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Pre-operative analgesia – what
is wrong with the evidence?

We read with interest McCartney’s and
Chamber’s recent letter about which
route of administration we should use
for analgesics (Anaesthesia 1998; 53:
607–8). We should like to comment
on two problems.

First, although there is no obvious (i.e.
intellectually comprehensible) reason
why the rectal route should be preferred
to oral, this way of giving drugs to adults
seems increasingly popular with many
anaesthetists [1, 2]. This odd preference
may have less to do with logic than
with misconceptions about pre-emptive
analgesia, the belief that rectal adminis-
tration may be less toxic (i.e. less gastro-
duodenal problems with nonsteroidal
anti-inflammatory drugs), or the idea
that rectal administration is pharmaco-
kinetically advantageous because of a
limited hepatic first-pass effect.

Second, this discussion raises ques-
tions about what strength of evidence
of treatment efficacy and harm is neces-
sary to change practice and questions
about how best to disseminate and
implement the evidence. It seems that
a systematic search of the evidence,
applying rules of critical appraisal, quali-
tatively synthesising the evidence and
publishing the results in a peer-reviewed
journal [3] is not good enough. We have
asked ourselves what else could we have
done to get the message through? In the
meantime we stay with the pragmatic
conclusion of our systematic review on
the efficacy of nonsteroidal anti-inflam-
matory drugs given by different routes:
‘If the patient can swallow, give the drug
by mouth!’
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3 Tramèr MR, Williams J, Carroll D,
Wiffen P, Moore A, McQuay HJ.
Comparing analgesic efficacy of non-
steroidal anti-inflammatory drugs given
by different routes in acute and
chronic pain: a qualitative systematic
review. Acta Anaesthesiologica
Scandinavica 1998; 42: 71–9.

Route of morphine injections

We congratulate Harmer and Davies on
demonstrating the benefits of education,
formal pain assessment and the use of
a simple safe algorithm to administer
intermittent intramuscular morphine
for the management of postoperative
pain (Anaesthesia 1998; 53: 424–30).
We also agree with their suggestion to
amend the British National Formulary
entry on morphine for postoperative

pain from ‘10 mg i.m. 2–4 hourly
PRN’ [1].

Since our acute pain service was set
up 5 years ago, we have been using an
almost identical algorithm, with assess-
ments of pain, sedation, respiratory rate
and blood pressure hourly. However,
instead of using intramuscular injections,
we have used a ‘21 gauge Y-can’ (inser-
ted subcutaneously over the deltoid
during the operation), so morphine can
be injected subcutaneously. We would
suggest this causes less pain for the
patient than repeated intramuscular injec-
tions whilst maintaining a similar speed
of onset [2, 3] and duration of action as
intramuscular injections [4]. It is unfor-
tunate that in their article Harmer and
Davies did not comment on the number
of intramuscular injections that patients
required.

The added benefit of the indwelling
subcutaneous catheter is that it can be
used for injecting cyclizine anti-emetic,
further reducing the number of painful
intramuscular injections for the patient.
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Unilateral lung hyperinflation
following tracheal tube change

A 64-year-old man was admitted to our
neurosurgical centre with right-sided
weakness and pyrexia and underwent a
craniotomy for drainage of a subdural
empyema. Three days postoperatively
his lungs were being ventilated on the
intensive care unit and required a change
of tracheal tube as the nursing staff were
unable to pass a suction catheter beyond
its end. At his initial operation he was
noted to be a difficult intubation (Cor-
mack and Lehane grade III laryngoscopy)
and direct laryngoscopy immediately
prior to changing the tube showed the
cuff visible above the vocal cords. It was
changed over a Cook exchange catheter,
which was passed down the tube, with
difficulty, but uneventfully. The difficulty
experienced was thought to be due to
the angle at which the tube impinged on
the trachea. When the patient was posi-
tioned for a chest X-ray 30 min after the

tube change, his oxygen saturation
decreased to 70% (FiO2 1.0). Clinically
air entry was reduced over the left hemi-
thorax, the percussion note was equal on
both sides and he was haemodynamically
stable. Chest X-ray showed signs of
marked hyperinflation of the right lung
field with mediastinal shift (Figure).
After a short period of chest physiother-
apy and tracheal suction his oxygen
saturation returned to normal and clin-
ical examination was unremarkable. A
subsequent chest X-ray confirmed re-
expansion of the left lung field.

