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Multiple finger joint veplacement

and continunous physiotherapy

using ultrasound guided, bilateral
infraclavicular catheters for continuous
bilateval upper extvemity analgesia

To the Editor:
A 27-yr-old woman was scheduled for extensor tenol-
ysis and Swanson arthroplasty of multiple finger joints,
bilaterally. She suffered from complex regional pain
syndromes, bilaterally, with an average pain score of
6-7/10 (on a scale of 0-10, 0 = no pain, 10 = worst
possible pain), and she habitually used opioids. After
receiving informed consent, we obtained intrave-
nous access in the patient’s foot, and we completed
right infraclavicular block under ultrasonic guidance
(Micromax, Sonosite Medical Systems® Bothell, WA,
USA) with nerve stimulator assistance (Pajunk® Geis-
ingen, Germany). A stimulating catheter was inserted,
maintaining appropriate twitches, and the location
of its tip was confirmed by injecting 2 mL of hand-
agitated 5% dextrose (D5W) under Doppler colour
flow. The block was initiated with 17 mL of 0.3%
ropivacaine with 1:400,000 epinephrine given via the
catheter. Ten minutes later, this was followed by left
infraclavicular stimulating catheter insertion. Thirty
minutes after the right catheter dosing, it was subse-
quently injected with 17 mL of 0.3% ropivacaine with
1:400,000 epinephrine. The patient was then given
general anesthesia. After one hour of initial block,
an infusion of 0.125% ropivacaine was started at 10
mL-hr via the catheter, and this continued through-
out the six-hour surgical procedure.

The acute pain team routinely monitored the patient,
and, if her pain score was 5 or higher, they adminis-
tered 10 mL of ropivacaine 0.125%, over and above
continuous infusion, every four to six hours. Physio-
therapy was started on postoperative day (POD) one,
and, as her pain scores reached a high of 6 at the onset,
she needed an extra bolus of ropivacaine. Thereafter,
she was given a bolus before each start of the continu-
ous physiotherapy machine (CPM). During times of
rest, the patient’s hands remained in splints.

Intravenous access was maintained throughout the
time the catheters were being infused. The patient
was educated about the signs and symptoms of local
anesthetic (LA) toxicity and was instructed to imme-
diately report any warning signs, should they occur.
The doses of ropivacaine used and the pain scores are
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TABLE

Time 0-24 2448 48-72 72-96 96-120 120-126
hr hr hr hr hy hr

Total 762 mg 675 mg 606 mg 600 mg 356 mg 0 mg

ropivacaine

Pain scores* 0/0 2/6 0/5
minimum/

maximum

0/25 0/2 0/2

*Pain score is on a scale of 0-10.

given in the Table. The highest pain score occurred at
the time the CPM was initiated.

The patient returned home on the evening of POD
five following removal of both catheters. At the end of
three months, she was doing well with regular follow
up in the chronic pain clinic.

Bilateral infraclavicular catheter insertion has previ-
ously been reported;!? however, both catheters were
not being used to provide simultaneous postoperative
pain relief. Open surgery of both hands required a
large volume of LA; therefore, ropivacaine was cho-
sen because of its greater margin of safety. Ultrasound
facilitated the accurate localization of the plexus and
thereby reduced the volume and concentration of LA.
Epinephrine was added as an intravascular marker.
The second catheter was inserted within a few min-
utes of the first; however, in order to limit the peak
plasma concentrations that may occur 20—45 min after
a bolus administration, the LA was not administered
simultaneously.

The catheter location can be confirmed with agitat-
ed D5W when the tip can be seen by colour Doppler.
The injection of LA can be monitored under ultraso-
nographic visualization, and inadvertent intravascular
injection can, thereby, be prevented. The patient was
educated about the signs and symptoms of LA toxic-
ity. She was looked after in a monitored care facility
where intravenous access was maintained at all times.

