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R E P L Y  
I am not sure what an "unnecessarily large volume of air" 
means as vet3, small bubbles caused unblocked segments in the 
patients described by Dalens et al. i Since we have been using 
the technique of saline and air in the same syringe, as described 
by Wait, 2 the problem of unblocked segments is almost non- 
existent in our practice. 

There can be no doubt that (a) the a.~pirated fluid was CSF 
(Table). Catheter migration is today a vet3, well documented and 
widely accepted entity. 3-5 Thus, I believe that the behaviour of 
the block was due to pressure differences at different anatomical 
sites and locations in the catheter following subarachnoid 
migration of the distal part of the catheter. 

During the application of negative pressure to the aspirating 
syringe, CSF entered the catheter. When using multihole 
epidural catheters, Power and Thorburn 6 demonstrated that 
flow is present at the proximal hole at low pressures, and 
appears at the middle and distal holes at higher pressures. The), 
also proved the hypothesis that the pressure used to inject local 
anaesthetics during an epidural topup produces a differential 
flow from the holes in a multihole catheter. When multihole 
catheters are passed partially through the dura and arachnoid, 
the character of the blockade is determined by the diff'erential 
exit flows from the three holes in the catheter. A slow rate of  
injection (which was used as we fractionated the local anaes- 
thetic agent in 2 ml increments) will give an epidural block when 
the local anaesthetic exits from the catheter through the 
proximal hole. A more rapid rate of injection will cause a 
portion of the agent to enter the CSF through the distal hole 
causing a subarachnoid block. 

Thus, ! respec~'ully disagree with Dr. Meiklejohn. This was 
not a "completely normal epidural." The end result of the 
epidural turned out to appear completely normal because the 

TABLE 

First aspirate Second aspirate 

Volume (ml) 1.2 1.0 
Appearance Clear Clear 
Colour Clear Clear 
Turbidity Nil Nil 
Clotting Nil Nil 
Protein (g- ~) 0.35 0.30 
Glucose (mmol- i) 3. I 2.9 
Chloride (mmol- a) 132 134 
White blood cells Nil Nil 
Red blood cells Occasional Occasional 

safety precautions of epidural anaesthesia were 
adhered to. 

Andre P. Boezaart 
Johannesberg 
South Africa 
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caref,,lly 
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We regret that Fig Ib in the original letter was printed upside 
down. Editor. 

Surgery in Jehovah's Witnesses 

To the Editor: 
We have read Wong and Jenkins '  Surgery in Jehovah 's  
Witnesses t with interest. Much of  the advice is sensible 
and well-balanced. However,  we beg to disagree with 
their conclusion that "the surgeon and the anaesthetist" 
should "take the challenge" and accept that "the religious 
beliefs of  Jehovah's  Witnesses should be respected." This 
one-way traffic in respect of  personal conviction pays no 
credence to the religious, or other, beliefs of  the surgeon 
and anaesthetist. 

We have decided that we will no longer administer an 
anaesthetic for surgery in a Jehovah 's  Witness who 
refuses to accept our belief  that administration of  blood 
products may be necessary to sustain that pat ient 's  life. 
We will, however,  assist the surgeon to find another 
anaesthetist whose beliefs accord with the Jehovah's  
Witness. Anaesthetists find challenge enough in the 
attempt to provide safe anaesthesia without additional 
risks being imposed by the patient. 

A recent experience of  having to allow a previously 
healthy, young, Jehovah's  Witness to die on the operating 
table, as the result of  unfortunate surgical bleeding after 
elective surgery which caused the haemoglobin concen- 
tration to fall to 9.0 g" L -1 is not an occurrence which we 
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would wish to face again. Advice from medical malprac- 
tice insurers and other authorities 2 supports our view. 

Colin E. Blogg MBBS FFARCS 

D. Gilman BSc MBaS FFARCS 
R.A. Lawson MB Cha 
Nuffield Department of  Anaesthetics 
Radcliffe Infirmary 
Oxford OX2 6HE 
Great Britain 
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managed through both major and minor surgery. We plead that 
as anaesthetists, we should take the challenge. 

David H.W. Wong MB BS FRCPC 
Leonard C. Jenkins BA MD CM FRCPC 
Department of Anaesthesia 
University of B.C. 

R E P L Y  
We appreciate the comments of Drs. Blogg, Gilman and Lawson 
and their stand on their decision of  not administering an 
anaesthetic for surgery in a Jehovah's Witness refusing to 
accept blood products which may be necessary to sustain life. 
No one likes to go through the traumatic experience of  having a 
patient die on the operating table from bleeding and be unable to 
give blood. 

We do not argue that managing these patients, without the use 
of lifesaving blood transfusion, is a one way traffic, and that this 
disregards the religious, or other, beliefs of  the surgeon and 
anaesthetist. There are over two million Jehovah's Witnesses 
worldwide. To deny categorically all Jehovah's Witness patients 

for anaesthesia, or find someone else to do it, without even 
considering the circumstances, is taking the easy way out. 

We do not advocate a blind commitment in accepting these 
patients. The selection of  patients, like any other patients, has to 
be based on the preoperative physical status, preexisting 
disease, haemoglobin concentration and coagulation profile. 
However, greater efforts may be required to bring these to the 
optimum, and patients with irreversible concomitant diseases 
may still be turned down. The patient, the surgeon and the 
anaesthetist must be fully aware of  the potential risks. The 
surgeon has to be meticulous in securing haemostasis. Certain 
techniques such as haemodilution, hypothermia, phlebotomy 
with simultaneous reinfusion, balloon occlusion catheter place- 
ment, where indicated, are useful in managing these patients. 
Occasionally, unexpected major haemorrhage can occur. In 
most instances this can be replaced with non-blood products. 
However, once we have agreed to accept the patient, we have to 
respect their religious belief and not to use blood products as 
agreed upon. 

This is both a moral and an economic issue, and certainly puts 
a strain on the already limited resources. Their faith is firm and 
it is not likely that they will accept blood even if this means they 
may die. Despite the few cases of  death from exsanguination, 
thousands of members of this faith have been successfully 


