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Paper No: 1.00

Neuroaxial anesthesia methods combined
with general anesthesia for beating heart
surgery
Aguero Martinez, Maria Oslaida,
Rosa Jimenez Paneque, Idoris Cordero Escobar,
Raul Cruz Bouza and Antonio Cabrera Pratts
Hermanos Ameijeiras Hospital. Havana. Cuba

Introduction: In Cuba more than 50% of the coronary
surgery is carried out with the beating heart modality.
Endotracheal general anesthesia has been the technique
used in our service. Neuraxial Anesthesia combined
with the general anesthesia method, in this last
decade, has prevailed in a certain number of the cardio-
vascular centers of the world, due to their undeniable
advantages.
Objectives: To evaluate the effects of the general anesthe-
sia combined with high thoracic epidural blockade or intra-
thecal administration of morphine/ fentanyl on the
intraoperative analgesia, time of extubation, intensive
care unit and hospital stay. To identify the frequency of
appearance of adverse effects related with the spinal ad-
ministration of opioides and the frequency of appearance
of complications related with regional anesthetic’s
method.
Methods: A controlled randomized trial was conducted in
patients with diagnosis of coronary heart disease, pro-
grammed for off pump coronary artery bypass graft
surgery. This patients were assigned to one of the following
three groups: Control group (n¼30): Endotracheal general
anesthetic method. Multimodal group (n¼29) with thoracic
epidural anesthesia: bupivacäana 0,5% (50 mg) 10 ml/single
dose and 5 mg of morphine. Multimodal group with intra-
thecal administration of opioides (n¼29): fentanil 1,5 mcg/
kg and morphine 8mcg/kg.

Results: The total doses of sistemic fentanyl were
smaller in the multimodal groups (2793 micrograms
+2915.94 vs 1300 +2 392.79 vs 998 +229.10; p,0.001)
The time of extubation (7.83 hours +25.24 vs 4.57 +
2 2.87 vs 1.72+2 1.07; p, 0.001) and the intensive care
un it stay (CG¼2.83+22.42 days, GMOI¼1.92+21.23,
GMET¼1.41+20.75, p¼0.005) were smaller too, in both
multimodal groups, wihtout differents beetwen then, but
this methods didn’t influence in the hospital stay. A neuro-
logical complication associated to neuraxial blockade was
not observed.
Conclusions: The multimodal anesthetic methods are more
effectives, with they a superior perioperative patients evolu-
tion were obtained. Key words: Coronary surgery without
extracorporeal circulation, intrathecal opioids, high epidural
blockade, spinal anesthesia, epidural anesthesia, multimod-
ality anesthesia.
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Paper No: 57.00

Perioperative Anaesthesiological
Management Obesity Patients Undergoing
Bariatric Surgery
Alisher Agzamov, Abdul Raheem, Al Qattan and
Mohammad Behzad
Department of Anaesthesiology& ICU, Al Sabah & Zain Hospitals,
Kuwait City, Kuwait

Introduction: In the long run, surgical treatment proves to
the most effective measure for the treatment of both
morbid adipositas and concomitant morbidity. Patients
undergoing bariatric surgical procedures are a challenge to
the anaesthesiologist: Obesity-associated morbidity, the
poten-tially difficult airway and intravenous accesses as
well as the demand for effective pain and anti-emetic
therapy. Interrestingly, only sparse and conflicting data
exist about the perioperative anaesthesiological manage-
ment of these patients.
Objectives: This study retrospectively reviewed the previous
perioperative anaesthesiological management and
appraised critically the situation in the follow-ing analysis.
A potential for improvement should be identified and
included into a new SOP via the PDCA cycle of the quality
management system.
Methods: Retrospectively, peri-operative charts of all
patients undergoing gastric banding or gastric bypass pro-
cedures within the last five years at our obesity
treatment centre were analysed. Anesthesiological treat-
ment be-fore, during and after the bariatric surgery as
well as the pain therapy were documented. Ad-herence
to the standard operating procedures, processing -times
and qualification of the anaesthesiologist were further spe-
cific benchmarks.
Results: Overall, 224 patient charts were available for this
survey (n¼103 gastric banding and n¼121 gastric bypass).
Most of the patients (64 %) had anaesthesiologically relevant
co-morbidites. Significant differences between the bypass
and the banding groups were found for the median process-
ing times. The need for postoperative opiods differs signifi-
cantly as well (90 vs. 120 mg Pethidine). No severe
anaesthesiological complications occurred. The overall rate
of PONV was impressive with 32 %. Based on a pre-existing
SOP, even a large number of different anaesthesiologists of
various qualification levels was able to conduct anaethesia
in a very homogeneous way.
Conclusions: Bariatric patients are a high risk patient group.
Present-day anaesthesiological practice as well as the pro-
found implementation of a SOP could permit safe anaesthe-
sia and a minimised risk for complications. Due to the high
PONV rate, a routine perioperative PONV prophylaxis should
be implemented.

Paper No: 63.00

Candedemia in intensive care unit
Prof. Chandralekha1, I. Xess1 and Fahmi Hasan2

1 Dept. of Anesthesiology and 2 Deptt of Microbiology

Introduction: There is a need to understand the epidemi-
ology and risk factors associated with candidemia in critically
ill patients. The rise in incidence of non̈ Calbicans candidemia
and emergence of antifungal resistance have made such a
study necessary. Candidemia in Intensive Care Units (ICUs)
setting are of special concern due to high mortality rate.
Objective: The aim of this study was to evaluate epidemi-
ology of Candidemia, associated risk factors and outcome
of the disease and antifungal resistance among ICU patients.
Methods: The study was carried out at an Indian tertiary-
care teaching hospital, New Delhi, India from a period of
three years. January 2005 to December 2008. Prospective
analysis of 85 cases of Candida blood stream infection
(BSI) done from January 2005 to December 2008. Out of 85
patients, 38 patients were getting repetitive BSI infection
and 47 patients got Candida infection only once during
their hospital stay. Follow up study was done till discharge
or death of the patients and data were analyzed. Isolates
were characterized and antifungal susceptibility test was
done against fluconazole and amphotericin B.
Results: Non- C. albicans species accounted for majority of
episodes of candidemia as reported by our previous study.
Patients in ventilators and foleys catheter along with old
age were significantly associated with persistence of infec-
tion (P ¡Ü 0.05). Overall mortality was (65.8%) 56 of 85 in can-
didemia patients. The time and the choice of antifungals for
the treatment of candidemia were significantly associated
with the clearance of the infection (P¼0.01) but not with
mortality (P¼0.23). 30% of the isolates showed decreased
susceptibility to fluconazole.
Conclusion: There is a shift in the epidemiology of candide-
mia and the timely institution of antifungals and combin-
ation therapy suggest the better outcome of the patients.
Presence of azole resistances is a matter of concern in our
isolates.
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Paper No: 68.00

Effect of Indian Classical Music (Raga
Therapy) on Fentanyl, Vecuronium, Propofol
requirement and cortisol levels in
Cardiopulmonary Bypass
Sandeep Kumar Kar1, Chaitali Sen2 and
Anupam Goswami3

1 Institute of Post Graduate Medical Education & Research
KOLKATA INDIA 2 I.P.G.M& R Kolkata INDIA and 3 I.P.G.M.E&R

Introduction: Indian classical music has immense healing
potential and considerable stress reducing capabilities
which has been harnessed since the Mughal era. Music is
regarded as the medicine with no side effects. Cardiopul-
monary bypass is associated with immense stress response
and high levels of intraoperative cortisol levels which is det-
rimental to the patient and involves large doses of Fentanyl,
propofol and vecuronium requirement to maintain hemo-
dynamic stability intraoperatively. We evaluated the effect
of Indian classical music therapy on cortisol levels and the
above drugs requirement during cardio pulmonary bypass.
Materials & Methods: After obtaining clearance from Institu-
tional Ethical Committee and written informed consent from
patients, 34 patients were assigned to either Group I Music
group (n¼17) and Blank CD Group II (n¼17). The patients
awareness level and depth of anesthesia was monitored by
BIS (Bispectral index), Fentanyl and propofol infusion titrated
to a BIS score of 50 and neuromuscular monitoring was done
by Post tetanic count (PTC) in the Aductor Pollicis muscle.
Vecuronium was repeated whenever a PTC count of 7 was
achieved, in both the groups. Music therapy or blank CD
was played by earphone, in the patient’s ear in both the
groups, from 30 mins before induction to till the patient
was shifted to the ICU.
Result: We found significant decrease in the cortisol levels
both after Sternotomy and after aortic crosscalmp release.
In the Music group (Group I) which was 30 % less than the
Blank CD group (Group II). Fentanyl, propofol and vecuronium
requirement in the Music group were reduced by 30 % and 25
%and 25 % respectively, which were statistically significant
(P,0.05)
Conclusion: Intraoperative Indian classical music therapy ef-
fectively reduced the intraoperative stress (as revealed by
reduced levels of cortisol) and reduced the requirement of
drugs (Fentanyl, Propofol and Vecuronium) during Cardiopul-
monary Bypass.
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Paper No: 69.00

Why so much fear to anesthesia?
Horacio Bonchini
Hospital Escuela Eva Perón, Granadero Baigorria, Dpto. Rosario,
ARGENTINA

Introduction: There are only a few occasions in the course of
a person’s life, in which one faces the biggest existential
problem of humanity, fear of death. This seems to happen
when one has the need to undergo an anesthetic-surgical
procedure; it is then when the bare possibility of harm and
death appears. And it compulsorily reminds us the finite
nature of human life.
Objective: To verify if it is true the observation that fear of an-
esthesia is generalized among our patients; and to define
which would be the possible causes that more frequently
provoke this fear. Finally, it will be evaluated if they are
related to the innate fear of death. Material and methods:
A survey was designed to be answered anonymously, with
eight question. Two were open answers: the definition of An-
esthesia and to what he/she associated the word Anesthesia.
The other questions were multiple choices. 456 Patients
between 18 to 70 years old, were surveyed; xx were facing
scheduled surgery and XX were not.
Results: 48% answered they would be afraid of anesthesia if
they had to be operated. 48.9 % were worried the same by
the anesthetical act as by the surgical one. 75 % of the
patients recognized they had never been interested in
getting information about how anesthesia is done. 68.8%
knew the anesthesiologist is a physician. Only 5% could
define correctly the word anesthesia. Those people younger
than 30 years old were more afraid of anesthesia; being
their biggest fear to feel pain or not to be asleep enough.
The same happened to those ones who had never had an an-
esthetic experience. While those over 30, who had already
been anesthetized, felt less fear. They were afraid of dying
in the operating room.
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Discussion: Since most of the surgical patients were over 30,
and agreeing with the other studies on this matter, it could
be inferred that the biggest fear of our patients is to die
during anesthesia. Anyway, the group that expressed fear
to suffer pain because of insufficient anesthesia, was surpris-
ingly bigger than expected. What called our attention was
the little interest, of this population, to know more about an-
esthesia and the anesthesiologist’s role.
Conclusion: Although the fear of death that our patients face
when they are going to be anesthetized may not be altered,
we consider we must reduce the unfounded fear of not being
sufficiently asleep or feeling pain, by getting closer to the
patient to dissipate the myth of insufficient anesthesia.
That way we will have added comfort to our patients.

Keywords: Anesthesia; fear; pain; death

Paper No: 82.00

The impact of right ventricle upon early
cardiac mortality of patients with ischemic
mitral regurgitation undergoing mitral
valve surgery
Carlo Di Lorenzo1, Paolo Pelaia1, Salvatore Iuorio1,
Flavia Petrini2 and Antonio Maria Calafiore3

1 Clinica di Anestesia e Rianimazione, Azienda
ospedaliero-Universitaria Ancona, Italy 2 Dipartimento di
Anestesia e Rianimazione, Università and 3 Department of Cardiac
Surgery, Prince Sultan

Background: The aim of this retrospective study is to evalu-
ate if right ventricular dilatation or dysfunction might affect
early cardiac mortality of patients with ischemic mitral regur-
gitation (IMR) undergoing mitral valve surgery (MVS).
Methods: From March 2006 to May 2008, 103 patients with
IMR, electively operated on by a single surgeon (AMC), were
enrolled in the study. Patients with severe tricuspid regurgita-
tion were excluded from the study due to misleading assess-
ment of tricuspid annular plane systolic excursion (TAPSE);
the last item was used to evaluate RV function. Diastolic RV
diameter was also evaluated. The primary end-point was
early cardiac mortality. All the analyses were validated in
1000 bootstrap samples. This retrospective study was
approved by Institutional Review Board of University of
Chieti and this waived the patients’ consent.
Results: Ten patients (9.7%) died by 30 days from the oper-
ation due to cardiac cause. Right ventricular diameter (RVD)
was inversely correlated to TAPSE (r¼-0.349). Thus, logistic re-
gression was performed including either RVD or TAPSE separ-
ately. Lower TAPSE was a risk factor for increased early
cardiac mortality (OR¼0.76, 95%CL¼0.56-0.96) regardless of
tricuspid surgery. To determine cut-off value of TAPSE, ROC
curve analysis was performed: TAPSE (AUC¼0.75) with a
cutoff of 15mm (sensitivity¼80%, specificity¼78.5%,
OR¼14.5)

Conclusions: Right ventricle cannot be still considered “the
Cinderella” anymore in carddiac surgery. The presence of
dysfunctioning RV, the likelihood of cardiac death increases,
especially if TAPSE is equal or lower than 15mm. Nowadays,
we know that in mos of cases, there is an interdipendence
between the two ventricles, so improving LV function could
be sufficient to improve also RV function. In all the other
cases, we speculate that very likely, a more strict intraopera-
tive moritoring associated with pulmonary vasodilators could
improve the outcome, but this question has to be verify.

Paper No: 112.00

PAI-1 and t-PA/PAI-1 complex potential
fibrinolytic markers for postoperative
bleeding in cardiopulmonary bypass
patients
Agnese Ozolina, Eva Strike, Inta Jaunalksne and
Indulis Vanags
Riga Stradins University, Department of Pauls Stradins Clinical
University Hospital, Clinical Pauls Stradins Clinical University
Hospital, Department Pauls Stradins Clinical University Hospital,
Department of Anaesthesiology and Cardiac surgery, Latvia

Introduction: Excessive bleeding (EB) remains a serious
problem following cardiac surgery. Bleeding after cardiac
surgery is multifactorial in aetiology but fibrinolysis plays a
determinant role.
Objectives: We hypothesized that lower preoperative level of
Plasminogen activator inhibitor type-1 (PAI-1) and lower
ratio of tissue – plasminogen activator/PAI-1 complex
(t-PA/PAI-1) after surgery may be associated with enhanced
fibrinolytic activity and increased bleeding.
Method: A total of 88 adult cardiac surgical patients (mean
age 66+10 years, 48% men) who did not receive antifibrino-
lytic prophylaxis were enrolled in a prospective study. Vari-
ables were collected preoperatively (T0); at admission in
intensive care unite (T1), at 6 and 24 hours (T6, T24) after
surgery. To allow comparison between patients, two groups
were made according to 24-hour postoperative bleeding
volume: group I.500ml/24h, group II ? 500ml/24h. Correl-
ation of blood amount with routine coagulation tests and fi-
brinolysis parameters (PAI-1, t-PA/PAI-1 complex, D-dimer)
were analysed using SPSS17.0 as linear regression (Pearson’s
correlation coefficient). Comparisons between groups were
done with two-sample t-test for continuous data, with chi-
square test for categorical data. The statistical significance
was defined as p value,0.05.
Results: Nine patients were excluded from the study due to
surgical bleeding. 45% of patients (n¼38) had blood
loss.500ml/24 hours and were registered as I group. Post-
operative bleeding volume significantly correlated with the
preoperative level of PAI-1 (r¼- 0.3, p¼0.009), with haemo-
globin and platelet count at T6 after surgery (r¼20.42,
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p,0.001; r¼- 0.3, p¼0.02). Level of preoperative PAI-1 and
t-PA/PAI-1 complex after surgery significantly differed
between I group (n¼38) and II group (n¼41): PAI-1
19+8.3 vs. 29+13, p,0.001; t-PA/PAI-1 3+1.4 vs.
4.2+2.4, p¼0.012. Patients in I group showed a significantly
higher level of D-dimers after surgery: at T1 - 318 vs. 228,
p¼0.05; at T6 – 333 vs. 234, p¼0.03; at T24 – 300 vs. 197,
p¼0.007.
Discussion: EB after cardiac surgery is associated with differ-
ent fibrinolytic activity. There are patients with a lower inhibi-
tory potential for fibrinolysis who could benefit most from
antifibrinolytic prophylaxis.
Conclusion: A lower preoperative level of PAI-1 and lower
level of t-PA/PAI-1 complex just after surgery may lead to
higher levels of D-dimer later on and could be used as fi-
brinolytic system markers of enhanced fibrinolysis and
increased bleeding tendency.

Paper No: 133.00

Influence of PAI-1 promoter polymorphism
to fibrinolytic activity of patients after
on-pump cardiac surgery
Agnese Ozolina1, Eva Strike1, Inta Jaunalksne1,
Liene Nikitina-Zake2 and Indulis Vanags2

1 Pauls Stradins Clinical University Hospital, Department of
Anaesthesiology and Cardiac surgery, Latvia 2 Latvian Biomedical
Research and Study Centre and 3 Riga Stradins University,
Department of

Introduction: Low plasminogen activator inhibitor -1 (PAI-1)
and tissue – plasminogen activator/PAI-1 (t-PA/PAI-1)
complex are associated with increased bleeding after
on-pump cardiac surgery. PAI-1 levels are influenced by
genetic factors. The PAI-1 gene promoter contains -
675(4G/5G) polymorphism.
Objectives: Investigate effect of the PAI-1 promoter -
675(4G/5G) polymorphism on PAI-1, t-PA/PAI-1 concentra-
tions and on bleeding volume after cardiac surgery.
Methods: Ninety patients who did not receive antifibrinolytic
prophylaxis were included in the prospective study. Study
was approved by the institutional Committee of Ethics. We
obtained informed written consent from all patients for
their inclusion in the study. Seven patients were excluded
due to surgical bleeding. Eighty-three patients were classified
according to PAI-1 genotype: 4G/4G (n¼21), 4G/5G (n¼42),
5G/5G (n¼20). Data of fibrinolysis were recorded: PAI-1
level preoperatively, D – dimer at 0 h, 6 h and 24 hours
after surgery, t-PA/PAI-1 complex 24 hours postoperatively.
The groups were compared concerning factors which might
influence the postoperative bleeding: age, gender, body
mass index, surgical parameters, hemoglobin, platelets and
fibrinogen. Postoperative bleeding volume was registered as
milliliters 24 hours after surgery. Association between
genetic polymorphism, fibrinolysis parameters and

postoperative 24-hour blood loss were analyzed using SPSS
18 (Student T-test, X2, Fischer’s test, Pearson coefficient).
Results: Patients with the 5G/5G genotype had significantly
lower preoperative PAI-1 levels (17+10.8 vs. 24+9.6,
p¼0.04), higher D-dimer levels at 6 h (371+227 vs. 232+
184, p¼0.03) and at 24 h (326+207 vs. 209+160, p¼0.05)
and greater postoperative blood volume (641+210 vs.
432+167, p¼0.001) compared with 4G/4G genotype. Pre-
operative PAI-1 level also statistically significantly differed
between 5G/5G and 4G/5G genotypes (17+10.8 vs. 27+13,
p¼0.004). There were no significant differences in blood
loss between 5G/5G and 4G/5G genotypes. Complex of t-PA/
PAI-1 did not statistically differed between 3 genotypes.
The highest level of t-PA/PAI-1 complex had patients with
the 4G/5G genotype (4G/5G – 3.9+2.1; 5G/5G – 3.6+2.4,
4G/4G – 3.1+1.8). Correlation was found in 4G/5G genotype
between PAI-1 level and blood loss (r¼2 0.4, p¼0.01) and
t-PA/PAI-1 complex and blood loss (r¼2 0.32, p¼0.04). Asso-
ciation between PAI-1 and t-PA/PAI-1 complex (r¼0.5,
p¼0.02) was observed in 4G/4G genotype.
Conclusions: PAI-1 promoter - 675 (4G/5G) polymorphism
affects PAI-1 concentration, D-dimer level and blood loss in-
dicating that patients with 5G/5G genotype has enhanced fi-
brinolytic activity.

Paper No: 138.00

The effect of aminophylline versus
milrinone on ischemia-reperfusion
myocardial injury during open heart
surgery
Hamdy Youssef

Introduction: Cardioplegic arrest during cardiopulmonary
bypass (CPB) is essential for the majority of cardiac surgical
procedures; Cardioplegia protects the myocardium by provid-
ing continuous or intermittent oxygen while simultaneously
reducing cardiomyocyte oxygen demand, but it does not in-
herently increase the ischemic–reperfusion injury tolerance
of the cardiomyocytes. Aminophylline and milrinone by
their phosphodiesterase inhibitor and anti-inflammatory ac-
tivity may decrease this type of injury. Aim of the work:
This study has been designed to compare between the pro-
tective effect of aminophylline and milrinone during open
heart surgery for valve replacement with CPB.
Patients and Methods: After approval from the local ethical
committee, Assiut university hospital,sixty adult patients
undergoing elective single valve replacement were rando-
mized to receive aminophylline 5 mg/kg (n¼20), milrinone
50 mg/kg (n¼20), or normal saline as control group
(n¼20) through intravenous infusion 10 minutes before
the aortic cross-clamping. The cardiac troponin I, inotrope
score, duration of mechanical ventilation, and length of
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ICU stay and other hemodynamic variables were measured
and recorded.
Results: There were no differences between the three groups
with regard to clinical variables. Cardiac troponin I raised sig-
nificantly after declamping in the three groups, however it
was significantly lower in aminophylline and milrinone
group compared to control group immediately after CBP
and after 8 hours with no significant differences between
aminophylline and milrinone group. inotrope score duration
of mechanical ventilation and length of ICU stay showed
no significant differences between the three groups.
Conclusion: administration of aminophylline or milrinone
reduces the subclinical myocardial injury with no difference
between both agents and with no effect on the hemodynam-
ic parameters or short term clinical outcome in patients
undergoing single valve replacement with CPB.

Paper No: 141.00

Patients value in a pre-anesthesia
consultation: is possible to evaluate de
quality patient perception in anestesiology
care?
Maria Jose Mayorga-Buiza and
Mercedes Echevarria-Moreno

Introduction: An indicator of health service quality is the
degree of patient satisfaction with care. The patient satisfac-
tion with the anesthesiologist is difficult to measure in the
OR for obvious reasons. However, preoperative consultations
could be a perfect situation for quality of care evaluation and
patient perception.
Objective: To analyze which variables most influence the
degree of satisfaction of our patients after preoperative
consultation.
Material and Methods: We conducted an anonymous survey
in randomized patients scheduled for pre-anesthesia evalu-
ation. The survey included 4 questions on a categorical
scale, (no satisfied, somewhat satisfied, regular satisfied, sat-
isfied and very satisfied): Timeliness of care, Compression of
information received, Respect and Degree of Satisfaction,
and about the knowledge of anesthesiologist name who
evaluated them. Surveys were conducted from January
2007 /December 2008. The statistical analysis was a binary
logistic regression model, which selected the best set of pre-
dictors of satisfaction. (p ? 0.05).
Results: 1263 surveys were conducted. 98.7% of respondents
considered their degree of satisfaction satisfied /very satis-
fied. The 96.95 felt sufficiently informed /well enough.
83.3% felt that punctuality in the schedule was good or
very good but only 71.8% knew the name of the anesthesiol-
ogist who attended them. Regression analysis found: the
highest degree of satisfaction were related to information
received (OD 12.788, p ,.0001), perception of received

evaluation (OD 10.41, p ,.003) and punctuality (OD 7.18, p
,.0001). Patients were not able to remember the name of
anesthesiologist in more that 25% of surveys (this item did
not influence the analysis).
Conclusion: The evaluation of patient perception of anesthe-
siology care is possible in the pre-anesthesic consultation
procedure. The degree of satisfaction is linked more to the
anesthesiologist’s ability to communicate that to other vari-
ables, and induces them to strengthening in the attitudes of
empathy and training in the clinical interview.
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Paper No: 195.00

Situation diagnosis of postoperative pain
Cristian Humberto Bosio

Pain is an “unpleasant sensory and emotional experience,
related to actual or potential tissue damage, or described
in terms of such damage”. 1 Postoperative pain is a type of
acute pain iatrogenic through the surgery with him being
excluded biological function. Today the consequences of
poor postoperative management are known. 2,3,4 Satisfac-
tion is currently used as an indicator of excellence in the
quality of care and improvement programs are intended to
standardize quality pain care.5,6 The overall objective of
this study was to evaluate postoperative pain patients admit-
ted to surgical wards and thus provide data to assist in the
strategic policy planning for treatment and sizing the need
for further efforts to improve the quality of care. In January
2011, a descriptive cross sectional study was done with
patients scheduled for elective surgery who agreed to
collect data in a survey during the preoperative and post-
operative period. Also collected information on painkillers
treatments prescribed. Were processed data obtained from
the descriptive analysis of variables in examination. The
study observed that 79% of respondents during the pre-
operative (n¼44), thinks that the pain in the first days after
surgery, is unbearable. 78% of respondents in the post-
operative period (n¼55) expressed pain in the first 24
hours following surgery, 54% of these, reported some
degree of inadequate analgesia at the time of the interview.
We also found a significant relationship between greater
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levels of pain and greater patient demand for extra analgesic
doses according to Fisher’s exact test (p¼,0.05). This study
showed a high prevalence of incorrect treatment to meet the
needs of analgesia in postoperative pain. Diclofenac was the
drug most used in 91% of cases and there was a 80% over-
dose of it. Only one case of opioid analgesics prescription as
part of treatment was reported. 93% of cases were classified
as inadequate analgesic treatment because of: (i) lack of
extra analgesic dose prescription in the presence of pain
(93%); (ii) overdosage with NSAIDs (78%); (iii) inadequate an-
algesia (62%); (iv) dangerous associations between drugs of
the same group (25%). The level of patient satisfaction with
analgesic therapy implemented by health personnel was
very high as evidenced in previous studies.7 It is recom-
mended that a committee of acute pain to make analgesia
protocols. Also the creation of a unit for pain to control the
patients, monitor the analgesic methods and teaching activ-
ities for all the staff involved.
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Paper No: 199.00

Effect of single dose gabapentin on
postoperative pain and opioid consumption
following total abdominal hysterectomy:
A Dose Finding Study
Anand Kumar

Introduction: The multimodal analgesia involves the use of
different analgesics is recommended in current practice to
provide superior pain relief and to reduce opioid consumption
and its side effects. Gabapentin in different dosages has
been found effective to reduce opioid consumption and de-
creasing postoperative pain. We designed this study to find
minimum optimal dose of gabapentin to be used with peth-
idine in our population.
Objective: To determine the minimum effective dose of
gabapentin for postoperative pain and reduced opioid con-
sumption in patients undergoing total abdominal
hysterectomy.
Methodology: After informed consent eighty seven patients
were included in this double blinded randomized control
study. Patients were assigned randomly to one of the three
groups to receive capsule gabapentin orally 300mg, 600 mg
and 900mg respectively, one hour before surgery. Postopera-
tively pethidine consumption, pain score and side effects of
gabapentin were monitored for 24 hours. Rescue analgesia
was given and monitored.
Results: The groups did not differ demographically for age,
weight and height. Mean pethidine consumption in all
three groups was 331 mg /24 hours with no statistical differ-
ence among the groups. The results support the use of
300mg single oral dose of gabapentin in reducing pethidine
consumption for postoperative analgesia Rescue analgesia
and number of goods and demands on PCIA data were
also well matched with no statistical significance. The
groups also did not differ for side effects of gabapentin like
nausea, vomiting, somnolence and dizziness, however extu-
bation was delayed in 900mg group.
Conclusion: A single oral dose of gabapentin 300mg given
preoperatively is as effective as higher dose of
600-900mg for postoperative analgesiawith reduced pethid-
ine consumption.
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Paper No: 214.00

The Use Of Sugammadex In Orthopedic
Surgeries For The Correction Of Idiopathic
Scoliosis With Evoked Potentials
Monitorization
Jorge Barrios Alarcon, Wagner Kouno,
Ricardo Ferreira, Oswaldo Cavalari and
Luis Sergio Marques

Sugammadex is a new pharmacologic agent utilized for the
rapid reversal of non-depolarizing muscle relaxants. The
purpose of this study was to demonstrate the possibility of
the use of sugammadex for reversal of rocuronium-induced
muscle relaxation before the start of intraoperative neuro-
physiologic monitoring (IONM) during idiopathic scoliosis
with somatosensory evoked potentials (SSEP).
Methods: 20 adult patients, with a mean age of 34+10
years, ASA I or II were involved in the study. They all had
the diagnosis of scoliosis and were scheduled for surgery to
correct their scoliosis with the use of SSEP. Immediately
before the start of the surgical instrumentation and the
start of the IONM, sugammadex was administered according
to the train of four (TOF) and analyzed with the IONM at 0, 1
and 2 minutes.
Results: After 2 minutes of the administration of sugamma-
dex, all patients had a TOF.0.9.
Conclusion: The utilization of a rocuronium specific antagon-
ist was efficient in promoting the normalization of the motor
conduction-response to the stimuli of the IONM in a predict-
able time.

Paper No: 234.00

Inexperienced doctors get remarkable
skills in fiberoptic intubation after specific
training in a virtual airway simulator
Pernille Vaabengaard and
Michael Seltz Kristensen
Rigshositalet, Blegdamsvej, Afd 2073, Copenhagen, Slagelse
Sygehus, Anaestesiafdelingen, 4200 Slagelse, Denmark

Introduction: It is very essential for anaesthesiologist to be
in control when dealing with a difficult airway. Therefore stu-
dents need to be trained in this discipline. The sooner the
better. A somewhat newer method is the use of virtual
airway simulators.

Objectives: The purpose of this study was to see whether
completion of simulator training with a satisfactory and spe-
cific endpoint could improve doctors ability to make a fiber
optic intubation significantly faster and more confident
than inexperienced doctors.
Methods: This study was a randomized clinical study. Ten
doctors were included equally split between the control
group and the simulator group. Five doctors received training
in the Educational Lab at The University Hospital “Rigshospi-
talet” in Copenhagen, Denmark. Within a week they had to
perform a real fiber optic intubation on an anaesthetized
patient in the operating room. The endpoint was time
spend during the procedure.
Results: The ffive doctors in the simulator group practiced in
average 54 minutes+8 minutes and completed between 22
and 33 virtual fiber optical intubations. Then they had to pass
a test with specific endpoints: time used (less than 60
seconds), number of collisions (maximum 10) end effective-
ness (greater than 80%). Doctors in the control group were
significantly slower to FOI compared to doctors who joined
the simulator group. Using Mann-Whitney test finding a
p-value ,0.05. The median difference is 266 and 95% confi-
dence interval [232 to 542].
Conclusion: The use of the virtual airway simulator should
become a compulsory part of educating the first year resi-
dents in the management of difficult airways. The doctors
can gain significant better experience in the use of a fiber
optic scope before meeting a patient in the operating room.
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Paper No: 240.00

Local anesthesia for awake craniotomy
Angel Mario Ruiz, Sandra Ximena and
Jaramillo Jairo Moyano
Hospital Universitario Fundacion Santa Fe de Bogota Hospital
Universitario Fundacion Santa Fe de Bogota Hospital Universitario
Fundacion Santa Fe de Bogota
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The intracranial tumor resection on eloquent motor areas are
at high risk of developing neurological deficit intrasurgery.
Many anesthetic techniques are used to perform this surgical
procedure with sedation or intermittent anesthesia Actually,
not described multimodal techniques combining regional an-
esthesia, sedation and systemic analgesia in these patients.
We use a technique awake, consistent with the implementa-
tion of a complete blockade of scalp plus sedation and
analgesia.
Objective: To assess the quality of anesthesia, reliability
neurological monitoring and control of anxiolysis
Methodology: The study included 6 patients diagnosed with
tentorial tumor in neighborhood to eloquent areas with
radiological signs of intracranial hypertension. Patients
without pulmonary or cardiac pathology with Midazolam
was titrated with doses of 0.2 to 04 mg / kg IV dose and remi-
fentanil 0.03 to 0.05 ug / kg / min plus and scalp block with
lidocaine 2% WOE and bupivacaine 0, WOE 5% at level of
greater and lesser occipital, supraorbital and inferior troch-
lear and mandibular nerves. Antiemetic prophylaxis. We eval-
uated nausea, vomiting and respiratory depression,
cooperative patient, occurrence of neurological deficit, and
postoperative pain.
Results: All patients were partners (in our scale level of co-
operation was good) and were able to perform adequately
neurological assessment. The average operative time was
between 1–5 hours, the most common tumors were
gliomas located in eloquent 50% air and 50% in motor
areas. Neurological changes were monitored during surgery
in 48% of patients. Adverse events attributable to anesthesia
were moderate hypercapnia in 16% without other associated
complications. One patient (16%) showed a complication
transoperative, presented a focal motor seizures, which
yielded spontaneously. 84% of patients does’t require sys-
temic analgesics in the first 6 hours postoperative
Discussion: The implementation of this technique as well as
being innovative in neurosurgical patients turns out to be a
safe technique to avoid the continual changes in patient’s
anesthetic depth and therefore hemodynamic changes to a
patient with intracranial hypertension should not be subject
to alteration in cerebral autoregulation and the loss of com-
pliance, so we recommend the use of this technique in a
proper patient selection in relation to anxiety and preexisting
comorbidities for resection of tumors that allow continuous
neurologic payment in intra-and postoperative . We saw
the same manner as the patients had adequate pain control
Conclusion: Blockade of the scalp in association with midazo-
lam and remifentanil is effective and safe for administration
in awake craniotomy for tumor resection in, allowing
optimum collaboration and neurological assessment.

Paper No: 273.00

The effects of intrathecal morphine on
patient-controlled analgesia morphine

consumption, postoperative pain scores
and satisfaction in patients undergoing
gynecologic oncologic surgery under
general anesthesia
Inci Kara, Seza Apiliogullari, Bahar Oc,
Jale Bengi Celik and Ates Duman
Selcuk University, Selcuklu Medical Faculty, Department of
Anesthesiology and Intensive Care

Introduction: Gynecologic cancers represent a major health
problem among women(1). Gynecologic oncologic surgery
includes a wide variety of surgical procedures. (2). Post-
operative pain is a major concern in these patients because
it affects multiple systems and induces physiological, im-
munological, and psychological changes (3)
Objectives: We aimed to compare intrathecal morphine plus
patient-controlled analgesia with patient-controlled anal-
gesia alone on morphine consumption, pain relief and
patients satisfaction after gynecologic oncologic surgery
(GOS) under general anesthesia
Metods: In this double-blinded, randomized, controlled
study, 60 women undergoing GOS were allocated to receive
either intrathecal morphine 0.3mg (Group 1) or placebo
group (Group 2). For the placebo group, the skin was punctu-
red with the dental needle, but it was not advanced beyond
the subcutaneous tissue. Monitoring and anesthesia were
standardized. Anesthesia was induced with 2 mg.kg-1 of pro-
pofol and 2 mg.kg-1 of fentanyl. and 0.6 mg.kg-1. of rocuro-
nium. After tracheal intubation, anesthesia was maintained
with a mixture of air (0.5 L/min) and oxygen (0.5 L/min)
plus 1 MAC of desflurane On arrival to the postanesthesia
care unit (PACU), each patient received a PCA pump pro-
grammed to deliver an initial morphine bolus of
0.05 mg.kg-1 at 7 min intervals if pain was more than 60
on the VAS. On discharge from the PACU the pump was repro-
grammed for a morphine bolus of 1.5 mg and a 7 min
lockout interval and no background infusion. The primary
outcome measure was pain relief and patient satisfaction
which evaluated by using 100 mm VAS (0-100). Secondary
outcomes were morphine consumption, and side effects in-
cluding nausea, vomiting, pruritus, sedation, fatigue and re-
spiratory depression. Outcome measures were recorded by
the same trained nursing staff. at 30 min., 1, 3, 6, 12, 24
and 48 h postoperatively. In a pilot study 20 patients enrolled
to GOS under GA consumed an average of 57+ 21 mg of
morphine in the first 48h with PCA pump. To achieve a
one-third reduction of opioid consumption with an á error
of 0.005 and a power of 90 %, we needed 26 patients in
each group.
Results: Fifty six women (28 intrathecal and 28 plasebo)
completed the study. No differences were noted with
respect to age, weight, height, time of surgery and operation
type between the groups. Significant difference was demon-
strated in morphine consumption(19.25+13 mg and
54.23+22mg in group 1 and group 2 respectively) and
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fatique scores. Satisfaction scores and side effects were
similar in both groups. Conclusion In conclusion, 0.3 mg
intrathecal morphine in gynecologic oncologic surgery
could improve postoperative analgesia and reduce morphine
consumption without any serious side effects.
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Paper No: 275.00

Heterotopic cardiac transplant
Nelson Ruiz and Claudio Burgos

Introduction: Heterotopic cardiac transplant is a valid alter-
native: (i) when the recipient is affected by pulmonary hyper-
tension secondary to his left chronic cardiomyopathy and
there is imminent risk of acute right ventricular dysfunction;
(ii) in patients with heart disease with healing possibilities
and no long lasting mechanic assist devices available; and
(iii) when the donor has a mismatch higher than 20%.
Objetives: Describe the surgical procedure and the experi-
ence of this department.
Material and Method: We studied eleven patients whose
prevalent pathologies were idiopathic dilated cardiomyop-
athy, hypertensive cardiomyopathy. Sinus rhythm was pre-
dominant in most cases. The average waiting time was of
271 days. Eight transplants were elective, one urgent and
two emergencies. The technique:
Donor Recipient: Pulmonary Artery Right Atrium Left Atrium
Left Atrium Aorta Artery Aorta Artery (end-to-side) Closed
Venae Cavae

† Donor LV ejects towards Ao, in its diastole.
† Recipient LV ejects during donor’s diastole.

—if this is not the case, there will be blood stasis with
arrhythmias, displacement of interventricular septum,
thromboembolic phenomenon, cardiac arrest. In order to
achieve the above, both hearts were synchronized with 2
dual-chamber pacemakers (DDDR).
Pacemaker-1: ABEE connected to recipient’s RA VBEE con-
nected to donor’s RA
Pacemaker-2: ABEE connected to recipient’s RV VBEE con-
nected to donor’s LV
Another option is using one pacemaker (DDD). Pacemaker-1:
ABEE connected to recipient’s RV VBEE connected to donor’s
LV
—with this we are able to: Simplify synchronization and AV
interval programming Use recipient’s sinus node to manage

both hearts Improve ejection times Reduce costs Control
through hemodynamics and transoesophageal
echocardiogram
Results: Of eleven transplants there were 2 deaths – one due
to hepatopathy because of alcoholism and one due to acute
vascular rejection.
Discussion: The heterotopic cardiac transplant has some dif-
ficulties such as incorrect synchrony if donor’s heart rate is
higher than recipient’s one; supraventricular arrhythmias of
recipient’s or donor’s heart. When choosing one pacemaker,
the donor’s heart, whose sinus node was electrocoagulated,
allows the native heart to achieve synchrony at the ventricu-
lar level, generating a physiological synchrony since the au-
tonomous nervous system is preserved and acts on the
cardiac rhythm of the recipient’s heart.
Conclusion: In the world there are more than 100 people
with two hearts. Our experience, the only one in Latin
America, shows that heterotopic cardiac Tx is a valid
therapy when there is more than 10% donor/recipient mis-
match or severe pulmonary vascular resistance.

Paper No: 288.00

Perioperative blood glucose level in non
diabetic patients undergoing on pump
versus off pump coronary artery bypass
grafting
Hamid Kamalipour, Hedayatollah Akhlagh,
Gholamreza Dabiri and Karmella Kamali

Background: Hyperglycemia during cardiac surgery is asso-
ciated with poor outcomes, more complications and
increased mortality not only in diabetic patients but also in
patients who are not previously diagnosed with diabetes.
The purpose of this study is to compare perioperative blood
glucose level in off-pump CABG versus on pump CABG in
non diabetic patients undergoing coronary artery bypass
grafting.
Methods: One hundred fifty consecutive patients aged 40 to
65 years old, ASA class II or III, ejection fraction 40% or more
were enrolled. One hundred enrollees went through on pump
cardiac surgery whereas fifty enrollees were operated
without cardiopulmonary bypass. Blood glucose level was
recorded six times; before induction of anesthesia, after an-
esthesia induction, before grafting, after grafting, 30
minutes after protamine administration and 1st post opera-
tive hour. Statistical analysis was performed with SPSS soft-
ware version 15(Chicago, IL, USA)
Results: Both groups showed ascending trend in periopera-
tive blood glucose level but there was no significant differ-
ence between them except for post grafting blood
glucose(p¼0.02). There was an increasing pattern of hyper-
glycemia from intra operative period (about 13%) to post op-
erative period (up to 90%) in both on pump and off pump
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groups but no significant difference was seen between two
groups. (p.0.05)
Conclusion: It would be wise to attend to the matter of gly-
cemic control particularly in post grafting phase and post op-
erative phase with specific attention to patients undergoing
cardiopulmonary bypass. Key words: cardiopulmonary
bypass; cardiac surgery; on pump; off pump
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Paper No: 293.00

Comparison Between 40:2, 15:2 Versus 30:2
Compression :Ventilation Ratio on CPR
outcome
Ebrahim Nasiri, Yousef Mortazavi and Reza Nasiri

Introduction: Aim of this study was to compare the effect of
a 40:2, 15:2 versus 30:2 Compression: Ventilation(C:V) ratio
on rate of Chest Compression(CC), rescuer fatigue and satis-
faction. We measured the BP and pulse.

Material and Methods: 53 persons performed BLS and CPR
using C: V of 15:2, 30:2, 40:2 on a adult resuscitation lardal
manikin for two minutes. Two researcher measured the
above mentioned variables. Data were analyzed by ANOVA,
student’s t-test or Mann-Whitney U test between groups.
The value of P,0.05 was considered as significant. The
results revealed fatigue after 2 minutes and satisfaction
from the performed technique in the groups differed
(p,0.05).
Results: Number of breathing in two minutes was 8.8+
4.7(1-24). Total cardiac massage in two minutes in the
study groups was 131.7+40.6 (20-265), of this number
in130.6+40.5 was done correctly. The number of compres-
sion per two minutes increased with C: V ratio of 40:2 than
to other C: V ratio. Most of participants (71.7%) prefer using
30:2 ratio to achieve the primary goal of Cardiopulmonary
Resuscitation (CPR). PR and systolic, diastolic BP of rescuers
before and two minutes after resuscitation had insignificant
difference (P,0.001), and SBP differed between groups
(P,0.04).
Conclusion: Although the rescuers prefer to perform the C: V
ratio 30:2, but number of CC is less than standard recom-
mended by AHA. Alternative C: V ratio of 40:2 methods, is
equal to the AHA recommended 80 compressions/minute,
and also highest number of CC is done in 2 minutes, While,
in the other methods is less than the recommended number.

Paper No: 298.00

Fast track protocol of extubation after
cardiac operations with cardiopulmonary
bypass: the role of sugammadex
Vladimir Pichugin1, Victor Bober2,
Mikhail Bodashkov2, Victor Prytkov2 and
Leckwantee Rittoo1

1 Nizhny Novgorod State Medical Academy and 2 Nizhny Novgorod
Cardiac and Vascular Surgery

Objective: Evaluation of sugammadex effectiveness in fast
track extubation protocol (60-90 min) of patients undergoing
cardiac surgery with cardiopulmonary bypass (CPB).
Materials and methods: From February to August 2011
twenty patients, 12 males and 8 females undergoing
cardiac surgery with CPB were enrolled in the fast track extu-
bation protocol. The age ranged from 25 to 61 years (mean
age 49,4+5,3), and mean weigh was 74,3+6,7 kg. Eighteen
patients underwent valve repair/ replacement surgery and 2 -
combined valve replacement and CABG. Mean CPB time was
78,9+10,4 (50-129) min and aortic cross clamping was
62,1+8,2 (38-111) min. All patients had anesthesia
induced with midazolam (0,1mg/kg), propofol (1,0–1,5mg/
kg) and rocuronium 1,0 mg/kg. For maintenance of anesthe-
sia before, during, and after bypass, all patients received a
continuous infusion of rocuronium (0,4mg/kg/hr), 12 received

BJA Abstracts presented at WFSA

ii276



sevoflurane and 8 propofol. Analgesia was maintained with
fentanyl (3,1+0,2mcg/kg/h). At the end of surgery 4 mg/kg
sugammadex was administered for reversal of rocuronium.
Central hemodynamic parameters, level of neuromuscular
blockade (TOF), BIS index, recovery of spontaneous breathing
and time to ensure full recovery before extubation were
monitored.
Results: Throughout surgery mean TOF level was 0,17+0,03
(0,1-0,2). BIS index was 32+6 (30-40%) during surgery and
gradually increased after stopping sevoflurane or propofol
and reached 67+3 (65-70%) at end of surgery. After
sugammadex administration patients regained conscious-
ness, breathed spontaneously, were alert, central hemo-
dynamic parameters were stable and TOF increased to 0,9
within 5 minutes. All patients were extubated in the operat-
ing room within 57,0+10,4 (30–120) minutes after inject-
ing sugammadex; they were transferred to ICU with good
spontaneous breathing, stable cardiac function, and good
biochemical analyses. Mean ICU stay was 18 hours, one
patient needed a pacemaker and stayed in ICU for 48
hours.
Conclusion: Administration of sugammadex was effective in
fast track extubation of patients undergoing cardiac
surgery with cardiopulmonary bypass.

Paper No: 336.00

Effects of preemptive epidural analgesia on
perioperative pain and cytokine production
in patients undergoing colorectal surgery
Vicente Pedroviejo and Rosa PeÑa

Preemptive analgesia is a pain management technique in
which analgesic treatment begins prior to the surgical inci-
sion, in order to lessen postoperative pain and reduce the in-
cidence of hyperalgesia and allodynia after surgery. Evidence
of preemptive analgesia in animals is convincing, although in
human studies remain controversial.
To investigate whether preemptive epidural analgesia (PreEA)
may reduce postoperative visual analog scale (VAS) scores
and total analgesic requirements, and attenuate the peri-
operative cytokine production.
Patients hospitalized for elective colorectal surgery are ran-
domly assigned to one of the two pain management
groups: PostEA or preemptive epidural analgesia followed
by PostEA. Postoperative pain and total analgesic require-
ments are recorded. Blood samples are collected before
surgery and 6, 24 and 48 hours following surgery. Periopera-
tive production of interleukins (IL)-1beta, tumor necrosis
factor alfa, IL-6, IL-1 receptor antagonist and reactive C
protein are assessed.
Patients in the PreEA group exhibited a longer time to first
intravenous morphine, but similar postoperative morphine.
Pain scores revealed very similar trends. IL-6 levels in PreEA
group were 0,29+0,06 vs 0,04+0,01 pg/ml, 45,62+9,37 vs

46,32+9,18 pg/ml, 24,14+5,32 vs 13,32+3,33 pg/ml and
16,12+3,60 vs 5,23+1,31 pg/ml at 0, 6, 24 and 48 h after
surgery, respectively. IL-1ra levels in PreEA group were
223,09+50,0 vs 168,12+41,0 pg/ml, 1598,20+321 vs
1459,11+211 pg/ml, 673,23+117 vs 586,42+115 pg/ml
and 465,38+104 vs 458,91+71 pg/ml at 0, 6, 24 and 48 h
after surgery, respectively. RCP levels in PreEA group were
12,08+2,10 vs 12,22+2,26 pg/ml, 11,85+1,95 vs 15,10+
2,96 pg/ml, 88,91+19,67 vs 90,44+8,64 pg/ml and
127,88+18,52 vs 126,11+22,78 pg/ml at 0, 6, 24 and 48 h
after surgery, respectively. TNF? levels in PreEA group were
22,30+5,58 vs 18,78+5,02 pg/ml, 31,89+7,97 vs 10,14+
2,71 pg/ml, 17,66+4,41 vs 10,40+2,78 pg/ml and 20,69+
5,17 vs 10,19+2,73 pg/ml at 0, 6, 24 and 48 h after
surgery, respectively. IL-1? levels in PreEA group were
0,23+0,05 vs 0,08+0,02 pg/ml, 0,00 vs 0,50+0,13 pg/ml,
0,00 vs 0,50+0,13 pg/ml and 0,15+0,04 vs 0,13+0,03 pg/
ml at 0, 6, 24 and 48 h after surgery, respectively.
Conclusions: PreEA prolongs the time to first intravenous
morphine use but does not produce either a morphine-
sparing effect or less postoperative pain. PreEA is not able
to decrease perioperative cytokine response. In conclusion,
PreEA is not able to decrease subjective and objective para-
meters measured in this study. Thus PreEA may not be
useful to attenuate surgery-induced systemic inflammatory
response after colonic surgery.

References
1 Katz J, McCartney CJL. Current status of preemptive analgesia. Curr

Opin Anaesthesiol 2002; 15: 435–41

2 Møiniche S, Kehlet H, Dahl JB. A qualitative and quantitative sys-
tematic review of preemptive analgesia for postoperative pain
relief: the role of timing of analgesia. Anesthesiology 2002; 96:
725–41

3 Lavand’homme P, De Kock M, Waterloos H. Intraoperative epidural
analgesia combined with ketamine provides effective preventive
analgesia in patients undergoing major digestive surgery. Anesthe-
siology 2005; 103: 813–20

4 Kissin I. Preemptive analgesia. Anesthesiology 2000; 93: 1138–43

5 Pogatki-Zahn EM, Zahn PK. From preemptive to preventive anal-
gesia. Curr Opin Anaesthesiol 2006; 19: 551–5

6 Ong CK, Lirk P, Seymour RA, Jenkins BJ. The efficacy of preemptive
analgesia for acute postoperative pain management: a
meta-analysis. Anesth Analg 2005; 100: 757–73

Paper No: 374.00

Concept of total myocardial protection by
sevoflurane during cardiac surgery with
cardiopulmonary bypass: preliminary
results
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Alexander Medvedev1
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Introduction: The protective properties of sevoflurane on
myocardium have been attributed to anesthetic pre- and
postconditioning. Clinically this effect is enhanced when
sevoflurane is administered throughout the surgical proced-
ure (De Hert et al., 2002; De Hert et al., 2004; Cromheecke
S. et al., 2006). When the aorta is cross-clamped coronary
blood flow ceases and sevoflurane cannot be delivered to
myocardium. To address this problem we propose the use
of ante- or retrograde coronary perfusion. In some studies
sevoflurane 2% was added to the cardioplegic solution
(Nader N.D. et al., 2004; Nader N.D. et al., 2006) but there
were no conclusive data concerning its effect on the hypo-
thermic myocardium.
Objectives: To evaluate the effectiveness of total myocardial
protection by sevoflurane (TSMP) during cardiac surgery with
cardiopulmonary bypass (CPB).
Material and Methods: After ethical approval and written
informed consent TSMP was used in 5 patients undergoing
valve surgery (replacement of mitral valve – 2; replacement
of aortic valve -1; mitral and tricuspid valves repair -2) with
normothermic CPB from July to August 2011. The study
included 2 males and 3 females aged 36 to 62 years
(mean 47.4+5.9) with an ejection fraction ranging from 20
to 40%. TSMP was achieved by administering sevoflurane
throughout whole procedure: for induction and maintenance
of anesthesia in pre- and post bypass periods. During CPB
sevoflurane was administered via a vaporizer which was con-
nected to the oxygenator gas supply line. All surgeries were
performed on “the beating heart” with constant antegrade
or retrograde coronary perfusion. For coronary perfusion
blood enriched with sevoflurane (2-3 vol %) from oxygenator
was used thus allowing constant supply of sevoflurane to the
myocardium even during aortic cross clamping. Mean CPB
time was 68 +14 min. and aorta cross clamping was 53
+16 minutes.
Results: Dobutamine (2-3 mcg/kg/min) was used in 2
patients. All patients underwent early extubation in OR
before transfer to ICU. The post operative levels of CK-MB
were lower than in non TSMP group. Three hours after
surgery CK-MB level in TSMP group was lower by 38,1%
and 13,3%; 8 hours after surgery lower by 45,9% and
27,7%; 24 hours after surgery lower by 42,0% and 32,6%
and lower by 29,7% and 17,4% 48 hours after surgery
compared to propofol(12 patients) and sevoflurane(11
patients) groups respectively. Normalization of CK-MB
level was registered earlier in TSMP group (within 24
hours), in propofol (more than 48 hours) and sevoflurane
(in 48 hours) groups.
Conclusion: Our technique improved myocardial protection in
high risk cardiac patients but larger prospective randomized
trials are needed to definitively assess the cardioprotective
effects of this technique.
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Cardiac surgery in patients with
heparin-induced thombocytopenia
Miomir Jovic, Dusko Nezic, Branko Calija,
Milorad Borzanovic and Aleksandar Knezevic
Dedinje Cardiovascular Institute, Medical School, University of
Belgrade, Serbia

Introduction: Heparin induced thrombocytopenia (HIT) is co-
agulation disorder in patients treated by nonfractioned
heparin or (rear) by low molecular weight heparine
(LMWH). In the most patients (pts) nonimmune forme of
HIT occurs, characterised by a mild decrease in in the platelet
count and is not harmful. The second type, immune-
mediated HIT, occures much less frequently, thrombocyto-
penia is the first clinical sighn followed by reduced number
of platelets, less then 100 000 mm3 or reduced number
more then 50%. Sometimes, reduction of platelets number
might be less (30-40%). In 20–50 % of pts thrombocytopenia
is severe and often associated with thrombo-embolic and
haemorrhagic events. Usually, 5–15 days after the first ad-
ministration of heparin, immune-mediated HIT occures.
Heparin forms antigen complex with pletlet factor 4 (PF4)
that is released by platelets. Specific antibodies, formed
against complex heparin-PF4, bind to this complex and
destroy the platelets. The desruption of platelets, stimulate
the formation of new blood clots with consequence of
deep vein thrombosis, pulmonary embolism, or even myocar-
dial infarction or stroke.
Objectives: HIT might be life-threatening in patients under-
going open heart surgery, due to thromboembolic events,
thrombocytopenia and bleeding. If cardiac surgery with
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cardiopulmonary bypass (CPB) is necessary, anticoagulation
therapy will be based on usage of danaparoid or direct
thrombin inhibitors.
Methods: Female patient was switched from per oral anti-
coagulant therapy to low molecular heparin therapy prepar-
ing for reredo mitral valve replacement due to endocarditis
and artificial valve thrombosis. In next 10 days, thrombocyto-
penia was obvious (Tr 302 000 mm3 to 11 000 mm3), and
diagnoses of HIT were done. Anticoagulant therapy was con-
tinued with danaparoid, 750 IU/12 h sc. During the surgery,
reredo mitral valve replacement and aortocoronary bypass
on anterior descending coronary artery, blood salvage tech-
nique with r-hirudin(intravenous bolus 0,4 mg/kg, in CPB
prajming solution 0,4mg/kg and continuous infusion
(0,15 mg/kg/h) during cardiopulmonary bypass was used.
Results: Active coagulation time were monitored, without
any sign of micro thrombosis in circuit. Postoperatively, per
oral anticoagulation therapy was initiated with prolonged
postoperative treatment due to basic disease, endocarditis.
Patient was discharged from hospital on 21-st postoperative
day without any complication.
Conclusions: Intraoperative anticoagulation strategy was
based on efficient and short-life r-herudin supported by apro-
tinin, fresh frozen plasma and platelets transfusion.
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Pre-operative fasting policies: are they
clear enough?
Ming-Li Kong and Serene Chang
Barts and The London NHS Trust

Introduction: Pre-operative fasting is fundamental to the
practice of anaesthesia and surgery. However despite the ex-
istence of fasting guidelines, inconsistences can be observed
in daily practice. This may reflect practitioner preference or
incompleteness of the guidelines themselves.
Objectives: To evaluate health professionals’ understanding
of existing pre-operative fasting guidelines within a London
teaching hospital, where anecdotally opinions differ greatly.
In addition, to establish if more robust guidelines are
needed that would lead to uniformity in practice.

Methods: A two-page questionnaire was distributed to
anaesthetists, surgeons, nursing and theatre staff at a UK
teaching hospital (n¼88).
Results: At two hours pre-operatively, the percentage of
respondents that found it acceptable to consume black
coffee, carbonated water, vodka and methadone were:
43.2%, 36.4%, 12.5% and 29.5% respectively. 29.5% of
respondents consider chewing gum acceptable up to two
hours before surgery. 49% of respondents thought it safe
to allow 30ml or more of fluid to ingest medication prior to
surgery. 60.2% of respondents would allow medication one
hour prior to surgery, but at 20 min only 24.1% found this ac-
ceptable. A quarter of respondents would allow a ‘small glass
of water’ in an otherwise starved patient, one hour prior to
surgery. The rationale given by respondents for their
answers was equally split between clinical experience, na-
tional and local guidelines.
Conclusions: Despite more than four million patients under-
going surgery in the UK every year, there remains ambiguity
and uncertainty among peri-operative healthcare profes-
sionals in relation to pre-operative fasting. This extends to
the rationale for fasting and controversy surrounding the def-
inition of a ‘clear fluid’. There is a paucity of evidence to de-
termine optimal practice and this audit suggests a
discrepancy between practice, opinion and published guide-
lines [1]. For example, in the most recent UK guidelines,
chewing gum is allowed up to two hours before surgery
rather than six [2]. However, this differs widely to the
results of our survey, which demonstrates a lack of aware-
ness in frontline staff of new guidelines, which promote the
benefits of reduced fasting times such as increased patient
comfort and hydration. In addition, there are national recom-
mendations that each hospital should develop local guide-
lines. This audit not only highlights the need for more
research into this area, but also that health professionals
need to be aware that the central tenet of anaethesia: star-
vation, can be subject to change.
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Anaesthetic management of a ploytrauma
case with pulmonary thrombus
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Introduction: There is high incidence of venous thrombo-
embolism, comprising of deep vein thrombosis (DVT)and pul-
monary embolism(PE), in trauma patients. 1 These patients,
on prophylactic or therapeutic doses of anticoagulants may
present for surgery. 2 General or regional anaesthesia may
be considered depending on the type and urgency of
surgery and degree of anticoagulation. The anaesthesiologist
must be aware with the latest developments of methods and
drugs used in the prevention and management of venous
thromboembolism and their implications in the conduct of
anaesthesia. We describe anaesthetic management of a
polytrauma patient having pulmonary thrombus who was
scheduled to undergo surgery for hip fracture.
Case Report: A 65 -year-old male having multiple trauma
(B/L fracture of body of mandible, B/L shaft of humerus, left
multiple ribs fracture, clavicle and scapula fracture, B/L tro-
chanter fracture,B/L inferior rami fracture) was scheduled
to undergo dynamic hip screw fixation for B/L trochanter
fracture. Patient had left sided pneumothorax for which a
chest drain had been inserted in Accident & Emergency de-
partment. Colour doppler findings were echogenic thrombus
in left internal iliac and common femoral vein. Left superfi-
cial, deep femoral, internal iliac veins were dilated and non
compressible showing no blood flow; left posterior tibial
vein was compressible in distal part showing blood flow.
Right sided lower limb vessels had no sign of DVT. A com-
bined spinal epidural anaesthesic (CSEA) involving needle
through needle technique was considered for proposed surgi-
cal procedure. Patient’s hemodynamic parameters were
stable follow:ing CSEA. Surgery lasted for 2 hours. The
intraoperative period remained uneventful. Patient was
shifted to ward after observing in recovery room for 1 hour.
The epidural catheter was removed third day postoperatively.
Results: The patient had an uneventful postoperative course
in the orthopaedics ward and was discharged home after
three weeks.
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Paper No: 442.00

A case that concurrent renal and cardiac
transplantation was applied
Nursel Sahin, Bilge Goktas, Suzan Kucukyorganci,
Hanife Karakaya Kabukcu and Tulin Aydogdu Titiz
Akdeniz University School of Medicine

Introduction: There is no guideline for the concurrent renal
and cardiac transplantation or cardiac transplantation only
in patients with cardiac and renal insufficiencies at the
same time. Presence of renal insufficiency is accompanied
by an increased risk of mortality in patients with cardiac
transplants.
Case: The thirty-four year-old male had known asthma and
high blood pressure in his medical history. He was diagnosed
with renal insufficiency secondary to HT 3 years ago, and the
ECHO study in the same period revealed medium-level pul-
monary hypertension with second degree tricuspid regurgita-
tion and PAB measurement as 48 mmHg. He had respiratory
arrest twice during the follow-up, and cardiac arrest related
to ventricular fibrillation once and was resuscitated with
CPR. In the ECHO, EF was 40%, PAB was 69.76 mmHg, had
38 mitral regurgitation and 28 tricuspid regurgitation. He
was taken to the operation room for renal and cardiac trans-
plantation from a cadaver. The findings of the patient were
as follows: BP: 84/52, Heart rate: 112, SpO2 :100, and he
the anesthesia induction was made using etomidate
0.2mg/kg, vecuronium 0.15mg/kg and fentanyl 10mcg/kg;
later the anesthesia was maintained with using a mixture
of 50% air-O2 and 1 It/min sevofularane and remifentanyl in-
fusion. The pulmonary artery was catheterized. Cardiac
transplantation was carried out after median sternotomy
with medium-level hypothermia and bicaval anastomosis
method. Intra-aortic balloon pump was applied before ter-
minating the bypass. The cardiopulmonary bypass was ter-
minated after ensuring the hemodynamic stabilization. The
kidney was transplanted to the right iliac fossa from the
cadaver. 1 unit of RBC, 2 bags of platelets and 4 units of
TDP replaced throughout the operation. He was referred to
cardiovascular surgery ICU, where he was followed up in
the ICU for one month. He was extubated in Day 6 post-
operatively, and then was discharged fifteen days later.
Discussion: There are so few studies on the concurrent renal
and cardiac transplantations. Ensuring the perioperative
hemodynamic stability and small amounts of blood loss are
the main targets of long-term renal functions in kidney
transplantation cases. Likewise, in our case 1 unit of RBC
was replaced throughout the operation. The renal functions
are among the determining factors of morbidity and mortal-
ity in open cardiac surgeries. In our patient who had cardiac
and renal insufficiencies, kidney and heart were transplanted
successfully in the same operation.
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Paper No: 476.00

Does glycated hemoglobin (HbA1C) predict
adverse outcome following cardiac surgery
regardless the diabetic state?
Mahdi Najafi1 and Mehrdad Sheikhvatan2

1 Anesthesiology Department, Tehran Heart Center, Tehran
University of Medical Sciences, Tehran, Iran and 2 Research
Department, Tehran Heart Center, Tehran

Introduction: Glycated hemoglobin (HbA1c)is well known for
its role in evaluating diabetic patients blood glucose control
during last two or three month. However, there are much
debates on diabetes as a risk factor for coronary artery
disease and/ or adverse outcome after coronary artery
bypass surgery (CABG)
Objectives: Much attention has been focused on the role of
HbA1c in prediction of events after cardiac surgery. To estab-
lish the relationship between HbA1c and adverse short-term
outcome in both diabetics and non-diabetics patients under-
going CABG, we conducted the present study.
Methods: A prospective study was conducted on 570
patients (233 diabetic patients and 337 non-diabetics) who
underwent isolated CABG at Tehran Heart Center. Preopera-
tive and intraoperative clinical and laboratory findings and
also postoperative short-term outcome data were collected.
HbA1c levels were measured immediately before operation
in all patients. HbA1c measures were categorized in for
groups: sub optimal(6-1-7%), High (7.1-8%), very high
(.8%).
Results: It was an overall relationship between the frequency
of diabetes mellitus and HbA1c level; however the frequency
of diabetics (44.7%) and non-diabetics (55.3%) was nearly
similar in suboptimal HbA1c levels (6.1-7%). A linear trend
was found between elevated HbA1c level with a higher
prevalence of in-hospital morbidity and postoperative
arrhythmias. Although significant differences in morbidity
and total LOS were observed between diabetic and non-
diabetic groups with the plasma HbA1c levels more than
7%, these parameters were similar between the two
groups with suboptimal HbA1c levels. In a multivariable
analysis, advanced age (P,0.001), plasma HbA1c (6.1–7%)
(P¼0.002), were independent predictors of short-term
adverse outcome regardless the diabetic state.
Conclusion: Suboptimal HbA1c level can be associated with
an increased early morbidity rate following CABG in all
patients regardless the diabetic state.

