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Correspondence 

Laureate of the History of Anesthesia 
program 

To the Editor: 
In 1995 the American Society of Anesthesiologists' 
(ASA) Wood Library-Museum (WLM) established an 
international program to recognize the importance of 
the history of anesthesia by awarding, every four years, 
the title of Laureate of the History of Anesthesia to an 
individual who has made outstanding contributions to 
the study of the development of anesthesia through 
the years. 

In 1996 Dr. Gwen Wilson of Sydney, Australia was 
named the first Laureate of the History of Anesthesia. 
The WLM is presently inviting nominations for the year 
2000 Laureate, to be announced in October, 1999 and 
awarded during the annual meeting of the ASA in 
October, 2000. (The award ceremony includes presen- 
tation of  a $3,000 honorarium, a medal and an appro- 
priate diploma. The awardee will also be reimbursed for 
round-trip tourist class airfare between his/her home 
and San Francisco, as well as a $175 per diem for three 
days in San Francisco.) 

Any individual who wishes to submit a nomination 
must provide an English language copy of the nomi- 
nee's curriculum vitae and complete bibliography. The 
nominator is also to submit a letter to support the nom- 
ination by providing a detailed assessment of the unique 
value and merits of the nominee's contribution to the 
study of the history of anesthesia. This letter of nomi- 
nation will be a significant factor in the selection of the 
Laureate. Letters of  support of the nomination, are also 
invited. The nominating letter must also be accompa- 
nied by a statement signed by the nominee that he/she 
agrees to permit his/her name to be proposed. A rep- 
resentative sample of the nominee's historical writing in 
English language shall accompany the nomination let- 
ter. Nominations made for the 1996 Laureate award 
can be renewed and will be considered for the year 
2000 award by sending to the WLM an update of the 
candidate's curriculum vitae and bibliography together 
with updated letters of  support. 

All nomination materials must be received by July 
31, 1999 at the Wood-Library Museum at 520 N. 
Northwest Highway, Park Ridge, IL 60068-2573, the 
address to which requests for further information 
should be sent by mail only, please. 

Nicholas M. Greene MD 
Illinois, USA 

What does it take 

To the Editor" 
I have had the privilege to work in the Department of 
Anesthesia at McGill for fifteen years. One of the most 
impressive occasions with which I was involved took 
place on March 15, 1991 - the launching of the Harold 
Griffith commemorative stamp by Canada Post. 

Dr. Griffith died in May 1985 and left behind a rich 
heritage including his study demonstrating the safety 
and efficacy of curare during surgery which changed 
the practice of anesthesia world-wide. Dr. Griffith 
inaugurated a training programme for anesthesiolo- 
gists in World War II which was to be the predecessor 
of the McGill Diploma Course in Anesthesia, played a 
leading role in the organization of anesthesia in 
Canada and around the world, was the first President 
of the Canadian Anaesthesiologists' Society, Chairman 
of the Board of  Trustees of  the International 
Anesthesia Research Society and President of the 
World Federation of  Anesthesiologists at its first meet- 
ing in Holland in 1959. 

Since 1996, we have nominated Dr. Harold 
Griffith to be inducted into the Canadian Medical 
Hall of Fame. This institution was established in 1993 
to celebrate discovery and innovation in medical sci- 
ence and to pay tribute to Canadian men and women 
who have contributed to the understanding of  disease 
and advancement of  health of  people everywhere. 
Previous inductees have included Drs. Maude Abbott, 
Charles-Best, William Osier, Robert Salter, William 
Mustand and Sir Frederick Grant Banting. 

We need your help to increase the awareness of  the 
committee members who will decide next fall whether 
Dr. Griffith deserves a place in the Canadian Medical 
Hall of Fame. Your letters of support should be direct- 
ed to Ms. Betsy Little, Executive Director, The 
Canadian Medical Hall of Fame, P.O. Box 5015, 100 
Perth Drive, London, ON N6A 5K8. 

