
when pressure support ventilation was ®rst attempted with no
evidence of autotriggering. The switch from pressure sensitivity to
¯ow sensitivity settings used at that time led to the `hypoventila-
tion' because of failure to trigger. The time duration of ¯ow
sensitivity settings was not continued beyond a couple of minutes
for obvious reasons. This was possibly not long enough for the
patient to exhibit discomfort or desaturation, especially when
there was some ventilation of the lungs occurring.

As regards the positive end expiratory pressure (PEEP)
settings, the intention was to prevent atelectasis rather than
alveolar recruitment. Alveolar recruitment generally needs a
PEEP of 10 cm H2O or more.8 The ®rst patient had required a
high inspired oxygen concentration during the preceding three
weeks and the PEEP was being gradually brought down. Dr
Morris has expressed concern about the possible complications
of PEEP in these patients. If these patients did not have
adequate expiration, auto-PEEP would have been inevitable.
There was no evidence of this in either of these patients as seen
on the ventilator graphic waveforms. Volume support was the
back up mode for these patients in the event of pressure support
failure. The inadequate inspiratory efforts were noted only
during the trial of ¯ow sensitivity settings and not otherwise.
Hence, pressure support ventilation was continued in both
patients.

We do not think that the ventilatory management in these
two patients was inappropriate at any stage. Weaning
quadriplegic patients from ventilatory support is a challenging
task, probably best done in specialist centres, which may be
more familiar with the triggering issues we have highlighted.
However, because of service constraints, many patients similar
to the two cases we have reported will continue to be cared
for in non-specialist critical care units throughout the country.

S. Kannan
N. Sherwood
Birmingham, UK
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Tracheal intubation using a Macintosh
laryngoscope or a GlideScopeâ in 15 patients
with cervical spine immobilization

EditorÐThe use of rigid ®brescopes that incorporate tracheal
tubes does not allow for independent movement of the ®brescope
to allow visualization of the glottis while inserting the tube.1±3

This produces particular problems in patients with cervical
rigidity.4 In addition, these devices all suffer from fogging and
obstruction of the lens.5

The GlideScopeâ (Saturn Biomedical Systems Inc, Burnaby,
British Columbia, Canada; retail price US$6500±7000 including
monitor) is a new video laryngoscope that may be a useful
alternative in dif®cult airway management. The GlideScopeâ

incorporates a high resolution digital camera located in the middle
of the blade tip. The glottis is visualized through a video cable,
using a high resolution LCD monitor. The blade design of the
GlideScopeâ has several advantages; an embedded anti-fogging
mechanism, a reduced overall thickness of 18 mm, and a 60°
curvature to match the anatomical alignment (Fig. 1).

The object of the study was to compare the Cormack grade6

obtained initially with a Macintosh laryngoscope and then with
the GlideScopeâ, in 15 patients presenting for general anaesthesia
who were wearing cervical collars. Informed written consent was
required for inclusion in the study.

The camera portion of the GlideScopeâ is inserted along the
middle of the tongue and the tip is positioned in the vallecula. The
epiglottis is elevated by lifting the blade into the vallecula. A view
of the epiglottis and glottis is available on the monitor as soon as
the camera section of the GlideScopeâ enters the mouth. The tube
stylet is an important part of intubation with the GlideScopeâ. It is
curved to follow the 60° angulation of the GlideScopeâ blade. The
Cormack grade (I±IV) and ease of tracheal insertion were
evaluated in each patient.

The Cormack grading in 14 of the 15 patients (93%) was
reduced by one when using the GlideScopeâ. One Grade IV
patient and eight out of nine Grade III patients on direct
laryngoscopy became Grades III and II respectively on using the
GlideScopeâ. One patient classi®ed as Grade III using direct
laryngoscopy remained a Grade III with the GlideScopeâ. This
patient was intubated using a gum elastic bougie under continuous
vision provided by the GlideScopeâ. In addition, ®ve Grade II
patients became Grade I using the GlideScopeâ. The average time
of intubation with the GlideScopeâ was 38 s. No complications,

Fig 1 The GlideScopeâ blade design: a reduced thickness of 18 mm and

a 60° curvature. The tracheal tube stylet is curved to follow the 60°
angulation.
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including no trauma to the teeth, were observed. In order to carry
out tracheal intubation using the GlideScopeâ, the stylet inside the
tracheal tube and the GlideScopeâ were withdrawn approx 4 cm
and 1 cm, respectively.