Paper No: 483.00

Report: Jehovah’s Witness in Cardio
Surgery
Marina Lukic, Branko Calija, Petar Vukovic and
Miomir Jovic
Institut for cardio vascular disease "Dedinje", Belgrade, Serbia

Introduction: The authors report the case of elective cardio
surgery performed on Jehovah âETMs Witness(JW).
Objectives: From the January 1997 to July 2011 there were
only 11 JW patients in our hospital. Even the number of
them is small, we are only hospital in our state, if we
exclude pediatric patients, where cardio and vascular
surgery were performed on JW.
Method and results: A 68 years old male JW, with coronary
disease, was admitted for progressive chest pain and
dyspnea. His medical history included two myocardial infarc-
tions and percutaneous coronary intervention with implant-
ation stent in RIA. He had experienced two cerebrovascular
insults during the past several years. Ejection fraction was
estimated as 35%. High dose erythropoietin therapy and
iron supplement started two weeks before surgery. His start-
ing hemoglobin level was 14,7 gr/dl, hematocrit 44,7, plate-
lets count 225,000/uL and prothrombin time, activated
partial thromboplastin time and international normalized
ratio were normal. Anesthesia and surgical technique were
standard. Intraoperative blood conservation was performed
with Cell Saver and ultrafiltration, taking care of continues
circuit of salvage cells with the body-which is the main con-
dition for using autologus blood in JW. Tranexamic acid was
given to patient by the existing protocol in cardiac surgery
(high dose 30mg/kg). Coagulation status was followed with
the ROTEM Analyser and Multiplate platelet function analysis
prior heparin and after protamin application, which showed
normal coagulation. The operation proceeded uneventfully .
The fourfold aorto coronarius bypass was made. There was
no need for inotropic support and the hemoglobin on the
end of surgery was 9,8 gr/dL. Two hours after initial surgery
there was continued mediastinal bleeding in total amount
of 700ml and the surgeon decided to reopen the patient
and explore the surgical site. No bleeding was identified,
and complete hemostasis was verified before reclosure.
Patient was sent out of ICU on the 1st postoperative day.
The last, 3rd dose of erythropoietin he received on the
same day. The patient experienced no postoperative compli-
cations, no neurological or renal sequelae were noted. He
was discharged on the 11th postoperative day .
Conclusion: Patient blood management leads to excellent
outcome in JW patients and should be the standard care
for any patient,who can’t get blood transfusion because of
different reason(religion,technical or absence of correspond-
ing blood group),even if there is strong medical indication for
blood transfusion.
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Paper No: 496.00

Use of nonparametric statistic to
identification of predictors of pain in office
diagnostic hysteroscopy without
anaesthesia
Felipe Sessa, Camilla Guerra, Raquel Rodrigues,
Claudio Andrade and Marlon Fonseca

Introduction: Hysteroscopy is an endoscopic procedure to
approach the uterine cavity can be performed with or
without anaesthesia. When performed without anesthesia,
the test is eventually suspended due to the pain. In these
cases, the procedure is rescheduled to be done with
anaesthesia.
Objective: Identifying predictors of pain for women who
meet unfavorable conditions to be identified and have their
procedures performed under anaesthesia.
Methods: A total of 108 patients who underwent diagnostic
hysteroscopy without anaesthesia were evaluated in two
stages: (1) before the exam, when we did an anamnesis
directed and (2) immediately after the exam, when we eval-
uated the intensity of pain. The pain reported by pacients
during the procedure was scaled using a numerical scale
(score of 0 to 10) directly proportional to the discomfort
experienced by each individual. Nonparametric statistic ana-
lysis was performed in order to identify variables significantly
associated with pain, in other words, potential predictors.
Results: Patients were grouped and compared according to
dichotomized variables (Mann Whitney test). The signifi-
cances were diabetes (0.303), hypertension (0.981),
smoking (0.022), anxiety (0.110), curettage (0.084), cesarean
(0.509), chronic pelvic pain (0.834), dysmenorrhoea (0.272),
dyspareunia (0.586), in the presence of pain (0.666),
cramps referred in those days of the exam (0.744) and
vaginal delivery (0.138). Only smoking was associated with
pain, the group of smokers showed significantly more
intense pain. The correlation coefficients of the variables
sortable with the intensity of pain (Spearman) and their sig-
nificance were: age (–0.150; 0.875), weight (0.112; 0.271),
height (–0.090; 0.388), education (0.006; 0.955), time
(0.028; 0.776), body mass index (0.164, 0.126), number of
pregnancies (–0.150; 0.124), parturition (–0.153, 0.115),
number of abortions (–0.007; 0.941) and number of vaginal
deliveries (–0.176; 0.070).
Conclusion: Smoking was significantly associated with pain
and this condition will be evaluated further in a multivariate
statistical model.

Paper No: 511.00

Discriminative powewr of euroscore in
predicting morbidity and prolonged

hospital stay in an iranian sample
population
Mahmood Sheikhfatollahi1, Mahdi Najafi2 and
Mehrdad Sheikhvatan1

1 Research Department, Tehran Heart Center, Tehran University of
Medical Sciences, Tehran, Iran and 2 Anesthesiology Department,
Tehran Heart Center

Introduction: EuroSCORE as a simple and rigorous risk strati-
fication model is commonly used in predicting early and late
outcome of cardiac surgery across the world.
Objectives: We aimed to assess discriminative power of the
EuroSCORE model to predict postoperative morbidity and
total prolonged length of stay in hospital (LOS) and ICU
stay in an Iranian group of cardiac surgery population.
Methods: The additive EuroSCORE model was applied to 570
patients undergoing isolated coronary artery bypass grafting
at Tehran Heart Center during a six month period. Discrimin-
ation power of the EuroSCORE model was tested by the area
under the receiver operating characteristic (ROC) curve and
the calibration by comparing observed and predicted out-
comes across the risk spectrum assessed using the Hosmer-
Lemeshow goodness of fit test.
Results: An overall morbidity rate was 47.5%. The observed
morbidity in high risk patients (EuroSCORE.6) was signifi-
cantly greater than low risk patients (EuroSCORE?6). Further-
more, 51.2% of the patients had LOS beyond 14 days. Both
prolonged LOS (.14 days) and prolonged ICU stay (.72
hours) were more prevalent in high risk group than those in
low risk group. The discriminative power of EuroSCORE in pre-
dicting morbidity, prolonged LOS, and ICU stay was poor with
area under the ROC curve of 0.617, 0.598 and 0.581, respect-
ively. However, this risk score showed good calibrations for
morbidity (p¼0.119), prolonged LOS (p¼0.958) and pro-
longed ICU stay (p¼0.620).
Conclusion: EuroSCORE provided inappropriate discrimination
in predicting early morbidity and prolonged LOS and ICU stay
in our study population. Creation of a new model, which ac-
curately predicts outcomes in Iranian CABG patients, is
recommended.

Paper No: 517.00

Has Trendelenburg positioning effect about
Intraocular Pressure during laparoscopy?
Ana Alvarez, Diana Vernetta, Irene Churruca and
Diana Vernetta

Introduction: Intraocular pressure (IOP) increases during
changes in body position. During laparoscopic surgery,
patients are placed in various positions and the abdominal
cavity is filled with carbon dioxide (CO2) gas. The literature
say that Trendelenburg position increases intraocular pres-
sure (IOP); however, the magnitude of this increase is
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unknown, particularly during long procedures and in combin-
ation with carbon dioxide (CO2) insufflation during
laparoscopy.
Objectives: The aim of this study was to compare the IOP
changes in patients undergoing laparoscopic prostatectomy
(Trendelenburg position) versus laparscopic nephrectomy
(lateral decubit position).
Methods: in this prospective study we measured IOP using a
Tono-pen in 50 patients: 25 patients (group 1) laparoscopic
nephrectomy and 25 patients (group 2) laparoscpic prosta-
tectomy. The IOP was measured anesthetized and supine
(T0¼ baseline); anesthetized after insufflation of the
abdomen with carbone dioxide (T1); after 1 hour (T2) and
anesthetized supine before awakening (T3).
Results: There were no significant differences in terms of
age, BMI, intraperitoneal pressure. Group 1: IOP (mmHg)in
laparoscopic nephrectomy was in left eye (T0)9.14;
(T1)20.28; (T2)22.09; (T3) 17.80 and in right eye (T0)10.52;
(T1)21.19; (T2)22.90; (T3) 17.95 Group 2: IOP (mmHg)in lap-
aroscopic prostatectomy was in left eye (T0)10.33;
(T1)22.38; (T2)25.85; (T3)18.57 and in right eye (T0)12.19;
(T1)23.38; (T2)26.42; (T3)19.33.
Conclusions: This study shows that IOP increases significant-
ly in anesthestized patients undergoing laparoscpic surgery
and the increase is higher in prostatectomy with Trendelen-
burg positioning. We were able to quantify the changes in
IOP throghout the procedure and we conclude that lapar-
scopic surgery reach IOP levels that are comparable with
those observed in glaucoma patients.

Paper No: 519.00

Organising an anaesthesia conference in
sierra leone
Keith Thomson and Sarah Davidson
Basingstoke and North Hampshire Hospital, Basingstoke and
North Hampshire Hospital, Basingstoke, UK

Introduction: Anaesthesia provision in some West African
countries is in crisis due to lack of funding, equipment, suit-
able drugs and disposables. But also relevant is the lack of
medically trained anaesthetists and CPD. In Liberia the
service for 3.5 million people is provided only by anaesthetic
nurses and in Sierra Leone there are only 4 doctor anaesthe-
tists for a population of 5 million.
Objectives: To organize a 3 day anaesthesia conference in
Freetown.
Methods: Contact was made with the country’s senior anaes-
thetist Dr Michael Koroma by phone and email six months in
advance and the dates of the conference were agreed. An 8
strong faculty consisting of 5 consultants and three trainees,
all UK based, were chosen. Flights were booked. Accommo-
dation was organized on board the M/V Africa Mercy in the
port only 10min walk from the conference venue, the Prin-
cess Christian Maternity Hospital. Mercy Ships also agreed

to provide visas and in country transport. The program was
based on workshops preceded by short presentations. 3
main topics were obstetric, paediatric and trauma anaesthe-
sia. Travel expenses of $20/delegate were agreed. Funding
was found for lunch. T-shirts and attendances certificates
were designed. Projectors were organized.
Results: 79 anaesthesia providers including 20 trainees
attended the conference. At registration on day 1 the dele-
gates were asked to write down their name, hospital, pos-
ition, mobile number and email. A name card, pouch,
lanyard, T-shirt, writing pad and a pen were given to each at-
tendee. They were also given a topic for a prize essay to be
handed in at the end of the second day. At the end of
each day a prize quiz was held with questions based on the
topics covered during the workshops. All delegates were
encouraged to fill in feedback forms at the end of each
day. At the closing ceremony CDs including all the presenta-
tions and other useful information were provided for each
delegate
Conclusions: The conference seemed to go well and the
feedback was generally very positive but it is difficult to
measure objectively whether the conference might have
any affect at all on standards of anaesthesia. But it was
good for anaesthesia providers from all over Sierra Leone
to meet, make new friends, establish professional contacts
and discuss the similar difficulties they all have in struggling
to provide some sort of anaesthesia service for a country
which has only recently emerged from 10 years of civil war.

Paper No: 520.00

Blood loss substitution with the 3-fold
amount of ringer’s lactate is insufficient to
maintain normovolemia in humans
Daniel Chappell1, Klaus Hofmann-Kiefer1,
Alexander Burges2, Peter Conzen1 and
Markus Rehm1

1 Department of Anaesthesiology, University Hospital of Munich,
Marchioninistrasse 15 81377 Munich, Germany and 2 Department
of Gynaecology, Hospital of Munich

Introduction: Isotonic crystalloids play a central role in peri-
operative fluid management.1 Isooncotic colloids (e.g.
human albumin or hydroxyethyl starch) remain nearly com-
pletely intravascular when infused to compensate for acute
blood losses.2 Recent data were interpreted to indicate a com-
parable intravascular volume effect for crystalloids, challen-
ging the occasionally suggested advantage of using colloids
to treat hypovolemia.3 General physiological knowledge and
clinical experience, however, suggest otherwise.
Objectives: To show the short term intravascular volume
effect of crystalloids by direct blood volume measurements.
Methods: In a prospective clinical trial, double-tracer blood
volume measurements were performed before and after
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intended normovolemic hemodilution in 10 female adults,
simultaneously substituting the 3-fold amount of withdrawn
blood with ringer’s lactate. Any originated deficits were sub-
stituted with half the volume of 20% human albumin, fol-
lowed by a further assessment of blood volume.
Results: 1,097+285 ml of whole blood were withdrawn
(641+155 ml/m2 body surface area) and simultaneously
replaced by 3,430+806 ml of ringer’s lactate. All patients
showed a significant decrease in blood volume after hemodi-
lution (2459+185 ml; p,0†05) which did not involve rele-
vant hemodynamical changes, and a significant increase in
interstitial water content (+2,157+606 ml; p,0.05). The
volume effect of ringer’s lactate was 17+10%. The infusion
of 245+64 ml of 20% human albumin in this situation
restored blood volume back to baseline values, the volume
effect being 184+63%.
Conclusions: Substitution of isolated intravascular deficits in
cardiopulmonary healthy adults merely with ringer’s lactate
impedes maintenance of intravascular normovolemia. Re-
placement of blood losses by crystalloids, are required at
the 5-fold amount. Main side effect was an impressive inter-
stitial edema.
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Paper No: 527.00

Incidence of epidural anesthesia in
kindney’s transplant
Allysson Magno Soares Rbeiro,
Ivaı́ Saião Aranha Falcão De,
Rafael Eugenio Lazarotto,
Nadya Giselle De Almeida Silva and
Kyara Coeli Soares Rbeiro

Introduction: The anesthesia in kidney’s transplant started
to be used in the beginning of 20’th century. With the
advent of pharmacological researches, the spinal anesthesia
used at first, was substituted by general anesthesia, making
possible the patients monitoring with more security and less
procedure effects.
Material and Methods: The aim of this research was to
evaluate the epidural anesthesia in kidney’s transplant at
Policlı́nica Pato Branco - PR. A retrospective study was con-
ducted, with 320 patients, from 1986 to 2008. Varieties
such as gender, age, blood tipe, aneshesia tipe, donator

tipe and port-anesthesia complications were considered.
For statics, it was used the student test T.
Results: In this research it was observed the prevalence of
male over female gender (58,7%). The age with more inci-
dence was between 41 and 45 years old (16,9%). Type O
positive was the predominant blood type seen(45,6%). The
epidural anesthesia was the most prevalent, corresponding
to 89% from total of anesthesia procedures. The dead dona-
tors were more prevalent. Relevant complications wereńt
found in none of the procedures.
Conclusion: In this research it was observed that epidural an-
esthesia is a technic that can be used in kidneýs transplant,
because it doesńt bring severe complications. Its value to say
that the absence of depressing drugs, constant arterial blood
pressure monitoring, and heart frequency show us that this
kind of procedure makes this transplant safe and able, so
that the patient can get a better recovery after surgery,
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Paper No: 534.00

Patient autonomy kills
Tong-Khee Tan
Singapore General Hospital, Department of Anaesthesiology and
Surgical Intensive Care, Singapore, Republic of Singapore

Introduction: Gillon considers autonomy as ¡8first among
equals¡+, because it is a necessary component of aspects
of beneficence, non-maleficence and justice. These provide
the moral framework for a ¡8moral mission statement¡+
for the goals of medicine in whatever culture - provision of
health benefits with minimal harm in ways that respect
people¡s choices for themselves and that are just or fair to
others. 1
Objective: This case illustrates how choice driven patient
care, on the basis of informed consent by respecting
patient autonomy can affect patient outcome. Sometimes
medical paternalism is appropriate especially in highly spe-
cialised field.
Method: A post-surgical neurosurgical intensive care patient
case-study. Results 40 year old Mr X presented to Neurosur-
gery with seizures, symptoms of vu. MRI revealed a 3 x 2.5
x 2.3 cm right temporal lobe lesion. The neurosurgeon
advised craniotomy, total lesion excision and possible subse-
quent chemo or radiotherapy. After doing some research Mr
X opted for stereotactic biopsy only and total excision at a
subsequent operation. 3 days after uneventful biopsy, he suf-
fered severe headaches and became unconscious. Urgent CT
scan revealed massive intracerebral bleed from the tumour
into the temporal lobe. Despite emergency decompressive
craniectomy, clot and tumour excision, he did poorly, losing
his brainstem reflexes. He became hypotensive. One week
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after the biopsy, the family requested withdrawal of ventila-
tor support.
Discussion: Post-operative bleeding after stereotactic biopsy
is a known complication since the site of biopsy is not
visible to the surgeon, despite being less invasive. If Mr X
had agreed for a craniotomy, total tumour excision can be
performed at one sitting and proper haemostasis secured.
Unlike certain operations (eg breast cancer) where histology
would determine the next definitive operation, craniotomy
and total excision of this small lesion would be appropriate,
sparing him the risks from 2 surgeries and general anaes-
thetics. Mr X¡s treatment was undertaken after informed
consent was voluntarily given. He demonstrated correct
understanding of the nature of the procedure, risks, benefits
and alternatives.
Conclusion: Did autonomy kill Mr X ? Would his outcome dif-
fered if the neurosurgeon, as the expert, had exercised
medical paternalism, insisted that total tumour excision at
one sitting is best? However, Mr X gave valid consent as he
was informed, was competent and not coerced. 1 This case
illustrates that patient autonomy can work against patients¡
best interests, like many other instances of competent
patients exercising their autonomy by refusing beneficient
treatment. Over-riding their decision and treating them
amounts to battery.
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Paper No: 562.00

Triggering factors and role of yawning
Jin Joo Yoon and Ki Lee
Seoul Saint Mary’s Hospital, Catholic University Medical College

Introduction: Yawning is a stereotyped behavioral pattern
that usually occurs during normal and pathologic conditions.
The psycophysiologic significance of yawning seems to be an
arousal reflex to increase attention. One of the most fre-
quently encountered clinical situations during which
yawning occurs in the IV induction of general anesthesia. A
typical yawn is characterized by a single large inspiration
with simultaneous mouth opening and stretching of the
trunk. The triggering factors, however, are not still clearly
known and role of yawning is controversial.
Objectives: To find out triggering factors of yawning during
induction of general anesthesia with propofol and to reveal
the significance of yawning
Methods: Patients who were between 18�50 years old, of
ASA I�II, and scheduled for surgeries except thoracic,
cardiac and organ transplantation surgeries under general

anesthesia were included. Patients with neurologic dysfunc-
tion, in use of benzodiazepines, anticonvulsants, alcohol,
opioids, or other psychotropic drugs (chronically or within
24 hours before the induction of anesthesia), and underwent
rapid sequence induction were excluded. At holding room,
patients answered the questionnaire of Spielberg anxiety
score. NIBP, SpO2, ECG, EtCO2, BIS and body temperature
were measured as basal V/S value when they entered operat-
ing room. After preoxygenation, 1mg/kg lidocaine and 2mg/
kg propofol were injected. To examine the occurrence of
yawning, the anesthesiologists waited for the maximum of
1 minute and administered 0.6mg/kg rocuronium for intub-
ation. Spielberg anxiety score, time at which patients
entered OR, NPO time, basal V/S values, V/S values after pro-
pofol administration, time of yawning after propofol adminis-
tration, V/S values after intubation were recorded.
Results: 100 patients were enrolled. 57 patients yawned
within 21.34¡3

45.07 seconds after propofol administration.
Patients who yawned showed significantly lower Spielberg
anxiety score than patients who did not (48.70¡3

49.59 vs
66.15¡3

411.32, p,0.05). 31 patients who yawed and 25
patients who did not yawn were anesthetized before 2 p.m
while 26 patients who yawned and 18 patients who did not
yawn were anesthetized after 2 p.m, which failed to show
statistical significance. Unlike the patients who did not
yawn, all the patients who yawned showed transient in-
crease during the continuing decrease in the BIS value
after propofol injection.
Conclusion: Less anxious patients tend to yawn more than
more anxious patients. Though diurnal cycle may have
some relevance to yawning, further study with large
sample size is needed to prove statistical significance.

Paper No: 572.00

Use of propofol TCI in conductive
anesthesia for sedation intraoperative as a
method strategic for knowledge, titulation
and prediction of this drug
Jose Joaquin Egas-Dominguez and
Alexandra Caballero Mendoza

Introduction: Advances in anesthesia techniques such as
TIVA TCI in our country is relatively recent. The management
of Propofol has been a challenge for us, so we decided to use
in TCI as a supplement in Anesthesia effect conductive, while
frequent and rationed their use allowed us a better under-
standing of the drug
Objectives: Properly handle and holder TCI effect propofol in
conductive anesthesia, and relationships dose with this
degree of clinical change: consciousness, ventilation and
hemodynamics, as well as provide the patient a perioperative
state without anxiety and greater sense of wellbeing.
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Methods: Clinical Observation was performed in 46 patients
with conductive anesthesia. TCI effect propofol was
infused, we use Marsh and Schnider pharmacokinetic
models of pump Base Primea Orchestra. It started with a
dose of 0.5 ug/ml in all patients, was climbing the dose
and slow upward of 0.1 ug/ml until desired sedation with
spontaneous ventilation, good breathing pattern, Ramsay
3-4, and saturation between 95 and 100% O2 at 2 liters
per minute
Results: We included 46 patients with mean age of 50.47
years (range¼17-92 years). The mean dose of propofol TCI
actual effect was 0.8 ug/ml (range 0.3 to 1.4 ug/ml), Marsh
pharmacokinetic model was used in 65.2% (less than 60
years old) and Schnider in 34.8% of patients (more than 60
years old). Gain the qualification there was no need for
changes in doses despite prolonged surgical times. Mean op-
erative time 127.82 minutes (range 60-300 minutes). Ventila-
tion was spontaneous and good breathing pattern
throughout the perioperative SpO2 between 95 and 99%
(mean¼97.6%). The state of consciousness was assessed
with the Ramsay scale which remained unchanged through-
out the postoperative value 3 (6% of patients) and 4 (94%
patients). No significant hemodynamic changes in the propo-
fol infusion than expected by conductive anesthesia, because
the doses of propofol were up and paused. 100% patients
reported great satisfaction of sedation
Conclusions: Management of Anesthesia conductive TCI pro-
pofol and holder allows the drug known as the desired effect.
The results also help us to plan their proper use in induction
and maintenance of intravenous anesthesia

Paper No: 584.00

Experience in anaesthesia management for
major pelvic ring surgery
Diana Bilskiene, Andrius Macas and
Raimonda Purlyte
Lithuanian University of Health Sciences Hospital, Anaesthesiology
department, Kaunas, Lithuania Lithuanian University of Health
Sciences Hospital, Anaesthesiology department, Kaunas,
Lithuania Lithuanian University of Health Sciences Hospital,
Anaesthesiology department, Kaunas, Lithuania

Introduction: Pelvic ring fractures occur as the result of high
– energy trauma as car accidents or falling down from a dis-
tance. Mortality rate of patients with pelvic ring fracture
depends on the type of pelvic fracture and/or from other ad-
jacent organ injuries and may reach 20%.
Purpose: The aim of this study was to determine the different
anaesthesia techniques during major pelvic ring surgery.
Materials and Methods: Retrospective analysis was carried
out in Lithuanian University of Health Sciences Hospital.
There were analyzed 101 patients who underwent major
pelvic ring osteosynthesis operations during the period
2003-2010. Analyze demographic data of the test group,

rated ASA class, anaesthesia techniques and workflow fea-
tures. Data were analyzed using Microsoft Excel and SPSS
13.0 software. P value ,0.05 was considered statistically
significant.
Results: Polytrauma was diagnosed to 81 (80.2%) patients
while isolated ring injury was diagnosed to20 (19.8%)
patients. Patients’ age average were 41+15.18 years.
According to ASA classification 4 (3.96%) were ASA class I,
56 (55.44%) – ASA class II and 41 (40.59%) – ASA class
III. 75 (74.25%) patients were assigned for endotracheal an-
aesthesia, 20 (19.80%) – for spinal, 3 (2.97%) combinated
epidural – endotracheal and 3 (2.97%) for spinal-epidural
anaesthesia. Average duration of surgery procedure was
151.3+64 min. Intraoperative fluid infusion therapy con-
sisted mainly of cristaloids 2668.5+844 ml, 35 (34.65%)
patients had additional infusion of colloids 551.43+167 ml.
Before operation blood transfusion was applied for 39
(38.61%) patients, intraoperative blood transfusion was
applied for 24 (23.76%) patients, postoperative blood trans-
fusion was applied for 32 (31.68%) patients. Fresh frozen
plasma was infused during the operation for 4 (4.7%)
patients. Hemodynamic instability (hypotension) was
observed in 57 (56.43%) patients, of which 44 (77.19%)
had endotracheal anaesthesia and 13 (22.81%) had spinal
anaesthesia. No significant differences were observed in
the development of hypotension between spinal and endo-
tracheal anaesthesia (p.0.05). 80 (84.7%) patients were
returned to Trauma department after operation, 21 (15.3%)
– were transported to Intensive Care Unit and 6 of them
were monitored for respiratory failure.
Conclusions: 1) Frequently major pelvic ring surgery was per-
formed under endotracheal anaesthesia. 2) Hemotransfusion
statistically significant was preformed during the time of an-
aesthesia comparing to preoperative and postoperative
period. 3) The frequency of hypotension was not statistically
significant comparing endotracheal and spinal anaesthesia.

Paper No: 591.00

Anesthesia total intravenous based in the
analgesia with effective minimum dose of
propofol controlled with cerebral monitor
ioc - view
Jose Joaquin Egas-Dominguez and
Alexandra Caballero Mendoza

Introduction: Based on the concept of stress-free anesthesia,
effective management of analgesia is essential. The pharma-
cokinetic profile of remifentanil offers advantages for this
type of anesthesia, and hypnosis has lower requirements.
But we owe monitor the anesthetic depth to prevent memor-
ies due to superficial anesthesia.
Objectives: Anesthesia based on the analgesia with high
doses of remifentanil and to decrease doses of propofol,
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keeping an adequate anesthetic plane, and to control depth
of anesthesia with monitor IoC – View and correlate this with
hemodynamic status.
Methods: Propofol-Remifentanil TIVA TCI 60 patients. Induc-
tion with increasing doses of propofol until loss of conscious-
ness and brain monitor IoC - View value between 40 and 60,
was administered followed muscle relaxant and start with
dose of remifentanil until values of 10ng/ml or more, while
we began to descend Propofol. We proceeded to intubate,
and before the surgical incision is further increased remifen-
tanil, propofol was maintained at low doses. Always check
that the brain monitor is kept between 40 and 60. Multi-
modal analgesia was performed to prevent postoperative
pain.
Results: We studied 60 patients. Average dose induction pro-
pofol TCI (effect) before administrated muscle relaxant was
2.7 ug/ml (Range 2.0 to 3.5 ug/ml) and intraoperative main-
tenance dose in 70% of the patients was 1.8 ug/ml. Other
30% was from 1.4 to 1.7 ug/ml. Remifentanil TCI average
dose effect on intubation was 11 ng/ml and 13ng/ml anes-
thesia maintenance (Range 11-15 ng/ml). Brain Monitor
IoC-View when higher dose of propofol for induction was
value 54, at the time of intubation 48, and during the intrao-
perative 45 average. Waking the value of propofol in 75% of
the patients was between 0.6 and 0.9 ug/ml, the other 25%
was 0.4 and 0.5 ug/ml. Remifentanil for waking the average
was 3.3 ng/ml. The value of IoC View at this time was 98.
There was good correlation between the values of Ioc-
View and hemodynamic clinical parameters, making safe
and fairly predictable technique.
Conclusions: Anesthesia based on the analgesia offers a
stress-free surgery, requiring lower doses of the hypnotic,
which are safe using the IoC - View brain monitor, the
same one that demostrated excellent clinical correlation.

Paper No: 609.00

Epidural ozone treatment for chronic pain
lumbar for disk hernia
Alexandra Caballero Mendoza and
Walter Andrade Mendoza

Introduction: Today has been a growing awareness of the
benefits of ozone in many areas of medicine. The remarkable
efficacy of this gas in analgesic and anti-inflammatory
effects in addition to its ability to absorb and dry the disc ma-
terial have led to its use in such conditions that cause chronic
pain, as well as the techniques used are less invasive
Objectives: To administer ozone in the epidural space in
patients with herniated disc, thereby reducing the size of
the hernia and consequently the relief of chronic pain
Methods: We had 17 patients diagnosed clinically and with
MRI of lumbar disc hernia at different levels, arrived with
pain and limitations referring to certain movements and ac-
tivities. Ozone was administered into the epidural space at

the herniated disc in three sessions, a weekly for three fol-
lowed weeks. In each session, once reached the epidural
space with a Tuohy needle were administered 15 ml of
ozone gas slowly. Pain relief was assessed with the EVN
scale (Verbal Numeric Scale). We performed a clinical
control and MRI the year after treatment.
Results: The average age of the patients is 53.5 old years
(29-86 old years). EVN baseline was 6 (2 pctes), 7 (4pctes),
8 (9pctes) and 9 (2pctes), in the second session EVN had
fallen to 50%, and the third session of 90%. At the
monthly monitoring all patients reported no pain, and
could perform all normal activities. Subsequent verification
was performed MRI which revealed no evidence of hernia.
At year there is new control patients reported improvement
the same total. Two of the patients entering the study had
previously scheduled column invasive surgery, after success-
ful treatment they did not need surgery. Currently we have
more patients in treatment, they are not included in the
study and not yet completed the year after treatment, but
to the moment the results are satisfactory.
Conclusions: Epidural Ozone proved to be a safe, effective
and minimally invasive technique, pain-relieving chronic
disc herniation by causing dehydration of the disc and conse-
quent reduction in the size of the hernia.
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Paper No: 612.00

Thorax surgery mortality at the high
complexity general hospitalcenter of Neiva
– Colombia –2010
Daniel Rivera Tocancipá and Andrés Barreiro
Resident II Anesthesiology and Resuscitation. Anesthesiologist.
Coordinator Postgraduate Anesthesiology and Resuscitation
University Surcolombiana. Neiva, Colombia

Introduction: At present, thorax surgery covers a wide spec-
trum; it includes infectious diseases, congenital, trauma and
cancer. This is possible thanks to scientific progress (risk
stratification, surgical techniques, anesthesiology techni-
ques, pain management and ICU management) and techno-
logical advances video thoracoscopy, bronchial blocking and
mechanical ventilation. The Hospital Universitario Hernando
Moncaleano Perdomo de Neiva is an institution that takes
care of all kinds of pathologies and patients (General Hos-
pital) with limited economic resources. Thoracic surgery is
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frequent and it is therefore important to know our mortality
statistics. The 2010 databases were revised to gather the
basic epidemiology data of the patients who had undergone
thoracic surgery, as a basis to improve care and carry out
further research.
Objectives: Determine mortality on day 28 and basic epi-
demiological aspects of adult patients undergoing thorax
surgery at the HOSPITAL UNIVERSITARIO HERNANDO MON-
CALEANO PERDOMO, of Neiva - Colombia, during the period
of January 1st to December 31st, 2010.
Method: Retrospective observation study taking into account
as secondary data sources the operating theater records, the
statistics service and the hospital mortality records. The ana-
lysis was done using Epi-info 3.2.
Results: During 2010, 77 thoracic surgery procedures were
carried out, of these an 87% (67 patients) were programmed
13% (10 patients) were emergencies. There were 52 male
patients (67.5%) and 25 women (32.5%). Fifteen patients
of the total (19.5%) died; the group aged over 60 years
showing the highest mortality (35%) and the group below
30 years showed the least mortality (3.8%). Endoscopic pro-
cedures were done on 79.2% of cases and open procedures

(Thoracotomy – mediastinotomy) on 20.8% of the cases.
The intraoperative mortality rate was 1.3% (1 patient); 50
patients were moved to a standard Post-Anesthesia Care
Unit (65%) and 26 (33.7%) to an Intensive Care Unit. The
most frequent procedure was thoracoscopy plus pleuropul-
monary decortications (70.1%). See table 1.
Conclusions: As reported in the literature the thoracic surgery
mortality rate at 28 days is high (between 15% and 23%) and
we fall within that range. Most of these procedures are done
in patients over 50 years of age, when co-morbidities in-
crease. Deficiencies were found in the hospital databases
with under recording of activities, limiting the studies and
epidemiological decision making.
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Paper No: 619.00

Fibrinogen concentration and
postoperative bleeding in total hip
replacement arthroplasty: a preliminary
observational study
Hyo-Seok Na, Hye-Min Sohn, Jung-Hee Ryu and
Sang-Hwan Do
Seoul National University Bundang Hospital, Seongnam, Gyeonggi,
South Korea

Introduction: Total hip replacement arthroplasty (THRA) is
associated with the intra- and postoperative substantial
blood loss and high requirement for allogenic blood transfu-
sion. Identification of patients expecting postoperative blood
loss would be desirable to establish perioperative transfusion
management.
Objectives: We examine the relation of the hematologic vari-
ables and FIBTEM with postoperative blood loss (PBL) in
elective THRA surgery.
Methods: In 15 patients undergoing THRA due to the avascu-
lar necrosis of femoral head, pre- and postoperative hemato-
logic examination (hematocrit, platelet, fibrinogen, activated
partial thromboplastin time, prothrombin time) and FIBTEM
test were performed. PBL via closed suction drain was

Table 1 Thoracic surgery procedures

Procedure n %

Thoracoscopy plus decortication 54 70.1

tracheal surgery 8 10.4

Lung resection by Thoracoscopy 6 7.8

Lobectomy by Thoracotomy 2 2.6

Thymectomy 2 2.6

Thoracotomy pneurorraphy-Pleurodesis 1 1.3

Mediastinoscopy 1 1.3

Mediastinic mass resection 1 1.3

Thorax wall mass resection 1 1.3

Diaphragm hernia correction 1 1.3

TOTAL 77 100%

Table 2 Distribution per age group and mortality Thoracic surgery
procedures

Procedure n %

Age years Number Surgeries % Deaths % (deaths
per group)

14 to
30

26 33.7 1 3.8

31 to
50

18 23.4 3 16.7

51 to
60

13 16.9 4 30.8

Over
60

20 26 7 35

TOTAL 77 100 15 19.5

BJA Abstracts presented at WFSA

ii288



recorded, and we analyzed the correlation among those
factors.
Results: PBL was greater in patients who had lower pre- and
postoperative fibrinogen concentration (PBL¼?0.9 ¡¿
preop-fib+667.4, r2¼0.912, P¼0.003; PBL¼?1.1 ¡¿
postop-fib+633.6, r2¼0.823, P¼0.013). Low MCF of FIBTEM
was also associated with greater PBL (PBL¼?21 ¡¿ preop-
MCF+701.7, r2¼0.727, P¼0.003; PBL¼?17.7 ¡¿ postop-
MCF+536.1, r2¼0.488, P¼0.036).
Conclusion: In this preliminary study, low fibrinogen level and
low FIBTEM MCF parameter was related with greater blood
loss in patients undergoing THRA.

Paper No: 625.00

Induction in sitting with noninvasive
ventilation in patients with morbid obesity
Francisco Tascon, Billal Smailli and Andrea Vergel
Residente de 1 año post grado de anestesiologo cardio vascular
adjunto al servicio de anestesiologia residente de 2 año post
grado de

Introduction: Obesity represents a public health problem
that conditions high morbidity and mortality conditions.
Metabolic surgery imposes itself as a palliative method,
and even as a cure. The management of the patients is a
challenge for the anesthesiologist team specially in airway
management .
Objective: Evaluate the benefits of noninvasive ventilation in
sitting position in the anesthetic management of patients
with morbid obesity bariatric surgery.
Methods: We report an observational study with seven
patients with morbid obesity 3 women and 4 men with an
average body mass index BMI of 47,42 and an average age
of 35 years All of them were planned for metabolic surgery.
The patients were evaluated and trained with noninvasive
ventilation before surgery using the workplace anesthetic
fan. That fan was previously set up, with patterns of pressure
support peep and flow high. The day of surgery the patient is
not lying down, the patient enters the room, sits in front the
operating table and is placed a face mask fastened with an
elastic harness. Then stars the induction with Sevoflurane
CAM 4 volume %, Fentanyl 200 mcg, Lidocaine 1.5 mg per
kilogram of ideal weight, the dream is referred patient lies
down then is administered variable dose of Propofol. The
next step is to perform a laryngoscopy with a "McCoy
sheet" and an intubation using endotracheal tube with
guiding. In according with this step previously is recom-
mended to use local anesthetic on the glottis. we evaluate
the time to ensure optimal conditions for intubation, oxim-
etry in first 6 minutes, drug doses, need of muscle relaxation,
easy to ventilate.
Results: All patients (total of seven) were intubated at the
first attempt, the average time to secure the airway was
3.19 minutes (minimum 3.05 maximum 3.45), pulse oximetry

was on average 96.37% saturation. Only one patient pre-
sented saturation 58% 2.4 minutes after intubation, none
deserves muscle relaxation. The maximum dose of Propofol
was 400 mg for only one patient, the rest six patients were
administered doses of 200 mg being the average of
228 mg, all received a standard dose of 200 mg of Fentanyl.
Just Three patients (42.8%) needed be fan.
Conclusion: There are a lot of advantages of this method and
on this way is possible to avoid aortocaval compression, the
commitment of the CRF. Making intubating conditions
without muscle relaxants and standard doses of drugs
safely and without periods of desaturation

Paper No: 644.00

Challenges faced in the teaching of medical
ethics in the intensive care unit
Claire Ang
Singapore General Hospital Dept of Anaesthesiology

With the advancement of technology, medical practice has
become increasingly complicated. Bioethics emerged as a
distinctive discipline in response to the challenges posed by
these technological advances; particularly end of life issues
and patient autonomy . Ethical dilemmas are often seen in
the intensive care setting. In order to teach medical ethics
in such a way that is relevant to the practicing clinician, we
must first recognize the problems faced. This discussion is
confined to a surgical intensive care unit in our hospital but
the principles can be applied universally.
Problems a) Medical/nursing staff The stresses of intensive
medical and nursing care in a busy unit are such that
ethical considerations may often be overlooked. Senior staff
may be too busy or not conversant with ethical issues as
many would not have received formal training in this area.
b) Communication The critically ill patient is usually unable to
communicate with his health care providers. Furthermore, in
our asian culture, issues pertaining to end of life are seldom
discussed among family members. The management of
patients involves multi-disciplinary teams who may not
always concur on ethical issues.
c) Education Although medical ethics is incorporated into the
medical school curriculum, there can sometimes be a discon-
nect as students are unable to relate theoretical principles to
their clinical practice. Junior doctors also face difficulties in
dealing with and learning from ethical problems. Academic
staff may be out of touch with the problems faced on the
ground while practicing clinicians may lack teaching ability.
Possible Resolutions
a) Medical curriculum The syllabus taught has to be relevant
to clinical practice, with clinician input taken into account.
b) Educating clinicians Forums, discussions and conferences
will only reach out to a small proportion of clinicians and at-
tendance at these are often superseded by other academic
and training requirements . Ideally, the teaching of ethics
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should be incorporated into daily ward rounds; perhaps ini-
tially the teaching can be limited to a specific case
discussion.
Conclusion: A mindset change is thus required. One possibil-
ity is the training of interested clinicians in teaching ethics
who are then invited to these ward rounds to share their
expertise.
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Paper No: 661.00

Low-volume acute normovolemic
hemodilution in elective coronary surgery
performed with cardiopulmonary bypass
Nemanja Mijajlovic, Miomir Jovic Djordje and
Radak Branko Calija
Institute for Cardiovascular desease "Dedinje", Institute for
Cardiovascular desease "Dedinje", Belgrade, Serbia, Department of
Anaestesiology

Introduction: Acute normovolemic hemodilution (ANH)
refers to the removal of blood from the surgical patient im-
mediately before or just after induction of anesthesia, re-
placement with asanguinous fluid, and later reinfusion of
the withdrawn blood. It is simpler and less expensive to
obtain autologous blood by ANH than by preoperative autolo-
gous blood donation. Numerous studies confirm positive
effects of ANH with the use of drugs with hemostatic proper-
ties on perioperative blood sparing, but efficacy of this tech-
nique is far from being settled.
Objectives: To evaluate blood-sparing effects of minimal
ANH on reducing the need for allogenic transfusions in elect-
ive coronary surgery performed with cardio pulmonary
bypass (CPB) as well as its influence on postoperative mor-
bidity and mortality.
Methods: One-hundred twenty four consecutive patients
(baseline hematocrit .37%) were prospectively randomized
to tranexamic acid treatment (control group; 60 patients) or
to tranexamic acid treatment plus normovolemic withdrawal
of 8%+2% of the circulating blood volume (ANH group; 64
patients). All patients had shed blood reinfused (cell saver).
The requirement for allogeneic transfusions, based on strict
a priori defined criteria, was the primary end point of the
study. Hematochemical evaluations, bleeding, major compli-
cations, and other outcomes were also recorded.
Results: Demographics, baseline hematochemical data, and
operative characteristics were similar in the two groups.
Seventeen patients in the ANH group versus 22 patients in
the control group (p¼0.25) required transfusion of a
smaller number of packed red blood cell units (37+1.096
vs 45+1.310, p.0.05). On the other hand, higher rate of

postoperative complications, including respiratory insuffi-
ciency, myocardial infarction, atrial fibrillation, infection,
(15/60 vs 5/64, respectively, p¼0.01) was notice in control
group. Patients in control group had longer in-hospital
stay than patients in ANH group (8.9+6.2 vs 7.4+2.5, re-
spectively, p¼0.064). There was no difference in in-hospital
mortality between the groups (1/60 controls group vs 0/64
ANH group).
Conclusions: In our study, low-volume ANH in patients
undergoing elective coronary surgery with CPB failed to
reduce the need for allogeneic transfusions and post-
operative bleeding. However, patients who underwent ANH
had less postoperative complications and shorter in-hospital
stay.
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Paper No: 668.00

General anesthesia in patients with charcot
marie tooth disease
Maria Ruiz, Cristián Manuello, Leandro Mergen,
Rosa Crocenzi and Eduardo Barayon
Residente 2do. año

Introduction: Charcot-Marie-Tooth Disease (CMTD) is an
inherited motor and sensory polyneuropathy prone to clinical
aggravation due to anesthetic-surgical procedures. The
selected anesthetic technique is controversial; the pre-
anesthetic evaluation is of the utmost importance. The aim
of the present work is to report the anesthetic strategy uti-
lized in 2 patients bearing CMTD.
Case 1: Female, 53 yr, 54kg, ASA II, Mallampati III, negative
clinical history. Surgery: video laparoscopic cholecystectomy.
Normal laboratory tests, electrocardiogram and respiratory
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evaluation. Neurological evaluation: inherited polyneurop-
athy type1 with walking disorders, fatigue, spastic parapar-
esis and airways lability. Pre-medication: 3mg midazolam.
Anesthesia: TIVA. Induction: fentanyl 100ug, propofol
50mg, atracurium 27mg. Maintenance: propofol 75-150ug/
kg/min, remifentanyl 0.25-0.5ug/kg/min, atracurium 10mg/
30min. Orotracheal intubation. Intra surgical procedures:
controlled mechanical ventilation, stable hemodynamics.
Surgery duration: 45min. Neuromuscular control blocking:
TDF4/4,T4/T1¼100%. Pharmacological reversal of
neuromuscular-blocking. Extubation without complication.
Derived to common room (Alderete10/10). Released at 24h.
Case 2: Male, 13 yr, 45kg, ASA II, Mallampati I, negative clin-
ical history. Surgery: muscle biopsy. Normal laboratory tests,
electrocardiogram. Neurological examination: pain and
muscle cramps in thighs, cavus foot, short Achilles tendon,
walking with external support. Pre-medication: midazolam
2mg. Anesthesia: TIVA. Induction: fentanyl 75ug, propofol
150mg. Maintenance: propofol 75-150ug/kg/min, remifenta-
nyl 0.25-0.50ug/kg/min. No muscular relazant were used.
Orotracheal intubation. Intra surgical procedures: Controlled
mechanical ventilation. Hemodynamic stabilized. Surgery
duration: 30min. Extubation without complications. Derived
to common room (Alderete10/10). Released at 48h due to
social reasons.
Discussion: CMTD is an inherited peripheral neuropathy with
muscle atrophy and loss of propioseption. Estimated preva-
lence: 1/2500 subjects. Classification: type1: predominantly
demyelization; type2: predominantly axon degeneration.
Genetic and clinical heterogeneity. Anesthetic recovery
delay with affected motor sensory activity due to thiopental
delay anesthesic recovery is not recommended. Propofol was
priviledged. Two reports have warned on malignant hyper-
thermia onset. This association is not physiopathologically
explained, anyway later works did not exclude it.1;2 TIVA
was preferred. Denervation predispose to K+ released due
to succinylcholine. Atracurium was used in Case 1 due to
its short half life. Long lasting muscle blocking and respira-
tory failure were reported with the former drug, nevertheless,
patients with preserved brachial muscle function and normal
spirometry are likely to present low complication probabil-
ity1. Pre anesthetic evaluation and proper methodology
provide secure patient management.

Keywords: Charcot-Marie-Tooth; general anesthesia; malig-
nant hyperthermia
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Paper No: 669.00

General anesthesia in patients with
ectodermal dysplasia
Evangelina Gagliardo, Cristián Manuello,
Eduardo Barayón, Leonardo Fontenla and
Liliana Vaula
Evangelina Residente 2do. año

Introduction: Ectodermal Dysplasias (ED) are inherited dis-
eases characterized by alteration of ectodermal structures
with more than 170 clinical disorders. The ectrodactyly-ecto-
dermal dysplasia-lip-cleft palate syndrome (EEC) is a rare ED
type. They are a challenge to anesthesia procedures due to
persistent respiratory tract infection caused by anatomic
anomalies; malnutrition and anemia; difficult management
of upper airways produced by structural anomalies; cornea
lesions produced by diminished tear secretion; thick and abun-
dant respiratory secretions;1 hyperthermia due to hypohidro-
sis not related to malignant hypertemia.1;2
Case 1: Male, 15 yr, 58kg, ASA II, Mallampati II. Medical
history: frequent acute otitis media. Diagnosis: hypohidrotic
ED: hypodontia, hypoplastic fingers, narrow nose, epicanthus,
jaw hypoplasia, hypotrichosis. ECG: right bundle branch block.
Other cardiovascular examinations and routine laboratory
tests were normal. Surgery: tympanoplasty. Co-induction:
midazolam 4mg, propofol 80mg, fentanyl 125mg, vecuro-
nium 6mg. Maintenance: propofol 75-150ug/kg/min, remi-
fentanyl 0.25-0.50ug/kg/min. Direct orotracheal intubation,
unique maneuver. Mechanical controlled ventilation,
semi-closed system, circular circuit. Parenteral hydration:
1200ml saline. Reversal of neuromuscular-blocking. Hemo-
dynamically stable. Duration: 105min. Extubation without
complications. Derived to common room (Aldrete:10/10).
Normothermic. Released at 6h.
Case 2: Male, 7 months, 7kg, ASA II, Mallampati I. Medical
history: born at term, adequate weight, Apgar: 9/10. Diag-
nose: EEC: cleft lip and palate, bilateral presence of 3
fingers, 2 toes. Negative family history either for malforma-
tions or for consanguinity. Normal psychomotor develop-
ment. Normal electrocardiogram, echocardiogram, renal/
abdominal and transfontanelar echography. Hormone
levels: FSH/LH/testosterone: subnormal. Surgery: cleft lip
and palate correction. Induction: sevofluorane 8%, fentanyl
7ug, vecuronium 0.5mg. Maintenance: sevofluorane 2%,
remifentanyl 0.25-0.5ug/kg/min. Direct orotracheal intub-
ation, unique maneuver. Manual controlled ventilation,
Mapleson D system. Parenteral hydratation: 150ml saline. Re-
versal of neuromuscular-blocking. Hemodynamically stable.
Duration: 150min. Extubation without complications.
Derived to common room (Aldrete:10/10). Normothermic.
Released at 24h.
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Discussion: Literature on ED is scarce. Reports’ recommenda-
tions: pre-anesthetic correct evaluation to detect respiratory
infections, malnutrition, anemia, and anatomical airways
alterations; adequate preparation for difficult ventilation/in-
tubation; ocular protection with ointment or patches; physio-
therapy, tracheal intubation, controlled ventilation with
humidification and ETT aspiration; rectal temperature moni-
toring, room temperature control and of parenteral fluids,
and no atropine premedication.1;2 Report of these infre-
quent cases might be of interest to know the particular
care warnings required by ED patients in order to improve
their wellness and diminish complications.

Keywords: Anesthesia; ectodermal dysplasia; hypohidrosis
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Paper No: 686.00

Patient and family expectations and
perceptions about the quality of
communication and their treating
physicians. (pafact): an indian viewpoint
Reshma Ambulkar, Sabita Jiwnani Vandana and
Agarwal C Pramesh
Department of Surgical Oncology, Tata Memorial, Department of
Anaesthesia, Critical Care and Pain, Tata Memorial Centre,
Mumbai, India

Introduction: Patient and family perspectives about health-
care delivery are extremely important. Their unique expecta-
tions from their treating physician may not necessarily
match those of the medical profession. Communication
between physicians, patients and families is crucial for the
latter’s satisfaction with the care provided, especially in dis-
eases like cancer 1,2. Good communication is likely to
result in patients and families feeling more in control of
the situation, and are more likely to follow through with
treatment.
Objectives: A prospective survey amongst patients and
their families to understand the characteristics and compe-
tence desired of their treating physician, adequacy of com-
munication and their views about involvement in decision
making.
Methods: We prospectively surveyed 100 patients undergo-
ing thoracic surgery at a tertiary cancer centre in India
between May and August 2011 and their relatives using a
questionnaire. Participation was voluntary and responses
were anonymous.

Results: Almost all patients and relatives felt that their phys-
ician should be knowledgeable, reliable in crises and be
capable of taking decisions in difficult situations. Both
patients and relatives felt that they needed more information
regarding the nature and stage of illness (53% vs 58%),
nature of treatment being provided (35%vs 32%), expenses
and hospital stay (22%vs 27%) and discharge (17%vs
21%). Most (73%) patients had received a patient informa-
tion leaflet and most (73%) felt the information provided
was sufficient. Approximately half felt the need for more
time with their physician during preoperative workup. Fewer
(73%) relatives than patients (83%) felt that patients
should be given details of their illness even if it would
upset them. Most patients(80%) and relatives(88%) felt dir-
ectly involved in decision making; surprisingly, both patients
(88 vs 76%) and relatives (96 vs 66%) preferred relatives to
be involved in decision-making more than patients them-
selves. Almost all (.90%) patients and relatives considered
their treating physicians polite and caring and had a high
level of trust. Almost all (.90%) felt that they were kept
comfortable, pain-free and received prompt attention when
needed.
Conclusion: Competence of the treating physician is ex-
tremely important for patient satisfaction with healthcare
delivery. Addressing patients’ overall needs and sharing
complex information in an emotionally charged atmosphere
and under severe time constraints is a challenge for oncolo-
gists at busy referral hospitals. Patients and families in India
feel comfortable with relatives being more involved in
decision-making than patients themselves. Most patients
and families had high levels of trust and considered their on-
cologist polite and caring.
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Paper No: 697.00

Walking to the operation theatre prior to
surgery makes the patients more satisfied
Louise Rovsing and Pernilla Qvarfordh
Dept. Anaesthesiology, Glostrup Hospital, Glostrup, Denmark
Pernilla Qvarfordh Dept. Anaesthesiology, Glostrup Hospital,
Glostrup, Denmark Bente Appel Esbensen Research Unit,
Department of Nursing and Health

Background: Usually patients are transported in a bed from
the surgical ward to the operating theatre prior to surgery.
This procedure seems to be based on a traditional thinking
rather than a wish to involve patients in their own illness
trajectory.
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Objective: The purpose of this study was to investigate
patients’ satisfaction with walking from the surgical ward
to the operation theatre (OR) instead of being transported
in a bed. Furthermore, we wanted to identify the patients’
satisfaction with the information given prior to surgery and
to reveal their possible need for further information.
Method: and material 81 patients, scheduled for abdominal
surgery, received postoperatively a questionnaire specifically
developed for this study. 75 patients (aged 15-83 years)
completed the questionnaire which focused on two areas:
1) satisfaction with walking instead of being driven in bed
and 2) satisfaction with information about the procedure.
The questionnaire consisted of a number of closed questions
with a response format “yes” and “no”. In addition, the ques-
tionnaire consisted of open-ended question which gave the
patients the possibility to interact with the questionnaire
and to write additional comments.
Results: 70 patients reported that it was a good experience
to walk to the OR prior to surgery. However, 5 % (men 3 %,
women 7 %) of the patients preferred to be transported in
the bed to the OR. In total, 91% of the men and 95% of
the women reported to be satisfied with the information
about the procedure given by the anaesthesiologist during
the preoperative interview. Furthermore, 89 % of the patients
were satisfied with the information they received from the
nurse about the route to the OR. Some patients had pro-
blems with finding the way to the OR (16% of the men and
5 % of the women). Neverthless, 70 of the 75 patients
found it positive and rewarding to be involved.
Discussion: The results emphasize the importance of health
care professionals maintaining focus on the capability of
the patients’ active involvement in their own trajectory.
Health care professionals need to minimize patientś experi-
ences of being ill and to identify areas where patients take
on responsibility of their own situation and illness trajectory.
Further, the importance of relevant information and clearly
marked access to the OR need to be emphasized.
Conclusion: Let your patients walk to the OR and be sure that
the route is clearly marked. Keywords: walk or be driven, op-
eration theatre, patient satisfaction, transportation of
patients,
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Paper No: 700.00

Landiolol hydrochloride improves the
surgical Apgar score and outcome in
off-pump coronary artery bypass surgery
Kana To, Satoshi Iseki and Hidekazu Setoguchi
National Hospital Organization Kyushu Medical Center

Introduction: Recent studies have demonstrated that the
surgical Apgar score (SAS) is a predictor of postoperative
risk of complications. The SAS is a simple 0-10 score that is
based on estimated blood loss, lowest mean arterial pres-
sure, and lowest heart rate during surgery. A strong associ-
ation between SAS and postoperative mortality has been
found in patients undergoing cardiac surgery. However,
intraoperative drugs and techniques to improve SAS have
not been widely investigated.
Objectives: The purpose of the study was to evaluate the
effects of landiolol hydrochloride (an ultra-short acting f Ò1
blocker) on SAS and postoperative complications in
off-pump coronary artery bypass surgery (OPCAB).
Methods: The study was performed as a retrospective review
of patients (n¼62) who underwent OPCAB at a single center
over a 5-year period (January 2006 to May 2011). Preopera-
tive risk factors, SAS (estimated blood loss, lowest mean ar-
terial pressure and lowest heart rate), intraoperative
variables, length of hospital stay, postoperative complica-
tions, and death were compared between patients who did
and did not receive treatment with landiolol. Data are
expressed as the mean ¡Ó SD. A two-sided p value ,0.05
was regarded as statistically significant.
Results: Ten patients underwent surgery with administration
of landiolol (group L) and 52 patients were treated without
landiolol (group C). The patient backgrounds were similar in
the two groups. SAS was significantly higher in group L com-
pared to group C (6.4 ¡Ó 1.4 vs. 5.1 ¡Ó 1.5, p¼0.012) and the
lowest heart rate during surgery was significantly lower in
group L (52.4 ¡Ó 2.3 vs. 61.8 ¡Ó 10.4 bpm, p¼0.006). There
were no significant differences in lowest mean arterial pres-
sure and estimated blood loss between the two groups. The
rate of postoperative complications was lower in group L
(10.0% vs. 63.5%, p¼0.004). However, mortality and length
of hospital stay did not differ significantly between groups
L and C.
Discussion: This study suggests that administration of land-
iolol hydrochloride contributes to improvement of SAS and
reduction of postoperative complications. These results
agree with recent studies indicating that continuous infusion
of landiolol at low doses has beneficial effects on hemo-
dynamic stabilization, heart rate control and prevention of
atrial fibrillation in post-OPCAB patients. It is likely that
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appropriate use of f Ò-blockers for hemodynamic stabiliza-
tion improves SAS and outcome in OPCAB.
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Hypertensive crisis under spinal
anaesthesia a case presentation
Jorge Martin Villamonte,
Camilo Sergio Gay Larese and
Emilio Martin Grigera
Anaesthesiology Department, Hospital Interzonal de Agudos “Eva
Peron”, San Martı́n, Buenos Aires, Argentina

Introduction: High blood pressure in patients undergoing
spinal anaesthesia is an uncommon clinical situation. Sym-
pathetic block installed after subarachnoidal anaesthesia
produces episodes of mild to moderate hypotension. Hyper-
tension in these patients does not have a clear, pathophysio-
logical explanation.
Case description: A 32-year old male patient, ASA II, enters
the operating room for intervention of gastrocnemius flap
after fracture of left tibia with loss of muscular mass. He is
under enalapril 10 mg/day and low sodium diet due to high
blood pressure. BP is 140/90 mmhg; HR, 80bpm. He is
sedated with midazolam 0.04 mg/kg and fentanyl 1,5mcg/
kg. A middle femoral sciatic block with bupivacaine 0.33%
and epinephrine 1:200,000 for management of postoperative
analgesia and subarachnoidal anaesthesia at L3-L4 level
with hyperbaric bupivacaine 0.5%, 10 mg are performed.
Thirty minutes after subarachnoidal blockade, a motor
block (Bromage Score 3) and sensory level T8 are obtained.
BP is 180/110 mmHg and HR, 120bpm. An I.V. infusion of clo-
nidine 1mcg/kg is administered. At the end of the infusion BP
reaches 300/200 mmhg and HR is 150bpm with no explain-
able cause. An arterial blood line for measurement of IBP
and handling with vasodilatory drugs is placed. Clinically, a
very pronounced carotid beat is noted while the patient
remains sedated (Ramsay 2), with good air entry into both
lungs and no signs of acute lung oedema. Sodium nitroprus-
side in I.V. continuous infusion 0.5mcg/kg/min is begun, with
a poor response. Increased to 1mcg/kg/min, BP stabilizes at
160/90 mmHg. The patient is then admitted to CCU with
stable BP under labetalol (200mg/24hs). Intraoperatively,
the diagnostic hypotheses proposed are: intravascular injec-
tion/epinephrine absorption by peripheral blockade, acciden-
tal administration of vasopressor drugs, use of cocaine,
phaeochromocytoma.
Results: Diagnostic studies performed during postoperative
stay, such as abdominal ultrasonography and helical abdom-
inal CT with I.V. contrast, reveal a solid nodular image of 50 x

52 mm in left renal upper pole. Diagnosis of phaeochromocy-
toma is confirmed by dosing urinary catecholamines in 24
hours: adrenaline 470 mcg, noradrenaline 2744 mcg, vanillin
mandelic acid 55.2 mg.
Conclusion: An early detection of hypertension, bearing in
mind phaeochromocytoma among other differential diagno-
ses, is essential for an adequate perioperative management.
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Paper No: 711.00

Changes in intraocular pressure during
urological laparoscopy surgery
Ana Maria Alvarez, Diana Vernetta, Silvia Serrano,
Irene Churruca and Daniel Hernando
Fundacio Puigvert, Barcelona, Spain

Introduction: Intraocular pressure (IOP) increases during
changes in body position, but the magnitude of this increase
has not been quantified.
Objective: The aim of this study was to quantify changes in
IOP and examine perioperative factors probably responsible
for these changes while patients were in Trendelenburg
and lateral decubitus position during laparoscopic prostatec-
tomy and nephrectomy.
Methods: In this study, we measured IOP in 43 patients
undergoing laparoscopic prostatectomy and 33 laparoscopic
nephrectomies, with no pre-existing eye disease. Time points
for measurements were: T1: anesthetized and supine pos-
ition, T2: anesthetized after pneumoperitoneum had been
established, T3:anesthetized in Trendelenburg position(15-20
degrees)in prostatectomies and lateral decubitus position in
the case of nephrectomies, 1 hour post-pneumoperitoneum,
T4: anesthetized, 3 hours post-pneumoperitoneum or at the
end of the procedure, T5: anesthetized, supine, before
awaking. Measurements were made with a hand-held appla-
nation tonometer (Tonopen).
Results: Patients demographics and operative variables used
as potencial predictors of changes in IOP were: age, ASA,
BMI, duration of pneumoperitoneum, blood loss, intravenous
fluid intake and amount of insufflation of CO2. These vari-
ables were not significant predictors of changes in IOP in
each of the groups, only significant factors in the group of
prostatectomies were the amount of insufflation of CO2
and the duration of pneumoperitoneum. Heart rate, mean
arterial blood pressure, central venous pressure, end-tidal
CO2 concentration and peak and plateau airway pressure
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were kept constant throughout the study. The IOP mean
values for each time point in mm Hg were as follows: T1:
11,41 prostatectomies/ 9,89 nephrectomies, T2: 22,77/
21,22, T3: 25,94/23,08, T4: 26,44/ 24,83, T5: 19,75 /18,18.
IOP mean values in T2, T3, T4, T5 increased significantly
from the baseline mean IOP (T1), (p,0,05); in both groups.
Conclusions: The results of this study do not support con-
cerns about a possible deleterious effect of laparoscopy
surgery on intraocular pressure.
However, futher studies are necessary to rule out a possible
negative effect of laparoscopy surgery on IOP in older
patients with pre-existing eye disease.

Paper No: 712.00

Continuous registration of the evolution of
anaesthetic depth during intravenous
induction with thiopental
Silvia Fernandez Francos, Pedro De La Calle,
Isabel Represa and Francisco Lopez Timoneda

Introduction: Hypnotic drugs bring about changes at the
level of the central system. These alterations can be monitor-
ized by means of processing techniques of the EEG signal.
Upon these premises, both the Bispectral Index (BIS) and
State Entropy (SE) have been recently developed. In both
BIS and SE, those values between 40 and 60 indicate the
lowest probability of explicit record during surgery, which is
directly associated with the incidence of intraoperative
awareness.
Goals: To determine if there are statistically significative dif-
ferences between BIS and SE monitoring of anaesthesic
depth during the intravenous induction with thiopental. To
analize if these different types of monitorization separately
constitute a valid model of continuous registration of the
evolution of anaesthetic depth.
Methodology: Once the hypnotic agent has been adminis-
tered, a decrease in the figures of both types of monitorisa-
tion is observed. At the same time, the patient loses his
response capacity and his level of awareness is reduced. A
minimum value is reached, which is lately recovered until it
estabilizes both at the beginning and during surgery. SE
and BIS initial and minimum values are recorded, as well
as the moment when they occur. Once the registration is
interrupted, the patient is intubated. Graphic records are sub-
mitted to statistic analysis.
Results: Statistically significative differences are found
between initial and minimum values for both variables of
monitorisation separately. Nevertheless, statistically signifi-
cative differences between both registration procedures are
not found. Both BIS and SE registrations have proved to be
efficient for the monitorization of anaesthetic depth during
the induction with thiopental in that group of patients. Stat-
istically significant data in favor of one of the two variables of
monitorization have not been found. Prospective research

show that BIS intraoperative monitorization can reduce
notably the incidence of intraoperative awareness, but inves-
tigations related to other monitors have not been published.
Several studies suggest that SE constitutes a useful measure
of propofol and sevoflurane drugs effects. These estimated
results are similar to those of BIS, but no data related to thio-
pental drug effects have been found.
Conclusions: Since these BIS and SE monitors of anaesthetic
depth are based on different types of analysis of electric
signs coming from the brain, each monitor must validate
its use by means of carrying out studies with high levels of
evidence. Further research should be developed in order to
determine the usefulness of both monitors of anaesthetic
depth during intravenous induction with thiopental.
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Paper No: 741.00

The Detection of Beta-Herpesvirus
Infection in Patients undergoing
Reconstructive Flap Surgeries and Its
Association with the nearest Postoperative
Period Course
Arnis Vilks1, Santa Rasa2, Jevgenijs Stepanovs1,
Modra Murovska2 and Biruta Mamaja2

1 Riga Eastern Clinical University Hospital Gailezers2 Riga Stradi?š
University, A. Kirchenstein

Introduction: Beta-herpesviruses HHV-6 and HHV-7 are ubi-
quitous immunomodulating viruses that can interfere with
the function of the host immune system through a variety
of mechanisms. HHV-6 and HHV-7 infect cells of immune
system as an integral part of their life cycle. The aim of
this study was to investigate the presence of HHV-6 and 7
HHV-7 in patients before prolonged reconstructive flap
surgery and effect of this surgery upon general and regional
anaesthesia on activation of HHV-6 and HHV-7 and how this
activation affects postoperative period course.
Materials and Methods: 38 patients (aged 5-65) after long
lasting (average 5.7h) reconstructive flap surgery were
involved and split into 2 groups - general anaesthesia (GA)
(n¼17) and regional anaesthesia (RA) (n¼21). Peripheral
blood samples for the detection of latent or active viruses
were collected from patients before and 10 days after
surgery.
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Results: Before the surgery latent HHV-6 was revealed in 8
patients (GA) and in 6 patients (RA), active HHV-6 in 2
patients (GA), in 1patients (RA). Latent HHV-7 was revealed
in 11 patients (GA), in 13 patients (RA) and active HHV-7 -
in 4 patients (GA) and in 4 patients (RA). In 5 patients (GA),
in 3 patients (RA) concurrent latent HHV-6/ HHV-7 infection
was found, in patient 1 (GA) it was active. After the surgery
reactivation of HHV-6 was detected in 1 patient (GA), in
(RA) no cases of activation. Reactivation of HHV-7 was
detected in 4 patients (GA) in 1 patient (RA). Simultaneous
reactivation of HHV-6/HHV-7 was detected in 1 patient
(GA). Postoperatively (GA): 6 cases of unfavourable surgery
(4 -surgical site infection (SSI), 2 - flap ischemia) were
observed. Postoperatively (RA): 2 cases of SSI were observed.
In 30 (78.94%) patients of both groups (RA and GA) to whom
reactivation of the viruses after surgery was not revealed, 5
(17.7%) patients had unfavourable surgeries. In 5 (20%)
patients to whom activation of the viruses after the surgery
was revealed, unfavourable surgery was in 1 patient. In 2
patients (GA) with active HHV-6 viral infection already
before surgery had SSI.
Conclusion: Despite the limited number of patients our study
results suggests that the presence of HHV-6 and HHV-7 in our
patients was high. Reactivation of HHV-6 and HHV-7 is more
frequent in patients to whom general anaesthesia is applied.
Our results suggest that reactivation of HHV-6 and HHV-7 is
possibly related to longer and more complicated post-
operative period.

