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general anaesthesia. 1-3 On the other hand, the epidural fentanyl 
requirement following general anaesthesia reported by Glass et 
al. 4 is similar to ours. This substantial discrepancy, we feel, 
in loading and maintenance doses of  epidural opioids for ef- 
fective pain relief may have been due to the difference in an- 
aesthetic technique. Recent reports have shown that intraop- 
erative interruption of  nociceptive impulses by regional 
anaesthesia results in prolonged reduction in postoperative 
pain. 5"6 In our study, respiratory depression that required nal- 
oxone developed in two patients following 3 and 5 mg epi- 
dural morphine, respectively, and there was no relationship be- 
tween loading doses and other side effects in either group of  
patients. Although we adm# that more than enough opioids 
were given in some patients, we feel that the side effects and 
the temporal course of  those side effects we observed reflect 
what is expected to occur with epidural opioids in orthopaedic 
patients following general anaesthesia when adequate pain relief 
is obtained. 

We agree with Dr. Chrubasik et al. that the quality of  pain 
relief may be better with epidural morphine. The mood of  our 
patients receiving epidural morphine was better (significantly 
at the 48th hr). Those receiving epidural fentanyl were often 
dysphoric. We wonder whether this was related to the systemic 
concentrations of  fentanyl. With meperidine, plasma concen- 
trations below those that produce miM analgesia are often as- 
sociated with lethargy and pyschomotor impairment. 7 We con- 
cur with Dr. Chrubasik et al. that some form of  combined 
use of  epidural opioids together with intraoperative use of  re- 
gional technique and perhaps other form of  pain medication, 
e.g., antiprostaglandin, s may provide pain relief o f  better 
quality, less side-effects, and a safer technique. 
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LMA for failed intubation (1) 
To the Editor: 
Drs. Priscu, Priscu and Soroker presented a case of failed 
intubation in obstetrics in which a laryngeal mask airway 
(LMA) was used successfully, i They concluded that the 
decision to use an LMA should be made "very early" 
after failure to intubate. However, two recent papers pro- 
vide evidence to refute this claim. Rabey et al. found 
that LMA insertion caused a decrease in lower oesopha- 
geal sphincter (LOS) barrier pressure in anaesthetised, 
spontaneously breathing patients. 2 In a control group, 
anaesthesia was maintained with face mask and Guedel 
airway. LOS barrier pressure increased. Ansermino and 
Blogg compared insertion of the LMA with and without 
cricoid pressure. LMA insertion was successful at the 
first attempt in only two of the 20 patients who had cri- 
coid pressure applied. 3 The authors suggest that in a pa- 
tient at risk of regurgitation for whom ventilation can 
be maintained with a face mask while cricoid pressure 
is applied, it would be safer to continue with face mask 
anaesthesia than try to insert an LMA. They contend 
that insertion of an LMA may be an alternative to cri- 
cothyroid cannulation. 

Tunstall emphasized that the original failed intubation 
drill was conceived to prevent death from aspiration of 
vomit following regurgitation. 4 Drs. Priscu, Priscu and 
Soroker have not demonstrated due regard for oxy- 
genation without aspiration. 5 
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adequate ventilation can be achieved with a face mask 
with effective application of cricoid pressure. 
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LMA for failed intubation (2) 
To the Editor: 
Priscu et aL ~ suggested that the priorities of the various 
failed intubation drills in obstetric patients should be 
changed and the LMA used at an early stage. However, 
it is our view that their use of the LMA in the patient 
reported was inappropriate and their suggestion is un- 
justified. 

When the patient's lungs can be ventilated adequately 
with a face mask, the LMA confers no advantage except 
that jaw support is unnecessary. We agree with the view 
of King and Adams 2 that "should ventilation be easy 
after failed intubation in an obstetric patient, insertion 
of the LMA would at the very least be meddlesome." 
In addition, lower oesophageal sphincter pressure has 
been shown to be significantly lowered with the use of 
the LMA when compared with the use of the face mask 
and Guedel airway, 3 thus increasing the risk of regur- 
gitation. The studies to date on the effect of the LMA 
on the incidence of the regurgitation show conflicting re- 
suits. 3-5 In this context, given our present state of knowl- 
edge, we would be cautious in recommending the use 
of the LMA in view of the potential for regurgitation. 
Furthermore, since the tip of the LMA lies below the 
level of the cricoid cartilage when the LMA is properly 
positioned, application of cricoid pressure hampers cor- 
rect positioning of the LMA. 

When ventilation cannot be maintained after efforts 
at tracheal intubation have failed, the LMA could be 
tried. This decision should be made at an early stage, 
as the LMA may not always provide adequate ventilation. 
Whether or not cricoid pressure should be released tem- 
porarily during insertion of the LMA is controversial.6,7 
Once the LMA is inserted, cricoid pressure must be ap- 
plied continuously until airway reflexes return; recovery 
of spontaneous respiration does not guarantee return of 
airway reflexes. 

Therefore, we believe that in patients at high risk of 
pulmonary aspiration, the LMA should not be used when 
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LMA for failed intubation (3) 
To the Editor: 
The most interesting feature of this case was the decision 
to convert to the LMA after adequate ventilation had 
been achieved with a face mask (FM). We would like 
to question whether this manoeuvre is appropriate in the 
non-fasted patient. To change from one form of airway 
management which has been found to be adequate with 
cricoid pressure (CP) applied, to an alternative where 
adequate oxygenation is not guaranteed is potentially haz- 
ardous. We feel this could only be advised if continued 
airway patency was in doubt or the risks of aspiration 
was considered substantially less with the alternative tech- 
nique. 

The concerns regarding the use of the LMA in the 
non-fasted patient include the interaction between CP and 


