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calculated from the extent of transducer eclevation,
this is unnecessary, as all that is required is a clear
indication of the time of closurc of the aortic valve;
the absolute pressure at which this occurs is irrelevant
to the pump-synchronizing process. Zero suppression
by transducer clevation may be utilized in other sit-
uations where the time at which an event occurs is of
primary interest. For example, in determining systolic
time intervals, one might measure the time from the
QRS of the electrocardiogram to some pressure
signal reflecting opening of the aortic valve. Use of
the high-gain venous channel with zero suppression
will greatly facilitate visualization of the pressure
end point.

It has been found convenient, in situations where
absolute pressures as well as small increments of
pressure arc of interest, to have available a measur-
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ing stick calibrated in steps of 10 torr (13.6 cm), so
that the transducer can be raised a distance such that
the extent of zero suppression is a convenient round
number. Similarly, if it is desirable to alternate rapidly
between zero suppression and regular recording, one
can simply place a second transducer holder at the
appropriate distance above zero reference level.

StanNiey LEe Son, M.B., B.CH., F.F.A.R.C.S.
Assistant Professor of Anaesthesia
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Anomalous Pulmonary Arterial Catheterization

To the Editor: —I read with interest Dr. Falltrick’s
report of a pulmonary-artery catheterization through
a persistent left superior vena cava.' I had recently
inserted a pulmonary-artery catheter during resuscita-
tion of a 70-year-old woman who was moribund fol-
lowing a massive mesenteric infarction. The roent-
genogram of the chest (fig. 1), taken after insertion,
showed a picture similar to the one described by Dr.
Falltrick. My patient had previously had roentgeno-
graphic examinations of the chest and abdomen, in-
cluding aortography, in our hospital over the pre-
ceding 11 years, but the anomalous left superior vena
cava was not noticed prior to this roentgenogram.

M. C. CrOCKER, M.B.

Assistant Professor

Department of Anesthesia

Faculty of Medicine

The University of Manitoba

St. Boniface General Hospital

409 Tache Avenue

Winnipeg, Manitoba R2H 246, Canada
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Fic. 1. Roentgenogram of the chest, showing the pulmonary-
artery catheter passing through the anomalous left superior
vena cava.

20z ludy 60 uo 3sanb Aq ypd z€£000-0002 6.6 1-2¥S0000/02 1 +29/7L5/9/1 G/4Pd-01o1n1e/AB0|0ISOUISBUE/WOD JIEUYDIDA|IS ZESE//:d}}Y WOI) papeojumoq