Paper No: 754.00

Gloved practice of peripheral venous
catheterization results in higher success
rates
Yuka Fujii, Satoru Fujii, Tsunehisa Tsubokawa and
Ken Yamamoto
Kanazawa University Hospital, Kanazawa, Japan

Introduction: Standard precaution is recommended when
clinicians are involved in minimally invasive procedures,
however, many anesthesia providers do not wear gloves
when administering venipuncture to raise their success
rates. So far, there has not been any research done regarding
the effects of gloves on success rates.
Objectives: The purpose of this study is to determine if the
gloved practice of peripheral venous catheterization results
in lower success rates as many anesthesiologists believe.
Methods: Fifteen trainees with less than 1 year of anesthetic
experience participated in this study. Although the whole
study was not randomized, participants were instructed to
perform venipuncture by the following method to eliminate
bias as much as possible. They were asked to count their
administrations of peripheral venous catheterization, and
on odd occasions to record their findings when wearing

gloves, and on even occasions when not wearing gloves.
They were also asked to record the size of the needle and
the place of venipuncture. When there was a high risk of in-
fection, they were allowed to wear gloves, ignoring the proto-
col. Failure or success was left to the discretion of the
attending anesthesiologists. Pearson’s chi-squared test (or
Fisher’s exact test) was utilized to assess the statistical sig-
nificance of differences in success rates between groups.
Statistical analysis was performed with StatView.
Results: A total of 226 attempts were recorded, 171 of which
were successful attempts and 55 failed ones. Of 118 gloved
practices, 96 (81%) resulted in success and 22 (19%)
failure, on the other hand, among 55 bare-handed practices,
33 (60%) resulted in success and 22 (40%) failure. There was
a significant difference in success rates between gloved and
barehanded practice (p,0.05). Trials with 18G needles
showed a significant statistical difference (100% v.s. 72%,
p,0.05), success rates with 20G and 22G needles did not
reach statistically significant levels.
Conclusions: The present study suggests the clear advantage
of wearing gloves when administering venipuncture. This is
the first study that showed increased success rates with
gloved practice. There was a trend that barehanded practi-
tioners try to cannulate deep and palpable, but invisible
veins, whereas gloved practitioners try superficial and
visible veins. It is highly possible that this trend led to
increased success rates observed in the present study.
Since gloves are the integral part of standard precaution,
the results of this study are fairly encouraging. In conclusion,
gloved practice of peripheral venous catheterization leads to
higher success rates.

Paper No: 764.00

Utilization of operating room time in a
cancer hospital: is there scope for
improvement?
Priya Ranganathan, Pramod Khanapurkar and
Jigeeshu Divatia
Department of Anaesthesiology, Tata Memorial Hospital, Mumbai,
India

Introduction: Optimum utilization of operating room (OR)
time is necessary to decrease waiting lists and maximise
cost-effectiveness. Audits have a role in identifying and im-
proving inefficient OR utilization.1 - 3 We conducted an
audit to assess the efficiency of use of OR time and to iden-
tify areas for improvement in elective surgical lists in a cancer
hospital.
Methods: We prospectively studied elective major surgical
cases carried out over two months in 13 ORs. Anesthesiolo-
gists filled a proforma for each patient including the follow-
ing timings: entry into OR, start and end of anaesthesia
procedures [regional anaesthesia, general anaesthesia,
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invasive monitoring, specialized airway devices (fiberoptic in-
tubation, lung isolation)], handover to surgeon, incision, end
of surgery, start of reversal, end of anaesthesia, shifting out
of OR and entry of next patient. Anesthesiologists were
asked to document reasons for any delay which they felt
was unusual. Completeness of data and accuracy of entries
was verified by cross-checking a random sample of cases
with the OR record book.
Results: Eight hundred and twenty eight surgeries were
carried out during 428 OR days in the study period (median
of 1.7 surgeries per OR per day). The median time of starting
the OR list was 5 minutes after the scheduled start time with
almost 20 percent (60 of 354) first cases entering the OR
more than ten minutes late. The following median times
were recorded: patient entry into OR to handover to
surgeon (time taken for attaching monitors, securing intra-
venous access and routine general anaesthesia) - 20
minutes; additional procedures like regional anaesthesia,
specialized airway and invasive monitoring - 20 minutes
each; surgical preparation time – 15 minutes; turnover
time between cases - 30 minutes. The median OR end time
was 60 minutes after scheduled OR end time with 20
percent (70 of 349) last cases leaving the OR more than 2
hours after scheduled finish time. The induction room was
utilized for procedures in only 15% of surgeries where it
could have been used.
Conclusions: This audit identified areas of inefficiency in OR
utilization such as inadequate utilization of induction room
and long turnover times. Steps to correct these lacunae
have been undertaken. Minimal delays seen in shifting
patients into OR are unlikely to impact outcomes.
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Paper No: 767.00

Acute postoperative respiratory failure
after resection of a substernal goiter. case
report
Carlos R. Degrandi Oliveira, Felipe Sessim Lucas,
Gilberto W Nogueira Arenas, Celso S Nogueira and
Marcos H Lopes da Costa
CET em Anestesiologia da Santa Casa de Santos - Brasil

Introduction: Dysphonia is one of the rare complications of a
substernal goiter surgery. This occurs when the vocal cord is
paralised due the damage of the ipsilateral recurrent laryn-
geal nerve. When both recurrent laryngeal nerves are
damaged, the result is acute respiratory failure. The
damage may be temporary or permenant.
Objetive: The goal of this case report is to present an acute
respiratory failure in a patient after a resection of a subster-
nal goiter.
Case report: A 56 year old female, 70kg, ASA II, scheduled
for resection of a substernal goiter. All preoperative exams
were normal. Obtained peripheral venous access 18G, mon-
itored by pulse oximetry, cardioscope and non invasive
blood pressure. Received pre-oxygenation anaesthesia and
was induced by propofol, fentanyl and cisatracurium. The
intubation was successfully performed with a 7.5mm
cuffed tube and was confirmed by the presence of carbon
dioxide in the capnography. Anaesthesia was maintained
with oxygen sevoflurane under mechanical ventilation. The
duration of the procedure was 90 minutes. The patient
was extubated in the operation room and taken to the re-
covery room where she presented increasing respiratory dis-
tress with laryngeal stridor, desaturation and agitation. As
there was no improvement, she was intubated again.
During the laringoscopy it was observed that the vocal
cords were adduced and that the glottis was smaller than
usual. After two hours in the recovery room she was extu-
bated and once again, the patient wasn’t able to breath
properly. She had to be reintubated. She was taken to the
intensive care unit and two days later another attempt of
extubation failed. It was therefore decided to perform a
tracheostomy. The patient remained this way for two
months waiting for a new evaluation for permanent
treatment.
Conclusion: During the resection of cervical tumors the recur-
rent laryngeal nerves can be damaged. This happens
because they have an intimate anatomical proximity to the
cervical structures. The bilateral paralysis of the vocal
chords is caused by the damage to both laryngeal recurrent
nerves which produces acute respiratory failure. This condi-
tion demands specialized treatment and follow up.
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Paper No: 779.00

Enhanced recovery in liver resection
surgery: a single-blinded randomised
controlled trial
Chris Jones1, Leigh Kelliher1, Michael Scott1,
Matthew Dickinson1 and Nariman Karajia2

1 Department of Anaesthesia, Royal Surrey County Hospital NHS
Foundation Trust, UK and 2 Department of Hepatopancreatobiliary
Surgery. Royal

Introduction: Enhanced Recovery Programs (ERP’s) were first
introduced in open colorectal surgery where they have been
shown to reduce postoperative length of stay and complica-
tions [1,2]. However there is limited evidence to show
whether they provide the same benefit in liver resection
surgery. To date there have only been two small pilot
studies [3,4] using some aspects of ERP’s for open liver resec-
tion surgery. We have therefore designed a comprehensive
ERP for liver resection surgery to see if short term recovery
and morbidity can be improved with the introduction of
such a program. These are preliminary results but full
results will be available in March 2012.
Objectives: The main objective is to demonstrate that a com-
prehensive ERP, including goal directed fluid therapy, can sig-
nificantly reduce post operative morbidity and length of
hospital stay.
Methods: This is a single centre, blinded, randomised con-
trolled trial (ISRCTN: 03274575), looking at adult patients
undergoing elective liver resection. Randomisation was by
means of sealed envelopes. Patients undergoing ERP
received enhanced pre-operative education, perioperative
carbohydrate supplement drinks, post-resection goal-
directed fluid therapy (using LiDCOrapidTM) and early mobil-
ization and physiotherapy. Group allocation was unblinded
to both patients and researchers, but to reduce bias both
groups were treated using strict protocols. Two independent
assessors (blinded to group allocation) assessed readiness
for discharge using strict criteria including good pain
control, tolerance of solid food, independently mobile, and
normal biochemical variables. Morbidity was measured
using POMS, an 18 item valid and reliable measure addres-
sing nine domains of postoperative morbidity [5].
Results: So far, 41 out of 90 patients have been recruited to
the study. Complete data collection has been completed on
26 patients. A significant reduction in length of stay has
been achieved, associated with earlier tolerance of diet,

independent mobilisation and morbidity. Full analysis will
be presented in March 2012.

Operational Details Extended Right Hemi-hepatectomy:

Conclusions: Full analysis will be presented.
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Age (yrs) mean

55 (SD 10.8) 65 (SD 13.2)

Gender M:F

8:7 7:4

Time until fit for discharge (days-mean)

4.2 (SD 1.78) 7.1 (SD 2.4)

Postoperative length of stay (days)

5 (SD 3.02) 7.5 (SD 2.5)

4 0

Right Hepatectomy: 2 1

Left Hepatectomy: 0 2

Trisegmentectomy: 2 0

Bisegmentectomy: 0 1

Segmentectomy: 2 2

Wedge resections: 5 5

Blood loss (mls-mean): 487 (SD 463) 346 (SD 308)

Morbidity: 1 (6.7%) 2 (15%)
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Paper No: 793.00

Liver transplants: a review of 81 cases
performed at the wits donald gordon
medical centre in south africa
Chetna Vallabh, Fathima Paruk, Ernest Song,
Russel Brits and Brian Levy
Department of Anaesthesia, University of Witwatersrand,
Johannesburg, South Africa

Introduction: Liver transplantation is performed at many
medical centres worldwide. The Wits Donald Gordon
Medical Centre (DGMC) initiated a liver transplantation
program in Gauteng, South Africa in 2004. This audit evalu-
ates the outcomes of the cases performed over the first 4.5
years.
Objectives: To ascertain (i) the morbidity and (ii) mortality of
the adult othotopic liver transplantations.
Method: A retrospective record review of all adult orthotopic
liver transplantation cases at Wits DGMC for the period from
16 August 2004 to 30 June 2009. Parameters captured
included demographic factors, clinical data, MELD scores, ad-
mission SAPS III and SOFA scores, complications, 3 month
and 1 year morality. Ethics approval was obtained from the
University Human Research Ethics committee.
Results: 82 cases were identified and 81 analysed (one case
was transferred to a separate ICU post -surgery). The mean
age was 48.7+10.5 years. The majority were males (58%)
and the oldest case was 71 years old. The mean MELD
score was 21.1+10.4. The mean admission SAPS III and
day 1 SOFA scores were 46.8+14 (predictive mortality of
12%) and 8.9+3.4 respectively. The mean cold ischemic
time was 486 minutes. Three month mortality was 13.6 %
(11/81) and mortality at 1 year post transplantation was
23.5% (19/81). For the first 25 cases the 3 month and 1
year mortality was 12%(3/25) and 0% respectively. There
were 2 patients re-transplanted, both of whom demised.
Mean ICU and hospital stay was 18.6 and 28.1 days respect-
ively. Surgical complications occurred in 33.3% and 42.9% of
the survivors and non survivors respectively (p.0.05).
Medical complications occurred in 26.6% and 85.7% of the
survivors and non survivors respectively (p,0.05).
Comment: A prospective evaluation would be beneficial to
identify outcome predictors and influence patient selection
and management in the future.
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Paper No: 796.00

The Effect of Bispectral Index Monitoring
during Low Flow Sevoflurane Anesthesia
Wafaa Salem, Ahmed Bakeer and
Mostafa Abdelrahman

Introduction: The use of bispectral index (BIS) was reported
to insure adequate level of anesthesia when its value is
maintained below 60. Low flow sevoflurane anesthesia was
found to be safe with effective reduction in its consumption.
Objectives: The aim of study was to evaluate the effect of
Bispectral Index Monitoring on consumption and recovery
during low flow sevoflurane anesthesia.
Methods: 100 cancer patients undergoing pelviabdominal
surgery were divided into 2 groups; control (C) group 50
patients and bispectral index (BIS) group 50 pts. Standard
premedication and induction were used in both groups.
Muscle relaxation and analgesia was maintained with con-
tinuous infusion of atracurium and fentanyl. Depth of anes-
thesia required was met by increasing or decreasing
Sevoflurane concentration. Sevoflurane was given in
oxygen/air at concentration of 2.6% (1.3 MAC) with a fresh
gas flow of 5 L/ min for10 min then decreased to 1 L/ min.
Ten minutes before end of the surgery, sevoflurane was
stopped and fresh gas flow was increased to 5 L/ min. In
the control (C) group, no BIS were used and sevoflurane
was adjusted according to standard clinical practice (ETAG
0.7-1.3 MAC). In the bispectral index (BIS) group, BIS Sensor
was applied to the forehead of each patient and sevoflurane
was adjusted to keep BIS value between 60-40. BIS values
were recorded every 10 min in (BIS) group and ETAG levels
were recorded every10 min in both group. Recovery times
were also recorded.
Results: There were no significant differences in baseline
characteristics between the two groups. During the mainten-
ance of anesthesia, the mean time-averaged BIS value was
48.1¡À2.2 in (BIS) group.
The mean (¡ÀSD) time-averaged ETAG concentration was sig-
nificantly less in (BIS) group compared to (C) group
(0.74¡À0.15 MAC and 0.89¡À0.33 MAC respectively) (P,0.05).
Time to emergence, extubation time, time to respond to
command and time to eligible for recovery discharge (modi-
fied Aldretès score of ¡Ý 9) were significantly shorter in the
BIS group compared to control group (6.1 ¡À 0.3,
8.3¡À0.57min -7.3 ¡À 0.6, 10.1 ¡À 0.5 min - 9.1¡À0.60, 13.7
¡À 1.0 min - 65.4 ¡À 5.0, 81.6 ¡À 3.3 min respectively)
(P,0.05).
Conclusions: It is an advantage to use bispectral index
(BIS) monitoring, as it allows more reduction in sevoflur-
ane consumption with significant reduction in recovery
times. This benefit would be more important in critical ill
patients but the cost of BIS monitoring should be
considered.
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Paper No: 802.00

Interpleural block associated to general
anesthesia and endovenous lidocaine in
breast cancer surgery- clinical experience
Giovanne Santana de Oliveira1,
Marcondes Antunes Garcia1,
Rodrigo Pedro Fausto de Lima1, ;nio Mauro Vieira2

and ;nio Carlos Aguiar2

1 Resident, Anesthesiology, UNIVAS, Pouso Alegre-MG, Brazil and
2 Full Professor, Physiology, Morphology and Pathology

Introduction: Surgical resection of the primary tumor is a ne-
cessary and effective treatment for breast cancer patients,
but it is usually associated with immune system dysfunction,
including anesthetic and analgesic agents. Some of these
agents, such as opioids, administered throughout the
surgery and following it, have been shown to contribute to
postoperative suppression of cell-mediated immunity, and
can thus promote the metastatic process.
Objectives: Report the beginning of clinical experience with
interpleural block associated to general anesthesia and
endovenous lidocaine in breast cancer surgery, in order to
reduce disease recurrence and metastasis.
Methods: Fifteen cases of females with breast cancer, sub-
mitted to mammary axillary dissection under interpleural
block associated to general anesthesia and endovenous lido-
caine, were reported in this study.
Results: Fifteen females with breast cancer took part in this
study (age 42-66, weight 55-81 kg, ASA P1 and P2). They
were submitted to mammary axillary dissection under inter-
pleural block with levobupivacaine 0,5% (100mg) with adren-
aline 1:200000 associated to morphine (3mg), clonidine
(3 mg.kg-1) and general anesthesia kept with isoflurane
(,1,5vol%). Anesthetic induction was performed with etomi-
date (0,2mg.kg-1), alfentanil (30 mg.kg-1) and rocuronium
(0,6mg.kg-1). Lidocaine 1% (10 mg.kg-1.min) was used in con-
tinuous infusion. There was a significantly reduced need of
inhalatory anesthetic during intraoperative and no need of
opioid association in intra or postoperative. The postoperative
treatment of pain was venously performed only with metami-
zole (15mg.kg-1 6/6h). These patients will continue to be fol-
lowed to verify disease recurrence or metastasis.

Discussion: Anesthetic agents and analgesic, administered
throughout the surgery and following it, have been shown
to contribute to postoperative suppression of cell-mediated
immunity, and can thus promote the metastatic process.
Opioids inhibit both cellular and humoral immune function
in humans. When combined, the addition of regional block
to general anesthesia, the amount of general anesthetic
required is greatly reduced, as well as the quantities of post-
operative opioid analgesia. Paravertebral and epidural blocks
for breast cancer surgery markedly reduces the risk of recur-
rence or metastasis during the initial years following the
surgery. Regional techniques, such as interpleural block, are
easy to implement, inexpensive, safe and efficient. Clonidine
(á2-adrenergic agonist) reduces significantly the develop-
ment of postoperative metastasis in young animals. Intra-
venous lidocaine in intraoperative improves immediate
postoperative pain management and reduces
surgery-induced immune alterations.
Conclusions: Anesthesiologists should search and select an-
esthetic methods during breast cancer surgeries periopera-
tive regarding the optimal prognosis and aiming to reduce
the risks of disease recurrence and metastasis.
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Paper No: 816.00

Effect of third –generation perfluorocarbon
on genes regulation in DCD liver graft
preservation model
Dmitri Bezinover, Saravanan Ramamoorthy,
Tadahiro Uemura, Gregory Weller and Piotr Janicki
Penn State Hershey Medical Center. Department of Anesthesiology

Introduction/Objectives: Preservation of the liver graft in a
standard University of Wisconsin solution (UW) has not

Table 1

1 4 489 62 (13%) 427 (87%)

2 10 201 42 (21%) 159 (79%)

3 10 140 44 (31%) 96 (69%)

4 10 97 63 (65%) 34 (35%)

5 10 150 55 (37%) 95 (63%)
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always been adequate for Donation after Cardiac Death
(DCD). We investigated the effects of two third-generation
perfluorocarbons (PFC), perfluorodecalin liquid (PFD) and its
emulsion (PherO2), on hepatic genes expression in the
model of liver preservation. Methods: DCD model* consisted
of 30 min warm-ischemia (cardiopulmonary arrest), flush of
liver with cold UW +/- PFC and preservation in cold solution
for 8hrs. Control group consisted of 3 rats with organs har-
vested but not preserved. Group1 - liver preserved in UV
without perfusion; Group 2 - liver preserved in oxygenated
UW with perfusion; Group 3 - 5 minutes before cardiac
arrest 2 ml of PherO2 administered into portal vein; Group
4 – preserved in 11% PherO2/UW (with perfusion); Group
5- preserved in 11% PFD/UW (with perfusion). Illumina
RaRef12 BeadChip microarrays were used to monitor
22,519 mRNA transcripts in the liver. Results: Table 1 shows
the effect of different preservatives on total number of
hepatic genes and relative ratio of up and down regulated
genes (Volcano analysis) with significantly changed mRNA
expression (by factor of at least 1.5 and p,0.05) when com-
pared to control. Group N Genes with significantly
Up-regulated genes Down-regulated Genes changed
expression
Groups were significantly different (p between 0.027-0.0001)
with exception of Group 3 and 5 comparison (p¼ 0.34) by
Chi2. Table 2 shows examples of up regulated genes
(shown as relative increase in expression when compared
to control.
Conclusion: Preservation of the rat liver in UV significantly
changes expression of several hepatic genes. Perfusion with
oxygenated UW and in particular addition of PherO2, pro-
duces significant decrease in down and increase in
up-regulation of hepatic genes. The decrease in down regu-
lated hepatic genes may be interpreted as unspecific pro-
tective effect against ischemia-or cold-induced damage of
functional genes. The increase in up regulation of several,
presumably protective genes, can potentially improve preser-
vation outcomes.

Reference
1 Bezinover D, Ramamoorthy S, Uemura T, Kadry Z, McQuillan PM,

Mets B, Falcucci O, Rannels S, Ruiz-Velasco V, Spiess B, Liang J,
Mani H, Lou X, Janicki PK. Use of a Third-Generation Perfluorocar-
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Paper No: 817.00

The secret behind good job- and life
satisfaction among finnish
anesthesiologists
Pirjo Lindfors Kari, Nurmi Marko Elovainio and
Timo Leino
The Institute of Health and Welfare, Helsinki, Finland Department
of Education, Helsinki University, Helsinki, Hjelt-Institute, Helsinki
University, Helsinki, Finland

Introduction: According to our previous studies, Finnish
anesthesiologists are stressed and have a high on-call
burden, but enjoy fairly good job- and life satisfaction. Job
control and organizational justice were the most important
correlates of job satisfaction and social support of life
satisfaction.
Objectives: To investigate determinants of very good job- and
life satisfaction despite high levels of stress, on-call burden
and on-call-related stress symptoms.
Methods: We performed a cross-sectional postal survey in-
cluding all 550 working Finnish anesthesiologists in 2004.
The response rate was 60% (n¼328); 53% were men. The
questionnaire included in addition to demographic items
questions on self-rated health, stress, on-call burden, stress
symptoms, job control, organizational justice, conflicts at
the workplace, social support, friends, family problems, trau-
matic life events, and health behavior. The outcomes were
assessed with the questions “Do you feel you can get satis-
faction from your work?” (never, sometimes, often, always)
and “How satisfied are you generally with your life?” (very un-
satisfied, fairly unsatisfied, fairly satisfied, very satisfied).
Results: Seven percent (n¼22/323) of the respondents were
always satisfied with their job and 29% (n¼95/324) with
their life. Of the always job-satisfied, 32% were moderately
stressed, 64% had a moderate on-call burden, and 44%
had on-call stress symptoms. The respective figures for very
life-satisfied were 48%, 64%, and 51%. The buffers against
stress and related symptoms enabling very good job- and
life satisfaction were good social support, lack of family pro-
blems, high job control, good health, and modest consump-
tion of alcohol. (The range of contingency coefficients
reaching significance was 0.12-0.26.)
Conclusions: The secret of very good job- and life satisfaction
among Finnish anesthesiologists despite high work-related

Table 2

Gene Group2 Group3 Group4 Group5

RT1-A1 16.5 p¼0.048 18.2 p¼0.045 24 p¼0.034 16.8 p¼0.048

AOX3 5.5 p¼0.002 7.55 p¼ 4.5x10-5 8.4 p¼2.68x10-4 7.1 p¼1.2x10-4

A2Id1 none 6.5 p¼0.002 8.2 p¼5.9 x 10-4 5.8 p¼3.8 x 10-4

Mrpl18_pred 7.3 p¼0.001 none 8.7 p¼.0015 none
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stress lies in good family and social support, good health, and
healthy behavior.
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Paper No: 821.00

Descriptive study of mortality in abidjan
burn care unit
Patrice Assouakon, Brigitte Vilasco,
Kouame Kouame, Evariste Chatigre and
Jacques Sissoko

Introduction: Burn is responsible for a high mortality rate,
particularly in developing countries[1].
Objective: To describe the epidemiological aspects of
patients with burns injuries who died during admission.
Patients and methods: Retrospective and descriptive study
during 66 months, from January 2005 to June 2010 in the
Center for burns treatment in Abidjan.
All patients admitted for burn injury, and who died in the
service. Patients not reviewed were excluded.
Data studied were age, sex, circumstances of burns, the burn
body skin area (BBSA) using Berkow table in adults, and Lund
and Browder table in the child, depth, time of admission, the
time of death after burns, the cause of death.
Results, expressed in frequencies, and median value with dis-
persion index. Epi info 3.5 for Windows for data analysis.
Results: 2716 patients were admitted. 794 were hospita-
lized.242 died. 594 (21.61%) were not reviewed.
The overall mortality rate was 8. 91%. The specific mortality
rate for thoses admitted was 30. 47%.
Sex-ratio was 1.2 with 56.20% male and 43.80% female
50.42% were under 15 years.(Range: 2 months to 85 years).
Etiologic agent was flames in 44.6% due to explosion of gas
cylinders of 12 kg and 6 kg or when using gasoline to light
the hurricane lamp. Boiling water was responsible in 31%.
Domestic accident in 77.4% of cases.
The median percentage of BBSA was 36.25%. (Range 1 to
100%).
The burns were superficial in 18.8% of cases, and deep in
35.1% of cases.
56.7% of patients were admitted the day of the burn oc-
curred. Range 0 to 52 days.
The median time of death was 6 days. Range 0 to 302 days.

Discussion: The high mortality rate in our series (30.47%) is
found in most developing countries. Morocco (35%), Nigeria
(30%), Ivory Coast in 1993 (40.4%).[1,2,3,4]
Domestic accidents account for the relatively young age of
patients. The time of admission is due to the ignorance of
the existence of the center by the majority population.
Conclusion: Burns remains potentially serious accident, in-
volving life-threatening.
Particular emphasis should be placed in the education of the
population to minimize the incidence of domestic accidents.
Improving medical and paramedical staff in management of
burns may improve the prognosis of patients burned by a
rapid and appropriate care.
Prevention remains the best way to fight against these acci-
dents. However, it must take into account the traditions and
local socioeconomic conditions.
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Paper No: 823.00

Microstructure of human airway mucus in
smokers vs. non-smokers
Priya Kumar, Harendra Arora, Myung Soo Kim and
Samuel K. Lai
University of North Carolina

Introduction: Most infections start at mucosal surfaces.
Pathogens must first diffuse across the viscous and elastic
(solid-like) mucus gel to reach target cells. Little is known
about how most pathogens behave in mucus. The host
defense barrier mechanism of mucus in the lung, including
its ability to trap foreign particles and eliminate them via
mucociliary clearance, is intimately coupled to the micro-
structure of airway mucus (AM) secretions. Most prior
studies have relied on electron microscopy to visualize the
mucus mesh, which is subject to numerous artifacts due to
dehydration and/or fixation steps, and have produced a
wide range of estimates. Here, we report the microstructure
of human AM by overcoming these shortcomings.
Objectives: By collecting mucus from endotracheal tubes of
patients undergoing surgery and measuring the mobility of
different size nanoprobes engineered with coatings inert to
mucus constituents, we report quantitative comparison of
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the pore sizes in mucus collected from smokers vs.
non-smokers.
Methods: We collected undiluted and minimally altered AM
by sectioning the tips of endotracheal tubes from patients
undergoing surgery. The secretions on the tube surface
were collected by light centrifugation. This resulted in collec-
tion of 0.3–1 ml of mucus in many subjects. We then quan-
tified the microstructure of the mucin mesh in AM secretions
by quantifying the motion of hundreds of nanoparticle
probes of different sizes, all engineered with a coating that
minimizes their adhesion to mucus constituents. This tech-
nique does not require any fixation or dehydration, and
thus enables pore size measurements of physiological AM
secretions.
Results: The vast majority of samples immobilize 500nm
beads, but not 100-200nm. This contrasts sharply with
results observed in human cervicovaginal mucus (average
pore size �340+50 nm), suggesting the pore sizes in AM is
likely substantially smaller. The average pore size is
248+146 nm and 138+15 nm for non-smokers and
smokers, respectively. Data represent the ensemble average
of at least three independent experiments, with n.100 par-
ticles tracked for each experiment. Also, one in three anti-
bodies in AM appeared to be specific for H3N2 influenza.
Conclusion: We report a quantitative comparison of the pore
sizes measured in AM samples collected from patients who
are smokers vs. non-smokers. As secondary outcomes, we
also expect to report the duration of intubation on the
mucus pore size.
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Paper No: 830.00

Manual jet ventilation in difficult airway by
the presence of laryngeal web
Andrade Méndez José, Allub Juan Martin and
Razetti Juan Zanetta Adrián

Introduction: manual jet ventilation is a resource used to
maintain ventilation when the airway is compromised. An
anatomic abnormality of genetic origin, the laryngeal web,
located above the vocal cords causes decreased glottis
opening, dysphonia, stridor, respiratory failure, difficulty in
tracheal intubation.
Objectives: to describe the anesthetic technique and manual
jet ventilation in cause of difficult airway due to the presence
of laryngeal web.

Material and Methods: A 5 years old patient, female, 19.2 Kg
115 cm tall, endoscopic diagnosis of laryngeal web. History of
forked soft palate at birth and respiratory disorders, repair
surgery, and difficulty of intubation in that occasion, neck
CT indicates decreased tracheal caliber below glottis. Moni-
toring: ECG, Pulse Oximetry, NIBP, Capnography (interrupted
during jet ventilation). Inhalatory general anesthesia with
face mask and spontaneous ventilation until obtain venous
access. Through intravenous cannula #20 is used TIVA: pro-
pofol dose decreasing from 8, 6 to 4 mg/kg/h, remifentanil
0.25 to 0.50 mcg/kg/min; dexmedetomidine 0.4 mcg/kg/h;
dipyrone 20 mg/kg. Muscle relaxation with atracurium
0.5 mg/kg for laryngoscopy and 0.3 mg/kg maintenance. Gla-
deScope for laryngoscopy, nasotracheal intubation with Cook
catheter airway exchanger 8.0 Fr/45 cm with Rapi Fit
adapter, manual jet ventilation using Manujet III to 2 BAR
(30 psi) pressure as recommended by the manufacturer,
manual respiratory rate 25 per minute, double lung ausculta-
tion and chest expansion visually track with each breath.
Results: the surgical procedure was finalized successfully,
committed glottis region was repaired by using cold instru-
ments, allowing the introduction of the endotracheal tube
of adequate number for the age of the patient.
Discussion: the regulation of output pressure of oxygen in
the Manujet III makes it possible to keep the airway intact
and not cause barotraumas.
Conclusions: The manual jet ventilation through the catheter
exchanger ensures air permeability, allowing adequate space
for the surgeon to perform surgical maneuvers. Total intra-
venous anesthesia is the technique that provides better sta-
bility flat during procedures that require this ventilation.

1 The anterior laryngeal webs. Nicollas R, Triglia JM. Otolaryngol Clin
North Am 2008 Oct;4(5)877-88

2 Congenital laryngeal webs: surgical management and clinical em-
bryology. Milczuk HA, Smith JD, Everts EC. Int J Pediatr Ottorhino-
laryngol 2000 Jan 30; 52(1):1-9.

3 Congenital glottic webs in children. A retrospective review of 51
patients. Ann Otol Rhinol Laryngol Suppl 1985 Nov-Dec; 121:2-16.

Paper No: 831.00

Osler Weber Rendu disease, endonasal
laser surgery and anesthesia
José Andrade Méndez, Florencia Bolla and
Federico Urquiola

Introduction: Osler Weber Rendu disease, also known as Her-
editary hemorrhagic telangiectasia (HHT), is a multisystemic
vascular displasia, autosomal dominant, typically identified
by the presence of telangiectasia, recurrent epistaxis and
multiorgan arteriovenous malformations (AVMs) often asso-
ciated with hemorrhage. Multiple epistaxis occur at early
ages, and may result in iron deficiency anemia. Nasal coagu-
lation and cauterization with endonasal laser over the tel-
angiectasia is an effective treatment.

Abstracts presented at WFSA BJA

ii303



Objectives: Description of 3 cases of Weber Osler Rendu
disease, endonasal laser surgery and anesthetic manage-
ment. Material y Methods: Case 1: A 62 year-old woman,
55 Kg, smoker for 32 years. Recurrent epistaxis, nasal telan-
giectasias, left parietal brain abscess drainage, pulmonary
embolism, superior vena cava filter placement, treatment
of pulmonary arteriovenous fistulas, stroke and angiografic
treatment of brain arteriovenous malformations. Gastroduo-
denal telangiectasia. Case 2: A 59 year-old woman, 44 Kg,
1,65 mts height, BMI 16,16. Recurrent epistaxis, chronic
anemia that often requires iron supplements and blood
transfusions. Arterial hypertension, total gastrectomy,
Acute myocardial infarction (2005), coronary stent. Case 3:
A 50 year-old woman, 66Kg, 1,69 mts height; BMI 23,11. Epi-
staxis since 8 years old. Hepatic vascular malformations. Iron
and folic acid replacement. Arterial hypertension. History of
endonasal laser surgery.
Anesthetic Technique: Peripheral venous Access, continuous
ECG monitoring, pulse oximetry, capnography, invasive arter-
ial blood pressure monitoring (case 1), non invasive blood
pressure monitoring (case 2 and 3), temperature measure-
ment. Balanced general anesthesia. Premedication with Mid-
azolam 0,2 mg/kg; induction with Propofol 2 mg/kg, muscle
relaxation with Vecuronio 0,1mg/kg, maintenance with Sevo-
fluorane 1,5% Fi02 0,5%, fresh gas flow 1 liter per minute.
Remifentanil 0,25 mcg/kg/min; Dexmedetomidine 0,4 mcg/
kg/h. Endotracheal intubation with reinforced endotracheal
cuffed tube 7.5 Respiratory frequency 10-12 per minute,
PEEP 5 cmH2O. The endonasal laser surgery used Argon
Plasma 60 watts and 1,2 liters per minute (case 1) and Neo-
dymiun YAG 20 watts in continue pulse mode to 0,5 seconds
(cases 2 and 3)
Results: Procedures developed without complications, anes-
thetic technique kept optimal surgical conditions, induced
hypotension to prevent bleeding. Discussion: Anesthetic
technique must prevent bleeding and keep hemodynamic
parameters stable.
Conclusions: The endonasal laser produces an hemostatic
effect by thermal desvitalization of pathological tissue. The
knowledge of the patient’s illness with HHT and the anesthet-
ic technique provide safety to the patient. Bibliography: An-
esthetic management of a patient with hereditary
hemorrhagic telangiectasia (Rendu-Osler-Weber syndrome).
Case report. Goulart AP, Moro ET, Guasti VM, Colares RF. Rev
Bras Anestesiol. 2009 Jan-Feb;59(1):74-8 Anesthetic consid-
erations for the patient with hereditary hemorrhagic telangi-
ectasia (Osler-Weber-Rendu syndrome). Peiffer KM. AANA
J. 2009 Apr;77(2):115-8
KTE-532 laser-assisted endoscopic nasal sinus surgery. Ger-
linger I, Lujber L, Jarai, T, Pytel J. Clin Otolaryngol 28:67-71
(2002).

Paper No: 836.00

Hemodynamic changes in liver surgery with
intrathecal morphine versus epidural local
anesthetics: a prospective comparative
study
Catalina Bellolio1, Carina Montedeonico1,
Alejandra Hernández1, Martı́n Harguindeguy1,
Alejandro Leites2 and Karina Rando2

1 Cátedra deAnestesiologı́a – UDELAR- Uruguay and 2 Unidad
DocenteAsistencial – Centro Nacional

Introduction: Combined anesthesia for mayor liver surgery is
controversial. Those controversies are focused in the post-
operative coagulopathy and in the fact that epidural local an-
esthetic inhibit sympathetic system that might be necessary
to compensate preload changes in during the surgery. Com-
parative studies suggest that arterial pressure might be
affected by epidural anesthesia (1). Intratecal morphine
and epidural local anesthetics plus morphine are both effect-
ive and safe for pain relief (2).
Objectives: Compare medium arterial pressure (MAP), central
venous pressure (CVP) and cardiac rate (CHR) during preload
variations (mobilization of the liver and vascular clamping) in
patients operated from mayor liver surgery with two different
anesthetic techniques: combined general-spinal morphine
(M) versus general-epidural local anesthetics and morphine
(M-LA). Compare the postoperative pain, bleeding and fluid
replacement of both groups.
Methods: Patients that underwent hepatic resection with
mobilization of the liver and vascular clamping, meet criteria
for combined anesthesia (regional-general) and gave
consent we assigned to one of the groups: M¼11 patients
and M-LA¼10 patients. Data were collected after Istitutional
Scientific Board acceptance. Demographic and surgical char-
acteristic were similar in both groups. After the regional an-
esthesia (M or M-AL), general anesthesia was induced with
fentanyl, propofol and muscle relaxant. Central and arterial
lines were placed in all patients. Hemodynamic data
(MAP-CVP-CHR) were collected at the induction of the anes-
thesia, previously to the liver mobilization, previously to the
vascular clamping and 10 minutes after both maneuvers.
Postoperative pain was evaluated with the visual analogue
score (EVA) at 10 minutes, 6, 12 and 24 hours postoperative.
Results: No significant differences were found between the
two groups in MAP or CHA, even though a mild lower MAP
was noticed in every moment of the surgery in M-LA group.
Those parameters were not affected by liver mobilization or
clamping. CVP was similar in both groups but a significant
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decreased was registry in the M-LA group with the clamping
maneuver (p¼0.031). Pringle maneuver was associated with
lower CVP than Right or Left clampings. All patients were
extubated at the end of the surgery. Pain relief was better
in the M-LA group (p¼0.019). Bleeding was similar in both
groups (M:540+705mL; M-LA:490+529mL) as well as fluid
replacement with colloids (M:472+527mL;
M-LA:650+529mL) and crystalloids (M2954+950mL;
M-AL:3160+930mL).
Conclusions: Preload diminishing during vascular clamping is
potentiated by epidural technique but that doesńt affect
hemodynamic stability. Epidural catheter is more effective
as postoperative analgesic in the first postoperative day.
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Paper No: 867.00

Quitting smoking before surgery. Where
can we act?
Genaro Maggi, Maria Jose Villagran,
Emilia Guasch and Fernando Gilsanz

Introduction: The link between smoking and postoperative
complication is well documented across surgical specialities
1. Not only is there an increased mortality risk, but also
other complications including pulmonary, respiratory,
wound infections, delayed wound healing and reduce bone
fusion 2. Smoking has been associated with length of time
in intensive care, in recovery from surgery and on ward
3. With many hospitals becoming smoke-free environments
and the availability of effective interventions to help people
to stop smoking, the preoperative period is an ideal time to
help smokers to quit before being admitted to hospital. The
Royal College of Anaesthetists advises smokers undergoing
surgery to quit as far in advance of their surgery as possible,
preferably a minimum of six week, or, if this is not possible, to
not smoke in the day of the operation.
Objectives: To determinate the prevalence of smokers in the
population of a tertiary university hospital to know where can
we act to help smokers undergoing surgery to quit.
Methods: We evaluate the data base of preoperative evalu-
ation of 41420 patients in a tertiary university hospital to de-
termine the prevalence of smoker population. Secondary
outcome was surgery adult’s subspecialties in smoker
group to know where the majority of smokers is. Results:
We designed an observational non interventional study
that included 41420 patients. 8283 were smokers (14%)
and 8251 were ex smokers (14%). 189 smokers were under
20 years (2,3%) mainly scheduled to urological and trauma
surgeries, 945 has 21 to 30 years (11,4%), 1371 31 to 40
years (16,5%), 1885 has 41 to 50 years (22,7%), 1752 has
51 to 60 years (21,7%), 1236 has 61 to 70 years (14,9%),

724 has 71 to 80 years (8,8%), 115 has 81 to 90 years
(1,4%) and 4 smokers were over 90 years (0,05%) mainly
eye surgery in the last two groups. We find a linear relation-
ship between the presence of smoker and alcoholic, with an
increase according to age group with a peak between 51-60
years. In the majority group (41-50yrs), surgery indication
was 22% general surgery, 12,4% ENT procedures 12,4%,
neurosurgery 9,7% and 7,9% vascular surgery.
Conclusions: We find a peak of smokers between the age 41
to 50 years with a 22% of prevalence and direct relationship
between smokers and alcoholic. 60% of smokers group was
scheduled to general, trauma, ENT, vascular and neurosur-
gery and these groups will be more profitable to deal.
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Paper No: 884.00

Transcatheter aortic valve implantation:
anesthetic management and
considerations
Juan Carlos Bianco, Diego Guardabassi,
Roberto R. Battellini, Mariano Falconi and
Carla R. Agatiello
Hospital Italiano de Buenos Aires, Buenos Aires, Argentina

Introduction: Aortic stenosis (AS) is the most common form
of adult valvular heart disease.1 Many patients with severe
AS and multiple comorbidity conditions are not candidate
for surgical replacement of the aortic valve, which is currently
the gold-standard treatment. Transcatheter aortic-valve im-
plantation (TAVI) has been suggested as a less invasive treat-
ment for high-risk patients with AS.
Objective: The aim of this study is to report the anesthetic
considerations and management in the first nineteen TAVI
with the CoreValve RevalvingTM system.
Methods: Patients with severe AS who had been refused
surgery because of comorbidity were enrolled. Nineteen
high-risk surgical patients underwent TAVI between march
2009 and august 2011, under general anesthesia. The induc-
tion and maintenance of anesthesia was done avoiding
bradycardia or tachycardia, maintaining systemic vascular
resistant and preserving preload. A general anesthetic was
tailored to achieve extubation after procedure completion,
whereas IV access and pharmacological support allowed
for sudden hemodynamic changes, emergent sternotomy
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and initiation of cardiopulmonary bypass. Aortic balloon val-
vuloplasty was performed first under rapid ventricular pacing
and then retrograde CoreValve was implanted. Transesopha-
geal echocardiography (TEE) was performed to confirm the
diagnosis, determine ventricular function, annulus size,
aortic pathology, and mitral regurgitation. It evaluated the
Corevalve function, measured aortic regurgitation and
assessed for aortic dissection, pericardial effusion and myo-
cardial ischemia.
Result: Patients were 79+7 years (63%male), with multiple
comorbidities (EuroSCORE¼22,16+9,74%). Patients who
survived to the procedure (94,7%) were extubated and trans-
fer to intensive care unit without vasoactive or inotropic infu-
sions. The most common in-hospital complications were
third degree atrioventricular block (42,11%) and need for
permanent pacemaker (26,32%). One patient underwent
aortic valve replacement after TAVI because of symptomatic
severe perivalvular leak. No patient required intraoperative
transfusions. After a mean follow up of 317+-263 days, the
rate of survival was 89,47%. Early hospital discharge was
not always possible because of the comorbilities, been an
average of 8,1+6,9 days. Conclusion: Corevalve TAVI proced-
ure in high risk patients appeared feasible and safe. Anesthe-
siologists have to manage critical patients with severe
cardiac and noncardiac comorbilities applying the expertise
to a novel procedure.
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Paper No: 893.00

Clinical trial on burning sensation and pain
with the propofol injection: new
formulation
Diego Garcia Picasso, Ignacio Delaporte,
Maximiliano Vargas, Pugente Ezequiel and
Mauro Gobbi
Asociasion de Analgesia Anestesia y Reanimacion de Buenos Aires
AAARBA

Background: The anesthesia with propofol is one of the most
common anesthetic combinations in the clinical practice. A
disadvantage of this induction agent is that it produces
pain with the injection. It might cause distress to the
patients and it is considered a severe clinical problem in an-
esthesia. Several interventions to reduce or prevent the pain
of the injection have been attempted, and a systematic
review does not show which one of these interventions
appears to be effective.
Goal: Compare the effects in the injection zone (pain -
burning sensation) of the propofol “new formulation” (a
new formula with a different vehicle) with other commercial
ratios of propofol with or without the addition of intravenous

lidocaine. Alternative hypothesis: Prove that the Propofol
“new formulation” unlike other commercial ratios of propofol
- with or without the addition of intravenous lidocaine asso-
ciated – does not produce burning in the injection zone.
Methods: Double-Blind randomized and controlled clinical
trial. We recruited 150 patients who underwent different sur-
geries. Those patients who required the administration of
previous anesthetic medication were excluded. They were
randomized into three groups: PC: Propofol control, PNF: Pro-
pofol new formulation, PL: Propofol with lidocaine (40 mg
every each 200 mg of propofol). A teflon catheter 20 or 18
G was placed and 2 mg/kg of propofol was injected. Symp-
toms were registered (absence of pain, sensation of pres-
ence; light, moderate and severe pain). The Chi-square test
was applied for the analysis of categorical data, considering
significant a p “lower” than 0.05. Being a multiple compari-
son, the Bonferroni Criterion was applied (chart r x c).
Results: 44% of the patients who received PC, 57% of those
who received PNF and 68% of the PL group (p¼0.044) did not
experience pain. On the other hand, 4% of the PL, 8% of the
PC and 20 % of the PNF (p¼0.021) underwent severe pain.
Conclusion: Comparing the formulations used in the studied
sampling and agreeing with the systematic review, there is
no evidence that the new formulation is exempted of produ-
cing burning sensation or pain when administered. As
regards the alternative hypothesis, the new propofol formu-
lation does not provide advantages on the conventional pres-
entation with the addition of lidocaine.
Words: 363 Revisión Sistematica. P Picard, MR Tramèr. Pre-
vention of pain on injection with propofol: a quantitative sys-
tematic review. Anesthesia and Analgesia 2000 90: 963-969.
Revista Brasileira de Anestesiologia. Jan./Feb. 2007, vol.57,
no.1, p.32-38 EL-RADAIDEH, Khaled M. Effect of pretreatment
with lidocaine, intravenous paracetamol and lidocaine-
fentanyl on propofol injection pain: comparative study

Paper No: 895.00

Dependence of hemodynamics on dalargin
application in different types of anesthesia
in patients with concomitant
cardiovascular diseases
Yuriy Malyshev and Christina Dolmova

Introduction: For the optimization of the anesthetic provid-
ing of the vast surgery apply the medication with special
stressprotection properties, for example, dalargin that is syn-
thetic analog of neuropeptid leu enkephalin.
Objectives: to determine the dependence of the hemo-
dynamic changes on application of dalargin (synthetic
analog of leu-enkephalin) as a component of different
types of anesthesia in patients with concomitant cardiovas-
cular disease.
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Methods: 93 patients of the age from 30 to 80 years have
been operated for gastrointestinal diseases. 53 patients
had concomitant ischemic heart disease(IHD), 27 had arter-
ial hypertension (AH), and 13 had a combination of IHD and
AH. All patients had ASA class II-III. Patients were divided
into groups: during anesthesia applied dalargin (n¼48) and
didn’t apply dalargin (n¼45). Premedication: diazepam
0.14 mg/kg, atropine 0.01 mg/kg. Surgery were performed
under total intravenous anesthesia (TIVA; n¼29; diazepam,
ketamine, fentanyl), or a combination of TIVA with epidural
analgesia (EA n¼21; 0.5% ropivacaine), under volatile anes-
thesia sevoflurane with fentanyl (VA; n¼26);) or in combin-
ation of VA with EA (n¼17). Artificial lung ventilation was
been performed under condition of normoventilation.
Haemodynamics monitoring included control of mean arter-
ial pressure (MAP), heart rate (HR), cardiac index (CI), stroke
index (SI) and systemic vascular resistance (SVR). Results (es-
sential): Application of dalargin during anaesthesia led:
during TIVA to increasing of SI from 29(20,0-47,8) to
36(20,0 - 54,7) ml/m2, p,0.05) to decreasing in HR from
78(58-100) to 65(54-94) min-1 and MAP of 104(77-120) to
93(76-111)mm Hg; combination of TIVA with EA to increasing
of SI from 37(24,2-50,9) to 42(23,4-54,0) ml/m2, p,0,05, de-
creasing HR of 78(63-105) to 73(55-94) min-1 (p,0,05), and
MAP of 98(93-134) to 86(72-113) mm Hg (p,0,05), the ten-
dency to decrease SVR; combination of VA with fentanyl de-
crease SVR from 2140(768-3640) to 1383(797-2357)
dyne×s×cm-5, MAP from 102(66,7-121,3) to 79(67,3-89)
mm Hg, the tendency to increasing SI and CI; combination
of VA and EA to decreasing of SI from 52(47,5-60,0) to
29(27,1-31,6) ml/m2, p,0,05, CI from 4,8(3,6-6,1) to
2,2(2,0-2,4)l/min×m2, p,0,05), and increasing of SVR from
946(782-1145) to 1971(1216-2842), dyne×s×cm-5
(p,0,05).
Conclusion: Application of dalargin during anesthesia in
patients with concomitant cardiovascular diseases: in TIVA
increases SI and reduces HR and MAP; in combination with
TIVA EA increases SI, reduces HR and MAP; with VA with fen-
tanyl reduces the SVR and MAP; and for VA in combination
with EA reduces SI and CI increases the SVR. VA in combin-
ation with EA and dalargin causes the depression of the
system of blood circulation that limited the application of
medication in this type of anesthesia.

Paper No: 897.00

Perioperative beta blockade at south
african vascular surgery training facilities
Richard Lawson
Charlotte Maxeke Johannesburg Academic Hospital,
Johannesburg, South Africa

Introduction: Once lauded as one of the most valuable inter-
ventions across all fields of contemporary medicine, (1) peri-
operative beta blockade (PBB) is a practice that has come

under intense scrutiny. Publication of the POISE study(2)
forced a modification of recommendations for PBB in consen-
sus guidelines(3,4) Current practice in South Africa has not
been reported.
Objectives: The primary objective of the study was to de-
scribe current intended practice, with respect to PBB, in
patients undergoing major vascular surgery at South
African specialist training facilities. Describing participant
satisfaction with current strategy; determining similarities
and differences of opinion between Specialist Anaesthetist
and Specialist Vascular Surgeon; and identifying potential
barriers to the intervention, were secondary objectives.
Methods: One Specialist Anaesthetist and one Specialist Vas-
cular Surgeon from each of the seven recognised training fa-
cilities for vascular surgery in South Africa were included in a
partially selective observational survey. Data was generated
by the use of a semi-structured questionnaire specifically
developed to address the objectives of the study.
Results: The POISE study(2) results and updated internation-
al consensus guidelines(3,4) had not prompted a change in
approach at most facilities. There was inconsistency in
methods of risk stratification, treatment implementation, ti-
tration practices, and the timing of withdrawal of medication.
The involvement of the Anaesthetists in the perioperative
management of vascular surgery patients was less than
reported in other countries.(5,6) The participants supported
a major role for Anaesthetists in the future, and a move
towards multidisciplinary involvement in policy development
and patient management. Less than half of the participants
were satisfied with current practice. Anaesthetist and Vascu-
lar Surgeon opinion on current intended practice correlated
poorly. Opinions correlated least well at facilities where
both clinicians claimed responsibility for PBB, implying that
communication may be a problem. Similarities, where they
did occur, were in keeping with recommendations that are
widely supported in the literature. The need for appropriate
monitoring was identified as one of many important barriers.
Conclusions: The study describes current intended practice at
South African training facilities for vascular surgery. The vari-
able practice across the country; suggested changes to clin-
ician responsibilities; widespread dissatisfaction with current
strategy; poor correlation of participant responses; and the
identification of multiple barriers to the implementation of
strategy, highlight the need for review at all facilities.
Further research is needed as the optimal strategy for redu-
cing risk in patients undergoing vascular surgery remains
elusive.
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Paper No: 908.00

Takotsubo cardiomyopathy during
extubation
Arissara Iamaroon and
Sudkanoung Surachetpong
Mahidol University, Bangkok, Thailand

We report the case of a 45-year-old woman with a suspicion
of CA ovary. The patient, who had no previous medical pro-
blems, underwent a diagnostic laparoscopic surgery under
general anesthesia. After uneventful induction with thiopen-
tal, fentanyl and succinylcholine, anesthesia was maintained
with sevoflurane and cisatracurium. At the end of surgery, at-
ropine and neostigmine were used for reversal of neuromus-
cular blockade. A few seconds later, her electrocardiography
(ECG) changed from sinus tachycardia (120 beats/min) to
ventricular tachycardia with palpable pulse (160-190 beats/
min), which was treated with lidocaine. After that the ECG
showed sinus tachycardia (110-120 beats/min) and ST
segment elevation in leads V4–V6. Urgent coronary angiog-
raphy was performed and revealed no significant coronary
obstruction. Echocardiogram showed dilatation of mid
apical part with hypercontraction of basal part of left ven-
tricle (apical balloon appearance of left ventricle), compatible
with takotsubo cardiomyopathy. The cardiac enzymes were
within normal range. The patient was treated in the cardiac
care unit for 3 days and discharged without other complica-
tions. Takotsubo cardiomyopathy, also known as transient
left ventricular apical ballooning syndrome, is similar to
acute myocardial infarction. Diagnosis of takotsubo cardio-
myopathy requires clinical characteristics, biomarker data,
echocardiographic findings, and angiographic data1. Bybee
and Prasad2 have proposed modified Mayo Clinic Criteria
for the diagnosis of transient left ventricular apical

ballooning syndrome. The criteria included the finding of
transient left ventricle wall motion abnormalities involving
the apical and/or midventricular segments with wall
motion abnormalities extending beyond a single epicardial
coronary distribution, the absence of obstructive epicardial
coronary artery disease or angiographic evidence of acute
plaque rupture that could be responsible for the observed
wall motion abnormality, and troponin elevation or new elec-
trocardiogram abnormalities such as transient ST segment
elevation and/or diffuse T-wave inversions. Regarding the
underlying mechanism of takotsubo cardiomyopathy, most
believe its pathogenesis to be a stress-induced neurohormo-
nal phenomenon, while a smaller group believes that the
transient occlusion of an epicardial coronary artery is respon-
sible3. Management of takotsubo cardiomyopathy is mainly
supportive. For our patient, use of atropine with vagolytic
effect may enhance sympathetic activity, leading to a transi-
ent cardiomyopathy. Therefore, to prevent this acute compli-
cation, atropine should be carefully used for reversal of
muscle relaxant.
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Paper No: 912.00

Reexpansion pulmonary edema during
anesthetic recovery
Marı́a Soledad Marsiglia1, Mauro Darı́o Gobbi2,
Diego Garcı́a Picasso2, Diana Finkel3 and
J.M. Ramos Mejı́a4

1 Resident Physician in Anesthesiology, General Hospital of Acute
Cases, 2 Resident Physician in Anesthesiology, General, 3 Chief of
the Anesthesiology Division, General Hospital and 4 GCABA,
Buenos Aires, Argentina

Introduction: Acute Respiratory Distress Syndrome is an
acute and severe alteration of pulmonary structure and func-
tion secondary to an acute inflammatory injury that causes
diffuse bilateral pulmonary edema, due to an increase in pul-
monary capillary permeability, without heart failure. It
includes hypoxemia, decrease in pulmonary compliance
and residual capacity and bilateral infiltrates, with Pa02/
Fi02 lower than 200mmHg. It appears after a direct or indir-
ect pulmonary injury and requires ventilatory assistance with
positive pressure for its treatment.
Goals: Analyze the possible causes of acute respiratory dis-
tress in the immediate postoperative period.
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Results: A 27 year old male is admitted with oppressive thor-
acic pain, fever, dyspnea, night sweats, cough and weight
loss. CT scan: anterior, heterogeneous mediastinal mass, dis-
placing vascular structures and multiple nodular images;
pericardial and left pleural effusion with collapse of the
lower lobe. FVC 2L (44%), FEV1 1.67 L (44%), FEV1/FVC
100%, with severe restrictive ventilatory failure. FNAB sug-
gested T lymphoproliferative process. A mediastinotomy
with biopsy plus chest drainage tube is performed with thor-
acic epidural anesthesia and TIVA. 4 L of left pleural effusion
exudate are drained. After extubation, the patient shows
dyspnea, desaturation and wheezing, global decrease of air
entry and abundant secretions. After administration of salbu-
tamol, hydrocortisone and adrenaline without any improve-
ment we proceed to intubate and start MV. A CVC is placed
in the right internal jugular vein. CVP: 8cmH20. Citrine
liquid is aspirated through fiberoptic bronchoscopy and the
presence of bronchopleural fistula is dismissed. X-ray: opaci-
fication of both pulmonary fields. Arterial blood sampling: PH
7,18, PCO2 50mmHg, PO2 152,2mmHg, HCO3 18,3meq/L, BE
-10.1meq/L, SO2 98,7%, PaO2/FIO2: 152. The patient is
admitted into ICU under MV recovering ad integrum after 8
days.
Discussion: The incidence of reexpansion pulmonary edema
increases with the duration of prior collapse, an effusion
volume greater than 2L and rapid expantion. Differential
diagnoses include cardiogenic pulmonary edema and
bronchopleural fistula. Due to normal CVP, absence of
fistula, PaO2/FIO2 lower than 200mmHg and serous secre-
tions in the airway, the most likely diagnosis is reexpansion
acute distress. The main triggers proposed are the increase
of pulmonary capillary permeability resulting from chronic
collapse and mechanical stress over microvasculature,
aggravated by the termination of positive pressure ventila-
tion. The epidural anesthesia could have also contributed
due to pulmonary sympathetic block.
Conclusion: The suspicion of this condition is essential, since
it could be prevented by limiting the quantity of drained
volume in longstanding effusions.

Keywords: Reexpansion Pulmonary Edema; Anesthesia;
Pleural Effusion; Acute Respiratory Distress Syndrome
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Paper No: 922.00

Lower extremity motor deficit after right
upper lung lobectomy and rib resection
Mariela Constanza Tedesco,
Maria Espinosa Aguilar, Irene Faura Nuñez and
Maria Dolores Lorente

Introduction: The thoracic epidural anesthesia is a safe tech-
nique with few complications. It is useful for postoperative
analgesia in thoracic surgery, given that thoracotomy is
one of the most painful surgical approaches. We report on
a patient who had suffered lower extremity weakness after
surgery for lung lobectomy and resection of costal arches.
Clinical Case: A 66 y/o man, type II diabetes, diagnosed a
lung tumor . It is operated under general anesthesia with se-
lective intubation and epidural catheter inserted at the D6
level for postoperative analgesia. Surgery consisted of right
upper lobectomy and resection of the 1 to 5 right costal
arches due to neoplastic infiltration.
Postoperative evaluation disclosed a paresis of right lower ex-
tremity. Epidural analgesic infusion is stopped and spinal MRI
is performed, that showed findings consistent with pre-spinal
hematoma at the D5-D6 level._ Laminectomy disclosed an
intradural-extradural mass of hemostatic material of Surgicel
and associated hematoma inserted through the neural
foramen and invading the ventral spinal canal .
Discussion and Conclusion: Even if spinal hematoma is a
relatively rare complication due to epidural anesthesia, with
an incidence of 1: 200,000; our case is interesting since the
compression was due to hemostatic material and not to
the spinal technique itself. Hemostasis after resection of
the costal arches may provoke spinal cord compression and
be misguided for the insertion of a dorsal spinal catheter.
Early diagnosis and treatment is essential for this serious
complication.

Paper No: 925.00

Anesthetic implications of dengue
Lothar A Schwarte, Jenny Vieveen, Edgar Peters
and Patrick Schober
VUmc university medical center; Dept. of

Introduction: Dengue is, on a worldwide scale, a common
disease with impact on anesthesiological patient manage-
ment. It became the most common (and still most rapidly
spreading) arthropod borne (arbo) virus disease with a
marked increase in cases to now �100 million patients an-
nually (WHO). Increasing international travel activities will
confront anesthetists worldwide with patient returning
from dengue endemic countries. The disease has an incuba-
tion time of up to 14 days, so the disease may develop after
return from endemic regions. Thus, key features of the
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disease relevant for anesthesia should be known to anesthe-
siologists also in dengue-free countries. However, surprisingly
limited information have been published on anesthesiologi-
cal aspects of dengue so far [1,2]. Working in a dengue
endemic region (Dutch Caribbean, Bonaire), the authors
want to share their expertise on this patient category, and
put it in perspective of the few papers published so far on
this subject. Anesthesiological impact: The anesthesiological
impact of the disease is related to severity and phase of the
disease. In an early phase, the disease usually presents as
influenza-like infection with high fever (-40’C). In up to
circa 5% of cases the disease will develop as Dengue Hemor-
rhage Fever (DHF), including the Dengue Shock Syndrome
(DSS). Herein, hemodynamics are compromised by vessel-
and serosa-leak induced hypovolemia, cardiodepression,
altered vascular resistance and (relative) bradycardia, requir-
ing the combination of volume expansion and cardiovascular
drugs. Hemorrhage in DHF/DSS is caused by thrombocyto-
penia (tracked by repetitive platelet counts), combined with
vasculopathy, liver dysfunction and DIC. Respiratory compli-
cations result from the disease itself, but also from the sig-
nificant fluid volumes required for hemodynamic
stabilization; therapy herein ranges from simple O2-masks
to mechanical ventilation in dengue-related ARDS. If a
patients reports influenza–like symptoms and recent travel
activities to countries with dengue prevalence, then a high
grade of suspicion is warranted. Anamnesis should then
also focus on coagulation disorders, e.g., epistaxis, gum
bleeding, or gastrointestinal bleeding. Laboratory tests
should include platelet count, but also plasmatic coagulation
and hepatic parameters. In case of low or decreasing platelet
count, the indication for a neuraxial anesthesia should be
critically balanced against the increased risk of epidural
hematoma. When the disease progresses to DHF and DSS,
therapy includes ventilatory, hemostatic and hemodynamic
support, with focus on restoration of intravascular volume.
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Paper No: 931.00

Anesthesia in patients with von
recklinghausen disease
Cristián Manuello, Luisina Scotta, Fabián Saucina,
Eduardo Barayón and Lisandro Vettorello

Introduction: Von Recklinghausen Disease (VRD) or Neuro-
fibromatosis type 1 is a progressive genetic disease charac-
terized by ¨café-au-lai spots and a tendency to develop
ecto- mesodermic tumours, which is aggravated by preg-
nancy. Total prevalence: 1/3000 individuals; and 2500/
18500 pregnancies. Anesthesic problems: in airways due to
macroglotia or pharynx/ larinx lesions; respiratory

complications due to lung fibrosis, cystic lung disease, scoli-
osis; hypertensión caused by renal artery stenosis, carcinoid
tumours, or associated pheochromocytoma; difficulty in neu-
roaxial blocking produced by hydrocephalia, spina bı́fida,
scoliosis and medulla tumours; prolonged neuromuscular
blocking even if it is controversial.1;2
Objective: to report the anesthesic strategy utilized in two
patients.
Case 1: Female, aged 37 yr, 56kg, ASA II, Malampati IV, 40wk
fourth gestation. Normal laboratory tests and ECG. Clinical
history: jaw neurinome ablation and pleomorphic parotid
adenoma limiting mouth aperture and facial paralysis seque-
lae. Normal neurologic evaluation. Procedure: delivery peri-
dural analgesia: 0.25% bupivacaine 12ml, fentanyl 50ug. At
60min urgent Cesarean. Peridural reinjection: 2% lidocaine
plus epinefrine 15ml. Satisfactory blocking. Hemodynamical-
ly stable. Surgery duration: 90min. Derived to common room
(Aldrete9/10). Released at 24h.
Case 2: Female, aged 27 yr, 55kg, ASA II, Mallampati
I. Surgery: videolaparoscopic cholicystechtomy. Normal la-
boratory tests, electrocardiogram, electroencephalogram,
neumonological and neurological evaluation. Premedication:
midazolam 2mg. Anesthesia: TIVA. Induction: midazolam
5.5mg, fentanyl 125ug, atracurium 30mg. Maintenance: mid-
azolam 2.5mg/30min, remifentanyl 0.25-0.50ug/kg/min,
atracurium 5mg/30min. Direct orotracheal intubation,
unique maneuver. Intraoperatory procedures: mechanical
controlled ventilation, hemodynamically stable. Surgery dur-
ation: 75min. Neuromuscular blocking control: TDF4/4,T4/
T1¼80%. Neuromuscular blocking pharmacological reversal.
Extubation without complications. Derived to common room
(Aldrete 10/10). Released at 24h.
Discussion: The anesthetic technique to use in VRD is very
controversial. In Case 1 due to higher risk of manipulation
of airways the selected option was regional anesthesia.
CNS imaging evaluation previous to regional anesthesia
could provide security given the presence of asymptomatic
medulla tumours in 40% of VRD patients, since their
growth is exacerbated by pregnancy.1 In Case 2 considering
the surgery procedure general anesthesia with atracurium
was preferred as muscular relaxant due to short half
life.1;2 In both situations anesthesia planning was per-
formed analyzing the risk-benefit. Given the anesthesia
implications in VRD, an adequate surgery planning could
avoid complications improving the results.

Keywords: Von Recklinghausen; Neurofibromatosis; preg-
nancy; anesthesia
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Paper No: 943.00

The Baskaw Mask – A New Extraglottic
Airway Device with Two Gastric Drains – A
Feasibility Study
Tom van Zundert and Stephen Gatt
Department of Anaesthesiology and Intensive Care, Department
of Anaesthesiology, Maastricht University Medical Centre,
Maastricht, The Netherlands

Introduction: The Baska Maskw (ProAct-Medical Systems,
UK) is a new extraglottic airway device (EAD) which brings to-
gether features of LMA-ProSealw; LMA-Supremew; i-Gelw
and Slipaw (bite block, oval-shaped airway tube, gastric
drain); and safety improvements: 1) A self-sealing membran-
ous, variable pressure, non-inflatable cuff that, during IPPV,
increases the seal with increasing airway pressure; 2) A
gastric reflux drainage system consisting of a large distal
aperture located at the upper end of the oesophagus,
which opens into a sump cavity at the back of the mask;
and two tubes running the length of the main stem of the
device, one on each side of the main airway tube, both of
which open into the sump cavity. One of them is connected
to high pressure, high flow suction whilst the other is left
open to atmosphere to equilibrate the pressure in the
sump cavity to atmospheric. This system allows for rapid
drainage of gastric fluids or secretions that may collect
during use, provided suction is performed during mainten-
ance and emergence from anaesthesia; 3) A suction elbow,
i.e. an extra connector for attaching suction to the proximal
end of the tube to keep the sump area clear; and 4) A tab for
manually curving the mask to ease insertion.
Objectives: To determine whether the improvements incor-
porated in the Baska Maskw provide a clinically useful EAD
that helps to improve the safety and efficacy of airway man-
agement in patients undergoing surgery.
Methods: Fifty ASA I-III patients, undergoing a variety of sur-
gical interventions not requiring tracheal intubation, were
involved to receive a Baska maskw during anaesthesia. Ex-
clusion criteria were: known/predicted difficult airway,
mouth opening ,2.5 cm, at risk of aspiration, surgery in
the non-supine position, or were undergoing head and
neck surgery.
Results: The first attempt success rate was high (88%) and
considered to be very easy in 92%, while removal was consid-
ered easy in all cases. The oropharyngeal leak pressure was
above 30 cm H20 in all patients, achieving the maximum of
40 cm H20 in 82% of the patients. In two patients, no ad-
equate capnogram was obtained, and a smaller size of the
mask was inserted, revealing adequate results. Fibreoptic
evaluation of the anatomical position of the masks showed
the vocal cords, although in six patients (12%) only the epi-
glottis could be visualized.

Conclusions: We conclude that the Baska Maskw shows
promising safety features in airway management.