This clinical scenario illustrates a situa-
tion in which rapid arterial desaturation
with chest X-ray changes could easily be
mistaken for a tension pneumothorax.
Only on careful examination of the chest
X-ray could lung markings be detected
in the right hemithorax and on ausculta-
tion air entry was clearly heard. We
hypothesise that these changes were
brought about by a mucous plug dis-
lodged by the airway exchange catheter
acting as a ball valve in the right main
bronchus, allowing inflation by the
Waters bag but not expiration. Pneumo-
thorax was considered to be a risk with
the use of the airway exchange catheter
as a high flow of oxygen can be delivered
to the distal bronchial tree with potential
for barotrauma.

D. A. H. DeBeer
A. J. Mellor
P. Razis
Atkinson Morley’s Hospital,
London SW20 0NE, UK

Monitoring and critical
incidents

I welcome the recent paper on this
subject (Anaesthesia 1998; 53: 598–603).
I am, however, surprised and concerned
about the authors’ conclusions. In the
discussion they conclude that ECG,
pulse oximetry and arterial blood pres-
sure detected 90% of all reported critical
incidents and 100% of those causing
harm. The implicit message is to diminish
the importance of other monitors, speci-
fically capnography, breathing system
alarms and oxygen analysers. These
monitors may not have picked up a
significant proportion of incidents in
this study, but the much larger Australian
AIMS Study [1] of over 2000 incidents
showed that: (1) the two most common
critical incidents were total and partial
failure to ventilate (12.3% and 8.3%,
respectively) and (2) capnography detec-
ted a critical incident first in approxi-
mately 20% of cases.

Clearly, capnography and low-
pressure alarms are invaluable in these
critical incidents, many of which were
disconnections. Of course, a consistent
problem with contemporaneous critical
incident reporting is under-reporting
and I suspect, although dis/mis-con-
nections do occur frequently, they are
often not reported, as they are quickly
remedied. This is often because moni-
tors have detected the problem early,
preventing patient harm.

In the authors’ analysis, in Table 3,
they express critical incidents resulting
in morbidity with respect to each moni-
tor. Capnography and breathing system
pressure alarms achieve 0%. The study’s
numbers are small (n� 27), yet surely it
is because these monitors are present that
no morbidity occurred as airway and
circuit problems are detected early, i.e.
before morbidity. In addition, perhaps
we should not be looking at how often a
monitor picks up a critical incident.
Some monitors, for example low-pres-
sure alarms and oxygen analysers, pick
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up incidents rarely, but are indispensable
when they do, thereby preventing
patient harm.

In clinical practice, it is easy to disable
or silence an alarm or allow a toned
saturation monitor to be lost in ambient
theatre noise. It is very difficult to con-
centrate on monitors all the time in a
busy, noisy operating theatre environ-
ment. I believe we rely on these moni-
tors more than we acknowledge and nip
many potentially critical incidents ‘in
the bud’. We must not let familiar moni-
toring breed contempt.

I. G. Johnston
Newcastle General Hospital,
Newcastle upon Tyne NE4 6BE,
UK
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Pencil-point needles and
combined spinal epidural block.
Why needle through needle?

We read with interest the recent corre-
spondence from Collier and Turner [1]
in which they seem to suggest returning
to the use of Quinke point needles for
combined spinal epidural block (CSE)
in obstetric anaesthesia. However, we
know that the use of these needles in
obstetric patients is associated with an
unacceptably high incidence of post-
dural puncture headache (PDPH) [2], a
problem which prevented the use of
spinal anaesthesia in obstetrics for many
years. On re-examination the references
contained in the letter do not exactly
support the authors’ contention, and we
feel that Collier and Turner’s conclu-
sions are poorly founded.

The occurrence of paraesthesiae at
insertion does not equate to subsequent
neurological damage after usage of
Quinke point needles [3] or pencil-
point needles [4]. Pencil-point needles
are not all the same and the Sprotte and
Whitacre needles are distinctly different
from each other [5]. In one study para-
esthesiae at insertion of a 25G Whitacre

needle was noted in 24 of 90 patients
(26.6%) [4], yet subsequent neurological
damage was not reported, except in one
patient who had an area of dysaesthesia
which persisted for 6 months. In a
multicentre trial of 681 patients the use
of 24G Sprotte needles, 24G and 25G
Polymedic needles and 25G Whitacre
needles was associated with an incidence
of paraesthesiae of 11.7% with no sub-
sequent neurological complications [6].
It may be that pencil-point needles are
associated with an increased incidence
of paraesthesiae on insertion whenever
and however they are used. However,
none of the above references shows an
increased incidence of neurological
damage with pencil-point needles over
Quinke point needles.

