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Monitoring the patient with carotid disease for cerebral 
ischaemia is a challenge to the anesthetist. The best monitor 
o f  decreased cerebral blood flow is a change in mental status, 
but not every surgical procedure can be performed with the 
patient awake. Even if the procedure is performed using a re- 
gional anaesthetic technique, a patient may require sedation 
thus making it difficult to monitor cerebral function. When 
EEG is used to monitor for cerebral ischaemia during general 
anaesthesia, the following guidelines should be met: 

First, a 16 lead EEG monitor should be used as the processed 
EEG generated with a two or four lead EEG system may yield 
misleading information. Second, someone trained in the ap- 
plication and interpretation of  the EEG should be present 
throughout the procedure. Third, the anaesthetic technique 
must be tightly controlled so that the agents used do not in- 
terfere with the EEG tracing. Fourth, a clinical manoeuvre to 
correct abnormal findings from the EEG must be available 
to improve blood flow to the brain. 

When anaesthesia is administered to a patient with TA, the 
maintenance of  blood pressure to avoid cerebral ischaemia from 
hypotension or rupture of  an aneurism from hypertension is 
the priority. This can be accomplished by a variety of  anaes- 
thetic techniques and should be individualized based upon the 
patient's clinical status and the anaesthesiologist's experience. 
Monitoring for cerebral ischaemia, EEG versus the awake pa- 
tient's mental status, should also be individualized depending 
on physician experience. 
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Perforation of the trachea by a 
central venous catheter 
guidewire 
To the Editor: 
An 81-yr-old man was admitted for elective repair of 
an abdominal aortic aneurysm. Preoperative assessment 
was consistent with abdominal aortic aneurysm but there 
were no other important findings, and the neck anatomy 
appeared normal. For intraoperative monitoring a 16 
gauge ~Leadercath" central venous catheter was carefully 
checked, including the guidewire (1.1 mm wide, 46 cms 
long) which was straight, soft-tipped with a smooth round 
end with no sharp edges. The right internal jugular vein 
was located easily at a depth of 1.5 cm, but the guidewire 

met with resistance, and needle and guidewire were re- 
moved together. The vein was found easily again, the 
guidewire advanced cautiously, and slight resistance was 
encountered at the same depth; increased but not ex- 
cessive force led to loss of resistance, and the wire ad- 
vanced smoothly. The catheter was threaded over the 
guidewire easily but on removal of the guidewire fresh 
blood appeared suddenly in the endotracheal tube. A 
haematoma developed and local pressure caused this to 
disappear rapidly, but the simultaneous reappearance of 
further fresh blood in the endotracheal tube made it ob- 
vious that the haematoma was draining into the trachea. 
The guidewire revealed two kinks near the tip. Aspiration 
of the catheter generated a negative pressure in the syringe 
but neither blood nor air was obtained, indicating that 
it was extravascular, but had not entered the trachea prop- 
erly because of the trachea's intrinsic rigidity. Slight re- 
sistance is not uncommon during guidewire insertion, but 
the use of firm but not excessive pressure resulted in 
the guidewire perforating the trachea. Central venous ac- 
cess was secured by another route and the procedure 
continued uneventfully; A chest radiograph and bron- 
choscopy confu-med blood in the right upper lobe. No 
tracheal injury was visualized because of blood and clots 
obscuring the tracheal mucosa. The lungs were ventilated 
overnight and the trachea was extubated the next morn- 
hag; a radiograph showed clearing of the previous findings 
and further recovery was uneventful. 

Many complications of central venous catheterization 
caused by the needle have been described, l Guidewires 
techniques, while popular, have their own complications 
such as fragmentation and embolisation, 2'3 retention, 4 un- 
coiling, 5,6 and knotting. 7 One report documents venous 
damage leading to massive haemorrhage, 6 and another 
describes the new onset of complete heart block, 8 both 
caused by guidewires. Tracheal perforation by a straight- 
tipped guidewire, an occurrence that is not previously 
described in the literature serves to emphasise the po- 
tential for soft-tissue damage during invasive procedures 
and the authors recommend the use of soft J-tipped 
guidewires to avoid this complication. 
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Dental restoration using oral 
ketamine 
To the Editor: 
In recent months, several reports have appeared J,2 con- 
cerning the use of oral ketamine in mentally handicapped 
young adults requiring dental treatment. The following 
case illustrates a recent experience with this technique. 

A 20-yr-old man with cerebral palsy and a mental age 
of eight was scheduled for dental restorations under gen- 
eral anaesthesia. His weight was I00 kg. An attempt to 
perform the procedure one month earlier had been aban- 
doned, lie arrived at the hospital one hour before his 
scheduled surgery. He drank 40 ml of a mixture of grape 
juice, sugar and I000 mg ketamine. He sat in a chair 
for 10 min and after 30 minutes, an /v was started and 
oxygen applied. At 45 min he was transferred to the op- 
erating room. Induction of anaesthesia was completed 
with propofol and tracheal intubation was facilitated with 
succinylcholine. He was suctioned for secretions prior to 
intubation. Anaesthesia was maintained with isoflurane, 
nitrous oxide/oxygen and morphine. Isoflurane was dis- 
continued 30 rain before completion and a propofol in- 
fusion was instituted in an attempt to facilitate early 
awakening. At several times during the procedure, desat- 
uration was noted each time associated with inspiratory 
and expiratory wheezes and increased airway pressures. 
Thick white secretions were suctioned from the endo- 
tracheal tube and inhaled salbutamol was used to restore 
oxygenation and decrease airway pressures. The dental 

restoration took 150 min. The patient awoke promptly 
upon discontinuation of anaesthesia, 240 min after the 
oral ketamine. No post op desaturation was noted. 

The use of oral ketamine in the mentally retarded pa- 
tient is not new. 1,2 Previous clinical reports have attested 
to its safety and effectiveness. 3 Theoretical considerations 
for deciding on the appropriate dose have been described 
by Grant et al. 4 We doubt that the relative ease of this 
man's anaesthetic course could have been successfully du- 
plicated with another agent. 

The concern about secretions both oral and endobron- 
chial is important. One previous report describes excessive 
salivation during emergence as a problem in a child given 
a higher dose of oral ketamine. 5 This patient had in- 
creased secretions at time of induction and continued to 
produce secretions during the case. His history of smok- 
ing and a prolonged induction with a medication which 
is known to increase respiratory secretions would have 
contributed to the secretions which were apparent during 
the procedure. 

Given the circumstances, the outcome was satisfactory 
and would only be modified by the use of an antisaligogue 
during the procedure. 
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