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Horner’s syndvome due to epidural
analgesin

To the Editor:

Horner’s syndrome is an unusual! but recognized
complication of epidural anesthesia.2® We report a
case of Horner’s syndrome occuring during post oper-
ative epidural analgesia in a non-pregnant woman.

A 21-yr-old, 80 kg, ASAII, woman with Crohn’s dis-
ease had an clective ileocaccal resection. A 20-guage
epidural catheter was placed at the T, level and 3 ml
bupivacaine 0.5% with epinephrine were administered.
General anaesthesia was induced with sufentanil and
propofol, and was maintained with N,0/0, and and
isoflurane. Another 2 ml bupivacaine 0.5% with epineph-
rine and 2 mg preservative-free morphine were given dur-
ing surgery. On arrival in the PACU, 3 ml lidocaine 1.5%
pg-ml™! fentanyl solution was started at a rate of 8 mlhr.

Twenty hours after the infusion was started, she
complained of “hecaviness of the right eye lid and
swelling of the right eye”. Examination revealed right
ptosis, miosis and conjuctival injection.* A diagnosis of
right Horner’s syndrome was made. The sensory block
was T, .. Bupivacaine was stopped and replaced by
hydromorphone (0.05 mg'ml™!) at 3 ml'hr!. Horner’s
syndrome resolved in 30 min. One hour and 45 min
later, she complained of pain at rest. Bupivacaine/fen-
tanyl was re-introduced at 8 ml-hr}. Hydromorphone
was stopped 45 min later and the right side ptosis and
miosis reappeared. Examination revealed no sensory
block. The bupivacaine /fentanyl infusion was again dis-
continued and the Horner’s syndrome resolved in two
hours. Satisfactory analgesia was achieved with IV-PCA
using morphine, and NSAID po/pr.
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Epidural analgesia for labour

To the Editor:

In the Abstract for the article “Epidural analgesia for
labour and delivery: informed consent issues”, the
authors stated that “the level of satisfaction with the
consent process was 8.1/10”. In the article, the
authors reported that patients with side effects and
patients without side effects had satisfaction levels of
3.1/10 and 7.1 /10, respectively. We failed to see how
combining the two groups would produce a higher
level of satisfaction than the individual groups. Was
one of the numbers misprinted?
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REPLY:

You questioned the differences in means that velate to the
patients’ level of satisfaction with the consent process
upon veceiving the epidural. You noted that the mean
level of overall satisfaction with the consent process, as
stated in the abstvact, was 8.1 which was calculated from
question #57. You asked how this mean of 8.1 could be
true if the mean level of satisfaction of the side effect and
no side effect groups ave 3.1 and 7.1 respectively.

This occurs because the data used to calculate the two
group means, when we compared the side effect group
and the no side effect group, came from o DIFFERENT
question in the suvvey, #35, that asked the patient how
satisfied they weve with the information they veceived (ie.
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the consent process) with vegavd to the SIDE EFFECTS
OF THE LOCAL. As means of different measures, there
15 no relationship berween them.

For the lntter question, the entive sample mean was
6.8 and the standard deviation was 4.18 with an n = 60.
The side-effect group of n = 18 bad a mean of 3.1 £+ 4.14.
The no side-effect group of n = 48 had a mean of 7.1 +
4.16.

I bope this gives a clearer pictuve of the vesults. In vet-
rospect, we vecognize that we should have restevated and
Sfully explained the overall mean level of satisfaction of
8.1 in the vesults section as this truly was the crucial
rvesult of the study.

Margaret Ballantyne
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Tuohy needles and CSE

To the Editor:

All 8.9 cm (3.5 inches) Tuohy needles are not equal in
length. Combined spinal-epidural anaesthesia is now
part of our everyday practice. Cerebrospinal fluid (CSF)
is usually easily obtained, provided a special 11.90 cm
{4 11/16 inches, Becton-Dickenson, Franklin Lakes,
NJ, USA) spinal needle is inserted through the 8.9 ¢cm
Tuohy needle. We recently encountered a situation
forcing us to replace our usual epidural tray (Baxter,
Deerfield, IL, USA) with material manufactured by
Preferred Medical Products (Thorold, Ontario,
Canada). We then experienced difficulties obtaining
free flow of CSF with this new material. Although the
length of the shaft of the needles is the same for both

.

FIGURE: Top - Baxter Tuohy needle; bottom - PMP needle.
A Becton-Dickenson 11.90 cm Whitacre #27 needle is inserted in
both.
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manufacturers, the length of the hub is longer in the
second needle, providing only one mm protrusion of
the spinal needle at the end of the Tuohy needie, while
with the first epidural kit, needle protrusion is approxi-
mately 1.2 em (Figure). The problem disappeared
when the first epidural kit became available again.
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Fibreoptic cart for intubation and
teaching

To the Editor:

The efficiency of fibreoptic intubation and teaching
depend heavily on all necessary equipment and intu-
bation aids being immediately available.! For this rea-
son we have compiled a special fibreoptic intubation
cart to make sure all needed equipment is readily at
hand (Figure).

The fibreoptic intubation cart can also be used for
the training and teaching of all staff and trainees in
fibreoptic intubation technigues. Use of the cart for
both routine clinical practice and for teaching offers
obvious economic advantages. Especially the video-
recorder enables us to use this cart for instruction pur-
poses. All airway management equipment used in our
hospital is available on the cart and is listed in the Table.

The cart is used for both predicted and unexpected
difficult intubations. The cart has a fixed locaton in the
operating theatre complex, where it is returned after
use. The fibreoptic bronchoscope is cleaned and desin-
fected after use during which time we have a second
bronchoscope available.
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