Collier and Turner also suggest that
there is a particular risk from the needle
through needle technique for CSE block
and state that they have ‘virtually aban-
doned’ the use of CSE blocks with
pencil-point needles. This is an unneces-
sary criticism of the CSE in general, as
there is no need to do a CSE with a
needle through needle technique. Turner
and Reifenberg [4] have described a
technique using separate needles but a
single space. We frequently use a separate
needle technique in neighbouring spaces.

A separate needle technique may be
desirable for several reasons. It is gener-
ally easier to do, is more reliable and it
can be tailored to the clinical require-
ments. Thus for a Caesarean section the
epidural catheter can be placed before
the spinal, so that there is minimal delay
in repositioning after injecting hyper-
baric bupivacaine. We aim to place the
spinal 1 to 2 interspaces caudal to the
epidural so that the theoretical risk of
puncture of the catheter by the spinal
needle is avoided. It has been suggested
that the incidence of bacterial meningitis
following CSE in labour might be related
to the proximity of the skin, a foreign
body (catheter) and a dural puncture hole
[7]. With a separate needle technique a
one or two interspace gap can be left
between spinal insertion and epidural
insertion sites.

Whilst we agree with Collier and
Turner that research should be done
into the possibility of pencil-point needles
causing neurological damage, we do not

advocate abandoning CSE with pencil-
point needles for anaesthesia and anal-
gesia. To revert to Quinke type needles
will expose significant numbers of par-
turients to postdural puncture headaches
and the possibilities of blood patches.

G. N. Morris
M. Kinsella
T. A. Thomas
St Michael’s Hospital,
Bristol BS2 8EG, UK
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Are pencil point needles safe
for subarachnoid block?

We read with interest the opinion of
Collier and Turner regarding pencil
point needles for subarachnoid block
(Anaesthesia 1998; 53: 411). Like the
authors, we have encountered paraesthe-
siae when a ‘heavy handed’ technique
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was used. The paraesthesiae are not only
unpleasant, but carry the risk of per-
manent neurological sequelae [1, 2].
This heavy handed technique uninten-
tionally results from the application of
unrestrained push on the spinal needle,
presumably because of the bluntness of
the needle tip whereby a greater force is
required to breach the ligaments.

We would suggest a modified inser-
tion technique for noncutting or atrau-
matic spinal needles. With the patient in
left lateral position, the dorsum of the
operator’s left hand rests on the patient’s
back, while the left thumb and index
figure grip the hub of the introducer.
The right index finger and thumb
advances the spinal needle (Figure). The
advancing right hand is continuously
restrained by the left three fingers; in
this way a slow continuous push is main-
tained on the spinal needle. With this
technique a definite click can be felt on
breaching the dura (> 95% of cases).
Paraesthesiae have not been reported in
400 cases of spinal anaesthesia using this
technique.

S. M. Ali
G. Samsoon
Kingston Hospital,
Kingston on Thames KT2 7QB, UK
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Ventilation through a laryngeal
mask airway with a poor seal

The laryngeal mask airway (LMA)
usually provides an adequate airway for
spontaneous respiration during general
anaesthesia, but occasionally the leak
around it prevents effective intermittent
positive pressure ventilation (IPPV).
Removal and reinsertion of the device
is not always desirable, as in the follow-
ing case. Here a simple manoeuvre
allowed successful ventilation via a LMA
with a poor seal until spontaneous
respiration resumed.

