and durable to be posted in
every OR,” says Dr. Rosenberg. “The
poster keeps the information about the
diagnosis and treatment of MH immediately available to the OR team so not
a moment need be lost in treating the
syndrome.”
Finding Dollars To Fund MHAUS
“We had no grants or funding at that
time and getting money was a constant struggle,” says Potter. “We were
accepted by anybody who had an MH
crisis, but there was considerable

continued on page 8

MH Registry Forms in United Kingdom
The UKMH registry (UKMHR) was
established in March 2015 as a
resource centre to help patients and
relatives, as well as health professionals and the public, understand
more about the condition Malignant
Hyperthermia, which is often known
simply as ‘MH’.
The UKMHR consists of
a registry or database of 12,000
contacts – 7,000 of whom have been
tested for MH at the MH Investigation
Unit at St. James’s Hospital in Leeds,
since the date of the first confirmed
diagnosis in 1970. The registry is now
the largest database of its kind in the
world and plays a key role in developing research about the condition.
The UKMHR also plays a

role in supporting patients, relatives and
health professionals as well as creating awareness and information about
the condition. We do this through this
website, the Patient Liaison Group,
our general patient helpline and our
emergency-only helpline for anesthetists and clinicians.
The UKMHR is owned and
managed by the MH Investigation Unit,
which is based at St James’s University
Hospital and part of the University of
Leeds in the UK. It was formed when
the British Malignant Hyperthermia Association (BMHA), a charity set up by
Alison Winks, closed after 30 years of
managing information for patients.
The Director responsible for the newly

formed UKMHR is Professor Phil
Hopkins, who is renowned globally for his research into Malignant
Hyperthermia.
Commenting on the establishment of the UKMHR, Phil said;
“The University of Leeds is privileged
to take responsibility for developing
the UKMHR into a new resource
centre for MH. We are indebted to
the work that has been undertaken
by Alison Winks and the BHMA over
the last 30 years and look forward
to continuing their work and further
developing awareness and understanding for the condition.”
Visit the UKMH Registry at
http://www.ukmhr.ac.uk
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In Memorium of an
MH Pioneer Legend
Dr. Beverly Britt passed away peacefully last November after a courageous battle with cancer at her
house in Wales, close to her beloved
garden. Dr. Britt, an internationally
recognized authority on malignant
hyperthermia (MH), worked as an
anesthesiologist at Toronto General
Hospital (1960-1996). She was also a
Full Professor with the Department of
Anesthesia, University of Toronto.
While caring for a patient who
survived an MH event in early 60’s,
she recognized how little was known
about MH at the time and embarked
on clinical and epidemiologic studies of this potentially fatal syndrome.
She partnered with a well-known
Canadian pharmacologist, Werner
Kalow (1917-2008), to develop a preoperative diagnostic testing for MH
susceptibility. Their research was the
basis for the North American caffeinehalothane contracture test (CHCT)

and the European in vitro contracture
test (IVCT) that are performed in MH
centers around the world today.
Dr. Britt introduced and
worked with the porcine model of
MH to better understand MH triggers
and recognize the early signs of MH.
She established the MH Investigation Center (MHIU) in Toronto that
became the first MH diagnostic center
in the world. She organized and held
the very first international conference
on MH in Toronto in 1971 and was
an enthusiastic organizer and participant of many further international
MH meetings. Her numerous papers
on MH etiology and pathophysiology
contain a tremendous amount of me-

ticulously collected data and remain
a source of stimulating ideas for new
generations of MH researchers. Dr.
Britt delivered numerous talks and lectures all over the world raising awareness of MH and stimulating creation of
MH diagnostic centers in Europe and
the US.
Even though she retired in
1996, the MH center she created,
the MHIU at the TGH, continues to
be one of the leading MH diagnostic
and research centers in the world.
Dr. Beverly Britt, who devoted her life
to unraveling the biochemical and
genetic causes of MH and made a
tremendous contribution to the field,
remains a legend in the world of MH.
She was cremated in Wales,
and in her will she stated to proceed
memorial donations to the Malignant
Hyperthermia Education Research
Innovation Fund, at Toronto General
Hospital, MH investigation unit (323200 Elizabeth St, Toronto, ON M5G
2C4).

