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anaesthesia with muscle paralysis and inhaled maintenance
of anaesthesia. This strategy led to reduced propofol con-
sumption and greater thiopental use, leading to greater fa-
miliarity with its use. This change in practice was possible
because more experienced anaesthetists were able to teach
junior anaesthetists about the use of thiopental. Thus, the
current crisis allowed anaesthetists to (re)discover thiopental
and its interesting properties: reliable hypnotic effect, short
induction time, cardiostability, and slow recovery minimising
awareness during induction of anaesthesia.

Ultimately, the question about the choice of hypnotic drugin
modern anaesthetic practice should be: ‘What is, for a given
patient and intervention, the benefit/risk ratio of using a
particular hypnotic drug for induction or maintenance of
anaesthesia?’, which takes into account both patient and sur-
gery characteristics and cost of the drugs, whilst considering
maintenance of sufficient skill for the use of various hypnotic
drugs in anaesthesia. Propofol has some advantages over thio-
pental: it provides good intubating conditions without muscular
relaxation and can be used for maintenance of anaesthesia
without slowing recovery. But, in clinical practice, these char-
acteristics of propofol are not essential or utilised for all pa-
tients. Another issue is the increased risk of medication error
when using thiopental rather than propofol.* Medication errors
are notinfrequent in anaesthesia and involve several categories
of drugs.’ Reintroducing thiopental in the operating theatre
could provide an opportunity to strengthen education and
teaching focusing on drug preparation, labelling, and adminis-
tration, contributing to improve practice and increase safety.’

The time to remove thiopental from anaesthetic practice,
especially for Caesarean section, has not yet arrived. One must
wonder whether it is desirable or beneficial that new genera-
tions of anaesthetists have become dependent on a single i.v.
hypnotic drug for induction of anaesthesia.
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Editor—The common femoral artery (CFA) is frequently used for
insertion of peripheral arterial lines, particularly when access to
upper limb vessels is restricted. The advantages of using the CFA
include its large lumen, reliable landmarks, and close repre-
sentation of the aortic pressure.! CFA catheters are also thought
tobelesseasily displaced and have alower failure rate compared
with radial artery catheters.” However, there are also
disadvantages to the CFA approach including a deeper course
compared with the radial artery and a higher risk of local and
systemic sepsis consequent to its proximity to the perineal
area.’ In obese patients, excess abdominal tissue may make
insertion of a femoral arterial line more challenging. Injury to
the femoral nerve, the major innervation of the anterior
compartment of the thigh, has also been reported in up to 0.2%
of cases secondary to haematoma, pseudoaneurysm, or injury
after CFA line insertion.*”

Immediately distal to the inguinal ligament the CFA bi-
furcates into the deep femoral (profunda femoris) artery and
the superficial femoral artery (SFA). The SFA traverses the
adductor canal giving off minor branches to the muscles of the
thigh finally emerging from the adductor hiatus as the popli-
teal artery. With the introduction of ultrasonography into
routine clinical practice the SFA has become a viable option for
arterial line insertion when traditional approaches are un-
available. Using a high-frequency (6—13 MHz) linear trans-
ducer, the SFA can be viewed in a transverse or longitudinal
orientation immediately posterior to the sartorius muscle. The
SFA can be accessed with the introducer needle being viewed
out-of-plane or in-plane (Supplementary Files 1—3). A longer
needle and catheter may be required owing to the location of
the SFA immediately inferior to the sartorius muscle by 3—4
cm depending on body habitus (Supplementary Files 1-3).

The SFA offers several advantages for arterial line insertion
including its large lumen and consistently straight course
within the adductor canal, which is ~15 cm long
(Supplementary File 2). Although the mean lumen diameter of
the SFA is 6.0 [0.12] mm, its smaller lumen in comparison with
the CFA (8.2 [0.14] mm) might increase the risk of thrombotic
complications, although there is no evidence to support this.°®
The diameter of the SFA is significantly larger than that of the
radial and brachial arteries (2.1 [0.4] mm and 3.9 [0.5] mm,
respectively), which are commonly used for vascular access.”*
There is some evidence of superiority or non-inferiority of
using the SFA for arterial line insertion compared with the
CFA. In a randomised trial of patients undergoing endovas-
cular interventional treatment, accessing the SFA was more
successful (49/50 patients) compared with 41/50 patients in the
CFA group [P=0.016] and faster (3 min 25 s) compared with
puncturing the CFA (5 min 26 s) [P<0.001].” However, pseu-
doaneurysm was more common after SFA line insertion (8/49
patients) and manual compression compared with the CFA (1/
41patients) [P=0.036].” Insertion at the level of the mid-thigh
allows the SFA line to be safely secured and more easily
accessed (Fig. 1). Puncturing the SFA distal to the perineum
may also be expected to reduce the incidence of local infection
and sepsis compared with the CFA although there is no cur-
rent evidence to support this.” Significant neurological
disability secondary to haematoma, pseudoaneurysm, or
injury may also be reduced by using the SFA approach. Unlike
the femoral nerve, the saphenous nerve lying immediately
lateral to SFA in the mid-thigh has no motor function but has a
purely sensory role innervating the skin of the medial aspect
of the lower leg.