A 35-year-old handicapped man
required anaesthesia for dental examina-
tion and treatment as necessary. He was
bull necked and had numerous carious
teeth. Anaesthesia was induced with
propofol, resulting in apnoea. Face mask
ventilation was easy, but mouth opening
was too restricted to allow insertion of a
size five LMA. Therefore a size four
armoured LMA was ‘shoe-horned’ in
with an introducer and the cuff inflated

with 30 ml of air. However, the seal was
too poor for successful manual ventila-
tion. A further 5 ml of air was intro-
duced to no effect. The anaesthetist
sealed the patient’s mouth around the
LMA with his hand, but still ventilation
was ineffective because the gases escaped
through the nose. An assistant was then
asked to squeeze the patient’s nose. At
this point an excellent seal was produced
allowing IPPVuntil the patient started to
breathe, and anaesthesia proceeded unev-
entfully. This example illustrates that the
LMA does not need to be seated correctly
to allow effective positive pressure venti-
lation. Sealing the mouse and nose makes
the LMA analogous to the face mask as a
device for lung insufflation.

This solution proved useful in the above
situation as the patient’s teeth were loose,
and intubation could have been difficult
because of his anatomy. It could, however,
be life saving in the management of the
difficult airway in the situation of failed
intubation, failed face mask ventilation
and failed LMA ventilation due to a
poor seal around the device.

T. Donnelly
M. Davies
Royal Liverpool University Hospital,
Liverpool, UK

Magnesium and atrial
fibrillation

In their recent review article Nathanson
and Gajraj (Anaesthesia 1998; 53: 665–
76) described the peri-operative manage-
ment of atrial fibrillation. They discussed
DC cardioversion and pharmacological
treatment but did not mention mag-
nesium infusion. Whereas magnesium
administration is established therapy for
torsade de pointes and ventricular
arrhythmias induced by digitalis toxicity
[1], its efficacy in controlling atrial
tachyarrhythmias is less well known.
Moran et al. [2] found parenteral magne-
sium sulphate superior to amiodarone in
the treatment of atrial tachyarrhythmias
in a series of 42 critically ill patients.
Wesley et al. [3] demonstrated that intra-
venous magnesium sulphate terminated
or slowed supraventricular tachycardias
when the AV-node was part of the re-
entrant circuit. The proposed mechanism
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of action is the ability of magnesium to
slow AV-nodal conduction and suppress
atrial automaticity [1, 4].

Magnesium deficiency has been linked
with an increased incidence of cardiac
arrhythmias [1, 4]. Since hypomagnesae-
mia is a common finding in postoperative
patients [4–6], administration of parent-
eral magnesium appears to be a logical
approach to the treatment of atrial
tachyarrhythmias.

Intravenous amiodarone is probably
the most commonly used treatment for
atrial tachyarrhythmias, both because of
its efficacy and cardiac stability in criti-
cally ill patients. Amiodarone treatment
carries significant risk: a recent study
showed a relationship between the patho-
logical features of amiodarone-induced
pulmonary toxicity and the acute use of
amiodarone for supraventricular tachy-
cardias in patients with acute respiratory
distress syndrome [7]. Caution in its use
in this patient group has been recom-
mended. Infusions of magnesium sulphate
are haemodynamically well tolerated
and have no significant side-effects
within the recommended dose range
[3]. Magnesium compares favourably
with amiodarone in the treatment of
atrial tachyarrhythmias.

H. Koelzow
M. C. Bellamy
St. James’ University Hospital,
Leeds LS9 7TF, UK
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Charcot-Marie-Tooth disease –
suxamethonium and malignant
hyperthermia triggering agents

In the case report of anaesthesia for
Caesarean section in a patient with
Charcot-Marie-Tooth disease (Anaesthe-
sia 1998; 53: 586–8) Reah et al. give a
valuable and helpful account of how
they dealt with an unusual and difficult
situation. However, they go on to write
that suxamethonium is contraindicated
and that trigger agents for malignant
hyperthermia must be avoided in the
disease. Readers of this case report may
assume that it represents the latest think-
ing about Charcot-Marie-Tooth (CMT)
disease. From my contact with the
family with the disease, I believe the
statements in the case report referring
to suxamethonium and malignant hyper-
thermia are misleading and unhelpful.
These statements are not supported
by Atognini’s large review [1] which
looked at the operative charts of
161 surgical procedures performed on
86 patients with CMT disease and states
in its summary: ‘Succinylcholine and
malignant hyperthermia triggering
agents were used in 41 (48%) and 77
(90%) patients, respectively, without
untoward effects. Contrary to previous
reports, this survey supports the safe use
of succinylcholine and MH triggering
agents in this disease’.

