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Use of an Endotracheal Tube Without Radiopaque Marker for Cervical CT-scans

To the Editor-—We have anesthetized several pediat-
ric patients undergoing cervical CT-myelography. One
radiologist asked whether the beam-hardening artifact
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Fic. 1. Transverse CT-scan of cervical myelography at C5 level.
The artifact is observed to radiate from radiopaque marker of the
wracheal tube.

F1G. 2. Transverse CT-scan of cervical myelography at C5 level ina
different patient. No artifact was observed when our hand-made tube
was used.
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or the fringe radiating from the endotracheal tube (fig.
1) could be reduced to obtain clear GT-scans. The arti-
fact was assumed to be originating from the x-ray de-
tectable marker of the tracheal tube (Blueline, Portex,
England). However, a tracheal tube without a radio-
paque marker was not available, inasmuch as 1SO
5361 /1-1984 stated that tracheal tubes should be
readily detectable by x-ray either by the nature of the
material of which they are made or by the provision of a
marker on the tube.* Therefore, we decided Lo use
commonly used esophageal stethoscopes (Portex, En-
gland) for tracheal tubes. The esophageal stethoscope
made of polyvinyl chloride was cut to an appropriate
length. They were kept in a curved position for 4 h
while the plasticizer was eluted with anhydrous alcohol.
After the tubes had become rigid and set in a curved
position, the bevel’s surface was smoothed by treatment
with tetrahydrofuran. Our special tubes did not inter-
fere with CT-scans (fig. 2). We suggest the use of endo-
tracheal ibes without the radiopaque marker in cases
such as that described above.

* International Organization for Standardization: Tracheal tubes
—Part 1: General Requirements. 1SO 5361 /1-1984(L), First edition,
1984, pp 1-3
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Epidural Anesthesia and Analgesia in High-risk Surgical Patients. I.

To the Editor:—As a surgeon, | have long been inter-
ested in the reduction of surgical complications, but
available measures are few and, generally, only margin-

ally effective. Both the recent article by Yeager ef al.!
and its accompanying editorial® suggest a major advan-
tage of epidural anesthesia and analgesia in high-risk
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surgical patients. Although the authors are Lo be con-
gratulated for conducting such a difficult study, several
points need both clarification and more extensive dis-
cussion before their conclusions can be widely adopted.

First, their technique of epidural anesthesia and anal-
gesia is very poorly described. How much local anes-
thetic was administered? Why different agents? What
was the extent of sensory analgesia? Was one or several
doses administered to maintain sensory analgesia and,
thus, more efficient nociceptive blockade during sur-
gery? Which opiates were used for postoperative anal-
gesia, and in what doses?

Second, the patients studied are poorly described. As
pointed out in the editorial,? do the differences in mor-
bidity between the two groups result from the epidural
regimen or from other factors? What were the type and
duration of the surgical procedures? (It is not sufficient
to divide the material into thoracic, abdominal, and vas-
cular procedures.) Why did the technique of general
anesthesia vary in the control group? What was the
diagnosis leading to surgery? What was the specific indi-
cation for ICU observation, which was apparently the
reason for inclusion into the study? What was the cause
of death in four patients?

Third, the discussion is insufficient lor several rea-
sons. The authors tend to confuse the subject by mixing
results from studies using epidural local anesthetics and
epidural opiates. This is an important point, as such a
mixture is in stark contrast to the plentiful data demon-
strating pronounced differences between epidural local
anesthetics and opiates, and their physiological eflects
on postoperative endocrine-metabolic response, sympa-
thetic blockade including changes in blood flow to the
lower extremities, gastrointestinal motility, ete.® Fur-
thermore, a more thorough discussion of published
data is desirable. One obvious omission is a well-per-
formed controlled study of 100 elderly patients follow-
ing abdominal surgery, where the intraoperative use of
epidural local anesthetics followed by 72 h treatment
with epidural morphine 4 mg 12-hourly had no signifi-
cant effect on a battery of carefully monitored postop-
erative morbidity parameters.®
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Finally, the literature on postoperative morbidity in
controlled studies comparing general anesthesia versus
epidural local anesthetics (single dose or continuous) is
quite extensive, and has been reviewed twice pre-
viously.%7

In summary, although 1 completely agree with the
basic concept of nociceptive blockade as a prerequisite
to improved postoperative morbidity,? the demands for
scientific documentation and clarification of this com-
plex problem are enormous, and almost never fulfilled.
Thus, the several “dark spots” in the article by Yeager
el al. need to be clarified before any conclusion can be
brought to bear on clinical practice.

HENRIK KEHLET, M.D., Pi.D.
Department of Surgical Gastroenterology
Hvidovre University Hospital

2650 Hvidovre

Denmark

REFERENCES

1. Yeager MP, Glass DD, Neff RK, Brinck-Johnsen T Epidural an-
esthesia and analgesia in high-visk surgical patients, ANESTHE-
SIOLOGY 66:729-736, 1987

2. McPeek B: Interference, generalizability, and a major change in
anesthetic practise. ANESTHESIOLOGY 66:723-724, 1987

3. Kehlet H: The stress-response to anesthesia and surgery—Re-
lease mechamisms and modifying factors. Clin Anaesthesiol
2:315-339, 1984

4. Cousins MJ, Mather LE: Intrathecal and epidural administration
of opioids. ANESTHESIOLOGY 61:276-310, 1984

5. Hjortse NG, Neumann P, Frasig F, Andersen T, Lindhard A,
Rogon E, Kehlet H: A controlled study on the effect of epidu-

al analgesia with local anaestetics and morphine on morbidity
after abdominal surgery. Acta Anaesthesiol Scand 29:790~
796, 1985

6. Kehlet H: Does regional anaesthesia reduce postoperative mor-
bidity? Intensive Care Med 10:165-167, 1984

7. Kehlet H: Influence of regional anaesthesia on postoperative mor-
bidity. Ann Chir Gynecol 73:171-176, 1984

8. Kehlet H: Stress-free anaesthesia and surgery. Acta Anacsthesiol
Scand 23:503-504, 1979

(Accepted for publication August 25, 1987.)

Epidural Anesthesia and Analgesia in High-risk Surgical Patients. Il.

To the Editor:—There is a fatal Aaw in the reasoning
of Yeager et al.' which invalidates their conclusion that,
in high-risk surgical patients, epidural /N,O technique
(group I) prevents the postoperative mortality seen fol-
lowing high dose narcotic/NsO technique (group II).

They randomly assigned 53 patients into approxi-
mately equal numbers of group I and group H subjects.
Postoperatively, there were no deaths in group I, while
there were four deaths in group 1I. They concluded
that “group I treatment exerted a significant beneficial
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