Paper No: 944.00

Is possible to evaluate de quality patient
perception in anestesiologhy care? patients
value in a pre-anesthesia consultation
Maria Jose Mayorga-Buiza, Eva Rosadp-Fuentes,
Mercedes Echevarrı́a-Moreno and
Carmen Almeida

Introduction: An indicator of health service quality is the
degree of patient satisfaction with care. The patient satisfac-
tion with the anesthesiologist is difficult to measure in the
OR for obvious reasons. However, preoperative consultations
could be a perfect situation for quality of care evaluation and
patient perception.
Objective: To analyze which variables most influence the
degree of satisfaction of our patients after preoperative
consultation.
Material and Methods: We conducted an anonymous survey
in randomized patients scheduled for pre-anesthesia evalu-
ation. The survey included 4 questions on a categorical
scale, (no satisfied, somewhat satisfied, regular satisfied, sat-
isfied and very satisfied): Timeliness of care, Compression of
information received, Respect and Degree of Satisfaction,
and about the knowledge of anesthesiologist name who
evaluated them. Surveys were conducted from January
2007 /December 2008. The statistical analysis was a binary
logistic regression model, which selected the best set of pre-
dictors of satisfaction (p,0.05).
Results: 1263 surveys were conducted. 98.7% of respondents
considered their degree of satisfaction satisfied /very satis-
fied. The 96.95 felt sufficiently informed /well enough.
83.3% felt that punctuality in the schedule was good or
very good but only 71.8% knew the name of the anesthesiol-
ogist who attended them. Regression analysis found: the
highest degree of satisfaction were related to information
received (OD 12.788, p ,0.0001), perception of received
evaluation (OD 10.41, p ,0.003) and punctuality (OD 7.18,
p ,0.0001). Patients were not able to remember the name
of anesthesiologist in more that 25% of surveys (this item
did not influence the analysis).
Conclusion: The evaluation of patient perception of anesthe-
siology care is possible in the pre-anesthesic consultation
procedure. The degree of satisfaction is linked more to the
anesthesiologist’s ability to communicate that to other vari-
ables, and induces them to strengthening in the attitudes of
empathy and training in the clinical interview.
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Paper No: 946.00

Ultrasound guided peripherally inserted
central catheters(picc) under local
anaeasthesia saves bed days
Somi Ramachary Desikan1, Jill Clarke2,
Smita Gosavi3 and Amreeta Yanamandra3

1 Consultant Anaesthetsit, East Surrey Hospital, Redhill, United
Kingdom , 2 Specialist Nurse, East Surrey Hospital, Redhill, United
and 3 Clinical Fellow, East Surrey Hospital, Redhill, United

Introduction: Peripherally Inserted Central Catheters (PICC)
lines are becoming more popular because it is easy to
insert under local anaesthesia and use of ultrasound(US)
increases its success rate to near 100%.
Objectives: To study success rate under US guidance and
number of hospital bed days saved Methods We reviewed
our PICC data base since the records began in 2007. Ours
is a District General Hospital (DGH) in the UK admitting unse-
lected patients of both medical and surgical specialities. We
present the data regarding lines done over two year period
from 2009–2010.
Results: We did 118 (101 single and 17 dual lumen) PICC
lines over the two year period (42 in 2009 and 76 in 2010).
All were done under ultrasound guidance and local anaes-
thesia. Majority of the patients were elderly. Indications for
insertion were antibiotics 71%, total parenteral nutrition
(TPN) 19% chemotherapy in 9% and difficult IV access 1%.
There were no failures. Complications were minimal (Table).
Average time from referral to insertion was 22 hours.
Average length of stay was 32 days (range 1 to 116 days).
This service has saved 1077 bed days for the hospital in
view of discharge of these patients in to the community for
ongoing care. PICC insertion also minimised missed treat-
ments and improved patient satisfaction. Table 1. Complica-
tions following PIIC insertion Total no of PICC inserted 118
Line blockage(9/42 in 2009 and 7/76 in 2010) 16 (13.5%) Suc-
cessfully unblocked with urokinase 12 Line infection 5(4.2%)
Local bruising 2(1.6%) Thrombosis 1.
Conclusions: PICC is predominantly for administration of long
term antibiotics, TPN, blood sampling and chemotherapy1.
Because it is usually done in the arm it is more comfortable
for the patient (compared to a central line in the neck) and
risk of infection is much less compared to a central line.
Most of the patients in our audit were elderly and many of
them had multiple co morbidities. Once they have had the
line inserted they could be discharged in to community hos-
pital/residential homes or their own homes where the district
nurses provided ongoing care. Training the vascular access
nurse improved the access to the service and also enhanced
after care, follow-up leading to reduced complications such
as line blockage.

Reference
1 Bishop L, Dougherty L, Bodenham A, et al. Guidelines on the inser-

tion and management of central venous access devices in adults,
International journal of Laboratory Hematology 2007; 29: 261–78.

Paper No: 950.00

Prognosis factors of mortality after surgery
in a first-level public health service
hospital. it̀s possible to improve it?
Maria Jose Mayorga-Buiza,
Lourdes Olmedo-Granados,
Mercedes Echevarria-Moreno and
David Garcı́a-Bernal

Objective: To analyze prognostic factors for survival of
patients operated on a first-level public health hospital and
propose changes in the patients circuits that improve this
results Method: The official database of patients operated
from January 1 until 31 December 2007 was reviewed.
Data extracted included patient age, ASA grade classifica-
tion, surgical service of reference, type of admission and
surgery (scheduled/emergency), and date of discharge. The
study excluded ophthalmic surgery without income. The stat-
istical analysis was performed using a Cox multivariate
model, in order to identify independent variables predictive
of survival at discharge.
Results: 4184 patients were included in the analysis. The
average age of the study population was 53.46 (39-56),
56.7% were women. Income was conducted as scheduled
in 58.3 % of patients and also 75.1% of them were operated
upon by a scheduled procedure. For patients who received
urgent assistance over 80% were assigned to general
surgery service. For ASA classification: 22.3% ASA I, 45%
ASA II, 27.8% ASA III, 5,% ASA IV: The number of exitus
was 97 (2.31%) (35,05% of them were ASA III and 41,23%
ASA IV). General surgery and traumatology agglutinated
more than 50% ASA III/IV patients. For this group the
median age was 74 (25th percentile 65.5 and 75th percentile
78.5). Univariate Cox regression found that age. 65 years (p
,0.0001), emergency admission and emergency interven-
tions (p ,0.0001), ASA IV and provenance service (general
surgery) were related to the mortality. These results were
confirmed in multivariate regression.
Conclusions: Improving the physical condition of patients
when it̀s possible, mainly those aged over 65, or strive for
change a urgent procedure by an scheduled intervention
may optimize the outcomes in terms of postoperative mor-
tality after surgery. The role of anesthesiology service in
this process could be transcendent.
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Paper No: 959.00

Are anaesthetists doctors? - a UK survey
Kishore Maney1 and Vinesh Godhania2

1 Specialist Registrar Aaesthetics, Barts and The London NHS Trust,
United Kingdom and 2 Final year medical student, Barts and The
London Serene Chang Specialist Registrar Aaesthetics, Barts and
The London NHS Trust, United Kingdom

Introduction: Who anaesthetists are and the role they play in
a hospital, has long been misunderstood by the general
public and patients. The Royal College of Anaesthetists
(RCoA) commissioned a survey to ascertain whether the
general public of United Kingdom understood that anaesthe-
tists were medically trained doctors who had undergone spe-
cialist training1. The results showed that 35% of the public
did not consider anaesthetists to be medically qualified
doctors. The RCoA decided that greater awareness of anaes-
thetics was required among the population. Leaflets and
posters were produced and a National Anaesthesia Day
was organised to inform the public of who anaesthetists
are and what they do on 25th May 20002.
Objectives: The aim of this new survey was to look for any
change in the public perception of anaesthetists after 11
years.
Methods: A total of 38 post-operative patients at the Royal
London Hospital were surveyed on their knowledge of anaes-
thetists. They were asked what their professions was, if they
had an operation that day, if they meet the anaesthetist
before the operation, whether the anaesthetist discussed
their anaesthetic options and if their queries had been ad-
equately answered. At the end they were asked in their opi-
nions what type of training anaesthetists had received.
Results: The results showed that 60% felt that anaesthetists
had first trained as doctors and then had specialist training.
21% thought that anaesthetists trained as apprentices, 11%
thought they had studied for a National Vocational Qualifica-
tion (NVQ) and 8% suggested other forms of training, includ-
ing studying anaesthetics at university. Comparing different
social class groups A and B versus D and E showed a large dif-
ference in the correct understanding of training of 82% vs.
40%. Those from social class E were correct only 20% of
the time where as in class A it was 83%.
Conclusions: This survey shows that public perception of
anaesthetics has not changed and more work is required in
engaging with the public and raising the profile of anaes-
thetics in the public domain. Those of social classes A and
B appeared to be well informed but those from D and espe-
cially E were less knowledgeable. Large amounts of money
are often required to change public perception and are
often ineffective. As anaesthetist we should accept the fact
that general public’s perception regarding our qualification
or training is difficult to change but take pride in our work
and contribution to overall patient care.
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Paper No: 960.00

An essay about the anesthesiology
workforce needed in Sub-Saharan Africa
(SSAF)
Eugène Zoumenou1, Martin Chobli1,
Bernard Lepolain De Waroux2 and Philippe Baele2

1 Unité d’Anesthésie-Réanimation, Faculté de Médecine de
Cotonou, République du Bénin and 2 Anesthesiology Dept,
Cliniques Universitaires SAINT

Introduction: Most countries don’t realize the importance of
anesthesia for health development plans. More than 60% of
any hospital activities depend on anesthesia, even in devel-
oping countries. Developing other specialties without cred-
ible plans for anesthesia will not work.
Materials and Methods: A 1998 Belgian predictive model
served as basis for this exercise [1-2]. The Cotonou anesthe-
siologists’ training program provided 15 years comprehensive
SSAf data[3]. Only anesthesiologists are considered, assum-
ing nurse anesthesists(NAs) cover further needs. The need
for specialists equals demand minus offer. Results: Demand
cannot be deduced from models prevailing in developed
countries. A priority could be to have one anesthesiologist
per 1/100.000 urban population in cities.100.000. The
remaining services being provided by NAs, at a 5 to 10 NA/
anesthesiologist ratio. African population is expected to
grow 59% until 2035: 2.22 to 1.55% per year[3], increasing
demand proportionately. Should government allow for
further health expenditures, this should be added. Offer¼(
specialists+trainees). Their numbers must be corrected for
several factors for which we propose the following observed
values: -Careers are short; candidates enlist late after
medical school and graduate in 5.3 years (instead of 4 as
planned). Retirement age is 60. -After 55 performance
decreases by 15%[1]. -Only 7/51(15%) anesthesiology gradu-
ates were women, this proportion should reach 50% by 2035
(+1,5%/yr); equal time is devoted to profession by Belgian
female or male trainees, but it is 20% less for female specia-
lists (pregnancies, child care). -In SSAf 0.13% of trainees and
0.22 % of specialists died or became incapacitated, per year.
-Observed brain-drain is 2/58 during training (3.44%) plus 8/
51(15.6%) at graduation. -3/58(5.2%) trainees abandoned
anesthesia. -Working capacity of a trainee ¼75% of a specia-
list’s[1]. -Foreign trainees are counted as workforce during
local rotations. -Trainees on rotation abroad are deducted.
Added, those factors require to enlist every year more than
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5 candidates for every 100 active anesthesiologists just to
avoid reducing anesthesia services below today’s.
Discussion: Most proposed corrective factors are based on
actual data from the Cotonou program; it covers 11 SSAf
countries and is therefore representative. Belgian estimates
were used where no African data exist; they have proven ac-
curate for Belgium since 1998; whether they will fit to SSAf is
unknown.
Conclusion: Ignoring corrective factors would severely under-
estimate needed enrolment for anesthesiology in SSAf, and
jeopardize future public health, despite the presence of NSAs.
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Paper No: 962.00

Design and proposal for a balanced
scorecard in the follow up of the
performance management in hospital
anaesthesia services. case: anaesthesia,
analgesia and reanimation service of the
hospital escuela eva perón. granadero
baigorria, Santa fe, Argentina
Viviana Aviani and Joaquı́n Paladino

Introduction: The Balance Scorecard (BSC) is a management
tool taking origin in the enterprise environment, widely used
in the public and health sector in several countries. It permits
to manage, planning, organizing, directing, evaluating and stra-
tegically controlling an organization; and also transferring the
vision and strategy to a coherent set of indicators within a
shared aim. The evolution of Hospital Anaesthesia Services
(HAS) forces them to innovate in their management strategy.
Objective: To develop a BSC model for HAS as a management
and control system, to be applied particularly to the Anaes-
thesia, Analgesia and Reanimation Service of the Hospital
Escuela Eva Perón (AARS-HEEP).
Material and methods: Descriptive, qualitative study. Primary
and secondary sources; literature review. Procedures: Ques-
tionnaires, interviews, documental qualitative/quantitative
data, classification, summary and descriptive statistical
analysis.
Results: tables and/or graphs. Case: strategic analysis, design
and proposal of BSC model.
Results: A BSC potential model, starting with the AARS-HEEP
strategically analysis, transferring this vision of the service
into operative terms, namely, “success key factors” or vari-
ables interconnected permitting the strategically vectors es-
tablishment (cause/effect relation) was developed.

Afterwards, from five proposed perspectives i.e., interest
and financial groups, internal processes, growth, learning
and research applying previously constructed indicators, an
actual management control system, was evaluated.
Discussion and conclusions: The BSC is a valuable and liable
tool, functioning as a real management control system that
permits the performance-quality evaluation (evaluation as
an ally). Indicators are used to anticipate deviation from pro-
posed objectives. The BSC allows error and adjustment,
driven to innovation, and enhancing taking decisions at dif-
ferent levels and suppression of short-term goals in bureau-
cratic management. Could it be possible to implant it in the
HAS? The HAS function as institutions presently imbedded
in burocratic models (vertical and hierarchical), strongly
organized and resistant to changes. These models are
against heterarchia (shared mission and vision) truly leader-
ship. To this must be added the economical difficulties. The
BSC could enable communication in every field, focusing
the management and rectifying the whole organization by
means of shared strategic objectives. It could deliver
control and evaluation mechanisms, mainly a positive evalu-
ation leading to the investment into the budget planning
process. The implementation would not be a simple task
but a challenge to carry on future innovation.

Keywords: Balance Scorecard; management; indicators;
anaesthesiology
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Paper No: 968.00

Submental tracheal intubation. case report
Celso Schmalfuss Nogueira, Gilberto
W. Nogueira Arenas, Marcos H. Lopes da Costa,
Carlos R. Degrandi Oliveira and Felipe Sessim Lucas
CET em Anestesiologia da Santa Casa de Santos - Brasil

Introduction: In the airway management of patients with
multiple face fractures, the presence of the tracheal
tube in the oral cavity can interfere with the surgical pro-
cedure. It is therefore necessary for an alternative path to
be used. When the patient doesn’t require a long period of
ventilation, one alternative is a submental tracheal
intubation.
Objective: The goal of this case report is to present a case of
submental tracheal intubation for reconstructive surgery of
the maxillary and mandibular fractures. Case report: A 24
year old male patient, 70 kg, ASA I, scheduled for recon-
structive surgery of the maxillary and mandibular fractures.
Obtained peripheral venous access 16G. Monitored by pulse
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oximetry, cardioscope and noninvasive blood pressure. After
preoxygenation, anaesthesia was induced by using propofol,
fentanyl and cisatracurium. Intubated with a wired tube of
8.0mm. Correct placement was confirmed by the capnogra-
phy. Anaesthesia was maintained by oxygen, protoxide and
isoflurane. A submental incision was made on the left side
of the patient. Soft tissues were divulsed until the floor of
the mouth was reached. The distal part of the tube without
the connector was clamped and exteriorized through the
submental access. The tube was reconnected to the breath-
ing system and the surgery continued without any complica-
tions. At the end of the procedure the patient was extubated
and the submental incision sutured.
Discussion: The submental access is a simple procedure and
a technique which presents excellent results. Complications
are rare as the area does not have any big vessels or
nerves. This provides a clear surgical field and the ability to
treat all the injuries in one surgery. With this technique it is
possible to perform an intermaxillary fixation without the
need of a tracheostomy.
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Paper No: 983.00

Pre-operative antibiotic therapy
Inappropriate variability of medical
practice/experience. Usage vs. Clinical
practice guides
Agustin Viña, Diego Garcia Picasso,
Francisco Gorbaran, Diego Alvarez and
Milagros Zaragoza
Asociasion de anestesia analgesia y reanimacion de buenos aires
AAARBA

Introduction: One of the most frequent complications in the
postoperative period is surgical wound infection. They are
associated with an increase in morbidity and mortality, treat-
ment failure, appearance of new antimicrobial resistance
and increase interventions cost.

Objetives: We propose to assess the use of antimicrobial
prophylaxis in surgical practice as proposed in guidelines by
the Argentine Society of Infectology,and to observe the prac-
tice in public hospitals of Buenos Aires city at the time of pre-
scribing preoperative antibiotic medication. Our secondary
goal is to compare practice between staff anesthesiologists
(P) and resident physicians (R).
Methods and Materials: We describe a multicenter, descrip-
tive cross sectional study. Each participant received a ques-
tionnaire to answer (randomized sampling by
conglomerate: high and low hospital complexity). The inclu-
sion criteria involved the questionnaire to be completed
fully. The Chi-square test was applied for proportion compari-
son, considering significance at p,0,05.
Results: From a total of 50 surveys, 29 were answered by resi-
dent physicians and 21 by anesthesiologist. 50% of the sur-
veyed physicians do not use the guide, although having
78% of the drugs readily available. The time frame of admin-
istration of antibiotic prophylaxis varied between 60 to 0
minutes prior to knife to skin. This resulted in only 32% of
antimicrobial prophylaxis being administered on time. The
distribution of the answers was not normal: the mode was
2 and the median 3, 17 observations in the first quartile
(0-2 correct answers), 20 observations in the second quartile
(3-5 correct answers), 12 observations in the third (6-8
correct answers) and 1 observation in the forth (9 correct
answers). 18% answered correctly more than 70% of the
survey. 43% of the R subgroup did it in time due versus
14% of the P subgroup (p¼0.028).
Discussion: While many of the physicians have the correct
antimicrobials in their municipal hospitals available, just
half of them use the guidelines at the time of choosing the
correct antibiotic. 68% of the times, the drug is not adminis-
tered in time. Likely responsible for this are the lack of access
to the patient in time and not having enough clinical staff.
Conclusions: Only a small proportion chose the antimicrobial
correctly. It is clear the need to administer correctly and
apply correctly guidelines for the use of pre-surgical antibiot-
ic prophylaxis. It would be helpful to place printed guidelines
or proformas in anesthetic evaluation forms, clinical notes,
induction rooms and operating
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Paper No: 997.00

Preventive analgesia with lidocaine in
intravenous infusion vs sulfate of
magnesium for postoperative pain
management
Antonio Castellanos Olivares,
Teresa Reyes Ahuactzin and
Isidora Vásquez Márquez
UMAE Hospital de Especialidades "Dr. Bernardo Sepúlveda G."
Centro Médico Nacional Siglo XXI. IMSS, México, D.F

Introduction: Pain is a protection mechanism, appears in any
tissue injury, and has a double component: a specific feeling
and one psychological as reaction to this feeling.
Objectives: To compare the intensity of postoperative pain
following simple lidocaine or magnesium sulfate infusion in
patients undergoing abdominal surgery.
Methods: With a controlled clinical trial design we studied 60
patients in elective way to abdominal surgery under general
anesthesia, divided randomly into two groups of 30 subjects
each: Group I received MgSO4 at doses of 30 mg/kg and
group 2 lidocaine at doses of 1.5 mg/kg. Postoperatively
re-inspected and the presence of pain with the visual
analog scale (EVA) at the following times: basal/1/6/8/12/24
hours; sedation with the scale of Ramsay, hemodynamic
variables.
Results: The groups were similar in age, weight, height,
gender and physical condition. There was no clinical differ-
ence in hemodynamic variables. It was the quality of sleep,
evaluated by EVA, expressed in medium and quartiles
(25-75) in grupo1/2¼10 (9-10) and 9 (9-10). The percentage
of subjects without pain in grupos1-2 Ba/1/6/8/12/24 hours
was: /47-63/57-73/80-73/90-77/93-80/97-87. Pain Leve¼/
50-27/43-20/20-24/10-23/7-20/3-13. Moderate pain¼3-3/
0-7/0-3. Severe pain¼0-3 in the basement stage. Nausea
and dizziness were presented only in 3% of the group
treated with MgSO4
Conclusions: Postoperative pain intensity was lower in the
group treated with simple lidocaine infusion.
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Paper No: 1004.0

Intraoperative practice in heart surgery:
results of a countrywide survey in chile
Victor Parra, Mauricio Gonzalez, Daniela Bravo,
Ana Maria Tartari and Cristian Rocco
Anesthesiology, Instituto Nacional del Tórax y Facultad de
Medicina, Universidad de Chile, Santiago, Chile.

Introduction: Intraoperative practice in cardiac operations
has evolved considerably over the last decade with the intro-
duction of new technologies designed to assess cardiac,
haemostatic and neurologic status.
Objective: Our objective was to describe the practice of na-
tional cardiac centers, to find out the intraoperative manage-
ment in cardiac operations in Chile.
Methods: We conducted a survey in all institutions that
perform cardiac surgery. A questionnaire was sent by
e-mail between July 1 and August 31, 2011 focused on
demographic data, cardiac output monitoring, transesopha-
geal echocardiography (TEE) practice, depth of anesthesia
and cerebral oxygenation monitoring and coagulation man-
agement, as performed during the previous 12 months.
Responses were processed anonymously. Fisher’s exact test
was used for categorical variables analysis.
Results: Eighteen of 21 institutions (90,4%) responded: Six
public hospitals, two universities, six private and four institu-
tional armed forces, collecting a total of 4383 surgeries,
which 30% were pediatrics. The 55.6% of surgeries were in
public institutions, and seven of 18 centers performed more
than 250 operations per year. The use of Pulmonary artery
catheterization varied widely among hospitals (rank 0 –
100%). TEE practice also varied significantly according the
center, used in 13 % of patients at public hospitals, while
70% of patients in non-public ones (p¼0,001 by Fisher).
Cardiac output monitors different from the other ones were
used in only one place. New vasoactive drugs availability,
such as terlipressin and levosimendan, varied significantly
between public and non-public institutions (p¼0,01 by
Fisher). Only one center assesses the depth of anesthesia
and cerebral oxygenation. Nine of 18 centers have transfu-
sion protocols, based on standard coagulation tests (pro-
thrombin time, platelets count, activated partial
thromboplastin and activated clotting time). Two hospitals
gave transfusions in more than 75% of the patients and
only two institutions have thromboelastography and coagu-
lation factors activity for additional monitoring. New
hemosthatic technologies, as platelet function analyzer,
were not available. Acetylsalicylic acid was suspended
before surgery at eight of the 18 hospitals, whereas clopidro-
gel in all of them. Heparin resistance was treated mainly by
additional heparin dose and by fresh frozen plasma transfu-
sions, whereas exogenous antithrombin was used in only two
centers.
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Conclutions: Intraoperative practices vary substantially
among the hospitals surveyed, and new technology is not
widely available, becoming big challenges to improve the
care of cardiac patients in Chile.

Paper No: 1005.0

The effect of intramucosal infiltration of
different concentrations of adrenaline on
hemodynamics during tran-sphenoidal
surgery
Jyotsna Wig1, Kishore Mangal2 and
Kanchan K Mukherjee1

1 Post Graduate Institute Of Medical Education and Reasearch
Babita Ghai CHANDIGARH [160012] and 2 INDIA Kanchan Kumar
Mukherjee

Introduction: Various approaches have been advocated to
attenuate severe cardiovascular responses following intra-
mucosal infiltration of adrenaline-lignocaine solution during
trans-sphenoidal microsurgical excision of pituitary gland.
One of the approaches is to reduce the concentration of
adrenaline for mucosal infiltration.
Objective: We conducted this study to compare the effect of
intramucosal infiltration of two different concentrations of
adrenaline i.e. 1:2,00,000 and 1:4,00,000 in 2% lignocaine
on haemodynamics as well as on bleeding following surgical
incision.
Materials and methods: Fifty two ASA I-II patients, aged
15-70 years, undergoing elective trans-sphenoidal surgery
for sellar masses were included in the study. A standard an-
aesthesia protocol was followed in all patients. The patients
were randomized to Group A (n¼27) receiving 2% lignocaine
with 1:2,00,000 adrenaline and Group B (n¼25) receiving 2%
lignocaine with 1:4,00,000 adrenaline for intramucosal infil-
tration. The following parameters were recorded at baseline
and at 1 minute interval after infiltration till 10 minutes: elec-
trocardiogram, non invasive blood pressure, invasive blood
pressure, SpO2, EtCO2, BIS value and train of four counts.
Bleeding at incision site was evaluated as “minimal”,
“mild”, “moderate” or “severe” by the neurosurgeon. If
there was rise in systolic blood pressure by.50% of the base-
line value, 10 mg of propofol was administered as the rescue
drug. Primary outcome was number of patients requiring
rescue treatment.
Results: 4 patients were excluded from the study. Hence, a
total of 48 patients (24 patients in each group) were ana-
lyzed. The demographic and baseline data of two groups
were comparable. Significantly lesser patients [12.5% (3/
24)] in Group B had rise of.50% systolic blood pressure
after nasal mucosa infiltration from baseline values as com-
pared to [37.5% (9/24)].
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Paper No: 1009.0

Anesthesia practice in north Afghanistan
A.K Baral
Indian medical Mission, Mazar-E-sharif, Afghanistan

Introduction: Islamic Republic of Afghanistan is a land
locked country in South East Asia bounded by Turkmenistan,
Uzbekistan, Tajikistan, China, India, Pakistan & Iran. After
more than two decades of War, conflicts & political instability
(1978-2001) the situation in relation to Anesthesia practice &
training is extremely critical in Afghanistan. [1] Indian
Medical Mission (IMM) is a humanitarian Aid project of Gov-
ernment of India created for enhancing & strengthening
health care facility in Afghanistan. After the US invasion of
Afghanistan the IMM from Farkhor Shifted to Mazar-E-Sharif
of Balkh Province of north Afghanistan [2].
Objecives: Indian Medical Mission Mazar-E-Sharif (IMM-M) is
located in Balkh provincial hospital of MAZAR-E-SHARIF,
fourth largest city of North Afghanistan. The aim of this pres-
entation is to determine the impact of IMM (M) in improving
safe Anesthesia Practice as per WHO guide lines in north Af-
ghanistan. Afghanistan (population of 32 Million) there are
only 9 physician Anesthetist [3]. Till now IMM (M) has com-
pleted More than 20,000 Anesthesia procedures & trained
more than 50 Anesthesia technicians at Balkh Provincial hos-
pital. In 2006 Anesthesia training programme was Started by
WHO with IMM at Faryab & Mazar for the first time officially
as per WHO IMEESC guidelines .[4]
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Methods: Data collected from all Anesthesia provided by
IMM(M) along with Anesthesia technicians of North Afghani-
stan from 2001 to present situation till date2011, retrospect-
ively & Prospectively. They are tabulated as per Name, Age,
sex, Diagnosis, Type of Surgery, Elective or emergency, PA
check up done or not, and Type of anesthesia provided.
Results: (Essential) Over a period of 10 years more than
20,000 anesthesias’ was provided by IMM (M) Team. Regional
Anesthesia like SA, EA. CSEA Brachial plexus blocks were not
popular among Anesthesia technicians largely due to lack of
experience & non Availability of spinal Epidural needles &
Sensorcaine.
Discussion: Role of Indian Medical mission was to augment &
enhance the existing Anesthesia practice at Balkh hospital as
per WHO guide lines. Over a decade of work more Anesthesia
technicians are trained now to administer safe & effective
Anesthesia in north Afghanistan.
Conclusions: Afghanistan is slowly recovering from decades
of War & conflict. This must be alarming for WFSA that Anes-
thesia is hardly considered as a specialty in Afghanistan. I
take this opportunity to urge the WFSA & International com-
munity to come forward for training & provision of equip-
ments & drugs for this Young Republic.
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Paper No: 1010.0

The risk of co in patients undergoing
general anaesthesia inhalation
Eduardo Crego1 and Gastón Bravo2

1 Hospital Presidente Perón, Avellaneda, Bs As, Argentina and
2 Hospital Presidente Perón, Avellaneda, Bs As, Argentina

Introduction: CO is generated inadvertently within anaesthe-
sia machine due to halogenated anaesthetics and soda lime
interaction not only with low flow techniques but with 2-3 l/
min supplies too. Detection and control of the COHb levels
are not yet routine procedures, thus intra-anaesthetic tox-
icity risk is possible. Actually it is impossible to know how
many times post-operative symptoms of CO poisoning have
occurred unnoticed just because it hadn’t been thought.
Objectives: Our objective is to demonstrate that CO may
appear in anesthesia circuits, occupying as is well known
the O2 place in the Hb molecule and moving it out according
to CO concentration level, even with a low-risk considered

agent as Sevoflurane traditionally was. Thus may be proved
that levels of CO in the circuit or most specifically the forma-
tion of COHb must be monitored when inhalation anaes-
thetics are supplied.
Methods: A 40 adult patient series (18 males and 22
females) going under general anaesthesia with Sevoflurane
(n¼20) and Isoflurane (n¼20) was studied, investigating
the presence of COHb. In all the cases a FiO2¼1.0 was delib-
erately supplied. Measurements were made with a Masimo
RAD-57 COoximeter device.
Results: In those patients undergoing Isoflurane anaesthesia
the minimum COHb average concentration was 3.8% and the
maximum average concentration was 5%; while for Sevoflur-
ane the lowest average concentration was 2.55% and the
maximum average concentration 6.3%. This implies a
31.5% average increase for Isoflurane and 147% for Sevoflur-
ane. High value in the latter is mostly due to 3 of the cases
where COHb increase was 433,33%, 325% and 300% respect-
ively, influencing the average for this agent. The concentra-
tion dropped in 4 cases with Isoflurane and 1 with
Sevoflurane. Discussion On the contrary to what might be
expected according to the information provided by other
authors, we have found most significant elevations of the
COHb with Sevoflurane than with Isoflurane. Even in those
cases in which COHb declined, this occurred in more occa-
sions with Isoflurane than with Sevoflurane. However con-
centrations of COHb have not been correlated with CO
circuit concentrations. Conclusion Despite of the presence
of high O2 inhaled concentrations the most of procedures
with any of both agents produce significant CO increases.
Sevoflurane had proved to be at least as capable as Isoflur-
ane to produce meaningful COHb levels. Therefore, it is well
demonstrated the need to detect CO presence in anaesthesia
circuits to avoid from reaching unnoticed toxic levels.
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Paper No: 1011.0

Evaluation of the impact of stress in
anesthesiologists in rio Negro, Argentina
Luis Espinosa1, Irma Lopresti2, Monica Paez3 and
Emma Vera4
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Neuquen, Argentian 3 Consultorio PAMI, Cutral Co and 4 Facultad
de Ciencias Medicas, Universidad Nacional

Introduction: Laboral stress is considered as a factor in a
harmful health effects. Impaired psycho-emotional, physical
illness, intellectual disorders, family and employment conse-
quences, decreased quality of patient care and lack of com-
mitment to medical practice. In the medical population the
incidence of occupational stress is 28% in the Latinamerican
anesthesiologists reaches values of 64%.
Purpose: To determine the degree of professional burnout in
Anesthesiologists in Rio Negro Province, Argentine and the
influence of different factors affecting this condition.
Materials and methods: This is a transverse descriptive
study. The anesthesiologists were surveyed with a self-
administered questionnaire using Google Docs forms. 32
anesthesiologists participated in Rio Negro Province, Argen-
tine. The questionnaire included: a) the Maslach Burnout In-
ventory (MBI), that assesses Depersonalization (DP), Personal
Accomplishment (PA), and Emotional Exhaustion (EE); b)
social and demographic variables.
Results: The questionnaire was answered by 41% of anesthe-
siologists members of Rio Negro Association of Anesthesi-
ology, of which 50% were male, the average age of
the respondents was 46, and50% were female, the average
age was 48,6. Of the anesthesiologists surveyed 4 working
in the public system, 17 in the private system and 11 in
both Of the respondents, The average score values obtained
using the different scales were 23.59+12.83 points for EE,
4.81+5.07 points for DP and 5.30+42.65 points for the PA,
results that place participants in a medium degree of EE,
low depersonalization DP and high personal accomplishment
(PA) 25% had high levels of Emotional Exhaustion Burnout,
12, 5 % had high levels of depersonalization Burnout and
78,2 % had high levels of Personal Accomplishment
Burnout. Burnout syndrome was observed in one female
anesthesiologist.
Conclusion: The degree of professional burnout in Argentine
Anesthesiologists of Rio Negro, Argentina is lower than that
found in other countries. Burnout syndrome was present in
one anesthesiologist. In the study was found

Depersonalization and Emotional Exhaustion in low levels
and high percentage of Personal Accomplishment, especially
as far as rates of are concerned.

Keywords: Burnout; stress in anesthesiology; prevalence in
anesthesiologists; anesthesiologist professional risk
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Paper No: 1029.0

Influence of Temperature and pH change
on Propofol Injection Pain
Aslý Demir1, Bahar Aydýnlý2, Büþra Tezcan3,
Perihan Uçar4 and Aslý Dönmez5

1 zaslidem@yahoo.com 2 drbahar2003@yahoo.com
3 busraytezcan@yahoo.com 4 dr_elf42@hotmail.com
5 aslidonmez@hotmail.com

Propofol is a widely used intravenous anesthetic agent(1).
However, besides its frequent usage propofol associated in-
jection pain is not rare with an incidence of 28-90% in
adults. Manufacturer denotes that it can effectively be used
between 4-378C. In this study, we aimed to investigate the
influence of two storage techniques, room temperature
versus fridge, on propofol injection pain. After hospital ethic
committee approval and informed consent obtained, 100
ASA I-II patients undergoing gastroenterological or urologic-
al surgery were randomized to two groups. All patients were
informed about “six point verbal rating scale (VRS)” before
anesthesia induction. Those with allergy to propofol, cardio-
vascular instability, lipid metabolism disorder and mental
problems were not included into the study. After routine
monitorization, a 20G ÝV catheter was placed on dorsum of
the hand of patients. In the first group 5 mL of propofol
stored at room temperature, and in the second group 5 ml
of propofol, stored in fridge was given within 10 seconds
and VRS was questioned. Remaining propofol was put into
a measuring cup, and temperature and pH values were mea-
sured via ADWA AD 12 Waterproof pH testers. Demographic
data, hemodynamic parameters (baseline, after 5 ml injec-
tion and after induction), temperature and pH values of pro-
pofol, and VRS scores were recorded. Demographic data of
the patients were similar in both groups. In both groups,
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hemodynamic measurements (systolic blood pressure, dia-
stolic blood pressure, and heart rates) were noted to de-
crease significantly with anesthesia induction with no
significant difference between the groups. Mean+standard
deviation of propofol temperature, and pH of the first, and
second groups were 23.18+1.138C, and 7.33+0.08, and
17.71+3.098C, and 7.46+0.05 respectively. Propofol asso-
ciated pain was seen in 70% of patients in the first group
whereas, it was seen in 80% of patients in the second
group. VRS score was 5 in 8, and 30% of the patients in the
first, and second groups respectively. None of the patients
had a VRS score 6 in both groups. Median VRS was 2 in the
first group, whereas, it was 3 in the second group
(p¼0.043). Our results demonstrated that pH levels and the
incidence of propofol associated pain was higher in patients
receiving propofol stored at fridge compared to propofol
stored at room temperature. Although topical cold applica-
tion believed to have some anesthetic effects, it did not de-
crease propofol associated pain when administered
intravenously. Besides, as the drug got cooler, pH levels
changed towards alkaline side (from 7.33 to 7.46). This
might probably be responsible for increased pain. Up on pre-
liminary results, derived from this study, we hope to find out
concrete findings with larger samples.
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Paper No: 1055.0

Role of Anaesthesiologist in decreasing
Carbon Foot Prints In view Of Global
Concerns over the Greenhouse Effect
Arun Kumar Gupta1, Shigufta Qazi2,
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Rajat Arora1
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Introduction: During administration of General Anesthesia,
volatile agents are used most of the times for maintenance
of anesthesia, which often vented into the atmosphere
have powerful Greenhouse properties to many million
patients each year around the world. As an anaesthesiologist
it is our duty to think about the carbon foot prints we are
leaving for our coming generations. Because of their effects
on the ozone layer, emission of chlorinated hydrocarbons is
to be banned by international agreement from the year
2030. As fluorinated hydrocarbons, Isoflurane and Sevoflur-
ane contribute less as compare to Desflurane to the destruc-
tion of the ozone layer but their`greenhouse gas’ capacity is

ten times that of carbon dioxide; regulations to reduce such
emissions were established at the Kyoto Conference of
19971.
Objective: We should improve the environmental footprint by
choosing anesthetics that produce less potent greenhouse
gasses.
Methods: A detailed quesstionnare is sent to practicing
anaesthesiologists about thereviews.
Results: Responses were like as To reduce the carbon foot-
prints caused by anaesthetics gases we can adopt various
ways like as:

(1) Use of regional anesthesia as an alternative to general
anaesthesia whereever possible.

(2) Use of gases which have less impact on our
environment.

(3) Use of xenon as it is an inert gas and it produces no
carbon footprints.

(4) Avoid N2O as a carrier gas unless there is a clinical
reason to prefer it changes to Air & Oxygen as
Carrier gas.

(5) Avoid unnecessarily high FGF rates, particularly when
using desflurane. In India in our institution we are pre-
fering regional anaesthesia whereever we can avoid
the general anaesthesia. As in cases of Ludwigs
Angina we are using Cervical Plexus Block2, in Cases
of Mastectomy we are using thoracic Epidural and re-
gional for most of the peadtric population.

Discussion: As most of our volatile agents which we are using
has longer "lifetime" in the atmosphere as the results
showed that desflurane had a much longer "lifetime" in
the atmosphere than the other anesthetics studied: 10
years, compared to 1.2 years for sevoflurane and 3.6 years
for isoflurane3. Using desflurane as maintenance agent for
one hour is equivalent to 235 to 470 miles of driving, accord-
ing to the study3.
Conclusion: If every anesthesiologist uses the gas with the
least impact, the emissions would equal the greenhouse
gas impact of about 100 passenger cars each year and if
uses the most environmentally damaging anesthetic, emis-
sions would be roughly 12 times higher. And if we use region-
al anaesthesia whereever its applicable then we as
anaesthesiologists can do more than expected for
environment.
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Paper No: 1057.0

A Study of lnhalation Sedation of Nitrous
Oxide with Adjunctive Use of a Lo —
Concentration of Sevoflurane on Severely
Handicapped Patients for Dental Treatment
Izumi Noguchi
Departmnet of Dental Anesthesiology, Tsurumi University School
of Dental Medicine, Yokohama, Japan

Introduction: The sedative effect of inhalation sedation of
nitrous oxide with adjunctive use of lo – concentration of
sevoflurane on severely handicapped patients for dental
treatment was studied.
Objectives: The study consisted of 215 patients who received
dental treatment last three years. The patients were divided
into two groups. The first group was the Mask Group which
involve 129 patients including those who could not be
given intravenous sedation due to too difficult venipuncture,
micrognathia, low respiratory function,@or ineffective intra-
venous sedation. The second group was the Tracheotomy
Group which consisted of 86@patients and including those
who received tracheotomy or tracheoesophageal diversion
due to frequent aspiration pneumonia caused by cerebral
palsy. The protocol was appoved by the institutional review
board of the hospital. iMethodsj The technique was induced
with 50% nitrous oxide, oxygen, and 0.1̀0.5% of sevoflurane
using a face mask in the Mask Group, and a circuit was con-
nected directly to the tracheotomy hole in the Tracheotomy
Group. @After the appropriate level of sedation was
obtained, the face mask was removed and was changed to
a nasal mask in the Mask Group. The level of sedation was
scored into five grades by the dental anesthesiologist and
the dentist according to the performance of the procedures.
Heart rate, blood pressure, SpO2, EtCO2 and respiratory rate
were monitored.
Results: As a result, the level of sedation was sufficient in
both groups, and the score was higher in the Tracheotomy
Group than in the Mask Group. A transient decrease of
Spo2 of less than 89% was observed in 13 patients in the
Mask Group, and only one in the Tracheotomy Group only.
Discussion: The technique is thought to be effective and safe
on severely handicapped patients. And it is thought that the
technique is more effective and safe on those who have
received tracheotomy or tracheoesophageal diversion. The
reasons are considered that the leakage anesthetics and
contamination of air of the circuit is limited, and the occur-
rence of aspiration of saliva or water is less.
Conclusion: The technique is thought to be effective and safe
on severely handicapped patients.
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Laparoscopic cholecystectomy in a patient
with eventration of left hemidiaphragm-a
case report
Bimla Sharma, Chand Sahai and Jayashree Sood
Department of Anaesthesiology, Pain and Department of
Anaesthesiology, Pain and Department of Anaesthesiology, Pain
and Perioperative Medicine Sir Ganga Ram Hospital New Delhi,
India.

Introduction: Eventration of the diaphragm, a rare
anomaly, is an abnormal elevation of one leaf of an
intact diaphragm as a result of paralysis, aplasia or
atrophy of varying degree of muscle fibres. The unbroken
continuity differentiates it from diaphragmatic hernia. Even-
tration can be diagnosed by elevation of the affected dome
of diaphragm on chest X-ray. Asymptomatic patients are
managed conservatively but all patients with significant
symptoms require surgery.
Case Report A 55-yr-old, 86 kg, 5’3” female, well controlled
diabetic and hypertensive with multiple gallstones was
scheduled for laparoscopic cholecystectomy. Her preanaes-

thetic evaluation was unremarkable except for absent air
entry in the right middle and lower chest. Chest X-ray

showed raised diaphragm on the left side, with bowel

loops in the left hemithorax and the echocardiography
revealed left ventricular (LV) ejection fraction 60%,

reduced LV compliance, pulmonary artery systolic pressure
of 40 mmHg, dextro position and no left ventricular regional

wall motion abnormality. After preoxygenation for 5
minutes in 25 degree head up position, a modified rapid se-

quence anaesthesia induction was used employing succinyl-
choline. Airway was secured with a standard 7.5 cuffed

orotracheal tube and the patient was mechanically venti-
lated with volume controlled mode to maintain an end-tidal

carbon dioxide tension between 36-44 mm Hg.
Anaesthesia was maintained using oxygen and air, with pro-
pofol infusion, vecuronium boluses and supplemented with
fentanyl. At start of carboperitoneum, the patient developed
tachycardia, hypotension, desaturation and atrial ectopics
appeared. These changes were self limiting and settled
over a few minutes. Laparoscopic examination confirmed
the eventration of left hemidiaphragm with bowel loops
and omentum occupying the thorax. As the patient was
completely asymptomatic, the surgeon decided not to do
diaphragmatic repair. The intraoperative course was un-
eventful. At the end of the procedure, anaesthesia was dis-
continued and residual neuromuscular paralysis was
reversed. The trachea was extubated and the postoperative
course was uneventful. The ABG reports both in the intrao-
perative and the postoperative course were within normal
limits. She was discharged the next day.
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Paper No: 1114.0

“Guinness Record” for biggest ruptured
abdominal aortic aneurysm, a clinical
success
Pedro Freire, Maria Pimentel, Paula Ribeiro and
Cunha Falção

Background: Most of the arterial aneurysms are located in
the abdominal aorta, between the renal and the inferior
mesenteric arteries. (1) Although in the last years, the
overall morbidity and mortality rates have diminished for
elective surgeries (mortality ,5%), mortality rate in emer-
gency repair of a ruptured aneurysm is still .50%. (2)
Case report: A 79 year-old man with known history of 2 pre-
vious strokes, cerebral aneurysm, chronic obstructive lung
disease, hypertension, chronic renal failure and anemia-
previous hemoglobin (Hb) 8.8g/dL, was admitted to a local
peripherical hospital for 2 episodes of lipothymy and diffuse
abdominal pain. He presented pale and sweaty. Arterial
blood pressure (BP) was 100/60mmHg and heart rate (HR)
95 heart-beats per minute (hpm). On the physical examin-
ation a painful non-mobile hard consistency mass was pal-
pated in the hypochondrium all the way to the epigastrium.
A computerized tomography scan showed a 26cmx13cm ab-
dominal aortic aneurysm (AAA) in rupture; Hb at the time was
7.3g/dL and the patient was transferred to our hospital after
contact with Vascular Surgery. On arrival to the Emergency
Room BP was 110/77mmHg, HR 103hpm and Hb 6.5g/dL.
Transfusional support was initiated. After referring acute ab-
dominal pain, the patient makes a respiratory arrest with pos-
sible aspiration. He was intubated and transported to the
Operating Room. An aortic-aortic interposition with Dacron
prosthesis was made under general anesthesia. An arterial
line, a 3-way central catheter and bispectral index monitoring
were placed. During surgery the patient was hemodynamical-
ly unstable; colloids and crystalloids were administered,
transfusional support continued and infusion of dobutamine
and noradrenaline started. Time of aortic clamping was 90
minutes and minimal systolic BP was registered immediately
after aortic declamping (,30mmHg). Intra-operative blood
loss was approximately 5 liters and urinary output was

230mL. After surgery the patient was admitted to the Inten-
sive Care Unit and remained sedated and intubated for 2
more days. On the 6th day vasopressor amines were sus-
pended. The patient was transferred to the Vascular Surgery
infirmary on the 9th day after surgery and was discharged
from the hospital 39th.
Conclusion: Ruptured AAAs are life-threatening surgical emer-
gencies that require experienced vascular surgeons and
anesthesiologists. The declamping time is the most critical
moment of the surgery, possibly leading to extreme hypoten-
sion and death. It is therefore of extreme importance to antici-
pate and prepare for this moment. All in all, despite all odds,
sometimes patients have a way to surprise us.
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The role of the international anaesthetist
in the professional training and ot
management of the anaesthesia nurses. 12
years of experience of emergency Italian
NGO in Afghanistan
Paolo Grosso
Director of Emergency Dept. Policlinico di Monza (Monza, ITALY);
NGO EMERGENCY Board of Anaesthesia and Critical Care

Introduction: Afghanistan won independence from British in
1919. From 1979 to 1989 Soviet touching off a long and de-
structive war. Following years of Civil War, Kabul fall to the
Taliban in 1996. After 9/11, a US and anti-Taliban Northern Al-
liance military action toppled the Taliban and in 2004, KARZAI
became the first democratically elected president of Afghani-
stan. Definitely this events cause decades of non educational
and professional growing. Emergency has opened 3 hospital
in Afghanistan: -1999, Surgical Centre in the Panjshir Valley
(Anabah). -2001, Surgical Centre in Kabul -2003, Surgical
Centre in Lashkar-gah and a Maternity Centre in Anabah.
Kabul Medical University has the only baccalaureate-level
nursing program in the country that provides: primary anaes-
thesia, low technology skills and pharmacological core issues.
Certificated nurses after two years in Anaesthesia School
graduate as Anaesthesia Technician.
Objective and Methods: In Afghanistan the daily hospital
presence of a MD certificated in Anaesthesiology is unusual.
Emercency’s hospital host, all year round, an international
MD Anaesthetist who is responsible for theatre and ICU activ-
ities. Although he is in charge for: -training and re-training the
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national staff -organize refreshing courses and lectures
-improve skills and guidelines in OT with respect to the
“primary anaesthesia” issue in developing countries -sharing
the latest critical care guidelines in respect of the Country
resources -enhancing the work of the staff in the sub-
specialised field of War Surgery -training senior anaesthesia
nurses as tutor reference for future/training nurses -create
new professional skills and responsibilities -test emergency
scenarios (mass casualties and in-hospital emergency)
Results: Our hospital in Kabul has an agreement with the Min-
istry of Public Health (MoPH) to allow our anaesthesia nurses
to be admitted to the graduating examination at the
MoPH-HRD. The anaesthesia staff is in charge of in-hospital
emergencies ad has to be trained for a specific BLS course.
New skills have been introduced as the IJV infusion, selective
spinal anaesthesia, management of the difficult intubation,
laryngeal mask, paediatric anaesthesia, new drugs.
Discussion and Conclusion: Our aim is to qualify and make the
national anaesthesia staff autonomous and, as much as pos-
sible, professionally safe. We have anaesthesia nurses who are
tutors for the new generation, well skilled in managing any
emergency and with an updated knowledge of available
pharmacology. Moreover few of them are responsible for the
BLS training. The management of the patient is all-round
respected as we use to respect in our western countries.

Paper No: 1125.0

The utility of pre-operative troponin
elevation in determining postoperative
mortality in vascular surgical patients
Alexandra Torborg and Bruce Biccard
Principal Specialist, Perioperative Research Unit, Specialist, Inkosi
Albert Luthuli Central Hospital, Department of Anaesthetics,
Nelson R Mandela School of Medicine, University of

Introduction: Recent studies have suggested that pre-operative
evaluation of cardiac troponin I (cTnI) levels may be appropriate
for risk stratification of vascular surgical patients scheduled
for peripheral vascular surgery. (1,2) However, it is unknown
whether pre-operative cardiac troponin evaluation has clinical
utility, in the presence of risk stratification using the Revised
Cardiac Risk Index (RCRI) in vascular surgical patients.
Objectives: The aim of the study was to determine the utility
of pre-operative troponin levels in determining post-
operative 30 day mortality in vascular surgical patients.
Methods: This is an observational cohort study conducted
between April 2008 and October 2010. Local ethics approval
was obtained. All patients had the RCRI risk factors and pre-
operative cTnI collected prospectively. Mortality within 30
days of surgery was recorded. Categorical data was analysed
using the Fisher’s Exact Test. Continuous data were com-
pared using independent samples t-test. Binary logistic re-
gression analysis was conducted to determine independent
predictors of 30 day mortality using a backward stepwise

modelling technique. The odds ratio for mortality and 95%
confidence intervals are reported.
Results: Fifty four (9.6%) of the 562 patients had an elevated
pre-operative cTnI (.0.1ng.ml-1). The 30 day mortality was
42 (7.5%). The preoperative characteristics of the patients
are shown in Table 1.
The univariate, adjusted and multivariate analysis of the
associations between the RCRI and the pre-operative cTnI,
and 30 day mortality are shown in Table 2.
Conclusions: Pre-operative troponin elevation is an inde-
pendent predictor of 30 mortality following vascular surgery.
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Table 1. Pre-operative characteristics of patients

Survived (n5520) Died (n542) P-value

Age 59 (13.5) 62 (13.7) 0.57

Male gender 332 (63.8%) 23 (54.8%) 0.25

Supra-inguinal
vascular surgery

50 (9.6%) 10 (23.8%) 0.01

Diabetes mellitus 224 (43.1%) 20 (47.6%) 0.63

Congestive Cardiac
Failure

28 (5.4%) 5 (11.9%) 0.09

Ischaemic Heart
Disease

198 (38.1%) 18 (42.9%) 0.62

Cerebrovascular
Accident

140 (26.9%) 5 (11.9%) 0.04

Creatinine
.177 mmol/L

12 (2.3%) 6 (14.3%) 0.001

Elevated
preoperative cTnI

43 (8.3%) 11 (26.2%) 0.001

Data expressed as
mean (SD); number
(%)

Table 2. The association between the RCRI and pre-operative cTnI
and 30 postoperative mortality

Odds ratio 95%confidence
interval

P-value Univariate
analysis

RCRI 1.3 0.95-1.7 0.10

Preoperative cTnI 3.9 1.8-8.4 ,0.001

Adjusted RCRI 1.1 0.9-1.5 0.37

Preoperative cTnI 3.6 1.6-7.9 0.001

Multivariate
analysis
Preoperative cTnI

3.9 1.8-8.4 ,0.001
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Paper No: 1131.0

The influence of preoperative overnight
fasting under insulin resistance in patients
to undergo a videolaparoscopic
cholecystectomy
Daniel Fabri, Flora Bisinotto, Nazaré Szymaniak,
Aracelle Soares and Grabriela Sousa

Introduction: The concept of preoperative overnight fasting
was challenged and prove to have no benefits before
surgery, and may involve a more prolonged time (i.e.,
16-18h). That has been shown to induce insulin resistance
(IR), can be defined as a situation that occurs the biologic re-
sponse to insulin is reduced compared with the normal
situation.
Objective: This study aims to analyze the influence of dur-
ation of preoperative fasting on insulin resistance and also
relates it to the presence of nausea and vomiting after
surgery.
Methods: Under general anesthesia, 26 patients were
selected to undergo elective videolaparoscopic cholecystec-
tomy at the Clinic Hospital of Universidade Federal do Triân-
gulo Mineiro in Uberaba-MG (UFTM), divided into two groups
(G): G1 with 12 patients who stayed more than 12h59min
fasting and G2 with 14 patients undergoing lower time
than that. Blood samples were collected in three moments
(M): M1 immediately before induction of anesthesia, M2
and M3, 6 and 12 hours respectively. Insulin resistance was
analyzed using the method Homeostasis Model Assess-
ment-HOMA, and for statistical analysis Mann-Whitney and
Chi-Square, p ,00.5, considered statistically significant.
Glucose was analyzed in three stages and the presence of
nausea and vomiting in M3. Results: the average time of
fasting for G1 and G2 were 15h37mim and 11h9mim re-
spectively. The average fasting blood glucose values were
higher in M3 for the two groups. Insulin resistance was also
increased, reaching maximum values in M3 for both
groups. The duration of preoperative fasting did not influence
the levels of insulin resistance at M1, M2 or M3, and the same
can be said on glycemia, nausea and vomiting.
Discussion: In this study there was no relationship between
the duration of fasting and insulin resistance.
Conclusion: Similarly to the situation in the fasting state,
insulin resistance develops after surgery. That has been
shown to be related to the magnitude of the surgery per-
formed and fasting. This data does not support adverse

affects of prolonged fasting in videolaparoscopic
cholecystectomy.
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Paper No: 1150.0

Preoperative remifentanil test used to
predict its requirement and adverse events:
a prospective cohort study
Mohammadreza Moshari, Babak Gharaei,
Alireza Jafari, Homayoun Aghamohammadi and
Mohammadreza Kamranmanesh
Shahid Beheshti University of Medical Sciences, Tehran, Iran

Introduction: Patient characteristics affect analgesic opioid
requirements and adverse events. The purpose of this study
was to show that a preoperative remifentanil test, i.e. the
required dose to cause dizziness in the patient, can predict
its analgesia dosage requirement and adverse events
during extracorporeal shock wave lithotripsy (ESWL)
procedure.
Method and Material: 165 patients were enrolled of which
five were excluded (n¼160). Patients were requested to
report any dizziness 1 min immediately after injection with
0.25 mg/kg intravenous remifentanil. Ninety six patients
were grouped as sensitive with respect to preoperative remi-
fentanil test dose. Sixty four subjects, who did not report any
dizziness, were categorized as resistant. The pain score,
sedative and narcotic analgesia requirement, and the inci-
dence of adverse events (apnea, bradypnea, desaturation,
bradycardia, hypotension, nausea and vomiting) were
recorded.
Results: Patients in sensitive group were older than those in
the resistant group (47.3+12 vs.42.7+12 year; p,0.05),
had a lower male to female ratio (37/59 vs. 44/20;
p,0.05), and fewer opioid abusers (13/83 vs. 23/41;
p,0.05). Sensitive patients perceived more pain (1.7+0.6
vs. 1.4+0.4; p,0.05); however, they requested smaller remi-
fentanil dose for analgesia (57.3+29.7vs. 88.8+58 mg;
p,0.05) and experienced fewer respiratory adverse event
(p,0.05). Duration of ESWL procedure, weight, height, ASA
physical status were similar between groups.
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Conclusion: In conclusion, preoperative remifentanil test can
be a reasonable modality to predict patients’ narcotic anal-
gesia requirement and the adverse events.

Paper No: 1152.0

Identification of systems based
improvements for trauma care at the
National Tertiary Hospital In Uganda
Kristine Breyer1, Gerald Dubowitz2,
Sharon Mpumwire3 and Arthur Kwizera4

1 Department of Anesthesia and Peri-operative Care, University of
California, San Francisco, CA, USA 2 Department of Anesthesia and
Peri-operative Care, University of California, San Francisco, CA, USA
3 Department of Anesthesia, Makerere University and
4 Department of Anesthesia, Makerere University Cephas Mijumbi
Department of Anesthesia, Makerere University

Background: Injury is a leading cause of morbidity and mor-
tality in low and middle income countries (LMICs)1. Accord-
ing to WHO data more than 90% of deaths due to injury
occur LMICs. Interventions aimed at early hospital care are
essential and it has also been shown that better organization
and utilization of current resources, can provide a sustainable
cost-effective model for improved injury care in a resource-
limited environment2-3. However, there remains limited
data for the existing process of trauma care, thus limiting
identification of potential targets for improvement. We
therefore performed a prospective observational study to
characterize the injured population, triage process and
initial trauma management in Uganda, with the intention
of using these data to propose sustainable improvements.
Methods: Subjects were those who presented with traumatic
injury, during a one month period, at Mulago National Refer-
ral Hospital emergency department (ED), Kampala Uganda.
Data were collected from time of arrival until transfer/dis-
charge from ED, including demographics, injuries, timing of
assessments and medical/other interventions.
Results: We observed 397 subjects. Male to female ratio 3:1,
47% were 19-29 year olds, road traffic accidents the most
common presenting mode of injury (53.2%) Study sample
demographics also correlated with prior records from
Mulago Hospital4-6. Mean time of arrival to first physician
encounter approximately 1 hour, which did not vary signifi-
cantly between day and evening nor weekday and
weekend. We noted an inconsistent availability of triage
staff. Very few patients (,11%) had a vital sign recorded,
only 2.9% of patients had both blood pressure and respira-
tory rate measured.
Conclusion: In spite of inconsistent availability of support
staff, the relatively short wait time shows the remarkable
adaptability of these physicians working in resource limited
environments. We observed only limited recording of object-
ive data of severity of injury and it was evident that some
patients would have significantly benefited from additional

evaluation, interventions and monitoring prior to transfer
to the wards. We conclude that the quality of care could be
sustainably improved through locally driven interventions
e.g. protocols for triage, vital signs, and evaluation. This
may also allow for a more effective distribution of resources,
e.g. additional monitoring of patients in a high dependency
unit. We propose to use these baseline data to compare
the efficacy and impact of interventions in a subsequent
study of objective improvements to casualty care. We hope
this will ultimately impact morbidity and mortality asso-
ciated with injury in Uganda.
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Paper No: 1161.0

Effect of smoking on neuromuscular
relaxation time with cisatracurium besylate
during general anesthesia
Juana Yunien López Solorio

Introduction.
Objective: Measure and compare the duration of neuromus-
cular relaxation with cisatracurium besylate to demonstrate
the prolonged smokers patient compared to non-smoking
patients during general anesthesia.
Methods: Conducted a prospective, longitudinal, experimen-
tal, observational study, two groups included both under
general intravenous anesthesia. In group 1 with smoking
history and in group 2 patients without smoking history.
ASA was compared, age, weight, height, temperature, BMI,
arterial blood gas analysis, the TOF to 25%, 50%, 70% and
90% in both groups. Statistical analysis was performed with
T Student and Chi square. Results: 105 individuals were
studied, classified into two groups: 56 of the smoking group
and 49 without smoking. There were no statistically signifi-
cant differences in demographic data, ASA and blood gas
values. It was demonstrated that neuromuscular recovery
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to 25% in group 1 was 68.14+21.34 minutes which was sig-
nificantly higher in group 2: 59.08+15.34 minutes
(p¼0.013), recovery of TOF to 50% in group 1 was
81.30+20.17 minutes, which was higher than in group 2
which was 70.75+15.33 minutes (p¼0.003), the recovery
of TOF to 70% in group 1 was 92.00+20.42 minutes, which
was greater than in group 2 to 85.00+16.65 minutes
(p¼0.05), recovery of TOF to 90% in group 1 was
104.01+20.51 minutes which was higher than in group 2,
which is 94.61 +15.9 (p¼0.01).
Conclusion: The neuromuscular relaxation time of cisatracur-
ium besylate is prolonged in smokers compared to non-
smokers during general anesthesia.
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Paper No: 1169.0

The Comparison of Volume and Pressure
Controlled Ventilation in Laparoscopic
Cholecystectomy
Venera Aydin and Hanife Karakaya Kabukcu
Akdeniz University Medical Faculty, Department of Anesthesiology
and Reanimation, Assistant Professor MD, Antalya, Turkey

Introduction: Objectives The laparoscopic cholecystectomy
has some systemic disadvantages by caused of elevated
intraabdominal pressure, position, and general anaesthesia
eventhough has lot of advantages (the short lenght of hos-
pital stay, minimally postoperative pain, rapidly recovery).
In this study, the effects on hemodynamic respiratory and
blood gas parameters were compared by applying Volume
Controlled Ventilation (VCV) and Pressure Controlled Ventila-
tion (PCV) in laparoscopic cholecystectomy anaesthesia.
Methods This study was performed using randomization
method after approved by the ethic commitee 70 volunteer
ASA 1-2 physical status patients who were diagnosed chole-
lithiasis by surgeons and scheduled for elective laparoscopic
cholecystectomy were included in this study in all patients,
Cardiac rate by EKG, SpO2, OAP by brachial noninvasive
blood pressure, EtCO2, BÝS, TOF monitorization were

performed. The patients ages, body heights, BMI, and
medical history was recorded on preoperative period. In all
patients, general anaesthesia was induced with iv propofol
2-3 mg/kg, iv fentanyl 1-2 mcg/kg, iv rocuronyum
0,5-0,6 mg/kg, anaesthesia was maintained with a iv propo-
fol infusion 4-8 mg/kg/hour and mixture of nitrous oxide
(50%) and oxygen (50%) analgesia was maintained with iv
fentanyl 1-2 mcg/kg . The patients were divided into two
groups randomly according to the applied mechanical venti-
lator mode: Group 1 (35 patients) PVC, Group 2 (35 patients)
VCV. Patient’s hemodynamic datas and respiratory para-
meters, arterial blood gases were measured, the patient’s
allertness were evaluated and recorded by measuring eye
tearing and pupil diameter. Dynamic compliance, oxygen-
ation index, alveolar – arterial oxygen gradient, dead space
tidal volume ratio were calculated.
Results: There was no difference between the groups in
demographic datas (age, height, weight) and operation,
and anaesthesia, pneumoperitoneum and wake up times
(p .0,05). BIS and heart rate were significantly higher in
Group 1 than Group 2 after removal of the gall bladder. Re-
spiratory frequency was higher in Group 2 at 20 minutes
after insufflation and at removal of the gall bladder
(p,0,05). The dead space ventilation tidal volume ratio at
the measurements before pneumoperitoneum and alveolar
–arterial oxygen gradient at the measurements after pneu-
moperitoneum were significantly higher than in Group 1
(p,0,05). Dynamic complians were similar in two group.
Conclusion: It was found that tidal volume was higher and
alveolar arterial oxygen gradient was lower in volume con-
trolled ventilation applications after pneumoperitoneum.
These findings indicate that volume controlled ventilation
is able to provide better alveolar ventilation than pressure
controlled ventilation in laparoscopic choleycystectomy
surgery.
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Paper No: 1180.0

The incidence of heparin resistance,
andtreatment strategies in patients
undergoing open heart surgery: A
retrospective study
Dilek Kazanci, bahar aydinli, asli donmez and
aysegul ozgok
türkiye yüksek ihtisas edu. and research hospital ankara

Introduction: Heparin resistance (HR) is characterized by
high doses of unfractionated heparin (UFH) being required
to bring activated partial thromboplastin time (aPTT) and
activated coagulation time (ACT) within therapeutically
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desired ranges or by the impossibility of reaching these
ranges. Anticoagulation is mandatory during cardiopulmon-
ary bypass (CPB), and heparin is the most commonly used
anticoagulant agent. Themost frequent cause of HR is defi-
ciency of antithrombin (AT), the presence of which is essen-
tialfor UFH to exert its anticoagulatory effect.
Objective: The aim of our study is, to identify the incidence of
heparin resistance in our patients and treatment strategies
of our clinic retrospectively.
Methods: 1101 consecutive open heart surgery patients wer-
eevaluated using their medical records and anesthetic
charts. Patients receiving preoperative heparin, streptokin-
ase, and oral contraceptives, and patients with coagulation
disorders were not included into the study. Demographic
data, activated coagulation time (ACT) levels, administration
of additional heparin dose, and freshfrozen plasma, and
AT-III treatments were recorded. Statistical analyses was
performed with Frequency tables and median calculation in
all categories.
Results: Of the 1101 patients, 409 patients (37%) received
additionalheparin once (n¼305) or twice (n¼54). 49 patients
(4.45%) within adequate ACT levels (,450 sec) after second
additional heparin dose, received FFP and AT-III treatment
was given to 2 patients (0.18%). Our results demonstrated
that 37% of our patients needed higher doses of heparin
with a 4.45, and 0.18% incidence of FFP and AT-III treat-
ments respectively.
Conclusion: AT-dependent HR occurs in the cases of congeni-
tal AT deficiency, asparaginase therapy, disseminated intra-
vascular coagulation (DIC) and administration of high doses
of heparin during extracorporeal circulation, where it is sig-
nificant, due to the need to maintain a very high ACT (.
400 s), that use of heart-lung machines is associated with
an HR incidence of approximately 20%. In our patients HD
problem was solved additional heparin doses, FFP transfusion
and AT-III treatments in high percentages.
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Paper No: 1184.0

Anaesthesia in a kabuki’s syndrome
patient: in reference to a clinical case
Sara Tomé, Inês Carvalho and Patrı́cia Oliveira
Centro Hospitalar de Lisboa Ocidental, Lisboa, Portugal

Introduction: Kabuki’s syndrome (SK) is a rare congenital
anomaly of unknown case without specific treatment. It
is characterised by a dysmorphic face, skeletal anomalies
(mainly affecting spinal column and hips), dermatoglific
changes, mental and post-natal growth retardation. Most
medical problems can be solved surgically. Anaesthetic
risk rises due to several factors: difficult airway (skull-face
deformities); difficult ventilation (scoliosis, vertebral anom-
alies and atrophy of the muscles); cardiac (arrhythmia
and structural deformities), neuromuscular (muscular dys-
trophy), hepatic, renal or SNC’s anomalities. There are
only a few case report in medical literature and therefore
there isn’t an specific anesthethic guideline. Clinical case:
Female patient, 20 years old, submitted to total left hip
arthroplasty due to a subluxation coxarthrosis. Past
history of hypothyroidism and Kabuki’s syndrome (since
age of 4), left bundle branch block, hypoacusia, visual
acuity decrease and blepharoptosis. As an infant it was
bubmited to two surgical operations due to congenital bi-
lateral hip dislocation. Medicated i ambulatory with
levothyroxine (25 mg). Medical examination exposed: good
mouth opening, Mallampati II, high and arched hard
palate, retrognatia, macroglossia and short neck, without
cervical mobility imparement. Skeletal deformities in
hands and feet and toraco-lombar scoliosis were detected.
Complementary diagnostic tools: normal thyroid gland
function, chest x-ray and transthoracic echocardiogram
without chages. Although no changes were found in the
CBC, 2U of packed red cells (PCR) were requested for the
perioperative period. After standard monitoring, neuromus-
cular blockade monitoring and BIS, general balanced anes-
thesia was set, with midazolam, fentanyl, propofol and
atracurium. Unenventful intubation was achieve by video-
laryngoscopy. Radial arterial line and two large bore periph-
eral veins were catheterised. Anaesthesia was maintained
with oxygen and air (50:50), sevoflurano and atracurium.
Estimated blood losse in the intraoperative was about 1L,
with marked haemodynamic instability, requiring transfu-
sion of 2U PRC and 2U FFP. Surgery lasted for 4 hours. At
the end the patient was extubated without complications
and transferred to Surgical Intensive Care Unit (SICU). The
patient remained 24 hours in this SICU and then trans-
ferred to Orthopaedic Ward, from where she discharged
after 10 days.
Discussion and Conclusions: The rarity of the disease and
the lack of medical literature, neither grant to outline the
anaesthetic risks associated to the chosen anaesthetic
technique, nor predict which is the most recommended
one. However, because of the known changes of this syn-
drome, a lot of risks can be suspected. The preanesthetic
evaluation turned out to be of extraordinary importance
and was the best way to anticipate and prevent potential
complications.
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Paper No: 1214.0

Perioperative management and results
after transcatheter aortic valve
implantation (TAVI). Single center
experience from 2009-2011
Navarro Garcia Lourdes, Carmona Garcia Paula,
Londoño Parra Marta, Ruiz Talaero Juan José and
Esparza Miñana Jose Miguel
Consorcio Hospital General Universitario, Valencia, Spain

Introduction: Aortic stenosis is the most common valve
disease in Europe. The standard treatment is aortic valve re-
placement by conventional surgical procedure. In patients
with high perioperative risk or contraindications for open
surgery TAVI has been developed. This technique reduces
the surgical trauma allowing the replacement of the valve
through a transfemoral or transapical approach.
Objective: The aim of this study is to assess cardiovascular
and perioperative risk factors, intraoperative complications,
intensive care unit length of stay (ICU-LOS) and hospital
length of stay (H-LOS), early and late postoperative complica-
tions after TAVI.
Methods: Retrospective descriptive study. We included all
patients who underwent TAVI performed by transfemoral
and transapical approach with placement of both Edwards-
Sapienw valve or Corevalve& in our center between
2009-2011. Collected data: Demographic data, preoperative
risk factors, intraoperative and postoperative complications
rate. The procedures were performed under general anesthe-
sia and TEE was performed intraoperatively in all cases. The
same anaesthetic protocol was used.
Results: 32 patients underwent TAVI. Mean age was 80.2+/ –
4.7 years. 37.5% of patients had an EuroSCORE. 20% and
37.5% had an Euroscore.30%. Cardiovascular risk factors:
hypertension (78.1%), dyslipidemia (62.5%), dyspnea NYHA
grade III (75%), ischemic heart disease (46.9%), diabetes
mellitus (50%), atrial fibrillation (50%) were the most fre-
quent cardiovascular risks factors. Edwads-Sapien wvalve
was implanted in the 65% of patients. Transfemoral ap-
proach was performed in 75.8% of patients vs 24,6% for
transapical. Intraoperative complications: 21.9% of patients
needed external pacemaker due to AV block. Coming into
cardiopulmonary bypass was required in 9.4% of patients
due to valve migration and no patients died during surgery.
Postoperative outcomes: Non invasive mechanical ventilation
and prolonged intubation more than 24 hours was observed
in 6.3% of patients, delirium in 21.9%, permanent pacemaker
in 15.6% and cardiogenic shock in 12.5%. 6.1% of patients
died in the following 30 days Mean ICU-LOS and H-LOS
were 1.7+/ – 2.8 and 8 +/– 4.4 days.
Conclusion: TAVI procedure is a complex technique that
allows intervention in patients with high surgical risk or con-
traindications for conventional surgery. This procedure
requires management by a multidisciplinary team to select

the appropriate patients and manage the potential compli-
cations that might require institute a cardiopulmonary
bypass. Despite one single center experience, our preliminary
results are similar to those described in the literature.
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Paper No: 1230.0

The evaluation of genotoxic effects in
pediatric surgery operating room personnel
with micronucleus method
Neslihan Uslu Karatas, Lale Karabiyik,
Gonca Cakmak Demircigil and Ali Esat Karakaya
Gazi University School of Medicine, Department of
Anaesthesiology and Intensive Care, Besevler, 06500, Ankara,
Turkey

Introduction: It is well known that healthcare workers in the
operating room are exposed to genotoxic effects due to
waste anesthetic gases in the operating room (1). The
maximum levels of inhalation anesthetics are detected in
ear nose throat and pediatric surgery theatres (2). In the
practice of pediatric anesthesia, waste anesthetic gases
occur more than the other type of anesthesia, due to the
inhalational mask induction, laryngeal masks, uncuffed
endotracheal tubes and opened breathing systems (3).
Healthcare workers in the pediatric operating rooms encoun-
ter occupational exposure to waste anesthetic gases from
these sources (4).
Objective: The aim of this study is to investigate the geno-
toxic effects due to occupational exposure of pediatric
surgery operating room personnel by micronucleus method.
Methods: This study was performed in peadiatric hospitals in
30 operating room personnel (4 anesthesia specialist, 9 an-
esthesia technicians, 11 operating room nurses, 6 operating
room worker) following Institutional Ethical Committee ap-
proval. In the same hospital age, gender, body mass index,
alcohol and cigarette consumption matching 30 workers
from other divisions of hospital were chosen as control
group. All applicants were applied a survey about investigat-
ing situations increasing genotoxic effect and then buccal
epithelial samples were collected. Microscopic evaluation
was performed after staining for micronucleus method.
Data were analysed with Student’s t, Chi -Square,
Mann-Whitney U, Fisher-extract, Kruskall-Wallis, Spearman’s
correlation analyses tests. Statistical significance was consid-
ered as p,0.05.
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Results: In operating room group, micronucleus frequency
was significantly increased compared to control group
(p,0.05). In subjects younger than 35 years, micronucleus
frequency was significantly increased compared to control
group (p¼0.009). The micronucleus frequency of anesthesia
workers (doctors and technicians) were significantly higher
than those of control group (p¼0.034). In the non-smoking
operating room group micronucleus incidence was higher
than non-smoking control group (p¼0.007). The incidence
of micronucleus in groups were not correlated with gender,
alcohol consumption, occupational exposure period and
working conditions (p.0.05).
Conclusion: In this study, genotoxic effects were confirmed
in pediatric surgery operating room personel especially in
young ones and anesthesia workers. These results may be
explained with waste anesthetic gases rather than patient’s
viral illness and the other differences between the groups.
Because of this, total intravenous anesthesia, low flow anes-
thesia and regional anesthesia should be preferred for anes-
thesia practice.
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Paper No: 1237.0

Use of midazolam for total intravenous
anesthesia(tiva)in neurosurgery:
preliminary clinical results

Introduction: Propofol is considered the ideal hypnotic drug
for TIVA in neurosurgery(1) with low impact on CBF, ICP
and metabolic autoregulation(2). Unfortunately Propofol is
also associated with potentially cerebral harmful cardiovas-
cular depressant effects (hypotension and bradycardia),
respiratory depression and PRIS (Propofol Infusion Syn-
drome)(3). Midazolam, a short-acting benzodiazepine
(BZD)(4) with low metabolic impact, hemodynamic stabil-
ity(7,10) and recent evidences of neuroprotective effects9,
is commonly used for sedation in ICU but not in neuroa-
nesthesia, for lack of a validated pharmacokinetic
model(5,6,8,11) to target its infusion and recovery time.