The statement made by Reah et al.
about suxamethonium is also not sup-
ported by the Executive Director of
CMT International (the International
Association for Charcot-Marie-Tooth

disease sufferers). In a recent letter to
one of its members, she writes: ‘Succi-
nylcholine can be used safely and doesn’t
harm the majority of us’. This letter was
written to the father of a boy with CMT
disease who I had anaesthetised; he
had been very concerned to clarify the
position of his son regarding future
anaesthesia and suxamethonium. He was
worried because he had received con-
flicting advice and believed (with some
justification) that most anaesthetists were
unfamiliar with the implications of the
disease. After researching the literature it
became apparent that in the past there
has been an empirical avoidance of suxa-
methonium in CMT disease. My inter-
pretation of current thinking is that in
view of the absence of documented prob-
lems with suxamethonium and apprecia-
tion that the denervation process in
CMT disease is so slow, significant hyper-
kalaemia is not a real problem. The main
problem is those patients with impaired
respiratory function as demonstrated in
the above case report.

P. Mills
Ipswich Hospital,
Ipswich IP4 5PD, UK
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Oral intake before regional
anaesthesia

We wish to report a critical incident
which occurred recently in our hospital,
prompting debate as to whether we
should allow day case ophthalmology
patients a meal before their surgery.

A 55-year-old ASA 1 woman under-
went cataract extraction under local
anaesthesia during an afternoon list.
She had eaten a hospital lunch of sand-
wiches and fruit. At the surgeon’s
request the regional block was adminis-
tered by an ophthalmologist with an
anaesthetist available within the operat-
ing suite. During the operation the
patient suddenly vomited, jeopardising
the operation but thankfully not her
airway, as she had received no sedation.
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Once she had regained her composure,
the operation proceeded uneventfully.

There is remarkably little published
debate or advice regarding pre-operative
starvation before local anaesthetic
ophthalmology procedures. Is the chance
of occasional vomiting something we
should accept in return for patient com-
fort? If patients were allowed fluids until,
say, 3 h pre-operatively would there be
any significant discomfort? Our normal
guidelines for general anaesthesia allow
food until 6 h and fluids until 3 h
pre-operatively. Most would agree that
administration of sedation to unstarved
patients (often requested during an
ophthalmological procedure) is unwise.

E. A. J. Morris
S. J. Mather
Sir Humphry Davy Department of
Anaesthesia,
Bristol Royal Infirmary,
Bristol BS2 8HW, UK

Pre-operative fasting in
children

I was delighted to read the article by
Emerson et al. (Anaesthesia 1998; 53:
326–30) about pre-operative fasting for
paediatric anaesthesia. Though I agree
shortening the fasting times may decrease
the degree of flexibility in an operating
list, it has been my experience that cases
are more commonly delayed (thus pro-
longing the enforced starvation time)
rather than brought forward on a list. I
would also agree with their suggestion of
the anaesthetist prescribing a ‘premedi-
cation’ of clear fluids pre-operatively for
this reason. I do feel, however, that
education of nursing and operating
theatre staff to any new protocols must
be addressed to prevent confusion, delay
in sending for the patient and to ensure
the protocol is actually followed. The
combined stress of being in a strange
environment, hospital heating and air-
conditioning will exacerbate the ten-
dency to dehydration in these patients.
This may be unlikely to occur to such an
extent as to cause intraoperative cardio-
vascular problems, but may lead to post-
operative headaches, lethargy and a
general feeling of being unwell with
crying. This may be put down to pain

and result in more analgesia than neces-
sary or to the child being labelled as
awkward, which simple good pre-
operative care may avoid.

R. Taylor
St. George’s Hospital,
London SW17 0QT, UK

Unequal blood pressure
recordings in the arms

Noninvasive measurement of blood
pressure can sometimes be inaccurate.
If the accuracy is not realised, patients
may be treated inappropriately. We report
a patient who appeared to become pro-
foundly hypotensive shortly after induc-
tion of anaesthesia, but who was found
subsequently to have unequal blood
pressures in her arms.

