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was that during the operation the patients were in the
severely flexed lateral position, which may make car-
diac output determinations invalid. We chose a dose
of dopamine of 20 ug/kg/min because that is the dose
most commonly used following cardiopulmonary by-
pass, and this is where the question first arose. To
elucidate the exact mechanism will probably require
animal studies where cardiac output and renal blood
flow can be monitored with more ease and accuracy.
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Intracardiac Catheters Unnecessary in Neurosurgical Anesthesia

To the Editor: —The placement of a central venous
catheter in patients undergoing neurosurgical pro-
cedures in the sitting position has become an accepted
technique. Dr. Munson and colleagues have advocated
the placement of a pulmonary-artery catheter to fur-
ther facilitate the withdrawal of entrained venous air.!
After’a brief trial of right atrial catheterization, we
abandoned placement of any type of intracardiac
catheter for three reasons. First, there are serious risks
associated with both right atrial*~® and pulmonary ar-
terial catheterization.®”® Second, attaining proper
catheter placement may be time-consuming and trou-
blesome. Third, our experience in a large institution
with an active neurosurgical service has led us to be-
lieve that with proper management, venous air embol-
ism is not the great hazard some believe it to be.

To verify our clinical impression, all neurosurgical
procedures done with the patients in the sitting position
during the last five years were reviewed. Anesthesia
technique included placement of an esophageal steth-
oscope, intravenous infusion of large volumes of lac-
tated Ringer’s solution, and the use of continuous posi-
tive airway pressure. The cases of 461 patients, in-
cluding 87 undergoing posterior-fossa craniotomy
and 374 undergoing cervical laminectomy, were re-
viewed. All patients had inhaled nitrous oxide, at flow-
meter concentrations ranging from 50 to 66 per cent.

Three patients (0.7 per cent) experienced air embol-
ism sufficient to produce a murmur audible with an
esophageal stethoscope and changes in vital signs. In
all three tachycardia to 120- 150 beats/min developed,
and two showed decreases in systolic blood pressure of
20-30 torr. Packing the wound and discontinuing ni-
trous oxide effected promptrecovery in all three cases.

We are now using a Doppler monitor for detecting
air embolism, but were not during the period re-

viewed. This probably accounts for our low incidence
compared with that reported by others.!® This failure
of detection, however, in no way detracts from the fact
that with proper management, the incidence of clini-
cally important air embolism is very low; hence our
conclusion that routine use of central venous or pul-
monary-artery catheters is not necessary.

P. LaMAR Jackson, M.D.
The Neuro-Anesthesia Service
The Methodist Hospital
Houston, Texas 77030
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