The recommended safe single dose limit for periph-
eral nerve block with ropivacaine is 300 mg,? while con-
tinucus peripheral nerve block infusions of up to 28
mg-hr? have been recommended.* Cumulative doses
of 770 mg ropivacaine administered over 24 hr have
been well tolerated in adults when used for postopera-
tive pain management.* Bilateral blocks of any kind
must be evaluated on a case-by-case basis, and concerns
regarding toxicity must be carefully addressed.

A AstraZeneca Product monograph. NDA 20-533/S-012 pages
3-23.
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Awake ovotracheal intubation under
airway topical anesthesin using the
Bonfils in patients with a predicted
difficult airway

To the Editor:

The Bonfils Retromolar Intubation Fibrescope™
(BRIF™; Karl Storz Endoscopy, Tuttlingen, Germa-
ny) is a semi-rigid optical stylet with an outer diameter
of 5.0 mm, a fixed anterior tip curvature of 40°, and
a 1.2-mm working channel.! Successful intubation
using the BRIF™ has been confirmed in patients with
predicted or known difficult airways, either awake or
under general anesthesia.™® We recently assessed the
efficacy of the BRIF™ for airway topical anesthesia and
awake intubation in patients with predicted difficult
airways.

After obtaining local Ethics Committee approval
and written informed consent, 45 patients aged 18-
67 yr, weighing 56-68 kg, and scheduled for elective
surgery were included in the assessment. The patients
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were predicted as having a difficult airway due to the
following factors: a limited mouth opening with an
inter-incisor distance of 17-30 mm (11 cases), limited
head and neck movement (21 cases), a Mallampati
grade 4 with a history of severe snoring when sleeping
in the supine position (eight cases), and micrognathia
with a thyromental distance < 5 cm (five cases). Our
anesthetic plan was to perform awake intubation in all
cases using the BRIF™ under airway topical anesthesia
prior to general anesthesia.

According to methods previously described,* we
placed an end-hole epidural catheter in the working
channel via the injection port of the BRIF™, with the
distal tip of the epidural catheter close to the distal
end of the BRIF™ but not protruding beyond. This
was attached proximally to a triple stopcock and an
oxygen supply of 2 L-min™. Lidocaine was injected
via the triple stopcock and emerged distally as a fine
spray. In the preoperative holding area, a 20G intra-
venous cannula was inserted, standard monitors were
applied, and atropine 0.3-0.5 mg ¢v was administered
for its antisialogogue effect. The posterior pharynx
was anesthetized with five intra-oral sprays using a
metered-dose inhaler of 10% lidocaine (Astra® Phar-
maceutical Products, Inc, Westborough, MA, USA);
cach depression of the release button delivered 0.1 mL
(10 mg). In the operating room, fentanyl 1.5 ug-kg™?
1y was administered, and midazolam was titrated in
increments (up to 2-4 mg iv) to establish to the
desired level of sedation, i.c., with the patient calm,
falling asleep if undisturbed, but still appropriately
responding to verbal commands. With the patient’s
head and neck placed in a neutral position, a prepared
BRIF™ was inserted into the patient’s mouth in the
midline, and slowly advanced into the airway until the
epiglottis was reached.! Next, 1 mL of lidocaine 2%
was sprayed into the epiglottic vallecula under direct
vision of the BRIF™, and this procedure was repeated
after five minutes. After completion of the supraglottic
spray, the BRIF™ was again inserted and positioned
immediately anterior to the vocal cords. At this time,
2 mL of lidocaine 2% was sprayed to anesthetize the
laryngotracheal area. This procedure was also repeated
after five minutes. Five minutes after the second laryn-
gotracheal spray, the BRIF™, preloaded with a 7.0
mm or 7.5 mm cuffed endotracheal tube (ETT), was
inserted and advanced towards the posterior pharynx
until the tip of the scope just passed the glottic open-
ing. An additional 2 mL of lidocaine 2% was injected
into the trachea and the ETT was advanced over the
BRIF™into the trachea. An independent investigator
scored the patient’s reaction during intubation using
a modified five-point scale (no reaction = 1, slight gri-