A 71-year-old woman presented for
arthroscopy of the knee. She was known
to be hypertensive, controlled on medi-
cation. Her blood pressure on the ward
was charted as 150/90 mmHg. The arm
was not specified, but standard practice
was to use the left arm. In the anaesthetic
room an intravenous cannula was inser-
ted in her left, nondominant arm. The
automated blood pressure (Critikon
Dinamap Tm 1846 Sx) measured from
her right arm was 130/85 mmHg. A
standard anaesthetic induction technique
was used after which her blood pressure
was 100/60 mmHg. She was then taken
into the operating theatre and the first
blood pressure recorded in theatre using
the noninvasive module of an Ohmeda
Modulus CD machine was 40/15 mmHg
from her right arm. A repeat measure-
ment gave 60/25 mmHg. Clinically the
patient had an easily palpable temporal
pulse. She was pink, well perfused and
had good capillary refill on her forehead
and earlobe. Her end-tidal carbon diox-
ide was 41 mmHg and her oxygen
saturation was 98%. A vasopressor was
given. Another blood pressure cuff was
asked for. An oscillotonometer failed to
read because it was faulty. An ordinary
manual mercury sphygmomanometer
was found. By this time, the blood
pressure in her right arm taken by the
Ohmeda was 80/50 mmHg. The sphyg-
momanometer reading from her left arm
was 135/90 mmHg and a simultaneous

automated reading from her right arm
was 90/50 mmHg. The sphygmomano-
meter reading was taken as correct and
the operating continued uneventfully.
The blood pressure continued to read
40–50 mmHg higher in the left arm
throughout the operation and in the
recovery room there was a discrepancy
of 30 mmHg.

The case was discussed with a cardiol-
ogist who felt that the most likely cause
for the different blood pressure in the
two arms was subclavian artery stenosis.
He felt that no further investigation was
necessary if the patient had no symptoms.
The patient was later directly questioned
on the ward. She had never had any
symptoms attributable to subclavian
artery stenosis, her blood pressure con-
tinued to be higher in her left arm and so
the diagnosis was left as a presumptive
one of subclavian artery stenosis.

There are many cases of subclavian
artery stenosis, including atherosclerosis,
vasospastic disorders and thoracic outlet
syndrome [1]. Symptomatic ischaemic
disease is far less common in the upper
than in the lower limb, accounting for
only 5% of cases of limb ischaemia, and
affects the left side more commonly than
the right. The prevalence of subclavian
lesions is higher than 5%, with most
patients being asymptomatic or having
only mild symptoms. Symptoms most
commonly result from upper limb ischae-
mia or vertebrobasilar insufficiency due
to steal.

A decrease in blood pressure is very
common after induction of anaesthesia.
A real decrease to 40 mmHg would cause
concern and most anaesthetists would
give vasopressors. In this patient, vaso-
pressors were unnecessary. No patient
should be treated just on the ‘numbers’;
treatment should always be on the basis
of the whole clinical picture, particularly
when the numbers are markedly differ-
ent from what would be expected.

K. J. Gilmore
N. W. Goodman
Southmead Hospital,
Bristol, UK

Reference
1 Rutherford RB. Vascular Surgery, 4th

edn. Philadelphia: W.B. Saunders
Company, 1995; 947–8.

Anaesthesia, 1998, 53, pages 1130–1137 Correspondence
................................................................................................................................................................................................................................................

1135Q 1998 Blackwell Science Ltd



A potential hazard with
Tracheosoft PERC tracheostomy
tubes

We would like to bring to the attention
of readers a manufacturing fault in
two ‘Tracheosoft PERC’ (Mallinckrodt
Medical) tracheostomy tubes, which
came to our attention while performing
successive percutaneous tracheostomies
on separate patients.

In the first case, having checked the
tracheostomy tube cuff for inflation and
leakage, an uneventful percutaneous tra-
choestomy was performed using the
Ciaglia sequential dilation technique. A
size 9.3 Tracheosoft PERC mounted on
the 28 Fr cannula was inserted easily into
the trachea and the lungs ventilated with
a Waters circuit; it was immediately
evident that there was a large air leak
around the site of insertion and that the
patient’s chest was failing to move with
ventilation. Immediate concerns were
that the tube cuff had been ruptured
during insertion or that the tube had
been inserted in the paratracheal space.
However, manipulation of the tube and
increasing the oxygen flow enabled ade-
quate ventilation. The tube was imme-
diately exchanged for another of the
same make, with no further problems.
A percutaneous tracheostomy was per-
formed on a second patient in the same

fashion and a 9.3 Tracheosoft PERC
tube inserted. A peritracheostomy leak
was evident on ventilating with a Waters
circuit and so the tube was immediately
changed with no further problems.

