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Similar considerations can be drawn for the scale used to grade
patients’ discomfort during the procedure. Dr. Kumar states that we
should have used a 10-cm visual analog scale instead of a verbal
rating scale; we thank him for his suggestions that may be helpful
for future studies. However, Dr. Kumar also must acknowledge that
verbal rating scales are widely used and accepted in the interna-
tional literature, especially to evaluate pain and/or discomfort.

Dr. Kumar was also concerned about our statement on the vari-
ability of the onset time of sciatic nerve block. In fact, in our
experience the onset time of peripheral nerve blocks is highly vari-
able, and the onset time of sciatic nerve block is usually longer than
femoral, which is longer than interscalene. Sometimes we also see a
longer onset time after eliciting a good motor response at 0.2–0.3
mA than that observed after eliciting a weak motor response with
0.5 mA. Maybe this is related to our limited experience; however, if
we give a look at the literature, we will find too a huge variability
in the reported onset times of peripheral nerve blocks, and this
variability is much wider for sciatic nerve block (3–5).

The last comment outlined by Dr. Kumar is about the association
between the design of stimulating needles and the risk for nerve
injury. This is an interesting point, and properly powered, random-
ized, blinded studies might be advocated to evaluate it. However,
before answering this very elegant question we should also under-
stand why so many anesthesiologists throughout the world still
insist in performing peripheral nerve blocks with uninsulated nee-
dles and the paresthesia technique.

Andrea Casati, MD
Vita-Salute University of Milano
Department of Anesthesiology
Milano, Italy

Pia di Benedetto, MD
Department of Anesthesiology
CTO Rome, Italy
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Pharmacokinetics of Transdermal Fentanyl
To the Editor:

We read with interest the report of Frolich and colleagues (1) of
opioid toxicity in a patient with a 3-day-old transdermal fentanyl
patch in situ, undergoing surgery under lumbar epidural anesthesia
and IV propofol. The opioid toxicity was related temporally to the
use of a body-warming blanket to correct intraoperative hypother-
mia. In our study of the perioperative pharmacokinetics of trans-
dermal fentanyl, we found that two elderly patients experienced
marked respiratory depression that persisted after fentanyl patch
removal. In one of these patients, plasma fentanyl concentrations
were high (2.22 ng · mL�1), and in the other, plasma concentrations
were low (0.645 ng · mL�1), but the patient had required relatively
large amounts of morphine via a patient-controlled analgesia device
(2). Neither of these patients was being rewarmed, but reported our
concerns that transdermal absorption was variable in the perioper-
ative period, owing to variations in cutaneous blood flow related to
alterations in cardiac output, circulating volume, and temperature.
Shoemaker and colleagues demonstrated that the local application
of heat augmented the transdermal absorption of fentanyl in vol-
unteers, resulting in significantly higher maximal plasma concen-
trations (3), which supports the mechanism for toxicity proposed by
Frolich et al. (1). Together, these data support our conclusions that
transdermal fentanyl patches are unsuitable for postoperative pain

management, and that the possibility of variability in absorption
should be considered in those with a transdermal fentanyl patch
already in place. Furthermore, the unpredictable effects of sustained
transdermal fentanyl absorption from the subcutaneous depot in
surgical patients under conditions of changing cutaneous blood
flow mean that toxicity may continue to occur despite removal of
the patch. These may be particularly important in the elderly or
those receiving concomitant opioids, respiratory depressant, or va-
soactive drugs.

Jonathan P. Thompson, BSc, MD, FRCA
David J. Rowbotham, MD, MRCP, FRCA, FFARCSI
University Department of Anaesthesia
Critical Care and Pain Management
University Hospitals of Leicester NHS Trust
Leicester Royal Infirmary
Leicester, England

Dr. Frölich does not wish to respond.

References
1. Frolich M, Giannotti A, Modell JH. Opioid overdose in a patient using a fentanyl patch

during treatment with a warming blanket. Anesth Analg 2001;93:747–8.
2. Thompson JP, Bower S, Liddle AM, Rowbotham DJ. Perioperative pharmacokinetics of

transdermal fentanyl in elderly and young adult patients. Br J Anaesth 1998;81:152–4.
3. Shoemaker TS, Zhang J, Ashbum MA. Assessing the impact of heat on the systemic

delivery of fentanyl through the transdermal fentanyl delivery system. Pain Med
2000;1:225–30.

DOI: 10.1213/01.ANE.0000019038.77747.3E

Successful Use of Laryngeal Mask Airway
for a Patient with Tracheal Stenosis with
Tracheobronchopathia Osteochondroplastica
To the Editor:

Tracheobronchopathia osteochondroplastica (TO) is a rare benign
disease with an accumulation of bony and cartilaginous nodules in
the tracheal and bronchial mucosa (1). TO is sometimes found by
tracheal intubation (2), and it can be a cause of difficult intubation.