Objective: To evaluate the feasibility of a TIVA in TCI view
midazolam/remifentanil anesthesia for resection of supra-
tentorial cerebral tumors using a new anesthesia workstation
(GE Healthcare Navigatorw Application Suite) equipped with
specific PK/PD model(11); moreover, we assessed the
effects on heart rate (HR), blood pressure (BP) and Spectral
Entropy (SE)(GE Healthcare M-Entropy module)(12) and
their correlations with drugs effect site (Ce) and recovery
times.
Methods: After informed consent and approval by Ethical
Committee, patients, ASA I-III, aged 18-70 yr, scheduled
for supratentorial expanding lesions craniotomy were en-
rolled in the study. All the patients, without any premedica-
tion, received Remifentanil/Midazolam Ce 7-10 ng/ml -
0.4-0.5 mcg/ml by TIVA in TCI view modality. Drug infusion,
targeted to ensure a SE,60, was stopped after skin dressing.
BP, HR, oxygen saturation (SaO2), SE and Ce of Midazolam
and Remifentanil were recorded every 5 seconds (GE Health-
care Datex-Ohmeda S/5TM Data Collect) during the proced-
ure and on specific events: induction (T0), intubation (T1),
Mayfield pinning (T2), skin incision (T3), 180’ from craniotomy
(T4), drugs discontinuation (T5) and extubation (T6). Recov-
ery times (from drugs discontinuation to extubation) were
registered.
Results: We enrolled 11 patients (4 male, 63+12 years).
Average surgery time 229+102,25 minutes. Recovery time
was 13,83?7,61 minutes. Data registered are reported in
FIGURE 1 and TABLE 1.
Conclusion: Data analysis shows T1 - T4 progressive reduc-
tion of entropy values coupled with the increase in Midazo-
lam Ce; HR and BP didn’t show meaningful variations,
neither in more stressful periods (T1, T2, T3) with SE
values,60. Recovery times result really outstanding, in con-
sideration that one of the most unfavourable characteristics
of Midazolam anesthesia is unpredictable recovery time.
Despite the little sample, this study seems to indicate that
Midazolam-Remifentanil TIVA when performed with PK/PD
model(12) by Navigatorw workstation coupled with Spectral
Entropy ensures a good quality of anesthesia with hemo-
dynamic stability and fast recovery.
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Paper No: 1238.0

Use of midazolam for total intravenous
anesthesia(tiva)in neurosurgery:
preliminary clinical results
Pietro Paolo Martorano, Giovanni Grillo Ruggieri,
Edoardo Barboni, Roberta Colonna and
Paolo Pelaia
Neuroanesthesia and ICU, Emergence Department, Azienda
Ospedaliera Ospedali Riuniti, Ancona

Introduction: Propofol is considered the ideal hypnotic drug
for TIVA in neurosurgery(1) with low impact on CBF, ICP
and metabolic autoregulation(2). Unfortunately Propofol is
also associated with potentially cerebral harmful cardiovas-
cular depressant effects (hypotension and bradycardia), re-
spiratory depression and PRIS (Propofol Infusion
Syndrome)(3). Midazolam, a short-acting benzodiazepine
(BZD)(4) with low metabolic impact, hemodynamic stabil-
ity(7,10) and recent evidences of neuroprotective effects9,
is commonly used for sedation in ICU but not in neuroa-
nesthesia, for lack of a validated pharmacokinetic
model(5,6,8,11) to target its infusion and recovery time.
Objective: To evaluate the feasibility of a TIVA in TCI view
midazolam/remifentanil anesthesia for resection of supra-
tentorial cerebral tumors using a new anesthesia workstation
(GE Healthcare Navigatorw Application Suite) equipped with
specific PK/PD model(11); moreover, we assessed the
effects on heart rate (HR), blood pressure (BP) and Spectral
Entropy (SE)(GE Healthcare M-Entropy module)(12) and
their correlations with drugs effect site (Ce) and recovery
times.
Methods: After informed consent and approval by Ethical
Committee, patients, ASA I-III, aged 18-70 yr, scheduled
for supratentorial expanding lesions craniotomy were en-
rolled in the study. All the patients, without any premedica-
tion, received Remifentanil/Midazolam Ce 7-10 ng/ml -
0.4-0.5 mcg/ml by TIVA in TCI view modality. Drug infusion,

targeted to ensure a SE,60, was stopped after skin dressing.
BP, HR, oxygen saturation (SaO2), SE and Ce of Midazolam
and Remifentanil were recorded every 5 seconds (GE Health-
care Datex-Ohmeda S/5TM Data Collect) during the proced-
ure and on specific events: induction (T0), intubation (T1),
Mayfield pinning (T2), skin incision (T3), 180’ from craniotomy
(T4), drugs discontinuation (T5) and extubation (T6). Recov-
ery times (from drugs discontinuation to extubation) were
registered.
Results: We enrolled 11 patients (4 male, 63+12 years).
Average surgery time 229+102,25 minutes. Recovery time
was 13,83?7,61 minutes. Data registered are reported in
FIGURE 1 and TABLE 1.
Conclusion: Data analysis shows T1 - T4 progressive reduc-
tion of entropy values coupled with the increase in Midazo-
lam Ce; HR and BP didn’t show meaningful variations,
neither in more stressful periods (T1, T2, T3) with SE
values,60. Recovery times result really outstanding, in con-
sideration that one of the most unfavourable characteristics
of Midazolam anesthesia is unpredictable recovery time.
Despite the little sample, this study seems to indicate that
Midazolam-Remifentanil TIVA when performed with PK/PD
model(12) by Navigatorw workstation coupled with Spectral
Entropy ensures a good quality of anesthesia with hemo-
dynamic stability and fast recovery.
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Paper No: 1240.0

Preoperative testing exams before
ambulatory surgery : surgeons behavior
impact
Khaled Laajili, Abdessalem Kolsi,
Haithem Chraiti, Imen Bannour and Ali Majdoub
Department of anesthesiology, TaherSfar Hospital, Mahdia

Introduction: The prescription of preoperative testing exam
should be guided by patient medical history, the clinical
exam and the type of surgery and anesthesia. The surgeons
are the first to be in contact with the patients and they often
order a battery of tests on each patient to prevent delays or
cancellations 1. The costs of preoperative testing are sub-
stantial. In the United States this is estimated at more
than $18 billion. 2. The elimination of unnecessary tests
can reduce costs and resource utilization. The guidelines
may help surgeons to avoid unnecessary testing in ambula-
tory surgery.3
Objective: Our aim was to study the respect of guidelines by
physicians when ordering preoperative tests and the eco-
nomic impact of unnecessary tests.
Methods: We have conduct a prospective descriptive study
from April to June 2010 including patients aged more than
3 years, ASA I or II, scheduled for ambulatory surgery we
have assessed the demographic data, type of surgery and
preoperative tests and their costs. A preoperative test was
defined as unnecessary when it wasn’t recommended by
guidelines and the patient didn’t have clinical abnormalities.
A simple memorandum of guidelines was distributed to
surgeons. Statistical analysis: Chi-square test; student test,
p,.05, SPSS 13.0
Results: 520 patients were screened in this study (ASA 1¼65,
2%; ASA 2¼34, 8%) the age average was 48+12 years. In
95% of cases the preoperative tests were ordered by sur-
geons. The guidelines weren’t respected in 32.8% of prescrip-
tion. The prescription of only indicated tests could save 4280
TD per month to our hospital. Table: Assessment of unneces-
sary tests and their costs. percent age cost.

Conclusion: Respect of guidelines, collaboration between
anesthesiologists and surgeons and clinical evaluation of
patients improve the preoperative evaluation for ambulatory
surgery and reduce costs and resource utilization.
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Paper No: 1243.0

Retrograde intubation – old existing skill in
certain scenarios- clinical case report
Cecilia Sucari, Ignacio Delaporte,
Diego Garcia Picasso, Cristian Diaz Vera and
Diana Finkel
Asociasion de anestesia analgesia y reanimación de buenos aires

Introduction: The case involves the surgical resolution on
duty of a severe injury of the facial skeleton and points out
the challenge that implies not having the ideal equipment,
such as a fibrolaringoscope, for non-conventional approach
of the airway; techniques such as the retrograde intubation
represent a solution in the decision making.
Objective: Present, through the description of a clinical case,
the technique of Retrograde Intubation to make the
anesthesiologist remember how to proceed in emergency
rooms, where the resources are scarce.
Method and Material: The case of a male patient of 28 years
old, lucid and hemodynamically compensated is presented.
He arrives at the emergency room with a stab wound,
which remains inlaid right in the facial skeleton, with com-
promised upper jaw, considerable edema and perilesional
injury; which prevents the mouth opening for direct laryngos-
copy. Due to difficulties in the handling of the airway by clinic
and 3D tomography, a retrograde intubation is performed
and explained to the patient. We start analgosedation with
0.04 mg/kg of midazolam and 1 mcg/kg IV of fentanyl; the
fauses are sprayed with lidocaine spray 100%. Previous
asepsis according to technique, the cricoid cartilage is manu-
ally located, and below it, we infiltrate by levels of 60-80 ml
of lidocaine 2% until reaching tracheal light, confirmed
through bubbling by aspiration. In the dermal wheal, up to
the cricothyroide membrane, a syringe is attached with
4ml of physiologic solution to a Tuohy needle (TN), perform-
ing the puncture with simultaneous aspiration to re-confirm
the permanence inside the airway. An epidural catheter is
introduced in cephalic sense rescuing it from the mouth
with Magill clamp. The TN is removed and the catheter is
fixed with a Kocher clamp. The endotracheal tubés light is
slid through the catheter and once intubated, the catheter

RX thorax 8,7% 1282 DT

ECG 5,2% 345 DT

NFS 6,2% 720 DT

TP 4,1% 248 DT

TCA 2,1% 120 DT

Ionogramme 7,2% 515 DT

Créât 10,2% 620 DT

Urée 6,8% 120 DT

GS 4,6% 70 DT

Glycémie 20,2% 240 DT
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is removed by the cephalic end and the introduction of the
tube is concluded.
Results: Despite the unavailability of techniques for difficult
intubation like fibrolaryngoscopy, we achieved a successful
retrograde intubation, and surgery was performed normally.
Conclusion: The importance of this procedure is emphasized
as an alternative technique in the urgency, before the impos-
sibility of performing an endotracheal intubation with con-
ventional methods (for anatomical, clinical, pathological
complications, with patient in spontaneous ventilation), or
before the lack of access to fibrolaryngoscopy. It is an easy
procedure to learn; it does not require special equipment
and can be applied in emergency rooms where the resources
are scarce.

Paper No: 1244.0

Palatopharyngeal perforation during
glidescopew intubation
Ana Pires, Inmaculada Gordillo and
João Pimentel
Centro Hospitalar Lisboa Ocidental, Lisboa, Portugal

Introduction: The GlideScopew video laryngoscope is a
useful tool that facilitates difficult tracheal intubations. The
estimated complications is of 1% for minor soft tissue injur-
ies, and 0,3% for major complications. 1 We report a case of
palatopharyngeal wall perforation during intubation with a
GlideScopew. CLINICAL CASE: 41 year old woman, proposed
for bariatric surgery, ASA III (IMC: 51) with difficult airway
predictors: small mouth, Mallampati 4, hypertrophy of the
tonsils and short-sized neck. After the induction, the GlideS-
copew was used for orotracheal intubation, having had diffi-
culties with the insertion and positioning of the blade. In
view of the vocal chords, we observed a Cormack-Lehane
2-3. The insertion of the endotracheal tube (ETT), with con-
ductor, was extremely difficult due to the small available
area within the oral cavity, having had the necessity to
perform several tube rotation maneuvers until it was visible
on screen, however without difficulty when passing the ETT
through the vocal chords. During surgery, blood was found
in the oropharynx, so in the end of the surgery a direct laryn-
goscopy was performed, which revealed that the ETT had
crossed through the right anterior tonsillar pillar. The emer-
gency Otolaryngology was contacted and performed the cor-
rective surgery and haemostasis. The awakening and
postoperative went with no complications.
Discussion: A review based on a Medline revealed 11 other
case reports describing such an injury. It should be noted
that all eleven patients sustained trauma during the inser-
tion of the ETT rather than during the GlideScopew laryngos-
copy itself. There are several common reasons for this: The
ETT tip had been inserted laterally into the mouth and the
tube was rotated previously to bringing the tip within view,

thus increasing the risk of tissue perforation; an upward
lifting force on the mandible and anterior pharyngeal
tissue caused for the blade to stretch the tonsillar pillars,
making them taut and more susceptible to perforation; ten-
dency for the operator to watch the monitor attentively after
insertion of the blade, allowing a “blindspot” during insertion
where the ETT tip is not observed, which may result in incor-
rect ETT advancement; the standard stylet may itself cause
trauma in oral structures, especially if unnecessary force is
used. 2
Conclusion: Intubation using the GlideScopew has advan-
tages over conventional direct laryngoscopy, and its use
should not be discouraged by the case reports presented.
Instead, with better training and adequate patient selection,
the relapse of this type of complication can and will diminish.
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Paper No: 1251.0

Intra-operative effect of exogenous
heparin and endogenous heparin-like
substances in liver transplant patients : A
Reality or Myth?
Mubeen Khan, Madan Narayan, Mark MacGregor,
Barney Rylah and John Sedgwick
Kings College Hospital, London. United Kingdom

Introduction: Altered coagulation is extremely common in
liver transplant patients; particularly in the post reperfusion
phase. Exogenously administered heparin to the donor liver
1 and endogenously produced heparin-like substances
which are released from the damaged vascular endothelium
of the ischaemic liver graft 2 have been thought to contribute
to this. There have been studies that showed such patients
requiring protamine sulphate to reverse this effect in order
to control oozing and improve the thromboelastograph
profile 3.
Objective: We performed this study in order to ascertain the
difference in coagulation profiles using thromboelastography
(TEG) caused by heparin and heparin-like substances in the
reperfusion phase for patients undergoing liver transplant.
Methods: All patients undergoing liver transplantation
except for patients in fulminant liver failure were included.
Initial data collected included demographic data, indication
for liver transplant, Child Pugh score and MELD score. Base-
line traces were taken using a normal kaolin TEG sample
and a heparinase TEG sample. Following reperfusion the
same process was repeated again with kaolin TEG and hep-
arinise TEG at 10(r+10) and 60 minutes post
reperfusion(r+60). Along with the TEG traces performed
the INR and platelet count was measured too. A total of 30
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patients were included in the data so far. The transfusion of
blood and blood products was noted at all stages pre and
post transfusion. It was decided to give protamine 1mg/kg
in case of heparin effect demonstrated on TEG at r+60 ac-
companied by non surgical bleeding. Following the protam-
ine injection a repeat TEG was performed at a fifteen
minute interval and the surgeon was asked for their
opinion regarding the non surgical bleeding.
Results: The TEG traces at baseline, r+10 and r+60 were
analysed and it was observed that the r+10 trace was
better in 28 of the 30 traces for the heparinase group. 7 of
the 30 normal TEG traces were flatlines indicating no clot for-
mation at the ten minute stage post reperfusion. However at
the 60 minute mark post reperfusion it was observed that the
normal TEG traces improved significantly. The average values
for the parameters are tabulated. Normal TEG Heparinase
TEG Reaction time(r) 12.63 14.17 Coagulation time(r+k)
5.44 3.92 Maximum amplitude (MA) 48.83 53.77 Clot forma-
tion rate (á) 40.82 50.75 There was no statistically significant
difference between the normal and the heparinase TEG
groups and just one of the 30 cases required protamine injec-
tion for reversal of non surgical bleeding effect.
Conclusion: We conclude that although there is a demon-
strable heparin and heparin like substance effect immediate-
ly post reperfusion it is short lived and is auto corrected by 60
minutes without any pharmacological reversal.

References
1 Hickman R, Bracher J, Pienaar B et al. Heparin as the cause of coa-

gulopathy which may complicate grafting of the liver. Surgery, Gy-
naecology and Obstetrics 1991; 172: 197–206.

2 Bakker CM, Stibbe J, Gomes MJ et al. The appearance of donor
heparin in the recipient after reperfusion of a liver graft. Trans-
plantation 1993; 56: 327–329.

3 Harding SA, Mallett SV, Peachey TD et al. Use of heparinise modi-
fied thromboelastography in liver transplantation. British Journal
of Anaesthesia 1997; 78: 175–179.

Paper No: 1255.0

Assessment of risk for burnout syndrome in
residents of a private hospital in São Paulo
Isabel Oliveira, Claudia Simões,
Fernanda Ferraz de Sá, Cassio Menezes and
Enis Silva
Hospital Sı́rio Libanês, São Paulo - Brazil

Introduction: Burnout is a kind of occupational stress, during
which the person consumes each other physically and emo-
tionally, resulting in exhaustion and aggressive and irritable
behavior. To diagnose the syndrome an extensive question-
naire was developed by Maslach in the 90s, with 20 questions
on the psychophysical characteristics of the job divided in
three aspects: emotional exhaustion, depersonalization and
low professional accomplishment. Responses were scored

gradually from 1 to 5 according to the frequency of symp-
toms. Sum up the points and the proposed ranks are: 0 to
20: no clue, 21-40: opportunity to develop, 41 to 60: the
initial phase, 61 to 80: installed 91 to 100: state of alert.
Methodology: After release of the ethics committee, we
applied a questionnaire to characterize demographically
the respondents, followed by a self-completed 20 questions
questionnaire. The questionnaire was applied to residents
of a private tertiary hospital. The residency programs in this
hospital are: anesthesiology, cardiology, endoscopy, mastol-
ogy, intensive medicine, radiology and radiotherapy. All resi-
dents share the work environment, workload and social
characteristics of the hospital.
Results: Forty two residents answered the questionnaire, half
female and half male. Nine percent of the residents achieved
a high score (61 to 80 points), 69% achieved 41 to 60 points,
21% achieved 21 to 40 points and none had less than 20
points. There was no statistical difference between age,
marital status, presence of children, performing night and
weekend shifts, only with different distribution of the duty
hours, respecting 60 weekly hours.
Discussion: Although not statistically significant, a trend to
higher risk of burnout can be noticed in some medical spe-
cialties. There is no validated questionnaire to evaluate
burnout in medical residents. In order to promote better con-
ditions of learning and working in residency, its necessary to
identify the risks of this special population. As the residents
very often complain about stress and hard work we tried to
detect through an preliminary questionnaire. This is a prelim-
inary study and despite the absence of statistical differences
in burnout incidence between different specialties, anesthe-
sia has a major concern because many risk factors and the
potential to drug abuse.
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Paper No: 1265.0

Who do they think we are? patient
perception of anaesthetists and how we
introduce ourselves
Clarissa Carvalho and C Griffiths

Objectives: To determine if the way we introduce ourselves at
pre-operative assessment affects patient perception of
anaesthetists.
Methods: A questionnaire was conducted of 48 surgical inpa-
tients who had recently had surgery across all surgical sub-
specialties and 22 anaesthetists of differing seniority.
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Results: 29% (14/48) patients did not understand the role of
the “anaesthetist” and found the term foreign or ambiguous.
71% (34/48) of patients understood the role of the anaesthe-
tist but 62% of these patients did not know that anaesthe-
tists are qualified doctors. They believed anaesthetists were
either nurses, technicians or surgical assistants. Of the 14
who did not know what an anaesthetist was, 6 patients
understood the role of an “anaesthesiologist” and believed
them to be highly specialised qualified doctors. Only 1 out
of the 14 patients was aged 55yrs old, the remaining 13
patients were aged between 18 and 22 yrs old. Of the
patients who did not know anaesthetists are fully qualified
doctors 48% were 20 to 28yrs old, 29% were 32 to 49yrs
old and 23% were 50 to 55yrs old. All the patients aged 75
to 90yrs old believed anaesthetists to be fully qualified
doctors. All the consultants questioned introduced them-
selves by their title, surname and as an anaesthetist. The
majority of junior doctors introduced themselves by their
first name and either as the anaesthetic doctor, anaesthetic
registrar or the anaesthetist. 47/48 patients believed anaes-
thetists should introduce themselves as anaesthetic doctors
although they did feel more comfortable being on first name
basis with their anaesthetists. Of the 14 patients who did not
understand the role of the anaesthetist, 10 believed they
would understand this better if their anaesthetist introduced
themselves as anaesthetic doctors rather than anaesthetists.
Discussion: Although the majority of the patients who had
recently had an anaesthetic understood the role of their an-
aesthetist there is a large proportion who did not appreciate
the role of the anaesthetist in their care. The majority of
patients did not know that anaesthetists are qualified
doctors. The way anaesthetist introduces themselves to a
patient influences their opinion of the role of an anaesthetist
and creates less ambiguity. Further education of younger
patients may address the lack of knowledge amongst
younger patients.

Paper No: 1269.0

In-hospital mortality prediction by
american society of anesthesiology and
POSSUM score in patients with cancer
undergoing abdominal surgery
Claudia Marquez Simões, Maria José Carvalho,
Carmona Ludhmila, Abrahão Hajjar,
Filomena Regina, Barbosa Gallas and
Julia Tizue Fukushima
Instituto do Câncer do Estado de São Paulo - ICESP/ FMUSP, São
Paulo, Brasil

Introduction: Preoperative evaluation and risk stratification is
essential to perioperative planning. There are multiple risk
scores applied to predict different outcomes. However, spe-
cific populations as patients with cancer may have specific
risk factors, so it is needed to evaluate if global risk scores
as ASA and POSSUM or P POSSUM are able to assist the sur-
gical team.
Objective: To retrospectively assess the value of the ASA clas-
sification (American Society of Anesthesiology), POSSUM
(Physiological and Operative Severity Score for the Enumer-
ation of Mortality and Morbidity), and Porthsmouth POSSUM
in prediction of hospital mortality in patients with cancer
undergoing abdominal surgery.
Methods: Three hundred and thirteen patients who under-
went three hundred and nineteen oncologic abdominal sur-
geries were evaluated using ASA, POSSUM and
Porthsmouth-POSSUM in relation to hospital mortality. The
variables observed were: age, gender, ASA classification, pul-
monary diseases, cardiovascular diseases, preoperative sys-
tolic arterial pressure and cardiac rate, Glasgow scale, urea,
potassium, sodium, hemoglobin, white cell count, number
of simultaneous surgical procedures, observed blood losses,
peritoneal contamination, oncological disease and dissemin-
ation, elective, emergent or urgent surgery, intensive care
support and hospital mortality.
Results: The overall hospital mortality rate was 5.59%. These
results showed that POSSUM over predicted in-hospital
deaths when compared to American Society of Anesthesiol-
ogists classification (relative risk, 0.55; P¼.07) and Porths-
mouth POSSUM (relative risk, 0,43; P¼.0007) didńt equally
correspond to ASA predicted perioperative mortality. All eval-
uated scores didńt equally predict observed mortality as the
standardized mortality rate was 2.25 for ASA classification,
0.4 for POSSUM and 0.8 for P-POSSUM.
Conclusion: The ASA classification, POSSUM and P POSSUM
scores were not useful in predicting perioperative mortality
for patients with cancer submitted to abdominal surgeries.
It is needed to evaluate specific populations to adjust the
existing perioperative prediction scores to serve as objective
methods to assist the surgical team in classifying patients
into risk groups with different probabilities of perioperative
complications. ASA classification is based mainly on sub-
jective clinical judgments and probably POSUUM and
P-POSSUM need to have the equations balanced to specific
populations.
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Paper No: 1275.0

Thoracic paravertebral block (PVB) and
thoracic epidural (TE): analysis of pos
operatory pain after thoracotomy
Mercês Lobo, Isabel Ribeiro, Irene Castro and
Rui Valente
Instituto Português de Oncologia, Porto, Portugal

Introduction: Thoracotomy is associated with severe post
operatory pain (1). Regional analgesia has a relevant role
and TE is commonly refered as the “gold standard” (2),
recent works point PVB as safer and as efficient as TE (3).
Objective: Analyse the analgesic profile of PVB versus ET after
thoracotomy in the 48 hours after surgery in our institution.
Methods: Data were collected from the acute pain service
data base, of the anesthesia Departement of Instituto Portu-
guês de Oncologia, Porto, Portugal. 264 patients submitted to
posterolatteral thoracotomy due to neoplastic aetiology and
submitted to PVB or TE between 2005 and 2010 were en-
rolled in this study. 14 patients were excluded: high pain
score implied suspention of the study protocol and new/
diferent analgesic therapy, accidental exteriorization, motor
blockade, Neurologic, haemodynamic instability. A total of
250 patients were enroled in this study Statistical analysis
was performed using SPSS Protocol: Pain evaluation was per-
formed using a qualitative scale: 0 no pain, 1light, 3 moder-
ate, 4severe, 5 unbearable pain. Analgesic technique Prior to
incision:Paracoxibe 40 mg PVB (level:T4-T7, correct position-
ing of the PVB catheter was performed intraoperatory by
the surgeon) TE (level:T4-T6) Before the end of the surgery
Paracetamol 1g Nerve blockade PVB: Ropivacain 0,5%+
sufentanil TE:Ropivacaı́na 0,2%+sufentanil In the surgical
ward: Paracoxibe 40 mg 12/12h, Paracetamol 1g 6/6h PVB:
Ropivacain 0,2% or 0,3%+Sufentanil debit 5-12 ml/h TE:
Ropivacain 0,1%+Sufentanil debit 5-12 ml/h Rescue anal-
gesia: If pain ?2: 8ml ropivacaı́na 0,2%, lidocaı́n, morfin,
petidin, ketamin.
Results: There were no statatistical differences between
groups regarding age. Continuous PVB had an overall inferior
quality of analgesia. There was statistical significant differ-
ence between grups at 0min, 45 min,1h and 2 h (Chi-square
test p,0.05). After the secound postoperative hour there
were no significant differences.
Discussion: Data analysis presents TE as the most effective
analgesic method in the first 2 hours post surgery. PVB pre-
sents as an alternative method for analgesia when TE is in-
feasible for patient-related techniques.
Conclusion: Prospective studies need to be addressed with a
larger number of subjects and homogeneity design to
compare the efficacy of the analgesic techniques and deter-
mine risks and benefits.
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Paper No: 1279.0

Does the time of anesthesia can cause
alteration of the serum cortisol level in
cardiac surgery?

Introduction: The existence of a circadian rhythmicity of cor-
tisol serum level and secretion by surgical trauma and stress
is well known. Due to the constructions of our cardiovascular
surgery operating rooms between October to December
2010, our staffs worked shift system and elective operations
performed at different times of the day.
Objective: In this study we aimed to compare patterns of
intra- and postoperative cortisol responses in patients under-
going surgery at different times of the day.
Methods: Fifty four consecutive open heart surgery patients
were prospectively enrolled to the study after approval was
obtained from the Ethics Board of our hospital. The patients
were divided in to three groups according to hours of the an-
esthesia. Group 1 (n:18) was constituted of morning patients
(08:00-09:00), group 2 (n:13) was noon patients
(11:00-13:00) and group 3 (n:17) was evening patients
(16:00-19:00). Blood sample were obtained just before anes-
thesia induction, end of the surgery and postoperative 24th
hour for serum cortisol levels measurement. Cortisol levels
were measured by ELISA technique. Postoperative extubation
time, core body temperature, urine output, and the length of
ICU and hospital stay were recorded.
Results: The demographic data, CPB and cross clamping
times were similar in the groups. There was no statistically
significant differences of the postoperative body core tem-
perature, extubation times, the length of ICU and hospital
stay between the groups. In all groups, cortisol levels
increased significantly compared to baseline values at the
end of surgery and was started to decline at the post-
operative 24th hour. There was no significant difference in
cortisol levels at any measurement times between the
groups. The urine output amount was significantly lower in
Group 3 compare to the other groups (p:0.000).
Conclusion: Our findings show that anesthesia starting time
has no effects of on cortisol secretion.
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Paper No: 1282.0

Effects of intravenous lidocaine on
postoperative pain control and opioid
consumption
Santiago Ayala and Pablo Castromán
Cátedra De Anestesiologı́a. Facultad De Medicina

Introduction: Recently intavenous infusion of lidocaine was
introduced as part of a perioperative pain management tech-
nique (1,2). Lidocaine has been described as having anal-
gesic, anti-hyperalgesic and anti-inflammatory properties
(1-3). However its clinical benefit remains unclear (2).
Objective: Evaluate how peri-operative intravenous lidocaine
influence post-operative pain and morphine consumption
after surgical injury and study possible side effects, such as
sedation, nausea or vomiting, acute urine retention or local
anesthetic toxicity.
Methods: A prospective, randomized and double-blind study
of twenty three female patients scheduled for trans-
abdominal hysterectomy was undertaken. Patients were ran-
domly divided in two groups: The first group (n¼13) received
lidocaine 2% bolus injection (1.5mg/kg) followed by a con-
tinuous i/v infusion at 1.5 mg/kg/h. The infusion was
stopped once skin closure was finished. The control group
(n¼10) received matched saline infusion. Both groups
received the same general anesthesia protocol avoiding the
use dexamethasone and no more than 1 mcg/kg of fentanyl
per hour. 30 minutes before the end of surgery 0,1 mg/kg of
morphine and Ketoprofeno 1-2 mg/kg was administrated.
Pain was evaluated using Verbal Numerical Scale every 15
minutes until PCA pump was started (VNS,4) and 24hs post-
surgery, Sedation Ramsey scale was assessed every 15
minutes and secondary effects were evaluated .
Results: No patients were excluded during the study. Both
group were comparable with regard to age, weight and
length of surgery Patients in the lidocaine group experienced
less postoperative pain at the time of been admitted at the
postanesthesia care unit (VNE 4,6+4,1 versus 8,5+2,0), in
the first 30 minutes (4,5+2,3 versus 6,5+1,1) and 24hs
after surgery (2,8+1,7 versus 4,8+2,1). Patients who
received lidocaine evidenced less morphine consumption
previous PCA pump was started (5,1+3,6 versus
9,6+2,5mg). The amount of Morphine administered by de
PCA during the first 24hs was smaller in the lidocaine
group (15,9+9,9 versus 20+9,5mg), as well as the total
morphine consumption in the first 24hs (21,8+12,2 versus
30,6+9,3). The time that took to have the conditions to
start PCA pump was less in the lidocaine group (62,3+25
versus 105+53,7 minutes). Nausea or Vomiting incidence
was similar in both groups. No other side effects were noted.
Conclusion: We found that patients who received i/v lido-
caine experienced better pain relief and reduced post-
operatory morphine consumption. This findings were more
relevant clinical in the early post-operatory period.
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Paper No: 1291.0

Physiological influence of basic
perturbations assessed by non-invasive
optical techniques in humans Authors
Emilie Krite Svanberg, Per Wollmer,
Stefan Andersson-Engels and Jonas Åkeson
Lund University, Skåne University Hospital

Background: New non-invasive techniques enabling frequent
or continuous assess-ments of various pathophysiological
conditions might be used to improve in-hospital outcome
by enabling earlier and more reliable bedside detection of
medical deterioration in general hospital ward patients.
Methods: In thispreclinical study, three modern non-invasive
optical techniques - laser Doppler imaging (LDI), near-
infrared spectroscopy (NIRS), and tissue viability imaging
(TVI) - were all evaluated with respect to the influence of
basic physiological perturbations (including local changes in
arm positioning, skin temperature and regional blood flow
conditions) on quasi-simultaneously obtained values of skin
perfusion, muscle tissue oxygenation (StO2) and skin blood
volume in eighteen healthy volunteers.
Results: Skin perfusion measured by LDI was found to
respond prominently to changes in positioning of the arm,
whereas muscle StO2 measured by NIRS did not change sig-
nificantly. Total haemoglobin count (HbT) measured by NIRS
and blood volume estimated by TVI both increased signifi-
cantly on lowering of the limb. On local cooling the perfusion
and blood volume were both found to increase considerably,
while StO2 and HbT did not change. Local heating induced a
more than ten-fold increase in skin perfusion and a small in-
crease in blood volume. On progressive veno-arterial occlu-
sion the perfusion, StO2, HbT, and blood volume values
decreased - after transient increases in HbT and blood
volume before full arterial occlusion had been attained - all
values approached the baseline level on release of the occlu-
sion with a slight overshoot of the StO2.

BJA Abstracts presented at WFSA

ii336



Conclusion: The results obtained may have potential bearing
on future clinical use of these non-invasive techniques for
management of severely injured or critically ill patients.

Paper No: 1294.0

Opium Tincture for facilitating
postoperative analgesia after coronary
artery bypass graft in opium addicted
patients
Behzad Maghsoudi, Maryam Sajadi, Hosin Eghbal
and Sina Ghafari
Anesthesia and Intensive Care Department, Shiraz Medical School,
Shiraz University of Medical Sciences (SUMS)

Objective: In this prospective, randomized, double -blind
study, we examined the efficacy of optinic tincture for pain
management in opium -addicted patients after coronary
artery bypass grafting (CABG) surgery.
Materials and methods: Sevety five opium addicted patients
scheduled for elective coronary artery bypass grafting (CABG)
surgery with EF.40% and less than 75 years old were
recruited. Anesthesia management, cardiopulmonary
bypass management,operative plans,and the dose and type
of narcotic used were the same in the 3 groups. After anes-
thesia and operation and during the crtical care period any
need to analgesic was provided by a 10 mg bolus of mor-
phine along with nasogastrically injection of one of the
three solutions: placebo,usual opium or opium tincture all
dissolved in tea to a total 10 ml volume to the placebo,opium
or tincture groups respectively. Total need of analgesic and
the NG solutions were considerd. Visual analogue scale
(VAS) and NRS(numeric rating scale) were used to asses the
level of pain and the total satisfaction with the pain manage-
ment protocol.
Results: Demographic data showed no significant difference
in age, body mass index (BMI), preoperative hemoglobin,
ejection fraction (EF) and number of grafts between the
two groups and the prevalence of cardiovascular risk
factors. Systolic pressure before extubation was
142.17+14.13, 124.25+9.55 and 118.72+9.15 in the place-
bo,opium and tincture groups respectively(p value,0.05),
although other hemodynamic variables were comparable
between the three groups. Morphine and solution consump-
tion differed significantly between three groups (p
value,0.01), more in the placebo in comparison to the
other two groups. The pain control management were sig-
nificantly more satisfactory in the Tincture group(p
value¼0.01) with NRS value 4.96+1.23in the placebo
group, 8.50+0.88 in the opium group and 9.52+0.65 in
the yincture group. During the study, analgesia was tolerated
and no analgesia-related complications were experienced.
Conclusion: We conclude that both usual opium and optinic
tincture provide effective analgesia after CABG operation in

opium addicts. Morphine alone is a less effective analgesic
in these patients. Tincture provided better satisfaction
regarding the analgesic plan

Paper No: 1295.0

Opium addiction and the perioperative
needs to inotropic agent in CABG patients
Behzad Maghsoudi and Shemshad Khademi
Anesthesia and Intensive Care Department, Shiraz Medical School,
Shiraz University of Medical Sciences (SUMS)

Objective: To compare the opium dependent and nondepen-
dent patients regarding the need to inotropic agents during
periods of weaning from cardiopulmonary bypass and the
first postoperative day, after coronary artery bypass grafting
(CABG) surgery.
Methods and material: Using (DSM-IV-TR) criteria, 237
patiets candidate of elective on pump CABG were screened
and 62 male patients 25-75 yrs of age, with an ejection
fraction.40% were enrolled. Cardiovascular risk factors
were noted. Anesthesia management, cardiopulmonary
bypass management, operative plans, the dose and type of
narcotic used and the criteria for initiation and continuation
of inotropes were the same in all patients. During anesthesia
and 24 hours after the end of the operation, blood pressure
(BP), heart rate (HR), enteral venous pressure (CVP), cardiac
output (CO), systemic vascular resistance (SVR), and the
need and duration of need to inotropes needed, were moni-
tored and recorded. Paired sample t-test, Independent
sample t-test and Chi-Square test were used to compare
variables between the groups.
Results: Demographic data showed no significant difference
in age, body mass index (BMI), preoperative hemoglobin,
ejection fraction (EF) and number of grafts between the
two groups and the prevalence of cardiovascular risk
factors. Hemodynamic variables were comparable between
the two groups. The findings indicated that there was no sig-
nificant difference between the two groups regarding the in-
cidence of need to inotropic agents. Duration of inotrope use
was 26.8+9.9 hours in the opium dependent patients and
36.1+17.45 hours in the non opium dependent patients
which was significantly lower in the opium addicted
patients(p¼0.042).
Conclusion: Opium dependency has no effect on the need to
inotropic agents during separation from cardiopulmonary
bypass and the first day after CABG. But among those who
need inotrope in these circumstances,the duration of need
to inotropic support is shorter in the opium dependent
patients.

Keywords: Opium dependent; Non opium dependent; CABG;
Inotrope
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Paper No: 1304.0

Repeat-triage in disaster relief:
experiences and lessons of the haitian
earthquake
P. Firth and N. Eyal
Division of Medical Ethics, Harvard Medical Department of
Anesthesia, Critical Care and Pain Medicine, MA, USA

Introduction: During a mass casualty disaster, the acute im-
balance between need for treatment and capacity to supply
care poses the challenge of how to prioritize care when the
greater collective needs of the community compete with
the best interest of the individual. Although the traditional
ethical focus has been on whom to treat first, triage deci-
sions that occur after care is initiated pose additional moral
dilemmas.
Objective: To determine when triage points occur during
care, and whether the ethics of the triage points once care
was initiated (repeat triage) differ from the primary decisions
of whom to treat first (initial triage).
Methods: A group of medical responders pooled accounts of
ethical challenges they faced during the 2010 Haitian earth-
quake. Problems related to triage decisions were selected
from these accounts. Instances of repeat triage were classi-
fied according to when the triage decision was made. Ethical
differences between initial and repeat triage were
considered.
Results: Triage points occurred when care had to be limited,
when care had to be withdrawn, and when care was com-
pleted. Ethical differences between initial and repeat triage
points include: 1. A fiduciary relationship has been formed
between care-giver and patient, which increases the moral
obligation towards the existing patient in comparison to po-
tential patients
1. Limitation, withdrawal, and termination of care constitute
active harm, by comparison to passive harm due to withhold-
ing of care in initial triage
2. Alteration of existing care without patient consent violates
patient autonomy 4. Existing patients might command prior-
ity on basis of fairness of allocation by "first come first
served" principle, assuming needs are equal 5. Greater uncer-
tainty may exist in harm/benefit to potential patients versus

existing patients 6. Health providers might feel the need to
prioritize existing patients because these patients are inden-
tifiable individuals. While this may not be morally defensible
on pure utilitarian grounds, health providers have the right
not to behave in ways that profoundly violate their personal
and professional integrity.
Conclusion: Triage decisions made once care has been
initiated have different ethical implications to initial triage
decisions. Disaster responders should be aware of these
implications, so as to guide their treatment during mass cas-
ualty situations.
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Paper No: 1305.0

Controlled Analgesia by Epidural Morphine
with Minimal Doses
Mirtha Guzman Aguilar and
Fernando Parrado Aramayo
Plant Del Hospital De La Caja Nacional Na 1. Ciudad Hospital
Medical Staff Anesthesiologist of Private Banking. Ciudad De Santa
Cruz, Bolivia

Introduction: As a consequence of surgery, the onset of pain,
apply adequate analgesia, is a fundamental mission of the
anesthesiologist. In 1976T Yaksh and Rudy showed that ap-
plication of morphine in the spinal level produced analgesia
by blocking the conduction of nociceptive pathways, and
established the basis for the application of spinal opioids.
Morphine is an hydrophilic opioid, with a PK close enough
to the blood pH. This allows the placement of catheters in
epidural space to relieve pain. A method safety to assess
the intensity of pain is the visual analogue scale.
Objective: To evaluate the quality of analgesia provided by
the administration of epidural morphine 0.5 mg every 12
hours in post operative of hip replacement surgery, as
assessed by Visual Analogue Scale.
Methods: Prospective clinical trial after obtaining informed
consent to patients and approval by the Committee on Bio-
ethics. We studied 76 patients undergoing hip arthroplasty
F40/M36, age 71.7+10.5 years, ASA I, II and III. Patients
were placed epidural catheter before surgery and administer-
ing morphine 0.5 mg in 3 ml of physiological NaCl solution
every 12 hours from the end of the intervention Analgesia
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was assessed by visual analogue scale (VAS). Recording the
first immediately after surgery, then every 12 hours until
the end of intervention.
Results: Visual Analogue Scale (VAS) : first day, 75% mild pain
VAS 1-2, 25% severe pain VAS 7-8, second day, 50% mild pain
VAS 1-2, 50% moderate pain VAS 4-5; third day, 75% mild
pain VAS 1-2, 25 % moderate pain VAS 4-5; fourth day 60%
mild pain VAS 1, 40% moderate pain VAS 3. 15 patients
(19%) presented had one or more side effects: Vomiting 9,
nausea 13 and urinary retention 10.
Conclusion: Minimum dose of morphine by epidural catheter
provides good postoperative analgesia in patients with hip
replacement surgery, with minimal side effects. The injection
of morphine doses of 0.5 mg in 3 ml of NaCl solution would
ensure adequate dispersal of morphine in the epidural space

Paper No: 1309.0

Audit of Incidence of Medication Errors by
Anaesthetists in North Western Nigeria
Elizabeth Ogboli-Nwasor
Department of Anaesthesia, Ahmadu Bello University Teaching
Hospital, Zaria, Nigeria

Background: Patient management and safety issues are an
important aspect of Anaesthesia practice. The relevance of
medication and drug administration errors in our everyday
practice cannot be over emphasized.
Objective: We set out to study the incidence of medication
errors among Anaesthesia practitioners in Kaduna State,
North Western Nigeria and to suggest ways to minimize
such errors.
Materials and Methods: A questionnaire based study was
conducted among Physician Anaesthetists and Nurse Anaes-
thetists working in the major secondary and tertiary hospi-
tals in Kaduna State. The data obtained was analyzed
using SPSS Version 17.0 and the data presented in relevant
charts and tables.
Results: A total of 43 persons responded to the questionnaire
with 30 males and 13 females, giving a male female ratio of
2.3:1. Most of the respondents (88%) work in tertiary govern-
ment hospitals. Majority of the anaesthetists (56%) admitted
to ever having a medication error. 79% of the anaesthetists
attributed the medication error to problems with drug label-
ing. Of the patients in whom there was medication error,
44% suffered untoward sequelae ranging from cardiac
arrest to delayed recovery from anaesthesia. Majority of the
respondents recommend, vigilance, double checking of
drug labels and colour coding of syringes as a ways to min-
imize medication errors.
Conclusion: Reduction of medication errors is an important
aspect of patient safety. Vigilance remains the watchword
in the safe conduct of anaesthesia.

Paper No: 1310.0

Subclavian vein access: to aim at the
suprasternal notch or first thoracic
vertebra?
Mpoki M Ulisubisya and Boniface Wandhwi
Muhimbili National Hospital, Tanzania

Introduction: Central venous access (CVP) is essential in
patients needing intensive care, however its placement is
challenging, often associated with failure to insert and life
threatening complications. Pneumothorax, neck hematoma
and brachial plexus injury is often encountered in upper
body central venous access. Many techniques are in place
on how to accurately place CVP. In aiming at suprasternal
notch or first thoracic vertebra, the accuracy of subclavian
central venous catheter insertion by infraclavicular technique
is assessed.
Methods: Patients requiring venous access for hemdialysis
were divided to Groups A and B each with fifteen patients.
CVP placement was done by the authors, on the right side
with patients in semi-Trendelenburg position. Number of
punctures at mid-claviclar area were successful placement
recorded. Group A had subclavian vein targeted by directing
the needle to imaginary line towards the suprasternal
notch or parallel to the floor. The subclavian vein in Group
B was targeted by directing the needle to imaginary line
towards the first thoracic vertebra or subtending 30
degrees to the floor
Results: Thirty patients 20 male, 10 female requiring renal
replacement therapy had subclavian vein catheter inserted.
Dialysis indications were renal disease secondary to: hyper-
tension 12 patients, 8 diabetes mellitus and 10 patients
were diabetic and hypertensive. Group A had 12 males and
3 females while Group B had 7 female and 8 males. Group
A had 12 (80%) successful first punctures compared to (10
66.7%) in Group B. Second attempt was noted in three
patients in all groups while in Group B three patients had
third attempt Post insertion chest x-ray did not show cath-
eter mal-position or complications.
Conclusion: Infraclavicular approach of subclavian CVP place-
ment is safely achieved with no complication by aiming at
suprasternal notch or first thoracic vertebra, however high
accuracy is noted in the former than the latter.
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Paper No: 1314.0

Consequences of spinal cord puncture
while attempting epidural anesthesia,
effectiveness of treatment
Bermejo A. Ramirez, J. A. Aldrete and
Cubillos N. Goldinez
Hospital General De Mexico City,+Arachnoiditis Foundation,
University of Alabama At Birmingham, Birmingham, USA

Introduction: The need to use large bore needles, in order to
thread an 18 or 19G catheter into the peridural space, pre-
sents the feasibility of puncturing the spinal cord with a
large bore, dull epidural needle, in the cervical, thoracic or
upper lumbar regions.
Methods: Seven patients (6 females, 1 male) who had inci-
dental spinal cord puncture while attempting to insert a
catheter in the epidural space, were examined, diagnosed
and followed. The punctures occurred at L1-L2 (2), T12-L1
(2), T6-T7 (1) and C6-C7 (2). The patients experienced
severe paresthesia (referred to by the patients as "an electric
shock like sensation in the brain or head") during attempts to
find the peridural space. Weakness on both lower extremities
was noted after recovery from the anesthetic in 4 patients.
Three other patients had cauda equina (CE) like syndrome.
Either 16 or 17G needles were used. Confirmation of the
lesions was defined with MRI with contrast and neurological
examination.
Results: Neurological deficits were diagnosed as CE (4) cer-
vical plexus deficit (2) and paraparesis (1) which were clinic-
ally confirmed by MRI. All 7 patients had prolonged duration
of the local anesthetic effect varying from 26 hrs to 4 days.
Prolonged, clinically evident, neurological deficit lasted .2
days (2 pts), 3 to 6 days (1 pt.); up to 2 years (2 pts) and per-
manent neurological deficit (2 pts).
Conclusion: Injury to the spinal cord by epidural needles (EN)
is a serious complication that may ensue in long lasting or
permanent neuro deficit. Three of the early treated patients
with the Aldrete Intravenous Infusion Protocol, administered
in five consecutive days improved significantly and remained
90% near normal. In two other patients who had neurodefi-
cit untreated for two years, the treatment was only 40% ef-
fective in reversing the neuro injury. Two patients treated
after five years, from injury, had minimal improvement (20
to30%). Delayed treatment of neurodeficit from spinal cord
punctures reduces possible cure.
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Paper No: 1316.0

Progressive dural sac dilatation from
repeat lumbar spine operations
J. A. Aldrete, Cubillos N. Goldinez and
Bermejo A. Ramirez
Hospital General De Mexico City,+Arachnoiditis Foundation,
University of Alabama At Birmingham, Birmingham, USA

Introduction: Among the many deleterious effects from
patients being subjected to repeated lumbar spine opera-
tions scarring, spread of fibrous tissue, skeletal and ligament
loss, paravertebral muscle atrophy and spinal deformities are
not unusual findings. Some of the above changes may also
affect other crucial functions of the spine and dural sac con-
tents. Specifically the normal rotation of the cerebrospinal
fluid is affected by scarring and deformities of the dural sac.
Methods: The changes noted in the dural sac diameter in the
lumbar region of a 36 year old construction worker, were fol-
lowed in either sagittal or axial views of MRI images taken
precisely at the levels where such diameter was the widest.
The days of surgical intervention and when the MRIs with
contrast were done was recorded.
Results: A progressive trend to widen the diameter of the
dural sac was noted with each of the interventions per-
formed in the lumbar spine. The changes that occurred
after each of the surgical interventions were correlated to
the changes that took place in the lumbar spine. Table 1.

Discussion: Gradual postoperative dilatation of the distal
dural sac not only produces moderate to severe sacral and

MRI Date
Surgery

Date
Surgery

Dural Sac Image

08/08/1995 Pre-Surgery
Dx: HNP

L4-L5 & L5-S1 1.2 cm Figure 1

06/16/1997 10/21/1996 Discectomy
x2

1.7 cm Figure 2

06/16/1998 12/02/1997 Exploration &
Laminotomy
x2

1.9 cm Figure 3

10/03/2000 06/08/1999 Removal of
Hardware

2.1 cm Figure 4

07/18/2001 02/21/2001 Implantation
of cages
L5-S1

2.9 cm Figure 5a,
5b

05/04/2004 03/04/2003 Implantation
of Pedicular
Screws

3.2 cm Figure 6
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low lumbar painful pressure, but also by delaying the usually
normal rotation of the Cerebrospinal Fluid it allows the CSF to
stagnate in the distal tip of the sac eventually dilating it. By
this mechanism the normal function of proprioception is
altered, resulting in dizziness, frequent falls, stumbling
and further injuries as well as significant changes in
vision, hearing and balance of patients that underwent
repeated distal lumbar spine surgery and resulted in stagna-
tion of CSF.
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Paper No: 1317.0

High dose versus lower dose magnesium
sulfate infusion in tetanus: a goal directed
approach
K Pokharel, M Tripathi and B Bhattarai
Department of Anesthesiology, BPKIHS, Dharan, Department of
Anesthesiology, Sanjay Gandhi Post Department of
Anesthesiology, B P Koirala Institute of Health Sciences (BPKIHS),
Dharan, Nepal

Introduction: Tetanus is resurging globally due to rise in
acquired immunodeficiency syndrome and widespread use
of immunosuppressive drugs and migration of the unimmu-
nized population.1
Objectives: We aimed to compare two doses of its infusion
used in our ICU.
Methods: All tetanus patients admitted in the ICU were iden-
tified and their data retrieved from the hospital record
section. We could retrieve complete data of 14 patients.
Amongst them, 12 adult male patients received magnesium
infusion aimed to control tetanic spasms. We retrospectively
divided them into two groups based on doses of magnesium
used. In group 1 (n¼7) a smaller dose (,1 gm/hr) was given
than in group 2 (n¼5) (1 to 2 gm/hr). We compared patient
characteristics, injury types, Ablett grade, need for ionotropic
support, diazepam requirement for spasm control, control of
spasms, duration of ventilation, ICU stay and recovery
pattern between the two groups.
Results: The duration of symptoms before arrival to hospital
was significantly longer in group 1 (2.7+2days) than group
2 (2+0.7days). The Ablett severity was lower (grade 2) in
three patients in group 1 although this difference was not
statistically significant. Spasms were controlled adequately
in all patients in group 2 while only in patients with lower
Ablett severity grade in group 1. In group 1, we could not
increase the dose of magnesium in 4 patients having
Ablett grade 3 despite inadequate spasm control because

of hypotension. Use of magnesium gradually reduced the
dose of diazepam required to control spasms.
Conclusion: Magnesium infusion should be titrated to control
tetanic spams as an adjunct to diazepam. Larger dose of
magnesium may be appropriate but in selected group of
patients of the tetanus because of limitations of its use in
conditions like renal failure or hypotension coexisting or
developing during the course of illness. Smaller dose may
be adequate to control spasms in patients with lesser
Ablett severity grade.
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Paper No: 1318.0

Effects of Intra-articular Dexmedetomidine
vs Bupivacaine on Postoperative Analgesia
in Patients Undergoing Arthroscopic Knee
Surgery
J. A. Alhashemi, R. H. Mujallid, W. A. Almarakbi
and M. A. Elshahawy
Department of Anesthesia & Critical Care, King Abdulaziz
University

Background: Dexmedetomidine is an alpha-2 agonist with
sedative and analgesic properties. This study compared the
postoperative analgesic effects of intra-articular dexmedeto-
midine with those of bupivacaine and saline.
Methods: After Ethics committee approval, 51 patients
scheduled for arthroscopic meniscal surgery were rando-
mized in a double blind fashion to receive either dexmedeto-
midine 1 mg kg-1 (group D), bupivacaine 0.25% (group B), or
saline (group S) intraarticularly (total volume 20 ml). All
patients received a standardized general anesthetic with pro-
pofol, fentanyl, and sevflurane. Postoperatively, acetamino-
phen 500mg/codeine 30mg oral tablet was given every four
hours, and tramadol 1 mg kg -1 IV was administered every
6 hours, as needed, for rescue analgesia. Visual analogue
scale (VAS) scores (0-10), time to first analgesic request,
and the total dose of postoperative analgesics were
recorded. Repeated measures ANOVA were used to analyse
VAS scores, whereas ANOVA was used to assess the other
variables. Data presented as mean+SD and significance
was defined as p,0.05.
Results: VAS scores were lower in groups D and B compared
with group S (Figure, P,0.01). Times to first analgesic were
343+27 vs.440+3 vs. 43+5 min for groups D, B, and S, re-
spectively (P,0.01). Total dose of rescue tramadol were
180+56 vs. 160+51 vs. 413+52 mg, respectively (P,

0.01).
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Conclusions: Intraarticular dexmedetomidine provided com-
parable analgesia to bupivacaine 0.25% in patients undergo-
ing arthroscopic knee surgery.

Paper No: 1319.0

Preferences of High and Low Anxiety
Patients in Avoiding Common Anesthetic
Outcomes and Their Immediate, 24, and 48
Hour Postoperative Recovery
Michael Gajewski, David Kramer,
Maria Daniela Pino-Luey, Peter Byrnes and
Jonothan Penner
St Lukes/roosevelt Hospital

Anesthesia side effects can be a source of concern to
patients undergoing surgical procedures. Patient preferences
in avoiding common anesthesia side effects were previously
reported from 101 patients at a community hospital (1).
Anxiety may interfere with medical treatments and out-
comes, including recovery from anesthesia and surgery (2).
The prior study was extended to to compare how anxiety
might affect negative clinical anesthesia outcomes as well
as what effect it may have on patient complaints, their per-
ception of prior anesthetic experiences and pain at 0, 24 and
48 hours postoperatively.
Methods: Patients awaiting elective surgery provided IRB
approved informed consent. Ten clinical anesthetic outcomes
were ranked from 1¼"Most want to avoid" through 10 "Least
want to avoid." On POD 2, patients completed an online
survey which asked them to re-rank their negative clinical
outcomes, rank their pain at 0, 24 and 48 hours postopera-
tively and to list any complaints they may have from this
current anesthesia experience.
Results: Groups did not differ in preferring to avoid common
anesthetic outcomes. Compared to the pre-anesthesia rank-
ings, the POD2 rankings did not change overall for HIGH or
LOW anxiety quartiles. Anxiety did not mediate current anes-
thetic complaints (p¼0.0807), and it did not mediate pain per-
ception at 0, 24, and 48 hours (p¼0.3239). 28% of patients
reported prior negative outcomes, with high anxiety patients
being more likely to report these (p¼0.0024). High anxiety
patients also reported higher absolute pain scores at all inter-
vals (p¼0.02, ,0.0001, 0.0122, respectively).
Discussion: The results suggest that anxiety does not
mediate how patients rank negative clinical anesthesia out-
comes as both groups want to avoid gagging on the ETT,
pain and nausea more than any other outcome. The study
uncovers that high anxiety patients do have more complaints
regarding their prior anesthetic experience which leaves the
question of whether anxiety or prior anesthetic experiences
are the end-product. In addition, high anxiety patients
report more absolute pain suggesting that these patients
may require additional intervention preoperativly.

1 Anesthesia and Analgesia,1999,89: 652–8

2 Journal of Pain and Symptom Management, 1998,15: 102–9.

3 State Trait Anxiety Index, http://www.mindgarden.com/products/
staisad.htm

Paper No: 1320.0

Fibrinogen concentrate causes a
short-lived increase in plasma fibrinogen
and fibrin-based clot quality when used as
first-line haemostatic therapy during aortic
replacement surgery: a randomised trial
Christina Solomon, Herbert Schochl,
Alexander Hanke, Christian Hagl and
Niels Rahe-Meyer
Department of Anaesthesiology and Intensive Care

Background: Fibrinogen is the first coagulation factor to
reach critically low levels in major surgical bleeding. Follow-
ing cardiopulmonary bypass (CPB), declining plasma fibrino-
gen levels reduce fibrin-based clot quality and increase
postoperative blood loss. Haemostatic intervention may
therefore include fibrinogen replacement, although it is not
clear how CPB and haemostatic therapies impact upon fi-
brinogen levels, or how long-lived the effects are.
Methods: A prospective, randomised, placebo-controlled trial
(N¼61) was performed to investigate fibrinogen concentrate
as a first-line haemostatic therapy in adults undergoing
elective aortic replacement surgery. Following removal from
CPB, bleeding patients received fibrinogen concentrate (FC
group; n¼14), allogeneic blood products (allogeneics group;
n¼32), or fibrinogen concentrate followed by allogeneic
blood products (FC+allogeneics; n¼15). Fibrinogen concen-
trate infusion reduced perioperative blood loss and transfu-
sion requirements (data presented elsewhere). Here we
focus on plasma fibrinogen levels (Clauss assay) and fibrin-
based clot quality (ROTEMw-based FIBTEM assay), which
were recorded during surgery and up to 10 days after.
Results: Plasma fibrinogen and FIBTEM maximum clot firm-
ness (MCF) decreased by around 50% by CPB removal. For
patients receiving fibrinogen concentrate, both parameters
recovered to near-preoperative levels by the time of last
suture. Fibrinogen and FIBTEM MCF did not differ between
the FC and FC+allogeneics groups. In contrast, fibrinogen
and FIBTEM MCF recovered only marginally by last suture in
the allogeneics group, remaining lower than in either the
FC or FC+allogeneics groups (p,0.001). This difference was
short-lived, and all groups displayed comparable measure-
ments by 24 hours post-surgery. Plasma fibrinogen and
FIBTEM MCF increased acutely thereafter, reaching
150-200% of preoperative levels by postoperative day 10
for all groups.
Conclusions: Intraoperative fibrinogen concentrate infusion
significantly increases plasma fibrinogen and fibrin-based
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clotting. These increases are small and short-lived relative to
the acute postoperative fibrinogen elevation observed for all
patients undergoing CPB.

