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context of the clinical situation, may not be as “nonsensical” or
difficult to understand as Dr. O'Sullivan might suggest.

Donald R. Miller Mmp FrRCPC
Raymond J. Martincau MD FRCPC
Department of Anaesthesia
Ottawa General Hospital
University of Ottawa

Ottawa, Ontario
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Anaesthesia and medico-legal
concerns'

To the Editor:

It is now becoming more obvious that proper communica-
tion with the patient is an essential component in the
provision of complete medical care. This issue is raised
and further discussed in the above editorial. Throughout
my career as an anaesthetist, it had always been my
feeling that the preoperative visit made to the patient in
hospital, the evening before surgery, was generally
equally unsatisfactory to both patient and anaesthetist.
For the most part, it would be ludicrous and inappropriate
to assume that proper informed consent could be obtained
after such brief encounters.

My practise has now changed and is mostly to do with
diagnostic and therapeutic anaesthesia. All patients are
seen initially as a consultation during which treatment is
planned. Full disclosure is made to the patient with
respect to planned therapy, indications, contra-
indications, and risk. Patients are thus informed and
educated about anaesthesia. It is my opinion that for the
patient who is contemplating surgery involving the
administration of anaesthesia, after he/she has consulted
with the surgeon, the next stop should be at the office of a
consulting anaesthetist. This should be well in advance of
the date of surgery. It is obvious that practising in this
manner provides better patient care, decreases the likeli-
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hood of an uninformed and disgruntled patient, and raises
the level of professionalism for the anaesthetist.

Edward J. Sheffman MD FRCPC DABA FACA
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Epidural air-filled bubbles and
unblocked segments

To the Editor:

I read with interest the letter by Boezaart and Levendig'
reporting an unblocked segment due to epidural air-filled
bubbles demonstrated by peridurography. While this may
serve to illustrate one of the problems of using loss of
resistance to air instead of saline, it also illustrates a
consequence of injecting an unnecessarily large volume
of air. I estimate from the peridurogram that at least 5 ml
had been injected. Was this necessary? Furthermore, |
would question the suggestion that the catheter migrated
into the subarachnoid space some distance from the site of
entry into the epidural space as illustrated. It has been
shown that migration of the catheter through the dura is
very unlikely to occur, if at all, unless the dura has already
been breached by the needle.2 How was the “CSF” tested?
The commonly used method in this situation is to test for
glucose. It is not uncommon to be able to aspirate fluid
from the epidural space some time after a top-up, and if
tested, this fluid will be positive for glucose due to
diffusion of glucose from the tissues of the epidural space
into the top-up solution.? As further evidence in support
of subarachnoid placement of the catheter, the authors cite
the “unexpected behaviour of the block.” I suggest that
satisfactory analgesia after 8 ml of 0.25 per cent bupiva-
caine at the second lumbar interspace is entirely to be
expected. Had the block lasted for three hours or more, or
the spread been extensive, then subarachnoid placement
may have been a possibility. Neither of these factors was
mentioned. I submit that this was a completely normal
epidural complicated only by an unblocked segment due
to the use of an excessive amount of air.
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