
As a result of this increasing problem, we have clari®ed our
guidelines regarding the insertion and management of epidurals,
and have developed a new nursing care plan to ensure daily site
observation and documentation. We have also produced an
algorithm that provides easy instructions for use with suspected
cases. Constant education helps to raise awareness of the problem.
However, in view of the occasional late presentation, perhaps we
should be providing patients and their GPs with written
information, to ensure early recognition of all cases in an
endeavour to reduce the chance of permanent neurological
damage.

It is recognized that epidural infections (deep and super®cial)
are more likely in patients on ITU, or patients receiving
immunosuppression, with diabetes, cancer or an underlying
infection.2 Epidurals are now being performed more frequently,
particularly on patients with greater infection risks, making the
previous ®gure of 1/19303 inaccurate. I believe that Dr Phillips'
®gures are more representative. It is important to realize that in the
high-risk groups, the chance of developing an epidural abscess
might be as high as 1 in 100±200. This has serious implications
regarding performing epidurals in such patients and obtaining
their consent.

At the Acute Pain Symposium held in Chester, England in
2002, it was felt that we should develop a national database to
collect ®gures regarding the incidence of major epidural-related
complications such as abscesses, haematomas and nerve damage.
We are trying to do this in the south west of England, but for many
units, collecting the information to provide the denominator is
dif®cult, as it stretches an already over-committed and under-
funded service. In view of the seriousness of the possible
outcomes, however, I do feel that we should be able to produce
accurate national ®gures to enhance patient safety and improve the
information available to patients.

M. Hearn
Torquay, UK

EditorÐWe thank Dr Hearn for her support of our paper. We
wholeheartedly agree that that the occurrence of symptoms of
pyrexia, back pain and in¯ammation at the epidural insertion site
should raise suspicion of impending or actual epidural abscess
formation. While all patients must receive meticulous care at the
time of epidural insertion, it is essential that high standards of
infection control and prevention continue during the time the
epidural catheter remains in situ. We too ensure that the epidural
insertion site is checked daily and that its condition is recorded on
the epidural observation chart. Hopefully this brings any potential
epidural infection to the attention of the ward nurses and acute
pain team. However, as in one of our case reports1 and in all three
of Dr Hearn's reports, epidural site infection can develop after
removal of the epidural catheter. It may be that we should
continue to look for signs of epidural infection daily until
discharge from hospital. Whether this should continue after
discharge is dif®cult to say. Its instigation would certainly prove
dif®cult in practice. We should, however, attempt to raise
awareness of the presentation of epidural site infection in the
primary care setting.

It may well be that there are groups of patients who are at
higher risk of epidural infection. If a national database were set up
to prospectively record the incidence of major epidural complica-
tions, it might be possible to retrospectively look for such risk
factors in these patients. By de®ning those patients who are at high
risk from complications of epidural anaesthesia, we could adjust

our clinical practice to minimize the risk of such complications.
This would also improve our ability to provide informed consent.

C. Roberts
Gloucester, UK
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Temporomandibular joint assessment in
anaesthetic practice

EditorÐTemporomandibular joint dysfunction (TMJD) is a term
used to describe a number of related disorders involving the TMJ,
masticatory muscles and associated structures. All these condi-
tions share symptoms such as pain, which is centred in and around
the pre-auricular region. Clicking or grating sounds on mandibular
movement may also occur together with restricted mouth open-
ing.1 About 60±70% of the general population have at least one of
these signs of TMJD, yet only one out of four such individuals is
aware of them, or reports any symptoms.2 The aetiology of TMJD
is complex and still largely unresolved. Malocclusion, psycho-
genic factors, and trauma, both chronic and acute, are often cited
as possible causes or exacerbating events in patients vulnerable to
TMJD.3 In the literature, few studies focus on the relationship
between the TMJ and orotracheal intubation, and TMJ evaluation
may not be performed during preoperative anaesthetic assessment
(www.tmj.org/causes.asp).