Paper No: 1321.0

Effect of pregabalin on preoperative
anxiety and postoperative pain after total
abdominal hysterectomy -a dose ranging
study
Vimi Rewari, RK Anand, R Ramachandran and
A Trikha
Department of Anaesthesiology, All India Institute of Medical
Sciences

Introduction: Pregabalin is an attractive option as an adjunct
for postoperative analgesia as it has analgesic properties and
prevents opioid tolerance. In addition it is known to relieve
anxiety as well
Objective: To evaluate the role of pregabalin in the reduction
of pre operative anxiety, post operative pain and opioid anal-
gesic usage in different doses in patients undergoing elective
abdominal hysterectomy.
Methods: After obtaining Institutional ethics committee ap-
proval, a prospective, randomized, double blind, placebo con-
trolled trial was conducted in 60 ASA I and II consenting
patients aged 18 to 60 years. The patients were divided
into three groups based on computer generated random
number table. The patients in Group P1 received 150 mg of

pregabalin, Group P2 received 300 mg of pregabalin and
Group C received placebo. The drugs were administered
orally two hours prior to induction. Primary outcome (anxio-
lysis, postoperative analgesia, opioid sparing effect) and sec-
ondary outcome (reduction in opioid related side effects such
as - respiratory depression, nausea and vomiting and pruritis)
were studied.
Results: The mean VAS scores for anxiety were significantly
lower in the pregabalin groups when compared to placebo
[Group P1 (p¼0.02) and Group P2 (p¼0.01)]. Total post-
operative morphine consumption was higher in Group C
(49.0+14.0) as compared to Group P1 (39.18+5.5) and
Group P2 (39.7+15.1). However, it was statistically insignifi-
cant (p¼0.053). The mean VAS scores for pain at rest and
movement in first 8 hrs after surgery was significantly less
in the pregabalin groups as compared to placebo,
whereas they were comparable after 8 hr. The number of
patients who had PONV were significantly higher in
placebo group (14, 70%) as compared to Group P1
(p¼0.013) and Group P2 (p¼0.042). The patients who had
pruritis in Group P1 were 6(32%), in Group P2 were
4(20%) and in Group C were 16(80%) which was statistically
significant.
Conclusion: Preoperative administration of pregabalin two
hours prior to surgery decreased preoperative anxiety as
compared to placebo. Use of pregabalin in doses of 150 mg
and 300 mg decreased postoperative VAS scores for pain at
rest and on movement in the initial 8 hrs after surgery. Al-
though, pregabalin did not demonstrate significant opioid
sparing effect, it was effective in decreasing the opioid
related side effects such as PONV and pruritis.
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Paper No: 7.00

6mg/kg Oral Ketamine Premedication
in Children Results in Oversedation
Terence Loughnan 1, Lisa Akelisi-Yockopua 2,
Harry Ageeling 3 and Joseph Goswami 4

1 Department of Anaesthesia Port Moresby Hospital, 2 Dept
Anaesthesia, Frankston Hospital, Frankston, 3 Victoria, Australia
Department of Anaesthesia Port Moresby Hospital, 4 Department
of Anaesthesia Port Moresby Hospital

Introduction and Objectives: We undertook this study to
compare the effectiveness of placebo vs 3mg/kg vs
6mg/kg oral ketamine as a premedicant in children(ASA
1 and 2 aged 1-10yrs) presenting for elective surgery at
Port Moresby General Hospital, Papua New Guinea. This
agent is freely available throughout the world and has
been recommended as a safe and reliable sedative for
premedication and as a sole agent for sedation for proce-
dures such as radiology where it is required that a child
be still.
Methods: After Institutional Ethics Committee approval
and obtaining Informed Consent from the accompanying
parent, patients received doses of study solution that was
administered with 0.2ml/kg cola. The level of sedation was
assessed after 30mins by a blinded trained observer who
scored on a four point scale from unrouseable to awake
and agitated. All patients were monitored and directly
observed in the Theatre Suite after administration of the
study solution.
Results: The placebo group resulted in 20 patients assessed
as unsedated with five sedated. The 3mg/kg Ketamine
group resulted in nine patients assessed as being distressed
and sixteen sedated. The 6mg/kg group resulted in no
patients being assessed as being distressed with 21 relaxed
or asleep but four were deeply asleep. The use of oral keta-
mine resulted in a statistically significant increased level of
sedation compared to placebo. These results were present
in both ketamine 3mg per kg (p ¼ 0.002) and 6mg per kg
(p , 0.001). However 4 out of 25 patients who received
6mg/kg of Ketamine were deeply asleep compared with
the 3mg/kg Ketamine group where none were so affected
p ¼ 0.037

Discussion and Conclusion: We found that 16% of chil-
dren who received 6mg/kg oral ketamine were overse-
dated and difficult to rouse whereas none of those
receiving 3mg/kg ketamine or placebo were assessed
thus. Similar studies have not usually investigated overse-
dation as an outcome. One other study reported 13%
oversedation with the 6mg/kg dose. We believe that over-
sedation to a level of difficult to rouse should be seen as
an adverse outcome.
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Paper No: 22.00

Administration of ropivacaine with low
dose ketamine reduces cytokine
expression after major abdominal
operation in chidren
Dmytro Dmytriiev , Kateryna Dmytriieva and
Oleksander Nazarchuk
Vinnitsa National Medical University, Vinnitsa, Ukraine

Background: Inflammation and nociceptive sensitization
are hallmarks of tissue surrounding surgical incisions.
Our studies were directed towards determining if admin-
istration ropivacaine with low dose ketamine alter

British Journal of Anaesthesia 108 (S2): ii344–ii382 (2012)
doi:10.1093/bja/aer486

& The Author [2012]. Published by Oxford University Press on behalf of the British Journal of Anaesthesia. All rights reserved.
For Permissions, please email: journals.permissions@oup.com



cytokine production after major abdominal operation in
children.
Methods: A 44 children after major abdominal operation was
used to measure the effects of infiltrative administration
ropivacaine 0.2% with low dose ketamine (0,1 -0,3 mg/kg
i.v.) administration on cytokine production in blood 45
minutes, 4 hours after operation. We examination 44
patient, undergoing major abdominal operation in children,
first group receive combination ropivacaine with low dose
ketamine, second group receive morphine (0,1 ml per year).
For statistical analysis 2 tests were used.
Results: Operative incised abdominal wall displayed pro-
found allodynia which was reduced by ropivacaine with low
dose ketamine combination in the 4 hours following incision.
Blood samples these patients showed enhanced levels of 3
cytokines: IL-1b, IL-6, tumor necrosis factor alpha (TNFa).
Ropivacaine with low dose ketamine administration
reduced levels. First group lower cytokines levels over
second group (mean +/- SD, IL-1b - 8.1 +/- 1.1 vs. 18.1
+/1.3 pg/mg protein; IL-6- 244.3 +/- 108.4 vs. 611.1 +/-
102.2 pg/mg protein; TNFa - 22.2 +/- 4.1 vs. 64.4 +/- 8.4
pg/mg) (p , 0.001).
Conclusion: Ropivacaine with low dose ketamine administra-
tion reduces cytokine expression. These studies suggest that
Ropivacaine with low dose ketamine combination may alter
the inflammatory reaction.
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Paper No: 23.00

Neonatal pain syndrome after thoracic
surgery correlates with raised level
of cortisol, interleukin 6 (IL6), IL8 (IL8)
and C-reactive protein (CRP)
Dmytro Dmytriiev 1 and Kateryna Dmytriieva 2

1 Vinnitsa national medical university, 2 Vinnitsa, Ukraine Vinnitsa
national medical university, Vinnitsa, Ukraine

Background: One of the most difficult challenges still facing
researchers and clinicians is assessing pain in the newborn.
The mechanisms contributing to neonatal pain syndrome
(NPS) in infants are multifactorial. Recent evidence suggests
a potential pathogenetic role for inflammation.
Objective: To examine the relationship between serum con-
centrations of inflammatory mediators, cortisol (hydrocorti-
sone) and SNPS after thoracic surgical procedure.
Methods: Prospective observational study involving term
neonates with NPS after thoracic surgery and normal con-
trols. All patients after operation received adequate

analgesic therapy (continuous infusion opioid analgesics).
Blood samples were taken at birth from peripheral venous
blood, at 8 h, 24 and 42 h for cytokines, cortisol and CRP
after surgical procedure. For statistical analysis 2 tests were
used.
Results: 26 neonates (4,1 +/- 0,2 days) with SNPS and 20
controls (4,2 +/- 0,1 days) were enrolled. 14/26 (53,8%) neo-
nates with SNPS required mechanical ventilation, 9/26
(34,6%) required high-frequency ventilation and 1/26
(3,8%) required ECMO; 2/26 (7,7%) died. Neonates with NPS
had more than threefold higher serum levels of interleukin
8 (IL8) than the controls (p , 0.05). At 8 h, 24 h and 42 h,
serum IL6 and CRP were 2.90- fold higher in neonates than
the controls group (p , 0.003). All patients with NPS had
significantly (p , 0.001) higher plasma cortisol levels over
control group (mean +/- SD, 454.52 +/- 48.80 vs. 221.21
+/- 40.39 micromol/l on 8 h; 750.12 +/- 101.4 vs. 348.22
+/- 104.0 micromol/l on 24 h; 588.02 +/- 60.3 vs. 303.3
+/- 61.2 micromol/l in 42 h).
Conclusion: This study demonstrated that severe neonatal
pain syndrome is associated with raised blood levels of
proinflammatory mediators and cortisol, suggesting that
inflammation contributes to the neonatal pain syndrome.
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Paper No: 88.00

Anesthesia in surgical separation
of omphalopagus conjoined twins
Eduardo Paganini , Jose Noya, Horacio Bodor,
Diego Carboni and Pablo Goncalvez
Hospital Nacional Gervasio Posadas, Buenos Aires, Argentina

Introduction: Conjoined twins were first reported BC. The first
successful surgery dates back from 1689. Incidence is
1/50000 pregnancies and approximately 1/250000 live births.
Objectives: Description of this surgery in a non-pediatric,
general-public hospital setting, overcoming its related limita-
tions and assuring a successful outcome.
Methods: Omphalopagus twin pregnancy was ultrasound-
confirmed in the 5th month of pregnancy. C-section was
scheduled. Twins weighed 5.095 kg in all. Apgar score for
both: 9/10. Abdominal scan showed that liver was shared
on the front anterior side. Magnetic resonance angiography
did not show cross circulation. No other abnormality was
detected. Multidisciplinary meetings were organized to
discuss the feasibility of a successful surgery. Our team was
composed by 2 anesthesiologists assisting each twin, and a
team leader to coordinate the whole activity. We were also
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in charge of monitoring, fluids and electrolytes control, and
postoperative pain management. Surgery was scheduled to
be performed when the patients turned 3 months old. Total
weight: 10.720 kg. No previous medication was administered
to reduce any potential adverse effect. Anesthetic induction
was performed simultaneously in the twins with Sevoflurane.
Endotracheal intubation was particularly difficult due to the
small anatomical room available to perform it. To do this,
one twin was placed supine and the other was supported
in such a manner that the space above the face of the
other one was unobstructed. Induction was followed by
Remifentanil 0.4 mcg/kg/min and the relaxation was per-
formed with Atracurium 0.5 mg/kg. Monitoring was per-
formed with central venous catheter, pulse oximetry,
temperature control, ECG and urine output. No blood transfu-
sion was required. The total duration of surgery was 120 min.
Morphine 0.05 mg/kg was administered subsequently
for pain.
Results: After 22 days, they were successfully discharged
from hospital without showing any sign of complication.
Twins are alive, without showing any sequel.
Discussion: The logistic and the technique to be performed
had to be thoroughly planned due to the lack of antecedent
of similar cases in a general hospital. Surgical room was con-
ditioned to meet the requirements so its limitations could be
overcome.
Conclusion: The satisfactory intrasurgical and postoperative
outcome showed that the choice of both, the moment of
surgery as well as the technique used, was appropriate.
Successful outcome proved that having an adequate team
makes this kind of surgery possible even in a general hospital
setting.

Keywords: Omphalopagus; Pediatric anesthesia; Surgical
separation of conjoined twins
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Paper No: 100.00

Perioperative pain management for below
the knee amputation in a failing fontan
patient with severe immunosupression
from macrophage activation syndrome
Rosalie Tassone 1 and R. Scott Dingeman 2

1 University of Illinois Medical Center at Chicago, 2 Children’s
Hospital Boston and Harvard Medical School

Introduction: We describe a child with chronic pain and
complex medical history who presented with several peri-
operative management challenges. Case Description A ten
year-old boy with a history of chronic pain, double-inlet left
ventricle with transposition of the great arteries and palliated
Fontan physiology was scheduled for bilateral below the knee
amputations for lower limb necrosis. On admission for acute
onset multi-system organ failure as a result of macrophage
activation syndrome, he was emergently placed on ECMO.
He had a protracted post- ECMO course. His pain regimen
consisted of gabapentin, methadone, lorazepam, and cloni-
dine patch for preoperative pain control and sedation. An ag-
gressive intraoperative and postoperative plan was devised
to decrease the development of phantom limb pain. Intrao-
peratively, bilateral infragluteal sciatic nerve catheters were
placed and dosed with Ropivicaine until POD 5.. Ketamine
infusion was also stared intraoperatively and continued
until POD 3. Gabapentin and methadone doses were
increased to ensure adequate pain control. He also remained
on lorazepam and a clonidine patch until POD 6 when these
medications were tapered. The patient exhibited no signs of
phantom limb pain, and his chronic pain diminished to a level
managed with lorazepam, methadone, and clonidine.
Discussion: Phantom limb pain has been reported to occur in
48% of children with cancer-related amputations and 12% of
children with trauma-associated amputations. (1-2) A multi-
modal approach and a combination of therapies can
enhance analgesia with fewer untoward side effects in the
child with chronic pain. (3) Regional anesthesia and other
adjunct therapies such as intraoperative ketamine infusion
are described (4) and becoming more prevalent with
pediatric anesthesiologists.
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Paper No: 136.00

Quality evaluation of Rocuronium bromide
during tracheal intubation in pediatric
patients with heart diseases less than
6 months
Junior Lima 1, Manuel Lima 2, Antolin Romero 3,
Abel Facenda 3 and Nestor Sanchez 3
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1 Cardiocentro Pediatrico William Soler, La Habana, Cuba,
2 Hosapital Leoplodito Martinez, Mayabeque, Cuba and
3 Cardiocentro Pediatrico William Soler, La Habana

Introduction: Muscle relaxants show some differences in
pediatric patients. These differences are more pronounced
in neonates and infants, precisely because these age
groups are the particular physiological characteristics.
Objetives: To evaluate intubation conditions using Rocuro-
nium bromide at 60 seconds after administration.
Methods: We performed a descriptive, prospective, transversal
study, included 48 cardiac patients younger than 6 months for
correction of congenital heart disease. Preoperative medica-
tion was used with Midazolam 0.1 mg / kg IM, Racemic keta-
mine 5mg/kg IM and Atropine 0.02mg/kg IM. The induction
of anesthesia was done using total intravenous anesthesia
with midazolam 0.1mg/kg, Fentanyl 5mcg/kg and Rocuronium
bromide 0.6mg/kg. The air way was approached one minute
after the relaxing run. The intubation conditions were observed
according to the modified scale Domaoal 60 seconds after
administration of the muscle relaxant. This scale include,
relaxation grade of the masseter muscle, quality of laryngosp-
copy, vocal cord movility and rejection of the endotracheal
tube. We appointed 1 to 4 points depending of the patient́s
response. Higher score mean greater difficulty of intubation
which was defined in excellent, good, fair or poor. We evalu-
ated heart rate, rhythm, SpO2 and any cutaneuos anaphylactic
reaction during and after anesthesia induction. The relation-
ship between cyanotic and non cyanotic congenital heart
defects and the use of rocuronium was evaluated too.
Results: Intubation conditions were excellent in 45 patients
and good in 3, there were not modification of heart rate,
rhythm, SpO2 . We did not find cutaneuos anaphylactic reac-
tion and there was not relationship between cyanotic and
non cyanotic congenital heart disease.
Conclusions: Rocuronium bromide is an effective relaxant for
rapid control of the airway in patients with heart disease
younger than 6 months.
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Internal jugular venous canalization by
anterior right access for the anesthetic
management of pediatric patients with
heart diseases
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Introduction: To prove the utility of the internal jugular
venous canalization by anterior right access for the manage-
ment of pediatric patients with heart diseases.
Objetives: To determinate the usefulness of the internal
jugular venous canalization by anterior right in cardiac pedi-
atric patients.
Methods: We performed a prospective, analytical, descriptive
and observational study which included 200 patients
younger than 1 year, were placed supine, head in central
position, 15 degrees trendelemburg and interscapular shim,
arterial pulse was located at cartilage cricoids level and
lateral to this we proceeded to puncture the internal
jugular vein to place the catheter by the Seldinger method.
We measured the distance between the skin to jugular
internal lumen making a mark at skin level in intravenous
cannula which was used during the puncture.
Results: We localized the internal jugular vein in the first
attempt in 89% of patients, we located the internal
jugular vein on average 1.2 cm from skin to the jugular
lumen and it was not necessary to introduce the catheter
more than 6 cm. Complications included impossibility to
find the venous in four children, and arterial puncture in
one of them.
Conclusions: Internal jugular venous canalization by
anterior right access is a useful way and easily accessible
for the management of pediatric patients with heart
diseases.
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Paper No: 154.00

Calculating dose of sugammadex in obese
male children undergoing minor urological
procedures
NikolaosNoulas 1, GiorgosLoukas 2, DMaliamanis 1,
D Skodis 2 and Savas Stokidis 2

1 Department of Anaesthesia, NHS-Hospital State of Corinth,
Corinth-Greece, 2 Urology Clinic, NHS-Hospital State of Corinth

Introduction: According to International Obesity Task Force
(IOTF), children with BMI above the 95th position (for sex
and age) are obese. Greece has the highest percentage of
overweight children in Europe. The latest statistical data
showed that about 4/10 children are obese under 10 years
old. Sugammadex is a new reversal neuromuscular agent.
Objectives: The purpose of this study is to determine the
effective dose of this drug according to the total body
weight or the ideal body weight.
Method: The study took place from February 2010 to May
2011. After written concent of parents and approval of hos-
pital ethical committee, 22 obese children between 5-11
years old, ASA I were enrolled. Induction of anaesthesia
was achieved with Atropine 0,01 mg/kg, Propofol 2 mg/kg,
Remifentanyl 0,3 mcg/kg/min and Rocuronium 0,6 mg/kg
based on actual body weight. For maintenance of anaesthe-
sia we used mixture O2/air (40/60), Desflurane 7%, Remifen-
tanyl 0,2 mcg/kg/min and repeated doses of rocuronium
0,15 mg/kg as needed. At the end of the surgical procedure
they were randomized to receive either Sugammadex
2 mg/kg (n ¼ 11, according to IBW), or Sugammadex 2mg/
kg (n ¼ 11, according to TBW) at 2/4 TOF responses using
acceleromyography (AMG). At first we calculated time from
administration of sugammadex to reached TOF . 0,9 (time
TOF). Secondly we measured time from administration of
sugammadex to tracheal extubation (time EXTUB). Data
were presented as mean,plus-minus standard deviation.
Student T-test was used for comparison using SPSS version
17. A p-value , 0,05 was considered statistically significant.
Results: Demographic data were statistically similar in both
groups as well as dose of Sugammadex and time TOF. The
only difference was a shorter extubation time observed in
group TBW. Group TBW (n ¼ 11) Group IBW (n ¼ 11)
p-value Age (years) 7,78+1,71 7,64+1,34 0,838 Weight
(kg) 46,32+11 45,08+8,07 0,768 Length(m2) 1,39+0,12
1,40+0,10 0,856 Dose Sugammadex 92,64+22
85,81+15,03 0,407 time TOF(sec) 88+10 95+8 0,087 time
EXTUB(sec) 138+16 155+14 0,018* *p , 0,05.
Conclusions: Calculating Sugammadex in a dose of 2 mg/kg
according to TBW seems to be safe in obese children,

secures the reversal of neuromuscular blockade and shortens
the time for extubation. More studies with larger sample size
are necessary for safer results.

Paper No: 161.00

Age-specific web-based information
to prepare children and parents for
anaesthesia and surgery
Gunilla Lööf , Ulf Lindsten and Per-Arne Lönnqvist
Astrid Lindgren Childrens Hospital, Karolinska University Hospital,
Stockholm

Introduction: Despite the use of verbal and written informa-
tion prior to anaesthesia and surgery many children and
parents still arrive to the OR unprepared for the experience.
The goal of this project was to create a web-based age-
specific information system that may improve children and
parent comfort prior to anaesthetic induction.
Background: Following a preparation period of 9 months in-
volving a multidisciplinary team (nurses, doctors, advertising
agencies and web-designers) plus extensive interviews with
children and parents the information system was launched
at our hospital in November 2006. The system is interactive
and contains for example age-specific cartoons, web-books,
videos and interviews with pre-school and school children
as well as teenagers. It also contains information for
parents in 25 languages. The site has an average 1500 visi-
tors monthly, including visitors from more than 20 different
countries to date.
Patients and methods: During the audit period September-
December 2007, 2076 children underwent anaesthesia of
which 1350 (65 %) were elective. All families whose children
were planned for elective procedures associated with anaes-
thesia where encouraged in their scheduling letter to visit the
web-site prior to their hospital visit. A questionnaire was pre-
pared for parents and distributed to them immediately fol-
lowing the anaesthesia induction. The parents were asked
to answer the questions during their stay in the waiting
room and collected by the staff at the recovery unit.
Results: 94% of the respondent parents felt well-informed
after visiting the website. 93 % of the respondent parents
also felt that their child was well-informed after the visit.
When asked what they would like to receive as supplemental
information to future pre-anaesthetic visits to the anaesthe-
siologist, most preferred web-based information over written
information or an operating room tour (table 1). 22 % of
the respondent felt well-informed after visiting the web-site
and expressed no need for additive information to the

Web-site information: 47% Written information: 17% Operation-room visit: 14% No need for additive information: 22%
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pre-anaesthetic visit to the anaesthesiologist. Table 1 What
information would you like to receive in the future as a com-
plement to the regular pre-anaesthetic visits to the
anaesthesiologist?
Limitations/Future development: Despite that parents and
children were encouraged to visit the web-site at the
regular preoperative meeting with the anaesthesiologist
still only a minority in fact did so (30%). To generate even
better results substantial efforts are needed to improve the
use of this information tool.
Conclusions: Based on the results of the audit of our web-
based information system we conclude that it was well
received by the families and was preferred to more tradition-
al options, e.g. written information and pre-anaesthetic
operating room tours. This web-based information system
provides a new, modern and effective tool to provide
pre-anaesthetic information.

Paper No: 260.00

Airway management with supraglottic
airway device at pierre robin sequence
Elif Copuroglu , Alkin Colak, Gonul Sagiroglu,
Cem Copuroglu and Isil Gunday
Trakya University, Faculty of Medicine, Department of
Anesthesiology and Reanimation, Edirne, Turkey

Introduction: Pierre Robin Sequence (PRS) is a congenital
syndrome characterized with glossoptosis, retrognathia and
micrognathia. Also a high incidence of temporomandibular
joint ankylosis has been described in PRS (1). Those craniofa-
cial anomalies often make mask ventilation and airway
management difficult. Neonates and babies with PRS may
be affected in different degrees of airway obstruction,
feeding difficulties and chronic hypoxemia (2).
Objective: Is to describe the successful technique of awake
insertion of a new supraglottic airway device (I-gel), followed
by inhalated induction of anesthesia of two patients with
PRS.
Methods: First case: A-28-day-old preterm neonate weighing
2,4 kg with PRS having micrognathia was admitted for gas-
trostomy. Difficult intubation was anticipated. After securing
intravenous access and connecting to the monitors, 100%
oxygen was administered for 3 minutes. His baseline heart
rate was 135 /min, blood pressure was 70/45 mmHg, and
oxygen saturation was 98%. After inhalation induction with
oxygen and sevoflurane 8%, breathing spontaneously,
direct laryngoscopy with an optic view laryngoscope was
made and intubation was tried, but it was unsuccessful.
Than no ¼ 1 I-gel was administered to secure the airway.
The oxygen saturation was 97-99% throughout the proced-
ure. Second case: A-60-day-old infant weighing 3,5 kg with
severe micrognathia, cleft palate, extremity anomalies was
admitted for right and left achillotomy. Her respiratory
sounds were rough, bilaterally. After routine standard

anesthesia monitoring and pre-oxygenation, inhalation
induction was done with oxygen and sevoflurane 8%, breath-
ing spontaneously, than no ¼ 1,5 I-gel was administered to
secure the airway. The oxygen saturation was 97-98%
throughout the procedure.
Conclusion: There were no descriptions of problems with ven-
tilation before, during, or after induction, suggesting that the
supraglottic airway device (I-gel) provided excellent airway
control in PRS.
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Paper No: 265.00

Neonatal anesthesia and mortality in The
University Hospital of Neiva (Colombia)
in 2011
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Introduction: Neonatal anesthesia is the highest level of
complexity in pediatric patients. In order to ensure a better
service quality in the surgery rooms, it is necessary to
achieve the basis for the analysis and the measures of
improvement by knowing the mortality of the neonatal
anesthesia.
Objective: We retrospectively reviewed the cases of all new-
borns taken to any procedure under general anesthesia and
their mortality up to 7 days to determine our statistics.
Methods: A retrospective and descriptive study was per-
formed in which the admission and discharge books from
the neonatal intensive care unit and surgical wards of Uni-
versity Hospital of Neiva were taken as a source of informa-
tion. Taking a look at the period between January 1st and
May 31st, 2011, 32 cases were found but only 22 out of the
32 fulfilled the records for the study. Age, main diagnoses,
procedures performed until the age of 28 days, type of anes-
thesia administered and mortality in 7 d post surgery were
taken into account.
Results: All patients received general anesthesia, 9 out of the
22 (40,9%) got inhaled: general anesthesia, 4 patients
(18,18%) were balanced with remifentanil and 9 patients
(40,9%) were balanced with caudal anesthesia. One case of
endocarditis in a patient led central venous catheter inser-
tion finally died at 6 days postoperatively, another patient
who was hemodynamically unstable, anasarca, low output,
oligoanuria and finally died at 72 postoperative hours. One
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more patient died at 24 postoperative hours in a large deteri-
oration of general condition, previously critical. Finally a
death occurred in a patient with dysmorphism, necrosis
and hemoperitoneum after 6 postoperative days. Six patients
were preterm newborns (27,27%) and 2 (9,09%) out of the
six died.
Conclusions: A high mortality (18,18%) was found in severely
ill patients A performance of highly complex procedures for a
general high complexity non pediatric hospital is observed.
A poor record and file system is evident. This will generate
an incentive to seek a self-registration and monitoring of
patients under study to generate a database.
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Cerqueira José Reinaldo. Mortality In Anesthesia: A Systematic
Review. Clinics 2009; 64(10):999–1006.

3 Chan RPC Jr, Auler JOC Jr. Retrospective study of anesthetic deaths
in the first 24 hours. Review of 82,641 anesthetics. Rev Bras Anes-
tesiol 2002; 52:719–27.
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Paper No: 269.00

Pre-operative airway assessment
in pediatric patients
Nosheela Rafique 1 and Fauzia Khan 2

1 Aga Khan University Hospital, Karachi, 2 Pakistan Aga Khan
University Hospital, Karachi, Pakistan

Introduction: Several clinical criteria are being routinely used
in adults, in order to identify patients with a difficult airway.
This is essential in planning anesthetic management and
endotracheal intubation. Several anatomical airway differ-
ences exist between adults and children. There is very
scant literature available which relates to pre-operative
airway assessment in pediatrics and its relationship to diffi-
cult intubation.
Objective:

† To assess the following variables i.e., age, gender, body
mass index (BMI) and body weight, Mallampati classifi-
cation and thyromental distance in two groups of pedi-
atric patients (pre-school; less than 5years and school
going; more than 5years) pre-operatively and correlate

these to the different grades of Cormack and Lehane
classification observed at the time of laryngoscopy.

† Evaluate the relationship between distance from nares
to tragus with the different grades of Cortmack and
Lehane classification.

Material and Method: This quasi experimental study was
performed at Aga Khan University Hospital, Karachi, after ap-
proval from the ethical committee. One hundred and ninety
six pediatric patients, age range between infant to eight
years and ASA I and II grade undergoing elective surgery
under general anaesthesia with planned endotracheal intub-
ation were included. Demographic and clinical measure-
ments like age, sex, weight (kg), Body Mass Index (BMI),
distance between tragus to nares (cm), Mallampati grades
and thyromental distance (cm) were noted. Relationship of
these variables with Cormack and Lehane grading at the
time of laryngoscopy was recorded. All tracheal intubations
were done by one author.
Results: Cormack and Lehane grades 2 and 3 was observed
in 22% of children , 5years as compared 02% of children .

5 years (p , 0.001). In children , 5 years increasing grade
(2&3) of Cormack and Lehane classification was seen with
decreasing tragus to nares distance (p , 0.002) but this
trend was not observed in older children. A similar trend
was observed with thyromental distance in children , 5
years (p 0.025) and . 5 years (p 0.02). There was no signifi-
cant relationship seen for Cormack and Lehane classification
with respect to gender, body mass index (BMI) and distance
between tragus to nares for children 5 years and above.
Conclusion: We conclude that thyromental distance (Tm),
distance between tragus to nares (Tn) can be helpful in as-
sessment of difficult airway in pediatric patients younger
than 5years of age. Further studies are required on larger
sample size.
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autism spectrum disorder (ASD): a puerto
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Introduction: Autism Spectrum Disorder (ASD) is character-
ized by impaired social interaction and communication, and
by restricted and repetitive behavior, that begins before a
child is three years old.(1) Researchers have shown that
prevalence rates in the U.S. may be as high as 91 in
10,000. As many as 1.5 million people in U.S. may have
some form of autism.(2) A number of studies have examined
the effects of early exposure to anesthesia on brain develop-
ment and subsequent impairment in neurocognitive func-
tion; yet, little is known about the possible effects of
anesthetic agents on social-behavioral functioning.
Objectives: To identify if children who had previous exposure
to anesthesia either during their developing brain years or
later are at risk of developing autism and its severe form of
the disease.
Methods: Data was obtained from structured interviews
administered to a sample of 514 parents/guardians distribu-
ted in two groups: ASD ¼ 262 children diagnosed with this
condition and Non-ASD: 253 children (siblings of ASD
group) without diagnosis (95% confidence interval) that
freely decided to participate and agreed to a consent form.
Variables studied include: demographics, diagnosis and
severity of ASD, exposure to anesthesia, and age of exposure.
Children less than 2 years of age are considered to have
developing brain. Data was analyzed using Chi-square or
Fisher exact test.
Results: In contrast to non-ASD group, most of the children
within ASD group were male, 74% (n ¼ 193, p ¼ 0.0001). Of
the 262 ASD patients, 99 had exposure to anesthetics
before their diagnosis while in Non-ASD population, 110
had exposure to anesthesia, demonstrating no statistically
significant association between both groups (p ¼ 0.2091).
Out of 99 ASD patients exposed to anesthesia prior to their
diagnosis, 72 were exposed before age 2. When compared
to the 110 Non-ASD patients exposed to anesthesia, 86
had exposure during this developing brain period, which indi-
cates no statistically significant association (p ¼ 0.4207). In
addition, most of the ASD children exposed to anesthesia
before diagnosis were diagnosed with mild degree of the
disease when compared to ASD children without any previ-
ous exposure to anesthesia (p ¼ 0.9700). When the exposure
occurred before age 2, ASD children developed mild form of
the disease as compared with ASD children without any pre-
vious exposure to anesthesia (p ¼ 0.1699).
Conclusions: Early exposure to anesthesia in children, includ-
ing during the brain development period, does not increase
the probability to develop neither ASD nor severe form of
the disease.
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Assessment of postoperative vomiting in
retinoblastoma patients and their siblings
undergoing eye exams under anesthesia
Pascal Owusu-Agyemang, Elizabeth Rebello,
Radha Arunkumar, Joseph Ruiz and Dan Gombos
University of Texas M.D. Anderson Cancer Center

Introduction: Post operative vomiting (POV) in children is one
of the leading causes of delayed discharge and readmission
to the hospital. Most pediatric patients cannot voice a feeling
of nausea and risk factors have been associated with POV (1).
Objectives: The purpose of this study was to evaluate the in-
cidence of emesis in the PACU in pediatric patients undergo-
ing eye exams of minimal stimulation under anesthesia.
Methods: We analyzed data from ophthalmologic procedures
that did not involve a surgical incision, laser, and cryotherapy
from our Automated Anesthesia Information System.
Between January 2006 and July 2010 we found 76 patients
with a diagnosis of or need for screening for retinoblastoma.
Our endpoint was administration of an antiemetic or the
documentation of emesis in the PACU. Descriptive statistics
were used in data analysis.
Results: Sixty-three percent of patients received prophylactic
anti-emetics: 40/76 (53%) received ondansetron alone, 6/76
(8 %) received both ondansetron and dexamethasone, and
2/76 (2.6%) patients received dexamethasone alone. The
overall incidence of emesis in this study group was 1.3%
(1/76 patients). The incidence of emesis in the group of
patients receiving anti-emetics and those not receiving
anti-emetics was 0% and 3% respectively
Conclusion: In our study where identified risk factors were
present but with essentially no surgical stimulation the inci-
dence of POV in the PACU was lower than the baseline of 9%
with no risk factors2. However, the discomfort associated
with POV may justify prophylactic anti-emetic administration.
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Paper No: 295.00

The Comparison of Intravenous Magnesium
Sulfate and Lidocaine to Prevent
Laryngospasm after Tonsillectomy
and/or Adenoidectomy
Elaheh Allahyary and Shoja-ul-hagh Taregh

Introduction: Complications following extubation remain an
important risk factor in anesthesia. Laryngospasm is the
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most common cause of upper airway obstruction after tra-
cheal extubation. It is particularly frequent in children after
oropharngeal surgeries like adenotonsillectomy (1-2).
Several studies focused on prevention of laryngospasm
(3-7). The role of lidocaine in preventing post extubation lar-
yngospasm and stridor has been contemplated by previous
researches (3). Magnesium, the fourth most common
cation in the body, has been the recent focus of much clinical
and scholarly interest.
Objectives: In this study we sought to assess the hypothesis
that magnesium sulfate will reduce the incidence of post
extubation laryngospasm and to compare it with intravenous
lidocaine.
Methods: 185 children with ASA physical status I and II,
aged 3-16 years, scheduled to undergo elective tonsillec-
tomy and/or adenoidectomy under standard general anes-
thesia were enrolled in this double blinded study. All
patients randomly entered to three groups to receive
equal volumes of medication or placebo at two distinct
times, first 2 minutes after intubation and second, just
before extubation. The patients received normal saline
and lidocaine 1 mg.kg-1 in lidocaine group, magnesium
sulfate 15mg.kg-1 and normal saline in magnesium group
and normal saline in both mentioned times in control
group. Deep extubation was carried out in all the patients
at the end of operation and the incidence of laryngospasm
were observed and recorded until the time of discharge
from the post anesthesia care unit.
Results: Both magnesium and lidocaine groups revealed less
laryngospasm than the control group (PV ¼ 0.008 and 0.001
respectively), and no difference was found between magne-
sium and lidocaine groups regarding laryngospasm (PV ¼
0.493). The plasma magnesium concentrations were signifi-
cantly higher in magnesium group than two another
groups (PV ¼ 0.0001), but were not more than 2.5 mmol.l-1.
Conclusions: Magnesium sulfate can reduce the incidence of
post operative laryngospasm as well as intravenous lidocaine
in pediatric patients undergoing adenotonsillectomy surgery.
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Paper No: 312.00

Risk of laryngospasm and bronchospasm
with the Layngeal mask airway compared
to endotracheal intubation in neonates less
than six months of age: A retrospective
study of 4,173 patients
Sameh Nour and patrick Ross
Phil Tsai Children’s Hospital of Los Angeles

Intoduction: Though the laryngeal mask airway (LMA) has
been validated as an effective means of providing ventilation
during neonatal resuscitation (1), the routine use of LMAs for
elective surgery in infants remains controversial.
Objective: To date, there have been no studies comparing the
frequency of airway complications with LMA versus endo-
tracheal intubation (ETT) in neonates undergoing elective
surgery.
Methods: We performed a retrospective analysis to deter-
mine the incidence of laryngospasm and bronchospasm
with LMA and ETT in infants less than 6 months of age. All
the anesthetic records from June 2003 to June 2010 at Chil-
drens Hospital Los Angeles were screened. After inclusion
and exclusion criteria were applied, a total of 4,173 cases
remained for analysis. Data extracted included demographic
information, case information, written comments, and the
use of medications common in the treatment of laryngos-
pasm and bronchospasm. Vecuronium 0.1 mg/ Kg was admi-
nistred for endotracheal intubation for the ETT group. Three
independent investigators reviewed records which had
yielded positive results. Comparison of categorical data
between ETT and LMA groups was made using the chi-square
test or Fishers exact test if data contained sample sizes less
than six. Analysis of continuous data between the two
groups was made with the Wilcoxon rank-sum test.
Results: Of 4,173 total cases, 3,418 anesthetics were admi-
nistered using an ETT, while 755 cases utilized a LMA.The
LMA group was found to be older, heavier, and healthier
than the ETT group. The incidence of laryngospasm was
1.7% in the LMA group and 0.7% in the ETT group (p ,

0.05), and the incidence of bronchospasm was 0.4% in the
LMA group and 0.5% in the ETT group (p , 0.05) which is
not statstically significant. Our study is the first to compare
the incidence of airway complications with LMA versus ETT
in the neonatal population. The increased risk of laryngos-
pasm when using LMAs in neonates may be secondary to
difficulty with proper positioning of smaller sized LMAs (2).
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Conclusios: Though overall complication rates are low, the
results from this study suggest that the anesthesiologist
should have a heightened awareness to possible intraopera-
tive problems when LMAs are used in small infants.
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A Comparative Study of Fentanyl and
Alfentanyl in maintaining hemodynamic
cardiovascular stability among Chinese
Pediatric Patients undergoing general
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Introduction: Fentanyl,an opioid anesthetic with strong
agonist action at m-opioid receptors is widely used among
children for various surgical procedures. Tracheal intubation
in children is usually linked with a temporary hemodynamic
cardiovascular response. Fentanyl group of opioids usually
attenuate the cardiovascular intubation response,when
used in small doses. Alfentanyl,an analogue of fentanyl
with around 1/10 potency tends to cause less cardiovascular
complications than other similar drugs such as fentanyl and
remifentanyl.
Objectives: Aim of this study was to evaluate the efficacy of
fentanyl and alfentanyl in relation to hemodynamic stability
of Chinese pediatric patients during routine general anesthe-
sia and mutually compare while assessing the cardiovascular
intubation response.
Methods: A prospective clinical trial was conducted at Anes-
thesia department of Tongji Medical College allied hospitals,
Wuhan, China from June2010 till December2010.48 chil-
dren,aged 8.5+1.7years, ASA?-??,undergoing general anes-
thesia were recruited. They were randomly divided in two
groups. Group A (24n) received fentanyl 1.5 mg/kg while
group B (24n) received alfentanyl 1.5 mg/kg bolus injections.
Induction was done by 2mg/kg propofol slowly.100% pure
oxygen was provided initially and rocuronium was given
for tracheal intubation with laryngoscope. Lungs were

mechanically ventilated with a mixture of 60%(NO)nitrous
oxide and(O2)oxygen along with 1%isoflurane at a flow of
3 L/min. Hemodynamic parameters in terms of blood pres-
sure and pulse were recorded before and after intubation.
Participants with known allergy,respiratory infections,airway
complaints and gastric reflux were excluded from the
study. All the statistical analyses were performed by using
SPSS version15 and a P-value of less than 0.05 was consid-
ered significant.
Results: There were no statistical differences among the
gender,age and BMI of the participants between the two
groups. Time to reach maximum systolic BP (49+18sec vs.
74+30sec, 95%CI 1.542-2.781, P 0.02) and pulse
(52+34sec vs. 108+48, 95%CI 3.176-4.965, P 0.01)
among group A was statistically significant and smaller
than groupB participants. In addition, time for systolic BP
(122+47sec vs.76+44, 95%CI 2.987-4.743, P 0.01) and
pulse (128+32sec vs. 57+22, 95%CI 3.126-5.102, P
0.01)to reach normal were also statistically significant
among the two groups with being the higher values in
group A.Pre-intubation, post-intubation, average
(intra-operative)and maximal (peak value) of pulse, systolic
and diastolic BP were all statistically significant (P , 0.05)
among the participants of the two groups reflecting that
alfentanyl keeps the undergoing subjects more hemodynam-
ically stable.
Conclusion: Alfentanyl group participants showed decreased
values of pulse and blood pressures changes even with their
peak values in comparison to the participants in Fentanyl
group,despite same doses were given. There were minimal
alterations in hemodynamic readings in the alfentanyl
group,if compared with fentanyl received patients. An alfen-
tanyl 1.5-2 mg/kg bolus injection dose alongwith propofol
in children provides a safe circulatory and hemodynamic
balance with minimal cardiovascular response and a stable
anesthetic state.

Paper No: 351.00

The induction of anesthesia with
sevoflurane in pediatric neurosurgical
patients with intracranial hypertension
Irina Savvina , Nathalia Lesteva, Anna Petrova and
Olga Pilat

Introduction and objectives: The choice of anesthetic is
important to provide stable intracranial pressure and auto
regulation of brain circulation during changing of system
homodynamic and PaCO2 and prevent seizures.
Methods: We have analyzed the induction of anesthesia in
34 neurosurgical patients with intracranial hypertension (14
patients aged 1-12 months with hydrocephaly, 20 patients
from 1 to15 years with brain tumors of different localization
including posterior cranial fosse and also with hydrocephaly).
The induction of anesthesia started with sevoflurane (8%)
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before the venous catheterization. MAC of sevofluran was
reached in 30-40 sec. Then all the patients received fentanyl
(5 mcg/kg), clophelin (1,4mcg/kg), and Rocuronium bromide
(0,6mg/kg) which was followed by orotracheal intubation.
Results: No patients developed coughing and psychomotor
excitement. We observed no cases of increasing blood
pressure during intubation. Total anesthesia was provided
by fentanyl (2, 5 mcg/kg), clophelin (0,5mcg/kg), sevofluran
2, 5 vol. %. The condition of the brain was stable and com-
fortable for surgeons.
Conclusions: The method of bolus induction of anesthesia
with sevoflurane (8%) together with fentanyl (5 mcg/kg)
and clophelin (1,4mcg/kg) and non-depolarizing myorelaxant
could prevent undesirable effects(coughing and psycho-
motor excitement) which lead to increasing of intracranial
pressure and could provide level of neurovegetative stabiliza-
tion deep enough to escape the increasing of blood pressure
during intubation. The decreasing of arterial blood pressure
after the induction of anesthesia (about 25% from preopera-
tive level) do not cause harmful effects on the intraopera-
tional condition of the brain.

Paper No: 383.00

Subclavian vein cannulation in neonates
and children:analysis of 272 patients
Reza Aminnezhad 1, Yashar Nasiri Moghaddam 1,
AlirezaMahdavi 2, SajjadRazavi3 and RozaAlikhani 4

1 Resident of Anesthesiology, Mofid Pediatric Hospital, Tehran,
Iran, 2 Anesthesiologist, Mofid Pediatric Hospital, Tehran, Iran,
3 Anesthesiologist and Director of the Pediatric Intensive,
4 Resident of Psychiatry, Tehran University of Medical

Introduction and Objectives: The cannulation of a central
vein allows administration of large volumes of fluids in
short times and at high osmolarities for rehydration,
volume replacement, chemotherapy and parenteral nutri-
tion. Percutaneous central venous line insertion has replaced
peripheral venous cutdown as the primary mode of short
term venous access in children.
Methods: 272 subclavian vein cannulations in neonates and
children up to 8 years old were analyzed regarding successful
first attempt for catheterization and early complication rates
after the procedure retrospectively.
Results: We had 84 newborn patients (first 28 days of life) in
our study population. In this group, 54 cannulations (64.2%)
were successful in first attempt, 1 patient (1.2%) were com-
plicated with pneumothorax, in 24 cases (28.5%) guide wires
became ruined and only in 4 cases (4.8%) attempts to can-
nulation were failed. Appropriate size venous cannulas
were not accessible, so arterial lines were applied in all neo-
nates. In the remaining 188 patients, 1 month to 8 years old,
only 1 attempt to cannulation of subclavian vein (0.5%) was
failed and in 172 cases (91.4%) cannulation performed
successfully at first attempt.

Discussion and Conclusion: Cannulation of central vein in
neonates and children in a skilled hand, would be performed
with great success rate and low early complications.

Paper No: 385.00

Spanish Video in Anesthesia as an
Uncertainty and Anxiety Reducer Tool
in Spanish Speaking Parents
Alberto de Armendi 1, Stephen Gillaspy 2,
Mohanad Shukry 1, Marte Martinez 1 and
Jorge Cure 1

1 The University of Oklahoma Health Sciences Center, Deparment
of Anesthesiology, 2 The University of Oklahoma Health Sciences
Center

Introduction: Parents experience anxiety when their children
undergo anesthesia. Lack of risk information prior to surgery
create parental stress and anxiety. 1 Parental uncertainty is
associated with anxiety. 2 Prior anesthesia knowledge
should reduce parental anxiety. Our study shows that His-
panic parents who viewed a Pre-Anesthesia Spanish video
have decreased anxiety.
Objective: We hypothesize that showing parents a Spanish
video on the risks and benefits of anesthesia within two
weeks prior to surgery will reduce parental anxiety.
Methods: Subjects were randomized into two study groups:
1) viewing the Pre-Anesthesia Spanish video or 2) not
viewing the video. Both groups completed, before and
again after viewing the videos, a Parent Perception of Uncer-
tainty in Illness Scale (PPUS), a State Trait Anxiety Inventory
Test (STAIT Y1, Y2) and the Amsterdam Preoperative Anxiety
and Information Scale (APAIS). Parents repeated the same
three tests before the operation on the day of the surgery.
Parents also completed a satisfaction questionnaire after
surgery.
Results: APAIS scores generally decreased in the parents
exposed to the video. A significant statistical interaction indi-
cates that the PPUS scores of those who watched the video
changed in a different direction after intervention than did
the scores in the control group. Separate within-group
analyses do not yet show significant change over time,
however, the divergence of responses is interesting. STAIT
scores may be increasing more for the standard care group.
Conclusions: Hispanic parents who viewed a Pre-Anesthesia
Spanish video had lower APAIS scores and lower anesthesia
anxiety scores.

References
1 Zeev N, Kain MD, Shu Ming Wang, Lisa A, Caramico MD,

Maura Hofstadter, Linda C, Mayes MD Parental Desire for Periopera-
tive Information and Informed Consent: A Two-Phase Study. Anes-
thesia & Analgesia 1997; 84:299–306.

2 Hoff AL, Mullins LL, Gillaspy SR, PageE MC, Van Pelt JC, Chaney JM
An Intervention to Decrease Uncertainty and Distress Among

BJA Abstracts presented at WFSA

ii354



Parents of Children Newly Diagnosed With Diabetes. Families,
Systems, & Health 2005; 23:329–342.

3 Cassady JF, Wysocki TT, Miller KM, Cancel DD, Izenberg N Use of a
Preanesthetic Video for Facilitation of Parental Education and
Anxiolysis Before Pediatric Ambulatory Surgery. Anesthesia & Anal-
gesia 1999; 88:246–250.

Paper No: 417.00

Effect of 1.5% solution of succinic acid -
“reamberin” on the antioxidant activity
of plasma in post-anesthesia period
in children
Vladimir Lazarev , Leonyd Thsypin,
Irina Khelimskaya and Gennady Klebanov
RSMU, Moscow, Russia RSMU, Moscow, Russia RSMU, Moscow,
Russia Department of pediatric anesthesiology and intensive care
Russian State Medical University, Moscow, Russia

Introduction: Hypoxia is not a rare complication of intra-and
postoperative periods. It is an im-portant component of the
free radical oxidation activation. For the prevention and
reduction of oxidative stress study and application of
topical agents with antioxidant properties include a salt of
succinic acid (succinate). One of the preparations containing
succinate, a 1.5% solution for infusion Â«ReamberinÂ»,
produced by OOO “NTFF” POLYSAN ” Russia, consisting of
active substances - sodium salt of N-metilglyukaminovaya
succinic acid and trace elements.
Objectives: The drug was originally registered “Reamberin” in
Russia in 1999, then - registered and successfully applied in
Ukraine, Belarus, Kazakhstan, Georgia, Uzbekistan, Laos,
Vietnam, Kombodzhe, Burma. More than 30 million patients
were treated with this drug for 12 years. The study of the
antioxidant activity of 1.5% solution for infusion Â«Reamber-
inÂ» in serum in children in post-anesthesia period using the
method of chemiluminescence. This is 3b phase of clinical
trial of the drug has received approval of the local ethics
committee.
Methods: Eleven children aged 6-14 years operated under
general intravenous anesthesia (fentanyl+propofol+
rocuronium bromid) were included into the study. Reamberin
was administered for 2 min at the dose of 4 ml / kg 10 min
before applying the last stitch on the skin. Antioxidant activ-
ity of serum was determined before the Reamberin, 2-3 min
and 10 min after its introduction by the chemiluminescence
method (HL).
Results: Application of 0.5 ml of âEœReamberinâE, 1.0 ml
and 1.5 ml in vitro was accompanied by dose-dependent in-
crease of the antioxidant activity of the drug. For 2-3 minutes
after the “Reamberin” introduction duration of the latent
period (T/T0) HL declining in all the patients, that character-
ized the ability of the intercept free radicals and eliminate
them from the system. The intensity of the slow lumines-
cence (I/I0) (amplitude HL) remained practically unchanged.

This indicated not highly active interception of free radicals in
the system. At 10 minutes after drug administration T/T0 HL
in 9 patients returned to their original performance or
increased. In 1 patient T/T0 HL continued to decline. Taking
the values of estimated parameters before the âEœReam-
berinâE 100%, after its introduction, to get T/T0 - 85,46
Â+ 15,3 (p , 0.05) and 103,94 Â+ 19,5 (p , 0.05), and
for I/I0 - 100,8 Â+ 12,9 and 99,42 Â+ 12,2, respectively,
2-3 and 10 minutes. These results suggest that the main
effect of “Reamberin” on the parameters of HL, accompany-
ing the peroxidation of membrane lipids of liposomes is
presented by the change of T/T0, which is influenced by
the concentration of Fe2+[6].
Conclusions: Solution “Reamberin” has dose-dependent
short antioxidant effect due to oxidation of the catalytically
active ferrous ions and inhibiting the initiation stage of free
radical reactions of lipid peroxidation in serum in children
in post-anesthesia period.

Paper No: 420.00

Incidence of convulsive movements during
inhalation induction with sevoflurane
Dagoberto Ojeda 1, Patricia Cisternas 1,
Fernando Yévenes 2, Ricardo Bartel 2 and
Carlos Alarcón 1

1 Clı́nica Dávila, Santiago, Chile, 2 Facultad de Medicina
Universidad de Los Andes

Introduction: Mask induction with sevoflurane has been
associated with epileptiform changes of the EEG and some-
times localized and generalized tonic-clonic movements
(1,2,3). Haga (4) reported a 6% incidence of convulsions
during induction with sevoflurane in children.
Objectives: To determine the incidence rate of convulsive
movements during the induction of anesthesia with sevoflur-
ane and its associated factors.
Methods: From march 1st to july 31st 2011, we asked to the
anesthesiologists of our institution to watch the occurrence
of tonic-clonic movements during sevoflurane induction,
after the loss of eyelash reflex and before the injection of
intravenous drugs. The sample size was calculated in 400
patients to obtain a 95% confidence interval with an error
lesser than 2.5%.
Results: We obtain data from 404 patients with a median
age of 4 years old (range 2 days to 16 years old), predomin-
antly males (62%) and ASA physical status I (80%). The
maximal vaporizer concentrations of sevoflurane reached
were 8% (median). The incidence rate of convulsions was
3.5%, they occurred at normoxemia and hypercapnia, were
mostly localized (13 de 14 cases) and more frequent in
females (Odds ratio ¼ 3.1;95% CI ¼ 1.01-9.39, p ¼ 0.047).
The incidence rate of convulsive movements during induction
with sevoflurane was 3.5%; 95% CI: 1.9 - 5.8%.
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Conclusions: The incidence rate of convulsions during mask
induction with sevoflurane was 3.5% and associated to
female sex.
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Paper No: 437.00

Application sugammadex in children
VladimirLazarev 1, LeonydTsypin 2, PavelRossaus 2,
Vladimir Kochkin 3 and Pavel Negoda 3

1 Department Children’s Anesthesiology and Intensive Care.
Russian State Medical University, Moscow, Russia, 2 Department
Children’s Anesthesiology and Intensive, 3 Department of
Anesthesiology and Resuscitation

Introduction: Used to date anticholinesterase drugs does not
possess a yield sufficient effectiveness in postoperative
residual curarization (PORC). The appearance of selectively-
binding relaxant drug, sugammadex, should be able to
solve this problem. Experience of using this drug in children
is not sufficient.
Objective: Evaluate the selective relaxant first-binding drug,
sugammadex clinical efficacy in children.
Methods: We examined 30 children aged 3 to 15 years
(weight 14-45 kg, height 97-166 cm) with oncology in ASA
II-III. Induction of anesthesia was performed i.v. bolus - pro-
pofol 2.5mg/kg, fentanyl 5mcg/kg, rocuronium 0.6mg/kg,
maintaining a constant anesthetic i.v. infusion - propofol
6mg/kg/h, fentanyl 3,0mg/kg/h, rocuronium 0.6mg/kg/h. Dur-
ation of anesthesia 120-165 min. Fentanyl was discontinued
for 20-30 minutes until the introduction of anesthesia
sugammadex 4mg/kg administered on the basis of TOF in
10 patients, PTS 1-2, and 2mg/kg, T2, in 20 patients with
the simultaneous termination of administration of propofol
and rocuronium. Evaluated arterial BP, HR, SatO2, etCO2,
NMB (TOF-Watch SX), the sedation depth (A-2000XP(Aspect
Medical)).
Results: After the introduction of sugammadex 4mg/kg in 2
cases the value of TOF has increased to 100% after 45
seconds, in 4 cases - up to 99% after 75 seconds and in 4
children was greater than 90% after 1,5 minutes. In this
group the mean of restoration of neuromuscular conduction
to the level of TOF 90% or more occurred in 75 seconds. The

recovery of neuromuscular conductivity to a level more than
90% showed an average of 115 seconds after sugammadex
2mg/kg introduction. The dynamics of BIS-index indicated
the change rate of 26.5% in its increase direction in the 1st
minute of the level before the introduction of sugammadex
further to 46% on the 3d and 67.7% in the 5th minute.
By this time, all the patients recovered consciousness, and
the BIS-index was higher 80. Hemodynamic data did not
undergo significant changes after the introduction of sugam-
madex. EtCO2 values and SatO2 testified about the adequacy
of spontaneous ventilation is 120 seconds from the moment
of sugammadex introduction in all patients. There were no
adverse effects when using this drug. In neither case viola-
tions were fixed within 2 hours after sugammadex adminis-
tration, which could be due to PORC.
Conclusion: Sugammadex 2mg/kg and 4mg/kg in children
provides an effective and rapid elimination of neuromuscular
block in the values of TOF T2 and PTS 1-2 respectively.

Paper No: 443.00

Tramadol versus Bupivacaine in the penile
nerve block for circumcision
Hedi Gharsallah , Zied Hajjej , Walid Sallami,
Koubaib Abdelhafidh and Amira Dridi
Department of anesthesiology and intensive care Military hospital
of Tunis- Tunisia

Introduction: Penile nerve block is a common procedure and
can provide effective analgesia during circumcision.
Objectives: to compare the quality of analgesia provided by
Tramadol versus Bupivacaine administered in penile nerve
block.
Material and Methods: After approval of the ethic committee
and parental consent, we conducted a prospective rando-
mized double-blind study in ASA1 children proposed for
circumcision under general anesthesia with sevoflurane
associated with a penile block. 2 Groups: a penile block
with Bupivacaine 0.5% at 1mg/kg (Group 1) or penile block
with Tramadol 2mg/kg (Group 2). The injected solutions
were prepared for a total dose of 0.2ml/kg. The quality of an-
algesia in per procedure was assessed by the kinetics of heart
rate. The duration of analgesia and use of additional anal-
gesic (Paracetamol) was noted until the 12th postoperative
hours. Postoperative pain was evaluated by the OPS score
(1) on wake up, 30 minutes, 60 minutes and 12 hours in post-
operative. The study of adverse events was focused on the
occurrence of postoperative nausea vomiting, the allergic
incidents, the incidence of hematoma at the puncture,
sedation and respiratory depression.
Results: We have included 80 patients (40 patients in each
group). The two groups were comparable: age (3+1 in the
2 groups) and duration of circumcision (13.6+4.6 minutes
vs 13.8+4.2, Group 1 vs group 2, respectively). There is no
significant difference in the hemodynamic response to
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incision but analgesia was higher in group 1 with a significant
difference in heart rate at 5 and 10 min. We found no signifi-
cant difference in the OPS score on awakening (p ¼ 0.22) at
30 min (p ¼ 1) and one hour (p ¼ 1). The addition of comple-
ment analgesia with Paracetamol before the 12th hour was
similar in the 2 groups (20% in the 2 groups, p . 0.05).
Three patients in the tramadol group had nausea,vomiting
with not significant differences. (P ¼ 0.24). No cases of
respiratory depression, sedation or allergic reactions were
noted on 80 patients. One hematoma was noted in the
tramdol group
Discussion: Postoperative analgesia provided by Tramadol in
the penile nerve block for circumcision is comparable to that
of Bupivacaine. The superiority of Bupivacaine regarding
intraoperative analgesia can be explained by more delayed
effects of Tramadol which joins the study that used tramadol
only by a caudal block for inguinal hernia repair at the same
dose (2mg/Kg)(2). The results of our study are in favor of an
effect of Tramadol in the penile block avoiding adverse
cardiovascular effects of Bupivacaine.
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Paper No: 453.00

Secondary spread of caudal blockade
as assessed by ultrasonography
Marit Lundblad , Staffan Eksborg and
Per-Arne Lonnqvist
Dept of Physiology & Pharmacology, Section of Dept of Womeńs
and Childreńs Health, Karolinska Dept of Paediatric Anaesthesia &
Intensive Care, Karolinska University Hospital, Stockholm, Sweden

Introduction: Redistribution and secondary spread following
the initial injection of local anaesthetics (LA) are important
factors that contribute to the final spread of caudal blockade
in children. However, to date these phenomena has yet not
been studied in detail.
Objectives: The aim of this observational study was to define
patterns of secondary spread and redistribution of a caudal
block by means of real-time ultrasonography scanning and
cutaneous testing.
Methods: Ultrasound assessment of LA spread within the
caudal-epidural space as well as epidural pressure was fol-
lowed during 15 minutes after initial injection (1.5 ml kg-1,
ropivacaine 0.2 %) in 16 infants having elective inguinal
hernia repair. At 15 minutes post-injection cutaneous
testing was also performed to assess the cranial dermatomal
level of the block (at end-tidal sevoflurane 2.5 %).
Results: Ultrasound-assessed cranial spread was Th10 and
Th8 at 0 and 15 minutes, respectively, and sensory level at
15 minutes was Th4. The caudal injection was initially

found to compress the terminal part of the dural sac, later
followed by a partial reexpansion as epidural pressure was
returning towards pre-injection values. An intrasegmental
redistribution from the dorsal to the ventral compartment
of the epidural space was also observed.
Discussion and Conclusion: Two separate patterns of
secondary spread of caudal blockade could be observed;
horizontal intrasegmental redistribution and longitudinal
cranial spread. The bi-directional movement of cerebrospinal
fluid observed (coined “the CSF rebound mechanism”) does
explain a major part of the difference between the initial
ultrasound assessed cranial level and the final level deter-
mined by cutaneous testing.
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Comparison of two different methods of
anaesthesia in children undergoing MRI
Niels Anker Pedersen 1, Karsten Skovgaard Olsen 1,
Lene Kilmose 1, Anne Gert Jensen 1 and
Anne Gert Jensen 2

1 Dept. of Anesthesiology, Glostrup Hospital, University of
Copenhagen, DK-2600 Glostrup, Denmark, 2 Dept. of Radiology,
Glostrup Hospital, University of

Introduction: MRI in children has to be performed either
under deep sedation or under general anaesthesia. Although
many different methods of anaesthesia have been described
comparative studies are scarce.
Objective: The goal of our study was to compare anaesthesia
with Sevoflurane (group S) and anaesthesia with Remifenta-
nil plus Propofol (group PR).
Method: 120 children aged 1 – 10 years, ASA physical status
1-2, were randomized to one of the 2 groups. The child’s be-
havior before and after the anaesthesia, vital parameters,
parents’ satisfaction (with the induction and the immediate
recovery period), the length of the stay in the recovery
room and in the children’s ward were registered. The children
in the S group received Sevoflurane (1.3 MAC), had a
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laryngeal mask placed and were breathing spontaneously.
MAC, end-tidal Sevoflurane, end-tidal CO2 and respiratory
rate were monitored. The PR group received an infusion of
Propofol 50 mcg/kg/min and Remifentanil 0.06 mcg/kg/min
and were breathing spontaneously too. A bi-nasal catheter
was placed for administration of oxygen and monitoring end-
tidal CO2 and respiratory rate.
Results: No patients were excluded. The children in the S
group were more agitated at arrival to the MR room and
more children in the PR group had more than one attempt
of iv cannulation. Apart from this the 2 groups were compar-
able. In the PR group 15 children received one or more
boluses of Propofol (and the infusion rate was increased)
due to movements and in 8 others the infusion rate was
increased due to insufficient anaesthesia. In the S group
the Sevoflurane concentration was increased due to insuffi-
cient anaesthesia (changes in vital parameters) in 12 chil-
dren. In the first 30 min in the recovery room more children
were awake in the PR group than in the S group and in the
first 45 min the children in the PR group had a better behav-
ioral score than children in the S group. At 90 min more chil-
dren in the S group than in the PR group were still in the
recovery room and the children in the PR group were dis-
charged earlier from hospital. Regarding parent satisfaction
there was no difference between the two groups. No
serious complications were experienced.
Conclusion: The Sevoflurane anaesthesia was the most reli-
able regime during the MRI. However, the Propofol/Remifen-
tanil anaesthesia gave a significantly shorter hospital stay
and a higher (better) behavioral score after the anaesthesia.