Inspection of both tracheostomy
tubes revealed the same fault, namely a
gap of 1–2 mm at the point where the
malleable tracheal portion abutts the
hard mounting collar (Figure). The air
leak occurred through lateral windows
on each side of the collar. Despite a
considerable leak, the fault was not
easily visible.

D. K. Woodward
S. Michael
Northern General Hospital,
Sheffield S17 4HA, UK

HaemoCue for haemoglobin
monitoring

We read with interest the study by Lardi
et al. (Anaesthesia 1998; 53: 349–52) and
would like to respond to their mention
that the HemoCue showed comparable
coefficients of repeatability and variation
for replicate samples. We ourselves per-
formed a similar study several years ago
in 62 trauma patients, including 40%
with severe multiple injuries with an
average injury severity score of 22.6 6

7.8 [1]. Comparison of our haemoglobin
measurements for the azide methaemo-
globin reaction (HiN3 method; Hemo-
Cue) and the haemoglobin cyanide
method (HiCN method) showed a
strong correlation for arterial (r2� 0.93),
capillary (r2� 0.92) and venous (r2�
0.87) blood samples. Our investigation
with the HemoCue, where three samples
were drawn concomitantly by one anaes-
thetist, provided easily reproducible
results. However, one pair of samples
in our study showed a significantly dif-
ferent initial value (8.5 g.dlÿ1 in sample I,
10.4 g.dlÿ1 in II and III), indicating the
need for at least two specimens per
measurement to avoid inappropriate or
unjustified blood transfusion because of
false positive or false negative measure-
ments. The fact that this important issue
of our study was not addressed by the
authors in their discussion might be due
to an incomplete literature research [1].

Overall, although we previously con-
ducted a clinical study involving rapidly
changing haemoglobin levels, we agree
with Lardi et al. that this easy-to-handle
device can be used for in-hospital, on-
site testing with sufficient accuracy. To
avoid sampling errors and incorrect
readings of serum haemoglobin concen-
tration with the HemoCue, we recom-
mend the method used by us to draw
capillary blood (from the tip of the
finger; the first drop was omitted and
after dry cleaning only the next drops
were used) and at least two blood samples
for each measurement.

T. J. Luger
I. H. Lorenz
Division of Anesthesia,
University of Innsbruck,
Anichstr. 35,
A-6020 Innsbruck,
Austria
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Opening high-dependency beds

Drs Thompson and Spiers’ article
(Anaesthesia 1998; 53: 589–92) provides
further evidence of the ‘see-saw’ nature
of ICU admission case-mix. The impli-
cation of this and our previous paper [1]
is that when ICU admissions diminish,
they are compensated for by increasing
the HDU type work. These patients
struggle as best they can on the ward
and we have all encountered them, but
we suggest there is a large number
of medical and surgical cases whose
needs are currently unmet. Peacock and
Edbrooke [2] demonstrated the impact of
opening an HDU on ICU admissions.
The ICU work load did not stop, but
elective surgical cancellations disappeared
and just as importantly a large number of
patients (in addition to the ICU work-
load) were cared for. The effect in our
own hospital after we have opened a
four-bedded surgical HDU part way
through the year is to diminish HDU
cases in ICU from 23% to 13%. The
eagerly awaited ACP dataset should be
able to confirm these preliminary find-
ings and the impact on ICU and ward
mortality [3].

D. W. Ryan
A. Richardson
Freeman Hospital,
Newcastle upon Tyne NE7 7DN,
UK
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Music and anaesthetists

Dr J. S. M. Zorab is right in saying
‘silence is golden’ about operating theatre
music. Those of us who practise an
instrument regularly inevitably have
music running in our heads. This always
conflicts badly with the piped music,
particularly if the latter is inferior.

If surgeons would learn an instrument
they would also have intrinsic music and
not need a ghetto blaster. They should
be encouraged to play the classical guitar,
it requiring much skill and being innoc-
uous even when played badly. The organ
should be forbidden – it would hyper-
inflate their egos and make them think
themselves nearer to God than they
already do. Regular practice would
improve their manual skill. What profes-
sional musician would feel competent to
play a concerto on three half days prac-
tice per week?

K. Birkinshaw
Queen Margaret Hospital,
Dunfermline KY12 0SU,
UK
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