Fig 1. An arterial catheter within the superficial femoral artery
at the level of the mid-thigh.

Ultrasound-guided SFA catheter insertion at the level of the
mid-thigh may offer an alternative option for arterial access
when traditional approaches to the upper and lower limbs are
unavailable.
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Editor—We enjoyed discussing the work of Starck and col-
leagues® at our recent virtual journal club based at the North
West School of Anaesthesia, UK. We were fascinated to learn
about research in parabolic flight microgravity and
congratulate the authors on conducting a challenging study
to compare simulated tracheal intubation using direct and
videolaryngoscopy by experts and novices. The study
concluded that there was no significant difference between
novices and experts using a McGrath videolaryngoscope
(Medtronic, Dublin, Ireland) when intubating the ‘trachea’ of
a SimMan ALS manikin (Laerdal, Stavanger, Norway) in
simulated microgravity. The accompanying editorial’ raises
some excellent points around the methodology of this study,
to which we would like to add. Furthermore, we have some
observations concerning skill acquisition and retention,
which may offer some explanation for the interesting and
perhaps surprising findings in Starck and colleagues’® paper.
Firstly, we wish to draw attention to the role of the airway
assistant. It was important to include ‘novice’ participants in
Starck’s” study because long-duration spaceflights involve a
not-inconsiderable risk of a medical emergency necessitating
airway management. If required, this would need to be un-
dertaken by members of the crew who may not be medically
trained or experienced in tracheal intubation. Furthermore,
because of the distances involved, real-time guidance from an
expert on Earth would be impossible, so self-sufficiency would
be required. We note, however, that whilst novices undertook
the intubation attempt on 50% of occasions, the assistant for
all attempts was described as an ‘expert’. The role of the
anaesthetic assistant is vital in emergency airway manage-
ment, including providing equipment in an appropriate
fashion, decision support, identification and mitigation of
airway problems, and providing a degree of supervision for
inexperienced anaesthetists.®* Although this study simulated
only a single task with little requirement for decision making,

we wonder if the involvement of an expert assistant may have
improved the chances of success in comparison to what may
reasonably be expected in the spaceflight context.!

Secondly, we question the definition of ‘failure’ in Starck
and colleagues’! study, which comprised misplacement of the
tracheal tube (including endobronchial intubation), or a pro-
cedural duration that exceeded the duration of the parabola
(25 s).! Whilst problems such as unrecognised oesophageal
intubation clearly do represent ‘failure’, we question the
appropriateness of this binary classification in other circum-
stances. Endobronchial intubation, for example, is easily
rectified and can be lifesaving in an airway emergency. With
this in mind, it would have been useful to know the reasons for
failed intubation. Given the limited data that are presented itis
possible, for example, that videolaryngoscopy mitigated the
risk of endobronchial intubation as a result of improved vis-
ualisation of the tube markings, but that the results were
otherwise the same.

Thirdly, the way in which skill levels are defined requires
consideration. Whilst Starck and colleagues’ definition of
‘experts’ (>1000 tracheal intubations) is uncontroversial,
defining those having completed less than 10 intubations
before the study as ‘novices’ may not be accurate. The Dreyfus
and Dreyfus model of skill acquisition defines five levels of
skill: novice, advanced beginner, competent, proficient, and
expert.” According to this system, novices lack the benefit of
contextual knowledge. However, the less experienced partic-
ipants in this study could reasonably be expected to have ac-
quired this as a consequence of both prior intubation
experience and the training course (including four tracheal
intubations) provided as part of the study.’ Relatively little
experience is required to rapidly move through lower skill
levels. It should therefore be considered whether the theo-
retical maximum of 13 intubations that ‘novices’ could have
undertaken before the start of data collection may have
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