Editor’s Note: Article originally appeared on the
Department of Anesthesia University of Toronto
website.
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MHAUS Offers
Over a Dozen
Videos in Our
Online Library
These short days and long nights
of winter are a good time to curl
up on the couch and watch a
video. Did you know that MHAUS
has over a dozen MH-related
videos available free online? Simply log on and visit www.mhaus.
org/videos to view the selection.
Videos are appropriate for both
medical professionals and patients. Selections include:
q Understanding MH (8:05)
Provides in depth information
regarding malignant hyperthermia, MHAUS, the North American
Malignant Hyperthermia Registry
of MHAUS (NAMHR) and testing.
q Malignant Hyperthermia
Overview (34:19)
A detailed video narrated by Dr.
Cynthia Wong, MHAUS Hotline
Consultant, who describes the
signs and symptoms of malignant
hyperthermia, how to deal with an
MH Crisis, MH genetics, MH testing and the MH Hotline.
q Malignant Hyperthermia
Simulation (5:42)
Early 1980s simulation of an MH
event in a child unveiling some
of the initial signs of MH and the
corresponding action required.
Shares recognition of signs of MH
and steps taken to counteract it.
Other videos relate to MH Educational Products such as the MH
App for the iPhone and instructions for mixing the MH antidote
Dantrolene Sodium for Injection.
Other videos address MH testing options, MHAUS programs,
and historical perspectives on the
medical community’s understanding of MH.

continued from page 4
standoffishness from some anesthesiologists in those days. Still, some of
them were very generous. We had two
key resources, the anesthesiologists
and nurse anesthetists. They were
always available for a certain amount of
funding.”
Needing another source of
consistent funding, Potter oversaw the
establishment of MHAUS membership
dues. He included patients and their
families in that membership as well.
By developing its funding
sources, MHAUS could now create
more brochures and its videos. But
the organization saw that since there
were so many medical professionals
who were uneducated about MH, saving lives could not wait for brochures,
videos and newsletters. What would
happen to those lives in jeopardy in the
meantime?
“There was no centralized
number available with MH information,
and those treating a once-in-a-lifetime
crisis lost valuable time trying to find
someone at the end of a phone line
who might know something about
diagnosis and treatment,” recalls Gallamore.
This was why MHAUS’ MH
Hotline was established in 1983. It’s
the 24/7 phone line in which healthcare
professionals can get real time advice,
before, during, or after an MH case.
Today, it is still MHAUS’ most critical
service.
“MHAUS and the MH Hotline
have, undoubtedly, saved hundreds,
if not thousands, of lives,” says Gallamore.
Dantrolene Becomes
the MH Treatment
While MHAUS was laying its foundation
in the 1980s, Dick Hillman was head
of marketing for Norwich-Eaton, later
acquired by Procter & Gamble. He had
been assigned to manage a product
called dantrolene because its sales
had been flat. He had a budget of $1.5
million.
“The drug is the only direct acting muscle relaxant and was approved
by the FDA for conditions such as
spasticity and other muscle disorders
of the MS type,” explained Hillman. “At
the time, Norwich-Eaton was a small

pharmaceutical company with limited
research funding. The discoverer, Dr.
Keith Ellis, and the clinical investigator,
Mary Elizabeth Kolb, working with anesthesia researchers around the world
proved that dantrolene was the antidote
for MH. The company did not want to
spend the funds to obtain expensive
regulatory approval for this orphan
indication. Due primarily to the efforts
of Ms. Kolb, the FDA was persuaded
to conduct clinical trials with a revised
protocol using few patients, because of
the life-saving feature of the drug, and
Norwich-Eaton was persuaded to fund
these trials and obtain the MH approval,
thus saving thousands of future lives
worldwide.”
As dantrolene was being
established as the treatment for MH,
Hillman became familiar with MHAUS.
Upon his retirement from P&G, he
became MHAUS’ executive director
from 1994-1998, bringing his expertise
in marketing, working with big budgets,
and his contacts with P&G. That would
prove invaluable to MHAUS, as Hillman persuaded P&G to give a grant of
$350,000 to the organization.
One of Hillman’s contacts at
P&G was Dallas Pennington, who also
had helped market dantrolene and had
expertise in video production. Hillman
made it a priority to convince Pennington to serve on the board of MHAUS,
and Pennington became its President
during Hillman’s tenure as executive
director, from the mid-to-late 1990s.
Growing the Staff and Reputation
With a lot more funding to work with,
Pennington, Hillman and MHAUS
were able to take some giant leaps.
The office moved from Connecticut to
Sherburne, New York, where the cost
of rent, labor and services were less.
Now more staff could be hired, and it
was a close-knit, enthusiastic group of
people.
With the new location, offices
and a bigger staff, MHAUS’ operations
grew into an efficient operation. Its
computer database was streamlined,
and Pennington oversaw the production
of MH emergency plan videos for hospitals and ambulatory surgery centers.
“The original video contained
everything you would want to know