Paper No: 537.00

Usage of a1-adrenoreceptor antagonist
urapidil for hemodynamic management
during cardiopulmonary bypass in
neonates
Nikolay Karakhalis , Alexander Skopets,
Alex Shadrin, Elena Pavlenko and
Svetlana Peresada
Krasnodar Regional Clinical Hospital #1, Krasnodar

Introduction: It is well known that the main problem hemo-
dynamic management neonates during CPB is high level of
SVR due to imperfection their vasoregulatory mechanisms.
That is why there is a necessity to additional cooling for
decreasing flow of CPB. Different kinds of vasodilators are
employed to prevent high arterial pressure during CPB. The
potent vasodilator Sodium Nitroprusside has same limitation
due to its possibility to increase intracranial pressure. Many
others medicines have mainly venodilatatory properties
that results to the retention of water (that’s why they can
not be used in neonates for these purpose). Moreover

intavenous anesthetics do not completely attenuate the
stress response of surgery and CPB [1].
Objectives: The aim of this study was to assess the effective-
ness a1-adrenoreceptor antagonist Urapidil [2] to hemo-
dynamic management during CPB.
Methods: We compared two groups of neonates undergoing
cardiac surgery with hypothermic CPB. Mean age was
5.8+2.1 days, BSA 0.21+0.02m2, t¤C during CPB –
27.2+1.5¤C, time of ischemia was 65.8+4.5min, time CPB
– 84+4 min; MUF had performed in 15% cases. In both
groups anesthesia was induced with Sevoranew 1.7-2.1
MAC, rocuronium bromid 0.5-0.7mg kg-1; maintenance
of anesthesia was 1.5-2.1 MAC Sevoranew; maintenance of
anesthesia during CPB (200 ml/kg/min Terumow Advanced
Perfusion System 1) was 1.0-1.3 MAC Sevoranew and con-
tinuous infusion of Fenthanyl 3-10 mg kg-1h-1; Volatile anes-
thetic was delivered into oxygenator in composition of gas
mixture. We used antegrade cardioplegia Custodiolw 40 ml/
kg. In Urapidil group (n ¼ 20) we used single bolus of
a1-adrenoreceptor antagonist in dosage 1mg/kg at the be-
ginning of CPB to maintain perfusion pressure within
35 mmHg. In control group (n ¼ 25) it had achieved by con-
tinuos infusion of Sodium Nitroprusside and by additional
boluses of Fenthanyl. We assessed the necessity and dur-
ation of inotrope therapy in postperfusion period, necessity
in additional boluses of Fenthanyl or increases of it’s
dosage, determined the intraoperative BIS, hemodynamic
profile, oxygen delivery and consumption, biochemical tests
such as intra- and postoperative levels of glucose, lactate;
extent of capillary leakage, time respiratory support, length
of stay in the ICU.
Results: In Urapidil group the lactate level was
4.2+2.3mmol/l vs. 6.15+2.2 mmol/l (p . 0.05); glucose
level was higher in control group 9.3+2.4 mmol/l vs.
5.6+1.5 mmol/l (p , 0.05). Time of respiratory support and
length of stay in the ICU were lower in Urapidil group. Myo-
cardial insufficiency was observed in both groups; delayed
osteosynthesis was performed in 15% in each group.
Conclusion: Our results indicate that use of Urapidil during
cardiopulmonary bypass permits easily achieve and
montain the target level of perfusion pressure and, to
avoid increasing dosage of Fenthanyl, reduce of time of
respiratory support, length of stay in ICU. Usage Urapidil
permits to avoid additional cooling during CPB and to
perform same surgical repair in normothermia. Usage of
Urapidil can be useful for heamodynacal management
during CPB in neonates.
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Paper No: 555.00

Trapezius squeeze test as an indicator
for depth of anaesthesia for lma insertion
in children
Sarla Hooda and Kiranpreet Kaur
Pt. BDSharma PGIMS, Rohtak, India Pt. BDSharma PGIMS, Rohtak,
India

Introduction: Clinical tests like loss of verbal contact,
eyelash reflex, corneal reflex, jaw relaxation etc are
usually practised to assess the depth of anaesthesia.
“Trapezius squeeze test”(TST) is another such clinical test.
It is a simple test to perform in which one to two inches
of trapezius muscle is held and squeezed in full thickness
and response is evaluated in the form of toe / body
movement.
Objectives: To assess the efficacy of trapezius squeeze test to
indicate adequate depth of anaesthesia for LMA insertion in
anaesthetised spontaneously breathing children.
Material & Methods: One hundred paediatric patients
between 3-5 years of age, scheduled to undergo elective
surgery were included in this study. We evaluated negative
trapezius squeeze test as an indicator for optimal anaesthe-
sia depth for LMA insertion in anaesthetised spontaneously
breathing children. Anaesthesia was induced using 4% sevo-
flurane in oxygen. As the child lost the verbal contact or loss
of body movement, TST was performed. Test was repeated
every 15 seconds till it became negative. When child lost re-
sponse to trapezius squeeze, a well lubricated, appropriate
size LMA was inserted.
Results: Mean time for Trapezius Squeeze test to become
negative in our study was 271.80+55.8 seconds and ease
of insertion was excellent in 91 and acceptable in 9 patients.
LMA was successfully inserted in first attempt in 96%
patients. No marked hemodynamic changes occurred in
any child.
Conclusions: Negative trapezius squeeze test is a reliable end
point which when used for placement of LMA in spontan-
eously breathing children provides excellent conditions for
LMA placement in majority of the patients without any unto-
ward effects.
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Paper No: 610.00

Assessment of acute postoperative pain
in the pediatric population of a high
complexity general hospital. Hospital
Universitario Hernando Mocaleano
Perdomo de Neiva – Colombia
Daniel Rivera Tocancipá ,
Constanza Ramos Lizcano, Natalia VArgas Alarcon
and Adriana Perea Rodriguez
Anesthesiologist, Coordinator Postgraduate Anesthesiology and
Resuscitation, Universidad Surcolombiana, Neiva, Colombia
Student Xth Semester, Medicine Program

Introduction: Post surgery pain can be severe and its physical
and psychological consequences can lengthen and worsen
the basic illness. In our hospital there are no studies concern-
ing the intensity and management of postoperative pain in
children. Improvement programs can be implemented once
the situation is identified.
Objectives: Describe postoperative pain intensity, medica-
tion and analgesic techniques used in post surgery children,
so as to set the bases for the “Clinical Pediatric pain”
program.
Method: Observation study of a suitable cohort of children
under 13 years of age, carried out between October 2010
and February 2011. Observations in three instances: entering
the Post anesthesia Care Unit (UCPA), leaving the UCPA and
at 24 postoperative hours. Pain intensity was recorded by
means of the Analog Visual Scale (EVA);numeric scale in
patients over 7 years old and EVA of the face in younger chil-
dren, recording the medication and analgesia techniques
employed. The analysis was done using the Epi-info 3.5.1.
Results: Of the 175 children undergoing interventions, from 1
month to 12 years of age, average 6 years, a 23.7% recorded
moderate to severe pain on entering the UCPA, 19% on
leaving the UCPA, and an 11.2% after 24 hours. AINES
(69.2%) were the analgesics most commonly used, the
most frequent were Dipirone (98.3%), followed by opiates
(23.1%), Tramal was the most frequent (41%), followed by
morphine (33.3%). All the patients were under basic
general anesthesia. As transitional anesthesia in surgery
rooms, an 8.1% received multimodal anesthesia, 24.4%
local infiltration, 2.0% plexus blocking and 1.2% peridural
blocking. No records of pain intensity were found in the clin-
ical history of any patient. The highest pain frequency was
found in children below 2 years of age, with 35.7%, 50.3%
and 28.6% of pain perception on the three instances
assessed. The specialties showing most interventions were
Pediatric Surgery (44.6%), Orthopedics (24.6%) and Plastic
Surgery (21.7%), for 91% of procedures.
Discussion and Conclusions: The management of post-
operative pain in children is not adequate, as shown by the
high occurrence of moderate to severe pain, under consump-
tion of opiates (Morphine), and low transitional anesthesia
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percentage, especially multimode anesthesia. It is necessary
to implement a Clinic for the Management of Postoperative
Pain in Children; this should include the use of pain assess-
ment instruments, relevant for children under 2 years of
age, whose pain intensity is perceived as being higher. It is
necessary to record pain evolution in clinical histories.

Keywords: Postoperative pain; Pain in Children; Analgesia
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Paper No: 611.00

Pleuropulmonar pediatric surgery mortality
at the high complexity general
hospitalcenter of Neiva – Colombia –2010
Daniel Rivera Tocancipá
Anesthesiologist, Training in Pediatric Anesthesia, Coordinator
Postgraduate Anesthesiology and Resuscitation, University Andrés
Barreiro Resident II Anesthesiology and Resuscitation

Introduction: At present thorax pathological surgery in chil-
dren covers a wide spectrum; it includes infectious diseases,
congenital conditions, trauma and cancer. This is possible
thanks to scientific progress (risk stratification, surgical tech-
niques, anesthesiology techniques, pain management and
ICU management) and technological advances video thora-
coscopy, bronchial blocking and mechanical ventilation. The
Hospital Universitario Hernando Moncaleano Perdomo de
Neiva is an institution that takes care of all kinds of patholo-
gies and patients (General Hospital) with limited economic
resources. As pleuropulmonary surgery is carried out in chil-
dren it is therefore important to know our mortality statistics.
The 2010 databases were revised to gather basic epidemi-
ology data of the pediatric patients who had undergone thor-
acic surgery on lung and pleura, as a basis to improve care
and carry out further research.
Objectives: Determine mortality on day 28 and basic
epidemiological aspects of patients of less than 12 years of
age undergoing thorax surgery at the HOSPITAL UNIVERSI-
TARION DE NEIVA HERNANDO MONCALEANO PERDOMO, of
Neiva-Colombia, during the period from January 1st to
December 31st, 2010.
Method: Retrospective observation study taking into account
as secondary data sources the operating theater records, the
statistics service and the hospital mortality records. The

analysis was done using Epi-info 3.2. Lung and pleura proce-
dures were considered. Surgery on esophagus, trachea or
persistent arterial ducts was not considered, due to deficien-
cies in the records.
Results: There were 24 pleuropulmonary pediatric surgery
interventions during 2010: 92% of them (22 patients) were
programmed and 8% (2 patients) were emergencies. The
male/female ratio was 3:1. One patient (4.16%) died. Three
procedures (12.5%) were endoscopic and 21 (87.5%) open
(Thoracotomy). Five patients were taken to the Standard
Post-Anesthesia Care Unit (20.8%) and 19 (79.2%) were
taken to the Pediatric Intensive Care Unit. The most frequent
procedure was lobectomy by thoracotomy (50%); most inter-
ventions were done in children 1 to 5 years old (54.16%).
Conclusions: Lung and pleura pediatric surgery shows high
mortality (4.2%) and falls within that reported in the litera-
ture, it is much lower than that reported for the adult popu-
lation (between 15% and 23%). Most of these procedures
are carried out on patients having lung infection sequelae.
Deficiencies were found in the hospital databases with
under recording of activities, limiting the studies and
epidemiological decision making.
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Resuscitation with Lipid or with
Epinephrine in Levobupivacaine-Induced
Cardiac Toxicity in Piglets
Mathilde De Queiroz 1, Ossam Rhondali 1,
Olivia Leveneur 2, Henri Musard 1 and
Dominique Chassard 1

1 Department of Pediatric Anesthesiology, Hôpital mère enfant,
69500 Bron, France, 2 Veterinary Technician, Veterinary School,
University

Introduction: Lipid emulsion infusions are increasingly used
in the treatment of local anesthetics cardiac toxicity. A
newborn piglet model was developed to evaluate the effect
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of lipid and epinephrine during cardiac arrest following levo-
bupivacaine cardiac toxicity.
Methods: Thirty-three anesthetized, instrumented newborn
pigs received lévobupivacaı̈ne (2.5mg/ml) at the rate of
200 ml/h until collapse appeared. Collapse was defined by a
decrease of the baseline MAP by 50% persisting for 15 con-
secutive seconds. The piglets underwent external cardiac
massage and ventilation in oxygen in addition to study
drugs.
Control group (CG): no additional drug, Lipid Group (LIP): lipid
alone with an initial bolus of 4 ml/kg over 1 min followed by a
continuous perfusion at the rate of 0.25 ml.kg-1.min-1.
Epinephrine Group (EPI): bolus of epinephrine 10 mg/kg
every 3 min, Group EPI-LIP (combination of EPI+LIP). The re-
suscitation went on during 30 min or until the recovery of an
efficient and stable cardiac activity defined by MAP upper
than initial MAP, and normal sinus rhythm for 30 min.
Results: Survival rates were 1/7 in CG, 7/9 in LIP, 6/7 in EPI
and 10/10 in EPI-LIP, respectively. The mortality was statis-
tically different between CG and other groups but not signifi-
cant between CG, LIP and EPI-LIP group. In the group EPI, the
mean dose of epinephrine was 45.7 mg/kg and 12.7 mg/kg in
the group EPI-LIP (P , 0.001). For survivors, the number of
ECG abnormalities was 0 in LIP group, 14 in EPI group and
17 in EPI-LIP group (P , 0.05).
Conclusions: Lipid emulsions and epinephrine have a
comparable efficacy on survival rate in this model of
levobupivacaine-induced cardiac toxicity. However, epineph-
rine alone or its combination with lipid was associated with
rhythmic or conduction cardiac disturbances.
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Paper No: 663.00

Sodium Nitroprusside Is Not Associated
with Metabolic Acidosis During
Intraoperative Infusion in Children
Greg Hammer 1, David Drover 1, Sara Connolly 1,
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1 Stanford University, Stanford, CA, USA2 Duke University, Durham,
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Introduction: Sodium nitroprusside (SNP) is a potent vaso-
dilator with a rapid onset and offset. Due to its relative
ease of titration, SNP may be a useful adjunct for the

induction and maintenance of deliberate hypotension
during major surgery. The metabolism of SNP results in the
liberation of cyanide ions (CN-). Cyanide toxicity includes
metabolic acidosis caused by interference with cellular
energy metabolism. Data are limited confirming the relation-
ship between SNP and metabolic acidosis during anesthesia.
Nevertheless, the concern of toxicity has limited the use
of SNP.
Objective: We performed a retrospective case-control study
to determine whether the intraoperative use of SNP is asso-
ciated with an increase in the incidence of metabolic acidosis
in children.
Methods: Data from 179 children undergoing craniofacial
and spinal fusion surgery between 2005 and 2010 at Lucile
Packard Children’s Hospital at Stanford were reviewed.
Records from 60 patients who received SNP (Treatment
Group) as part of a multicenter study (NO1-HD-4-3386)
were compared with records from 119 patients who did not
receive SNP (Control Group). Metabolic acidosis was defined
as serum bicarbonate (HCO3) , 18.5 mEq/L and/or adminis-
tration of HCO3 during anesthesia. The sample size in the
Control Group was selected to achieve 80% power when
testing noninferiority in the proportion of SNP patients with
metabolic acidosis.
Results: Demographics, estimated blood loss, and total fluids
administered in the two groups were similar. 19 (SE 32%) and
35 (SE 37%) children in the treatment and control groups,
respectively, experienced metabolic acidosis. The 95% confi-
dence interval for the difference between these proportions
is (-21%, 11%).
Conclusion: The use of SNP has been limited because of the
assumed association with metabolic acidosis. We found that
administration of SNP for deliberate hypotension during
major surgery is not associated with an increase in the
incidence of metabolic acidosis.

Paper No: 670.00

Gastroschisis: surgery in life zero minute:
anesthesiologists new challenges
Raul Daniel Trotta , Virginia Funes, and
Melina Yedro

Introduction: the technique used for the perinatal treat-
ment of gastroschisis, consists of the primary closure and
without general anesthesia of the abdominal wall defect,
with the support of fetal placental circulation in life zero
minute. Two conditions are crucial: prenatal diagnosis
before the 32 weeks, and no fetal associated malforma-
tions. The procedure is based on the fact that gastroschisis
behaves like a big obstructed hernia which starts to
strangulate in the last weeks of gestation. An elective
caesarean section between weeks 34 to 36 and the use
of this technique would encourage visceral return before
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handles are modified by dilatating and becoming more
rigid.
Objective: management of analgesic-sedation in four new-
borns carriers of gastroschisis . The four babies born by cae-
sarean underwent the simil-exit technique for introduction
of viscera to abdomen. Material and methods: caesarean
is practised in all cases with subarachnoid anesthesia+
oxigen at 50% with mask. Neonatal analgesic sedation
was performed through the mother using Remifentanil
administered by TCI – there is no pharmacokinetics devel-
oped in pregnants. Loaded the data to the Base Primea
(weight, age and height), infusion was started once the
spinal analgesia was assured (Bupivacaine 8 mg+Fentanyl
20 micrograms). The starting dose was 0,05 mcgr/Kg/
minute to get to 0,1 mcgr/Kg/minute, when patients said
to feel quiet and sedated. The total length of infusion was
between 15 and 17 minutes. Administration of the drug
was suspended when the obstetrician found the beating
of the cord had stopped. Results: At anesthesiologist level,
the determination to use an intravenous opioid like Remi-
fentanil in sedative doses on the mother was based on pre-
vious jobs by Kan and col, taking advantage of the drug
pharmacokinetics because of its rapid metabolism by blood-
esterases. We must add the high volumen of fetal distribu-
tion, which assures rapid distribution and plasma level fall
below values that do not produce respiratory deppression
after umbilical cord beating stops. TCI was also used; this
allowed to administer the desired concentrations in the
mother and to get the desired effect on the fetus, making
it appear less reactive and with no evidence of pain, there-
fore, contributing to the facilitation of visceral return to
abdomen.
Conclusions: The unnecessary endotracheal intubation
during surgery plus the non-use of postoperative Mechan-
ical Ventilation add a key prognosis element for this tech-
nique in improving the patients’ evolution. The lack of
complications related to the surgical technique, the very
good analgesic sedation achieved in newborns, main goal
of this work, and the good clinical outcome obtained add
a new challenge to interdisciplinary groups proposed for
the treatment of these patients in the search for new
knowledge.
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Paper No: 688.00

The triangle made with the real sacral
hiatus and PSISs is equilateral in children?
Jeong-Rim Lee , Seung-Ho Choi and Yang-Sik Shin
Department of Anesthesiology and Pain Medicine, Yonsei
University College of Medicine

Introduction: Caudal block is common regional block in pedi-
atric anesthesia. The equilateral triangle located between
sacral hiatus and posterior superior iliac spines (PSISs) is
used in determining the location of the sacral hiatus as the
conventional method. In this study, we assessed if the tri-
angle made with the real site of sacral hiatus confirmed by
ultrasonography and two PSIS is equilateral in children.
Objective: to confime if the triangle made with real sacral
hiatus and PSISs is equilateral in children and if the shape
of triangle is changed according to age.
Method: Children aged 0-72 months scheduled for undergo-
ing inguinal herniorrhapy under general anesthesia with
caudal block were enrolled. After induction of general anes-
thesia, the patients were placed in the left lateral decubitus
position with full flexion of the hip joint for caudal block.
The real site of sacral hiatus was confirmed by ultrasonog-
raphy. The triangle between the real site of sacral hiatus
and PSISs was drawn and then the angle of sacral hiatus in
the triangle was measured.
Results: The distribution of the angle of sacral hiatus in tri-
angle between the real site of sacral hiatus and PSISs was
shown in Figure 1. The coefficients of Pearson¡s correlation
among age, weight, and height with the distribution of the
angle were -0.440, -0.445 and -0.434 (p , 0.001).
Conclusions: The triangle located between the sacral hiatus
and PSISs was not an equilateral triangle in pediatric
patients.

Paper No: 703.00

Anaesthetic management of scoliosis
surgery in patients with Fontan circulation
Fernando Domı́nguez , Clara Gallego Ismael,
Acevedo Jesús Burgos and Marı́a Soledad Asuero

Introduction: Idiopathic scoliosis occurs in 2-3% of the
general population (1). The association between congenital
heart disease (CHD) and scoliosis is well studied (2,3). The
Fontan procedure is the final stage to palliate a variety of
complex cardiac congenital defects with functional single
ventricles. The survival rates in these children have improved
in the last two decades, so more patients with univentricular
functional heart require scoliosis surgery.
Objectives: To present our experience with the anaesthetic
management and perioperative care in patients with spinal
scoliosis and a Fontan physiology.
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Methods: We reviewed the medical records of seven patients
with univentricular heart who had undergone surgical treat-
ment for spinal deformity. Data were abstracted regarding
cardiac history, major Cobb angle, type of spinal fusion,
American Society of Anesthesiologists (ASA) score,
New York Heart Association (NYHA) score, presence of cyan-
osis, cardiac and neurologic monitoring, anesthesia time,
operative blood loss, transfusion requirements, perioperative
complications, postoperative ventilation time, perioperative
inotropic support, intensive care unit (ICU) stay and
mortality.
Results: Mean age at surgery was 15 years 3 months, mean
Cobb angle was 688. The types of CHD were: 4 single ventricle,
2 double outlet ventricle with transposition of great vessels,
and 1 pulmonary atresia. None of them had open fenestra-
tions. Four patients were cyanotic. ASA score was III in six
patients and IV in one. NYHA score ranged between I and
III. All patients were instrumented with segmental instru-
mentation and allograft by posterior procedures. Spinal
cord monitoring was used in all patients. Transoesophageal
echocardiography was used in five patients. Anaesthesia
time, postoperative ventilation time and ICU stay were
respectively: 440 minutes (range 330 – 540); 7,1 hours
(range 2 – 17); and 3,8 days (range 2 – 9). Perioperative
mean blood loss was 2291ml (range 1000 – 2900). All
patients were treated with antifibrinolytic drugs. Periopera-
tive blood salvage was used in four patients. Transfusion
requirements were: packed red blood cells 3,5 units (range
1-5); fresh frozen plasma 350 ml (range 0 – 800); platelet
concentrates 67 ml (range 0 – 400). Perioperative complica-
tions were: 1 atrial fibrillation, 1 low cardiac output with
pulmonary hypertension and 1 left pulmonary artery throm-
bosis. Three patients needed perioperative inotropic support.
One patient died intraoperatively as a result of ventricular
dysfunction that progressed to cardiac arrest.
Conclusions: Anaesthetic management and operative treat-
ment of scoliosis in these patients may be successful. The
priority is to maintain sufficient intravascular volume for
adequate pulmonary blood flow and cardiac output.
However, complications are frequent and significant.
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Incidence of unplanned extubation in
pediatric intensive care unit patients: a
retrospective descriptive study

Reza Aminnezhad , Sajad Razavi , Roza Alikhani
and Mahshid Talebian
PICU Nursing Manager, Mofid Pediatric Hospital, Resident of
Psychiatry, Tehran University of Medical Anesthesiologist and
Director of the Pediatric Intensive Resident of Anesthesiology,
Mofid Pediatric Hospital, Tehran, Iran

Introduction and Objectives: Unplanned extubation (UE) is
an infrequent but a potentially harmful complication in pedi-
atric intensive care unit (PICU) patients. We planned this
study to evaluate the incidence of UE in our PICU patients
and to find out possible factors which may impact on UE.
Methods: We studied the documents of patients who were
admitted in a university based PICU with 10 beds in a 1 year
period from Jan 2009 to Jan 2010. Factors reviewed included:
age, gender, use of cuffed or un-cuffed endotracheal tube
(ETT), use of restraints and or sedation, route and duration of
intubation, time of day, patient mental state, care of ETT in
the last 12 hours, any movement or change of position and
mode of ventilatory assist at the time of UE.
Results: 59 UE occurred in 3023 patient-days, 238 intuba-
tions and 1631 intubated patient-days. This represents UE
rate of 1.95% per patient-day and 3.6% per intubated
patient-day. Average age of patients in whom UE had been
occurred was 28.5+38.7 (1-156) months. UE were more
prevalent in boys than girls (41 vs. 18). UE was more likely
with un-cuffed ETT than cuffed ones (50 vs. 9). Restraints
were applied in 20 patients (33.9%). Sedative drugs were
administered in 41 patients (76%). All of UE were reported
in orotrachealy intubated patients (100%). Time distribution
was as follows: in 28 patients 8:00 pm- 8:00 am and in 31
8:00 am- 8:00 pm. At the time of UE, 7 patients were uncon-
scious, 9 were lethargic, 28 were agitated and 10 were calm
and sedated and at that time 1 had low, 40 had moderate
and 15 had lots of secretions. In all cases of UE ETT suction-
ing was performed in intervals of more than 2 hours in
12 hours leading to UE. In 23 cases, patient movement
and in 16 cases, changing his/her position by nursing staff
resulted in UE. UE was less likely in patients assisted with
T-piece than whom under mechanical ventilation (1 vs. 50).
Conclusions: In our study, patient age less than 2 years, male
sex, use of un-cuffed ETT, agitation, irregular or low frequency
ETT suctioning, patients movement and mechanical ventilation
are more likely associated with UE. Use of sedative by itself is not
a protective measure. Nasotracheal intubation may prevent
from UE. Low amount of secretions may have protective value.

Paper No: 749.00

Anesthetic management for thimectomy
in a patient with Myasthenia Gravis
Mariana Ivon Ciancio 1, Fernándo Villayandre 1,
Hernán Colman 2, Miren Madariaga 3 and
Maximiliano Ago 4
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Objectives: Case report about anesthetic management for a
patient with Myasthenia Gravis
Introduction: Myasthenia Gravis (MG) is an autoinmune
disease with IgG antibodies against acethylcholine (Ach)
postsynaptic receptors at the neuromuscular junction,
attaining a prevalence of 1/20000 individuals. These patients
are at risk of developing postoperative respiratory failure due
to the muscle weakness and the superimposed surgical
stress, posing an important challenge in both intraoperative
management and postoperative analgesia.
Case Study A 13 years old female patient, ASA III, bearing a
10 months evolution MG, with a respiratory failure associated
with pneumonia and sepsis was admitted to the ICU for
mechanical ventilatory support during 4 days. Diagnose was
confirmed at discharge with Edrophonium Test and Ach Anti-
body Receptor test and a treatment with pyridostigmine
180mg/day and prednisone 20mg/day was indicated. Thymec-
tomy was considered due to the rapid progression and treat-
ment resistance. Plasmapheresis cycles were performed 5
days previous to surgery. Forced Residual Capacity yielded
normal values. Pyridostigmine was suppressed 6h prior to
surgery. Steroid was not interrupted, and the inhibition of
the hypothalamic-pituitary-adrenal axis was supplemented
intraoperative with hydrocortisone 150mg. No premedication
was administered. General anesthesia was induced with 8%
sevoflurane, fentanyl 100ug and remifentanyl 0.5ug/kg/min
by a continuous infusion pump. After testing palpebral
reflex, ventilation with Maplesson C was established and
5 min endotracheal intubation was performed. Anesthesia
was maintained with 3% sevofluorane and remifentanyl
0.5ug/kg/min. No muscle relaxants were used. Cardiovascular
parameters and oxymetry were monitored. Tramadol 50mg
was supplied. Postoperative extubation at 0 score (Leventhal
Scale) was without complication. Postoperative analgesia
was controlled due to higher sensitivity and risk of respiratory
depression caused by opioids. After confirming normal ventila-
tory capacity (Aldrete 10/10, Chips 0 and Ramsay 2) the
patient was transferred to the ICU.
Supplementary Data MG is an autoinmune disorder with
decreased number of Ach receptors, thus rising the sensitivity
to nondespolarizing muscle relaxants. Excessive curarization
and absence of monitoring predispose the onset of ventilatory
failure, and a prolonged ICU stay. Recent studies have
confirmed the possibility of performing general anesthesia
without using muscle relaxants, as in the case presented.
Comments and Discussion: Pharmacological advances in
anesthesia permited us a successful management of a MG
critical patient without using neuromuscular blocking
agents and achieving extubation without complications.

Keywords: Thymectomy; Myasthenia gravis; Anesthetic
management
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Anesthetic management of a giant
mesenchymal liver hamartoma in a 2-years
old child
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Karina Rando 2
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Introduction: Even though Mesenchymal Hamatoma of the
liver is the second most common benign liver tumor in chil-
dren, it is rare. It typically presents in the first 2 years of
life. Even though spontaneous remissions are possible and
surgical resection is the treatment of choice. When the size
of the tumor is big surgery might be very difficult and trans-
plantation might be a useful adjunct. Treatment of these
tumors should be concentrated in centers with expertise(1).
Anesthetic management need to be planned carefully.
Intraoperative problems are frequent and postoperative an-
algesia is a challenge.
Objectives: 1-Describe the multidisciplinary team work
during diagnosis and treatment of a giant liver Hamartoma.
2-Discuss, intraoperative monitoring, fluid replacement,
analgesia and possible complications. 3-Present a brief
review of the literature.
Patient and methods: A 2-year old boy, 13 kg weigh pre-
sented with abdominal distension and respiratory symptoms.
Ultrasound, Computed Tomography (CT), and magnetic res-
onance imaging (MRI) of the abdomen were suggestive of
a mesenchymal hamartoma of segments V and VI of the
liver. With the mentorship of a trained pediatric liver
surgeon and the participation of pediatricians and anesthe-
siologists the team plan the procedure.
Results: An 8 hour surgery was performed; dissection of the
retro hepatic cava vein was difficult but without mayor com-
plications. General anesthesia was induced with Sevofluor-
ane and maintenance was with Fentanyl and Isofluorane.
Central venous pressure and arterial blood pressure was
monitored invasively. During the dissection of the suprahe-
patic veins, central venous pressure was reduced to 4-6 mm
Hg to reduce bleeding. Even though, the patient required
massive transfusion with plasma, red blood cells and
platelets. Intravenous morphine was used as analgesia
and the patient was extubated at the end of the surgery,
discharged from the hospital at the 6th postoperative
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day. Clinical follow-up for twenty months were without
complications.
Conclusions: Surgical treatment of giant liver tumors is
feasible and safe when a trained team or working interdi-
sciplinary with a non experienced teams mentored by
experts.
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Separation of Onphalopagus Conjoined
twins: Anaesthetic management
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Objective: Report a case about anesthetic management in
separation of onphalopagus conjoined twins.
Introduction: Conjoined twins are monozygotic and mono-
chorionic individuals, namely genetically identical and of
the same sex, that develop united by different anatomical
regions but generally identical regarding the pair. The inci-
dence is 1: 50,000.
Case report A pair of male onphalopagus conjoined twins
were delivered by cesarean at 34 weeks of gestational age.
They weighed 3.725 kg each one. The right-sided baby was
identified as Twin1 and the left one Twin2. Apgar scores
were 7/9 and 5/8 for Twin2 respectively. Orotracheal intub-
ation was performed to proceed to reanimation since they
presented bradycardia and respiratory distress. Magnetic res-
onance at 32 weeks showed no anomalies in fetus 1, fetus 2
showed ventriculomegaly, hydrocephalus, cervical lordosis,
decreased lung volumes, gastric agenesis with few intestinal
loops and right kidney hypoplasia. Decision to surgical separ-
ation was taken at 48h life delivery with the participation of
two teams of anesthesiologists provided with their anesthe-
sia machines and multiparametric monitors. Both twins were
intubated and due to hemodynamic instability dopamine
10-20ug/kg/min was supplied by infusion pump. Anesthesia
induction was performed with midazolam 0.1mg, fentanyl
4mcg, vecuronium 0.2mg. The same drugs were used for
maintenance. Parenteral hydration with saline 30ml/min
was administered by a volumetric pump. Arterial blood pres-
sure (BP) and heart rate (HR) were: 65/40mmHg and 150-160
beats/min, for both twins respectively. Ligature of shared

intestinal loops and liver generated serious hemodynamic
impairment of Twin2 (HR 84, BP 30/15 and asystolia)
leading to death despite CPR maneuvers and transfusion of
35ml Red Blood cells and dobutamine 25ug/kg/min. Twin1
was intubated, and stabilized within the following para-
meters: BP 74/40mmHg, HR152, remaining in ICU. Extubated
after a week of surgery, was discharged five months later.
Supporting data Symmetrical conjoined twins that have a
minimal area of juncture are due to surgery, such as
onphalopagus twins that share liver and jejunum.
Comments and Discussion: The anesthetic management of
conjoined twins is a surgical challenge due to the high
complexity procedures. Successful management of conjoined
twins relies on close communication and cooperation of all
members of the multidisciplinary team.

Keywords: Onphalopagus conjoined twins; anaestethic
management
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Paper No: 846.00

5% lidocaine patch could reduce needle
pain but not rocuronium-induced
withdrawal in children
Sang-Wook Shin , Ji-Uk Yoon, Hyeon-Jung Lee
and Hae-Kyu Kim

Introduction: Intravenous catheter insertion before induc-
tion of general anesthesia is a challenge especially for
children, and some drugs cause pain and discomfort during
intravenous injection. Local anesthetics may reduce this
kind of complications. We postulated that a pretretreatment
with 5% lidocaine patch to the injection site could reduce
both venipuncture pain and rocuronium-induced withdrawal.
Objectives: The purpose of this study was to examine the
analgesic effect of 5% lidocaine patch compared with
placebo patch during venipuncture and rocuronium injection
in children.
Methods: Seventy-two pediatric patients (4–15 yr) were allo-
cated into two groups in a randomized, double-blinded way.
Group A was pretreated with 5% lidocaine patch and group B
was done with placebo patch on venipuncture site. Pain
during venipuncture needle insertion was measured by
FLACC scores (Faces, Legs, Activity, Cry and Consolability)
and withdrawal movement during injection of rocuronium
was evaluated by a 4-point scale (1: no response, 2:

Abstracts presented at WFSA BJA

ii365



movement at the wrist only, 3: movement involving the arm
only, and 4: movement in more than one extremity or gener-
alized response). Grade 4 was regarded as generalized
movement.
Results: The FLACC score during venipuncture was signifi-
cantly lower in Group A than in group B (p , 0.001). The
overall withdrawal movement on injection of rocuronium oc-
curred 92.5% in group A and 84.4% in group B. The incidence
of generalized movement was 45% and 53.1% respectively.
The withdrawal movements did not show significant differ-
ences between groups. Conclusions: Pretreatment with a
5% lidocaine patch to the venipuncture site could be a
safe, effective, and simple method to reduce needle insertion
pain in children, but this method may not prevent rocuro-
nium injection withdrawal movement during the induction
of anesthesia.

Paper No: 851.00

Anesthetic management in interventional
cardiac catheterization for congenital
heart disease
Toshihiro Yorozuya , Sonoko Fujii and
Takumi Nagaro
Department of Anesthesiology & Resuscitology, Ehime University
Hospital

Introduction: Recently, pediatric cardiac catheterization is
shifting toward therapeutic, trans-catheter interventions. In
interventional cardiology, for prolonged procedures and
complex interventions, or in critically ill status, general
anesthesia is recommended and required.
Objectives: The aim of the study was to review the outcomes
of general anesthesia for interventional and diagnostic
cardiac catheterization in pediatric patients in our institution.
Methods: We retrospectively examined 315 cases of inter-
ventional and diagnostic cardiac catheterization for congeni-
tal heart disease performed with general anesthesia
between January 2008 and July 2011.
Results: One hundred and eighty-five patients (from 0 to 25
years of age) underwent interventional procedures and 130
patients (from 0 to 25 years of age) underwent diagnostic
catheterization. All patients were anesthetized with inhal-
ation of sevoflurane, 2-10 mcg/kg of fentanyl, and muscle
relaxants. Mechanical controlled ventilation with endo-
tracheal intubation was performed using room air except
the cases required oxygen therapy. Normal blood gases
and acid-base status were maintained, particularly when cal-
culating shunt fractions. Means (SD) of anesthesia duration
for interventional cardiology and diagnostic catheterization
were 245.4 (84.9) and 212.2 (62.0) minutes, respectively.
Adverse hemodynamic collapse, which may be caused by
myocardial ischemia, occurred in 2 cases during interven-
tional procedures. In one case of two, extracorporeal

circulatory assist was needed and the patient was trans-
ferred to intensive care unit. The catheter-related complica-
tion occurred in 1 case, which was the injury of subclavian
artery. The patient was transferred to the operating room
for surgical repair. In the patients who had pulmonary
artery hypertension (PH) associated with congenital heart
disease, there were no incidents of critical PH crisis during
anesthetic induction, maintenance, and emergence.
Conclusions: While planning the general anesthesia for
cardiac catheterization, we should understand the underlying
pathophysiology, the purpose of the procedures, and
anesthesia-induced changes in hemodynamic parameters.
The cardiac and respiratory effects of the drugs and technique
chosen should avoid distortion of hemodynamic measure-
ments. The drug combination of sevoflurane and fentanyl
may be the preferred method to achieve the stable hemo-
dynamic condition and to prevent PH crisis during interven-
tional cardiac catheterization. However, recent concerns
about the effects of general anesthetics on the developing
brain should be considered in infants. In case of rapid deterior-
ation of the cardiovascular status, drugs for resuscitation have
to be readily available and should be prepared in appropriate
dose for each patient before anesthesia.
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A Perioperative Audit of the Paediatric
Cochlear Implant Program at the Singapore
General Hopsital
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Introduction: Cochlear implantation in children is an estab-
lished procedure for treating irreversible hearing loss. The pro-
cedure itself is time-consuming, expensive and challenging.
Objectives: The aim of the study was to surface anaesthetic
issues involved in the perioperative management of such
patients in a predominantly adult tertiary general hospital.
Methods: We conducted a retrospective clinical audit of 184
paediatric (age , 12) cochlear implantation cases. All those
cases were operated by the same surgeon in Singapore
General Hospital during the period from 1997 to 2010. Both
unilateral and bilateral implantation procedures for children
were included in this study.
Results: 184 procedures were performed on 173 patients
under general anaesthesia. The average age (mean [sd,
range]) at the time of surgery was 3.7 [2.6, 0.7-11] years.
Inhalational anaesthesia was the more popular choice for
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induction (66.3%) as compared to intravenous agents
(33.7%) with the most popular inhalational and intravenous
agents being sevoflurane and propofol respectively. Patients
were intubated and ventilated using inhalationals. Analgesia
consised of local anaesthetic infiltration supplemented by
narcotics. The mean duration of the unilateral and bilateral
implantation procedures were 3.2 [1.0, 1.2-6.5] hrs and 4.7
[0.8, 4-6] hrs respectively. There were 2 induction complica-
tions (1 episode of laryngospasm and 1 case of difficult IV
access) and there were 2 cases of intra-operative tachycar-
dia. The most common post-operative complication was
pain which was reported in 97.8% (180) of the procedures,
followed by nausea and vomiting which was reported in
10.3% (19) of the procedures. Fifteen patients (8.1%)
required additional analgesia in the post-anaesthetic care
unit. In the ward, 14 patients (7.6%) required stronger anal-
gesia in addition to paracetamol. Peak paracetamol require-
ment (22.9 [16.6] mg/kg) was on the first post-operative day.
Nausea and vomiting was reported in 10.3% (19) of the
procedures. The correlation between increasing age and
post-operative nausea and vomiting was statistically signifi-
cant (p , 0.05) as was the association between age and
analgesic requirements. The average duration of hospital
stay was 3.2 [1.0, 1-6] days. Mean age at time of surgery
as well as duration of unilateral implantation procedures
decreased over time. A trend towards same day admissions
(SDA) was also noted.
Conclusion: Cochlear implantation in paediatric patients is a
relatively safe procedure involving few complications.

Keywords: Paediatric Cochlear Implantation; Anaesthesic
Outcomes; Clinical Audit
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A single dose of propofol improves
intubating conditions during inhalational
induction with sevoflurane in children
Gordana Vlajkovic , Radomir Sindjelic,
Biljana Barisic , Jelena Vernai and Maja Novakovic
Center for Anesthesiology, Clinical Center of Serbia

Introduction: Tracheal intubation without a muscle relaxant
is a well established clinical concept in pediatric anesthe-
sia.[1] However, the quality of tracheal intubation may
contribute to laryngeal morbidity.[2] Objectives: This rando-
mized, double-blind, placebo-controlled study was designed
to investigate whether a small bolus dose of propofol
before intubation may improve the conditions for tracheal
intubation in children anesthetized with sevoflurane.
Methods: With IRB approval and parental informed written
consent, 77 children aged 1-5 yr, ASA status I and II, sched-
uled for elective ophthalmic surgery, were allocated random-
ly to receive either propofol 1% 1 mg/kg [n ¼ 39] or an
equivalent volume of saline 0.9% [n ¼ 38] during induction

of anesthesia with sevoflurane. After priming of the anes-
thetic circuit with sevoflurane 8% in 2:1 N2O:O2 at a fresh
gas flow of 8 L/min, inhalational induction was initiated via
a facemask. Once the loss of the eyelash reflex occurred,
concentrations were decreased to achieve and maintain an
end-tidal sevoflurane concentration of 4%. When the pupils
were deemed to be miotic and centred the study drug was
given, and laryngoscopy and tracheal intubation were
performed. The primary endpoint of the study was the pro-
portion of patients having excellent conditions for intubation.
Ease of laryngoscopy, vocal cord position, coughing, jaw
relaxation and limb movement were allocated a score of
1-4, with 1 being excellent conditions.[3] Intubating condi-
tions were considered clinically unacceptable if any category
scored . 2. Statistical analyses were performed using the
Student’s t test, the Fisher’s exact test and Mann-Whitney
U test, p , 0.05 being regarded as significant.
Results: The two groups were comparable with respect to
demographic characteristics. The number of children having
excellent intubating conditions was higher in the propofol
group [33/39 (84.6%)] than in the placebo group [17/38
(44.7%)] (p , 0.01). There were no cases of clinically
unacceptable intubating conditions in the propofol group
compared to 10/38 (26.3%) in the placebo group (p , 0. 01).
Conclusions: A bolus dose of propofol 1 mg/kg significantly
improves intubating conditions in children anesthetized
with sevoflurane/nitrous oxide.
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I-GEL (Supraglottic Airway Device)
in pediatric ophthalmic anesthesiology
Pavel Rylov and Sergey Bersenev
IRTC Eye Microsurgery, Ekaterinburg Center, Ekaterinburg, Russia,
620149

Use of supraglottic airway devices is the most safe method to
provide patency of respiratory tract meeting the requirements
of modern outpatient anesthesiology. In our clinic we use
I-GEL in adults since 2007, but pediatric I-GEL devices have
become commercially available only since 2010. Aim of our
paper is to perform an analysis of I-GEL in pediatric outpatient
anesthesiology. We have performed a prospective study of 32
anesthesia cases in children using I-GEL. Age of the children
was from 4 to 14 years (mean, 7.2+3.0 years). Surgery
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included scleroplastic operations in 30 children, levatoroplasty
in 1 patient and corneal grafting in 1 patient. In 15 children
I-GEL airway devices size 2.0 and in 17 children – size 2.5
were used. In 25 children induction was performed with
Sevorane and anesthesia was supported with Sevorane. In 7
children older than 7 years induction was performed with Pro-
pofol and anesthesia was supported with Sevorane. Artificial
pulmonary ventilation was performed with BLEASE respirator
in SIMV mode. Ventilation parameters were controlled with
Capnomac Ultima Datex monitor. All the measurements
were performed at MAC of 1.2-1.4. In all the children inspira-
tory and expiratory volumes were measured; escape volume
was also calculated. After measuring in 10 consecutive re-
spiratory cycles mean values of these volumes were calcu-
lated in all the children. Besides, in all the children escape
percent was calculated as follows: escape percent ¼ escape
volume × 100% / inspiratory volume. For control the same
indicators have been calculated with 1 liter bag attached to
the respiratory contour and inspiratory volume pre-
established at 200 ml. I-GEL were introduced in all the chil-
dren without technical problems – at first attempt in 31
case and in 1 case size 2.5 airway device was exchanged for
size 2.0 due to auscultatory defined escape. In all the children
adequate ventilation and oxygenation were performed during
anesthesia. (pCO2 – 32 to 41 mm H2O, SpO2 – 99%). Auscul-
tatory air escape was defined in 3 cases. According to gas
monitor air escape value was from 2 to 70 ml (mean, 18.9+
3.4) which made 2 to 20% of respiratory volume (mean
escape percent 8.3+3.8). In control measurements with 1
liter bag attached to the respiratory contour and pre-
established respiratory volume of 200 ml air escape made
from 1 to 40 ml (mean, 17.5+4.8 ml) or 2 to 20% of respira-
tory volume (mean escape percent 7.7+2.6). So, there was
no statistically significant difference between data achieved
during anesthesia and control measurements. In other
words, use of I-GEL for artificial pulmonary ventilation in chil-
dren provides insignificant loss of breathing mixture which
does not significantly differ from loss during ventilation of a
bag attached to the respiratory contour speaking in favor of
sufficient airtightness of these airway devices. In all the
children airway devices were removed at the background of
adequate spontaneous breathing. No blood remnants were
found on airway devices after removal. No complications
during anesthesia were marked.
Conclusion: I-GEL supraglottic airway device sizes 2.0 è 2.5
are effective and safe air ducts and may be recommended,
alongside with laryngeal masks, for providing respiratory
tract patency and artificial pulmonary ventilation during
planned outpatient operations in children.

Paper No: 934.00

Fibreoptic intubation using the retromolar
space in a paediatric patient with severe
trismus and bilateral nasal stenoses

Angela Truong and Dam-Thuy Truong
The University of Texas M.D. Anderson Cancer Center, Department
of Anesthesiology and Perioperative Medicine, Houston, Texas

Introduction: In patients with restricted mouth opening, in-
tubation can usually be achieved by the nasal route. Unfor-
tunately, in some patients, nasal intubation is
contraindicated because of concomitant nasal pathology
or coagulopathy.
Objectives: We present a case of a paediatric patient with
severe trismus and bilateral nasal stenoses who required an-
aesthesia for segmental mandibulectomy. To obviate the
need for tracheostomy and its potential complications, 2,3
airway control was achieved using the retromolar space as
an access for flexible fibreoptic orotracheal intubation.
Methods: A 21 kg, 125 cm 8-year-old boy with right mandibular
rhabdomyosarcoma presented for mandibulectomy. He had pre-
viously undergone radiotherapy with tumor resection and plastics
reconstruction with a scapular osteocutaneous flap. Due to over-
growth of the bone flap, he had severe mandibular asymmetry
with chin deviation towards the left, worsening malocclusion
and severe trismus with an interincisor distance of less than
5 mm. General anaesthesia was induced with propofol 40 mg
and fentanyl 30 mcg IV. The patient was ventilated by bag and
mask without difficulty. Rocuronium 10 mg IV was given. Resist-
ance was encountered during attempts to pass a paediatric bron-
choscope through both right and left nares. The fibreoptic scope
was then inserted into the left retromolar space. The epiglottis
and glottis were identified. A 5.0 mm ID tracheal tube was
guided over the bronchoscope for successful intubation. Surgery
proceeded uneventfully. The patient was extubated and trans-
ferred to the post anaesthesia care unit in good condition.
Results: An awake fibreoptic intubation was not chosen due
to the patient’s young age, inability to cooperate, and antici-
pated difficulty in airway topicalization.4 Severe trismus pre-
cluded the insertion of a rigid laryngoscope intraorally.
Because of the risk of epistaxis in a patient with restricted
mouth opening, nasal fibreoptic intubation attempts were
quickly abandoned once difficulty in inserting the scope
was encountered. Fibreoptic oral intubation through the ret-
romolar space was performed. Located between the last
molar and the ascending ramus of the mandible, the retro-
molar space has been used to anchor tracheal tubes after
maxillofacial surgery in children.5 Based on measurements
of a 3-dimensional reconstruction model created from a
computed tomography scan of the patient’s face obtained
preoperatively, the left retromolar space was deemed large
enough to accommodate a 5.0 mm ID tracheal tube.
Conclusions: Flexible fibreoptic retromolar intubation in a
paediatric patient has never been reported. This technique
offered an invaluable solution to manage a formidable
paediatric airway challenge.
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Safety and efficacy of spinal anaesthisia
for pyloromyotomy in neonates with pyloric
stenosis
Raul Eduardo Fernandez , Eduardo Halac,
OlviaPatricia Villarreal and Victor Nievas

Introduction: Pyloric stenosis usually affects male neonates
between 17-25 days of life. Girls are sometimes affected.
Supraumbilical pyloromyotomy under general anaesthesia
is the usual procedure for relieving pyloric obstruction. We
propose the Ramstedt right extramucosal supraumbilical
pyloromotomy under spinal anaesthesia. Somri has pub-
lished a series involving 25 cases. In 23 cases, excellent
results were achieved.
Objectives: To compare the safety margins and analgesic
efficacy of spinal anaesthesia in neonate pyloromyotomy.
Methods Neonates diagnosed as having pyloric stenosis
were given spinal anaesthesia. They all had a clinical
pyloric obstruction diagnosis proven by ultrasound without
any associated malformations. Spinal anaesthesia with ap-
propriate pencil-shaped needles (25G x 25 mm) was carried
out (with neonates in the sitting position) using isobaric bupi-
vacaina 0.5%, 0.8mg/kg. Vital signs were monitored at base-
line and from then on, every 5 minutes to complete a period
of 30 minutes Results Thirty neonates with a mean age of 23
days (18-25) were studied. Baseline vital signs were similar in
all patients. Sensory levels achieved ranged between T3-T5
thoracic segments within 5-7 minutes after the spinal punc-
ture. The analgesic effect lasted 50-60 minutes, allowing
enough time for the surgical procedure. Surgeons agreed
that this procedure provided the proper surgical time and
they found no complications during the surgical interval.
Conclusions: Ramstedt right extramucosal supraumbilical
pyloromyotomy under spinal anaesthesia avoids the need
for intubation and short-time mechanical ventilation; these
procedures, occasionally, are fraught with either minor or
major complications. Spinal anaesthesia for simple surgical
procedures such as pyloromyotomy for pyloric stenosis
offers effective anesthetic levels for surgeons without
needing airway manipulation. The procedure was well toler-
ated and accepted by both the surgical and paediatric team.

Spinal anaesthesia for pyloromyotomy arises as a valid
option.
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Ultrasound-guided axillary vein access
in neonates: an alternative approach
for central venous catheterization
Gonzalo Rivera , Maria José Cordero ,
Silvana Cavallieri , Mauricio Campos ,
Sandra Benavides and Marta Cornejo
Hospital de Niños Luis Calvo Mackenna, Santiago, Chile

Introduction: Previously, has been reported the use of ultra-
sound (US) in catheterization of the internal jugular vein
(IJV), the subclavian vein (SCV) and the brachiocephalic
vein in children1-3. However, these studies are mainly devel-
oped in children older than neonates. Cannulation of central
vessels in neonates is more difficult than the same procedure
in older children and adults. On the other hand, neonates
offer a unique advantage in terms of visualization with US
techniques.
Objective: We undertook this current study to describe the
technique and to evaluate the results of the US-guided
approach to the axillary vein (AV) in neonates.
Methods: We scheduled 67 neonates in a period of 7 months.
The scan was performed using a Sonosite M-Turbo (Bothell,
WA, USA) with its linear probe (13 – 6 Mhz - HFL38x). Patients
were located in a slight Trendelemburg position with a rolled
towel under their shoulders. The arm of the same side was
abducted in 708-908 approximately, for improving the visual-
ization of the AV. The scan was performed first in the neck
and then the probe was moved downward following the
IJV toward its junction with the SCV. At this point, we
obtained the picture of the SCV interrupted by the acoustic
shadow of the clavicle (Pirotte). Next, the probe was moved
laterally over the surface of the pectoral muscle in the infra-
clavicular area following the AV. The puncture was done in
plane near to the lateral border of the pectoral major
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muscle reaching the AV as distal as possible always under
real-time US visualization. Side of puncture, number of
attempts, redirection the guidewire. Were registered. All
patients were followed for 7 days after the procedure to
observe any relevant condition.
Results: In all patients the procedure was successful. In 66%
the AV was punctured at the first attempt (25.5% two
attempts, 8.5% three attempts). In 63.8% movements to
redirect the guidewire were needed. No arterial puncture,
and no pneumothorax were registered. A moderate shoulder
swelling was presented in 14% three days after the proced-
ure. In those cases the CVC was withdrawn and patients
were followed clinically and with US. No thrombus or other
complication was detected by US in any patient. No patients
evidenced signs of infection or sepsis related with CVC.
Conclusion: The US-guided approach to the AV in neonates
constitutes a feasible technique and may represent an
attractive alternative. This real-time technique is safe and
useful, providing some advantages over more traditional
approaches, such as the possibility to do the puncture
in plane.
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Paper No: 1041.0

Whole lung lavage for treatment of
pulmonary alveolar proteinosis in pediatric
age group- report of 9 cases
Badiozaman Radpay , Shideh Dabir, Tahereh Parsa
and Amir Abbas Kianfar

Introduction: Pulmonary alveolar proteinosis (PAP) is a very
rare disease in children, characterized by the accumulation
of large amounts of surfactant proteins in the alveoli,which
severely reduces gas exchange and may progress to fatal
respiratory insufficiency.
Objectives: Whole-lung lavage (WLL) is the preferred tech-
nique for the treatment of severe PAP. However, selective
lavaging of each lung is technically difficult and most often
impracticable in small children.
Materials and Methods: This report describes the results in
nine pediatric cases of advanced PAPtreated by WLL under
general anesthesia during a 9 year periodfrom 2000 to

2009in MasihDaneshvari university teaching Hospital,
Tehran, Iran. PAP had been diagnosed in all patients by open-
lung biopsy. Results; The first older child was successfully
treated with a series of unilateral pulmonary lavages
without CPB using a method similar to adult patients.
The other eight cases were treated by simultaneous
lavage of both lungs using partial cardiopulmonary bypass
(PCPB).Ofthem,2 cases suffered fromepisodes of severe hyp-
oxemia during lavage and another patient died from uncon-
trolled pulmonary bleeding in the immediate postoperative
period. Overall, 7 patients tolerated the procedures relatively
well and were successfully separated from bypass, their
trachea was extubated within the day after procedure and
had good post lavage conditions. Furthermore, one of them
safely underwent two more bilateral sequential WLL
without employing PCPB in the same session when she
grew older. Anotherpatient died from pulmonary infection
13 months after the procedure.
Conclusion: Our experience suggests that partial CPB permits
acceptable oxygenation support during WLL in small children
suffering from severe PAP when lung separation and selective
lavaging of each lung isimpracticable. However, a regular
outpatient follow up for on time diagnosis of recurrence of
the disease and early treatment of pulmonary infections
play an essential role in the patient’s long term outcomes
after WLL.
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Paper No: 1060.0

Is infusion of glucose necessary
in the operatory?
Roxana Ivon Rios Mora 1,
Abel Marcelo Moncada Alcon 2 and
Veronica Curcuy 1

1 Hospital del Niño, 2 Hospital Materno Infantil

Introduction: Exists much discussion about liquids in the
operatory time and especially glucose to avoid hypogly-
cemia, secondary to the fast and pathology, This study was
realized to determine if we really need of glucose in the
operatory.
Methods: We realizes a prospective study in patients from 0
to 13 years, ASA I at III, All patients were measured
glycemia, before, during and after the surgical procedure
and they were with SFA or DSA 5%, FIG 4 to 6 mcg/kg/min,
to determine if they present hypoglycemia (less to 45 mg/
dL (2,5 mmol/L) or hyperglycemia (more to 180 mg/dL
(10 mmol/L).
Results: We realized samples in 61 patients, time of fast
average was 10:44 hours, age average 4.9 years, time of
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procedure average 50 min.; glycemia before the procedure
was of 105 mg/dL (64-205 mg/dL), during 119 mg/dL
(57-210 mg/dL) and after 135mg/dL (54-304 mg/dL), when
these results were divided in two groups those that had
received DSA 5% and SFA solution, we found in the group
of SFA (45 patients) only one patient made hyperglycemia
and nobody hypoglycemia. In the group of DSA 5% (16
patients) we found hyperglycemia in 58.3% of the patients.
Conclusions: With this study we demonstrate that it is not
necessary the use of glucose in the operatory of the pediatric
patient, although in this study we don’t find hypoglycemia in
both groups the only patient that made hyperglycemia in the
group of physiologic solution it was a boy with skull trauma-
tism with fracture and in the group of glucose it presents
bigger incidence of hyperglycemia, a complication that
should be analyzed.

Paper No: 1086.0

Comparison of topical lignocaine gel 2%
and proparacaine drops 0.5% for
perioperative analgesia and prevention
of oculocardiac reflex in elective pediatric
strabismus surgery
Renu Sinha 1 and Meenu Batra 2

1 All India Istitute of Medical Sciences, New Delhi, India
Chandralekha All India Istitute of Medical Sciences, New Delhi,
India, 2 All India Istitute of Medical Sciences, New Delhi, India
Virendra Mohan All India Istitute of Medical Sciences, New Delhi,
India

Introduction: Pediatric strabismus surgery is moderately
painful and associated with oculocardiac reflex (OCR).
Topical local anaesthetic drops are routinely used to decrease
the incidence of OCR. Intraoperative opioid administration
may lead to increase in post operative nausea and vomiting
(PONV).
Objectives: Primary- To evaluate effectiveness of single appli-
cation of the lignocaine gel 2% vs multiple drops of propara-
caine 0.5% as perioperative analgesic in strabismus surgery.
Secondary: To evaluate its efficacy in the prevention of OCR
and PONV.
Methods: One hundred & thirty children (1-14 years) sched-
uled for elective strabismus surgery were included. After
induction of anesthesia, children were randomized to Group
G [application of 2% lignocaine gel in the operative eye] and
Group P [0.5% proparacaine eye drops instillation in the opera-
tive eye]. Intraoperative analgesia was supplemented with
0.5mcgkg-1 fentanyl. Intraoperative OCR was managed by
instilling one drop of proparacaine (Group P) or one drop of
saline (Group G) and if needed with atropine 5-10 mcgkg-1.
In the postoperative period, rescue analgesia was provided
with fentanyl and ibuprofen. Postoperative nausea & vomiting
(PONV) was treated with metoclopramide.

Results: Demographic data and number of muscles operated
was comparable in both the groups. Intraoperative rescue
fentanyl requirement was significantly less in group G
(1/58) as compared to group P (12/65) (p ¼ 0.002). Post-
operative ibuprofen requirement was also significantly less
in group G (16/58) as compared to group P (38/65) (p ¼
0.001). Incidence of OCR was less in group G 33/58 (56.9%)
as compared to group P 41/65 (63.1%) (p ¼ 0.09). Severity
of OCR (requiring atropine) was also comparable. Incidence
of PONV in first 24 hours was significantly less in group G
(6/58) as compared to group P (16/65) (p ¼ 0.04)
Conclusions: Single application of lignocaine gel provides
better Intraoperative and postoperative analgesia and
reduces PONV in comparison to proparacaine drops. Single
application of lignocaine gel is as effective as multiple
drops of proparacaine drops for prevention of OCR intrao-
peratively and gel also obviates longer interruption of
surgery for supplementation of topical anesthetic drops.
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Paper No: 1100.0

Dog Bites in Pediatric Patients
Roberto Carlos Coll Loha , Soledad Agasso,
Nadal Fernando, Cuartara Gustavo,
Javier Martinez, Rimolo Ilse and Adriana Consoli

Introduction: Dog bites are a frequent problem in the health
care practice in our community. There are cases of severe
injuries, even followed by death. Severe cases affect the
areas of head and neck, and the anesthesiological considera-
tions are very important.
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Goals: Know the epidemiological characteristics and peri-
operative complications of the patients with dog bites in
our care center.
Materials and Methods: Type of study: Retrospective, de-
scriptive. Out of a total of 127 children with dog bites, 38
cases which entered the emergency operating room from
May 2008 to May 2011 were analyzed. Variables such as
age, gender, weight, place of the bite, ASA classification, dif-
ficulty in the airway operation, surgical time, complications,
requirements of mechanical ventilation and postoperative in-
tensive care and hospitalization time. The statistical analysis
was performed with the measures of central tendency.
Results: The results were the following. Average age 5 years old,
gender male 70% of the cases, weight 23 kg, place of bite: Head
and neck in 70%, ASA III 29% and ASA IV 8%. Surgical time 90
minutes average. The delay in a patient waking up was asso-
ciated to benzodiazepines and morphinan derivatives and the
sinus tachycardia of 2 patients suffering from hypovolemia. A
case of severe hypovolemia derived in two episodes of intrao-
perative cardiac arrest. Although there are no incidents regis-
tered in the air way handling, 3 patients required mechanical
ventilation and postoperative intensive care due to the potential
compromise of the airways (due to neck injuries) and hemo-
dynamic compromise, and one of them was hospitalized 120
days, and death after 5 months in another center.
Discussion: Dog bites represent an important social and
assistance problem. Current situation calls for a review and
an analysis. Patient treatment is interdisciplinary. The role
of the anesthesiologist is essential regarding the airways
handling, ventilation and hypovolemia, and extends to post-
operative care with pain management.
Conclusions: In children, in particular the youngest, head and
neck are frequently injured, and the role of the anesthesiolo-
gist is essential. We think it is extremely important that all
the people involved commit and be aware about the preven-
tion of this type of trauma, such as animal owners, parents,
governmental authorities and sanitary personnel.

