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Hazards of Edrophonium

To the Editor: —Youngberg' emphasized a serious
and potentially fatal complication during the use of
edrophonium chloride, 10 mg, for the conversion of
paroxysmal atrial tachycardia. His caution concerning
dosage was extended to the seemingly fit, elderly
patient not taking any medication. We have recently
had occasion to verify the concern expressed by
Youngberg with an observation of an example of its
use that caused a severe dysrhythmia.

A 62-year-old, previously healthy woman came to
the Emergency Department complaining of pain in
the right arm. In the past, she had had several episodes
of short-lived palpitations, the nature of which had
never been documented, the last episode being a year
previously. She was not taking any medication.
Physical examination was unremarkable, apart from a
rapid heart rate and a blood pressure of 80/50 torr. A
12-lead electrocardiogram demonstrated supraven-
tricular tachycardia at a rate of 170 beats/min, with
no ischemic change. During monitoring of the
electrocardiogram, edrophonium, 5 mg, was ad-
ministered intravenously over 1 min. Within 2 min
the supraventricular tachycardia was converted
transiently to sinus rhythm at a rate of approxi-
mately 60 beats/min, followed by a 30-sec interval of
atrial bradycardia at approximately 50 beats/min with
no ventricular activity. Consciousness was lost within
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15-20 sec. Sinus rhythm at a rate of approximately
60 beats/min was restored immediately by a precordial
thump. The patient immediately regained con-
sciousness, and full recovery occurred. We believe
that when edrophonium is used to convert supra-
ventricular tachycardias, the dosage for every pa-
tient should be 2 mg initially, as suggested by Young-
berg. Furthermore, when ventricular asystole occurs
as a result of the acetylcholine response, a precordial
thump should be performed immediately.
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Succinylcholine and Serum Calcium

To the Editor: —Bourke and Rosenberg' reported
changes in plasma calcium during the administra-
tion of succinylcholine with or without pretreatment
with a nonpolarizing muscle relaxant. Several months
ago we undertook a similar study, which we have not
submitted for publication. Our study differed from
that of Bourke and Rosenberg in the following
manner. We studied 18 patients. Arterial blood sam-
ples were drawn after premedication with atropine,
0.5 mg, intravenously and induction of anesthesia
with thiopental (control); immediately after cessation
of muscle fasciculations from succinylcholine I mg/kg

intravenously (sample 1); and one minute after
cessation of fasciculations (sample 2). Ionized plasma
Ca*™ was measured from plasma separated anaero-
bically (Orion Biomedical® model SS 20). Simul-
taneous determinations of plasma pH (Radiometer®
BMS 3 + PHM 73) were made.

When the slight respiratory acidosis (7.38) ob-
served is corrected to pH 7.40 using Schaer and Bach-
mann’s regression equation,? our results are: control,
1.96 = 0.06 mEq/l; sample 1, 1.99 +0.06 mEqg/l;
sample 2, 1.99 = 0.06 mEq/l. Statistical calculations
using analysis of variance showed no significant dif-
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ference among these values. The disparity between
our findings and those of Bourke and Rosenberg
probably arises from differences in protocol.
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A New Method for Nasogastric Tube Insertion

To the Editor: — It is often difficult to pass a nasogas-
tric tube in an unconscious patient after a cuffed
endotracheal tube is in place. We describe a reliable,
relatively simple and safe method of nasogastric tube
insertion. A conventional esophageal stethoscope is
modified to accept 2-3 cm of a nasogastric tube tip
by cementing a thin layer of rubber from the finger
of a glove over the cuff, so the proximal cuff end
has a pouch. A nasogastric tube is then passed through
the nose until the distal tip can be taken out through
the mouth. The nasogastric tube is placed into the
cuff pouch (fig. 1), and the esophageal stethoscope,
along with the nasogastric tube, is then passed orally
into the csophagus until maximal-intensity heart
sounds are heard. This locates the tube tip distal to
the endotracheal tube cuff. The nasogastric tube is
then held in place and separated from the esophageal
stethoscope by advancing the stethoscope 3 cm and
rotating 180 degrees. The nasogastric tube is then ad-
vanced casily into the stomach. The esophageal
stethoscope can be left in place or removed.
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2.5cm

Fic. 1. The nasogastric tube tip placed in the pouch over the
esophageal stethoscope cuff.
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Body Weight vs. Surface Area for Calculating Dose of Spinal Anesthetic

To the Editor:— 1 cannot agree with the conclusion of

Dohi et al.' that the dosage of tetracaine for children
is best calculated on the basis of body weight. Their

data clearly show that the time to recovery of motor
function is directly related to the total doses of
tetracaine. The 0.3-mg/kg dose administered to their
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