CORRESPONDENCE

Placement of donble-lumen tubes with
a stylet

We read with interest the recent report by Lieberman et
al. describing placement of left double-lumen tubes
(DLTs) with or without a stylet.! We agree that there are
no reports that implicate a stylet as the sole cause of tra-
cheobronchial damage. However, we had a case of left
mainstem bronchus laceration by an old type of left
Broncho-Cath® (Mallinckrodt) using a stylet throughout
the intubation procedure. Intubation was carried out by
an experienced staff anaesthetist. Such a complication
might be rare, but may lead to serious consequences.

Lieberman ez al. reported that when the stylet had
been removed just after the tip of the tube passed
through the vocal cord, seven of 30 DLTs were ini-
tially placed into the right mainstem bronchus. In our
experiences such cases are rare. For the last three years
we have used left-sided DLT in about 150 cases and
only in four were the tips of the tube placed into the
right side. When we predict difficulty in left bronchial
intubation, for example in cases with tracheal devia-
tion by thoracic aortic aneurysm, we prefer to use a
right-sided DLT first.

Consequently, we recommend that the stylet be
removed just after the tip of the tube has passed
through the vocal cords when using the Broncho-
Cath® DLT according to the product manufacturer’s
recommendation.
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REPLY

We appreciate the comments of Drs. Hagibira,
Takashina, Tnenaka and Yoshiya vegarding placement
of left double-lumen tubes (DLTs) with or without a
stylet. Before starting our study, we contacted four man-
ufacturers of DLTs regarding recommendations in their
product lLitevature. All vesponded in writing and none
had information or evidence (in the form of adverse
event reports) that leaving the stylet in the DLT until
final placement caused atrway trauma.

Of interest, you veport an incidence of inadvertent
right mainstem intubation, using unstyletted left DLT,
which is considerably lower than the incidence veported
in the published literature.’
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Preventative not pre-emptive analgesia
with piroxicam

The recent interesting editorial’ on pre-emptive anal-
gesia began by referring to a study? of the periopera-
tive use of piroxicam. By implication the study was
investigating a pre-emptive analgesic role for piroxi-
cam. Similarly in both the introduction and discus-
sion the authors of the article mention pre-emptive
analgesia. However, it is difficult to interpret the out-
come of the study as showing a pre-emptive effect of
the piroxicam.

Lack of any pharmacokinetic information on the
“melt” piroxicam tablets or mention of the duration
of operation does not support the assumption that
equal concentrations of piroxicam were present at the
effector site in the early recovery period. To support a
pre-emptive effect it has to be shown that any greater
analgesic effect of piroxicam in group one is due to the
prevention of “wind-up” rather than to a difference in
plasma concentrations during the period of observa-
tion in the recovery ward.

Standard texts suggest peak plasma levels occur 2—4
hr after oral piroxicam.? The effect of general anaes-
thesia may be to increase this time further. The single
dose of fentanyl (presumably 1 ug-kg™, not 1
mg-kg™) and atracurium suggest the duration of the
laparoscopies resulted in patients in group 2 entering
recovery before peak piroxicam levels were reached.
Having had no piroxicam on admission to recovery it
is not surprising that group 3 VAS were different from
those of group 1. Dissimilar plasma levels during the
early recovery period might explain the differing tim-
ing and numbers of requests for supplemental analge-
sia. Had the authors reported that the differences in
analgesic consumption continued beyond the time
when piroxicam levels might have equalised in the
three groups, there would have been some support for
the idea of there being a pre-emptive effect.



