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Stethoscopy 
We read with interest the recent review on stethoscopy 
by Mclntyre 1 and wish to elaborate on his statement, 
"Some authorities believe that . . . continuous stetho- 
scopic monitoring is largely ignored in adult anaesthetic 
practice." Our study from 1995 demonstrated intraoper- 
ative stethoscope utilization at three training institutions 
averaged only 28% despite such devices being properly 
placed in 84% of the 520 observed anaesthetics. Only 
student nurse anaesthetists were continuously auscultat- 
ing heart tones and breaths sounds in a majority (75%) of  
their patients, while respective numbers for anaesthesia 
residents, ~maesthesiologist faculty, and certified regis- 
tered nurse anaesthetists were 19%, 23%, and 30%. 2 We 
believe these results are troubling, raising questions 
about faculty role models, over reliance on recent tech- 
nology (such as pulse oxinaetry and capnography), and 
an increasing physical detachment from the patient by 
anaesthesia caregivers. We strongly believe that a vigilant 
anaesthesia provider should continuously monitor the 
physical condition of  the patient using the senses and 
their extensions (such as stethoscopy), while supplement- 
ing this information with (rather than substituting for it) 
physiologic and electronic data such as continuous elec- 
trocardiography, pulse oxinaetry, and capnography. 

We are in ftdl agreement with Mclntyre regarding 
stethoscopy ("authorities believe its use essential") and 
the ASA Standards for Basic Anesthetic Monitoring. 
They state that "Auscultation of  breath sounds may be 
useful" to ensure adequate ventilation while, "Every 
patient receiving general anesthesia shall h a v e . . ,  circu- 
latory function continually evaluated by at least one of  
the fol lowing: . . ,  auscultation of  heart sounds. ''3 Given 
the current medicolegal climate, appropriate and vigi- 
lant use of  stethoscopy serves as an inexpensive risk 
management technique. We encourage all anaesthesia 
providers to reexamine critically this valuable, minimal- 
ly invasive, and cost-effective continuous monitor of  the 
patient's physical status. 
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R E P L Y  
The point I wished to make was, that from an ergonom- 
ic (human factors) point of view during a great deal of 
contemporary anaesthesia, it is unreasonable to expect 
an anaesthetist to be ~tubed to the patient." I concluded 
by speculating whether a visual display of breath sounds 
would restore their use, a change that is desirable 
whether or not other monitoring devices are employed. 

John W.R. Mclntyre MD FRCPC 
Edmonton,  Alberta 

Anaesthesia and congenital tracheal 
stenosis 

Regional anaesthesia in infants and children, is invariably 
performed in combination with general anaesthesia for 
practical reasons. Concha ~ et al. described an interesting 
case in which an infant with congenital tracheal stenosis 
presented for ureteral re-implantation. The authors suc- 
cessfully anaesthetised this child (8 too) using a com- 
bined epidural/general technique, ( N 2 0 / O  2 and 
sevoflurane by mask). The question is, is it feasible to 
perform an operation similar to this in a child, without 
having to resort to general anaesthesia? 

This writer was faced with a similar problem in an 
eight year old child presenting for ileoconduit repair. 
The child had severe tracheal stenosis and previous 
attempts at performing the procedure under general 
anaesthesia were aborted because of  airway difficul- 
ties. Following a thorough discussion of  the risks with 
the child's parents and the surgeon, the procedure was 
successfully performed using lumbar epidttral anaes- 
thesia with sedation. The procedure lasted 5~,~ hr. The 
child weighed 23 kg and a total of  142 mg of  bupiva- 
caine 0.75% and 115 mg lidocaine were administered 
over six hours. The child was sedated using a combi- 
nation of  morphine and diazepam iv. The child made 
an uneventfixl recovery and did well subsequently. 

These cases are very challenging and other than plac- 
ing these children on cardio pulmonary bypass, there is 
no absolute safe way to perform abdominal procedures 
in the presence of  congenital tracheal stenosis. The 
combined technique (regional plus light general with- 
out an endotracheal tube) carries with it, the risk of  air- 
way obstruction, and pulmonary aspiration. Regional 