These results demonstrate that the GlideScopeâ provides
adequate vision of the glottis even when the oral, pharyngeal
and laryngeal axes are not aligned.
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Con®dence in statistical analysis

EditorÐAsai is to be congratulated for elegantly demonstrating
the superiority of con®dence intervals over signi®cance testing to
meaningfully convey the results of randomized controlled trials.1

The recommendations made in his editorial will do much to
improve trial reporting.

It may be useful to draw readers' attention to the CONSORT
statement2Ða set of guidelines for reporting randomized con-
trolled trials that has been adopted by a number of medical
journals. This too contains useful suggestions regarding that
statistical information which it is appropriate to report to enable
readers to independently evaluate a study.

O. Sanehi
Cheshire, UK

EditorÐI fully agree with Dr Sanehi that the Consolidated
Standards of Reporting Trials (CONSORT) statement,2 is a set of
variable guidelines for reporting randomized controlled trials.

In the era of evidence-based medicine, accurate analysis of
randomized controlled trials is mandatory. This can be achieved
only when these reports provide readers with enough valid and
meaningful information concerning the design, conduct, and
analysis of trials. In 1993, two independent groups made proposals
for effective reporting, and subsequently, these two groups (with
others) held a joint meeting in 1995 and published the CONSORT
statement in 1996.2 In 1999, the CONSORT group met again with
the primary objective of revising the original statement, and a
revised CONSORT statement was published in 2001.3 4 The
revised statement consists of a checklist and a ¯ow diagram: the
checklist consists of 22 essential items that should be included in

reports of randomized controlled trials, whereas the ¯ow diagram
provides information about the progress of patients throughout
two-group parallel-design randomized controlled trials. Articles
based on the CONSORT statement provide readers with a
consistent approach to ®nding relevant information from one
report to another.

In the statement, several items are on statistical analysis, such
as sample size, randomization, blinding and statistical analysis.
Item 17 (outcomes and estimation) states that `[f]or each primary
and secondary outcome, a summary of results for each group and
the estimate effect size and its precision (e.g. 95% con®dence
interval)' is required.3 4 I encouraged authors and readers of the
British Journal of Anaesthesia to gain con®dence in con®dence
intervals in addition to hypothesis tests in reporting and analysing
studies. Application of appropriate statistical analysis1 and the
CONSORT statement3 4 will lead to more comprehensive and
complete reporting of randomized controlled trials.

T. Asai
Osaka, Japan
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Epidural abscess complicating insertion of
epidural catheters

EditorÐI was very interested to read the case reports by Dr
Phillips and colleagues1 of epidural abscess formation after the
use of epidural catheters. They make the point that not only does
the incidence appear to be increasing, but also development of
signs and symptoms often occurs after the catheter has been
removed, making diagnosis dif®cult. I totally agree with their
observations.

In Torbay, we perform about 600 non-obstetric epidurals a year.
Over the past 3 years we have diagnosed three abscesses related to
epidural catheters, although before this there had been none. Other
centres in the south west of England have reported similar events.
All three of the cases in Torbay presented after the catheter had
been removed. One patient had already been moved to a
community hospital for convalescence. The presentation in all
three patients included a mild pyrexia, back pain and in¯amma-
tion at the site where the epidural had been inserted, and an
increase in C-reactive protein. All patients had undergone bowel
surgery, one for cancer and two for ulcerative colitis. The epidural
catheters had been in situ for no more than 5 days. One patient had
an in¯amed epidural site with pus when the catheter was removed
(which grew Staphylococcus aureus). Another patient developed a
super®cial abscess a week after removal of the catheter, which
proved to be because of MRSA. No patient had any neurological
signs or symptoms or meningism. The diagnoses were established
by means of MRI scanning. Two patients required surgical
evacuation of the abscess, and the third patient was managed
conservatively. There were no long-term sequelae.
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