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devices more tempting to investigate and advocate 
than older, already well-explored instruments. Slavish 
acceptance o f  novelty can lead to unfortunate 'fads', 
later recognized to resemble the emperor who is, if  
not  naked, at least ill-clad. 

A.F. David Cole MD 
Joseph S. Mallon MD FRCVC 
Toronto ,  Ontario 
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R E P L Y :  
The intent of our project was to review the literature 
since the ASA Guidelines and to determine i f  previous 
recommendations should be modified, and to offer guid- 
ante regarding newer airway devices. 

Cole and Mallon 1 studied eight residents who, after 
1000 tracheal intubations (quarter with the flexible 
fibreoptic endoscope [FFEJ), were assessed during tra- 
cheal intubation in a further elective 131 patients, 59 
with the direct laryngoscope, 72 with the FFE. In the case 
of FFE-facilitated tracheal intubations, a catheter was 
placed in the oropharynx before the procedure began for 

continuous oxygen insufflation. I t  took nearly twice as 
long to complete fibreoptic intubation; only 73% were 
performed within one minute of apnea. Would this be 
reproducible in the unanticipated failed intubation, 
without dedicated assistance? 

We acknowledged the value of the FFE in the man- 
agement of the unanticipated difficult intubation. We 
suggested that its use was more difficult in the setting of 
a paralysed, apneic patient, particularly when the air- 
way might be soiled by blood or secretions. Finucane also 
took exception to our reservations: ~I tend to differ with 
them on this issue. Fibreoptic assisted intubation can be 
extremely useful even in anesthetized patients, but .... it 
requires practice, experience and an assistant to main- 
tain the airway, 2 (my italics) We cited evidence that 
tracheal intubation can be achieved rapidly and safely, 
without the need for an assistant, with the alternate 
devices reviewed. 

With regard to newer devices, we did not mention the 
intubating LMA because, at the time, there was no evi- 
dence demonstrating its effectiveness. However, the other 
devices reviewed, with the exception of the McCoy laryn- 
goscope blade, have been available for more than a 
decade. 

Edward Crosby MD 
Ottawa, Ontario 
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The Charlottetown Click 

To the Editor: 
We read with concern the letter by Dubois and col- 
leagues describing insertion of  the LMA using a semi- 
inflated rotational technique, the so called 
"Charlottetown Twist" (Can J Anaesth 1998;45:823). 
The authors make the unsupported statement that this 
technique is less traumatic than the standard recom- 
mended technique, but we consider this to be incorrect. 
There is no doubt that placement of  the LMA with the 
mask aperture bars facing in the cephalad direction can 
occasionally be advantageous in moving the cuff from 
the mouth into the pharynx. The disadvantage is that 
the cuff must then be rotated back through 180 ~ for 
the device to function. The authors state that this rota- 



CORRESPONDENCE 

tion is performed once the tip of the LMA cuff has 
entered the hypopharynx and is accompanied by a "dis- 
tinctive pop felt by the introducing hand". Our concern 
is that immediately anterior to the hypopharynx are the 
arytenoid cartilages. We postulate that rotation of the 
bulky LMA cuff in such close proximity might cause 
arytenoid dislocation, a major complication commonly 
requiring surgical correction. We suggest that those 
who prefer the "Charlottetown Twist" follow-up their 
patients for speech problems, particularly if the "dis- 
tinctive pop" is accompanied by a "catastrophic click". 

I. Brimacombe FRCA MD 
D. Gardiner MB BS 
Cairns, Australia 

R E P L Y :  
Dr  Brimacombe did not contest our contention that our 
insertion technique may be less traumatic. He also 
agreed that it  makes the insertion of the L M A  easier on 
occasion. He condemned us on a motive that would con- 
demn all blind methods of tracheal intubation such as 
the use of  the light wand or the fibreoptic bronchoscope. I t  
is our belief that the soft, blunt, inflated distal cuf f  of the 
L M A  probably causes less trauma than direct laryn- 
goscopy on laryngeal structures. We did not come across 
any cases of arytenoid dislocation in our extensive use of  
the LMA.  

Jean-Yves Dubois MD FRCP 
Charlottetown, PEI 

Does smoking really increase the 
requirements for rocuronium ? 

To the Editor: 
We read with interest the recent article by Rautoma 
and Svartling 1 but we would like to add some com- 
ments. On the basis of the data presented, the head- 
line stating "Smoking increases the requirement for 
rocuronium" seems not to be justified because the 
changes observed failed to reach statistical signifiance 
(P = 0.0504 ). We started a similar study four months 
ago, using target controlled infusions of rocuronium 
to determine the dose requirements in smokers and 
non-smokers and expect to be completed by the end 
of 1998. A preliminary power analysis based on the 
data of a study from Latorre et al. 2 revealed a mini- 
mum of at least 37 patients per group to find a statis- 
tical significant effect of rocuronium in smokers. We, 
therefore, speculate that the number of patients in the 
study of Rautoma and Svartling was too small. In 
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addition, we would like to point out that rocuronium, 
in contrast to vecuronium, is eliminated through the 
liver without undergoing metabolism, a Therefore, the 
P-450 mixed oxidase pathway should not be of any 
influence in the elimination of rocuronium. 

F.K. Ptihringer MD PhD 
A. Benzer MD PhD 
P. Keller CM 
T.J. Luger MD Phi) 

Austria, Europe 
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Anesthesia in Poland syndrome 

To the Editor: 
We read with interest the case report "Anaesthesia in 
Poland syndrome. ''1 Since the authors focused on 
potential respiratory problems associated with anes- 
thesia in children with musculo-skeletal disease of the 
thoracic cage, we would like to stress another major 
potential risk factor. Children with musculo-skeletal 
diseases show an exceptional risk of developing suc- 
cinylcholine-related complications including cardiac 
arrest. The addition of halothane to maintain anesthe- 
sia potentiates the risk for malignant hyperthermia. 

Sethuraman et al. described Moebius syndrome as 
an extreme expression of Poland anomaly; the associ- 
ation between both syndromes has been emphasized 
in several reports. 2,s While succinylcholine is con- 
traindicated in degenerative diseases of cranial nerve 
motor nuclei such as Moebius syndrome, 4 the associ- 
ation between this disease and Poland syndrome 
should raise concern about the use of depolarizing 
muscle relaxants under these circumstances. Reports 
of trismus in neonates as part of developmental 


