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I LETTERS TO THE EDITOR 
Chest Discomfort, Cocaine, 
and Tobacco 

To the Editor:-The majority of 
previously reported patients with co- 
caine-associated myocardial infarctions 
(MIS) were cigarette smokers.' Coro- 
nary artery vasoconstriction occurs both 
after the nasal insufflation of cocaine 
hydrochloride' and after cigarette smok- 
ing.' Therefore, we had previously hy- 
pothesized that the use of cocaine in 
temporal proximity to cigarette smoking 
may play a role in the pathogenesis of 
myocardial ischemia.' Recently, Moli- 
terno et a].' showed that the effects of 
cocaine on myocardial O2 demand are 
exacerbated by concomitant cigarette 
smoking. This combination of toxins in- 
creased the metabolic requirement of the 
heart for 02, while simultaneously de- 
creasing the diameter of diseased cor- 
onary artery segments. As a result of 
their investigation, we reanalyzed data 
from the cocaine-associated chest pain 
(COCHPA) trial.> 

During the prospective study of 246 
patients who presented to the ED with 
cocaine-associated chest discomfort, we 
collected data describing the time of last 

cocaine use, the duration of time be- 
tween cocaine use and the onset of chest 
discomfort, and the time of the patient's 
last use of tobacco (if it was in the last 
12 hours). 

Patients were eliminated from this 
analysis if their last use of cocaine was 
more than 12 hours prior to arrival; or 
if the patient continued to smoke to- 
bacco after the onset of chest pain. We 
could not establish the relationship be- 
tween the onset of chest pain and most 
proximate tobacco use for patients who 
continued to smoke after the onset of 
chest pain, because we recorded only 
the patients' last use of tobacco. 

Analysis of the 51 patients who had 
used both cocaine and tobacco in the 12 
hours prior to presentation revealed that 
the time between cocaine use and to- 
bacco use was related to the onset of 
chest pain (r = 0.62, p < 0.0001). As 
the time interval between tobacco use 
and cocaine use shortened, the devel- 
opment of chest pain occurred more 
rapidly (Fig. 1). 

The concurrent use of tobacco with 
cocaine may shorten the interval prior 
to onset of chest pain. While it remains 
unknown whether concurrent use of co- 
caine and tobacco increases the likeli- 

/ 

G o  120 240 360 480 600 720 

Time beliveen tobacco an? cocitilic use (minules) 

I FIGURE 1. The effect of the temporal proximity of tobacco and cocaine use on the duration 
of time until chest pain. The upper and lower lines represent 95% CIS. 

hood of MI, these data, along with those 
of Moliterno et al.,' suggest the possi- 
bility of a clinically relevant additive ef- 
fect. 
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Catheter-assisted Intubation 

To the Editor:-Sloan and VanRooyen 
describe a new technique, suction cath- 
eter-assisted nasotracheal intubation, and 
its successful application in four case re- 
ports.' While this technique may in- 
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crease the success rate for nasotracheal 
intubation, the choice of nasotracheal 
intubation for emergency airway control 
in some of the cases presented must be 
questioned. 

Their first case was a combative 
overdose patient who required intuba- 
tion for airway protection. Persisting with 
attempts at nasotracheal intubation in 
this situation can be hazardous. The risk 
of epistaxis, vomiting, and aspiration 
during attempted nasotracheal intuba- 
tion of overdose patients must be con- 
sidered. Dronen et al. found signifi- 
cantly decreased complications, an 
increased success rate, and a decreased 
time interval to intubation using succi- 
nylcholine-assisted i ntubat ion, com- 
pared with blind nasotracheal intuba- 
tion in overdose patients.' 