As Dr. J. Earl Wynands points out in his letter of 
nonimation, "A physician who made the single great- 
est contribution to a specialty since its inception, has 
been given his country's highest award and is interna- 
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tionally renowned surely should be in the Canadian 
Medical Hall of  Fame." 

What will it take to award Dr. Griffith a deserved 
place in the Canadian Medical Hall of  Fame? 

Maria Pacelli 
Montreal, Quebec 

Visible bubbles in the internal jugular 
vein during carotid endarterectomy 

To the Editor: 
We observed bubbles in the internal jugular vein (IJV) 
of  a patient during right carotid endarterectomy under 
general anesthesia (induction: 150 lag fentanyl, 200 mg 
thiopental, 50 mg rocuronium: maintenance: O 2 
40%/N20 60%, isoflurane 0.5-1.0%). Catheters were 
inserted into the radial artery (#20G) and vein (#18G) 
in the left arm. The patient was positioned supine, head 
elevated 30 ~ and turned to the left. During surgery, a 
coalescence of  small bubbles was observed throughout 
the exposed portion of  the IJV. After documentation 
with Doppler they were aspirated (#25G needle). The 
patient remained hemodynamically stable without 
change in pulse oximetry or PETCO 2. The postoperative 
course was uneventful. In a subsequent series of  carotid 
endarterectomies under general anesthesia (catheters in 
extremity side opposite to surgery), bubbles were 
observed in the 12th consecutive patient (incidence 
1/12(8%) - 2/13(15%)). The intra- and postoperative 
course of  this patient was clinically unremarkable. 

Bubbles observed in the IJV in 2 / 1 3  consecutive 
patients undergoing carotid endarterectomy are similar 
to those described following radical neck dissection 
(incidence: 42%). 1 Air embolism may occur when the 
surgical site is above the right atrium, with venous pres- 
sure at the incision site below atmospheric pressure, and 
air is entrained into the incised veins or venules. 2-4 This 
may occur during carotid endarterectomy with the head 
moderately elevated. Alternatively, air may have been 
introduced via the catheters, s It is unclear whether this 
phenomenon is a benign, albeit curious, event or a har- 
binger of  a clinically important air embolism. 

Chantal Hickey MDCM 
Steven B. Backman MDCM PhD FRCPC 
Oren Steinmetz MDCM FRCSC 
Montrtal ,  Qutbec 
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Abdominal distension during 
transurethral resection of a bladder 
t u m o u r  

To the Editor: 
Several points deserve attention in Oyston's ~ report of  
gastric distension during positive pressure ventilation 
through a laryngeal mask airway (LMA). 

Peak airway pressure should be < 20 cm water if the 
patient's lungs are healthy, the LMA is correctly 
placed, depth of  anesthesia a n d / o r  neuromuscular 
blockade are adequate and abdominal pressure is not  
increased. Peak airway pressure of  28 cm water with a 
tidal volume of  500 mL indicates partial airway 
obstruction and should prompt a search for possible 
causes. Auscultation of  the epigastrium would have 
demonstrated gastric insufflation and the need to 
remove and reposition the LMA correctly before gross 
gastric distension occurred. A tympanitic percussion 
note would distinguish abdominal distension due to 
gastric insufflation from leakage of  fluid from a rup- 
tured bladder. 

On the rare occasions when gastric decompression is 
required, we ventilate with 100% oxygen, remove the 
LMA and pass a gastric tube through a Williams airway 
intubator (Anesthesia Associates, San Marcos CA) to 
aspirate air and /or  gastric fluid. We then remove both 
devices, reinsert the LMA and confirm its correct posi- 
tion. Although one of  us helped to design the airway 
intubator for blind tracheal intubation, 2 we find that it 
is also an excellent conduit for an oral gastric tube. 

The size 3 LMA is now considered too small for 
positive pressure in adult females. It may fit poorly 
around the laryngeal inlet, or pass into the proximal 
esophagus, s Current European practice is to use size 4 
for adult women and size 5 for adult men when posi- 
tive pressure ventilation is used. s,4 