continued on page 9
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continued from page 8
about handling an MH crisis,” says Hillman. “With Dr. Rosenberg’s help, we
translated it into five different languages
and sent it to 21 countries.”
MHAUS was starting to earn a
national and international reputation as
the “go-to” source for information about
MH.
While the word about MH and
MHAUS was getting out, there was

Quiz Answers
From Page 3

1. A, B, D, E
2. B
3. A
The anesthetic is continued with a
propofol infusion, nitrous oxide, and
fentanyl. Esophageal temperature is
<36°, heart rate remains <100/minute,
no hypercarbia is observed, and the
urine is clear.
4. B
5. A
6. B, D, E F
The patient was given 2.5mg/kg dantrolene intravenously in the PACU. Two
1mg/kg doses were given 6 and 12
hours later. The peak CK level was 760
U/L obtained 8 hours postoperatively.
The family history was negative for anesthetic complications. The patient was
referred to an MH biopsy center.
Narrative:
This patient experienced masseter
muscle and abdominal wall rigidity following succinylcholine. MMR is much
less common with intravenous induction than inhalational induction. The
estimated incidence of MMR in children
following induction with halothane is
~3-10/1,000. Other conditions sometimes confused with MMR include:
1) attempting laryngoscopy before
maximal relaxation is achieved; 2) TMJ
disorders (the masseter is relaxed, but
oral opening is limited); 3) rarely, myotonic disorders. It is usually possible to
ventilate the patient despite inability to
open the mouth. MMR may be the first
sign of an MH episode or may be an idiosyncratic reaction to succinylcholine.
It is not possible to distinguish these
alternatives at the time MMR occurs.

still work to be done to reach MHsusceptible families. One of Pennington’s solutions was MH identification
tags. Before this, some MH-susceptible
patients had a MedicAlert tags but with
only contact information for the patient’s
general practitioner and the MedicAlert
Hotline. The new ID tag showed the
MH Hotline phone number, so the
emergency respondent could get direct
assistance.
As the MHAUS engine roared

into the 20th century, it was running on
all cylinders. It would develop its web
site (www.mhaus.org), provide CME
credits through its new In-Service Kit
(containing both VHS and DVD formats), educate people through iPod
downloads, create an e-newsletter, and
offer the web-based MH Hotline Case
of the Month. MHAUS was utilizing the
technology available to reach out to
the world. And it all began from a little
basement in Darien, Connecticut.

The consensus among Hotline consultants is that ALL potent inhalational
anesthetics be discontinued after MMR.
If limb or generalized rigidity accompanies MMR, we recommend treatment
with at least one 2.5 mg/kg dose of
intravenous dantrolene; if accompanied
by hypermetabolism, at least 24 hours
intravenous dantrolene is recommended. Dantrolene has not been shown to
blunt muscle injury following “isolated”
MMR.

level should be obtained approximately
8 hours later; CK levels peak 8 – 12
hours following muscle injury. Myoglobinuria can be detected by presence of heme on dipstick. If urine is
heme positive and no red cells seen
on microscopic exam, the patient must
be admitted for aggressive treatment
including mannitol, hydration, and
urine alkalinization. Discharge should
not be considered until the urine is
persistently free of heme pigment and
the CK level is declining. Even when
initial urine sample has no heme, the
patient should be closely observed for
development of tachycardia, tachypnea,
hyperthermia (i.e, onset MH) for no less
than 3 hours following isolated MMR.
The patient and close relatives
should be warned about the association of MMR with MH susceptibility and
referred to an MH diagnostic center.
CK levels > 20,000 following MMR are
highly correlated (>90%) with MH susceptibility as demonstrated by caffeinehalothane contracture testing.
The potassium-lowering effect
of Kayexelate or Lasix is too slow to be
of value in the emergency treatment
of life-threatening hyperkalemia. Ten
mg nebulized albuterol or 1.2 – 1.6 mg
(= 12 –16 puffs) MDI albuterol can be
used in addition to glucose and insulin
to drive potassium intracellularly. The
doses are higher than used for treatment of bronchospasm. Calcium chloride does not lower potassium levels,
but counteracts the cardiotoxicity of
high potassium levels. Note that EKG
changes are not sensitive enough to
exclude hyperkalemia.