During direct laryngoscopy, after induction of anaesthesia,
damage may occur to the TMJ, especially during dif®cult
intubation, attributable to: (i) excessively wide opening of the
mouth, by applying force in opposite directions to the upper and
lower teeth; (ii) advancing the laryngoscope blade toward the base
of tongue and sweeping it toward the midline, so that the tongue is
pushed across the mouth; and (iii) using the laryngoscope blade to
visualize the glottic plane.4 In addition, tooth grinding or
clenching during wakening can stress the TMJ.

From September to November 2002, 68 patients (mean age 50.6
yr; range 17±82 yr; F 28; M 40) were studied for evaluation of
TMJ dysfunction before and after surgery. Patients undergoing a
surgical procedure potentially causing TMJD and those with ear
disease were excluded. Preoperatively and the day after surgery,
examination of the mouth and jaw including: maximum mouth
opening; deviation of the mandible upon opening or closing the
mouth; and clicking, crepitation or pain on palpation were
performed by the same practitioner, who did not perform tracheal
intubation. Patients with at least two of the following signs were
considered to be affected by TMJD: a reduced range of painless
maximal vertical opening (normal range 42±55 mm interincisal
distance);1 pre-auricular pain and earache; or clicking or grating
sounds on TMJ movement. Nine of 68 patients (13%, 95% CI
6.2±23.6%) had a functional disturbance of the TMJ before
intubation. After intubation, 4/9 (44%, 95% CI 13.6±78.8%) with
TMJD showed worsening of the dysfunction; and 3/59 (5%, 95%
CI 1±14%) subjects developed TMJD for the ®rst time.
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Dysfunction of the TMJ is not an uncommon cause of dif®cult
intubation in patients with a normal airway.5 On the basis of these
data, we propose to include in our preoperative anaesthetic
evaluation a clinical assessment of the TMJ in all patients. This
will allow us to choose the best intubation technique and to reduce
the risk of post-intubation new onset TMJD, or worsening of
misdiagnosed TMJ disorders. Further studies would improve our
knowledge about risk factors and the relationship between the
TMJ and orotracheal intubation.

F. AgroÁ
F. Salvinelli
M. Casale
S. Antonelli
Rome, Itlay
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Keeping up with the Jones' or Joneses?

EditorÐAs a Welshman, I feel I must question the grammatical
correctness of the title of your recent Editorial:1 Electronic

manuscript submission to the BJA: keeping abreast of the times, or
keeping up with the Jones'.

The plural of Jones is Joneses, -es being added as an indicator
of the plurality of a word of which the singular form ends in s, as
in dresses or messes. The apposition of the much misused
apostrophe to the word Jones does not pluralize it. Although
apostrophes should normally be used to indicate possession, their
use to indicate plurality is acceptable, but only under certain
circumstances (e.g. for numbers or individual letters). Examples
might include the 1990's (although most now prefer the 1990s),
and phrases that would not make sense without the apostrophe,
such as `there are three i's in the word inhibit'. If possession was
implied, for example if the understood full sentence might have
been something similar to `keeping up with the Jones' changes',
but the word changes was omitted, the title should have ended
with the Joneses', as it is always assumed that more than one
Jones is involved.

It may be possible to argue that a ®nal s had been omitted from
the word Jones's. This change is often made to words ending in s,
as in the use of St Thomas' Hospital in place of the perhaps more
correct St Thomas's Hospital. However, this would again imply a
singular Jones.

In summary:
Mr and Mrs Jones = The Joneses
The house of Mr Jones = Mr Jones'(s) house
The house of Mr and Mrs Jones = The Joneses' house
`Keeping up' with the practices or possessions of Mr and Mrs

Jones = Keeping up with the Joneses
Yours, hopelessly lost in grammatical pedantry,

W. Harrop-Grif®ths
The Harrop-Grif®thses' House
London, UK
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