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effects is greater with low-potency drugs, because the dose given is
greater, low-potency drugs do not necessarily have more side effects.
For example, rocuronium (EDs, = 0.2 mg/kg) has fewer cardiovas-
cular side effects than pancuronium (EDsy = 0.04 mg/kg).

In summary, the ideal short-acting nondepolarizing neuromuscular
blocker should be a compromise between a low enough potency for
rapid onsct and a high enough potency to avoid side cffects. Failure
to consider either of these two important aspects might turn out to
be a costly mistake.
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Use of Neuromuscular Relaxants in a Child
with an Abnormal Anatomy

To the Editor:—For ycars anesthesiologists have tried to find the
best way to perform tracheal intubations in patients with difficult
and uncertain airways. Most would agree that in the older child and
the adult patient, adequate sedation followed by fiberoptic laryn-
goscopy is the best way to secure such an airway. However, in the
pediatric patient, when adequate sedation and cooperation may not
be attainable, one is left with two options: awake endotracheal in-
tubation or endotracheal intubation under general anesthesia.

The first tenet of airway management is to not take away the patient’s
ability to breathe spontancously until the airway is safely secured,
i.e., do not use muscle relaxants until the trachen is safely intubated.

In a recent case report describing airway management in a child
with hemifacial microstomia,' the authors parcalyzed the infant,
thereby eliminating a safety factor and also one of the best aids for
tracheal intubation in a patient with a difficult airway. Had the authors
permitted spontancous ventilation, their ability to intubate the trachea
using their stylet may or may not have been easicer, but the safety of
spontancous respirations would have remained. Had the infant been
permitted to breath spontaneously, the endotracheal tube could have
been guided into the trachea simply by listening for the breath
sounds®* and with no need for special equipment. This technique
may be accomplished by cither the nasal route or the oral route.
Prior to tracheal intubation, the hypopharynx should be sprayed with
lidocaine, protecting against laryngospasm and permitting a few more
minutes of intubation time. If oxygen and anesthetic gases are in-
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sufflated, the time permitted for intubation can be increased. This
procedure of permitting spontancous respirations should not hamper
or detract from the use of the lighted stylet but maintain a safety
factor during tracheal intubation,
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