Assuming that one can ventilate the
patient and prevent aspiration, the two
potential complications of MMR are:
1) development of malignant hyperthermia (hypermetabolism and muscle
injury)
2) rhabdomyolysis without hypermetabolism
Many MH Hotline consultants recommend canceling elective surgery
if MMR occurs during induction. If
myoglobinuria is present, surgery that
is complicated by massive blood loss
or sustained hypotension adds to the
risk of rhabdomyolytic renal failure.
MH may develop following MMR even
when a “non-triggering” technique is
employed. Other Hotline consultants
suggest that elective surgery may
proceed (absent early evidence of hypercarbia, metabolic acidosis, hyperkalemia) with a “non-triggering” technique;
this alternative is predicated on the
ability to promptly detect and treat MH
or rhabdomyolysis. The decision to
postpone or proceed in the described
case requires clear communication
between the anesthesiologist and the
obstetrician.
A CK level should be obtained
shortly after MMR occurs, and a second

Harvey K. Rosenbaum, MD
UCLA School of Medicine
Los Angeles CA
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continued from page 2
“Good service, very informative!
Great value!” ~Deanna from Kentucky~
Website & Social Media Updates
The MHAUS website continues to be
updated and enhanced with regular
social media updates. These include
an average of 1-2 posts per day on
Facebook, which reaches approximately 12,500 people. We gained
295 likes since the first of the year,
putting us at 2,228 people who are
following our page. They seem to find
the Faces of MH and Trivia Tuesday
posts the most engaging.
Twitter averages about 600
page visits per month. We post twice
each day and now have 1,052 people
following us. Our most engaging
posts being the MH fact of the day.
We recently started a new
process to manage our social media:
different timing of posts, better tracking of analytics, and more in-depth
and fun topics for better engagement
and more visitors.
The website now holds short
video clips of Dr. Tobin answering in
45 seconds or less some of the questions we hear. This adds another
level of response to our members’
and customers’ needs. There will be
more of these short clips in the coming year; one way we add to our story.
To capture the history of the
MHAUS organization through the
eyes of those who were there many
years ago, Dr. Keith Ellis shared
little known facts about the origins of
dantrolene sodium and how it came
about. We have taken this as a
stepping off point for the next chapter
– Dr. Thomas Nelson talking about
the evolution of understanding about
malignant hyperthermia. The video
is complete and we are awaiting the
final edits before sharing with our
public. Watch for it online next year!
(For more about the online video
library see page 8).

Searching the web via
Google or other search engines is a
normal and routine action performed
by many of us in our day-to-day
lives. We don’t know something – we
ask Google. MHAUS is using this
knowledge to enhance the way our
website it being used. We incorporated a background upgrade to a new
platform that is more resilient and
will automatically adjust to the visitor’s viewing screen in order to meet
the growing population who search
and purchase from their tablets and
phones. We have focused on access
to the data of answers kept in the
background, so it is quicker and provides probable answers (like Google)
as well as other possible answer
options. We now provide a space on
the landing page of our site to share
new product and programs as they
evolve: ours and others. When you
visit to find answers or do a bit of research, you will find more resources
available.
New MH Registry Location
As previously noted, Dr. Brandom
retired this past year. The Registry,
where Dr. Brandom has been Director
for 16 years, has been experiencing a transition as well. MHAUS has
been challenged to find a new home
for the North American MH Registry
of MHAUS in the near future. We
widely shared a request for proposals
(RFP) from facilities interested in taking on the research arm of MHAUS
and continuing its mission to retain
patient information in a secure and
searchable database. Dr. Brandom
continues to be at the forefront of the
process to find a long-term home for
the Registry. We are planning to announce the decision of the evaluation
committee early in 2017.
New Partner Members
The American Academy of Anesthesiology Assistants (AAAA) and
American Society of PeriAnesthesia
Nurses (ASPAN) joined as MHAUS
Partner Members to allow their active
members to also enjoy an MHAUS