Sloan and VanRooyen's fourth case 
was a disoriented, combative blunt 
trauma patient who needed tracheal in- 
tubation to improve oxygenation. Suc- 
tion catheter-assisted nasotracheal in- 
tubation was successful on the second 
attempt, after "attempts" had been made 
with standard nasotracheal intubation 
techniques. The case report does not state 
whether the patient had a significant head 
injury. While controversy exists as to the 
best method for emergency intubation 
in trauma patients, hypoxia should be 
minimized. Delays inherent with nu- 
merous attempts at nasotracheal intu- 
bation would not occur with a controlled 
rapid-sequence intubation.' When trau- 
matic brain injury is suspected, attempts 
at nasotracheal intubation in a combat- 
ive patient pose the risk of increased 
intracranial pressure and prolonged hy- 
poxemia. Both of these insults can lead 
to secondary brain 

Finally. in citing clinical settings in 
which nasotracheal intubation may be 
preferred, the authors mention "when 
the nasotracheal route is preferred long- 
term for patient comfort." It is difficult 
to accurately predict in the ED which 
patients will require long-term intuba- 
tion. It also is debatable whether a 
nasotracheal tube is safer or more com- 
fortable for the patient than is an oro- 
tracheal tube. Some intensivists are leery 
of long-dwelling nasotracheal tubes be- 
cause of bacterial colonization and the 
risk of sinusitis or sepsis.6 

Suction catheter-assisted nasotra- 
cheal intubation may be a useful adjunct 
to traditional blind nasotracheal intu- 

bation. However, use of this technique 
in overdose and multiple traumahain 
injury patients may not be warranted. 
Further research should address the rel- 
ative merits of catheter-assisted naso- 
tracheal intubation over rapid-sequence 
intubation in these circumstances. 
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In response: I appreciate the oppor- 
tunity to respond to Dr. Zink's letter, 
in which the use of catheter-assisted na- 
sotracheal intubation for emergency air- 
way control is questioned. 

Dr. Zink objected to the use of 
nasotracheal intubation in the combat- 
ive overdose patient, stating that 1) re- 
peated attempts increase the risk of 
complications and 2) the use of paralytic 
agents increases the success rate and 
shortens the time to intubation. 

1 do not encourage repeated at- 
tempts at nasotracheal intubation. In fact, 

catheter-assisted nasotracheal intuba- 
tion is proposed in order to reduce the 
need for repeated attempts. Although 
Dronen et a].' showed that the time from 
the start of intubation to its completion 
is shorter with paralytic agent use, prep- 
aration time was not measured. With 
most intubations. the time needed to ob- 
tain supplies, medicate, and preoxygen- 
ate the patient is much longer than the 
time used to place the endotracheal tube 
into the airway. This makes any differ- 
ence in the time intervals for tube place- 
ment clinically less important. Also, when 
intubation is used to secure the airway 
in a semielective situation (as opposed 
to treating respiratory arrest, for ex- 
ample). any additional time needed to 
achieve nasotracheal intubation is less 
important. 

Dr. Zink also objected to the use of 
nasotracheal intubation in  multiple 
trauma patients with altered mental sta- 
tus at risk for having significant head 
injury. I agree with his assertion that 
rapid-sequence intubation is the method 
of choice when managing head-injured 
trauma patients acutely. The patient in 
our fourth case, for whom catheter-as- 
sisted nasotracheal intubation was suc- 
cessful, had already been admitted to 
the intensive care unit (ICU). During 
the acute resuscitation, a significant head 
injury had been excluded. Several days 
into the ICU stay, the patient's clinical 
course was complicated by agitation and 
hypoxia. which were caused, in part. by 
alcohol withdrawal. In treating this pa- 
tient. it was believed that intubation for 
airway control and sedation were all that 
were required for the patient. 

I agree with Dr. Zink that it is un- 
clear when nasotracheal intubation is 
preferable long-term, given variable times 
to extubation and the risk of sinusitis 
and sepsis. These concerns, however, can 
be addressed by modifying airway con- 
trol in the ICU setting. 

Despite the limitations of the na- 
sotracheal route, it should not be as- 
sumed that rapid-sequence induction and 
orotracheal intubation are clearly pref- 
erable over nasotracheal intubation. es- 
pecially when the need for airway con- 
trol is not emergent. Emergency de- 
partment patients have the greatest risk 
for aspiration during intubation because 
1) the stomach is often full. 2) the ability 
to maintain cricoid pressure until intu- 
bation can be inconsistent, and 3) suc- 


