
CORRESPONDENCE 827

5 Myles PS, Hunt JO, Nightingale CE, et al.
Development and psychometric testing of a quality of
recovery score after general anesthesia and surgery in
adults. Anesth Analg 1999; 88: 83–90.

Anesthesia in the prone lithotomy position

To the Editor:
We present our experience of the anesthetic manage-
ment of patients in the rarely used prone lithotomy
position (Figure).

During surgery, the prone position, if correctly
applied, ensures free abdominal movement, is not asso-
ciated with adverse effects on respiratory mechanics and
improves lung volume and oxygenation.1,2 The lithoto-
my position, when superimposed on the prone position,
improves cardiac output and hemodynamics, compen-
sating for the decreased cardiac output due to impaired
venous return in the prone position.3 Repair of a vesi-
co-vaginal fistula under balanced anesthesia was per-
formed in the prone lithotomy position in three ASA
physical status I and II patients. In all cases, non-inva-
sive blood pressure, central venous presure (CVP),
ECG, airway pressure, end tidal carbon dioxide and
oxygen saturation were monitored and changes in
hemodynamic and respiratory variables were recorded.
After the change of position to prone lithotomy, all vari-
ables remained stable except for a rise in airway pressure
in the range of +1 to +2 cm H2O in one patient but
without change in end tidal carbon dioxide tension and
oxygen saturation. Another patient had a moderate rise
of CVP (+2 to +5 cm H2O). Peripheral nerve injury did
not occur in any of the patients. The variables returned
to baseline levels after patients were placed in the supine
position after surgery, before extubation.

On the basis of the experience gained during these
three cases, we suggest that surgery in the prone litho-
tomy position is not associated with major cardiovas-
cular or respiratory derangements intraoperatively.
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Cost and resource implications of under-
graduate simulator-based education 

To the Editor:
Medical education has been recognized as a costly
undertaking especially when innovations are intro-
duced. Rothman and Cohen point out that standard-
ized assessments like the Objective Structured Clinical
Examinations (OSCE) are logistically complex and
expensive.1 Interest in the use of anesthesia simulators
for both educational and assessment purposes has
increased as more medical schools acquire this tech-
nology. However, issues related to the financial and
faculty resources cannot be ignored. 

FIGURE Surgical repair of vesico-vaginal fistula in the prone
lithotomy position.

TABLE Estimation of operational costs

Item Annual cost Cost per 
student

(Cdn $) (Cdn $)

Simulator equipment and supplies 3,500.00 19.77
Computer operator 4,500.00 25.42
CO2 cylinders 300.00 1.69
Videotapes 180.00 1.02
Office equipment and supplies 324.00 1.83
Total 8,804.00 49.73



Financial and faculty resource data of undergradu-
ate simulator-based education and evaluation projects
for the period from July 1997–April 2001 at the
University of Toronto were reviewed. Operational
costs for upkeep and maintenance of the anesthesia
simulator as well as faculty resources required were
assessed. An average cost per student was calculated
based on a cohort of ten students per daily session for
a total of 177 students. 

Annual operational costs are found in the Table.
For educational purposes alone, faculty resources
totalled 344 hr per annum and 1.94 faculty hr per stu-
dent. For evaluation purposes, two faculties per ses-
sion were required thereby doubling the faculty hours
from 216 to 432 hr per annum. 

The financial and resource cost per student appears
high. However, comments from medical students at
the University of Toronto strongly endorsed the
implementation of simulation technology into the
curriculum.2 Faculty, as well, highly rated the simula-
tion program as an excellent learning experience and a
potential tool for undergraduate standardized assess-
ments. We believe that the quality of the simulator
educational experience justifies its use. 
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Anesthesia for a child with Antler-
Bixler syndrome

To the Editor:
Antley-Bixler syndrome is characterized by the associ-
ation of craniofacial dysmorphism, including brachy-
cephaly and midface hypoplasia, with a bilateral
radiohumeral synostosis.1,2 We anesthetized a child
with this syndrome three times within three years and
discuss the problems of anesthetic management.

The syndrome was diagnosed at birth. Cranioplasty
and fronto-orbital advancement were required three
times. The first, second and third operations were per-

formed at five, 18 and 32 months, respectively.
During the first operation, anesthesia was induced
with sevoflurane and nitrous oxide in oxygen by mask,
but mask ventilation became difficult due to upper air-
way obstruction. A laryngeal mask airway (LMA) (size
#1) was inserted immediately without difficulty and
ventilation via the LMA was easy. In the second and
third operations, anesthesia was also induced with
sevoflurane and nitrous oxide in oxygen by mask, but
the child’s trachea was intubated immediately without
muscle relaxants. Since the vocal cords could not be
seen by direct laryngoscopy, blind endotracheal intu-
bation was performed. 

In giving anesthesia to a child with this syndrome, it
is difficult to maintain a patent airway.3 We chose a slow
induction of anesthesia but, nonetheless, mask ventila-
tion became difficult. The vocal cords could not be seen
by direct laryngoscopy and intubation was also difficult.
However, the LMA proved to be useful to secure the air-
way. Preoperative evaluation of the airway is important
with this syndrome, especially in children, and the LMA
may be helpful for the management of these patients. 
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Second gas effect of N2O

To the Editor:
Nishikawa et al.1 recently addressed the issue of the sec-
ond gas effect of N2O on oxygen uptake. The authors
reported an increase in FETO2 and arterial oxygen ten-
sion (PaO2) five minutes after N2O inhalation, which
they interpreted as such a second gas effect.

There are, however, some serious methodological
issues in their experiments that not only cloud the
authors’ interpretation of their findings, but also pro-
vide no definitive evidence of a second gas effect of
N2O on oxygen uptake.
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