membership at a much reduced cost
but with all the perks, like 30% off
most of our MH educational materials
and programs.
Scientific Conference
Looking to the future, we are in the
throes of intensive planning for the
next Scientific Conference to be held
at the McNamara Alumni Center in
Minneapolis, MN on September 23rd
and 24th, 2017. The title is Malignant
Hyperthermia: Risks and Associated
Disorders and will not only share
insight and discourse on the clinical
results from current research, but will
also delve into the genetics of MH
and the concerns and assessment
and treatment options for exertional
heat illness. These topics in particular should be of interest to families
and patients who deal with malignant
hyperthermia and want to share their
experiences. As the location is in
Minnesota, near to an area of noted
concentration of MH-susceptibles, we
hope to draw a good number of patients and their families for open and
productive communication. I hope
some of you will consider joining us at
the conference. Feel free to call the
MHAUS office any time for additional
details.
Thank You
The MH experts who volunteer
their valuable time and expertise in
multiple roles within MHAUS are the
reason we can do what we do and
we thank them from the bottom of
our hearts! Additionally, the goals
and mission of MHAUS continues to
resonate with our major funders and
they respond with generous support
to assure patients and their families
remain safe from the devastation of
MH. With this funding we are also
able to offer products and programs
designed to raise awareness and MH
preparedness.
Wishing you all a happy and
blessed New Year!
Dianne Daugherty
MHAUS Executive Director

MHAUS Happenings, Events and Notices
❑ THANKS! MHAUS thanks the following State Societies of Anesthesiology –
Alabama, California, and Ohio – for
their financial support. Our appreciation
also goes out to the following Associations of Nurse Anesthetists: Illinois and
Minnesota. Call the MHAUS office to
ask Gloria how your group can join their
ranks.
q Available Online Now Dr. John
W. Severinghaus Lecture: Lost in
Translation
This lecture discusses things that
matter. When surgical patients die,
what kills them, and how anesthesia
can reduce major complications and
mortality. This lecture examines factors
that slow progression of new knowledge from bench to bedside — and
how basic scientists, clinical investigators, and clinicians can speed the
process. The lecture was recorded last
October at the Cleveland Clinic Foundation in Cleveland, OH. The video
is approximately 50 minutes in length
and can be accessed at https://education.asahq.org/totara/mod/page/view.
php?id=11361

MHAUS
P.O. Box 1069
Sherburne, NY 13460-1069
www.mhaus.org

q MHAUS Thanks Drs. Robert
Brislin and Scott Lipson for Their
Service to the MH Hotline
Drs. Robert Brislin and Scott Lipson
submitted their resignation to MHAUS
after serving as Hotline Consultants
for the past several years. MHAUS
thanks Drs. Brislin and Lipson for
their volunteer service to the MH
Hotline. Dr. Brislin serves in the Department of Pediatric Anesthesiology
& Perioperative Medicine Nemours
A.I.DuPont Hospital for Children as
Program Director, Pediatric Anesthesiology Fellowship Thomas Jefferson University/Nemours A.I.DuPont
Program, and as Assistant Professor
of Anesthesiology, Sidney Kimmel
Medical College at Thomas Jefferson
University. Dr. Lipson serves at Mount
Sinai Medical School as Assistant
Professor of Anesthesiology in New
York, NY.
q Case Report Presents Unusual
Nonanesthetic MH Crisis in Child
The case report “Repeated nonanesthetic malignant hyperthermia
reactions in a child” by Drs. Theresa
Cummings, Tara Der & Cengiz Karsli

appears in the December 2016 issue of
Pediatric Anesthesia. A series of lifethreatening nonanesthetic-related MH
reactions in a child was the inspiration
for a proactive, novel solution allowing
for early prehospital, potentially lifesaving intravenous dantrolene administration. Multidisciplinary collaboration is
essential and parent education must be
comprehensive and ongoing. This case
underlines the importance of considering
nonanesthetic MH susceptibility in the
child who has a history of unspecified
myopathy and who presents with fever
and total body stiffness.
q MHAUS Blog Seeks Contributors
MHAUS monthly blog is open to Board
members, the Professional Advisory
Council, staff, Hotline Consultants, and
MHAUS members-at-large. The only
conditions are that the topic relate to MH
or MH-like disorders, not exceed 2,000
words, and be appropriate and respectful
of all viewpoints. MHAUS invites those
interested to comment on MH-related
subjects or how MH has affected them
and their family. If you have questions
or want more information, please email
info@mhaus.org.