A 74-yr-old woman was scheduled for laparoscopic hepatectomy
under general anesthesia. She did not have any respiratory symp-
toms prior to operation. The clinical examination of the heart and
lungs was normal. Tracheal intubation was tried with an endotra-
cheal tube (inner diameter, 7.0 mm) but was unsuccessful. The cuff
inflation of a smaller diameter tube (inner diameter, 6.5 mm)
pressed the vocal cord under ventilation. The bronchofiberscopy
passed through the tube. A tracheal stenosis was revealed by bron-
chofiberscopic examination. Even if the smaller diameter endotra-
cheal tube could be inserted into the trachea, it might cause com-
plications (edema, bleeding, perforation) of tracheal lesions. The
operation was postponed because a malignant tracheal tumor was
suspected. By bronchofiberscopy, multiple nodular lesions from the
vocal cord to the carina were found (Fig. 1). By CT-scanning the
tumorous stenotic part was 35 mm distal from the vocal cord,
horizontal diameter 3–4 mm. The tumor was not malignant by
pathological diagnosis. The diagnosis was TO. A month later, lapa-
roscopic partial resection of the liver was planned. We selected a
Laser Flex® tracheal tube (Mallinckrodt® ID5.5 OD7.9). We short-
ened the distance from the distal end to the cuff by 5 mm. On the
second anesthetic course, we tried tracheal intubation, however, the
distance from the vocal cord to the tumor was still short for the cuff
inflation. The inflation of the cuff could cause an edema of the vocal
cord. The decision was made to use a laryngeal mask airway (#3)
with controlled ventilation. Each surgical procedure and anesthesia
was completed uneventfully.

Eckhardt et al. reported that laryngeal mask airway (LMA) was
used as an air leak blocker after a 7.0-mm endotracheal tube was
inserted during tracheoplasty of a patient with TO (3), whereas, to
our knowledge, our case was the first report where LMA was used
under intermittent positive pressure ventilation for a patient with
TO.
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A nasogastric tube was inserted in our case. LMA cannot com-
pletely prevent gastric regurgitation under intermittent positive
pressure ventilation. Currently, LMA-ProSeal™ (Laryngeal Mask
Company) is available, and it has a drainage tube with improved
sealing. LMA-ProSeal™ may be useful for performing intermittent
positive pressure ventilation in a difficult airway patient with TO.

In conclusion, LMA was used successfully with a muscle relaxant
under intermittent positive pressure ventilation for a patient with
TO.
Hideaki Ishii, MD
Hideyoshi Fujihara, MD, PhD
Toyofumi Ataka, MD, PhD
Hiroshi Baba, MD, PhD
Tomohiro Yamakura, MD, PhD
Toshiyuki Tobita, MD, PhD
Kiichiro Taga, MD, PhD
Koki Shimoji, MD, PhD, FRCA
Department of Anesthesiology
Niigata University School of Medicine
Niigata, Japan
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Central Venous Access in Morbidly Obese
Patients
To the Editor:

Johnson and Tobias describe the use of a spinal needle for central
venous cannulation in the morbidly obese patient (1).

We agree that vascular access can be technically challenging in
these patients. However, we emphasize that blind attempts at can-
nulation, especially in patients in whom anatomic landmarks are
obscured, is potentially dangerous.

We advocate that the most reasonable approach in terms of
efficacy and safety is to use real-time ultrasound guidance. This has

been shown to significantly increase the probability of successful
catheter placement, reduce complications, and decrease the need for
multiple insertion attempts (2).

The benefits of ultrasound guidance may be even more obvious in
the morbidly obese. In a study of patients with difficult central
venous access, a 100% success rate was demonstrated with ultra-
sound guidance (3).

Real-time ultrasound may well demonstrate that the use of stan-
dard equipment is feasible. Alternatively, it could allow the safer
use of unorthodox equipment.

Central venous cannulation is a procedure that is not without
risk. Experience suggests that these risks may be greater in the
obese. Blind attempts at central venous cannulation are not the
answer. Ultrasound guidance is a safe, cheap, and effective solution.
Paul Jefferson, FRCA
David R Ball, FRCA
Department of Anaesthesia
Dumfries and Galloway Royal Infirmary
Dumfries, Scotland

Dr. Tobias does not wish to respond.
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Infection After Radial Artery Catheterization
To the Editor:

Radial arterial catheter placement is perhaps the most frequently
performed invasive hemodynamic monitoring procedure. Although
anesthesiologists perform a large number of this procedure with
minimal complications, there are numerous reports of ischemia,
thrombosis and infection. The purpose of this letter is to share a
photograph demonstrating the potential consequences of infection
(Fig. 1).

A 60-year-old hemodynamically unstable woman came to our
operating room for an exploratory laparotomy. A 20G radial arterial
catheter was placed for hemodynamic monitoring and blood sam-
pling. The standard practice at our institution is to use strict aseptic
technique including skin preparation with povidone iodine and
sterile draping. At the end of the procedure she was transferred to
the intensive care unit.

Seventy-two hours later the arterial cannulation site was noted to
be inflamed and staphylococcus aureus cellulitis was diagnosed.
The patient returned to the operating room for surgical debridement

Figure 1. Bronchofiberscopy view: The numerous bony and carti-
laginous nodules are present at the anterior and lateral aspects of
the tracheal wall.

Figure 1. Radial artery catheter site infection after debridement.
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