
impossible to overcome during the typical three to
four hour time frame of cardiac surgery. Preoperative
attention to the prevention of hyperglycemia is neces-
sary for successful blood glucose control and the
potential benefits of insulin therapy.
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Use of the LMA in an unusual “impos-
sible to ventilate” situation

To the Editor:
The laryngeal mask airway’s (LMA) effectiveness as an
emergency airway device has earned it a prominent role
in the American Society of Anesthesiology difficult air-
way algorithm.1 We describe an unusual case where the
LMA’s ability to provide positive pressure at the larynx
may have prevented a hypoxic episode in a patient with
an unanticipated difficult airway. A 68-yr-old, 102-kg
gentleman with a medical history significant for hyper-
tension, gastroesophageal reflux (GER) and

osteoarthritis presented for debridement and explo-
ration by the otorhinolaryngology service. The patient
had undergone several previous surgeries during this
hospitalization for removal of a hemangiopericytoma
of the ethmoid sinus that extended through the cribi-
form plate. Following excision of the hemangiopericy-
toma through a bifrontal craniotomy and anterior skull
base osteotomy, the defect between the brain and nasal
cavity was closed with a pericranial flap. The patient
developed an infection of the pericranial flap, requiring
removal of the bone plate with loss of the base of the
skull including ethmoid roof, cribiform plate, and
plenum sphenoidali, thereby leaving a large connection
between the frontal sinus and the nasal cavity. Since his
previous anesthesia inductions and intubations had
been uneventful and in the presence of active GER dis-
ease, a rapid sequence induction with propofol, suc-
cinylcholine and fentanyl was performed. When direct
laryngoscopy by the anesthesia resident did not yield
an acceptable view for intubation, the mask was re-
applied to the patient. Manual ventilation resulted in
synchronous puffs of air in the resident’s face emanat-
ing from a 2-cm circular area of skin breakdown on the
patient’s forehead (Figure), and no appreciable chest

CORRESPONDENCE 949

FIGURE Prominent forehead lesion; source of air leak.



rise or carbon dioxide on capnography. A #5 LMA
(LMA North America, San Diego, CA, USA) was
quickly placed without difficulty as a bridge to success-
ful intubation on a subsequent attempt. The procedure
and recovery from anesthesia were uneventful. The
patient admitted postoperatively that during water jet
cleansing of his nostrils, he noted fluid coming out of
skin dehiscence on his forehead, but that it had
‘scabbed over’ recently. Although it was theoretically
possible that plugging the ‘blowhole’ on the patient’s
forehead may have allowed mask ventilation, the LMA
proved an ideal emergent airway adjunct, allowing pos-
itive pressure ventilation with the sealed cuff at the
level of the glottis.
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Continuous low-dose diclofenac infu-
sion for fever control in patients with
acute neurological lesions

To the Editor:
The optimal treatment of fever in acute neurological
patients is still a matter of debate. Several methods are
reported, but may be unsuccessful or associated with
hemodynamic instability.1,2

We examined the effect of a continuous infusion of
low doses of diclofenac (DCF) on bladder tempera-
ture and cerebral and systemic hemodynamics. After
approval from the Institutional Review Board 18 con-
secutive, febrile patients (bladder temperature $
38.3°C)3 with acute neurological lesions (Glasgow
Coma Scale # 7) were studied prospectively.

In the presence of fever lasting more than four
hours, a continuous low-dose DCF infusion (0.04
mg·kg·hr–1) was administered for at least 24 hr.4
Initially, 500 mL of sodium chloride 0.9% were
infused in four hours. Infusion rate of vasopressors
was kept constant.

Results are presented as mean ± standard error.
ANOVA for repeated measures and Newman-Keuls
test for post-hoc comparisons between groups were
used for statistical analysis. 

At baseline, temperature was 38.6 ± 0.1°C. In all
but two patients, DCF was able to reduce the bladder
temperature below 38.3°C; the decrease in tempera-
ture was statistically significant at 6 hr, 12 hr and 24
hr (P < 0.0001); (T6 hr 37.1 ± 0.3°C, P < 0.001; T12 hr
36.8 ± 0.3°C, P < 0.001; T24 hr 36.8 ± 0.3°C, P <
0.001). The effects of DCF on mean arterial pressure
(MAP), intracranial pressure (ICP) and cerebral per-
fusion pressure (CPP) are shown (Figure). No impair-
ment in liver and renal function, modification in blood
cell count or gastrointestinal bleeding was observed. 

DCF was effective in reducing fever in the majority
of the cases, without affecting CPP. We observed a
high hemodynamic tolerance of DCF, probably due to
the low dosage and use of a continuous infusion.
Nonetheless, we found a significant reduction of MAP
at 6 hr, in association with a decrease of ICP.
Although CPP was not reduced, this effect must be
kept in mind during the infusion of DCF, and fluid
administration may be necessary to maintain hemody-
namic stability. 

We observed that two patients did not respond to
treatment; no infection was apparent in these cases,
(positive cultures were found in 14 patients) suggest-
ing that fever caused by a non-infective mechanism
might not respond as well to DCF.

950 CANADIAN JOURNAL OF ANESTHESIA

FIGURE Mean arterial pressure (MAP), cerebral perfusion pres-
sure (CPP) and intracranial pressure (ICP) before, and at 6 hr, 12
hr, 24 hr after the beginning of the infusion. *P < 0.05; 
**P < 0.01. Statistically significant differences with baseline are
reported. Means ± SEM are shown.