Keywords: Dog bite; pediatrics; trauma; complications
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Paper No: 1101.0

Effects of Ondansetron on Sevoflurane
Induced Paediatric Emergence Agition
Ozlem Erden, Ozge Koner , Sibel Temur,
Ferdi Menda and Sevgi Bilgen
Yeditepe University Anesthesiology Department

Introduction: Prevalence of sevoflurane induced emergence
agitation in paediatric patients is high(1,2).Ondansetron
has been shown to reduce delirium after cardiac surgery in
adults(3).
Objectives: To evaluate the effects of ondansetron on sevo-
furane induced emergence agitation in paediatric patients
undergoing infraumblical surgery with caudal block.
Methods: Forty 2-7 year-old children were assigned to two
groups. Study group consisted of 20 children receiving pero-
perative ondansetron (0,1 mg/kg iv), control group consisted
of 20 children receiving placebo. All children were premedi-
cated with 0,5 mg/kg oral midazolam. Emergence agitation
score (PAED), induction quality, parental separation, sedation
and pain scores were evaluated at postoperative 10, 20, 30,
60, 120, 180 mins. Results: Demographic data and anaesthe-
sia, operation times were similar among the groups. Agita-
tion (p . 0,05), pain scores(p . 0,05) were identical among
the groups during the study period. Induction quality, paren-
tal separation, sedation scores were also similar among the
groups.
Conclusion: Perioperative prophylactic use of ondansetron
did not reduce the sevoflurane-induced emergence agitation
in paediatric patients.
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Paper No: 1122.0

Case report: a ten year old boy
with pheochromocytoma
Ana Nobre , Filipa Aguiar and Teresa Rocha

Introduction: Pheochromocytoma tumors are rare in chil-
dren. Although well described for the adult population, they
are poorly characterized for the pediatric population. We
present a case report of a child with a pheochromocytoma,
reviewing the most frequent tumor’s manifestations, diag-
nostic methods, preoperative and intraoperative manage-
ment and follow-up techniques.
Case report A ten year old boy was diagnosed with bilateral
papillary edema in an ophthalmologic routine examination.
He was referred to his assistant pediatric doctor for evalu-
ation, who diagnosed him with hypertension. He had symp-
toms of headache, sweating and palpitations for three
years. He was submitted to a variety of laboratory and
imaging tests, which led to the diagnosis of a pheochromo-
cytoma in the left adrenal gland. An excision of the tumor
was planed. The child underwent preoperative blockade
with phenoxybenzamine 10 mg bid and propanolol 10 mg
tid for 2 weeks, normalizing the tensional values. The child
was submitted to left adrenalectomy under combined
anesthesia. A general anesthesia was administered with
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Midazolam 3 mg, Alfentanil 0.6 mg, Propofol 50 mg and Cisa-
tracurium 10 mg. The trachea was intubated with a 6.5
cuffed endotracheal tube and anesthesia was maintained
with sevoflurane and a misture of 30/70 N2O/O2. A lombar
epidural catheter was placed, with administration of Ropiva-
caine 50 mg and Sufentanil 4 mg. An arterial line and a
central venous line were placed for monitoring blood pres-
sure and fluid status intraoperatively. Serial arterial blood
samples were taken and due to a hemoglobin value of
8.4 g/dL, one unit of packed red blood cells was administered.
During surgery there were blood pressure swings, with
maximal values of 220/100 mmHg. We used esmolol
boluses (total 50 mg) and a perfusion of sodium nitroprus-
side (total 10 mg) to control hypertension. Excision of the
tumor resulted in no hypotension. The surgery had duration
of 4 hours. The child was transferred to the ICU, where he
stayed for 3 days, with no relevant intercurrences. He was
discharged home after 7 days, clinically well, with controlled
tension values and with indications to go to a Pediatric
Oncology consultation and do long term follow-up catheco-
lamine measurements.
Conclusion: Pheochromocytoma is a rare but important
tumor in children. Appropriate evaluation and management
are essential for a favorable outcome.
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Paper No: 1123.0

A meta-analysis of 175 cases at Emergency
Paediatric and Surgical Centre in Goderich,
Sierra Leone
Paolo Grosso

Director of Emergency Dept. Policlinico di Monza (Monza, ITALY);
NGO EMERGENCY Board of Anaesthesia and Critical Care Sandro
Contini – Dept. of Surgical Sciences, University of Parma

Introduction: Sierra Leone is among the world’s poorest
countries (ranked 217/227 - GDP p/c 900$). Caustic soda is
used for the home making of soap (source of income) and
is often ingested by children. A programme dedicated to
the management of oesophageal corrosive injuries was
established in 2005 in Goderich-Freetown by the Italian
NGO EMERGENCY.
Objective: This experience offers the opportunity to identify
the therapeutic approach of corrosive ingestions in develop-
ing countries. The goal of Anaesthesia Services is to face the
multiple challenges of this paediatric population and the
unusual surgery procedure with low anaesthesia technolo-
gies, poor pharmacological availability, low family compli-
ance. -Which kind of anaesthesia? -Severe malnutrition: a
morbidity factor? -Airway management with upper airways
involvement and anatomical deformity? -Repeated dilata-
tions requiring multiple anaesthesia in short span of time,
is it dangerous?
Methods: Our Hospital was supplied in 2005 with fiberoptic
endoscopes and dilatation devices (balloon dilators and
bougies) for the treatment of children presenting corrosive
ingestions. For Anesthesia we chose OT intubation and
manual ventilation with Alothane, induction with Ketamine,
muscle relaxation with Vecuronium.
Results: In 5 years 175 children (mean age 5 years, range 13
months/15 years) were admitted: -Patients receiving dilata-
tions: 77.7% -Perforations and death rate: 4.5% -One
cardiac arrest during the dilatation procedure -In 6 patients
(3.4%) intubation was not possible due to severe caustic
damage of the upper airways Five deaths occurred: one
during pneumatic dilatation, one after 8 months, 3 patients
became severely malnourished and died during dilatation
program.
Discussion: We observed two perforations and deaths
during balloon dilatation. We supposed due to the contem-
porary transmural high pressure of the balloons (endo-
tracheal tube and dilatator). We believe that bougie
dilatation should be preferred in these settings. Babies are
hypersecretive: we premedicate them with atropine, anti-
biotics and antisecretory compounds. Children nutritional
status is a major concern: feeding by NGtube is valuable in
the short term, for long periods a gastrostomy is more
effective to improve nutritional status before and after
dilatation.
Conclusion: Anatomical deformities of the upper airways are
to be expected and evaluated prior to anaesthesia. Sever
malnutrition is a per-operative morbidity factor: nutrition by
gastrostomy should anticipate dilatations. Ketamine is the
first choice anaesthetic and, with Vecuronium, should be
managed with care to the low protein pool of these malnour-
ished babies. Alothane is safe and with a wide therapeutic
index. Short span of time for repetitive surgical procedures
has not increased per-operative morbidity.
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Pediatric I-Gel use in 100 children
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Introduction and Objectives of Study: The I-GEL LMA is a
supraglottic device with a non-inflatable cuff that adapts to
the hypopharyngeal anatomy and has been recently intro-
duced in pediatric practice. The aim of this study is to
describe insertion characteristics and airway seal in pediatric
population.
Material and Methods: A total of 100 children under 30kg
were prospectively enrolled. We excluded prematures or neo-
nates below 3 kg, or with lung disease, difficult airway or risk
factors for regurgitation. Standard monitoring and pre-
oxygenation was performed. Iv (propofol 3-5 mg/kg, fentanil
2mcg/kg and atropine if needed) or inhalatorial induction
and iv canalization was performed. We did not use neuro-
muscular blocking agents before inserting the I-Gel. Trapez-
ius squeezing test was carry out to guarantee adequate
depth of anesthesia. I-gel was inserted according to manu-
facturer’s recommendations with a lubricated gastric tube
previously inserted down the drainage tube. Correct insertion
was assessed by proper chest expansion, the presence of
CO2 wave on the capnograph and absence of audible leak
and gastric insufflations. Children were ventilated with VCV:
VT: 8ml/kg and respiratory rate to obtain ETCO2 between
30-40 mmHg. We collected: insertion time, easy of gastric
tube placement, leak pressure peak and plateau pressures
and ETCO2 with this ventilatory parameters and
airway-related complications.
Results and Discussion: There were 51,4% males with a
median age and weight of 2,7 +/- 1 years old and
13,5+/-6,1 kg. I-Gel size 2 was the most commonly used
(65,7%), the I-Gel size 1 in 17,1%, the I-Gel size 1,5 in
14,3%, and the I-Gel size 2,5 in 2,9%. Insertion was success-
ful at the first attempt in 95% of the patients. 5 cases
required intubation. One was changed by another size. The
mean time for successful insertion was 14,4+/- 4,4seg. The
mean leak pressure was 25,1+/-6 cmH2O. The mean positive
pressure needed to achieve a tidal volume of 8 ml/kg was
14,8 +/- 3 cmH2O, with a plateau pressure of 10,8 +/- 2,6

cmH2O. Gastric tube placement was easy achieved in all
cases. No episode of desaturation (SpO2 , 90%), broncho-
spasm or laryngospasm. was recorded.
Conclusion: Ease of insertion and the values of airway leak
pressure found in I-gel allow for effective ventilation in
almost all cases. The I-gel seems to be safe for pediatric
population and a reasonable alternative to airway
management.
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Paper No: 1166.0

Laryngeal mask size in overweight children:
actual vs. ideal weight formula
Songyos Valairucha
Children’s National Medical Center, Washington DC, USA

Introduction: The actual weight of the child (in kilograms)
has conventionally been used to select the size of LMA in
both normal weight and overweight children. Based on our
observations in overweight children, we hypothesize that
patient’s actual weight may not accurately predict LMA size
in this patient population.
Objectives: To determine whether overweight pediatric
patients require LMA size other than recommended size sig-
nificantly more often than normal weight pediatric patients.
Methods: Investigators will perform a retrospective review of
the anesthetic records of patients aged 2-12 years who
received general anesthesia with LMA at Children’s National
Medical Center. Consecutive anesthetic charts will be
reviewed beginning from the 1st of January 2010 until the
predetermined sample size of 70 for each group is achieved.
Exclusion criteria include non-elective surgeries, inadequate
demographic information and underweight patients. The
patient’s age, weight, height, BMI and size of LMA actually
used were recorded. For comparative analysis, the actual
LMA size used will be compared with the predicted LMA
size using the standard weight-based formulae. BMI percent-
ile of each patient is determined by using Center for Disease
Control and Prevention‘s BMI percentile calculator for child
and teen: http://apps.nccd.cdc.gov/dnpabmi/ Less than 15,
15-85 and . 85 percentiles are considered underweight,
normal weight and overweight respectively. Incidence of
overweight pediatric patients required LMA size other than

BJA Abstracts presented at WFSA

ii374



recommended size will be compared with that of normal
weight patients. Results and conclusion are pending.
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Paper No: 1171.0

Efficacy of thromboelastography-guided
administration of fibrinogen in paediatric
cardiopulmonary bypass surgery
Daciano Gaona 1, Maria Dolores Carceles 1,
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Luis Falcon 1
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Introduction: Suitable levels of fibrinogen are necesary for a
satisfactory hemostasis. The coagulopathy associated to
paediatric cardiopulmonary bypass (CPB) is very complex
and is accompanied by hypothermia, hemodilution, platelets
impaired, excessive fibrinolysis and high consumption of
coagulation factors.
Objectives: The aim of the study is to review the effective-
ness of fibrinogen administration to recover basaline levels
and decrease postoperative bleeding. Methods After ethical
committee approval and informed consent, we prospectively
studied 40 children undergoing CPB, between 27 days to 5
years old and weights 4-15 kgs. Clinicians were blinded to
the hemostatic assays above routine use, i.e., TEG (R) (Throm-
boelastography). Exclusion criteria included the following:
basal coagulopathy, previous anticoagulants treatment,
redo cardiac surgery, extended CPB ( . 120minutes) and
cyanotic congenital defect. TEG (R) and standard coagulation
test were performed inmediately after blood sampling. Blood
for TEG (R) profiles was collected at 3 time points: inmedi-
ately before CPB, end of CPB before separation (rewarming
complete, before protamine administration) and after separ-
ation from CPB (after protamine administration).
Results: After administration of fibrinogen in the postopera-
tory period, it reached normal state and there was only
excessive bleeding and coagulation impaired in TEG (R) in
one case, associated with low plasmatic fibrinogen levels
and alteration of EXTEM that improved with the administra-
tion of blood products (fibrinogen and coagulation factors).
Discussion As previously described by Rahe-Mayer N et al.
in aneurysm surgery we observed in pediatric CPB that cor-
rection of plasmatic levels of fibrinogen may be associated
to a satisfactory hemostasis and a postoperatory bleeding
reduced. TEG(R) is a useful technique to assess the require-
ments of blood products in the children undergoing CPB.
Conclusions: Administration of fibrinogen was effective to in-
crease fibrinogen plasmatic levels and contributed to correct

the bleeding after CPB in pediatric cardiac surgery, asso-
ciated to lower disturbances of coagulation state.
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Paper No: 1181.0

Evaluation of the FLACC scale as a
postoperative pain assessment of young
children underwent day-surgery
Noriko Miyazawa , Chihiro Igarashi,
Toshimi Minayoshi and Shinichi Yamamoto
Anesthesia, Tokyo Metropolitan Children’s Medical Center

Introduction: Young children frequently lack the verbal and
cognitive skills to express pain and discomfort. This difficulty
in assessment may lead to under-treatment of pain in young
children. The FLACC is one of pain assessment scales for
toddler-preschool children scoring distress behaviors. It
includes facial expression, leg position, motoric restlessness,
crying and consolability 1), which is scored from zero to two
respectively. The CHEOPS (Childrenfs Hospital of Eastern
Ontario Pain Scale) is also well-known as pain assessment
scale for young children. This consists of six categories
scored from zero to three.
Objectives: We evaluated the FLACC scale as a postoperative
pain assessment of young children underwent day-surgery.
Method: Twenty-six operation theater nurses were involved.
They individually scored infant-preschool children who
received inguinal-hernioplasty when they were in charge of
recovery room. They answered questions about usefulness
and difficulty of assessment. Operation was performed
under general anesthesia with nitrous oxide and sevoflurane
with ilioinguinal-iliohypogastric nerve block. Children stayed
in recovery room with their parents.
Results: These were questions. Is the FLACC scale useful for
assessment of postoperative pain of young children? (YES
18, NO 6) What age is most suitable for this scale? (tod-
dlers:3, preschool age:12, school age:5, 0-7 years old:8)
Which behavior was difficult to judge? (face:11, legs:7, activ-
ity:8, cry:7, consolability:6) What was the most difficult
part of assessment? (distinguish pain from agitation or
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discomfort, evaluate terms to express frequency, evaluate
facial expression).
Discussion: Most nurses appreciated the FLACC was useful
and preferable to assess post-operative pain of young chil-
dren in recovery room. A half of them felt difficulty to distin-
guish pain from agitation or discomfort. Some of them felt
discrepancy between their scoring results and vague impres-
sions. However they appreciated behavioral scoring as an
objective assessment. English to Japanese translation of
categories may blur a subtle distinction of expression2). In
the view of practicability, the FLACC sacle, which is consist
of five categories and zero to two scoring, is simple and
easy to memolize in a busy clinical setting2).
Conclusion: The FLACC score was evaluated as a useful pain
assessment method for post-operative pain in recovery room
by nurses.
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Paper No: 1217.0

Postoperative analgesia after caudal
anaesthesia with Bupivacaine in children:
Clonidine versus Tramadol
Abdessalem Kolsi , Leila Stambouli, Neji Stambouli ,
Mohamed Kahloul and Moez Louzi
Department of anesthesiology and intensive care, Monastir
university hospital

Introduction: Caudal epidural blockade provides analgesia
beyond the duration of surgery, a smooth recovery period
and good postoperative pain control (1). Caudal Bupivacaine
(2) has been widely used for years in children but the major
problem was the limited duration of analgesia. Recent
research has focused on trying to resolve this problem with
the addition of various adjuncts. Clonidine was found to
potentiate and prolong the analgesic effect of the local
anaesthetic( 3,4).other authors have found similar effect
with addition of Tramadol without producing significant
adverse effects.(5,6,7,8).
Objectives: Our aim was to compare the analgesic effective-
ness of Tramadol and Clonidine as additives to caudal
Bupivacaine.
Methods: We examined in a prospective, randomized,
double-blind study, 45 children aged 1 to 6 years, ASA I,
who were scheduled to undergo urogenital surgery during
the period January to July 2011.
Children were randomized to one of three study groups (n ¼
15) to receive the following in a single shot caudal

administration before surgery: Group B: control group (Bupi-
vacaine 0, 25%) 2, 5 mg/kg +saline, 2 mg/kg Tramadol
Group BT or Clonidine 2 ug/kg Group BC. After wake up chil-
dren were supervised each 2 hours during 24 hours to
assess postoperative analgesia using paediatric objective
pain score( OPS), supplement analgesic drug need, sedation
using a 5-point scale and side effects .
Results: The OPS average score was significantly lower in
Tramadol group (0,27; P ¼ 0,002) and in Clonidine group
(0,53; P ¼ 0,026) than Bupivacaine group. The mean time to
the first administration of postoperative rescue analgesia
was 8,03 +8,5 hours in group B, 18,73+7,8 hours in group
BT(P ¼ 0,007) and 13,07+ 10,66 hours in group BC P . 0,05).
The total taken dose of Paracetamol per Kg during the
first day after surgery was significantly lower respectively
in Tramadol-Bupivacaine group 7,2+11,1 mg/kg (P ¼ 0,004)
and Clonidine –Bupivacaine group 12+15 mg/kg (P ¼ 0,04)
than in the Bupivacaine group 25,4+16,8 mg/kg .
The sedation scores were less than 2 in all patients. The inci-
dence of nausea and vomiting wasn’t significantly different
among group.
Conclusion: Our results indicate that caudal Tramadol
enhances the effects of Bupivacaine in terms of duration of
postoperative analgesia. It gives more pain free period com-
pared with Clonidine without increasing the incidence of
adverse effects.
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Ketofol (Ketamine/Propofol) vs Ketamin/
Midazolam in babies for short-term
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Jasminka Nancheva 1, Mirjana Shosholcheva 2,
Milan Samardziski 2 and Daniela Gorgieva 3

1 University Hospital, St.’Naum Ohridski" Skopje, Clinic for
orthopaedic surgery, Medical Faculty, 2 University “St. Cyril and
Methodij”, Skopje, Macedonia Clinic for orthopaedic surgery,
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Introduction: Ketamine produces dissociative anaesthesia
and extensive analgesia, which safely and effectively
enables treatment for a wide variety of short, painful, surgi-
cal or critical care procedures.
Objectives: This study is designed to determined the differ-
ences of accommodation of ketamine dissociative effect
and agitacion in babies anaesthesied with ketamin/midazo-
lam and ketamine/propofol combination for non sanquinea
hip reposition. Methods: With approval of Ethics Commity
41 babies (3-7 months), ASA I, with luxatio coxae congenita
scheduled for non sanquinea hip reposition under general
anaesthesia. They were divided in two groups, Group A(n ¼
21) anaesthesied with Ketamine/Midazolam, and group B
(n ¼ 20)anaesthesied with Ketofol (Ketamine/Propofol) com-
bination. All the patients were premedicated i.m with Mida-
zolam 0,15 mg kg-1 and 0,015 mg kg-1 Atropin. In Group A
maintance of anaesthesia was established with i.v koktel
combination of Ketamine – Midazolam (1ml ¼ 0,5 mg Mida-
zolam +10 mg Ketamine) 0,3 – 0,4 ml kg -1 . In Group B
maintance of anaesthesia was established with koktel com-
bination of i.v Ketamine 0,3 -0,4 mg kg -1 and Propofol
0,2 mg kg -1 . The patients were monitored noninvasively
(BP, pulse, SpO2), and they were active oxygen supported
during the intervention.
Results and Discussion: Seven (33,3%) babies from Group A
showed unsatisfactory relaxation and agitation during the
maintance of anaesthesia. Growing the dose of Ketamine/
Midazolam the excitacion was the biggest. Propofol
0,5-1,0 mg kg-1 accommodated this effect. The maintance
of anaesthesia at the babies from Ketofol group was signifi-
cantly stable with satisfactory relaxation and without agita-
tion compare with Group A.
Conclusion: The anaesthetic and analgesic properties of
Ketofol, satisfactory relaxation, without agitation and antie-
metic profile of this combination provides better conditions
at the babies for short term operative and nonoperative pro-
cedures compare with effect of ketamin/midazolam koktel
combination which is not always sufficient at the babies to
accommodated ketamin agitation status and produced
sometimes midazolam-delaying postoperative respiratory
depression effect.
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Paper No: 1249.0

A case of horner’s syndrome after internal
jugular venous catheterization in a child
Celina Oliveira 1, Celina Gomes 1,
Filomena Farinha 2 and Fernanda Barros 2

1 Hospital de Braga, Braga, Portugal, 2 Hospital de São João, Porto,
Portugal

Introduction: Horner’s Syndrome (HS) is characterized by a
tryad of miosis, ipsilateral ptosis and facial anhydrosis as a
result of a lesion occurring at any given point of the oculo-
sympathetic pathway between the hypothalamus and the
eye(1). Although rare, there are, however, a few reports of
this syndrome occurring in the sequence of the internal
jugular vein catheterization(2).
Objectives: We report a case of Hs postoperatively following
IJV catheterization in a child.
Methods: Four years old subject, male gender, ASA physical
status P3, weighing 19Kg, admitted for a cardiac septoplasty
under general anesthesia due to a partial AV septal defect.
After the induction, the child was positioned for right internal
jugular catheterization with a Trendelemburg tilt without
head rotation. Two attempts were undertaken with a
medial approach, inadvertently puncturing the carotid
artery, immediately followed by direct compression. The left
jugular vein was then cannulated on a first attempt, using
the same approach. Anesthesia maintenance and emer-
gence went on without any events worthy of note.
Results: In the immediate postop period, the child presented
with a smaller right pupillary diameter and ipsilateral partial
ptosis. After a Pediatric Neurology consult, a normal head CT
and a carotid Doppler exam with no abnormalities, the diag-
nosis of HS was considered and assumed, despite total clin-
ical regression in a 3 weeks period.
Conclusion: The proximity between the cervical sympathetic
pathway and the internal jugular vein may predispose it to
lesions, either by direct needle trauma or owing to pressure
exerted by an expanding local hematoma resultant from
an inadvertent carotid artery puncture(1). In what it relates
to the present clinical case, the findings, particularly the
sudden onset, point to the HS being a result of the ipsilateral
jugular vein catheterization, underlining that an ultrasound-
guided puncture was not ensued due to a momentary lack
of availability(2). This case report, therefore, emphasizes
the importance of ultrasound monitoring and guidance of
central venous cannulation.
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Paper No: 1272.0

Modification of the Predicted Difficult
Airway Algorithm using AIRTRAQ
laringoscope
Sebastián Utrero 1, Jose Lopez 1, Carlos Muñoz 2,
Jose Marı́a Berrotarán 1 and Roque Company 1

1 Hospital General Universitario de Alicante, Alicante, Spain,
2 Hospital del Vinalopo, Elche, Spain

Introduction: Difficult airway management in paediatric
population remains as one of the most important challenge
for the paediatric anaesthesiologist because of lethal
consequences
Objective: Determine the efficacy of optical laryngoscope
Airtraqw in the Predicted Difficult Airway Algorithm in
paediatrics and find its place within our institutional
modified paediatric airway algorithm. Determine its
effectiveness as a first maneuver in cases of known difficult
airway.
Methods: After obtaining written informed consent of 194
paediatric cases we performed indirect laryngoscopy using
Airtraq. One hundred and sixty eight of the children appar-
ently normal with no difficult airway predictors, sixteen pre-
mature infants of less than one kilogram and ten patients
with predicted difficult airway management. After routine
monitoring of the children we performed the following
airway management scheme: First option, "first look"
indirect laryngoscopy with Airtraqw, second option, flexible
bronchoscopy, third option, Supragloticc devices (both
laryngeal mask or laryngeal tube if recue was necessary)
Inhalatory induction was performed with Sevoranew to
canulate an intravenous access continouing with total
intravenous with propofol and remifentanil maintaining
spontaneous ventilation in all cases throughout
the process. Muscle relaxants were not used in any patient.
Results: We achieved succesful first attempt intubation, even
in unexperienced hands with the AIRTRAQ in 81% of cases.
To ease intubation we used maneuvers to improve the expos-
ure of the glottis and then ninety nine percent of the children
were intubated in the first thirty seconds with no respiratory
complications. Only one patient required the use of flexible
BFC through Airtraqw

Conclusions: Airtraqw laryngoscope is an effective device in
airway management in the pediatric population, used as a
rescue to the standard management laryngoscope or as
we propose, recovering laryngoscopy in the diagnosis of
cases of VAD known.

Paper No: 1276.0

Propofol and sevoflurane tubeless
anaesthesia for infant laryngeal laser
surgery: case report

Mercês Lobo , instituto Português, de Oncologia,
Porto Portugal and Luciana Costa

Introduction: Infant laryngeal laser surgery is challenging
for both the anaesthesiologist and the otolaryngologist.
The small diameter of the airways, propensity of rapid
dessaturation and risk of airway fire (1) obliges close
collaboration between teams. For neonates and small
infants there are no laser safe tracheal tubes available
(2). The choice of an adequate anesthetic technique is
always difficult in this context. Several different methods
have been described with multiple advantages and
disavantages.
Objectives: describe successful rarely described anesthetic
approach in a rare surgery in the infant population.
Methods: Case report Infant 14 months, feminine, 8,9 kg,
ASAIII was scheduled for correction of laryngo-tracheal
fissure. His medical history was significant for laryngo-
tracheal fissure, tracheoesophageal fistula, malformation
of carina, tracheomalacia of the middle 1/3 of the main
left bronchus, frequent respiratory infections and interven-
tricular communication in spontaneous closure. His past
surgical history included esophageal atresia correction on
the second day of life. Anesthetic technique: ASA Standard
II monitoring. Induction with sevoflurane 8%, manteining
spontaneous breathing. Direct laryngoscopy was performed,
Cormack Lehane grade I visualization. A flexible metal
endotraqueal tube was positioned in the oropharynx direc-
ted to to glotic strutures. Hydrocortisone 25mg was admi-
nistered. Maintenance was performed using propofol 1%
at 3,56ml/h and sevoflune with oxygen Fi 30%, fentanyl
bolus total of 0,006 mg. At 1h15min of intervention a
blood gas analysis was performed and no abnormal para-
meters were encountered. Fluid Therapy with normal
saline 20 ml/h, glicose 5% 38 ml/h. Analgesy paracetamol
140 mg intravenous. Total duration of the procedure 2h
15minutes.
Results: The combination of a propofol perfusion and Sevoflur-
ane during manteinance was able to accomplish an adequate
anesthesia and optimal surgical field, with sponteneous
breathing.
Discussion: Several different methods have been described
with multiple advantages and disavantages. Apart from the
anesthetic technique chosen, clinical monitoring is vital in
this context. Monitoring respiratory adequacy can be challen-
ging, as capnography is not possible, and the visibility of
abdominal excursion limited. We used the television surgical
monitor as part of the anaesthesia monitoring during the
procedure as laryngospasm could had been visible before
desaturation occurred and rapidly treated. Blood gas analysis
may be helpful in procedures with more than 1 hour.
Conclusions: The major advantage of this technique was di-
minish the requirement of Fi sevoflurane, possibility decreas-
ing pollutant environment. Propofol perfusion can be used in
case of laryngospasm to deepen anesthesia due to his rapid
onset of action independent from alveolar ventilation.
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Paper No: 1277.0

Pierre Robin sequence urgent tracheotomy:
case report
Ana moreto 1, Mercês Lobo 2, Luis Cobrado 1 and
Bessa Teresa 1

1 Hospital de S. João, EPE, Porto, Portugal, 2 Instituto Português de
Oncologia, Porto, Portugal

Introduction: Pierre Robin sequence is a rare disorder with a
high degree of anesthetic risk. Difficult airway should always
be anticipated. (1,2)
Objectives: Report how we successfully approached this situ-
ation and discuss the different pathways we could have
followed.
Methods: A 14 day premature neonate female, ASA IVE with
Pierre Robin sequence was scheduled for urgent tracheot-
omy. His medical history was significant for respiratory dis-
tress admitted in the intensive care unit (ICU) since birth.
Intubation was attempted several times without success;
by senior Paediatric Intensivist, senior anesthesiologist, with
direct laryngoscopy; and by ENT specialist using a rigid endo-
scope. At day 14 of life clinical situation deteorated. Orotra-
queal intubation was attempted but with no success,
resulting in a cardio respiratory arrest. She was brought to
our hospital to perform an urgent tracheotomy.
On physical examination heart rate 185beats/minute;
respiratory rate 50 cycles/minute; oxygen saturation 98%
(oxygen delivery 3-4 liters/min by nasal cannula); evident
sternal and costal retraction, nasal flaring; micrognathia;
cleft palate and global hypotonia. Respiratory auscultation
with disperse wheezes. From the perioperative assessment
a difficult airway was anticipated. Airway approach was dis-
cussed between anesthesiologists and otolaryngologists. Dif-
ficult airway equipment ready and Adrenalin, atropine and
ketamine prepared. The hospital neonatal fiberscope has
not a available. Direct laryngoscopy would be not attempted,
the airway was to be secured with I-gel mask size 1.
The newborn was transported to the operating room main-
taining spontaneous breathing in lateral decubitus. Trans-
ferred to the table, in prone position, desaturation and
bradycardia occured with new cardiorespiratory arrest. Life
support was initiated, and 1 mg ketamine IV administered;
ventilation with facial mask was extremely difficult. Rever-
sion was achieved. A I-gel mask 1 was inserted, manual ven-
tilation kept with oxygen and sevoflurane. Surgery started.
During tracheotomy the newborn suffered a new arrest,
chest compressions started along with 1 mg ketamine plus
0,01 mg adrenaline intravenous. Reversal was achieved.

Results: The child recovered, surgery was accomplished with
success. She left the ICU within four days, returning to the
origin hospital
Discussion: Few reports are available reporting Pierre Robin
sequence in urgent surgery to achieve success in emergency
situations is critical to anticipate the problems, define a clear
strategy, organize the team, prepare in an accessible way all
the drugs and equipment.
Conclusions: I-gel Laryngeal mask presents as a valuable
option in this scenario. Ketamine regarded as a second line
drug prove to be a valid choice in an emergence situation.

References
1 Paediatr Anaesth. 2009 Apr;19 (4):409–10.

2 Acta Anaesthesiol Scand. 2008 Oct;52 (9):1307–8.

Paper No: 1284.0

Pharmacokinetics of oromucosal
midazolam hydrochloride in children
S. Albrecht 1 and H Schwilden 2
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Introduction: Midazolam, a benzodiazepine with a rapid
onset and short duration of action, is a well-established pre-
medication agent.1,2 When administered oromucosally,
midazolam is rapidly absorbed across the mucous mem-
branes into the bloodstream.3 Midazolam is primarily meta-
bolised by hepatic cytochrome P450-3A4 isoenzyme to its
metabolite, 1 hydroxy midazolam.
Objectives: To determine the pharmacokinetic (PK) profile of
a single dose of midazolam hydrochloride administered oro-
mucosally to children and adolescents aged 3 months to ,

18 years requiring pre-medication before routine elective
surgery. Safety was a secondary objective.
Methods: Midazolam hydrochloride solution (5 mg/ml) was
administered at a dose of �0.2 mg/kg (up to a maximum
10 mg). The protocol was approved by the Institutional
Review Board and consent obtained from both parents. The
PK profile for midazolam and 1 hydroxy midazolam was deter-
mined by mathematical modelling of the concentrations mea-
sured in blood samples drawn from a venous cannula. Samples
were taken as soon as possible post-dose and up to five further
blood samples were taken during the following time windows:
20-30, 30-40, 40-50, 50-60, 60-120, 120-240, 240-360 and
360-480 min. Safety was evaluated from vital signs and
adverse events (AEs), including oromucosal irritation.
Results: Fifty-three patients were enrolled and fifty com-
pleted the study. A total of 263 venous blood samples were
analysed. Midazolam hydrochloride was absorbed rapidly,
achieving a mean maximum concentration (Cmax) of
73.2 ng/ml approximately 24 min after dosing; there was
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no significant correlation between Cmax and age or weight.
The mean area under the curve (AUC) for midazolam was
130.5 ng/ml.h; weak positive correlations between AUC and
age (r2 ¼ 0.55) and weight (r2 ¼ 0.48) were observed. The
distribution and elimination half-lives (t1/2) of midazolam
were 26.7 and 203.7 min, respectively. The metabolite 1
hydroxy midazolam was rapidly formed, with a Cmax of
20.7 ng/ml reached at approximately 50 min; the mean t1/
2 for 1-hydroxy midazolam was 19.9 min. Similar pharmaco-
kinetic values have been previously reported for oromucosal
midazolam in healthy adults (Cmax 55.9 ng/ml; Tmax
30 min; t1/2 143 min).4 Two nausea-related AEs were con-
sidered to be related to the study medication. No serious
AEs were reported. There were no reports of oromucosal irri-
tation throughout the study period.
Conclusions: Buccal midazolam is rapidly absorbed and
eliminated, even when compared with other application
forms and other benzodiazepines, including diazepam.5
Pharmacokinetic parameters indicate that oromucosal mida-
zolam hydrochloride is suitable to use when a rapid onset
and recovery are required.
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Paper No: 1285.0

A Neonate with Pierre Robin Sequence and
Stickler Syndrome
Cecilia Peña and Kallol Chaudhuri
Anesthesiology, Texas Tech University Health Science Center

Introduction: Cleft lip and palate are the most common cra-
niofacial anomalies, occurring in 1/800 births. Of the greater
than 150 conditions associated with cleft palate, Pierre
Robin is amongst the most well-known. Robin sequence (RS)
is characterized by the triad micrognathia, glossoptosis, and
upper airway obstruction. Effected neonates may also
present with cleft palate, feeding problems, and reduced
hearing. It is uncommon, occurring in 1/30,000 births and
does not appear to be hereditary. Greater than 50% of
infants with RS have an associated syndrome, of which
more than 40 have been described. Stickler syndrome (SS),
an autosomal dominant connective tissue disorder that may
affect 1/10,000, has been found in 11-18%. It is associated
with facial, ocular, auditory, and articular abnormalities.
There appears to be an increased incidence of cardiac defects.
Case History Term twenty-one day old male with RS and SS
was scheduled to undergo nissen fundoplication. The
neonate was born to a healthy 26 year old G4P2A1 mother

and required mechanical ventilation shortly after birth. He
was extubated one day later and placed on nasal canula
after an unsuccessful CPAP trial. TTE at 10 days demon-
strated fenestrated atrial septum with 2 small ASDs and glo-
bally depressed LV function. Patient was documented as a
difficult intubation when induced for the placement of a
g-tube on day 11, likely owing to small size and retrupulsion
of the submental area. Patient was transported from NICU
with nasaopharyngeal airway and O2 saturation of 98% on
room air. He demonstrated mild respiratory distress, with
visible retractions of the intercostals and subcostals.
Obvious micrognathia and low set ears were noted. A cleft
palate and thick, short tongue were visualized (fig). Pulmon-
ary crackles and a murmur were auscultated. Following pre-
oxygenation, slow IV induction with lidocaine and propofol
was performed to maintain spontaneous ventilation. Once
the oropharynx was cleared of copious secretions, intubation
proceeded using a fiberoptic laryngoscope and 3.0 ETT.
Patient was given rocuronium and inhalational agent for
maintenance of anesthesia. Neonate was extubated in the
OR after full consciousness was regained and he was trans-
ported to the NICU with blow-by oxygen.
Conclusion: Airway management in a patient with cleft palate
can be a challenge. When a child presents to an anesthesiol-
ogist with RS, this challenge is compounded by the multiple
congenital oral anomalies. Anticipating a difficult intubation
is imperative to preclude unforeseen morbidity.
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Efficacy and safety of the reversal with
sugammadex in deep neuromuscular
blockade induced by rocuronium in
pediatrics
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Introduction: Muscle relaxants have a long duration with the
posibility of residual muscle relaxing and ventilatory
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problems after surgery. Sugammadex (Bridion(R), is the only
antagonist able to encapsulate and fully eliminate the
muscle relaxant to avoid residual effects and respiratory
complications. Sugammadex reverses neuromuscular block-
ade at all depth levels, dose-dependent. At present, there
are not enough clinical trials using sugammadex in paediat-
ric population.
Objectives: The aim of current study is to compare the effi-
cacy and safety of reversal with sugammadex versus neostig-
mine, in paediatric patients with deep blockade (No TOF and
, 2PTC responses) induced by rocuronium.
Methods: Multicenter clinical trial, safety-assessor blinded
study, phase III, prospective, randomized, parallel group,
compared with conventional treatment, in dosage indication
“out of technical label”. With financial support by means of a
Spanish Health Ministry grant, after ethics committees
aproval, and parents signed informed consent obtained; 30
patients 2-11 years scheduled for short length surgery
under general anaesthesia and muscular relaxation with
rocuronium 0.6 mg/kg. were enrolled. Patients were rando-
mized included in two groups of 15 patients each one.
Group I: EXPERIMENTAL.- Reversal from deep blockade
(PTC , 2-3 ) with sugammadex 4 mg/kg. Group II:
CONTROL.- Reversal from deep blockade (PTC . 2-3) with
the conventional reverse treatment, neostigmine 0.05 mg/
kg and atropine 0.025 mg/kg. In all patients neuromuscular
function was monitored by acceleromiography (TOF-Watch
(R)). We define response to treatment, as the fast recovery
of neuromuscular function (T4/T1 . 0.9). The ventilatory
support and anesthetic technique was mantained until re-
covery of neuromuscular function, with subsequent extuba-
tion. Main outcome variable was time from begining of
administration of sugammadex or neostigmine to reach a
T4/T1 . 0.9. Statistical analysis with SPSS 17, using
t-Student for independent samples, significance was
reported at p , 0.05.
Results: The groups were similar in terms of demographic
(age, weight), surgical (length of surgery), and relaxing
effects (rocuronium onset, maximum blockade, etc.) with
no statistically significant difference. Group I achieved com-
plete reversal (Time at T4/T1 . 0.9: 1.11+0.3 min.), Group
II (9.66+1.2 min.), p , 0.05. Time at extubation, sugamma-
dex (2.07+0.5)min, neostigmine (14.19+2.7)min, p , 0.05.
No adverse effects were reported in group I. In group II, 3
cases lasted . 20 minutes, 3 cases of bradycardia (HR
decreased . 20%).
Discussion: At present, there are not trials using sugamma-
dex at high doses in deep blockade, in paediatric population.
In our study we achieved a T4/T1 . 0.9 in less time (71 vs
115 seconds) than Tufanogullari et al. with a dose of 4 mg/
kg in adults.
Conclusions: Sugammadex 4 mg/kg reverses effective and
safety deep neuromuscular blockade induced by rocuro-
nium in paediatric patients over 2 years, undergoing elect-
ive surgery. This preliminary data shown sugammadex as
fast and secure alternative to standard reversal by
neostigmine.
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Paper No: 1307.0

Behaviour of nindex index during
anesthesia on pediatric patients
Dres C. Lauder , A. M. Rodriguez, A. Sanchez,
M. Olivera and M. Cerisola
Karadjian A. UDA Hospital Pereira Rossell. Universidad De La
República. Montevideo-Uruguay.

Introduction: The NINDEX index is a way to measure the an-
esthetic depth based on the EEF, commercially available
since 2008 [1]. The NINDEX algorithm develops from a devel-
opment database composed by EEG registries classified
according to the Kugler anesthetic depth scale. It evolves
within a cyclic adjustment process, which results in consecu-
tive NINDEX versions developed over groups of data which
are being more complete every day. The first and second ver-
sions of the NINDEX algorithm were developed based on
adult patient registries. For the development of the 3.0
version, the development database was expanded by
adding pediatric patient registries.
Objective: Evaluate the anesthetic depth and the NINDEX
version 3.0 index behavior in pediatric population submitted
to a deTIVA protocol. Methods A prospective observational
study is done without specific therapeutic intervention in
32 pediatric patients from an average age of 7+3 years
old submitted to othorhinolaryngologic and general
surgery with TIVA based on propofol and remifentanilo.
The anesthetic induction is done with a propofol BOLO, fol-
lowed by three stages of propofol infusion (according to the
length of the surgery) in average 11, 8 and 6 mg/kg/h
doses. The first two stages of infusion last between 10
and 11 minutes, and the third lasts until the end of the
surgery. Reminfentanilo is used at 0,5 mg/kg/h during the
entire procedure. The NINDEX-Notebook monitor is used
with 3.0.14 software version and with ECG electrodes of
SWAROMED trade name positioned according to developer̀s
instructions. Data Processing A NINDEX chart of values is
built during the following moments of every control:
-Before induction (PREIND) -After induction (POSIND) -At
first infusion change (DOSIS2) -At second infusion change
(DOSIS3) -At the end of the infusion(CIERRE) -After awaken-
ing (DESPERTAR)
Results: Table number 1 shows the average and standard
NINDEX detours at every considered instant and figure 1
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shows the corresponding graphic showing in grey the
NINDEX range recommended for pediatric patients.
Conclusions: The NINDEX index ended up being reliable and
safe, allowing precocious detection of anesthetic awakening.
Simple to use and requires no expensive supplies. References.
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Table 1

PREIND PREIND POSIND DOSIS2 DOSIS3 CLOSURE AWAKENING NINDEX

98 1 36 10 61 9

66 9 72 7 90 4

Number of samples

21 30 25 17 17 32
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Paper No: 2.00

Improvement in anesthesia-attributable
mortality: an international, graphically
revisionist perspective
Fredrick Orkin
Adjunct faculty, Yale University, New Haven, CT, USA

Introduction: Anesthesiology’s success in improving
patient safety was cited as a model for the rest of
health care in the Institute of Medicine’s 1999 report,1
without explicit documentation of the size or timing of
the improvement. Whereas many assert that the
anesthesia-attributable mortality rate decreased from
1:10,000 to 1:200,000 in the decade following US patient-
safety initiatives begun in 1984,2 some believe the trend
began before 1980, and still others question whether the
rate truly changed.3
Objectives: To explore the temporal aspects of the mortal-
ity improvement, anesthesia mortality data were subjected
to graphical and statistical methods. Methods Studies of
anesthesia-related mortality conducted internationally
during the past 60 years were examined for population-
based data on death judged primarily due to anesthesia
care (“anesthesia-attributable mortality”): 28 such
studies,4 with widely differing study designs and popula-
tions, were identified. Where necessary, data were trans-
formed to a common metric (probability of
anesthesia-attributable death). For multi-year studies, the
study’s anesthesia-attributable mortality rate was asso-
ciated with the midyear of the study. A log (base-10)-
transformation was used to enable meaningful graphing
with widely disparate mortality values. Mortality was
graphed against year, and a linear regression line for
trend computed. The data set was also subjected to
attribute-data (‘p-chart’) statistical process control (SPC)
chart analysis.
Results: Graphing of mortality rate against year revealed
a rate improvement approaching two orders of magni-
tude, with widely disparate rates (even with log-
transformation), with the regression line below

1:10,000 by 1970 and rates from individual studies
approaching 1:200,000 in the early 1980s. The slope of
the regression line differed from zero (i.e., true change
over time) (P ,0.001). SPC chart analysis indicated
that rate decreases occurred in the early 1960s and in
early 1980s.
Conclusions: Widely disparate study designs preclude a
definitive quantitative conclusion regarding the size
and timing of a change in anesthesia-attributable mor-
tality rate. However, a strong improvement trend is
clearly present international data, predating the US
patient-safety initiatives begun in 1984. That the trend
is apparent despite growing knowledge in anesthesi-
ology, as well as growing patient acuity and surgical
complexity – both of which bias against identifying a
lower rate over time – makes the trend even more
remarkable.
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Introduction: Approximately forty-two percent of hospital
revenue is acquired through the operating room (1). Operat-
ing room first case delays are a common problem which may
contribute to loss of revenue. In fact, a fifteen minute delay
in the morning can easily result in an hour and a half delay
by the end of the day (2). This may lead to avoidable over-
time and a decrease in the number of cases completed
daily. Additionally, these initial delays have the potential to
cause a decrease in patient, staff, and physician satisfaction.
Objectives: It was identified that the major cause of delay
was late arrival by surgeons. We investigated whether behav-
ior modified with accountability could improve the surgeon’s
arrival time.
Methods: The Surgery-in-Chief sent an email notice telling
the surgeons to arrive to the operating unit twenty minutes
prior to the procedure start time. This would allow time for
the physician to perform the pre-procedure requirements
and enough time for identification of any issues upfront so
problems could be resolved before delays begin. It would
also allow time for the informal briefing between nursing, an-
esthesia, and surgeons. An example of the email: “Good
Afternoon, As of 2:00pm today you have a scheduled
7:30am start time on Thursday 6/3/10 at HCC2 Surgical
Suite/MIUU. All Attendings, please arrive in HCC2 Prep Area
no later than 7:10am. Thank you, On Time Start Committee
Members”.
The arrival times of surgeons were recorded. Those who were
habitually late were addressed by the Surgeon-in-Chief.
Results: In the first month of the program, the first case on
time starts improved to 35% as compare to 19% from the
previous year. By the sixth month, the first case on time
starts improved to 80% as compared to 30% in the previous
year.
Conclusion: These simple emails became the unlikely simple
solutions to tackle first case delays. It has not been identified
whether the daily reminders alone or the person sending the
reminder resulted in the improvement. These results may be
different at an institution where the Surgeon-in-Chief has
varying degrees of authority. A private practice fee for
service surgeon may not be as influenced as a Hospital or
University employed surgeon who reports directly to the
Surgeon -in-Chief.
Continued monitoring will also reveal whether the improve-
ment in behavior is sustainable.
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Paper No: 25.00

Cook exchange catheter in difficult airway
extubation
Jose Luis Lopez Berlanga , Vanesa Martin Prieto ,
Jose Amoros Araño , Luzmeida Gonzalez Morales
and Salvador Bethencourt Muñoz
Hospital Juan Ramon Jimenez. Huelva. Spain

Introduction: Cook airway exchange catheter is interesting
to be used in early postoperative period when reintubation
is expected to be difficult. After difficult intubations or max-
ilofacial surgery is difficult to predict complications such us
postoperative edema, hematoma or laryngeal injuries,
letting Cook airway exchange catheter to insure the airway
permeability and adequate ventilation, once orotracheal or
nasotracheal tube is retired.
Objectives: We describe a case of difficult intubation, where
we are using an extubating technique described in literature,
based on Cook airway exchange catheter.
Methods: A 40th years old man, ASA I, programmed to bilat-
eral maxillectomy because of mandibular sarcoma. No signs
of difficult intubation were appreciated in preoperative inter-
view, excluding a restricted mouth opening,3cm. Nasal
intubation with fibrobronchoscopy was made with awake
patient, proceeding to induce with propofol, fentanyl and
rocuronium. Previous to the surgery, tracheotomy was dis-
carded. After 8 hours of balanced anesthesia with propofol
and remifentanyl, he was discharged to Intensive Care Unit,
maintaining the patient intubated for 24 hours due to
edema and inflammation in mouth and tongue. 24 hours
later patient was awaked and once he was conscious, to main-
tain airway safety, its permeability and an easy airway access
in case of respiratory difficulty, 3 ml Lidocaine 2% were nebu-
lizated, proceeding next to insert Cook airway exchange cath-
eter and retire nasotracheal tube. Patient was breathing
oxygen 2 litres spontaneously with Cook airway exchange
catheter for 12 hours and once no signs of respiratory difficulty
were checked, Cook tube was retired without any complica-
tion. 24 hours later patient was discharged to his room.
Conclusions: Postoperative extubation in patients with diffi-
cult intubation may associate a high morbimortality in
cases of reintubation failure. In our case we decide to
introduce Cook exchange catheter as a guide. It should
provide a possible safe intubation, preventing risk of hypox-
emia. Main described complications are tracheobronchial
perforation, failure in tube reintroduction across exchanger,
barotraumatism when jet ventilation is required. . . Cook
exchange catheter lets to evaluate safely ventilation
effectiveness after extubation, with not many complica-
tions and in some cases like this, avoiding patient a
tracheotomy.
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Paper No: 34.00

Total Hip Arthroplasty and perioperative
oral carbohydrate treatment
Andreas Harsten 1, Hjörtur Hjartarson 2

and Sören Toksvig-Larsen 3

1Dept Anesthesiol., Hässleholm Hospital and Lund University,
Hässlehom, Sweden, 2Dept Orthop. Surgery, Hässleholm Hospital
and Lund and 3Dept Orthop. Surgery, Hässleholm Hospital
and Lund

Introduction: Performing surgery on patients that have
fasted over night has several disadvantages. Insulin resist-
ance and prolonged length of hospital stay are just two of
them (1-3).
Objectives: The aim of this randomized controlled trial was to
determine whether pre and post operative intake of carbohy-
drates (CH) could reduce discomfort for patients undergoing
total hip arthroplasty (THA).
Methods: This study was approved by the local Research
Ethics Committee. Sixty consecutive patients scheduled for
THA were enrolled. They were randomly allocated in a
double blind way to either a 12.5% CH oral solution or
water(4). To ensure that the groups were double-blind the
placebo group received flavoured water (5). Four hundred
mL of these solutions were administered 90 min before in-
duction of anaesthesia and 2 hrs after the end of surgery.
All patients received intrathecal anaesthesia with bupiva-
caine 15 mg. Patients scored their subjective sense of dis-
comfort and pain using a 100 mm visual analogue scale.
The extreme boundaries of the variable being measured
were at each end of the scale (5). Variables measured at
pre defined times were: anxiety, hunger, nausea, pain,
thirst, tiredness and headache. Venous blood samples were
drawn at pre defined times and analyzed for plasma concen-
tration of haemoglobin, glucose, albumin and creatinine.
Short Portable Mental State Questionnaire (SPMSQ) was
used to asses the patients cognitive function. Length of
hospital stay (LOS) was defined as time from end of
surgery until discharge from ward.
Results: There were no statistically significant differences in
LOS, anxiety, thirst or demographic data between the
groups. The patients who received placebo felt more
hunger pre operatively compared to the CH group. Pain
scores were lower in the CH group at 12, 16, 20, 72 and 84

hrs post operatively. Patients in the CH group were more
tired from day two and onward. In the placebo group
patients felt more nausea pre operatively and at 36 and 48
hrs post operatively. There were no differences in SPMSQ or
the parameters analyzed from the blood samples.
Conclusions: In orthopedic surgery it has been shown that
patients undergoing THA develop insulin resistance resulting
in a reduction of glucose uptake (1). This has been found to
be an independent factor determining LOS (2). This study
could not confirm this. Furthermore our study found no (or
clinically insignificant) differences between parameters mon-
itored. Administering oral CH in the perioperative period
results in limited benefits to THA patients.
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Paper No: 42.00

Tee clarify the cause of cardiovascular
collapse during scoliosis surgery in a child
Debashis Roy 1, Victor Neira 2, Gail Ryan 2 and
William Splinter 2

1Toronto General Hospital, Toronto, Canada, 2Children’s Hospital of
Eastern Ontario, Ottawa, Canada

Introduction: Posterior spinal fusion surgery with prone
position, may be associated with important physiologic
cardiovascular changes1 We report a case of a patient
who developed cardiovascular collapse, increased central
venous pressure (CVP), and massive bleeding during poster-
ior spinal fusion surgery. Case Description Parents’
informed consent and Institutional Ethic Board approval
was obtained. A 14 year old male, otherwise healthy,
with idiopathic scoliosis was scheduled for posterior
spinal fusion surgery. There was marked narrowing of
antero-posterior (AP) chest diameter. The patient under-
went general anesthesia with endotracheal intubation,
prone position with transverse bolsters in the chest and
pelvis. One hour into surgical dissection and insertion of
pedicle screws, the patient developed massive bleeding
(3,000 – 4,000 ml). The patient also developed severe
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cardiovascular instability requiring to aborted the surgery.
Trans-thoracic echocardiogram showed hyperdynamic
biventricular function and normal morphology. Suspecting
intraoperative right ventricular compression related with
the prone position, we decided to perform trans-
esophageal echocardiography examination (TEE). We
found a structurally normal heart in supine position. In
prone position and transverse bolster, we identified signifi-
cant decrease in the RVOT diameter, which further worsen
with pressure at the back. We also documented simultan-
eous changes in the CVP from 10 to 24 mm Hg.
Using longitudinal bolsters, we found appreciably less
impact to the RVOT, RV size and flow, both with and
without pressure to the back. The patient returned to com-
plete his spinal fusion surgery 3 weeks later in the prone
position using separate longitudinal supports on each
side of the chest.
Discussion: TEE has documented decrease in the
cardiac index and stroke volume with preserved ejection
fraction in patients undergoing scoliosis surgery in prone
position. These abnormalities are consistent with decrease
in venous return possibly due to compression of the infer-
ior vena cava. 2, 3 Two previous case reports have
described severe hemodynamic instability related with
prone position with transverse chest supports studied
with TEE.4,5
We report a case that developed severe intraoperative hypo-
tension with elevated CVP refractory to treatment. The RVOT
obstruction was aggravated with compression on the back.
These abnormalities were less evident with longitudinal bol-
sters. RVOT obstruction due to external pressure produced a
pseudo-tamponade effect with an increase in the RV after-
load, decrease in the RV compliance and secondarily an
increase in the CVP. This increase in the CVP may be reflected
in the epidural venous plexus explaining the massive bleed-
ing in the first operation.
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Paper No: 67.00

The usefulness of a separate informed
consent process for anaesthesia services
in a Caribbean public hospital
Kavi Rampersad , Deryk Chen and
Seetharaman Hariharan
The University of the West Indies, St. Augustine, Trinidad

Introduction: Informed consent for surgery is both an
ethical as well as legal obligation. Professional guidelines
require that expressed informed consent should be
obtained for any procedure. The role and usefulness of
separate consent form for anaesthesia is contentious
albeit there is no requirement in law. Studies have shown
that many patients do not read or understand preprinted
consent forms but sign them anyway. This study sought
the relevance of a separate informed consent for Anaes-
thesia in a Caribbean country.
Objectives: To determine whether a separate written consent
improved the adequacy of the informed consent process for
Anaesthesia Services
Methods: A questionnaire study was conducted in adult
patients undergoing elective surgery in a tertiary care
public hospital in Trinidad. Patients were randomly categor-
ized into two groups – Group-A was required to sign only
the hospital’s routine ‘Consent for Operation’ form, Group
(B) additionally signed a separate Anaesthesia Consent
form. Patients were interviewed postoperatively with an
investigator-administered 5-point Likert-scale 8-item ques-
tionnaire to generate a composite ‘adequacy of consent’
index. Responses were analyzed between the groups with
respect to gender, educational level, and grade of anaesthe-
tist obtaining the consent.
Results: Two hundred patients were enrolled with 100 in
each group. 61% were females, mean age was 44 years.
16% had tertiary education, 55% attended secondary
school, 29% achieving a lower level of education. For
Group A, the mean adequacy of consent index was 27.9
while for Group B, it was 30.6 (p,0.001). Gender, level of
education, and grade of anaesthetist did not influence
the adequacy of consent index. The signing of separate
written consent had a positive impact on the patients’
understanding of the nature and purpose of the anaesthe-
sia procedures (p¼0.04), their satisfaction with the
adequacy of information provided about common side
effects (p,0.001) and rare but serious complications
(p¼0.01).
Conclusions: In a Caribbean setting, the introduction of a
separate written consent for anaesthesia improved the
overall adequacy of the informed consent process. Patients
signing a separate consent form were better informed
about the nature and purpose of anaesthesia, common
side effects and rare but serious complications.

References
1 White SM, Baldwin TJ. Consent for anaesthesia. Anaesthesia 2003;

58: 760–774

2 Association of Anaesthetists of Great Britain and Ireland. Consent
for Anaesthesia, Revised edition 2006. http://www.aagbi.org/publi-
cations/guidelines/docs/consent06.pdf

3 O’Leary CE. Informed consent for anesthesia: Has the time come
for a separate written consent document? ASA Newsletter July
2006; Vol 70: Number 7

BJA Abstracts presented at WFSA

ii386



Paper No: 111.00

The Use of Simulation in Resident Training
to Demonstrate a Decrease in Negative
Airway Management and Related 0utcomes
Tracey Straker
Montefiore Medical Center

Introduction: Senior residents were graduating without con-
fidence in difficult airway management. Airway manage-
ment was being taught by an older faculty who was not
comfortable with newer airway management techniques.
Other than fiberoptic laryngoscopy, not many other techni-
ques were being taught.
Objectives: We were to design an airway rotation that
decreases negative airway outcomes, and trains anesthesi-
ology residents to become competent and confident in hand-
ling all airway scenarios. Our curriculum lacked the ability to
combine multiple changing scenarios in real time, which
could simulate an actual operating room experience.
Adding simulation to our existing airway rotation will allow
our residents to experience airway situations while man-
aging the physiology and pharmacology of the patient.
Methods: The design involves CA-3 residents in their Airway
Rotation. Two CA-3 residents undergo the rotation each
month. One resident will use a simulator in addition to the
basic curriculum and the other will get only the basic rota-
tion. The curriculum consists of clinical and theoretical com-
ponents. The clinical portion is operating room based, where
residents secure the patient’s airway with any modality other
than a laryngoscope in three minutes. If the resident cannot
secure the airway in three minutes, the Miller 3 blade must
be used to intubate the patient. The residents are given "con-
fidence” score cards. Residents are asked to grade them-
selves prior to the rotation on confidence with each airway
device. The theoretical portion consists of textbook readings,
peer reviewed articles, problem based learning discussions,
and websites detailing bronchoscopy.The two groups of resi-
dents are reversed so that all residents benefit from simula-
tion training. Cases between the two groups are assessed
using outcomes criteria such as time to secure the airway,
dental trauma, patient satisfaction (sore throat), and case
cancellation. The change in resident skill level will be
assessed by an objective structured clinical examination
and oral exam. The change in confidence will be assessed
by asking the residents to do a "post rotation" assessment
of confidence utilizing the score card.
Results: The study was analyzed using chi-square contin-
gency tables for each outcome. It was found that there
were significant decreases in time to intubation and case
cancellation. Patient satisfaction increased and there was
no significant change in dental trauma statistics.
Conclusions: We conclude that simulation in airway manage-
ment training may cause decreases in time to intubation and
case cancellation while increasing patient satisfaction.

Changes in these parameters may result in increased
revenue for the instititution.
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Paper No: 118.00

Anesthetic Management of a patient with
Acute Coronary Syndrome for hip fracture
surgery
Nikolaos Noulas 1, Elisavet Karkala 1,
Dimitrios Maliamanis 1, Maria Prodromiti 2

and Afroditi Kouvalakidou 1

1Anaesthesia Department-NHS Hospital state of Corinth, Corinth
Greece, 2Cardiology Department-NHS Hospital state of Corinth,

Introduction: Acute coronary syndrome covers the spectrum
of clinical conditions ranging from unstable angina to
non-Q-wave myocardial infarction and Q-wave myocardial
infarction. We describe the management of a patient with
a hip fracture under regional anaesthesia. Method: A
female 90 years old, ASA III, suffering from left intertrochan-
teric fracture with a medical history of chronic atrial fibrilla-
tion, arterial hypertension, diabetes mellitus type II,
iron deficiency anemia and mild renal insufficiency
(creatinine¼1,8 mg/dl) on preoperative medication with dil-
tiazem (180 mg), candesartan - cilexetil/hydrochlorothiazide
(16+12,5 mg), buflomedilhydrochloride (300 mg), clopido-
grel (75 mg), aspirin (100 mg), piracetam (800 mg) and folic
acid (100+0,35 mg). The surgery was postponed due to pre-
operative guidelines of anticoagulant drugs (clopidogrel). The
day prior the operation a new ECG was significantly different
from the ECG entry (ST depression and negative T waves at
the rear wall). The cardiac enzymes and the troponin
test were also positive (SGOT¼101 U/L, SGPT¼73 U/L,
CK-NAC¼331U/L, LDH¼467 U/L, Troponin¼0.13) which con-
firmed the diagnosis of possible acute coronary syndrome.
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A delay of the operation has been suggested from the cardi-
ologists. After consideration of the dangers of further delay
of the surgery, we decided to proceed besides high intrao-
perative mortality.
Results: The hemodynamic monitoring included invasive BP,
ECG, continuous monitoring of CO (by Flotrack-vigileo), pulse
oximetry, and urinary output. The intraoperative anaesthesia
was performed by administration of Ropivacaine 0,75%
1,2 ml subarachnoidaly at L3-L4 level. The patient remained
heamodynamicaly stable (CO¼3,3-4,2 lt/min) during the op-
eration which lasted 50 min. Postoperatively the patient
remained for 60 min in PACU under cardiovascular monitor-
ing and we administered through the epidural catheter anal-
gesic drugs (morphine¼3 mg) for two days.
Conclusions: Slow titration of spinal-epidural anaesthesia
proved to be safe for a patient with ACS.
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Paper No: 120.00

Anaesthesia management of a patient with
steele-richardson- olszewski syndrome
Nikolaos Noulas , Elisavet karkala,
Dimitris Maliamanis, Nikolaos Panagopoulos and
Afroditi Kouvalakidou
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Greece

Introduction: Progressive Supranuclear Palsy (PSP), also
known as Steele-Richardson-Olszewski syndrome, is a neuro-
degenerative disease that affects cognition, eye movements,
and posture. Characteristics include supranuclear, primarily
vertical, gaze dysfunction accompanied by extrapyramidal
symptoms and cognitive dysfunction. Currently, no therapy
has proved effective. We describe the anaesthetic manage-
ment of a patient with PSP undergoing an elective
cholecystectomy.
Methods: A 67-year old female patient, ASA III, 58 kg and
161 cm height came to our hospital for an elective open
cholecystectomy due to chronic cholecystitis. The patient
had a history of arterial hypertension, DM type II,
osteoporosis, hypercholesterolemia and PSP diagnosed 5
years ago, under treatment with quinapril hydrochloride+
hydrochlorothiazide, repaglinide, alphakalcidole, rosuvasta-
tin, levodopa-carbidopa, entacapone, fluoxetine. The
patient had ankylosis of the atlanto-occipital joint, hyper-
tonia of respiratory muscles, rales on both lungs on ausculta-
tion, disorder of speech, expression, feelings, balance and

walking, dysphagia, difficulty in swallowing, hypertonia of
upper limbs and signs of Parkinsonism. Laboratory tests
revealed iron deficiency anemia and hypoproteinemia. We
ensured a bed in ICU in case needed. Preoperatively it was
administered 40 mg omeprazole and bronchodilators. One
hour prior anaesthetic induction we administered Levodopa-
Carbidopa per os (to avoid intraoperative hypotension and
muscle rigidity) and infused 400 ml RL solution, 50 mg raniti-
dine and 5 mg ondasetron. Intraoperative monitoring
included ECG, SpO2 and invasive BP. Anaesthesia was
induced with etomidate 18 mg, fentanyl 100 mcg and rocur-
onium 30 mg. Face mask ventilation and tracheal intubation
were difficult (2nd try). Ventilation achieved by use of IPPV,
tidal volume 450¼ml, respiratory rate 14¼br/min, FiO2¼0.5
and Ppeak�27 mmHg. Maintenance of anaesthesia was
achieved with Desflurane 6% and O2/Air (1/2). We adminis-
tered 0,6 mg phenylephrine for hypotension and 200 mcg
fentanyl plus 600 mg Paracetamol for analgesia. Total
volume of fluids was 1100 ml RL.
Results: The operation lasted 114 min uneventfully. The
wound was infiltrated with Ropivacaine 0, 5 % 17 ml. The
patient emerged 14 min later with sugadammex 240 mg
(TOF 2/4), VT 320¼ml, RR¼15 br/min, inspiratory effort¼-17
mmhg, SpO2¼99% and FiO2¼0,5. Patient was extubated, al-
though level of consciousness could not be assessed, and
transferred to the PACU under continuous monitoring of
ECG, SpO2 and BP. The level of communication increased
15 min later with help from patient’s environment.
Conclusions: Thorough preoperative evaluation and careful
perioperative management resulted in an uncomplicated
procedure.

Paper No: 132.00

Anesthesia management for total
cystectomy in an elderly patient, with an
intraoperative blood loss of 56,600 ml
Yumi Hoshino and Kappei Matsumoto
Division of Anesthesiology, Higashiyamato Hospital Mita Hospital
International University of Health and Welfare

Introduction: Massive bleeding is a major cause of intrao-
perative death, and it is a situation that anesthesiologists
should always be prepared for. We herein report on a case
of total cystectomy surgery on an elderly patient resulting
in a blood loss of 56,600 ml, in which the management of an-
esthesia was completed safely without causing any post-
operative neurologic symptoms.
Case: An 81-year-old woman patient, 136 cm in height and
weighing 41kg, received total cystectomy and an ileac
conduit.
Anesthetic management: Induction of anesthesia was using
propofol and fentanyl and maintained with sevoflurane and
fentanyl. Sudden severe bleeding occurred two hours from
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the beginning of surgery and the amount of bleeding from
extirpation of the bladder and uterus was 12,700ml. An
average bleeding volume of 400 ml per 5 minutes, and a sys-
tolic blood pressure of 60 to 80 mmHg, Cardiac Index (CI) 1. 8
to 2.9 ml/min/kg was maintained through the combined use
of high-speed blood transfusion at 100 ml/minute and cat-
echolamine. The intraoperative Hb value was 3.6 g/dl, the
Plt value was 1 thousand/ı̀l, and APTT and PT could not be
measured, thus leading to DIC. The bleeding was restored
to a normal state 10 hours following the start of surgery.
At the end of surgery, the Plt was 130.0 thousand/ı̀l, APTT
was 31. 4 seconds, and PT was 15.5 seconds, with the total
bleeding amounting to 56,600ml. 126 units of packed RBC,
105 units of FFP, 80 units of platelet, 13,250ml of albumin
preparation, 27,750ml of crystalloid solution, and 4,000ml
of colloid solution were used. No postoperative complications
were observed.
Discussion: A case of a surgery with severe bleeding that
took an extended period of time was safely anesthetic-
managed by means of the anesthesiologist providing
updates on the second-by-second changes in the physical
status of the patient to the surgeons, nurse, and the
person performing blood transfusion, and by all involved
closely communicating with each other. SVV and CI of
FloTracw were useful as indexes for the circulation manage-
ment of severe bleeding. The total cost was 2,435,064 yen
for the transfusion materials alone, but the medical
expenses incurred by the patient are covered by the National
Health Insurance System in Japan.

Paper No: 139.00

Airway assessment with modified
Mallampati test: Sitting position versus
Supine position
Sindhu Khatiwada 1, Balkrishna Bhattarai 1,
Krishna Pokharel 1, Roshan Acharya 2 and
Ashish Ghimire 1

1Dept. of Anesthesiology, BPKIHS, Dharan, Nepal, 2Dept. of ENT,
Noble Medical College, Biratnagar

Introduction: Airway evaluation is of paramount importance
for safe perioperative care.(1) Modified Mallampati test is a
standard method of assessing the airway for predicting
potentially difficult laryngoscopy and intubation.(2,3,4) The
test requires patient to be in sitting position for airway evalu-
ation. Although applicable to the majority of patients, airway
evaluation in sitting position may not always be convenient
or advisable.Elderly patients, patients with prolapsed disc
and fracture spine and very sick patients may not be able
to sit up for assessment.(5)
Objectives: To compare modified Mallampati grades
observed in sitting and supine position and their correlation
to Cormack and Lehane laryngoscopy grade.

Methods: This prospective study was conducted in 215,
ASA I and II patients undergoing various routine surgical
procedures in BPKIHS, Dharan, Nepal over a period of 3
months. The airway assessment was done using modified
Mallampati grade in sitting and supine positions. Mallam-
pati grade of III or IV were defined as the predictors of
difficult airway. The laryngoscopy grade was assessed
using the Cormack and Lehane grading scale. Grade III
or IV of Cormack and Lehane grades was defined as the
difficult laryngoscopy and assumed as predictors of difficult
intubation. Statistical measures including sensitivity, speci-
ficity, positive and negative predictive values and accuracy
were used for comparing the two positions for predicting
difficult or ease of intubation.
Results: Out of 215 patients, majority 146(68%) were
females. Sixty-seven (31%) patients in sitting and 94(44%)
patients in supine position had III or IV Mallampati grade
(p¼,0.001). A total of 13(6%) patients had difficult laryn-
goscopy. Sensitivity of modified Mallampati test was 77% in
both the positions. Predictive value of Mallampati grading
for difficult intubation were 13% and 10% and for easy intub-
ation were 96% and 97% respectively in sitting and supine
position. Specificity and accuracy of modified Mallampati
test were both 67% in sitting position, where as 54% and
55% respectively in supine position.
Conclusion: Modified Mallampati grade significantly worsens
in supine position compared to sitting. However, airway
evaluation in both the positions almost equally predicts for
difficult intubation.
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Paper No: 153.00

Disposable laryngeal tube s – a
randomized comparison of two insertion
techniques performed by novice users
Paul Kessler 1, Bernd Scheller 2, Christian Byhahn 3,
Sigrid Kessler 4 and Volker Lischke 5

1Department of Anesthesiology, Orthopedic University Hospital
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Goethe-University, 3Department of Anesthesiology, J.W.
Goethe-University, 4Department of Anesthesiology, Orthopedic
University Hospital Frankfurt, Germany and 5Department of
Anesthesiology, Hoch-Taunus-Klinik

Objective: The disposable laryngeal tube S (LTS-D) is a supra-
glottic single-lumen ventilatory device being blindly inserted
into the esophagus. Using a standard insertion technique
recommended by the manufacturer frequently resulted in
prolonged and repeated insertion attempts and even
failure to insert the tube at all. We tested the hypothesis
that, with a modified insertion technique the number of
placement attempts lasting more than 45sec could be
significantly reduced.
Methods: After IRB approval and written, informed consent,
54 adult patients undergoing trauma surgery under
propofol-fentanyl-based general anesthesia had an LTS-D
inserted by first-time users, randomly using either a standard
or modified technique. The modified technique used the
Guedel tube approach“, by rotating the tip of the LTS-D by
1808 prior to insertion. Simultaneous chin lift to create suffi-
cient retropharyngeal space was performed with the thumb
of the other hand. When the tip of the LTS-D touched the
hard palate the tube was again rotated by 1808 and
pushed down into the esophagus until elastic resistance
was felt. Ventilation was initiated and rated sufficient with
an initial end-tidal CO2 .20mmHg. The time required for
successful placement (cessation of mask ventilation until
the first sufficient tidal hub was delivered via the LTS-D)
was the main outcome variable.
Results: All users were novices regarding clinical use of the
LTS-D regardless of the technique applied. A brief
mannequin-based demonstration of the device and the par-
ticular technique to be used was given prior to insertion. Both
patient groups showed no significant differences in terms of
age, weight, height, and body mass index. The time required
for successful insertion was 73+41sec with the standard
technique compared to 40+8sec when the modified tech-
nique was used (P¼0.0003). Insertion attempts lasting
longer than 45sec were observed in n¼20/27 patients
(74%) and in n¼6/26 patients (23%) in the standard and
modified technique groups, respectively (P¼0.0003). In one
patient of the modified technique group, placement was
entirely impossible.
Conclusion: Our modified technique significantly reduced
the time required for successful insertion of an LTS-D
when performed by first-time users. Also, insertion within
a 45sec time frame was significantly more frequent with
the modified technique, i.e. allowing placement of the
LTS-D within two cycles of cardiopulmonary resuscitation.
Since all users were novices, we could not determine a
learning curve. Although likely, however, it remains specu-
lative at this stage if the time required for insertion could
be further reduced with increasing clinical experience and
training.

Paper No: 162.00

Incidence and risk factors of undetected
postoperative hypoxaemia at a Teaching
Hospital in Africa, Rwanda: The usefulness
of Portable oximeter
Antoine Bahati Kabeza 1,
Theogene Twagirumugabe 2, Isabeau Walker 3

and Ikeda shigemasa 4

1Kigali University Teaching Hospital, Kigali, Rwanda, 2National
university of Rwanda, Huye, Rwanda, 3Great Ormond Street
Hospital NHS Trust, London, UK and 4St. Louis University, St. Louis
Missouri, USA

Introduction: All surgical patients, especially those who have
undergone abdominal surgery are at risk of postoperative
hypoxaemia. However, there have been few studies on the
incidence, morbidity and treatment of postoperative hypox-
aemia in sub-Saharan African hospitals, possibly because
most hospitals do not necessarily have the resources to
routinely monitor oxygen saturation and administer oxygen
to all surgical patients postoperatively. In this study, an
incidence of postoperative hypoxaemia was reported in
patients undergone abdominal surgery and risk factors
affecting postoperative oxygen saturation were investigated
at Kigali University Teaching Hospital, Rwanda.
Methods: This prospective observational study was con-
ducted in 125 patients who underwent abdominal surgery
in over a period of 5 months from October 1st, 2010 to
March 1st, 2011. Oxygen saturation (SpO2) was measured
by a portable pulse oximeter in all patients breathing
ambient air or supplemental oxygen immediately on arrival
to the postanaesthesia care unit (PACU). Additional SpO2
was measured at 3 hours and 6 hours after surgery and it
was measured in the morning and in the afternoon of the
1st and 2nd postoperative days. Hypoxaemia was defined
Sp02 ? 90%. Risk factors were identified from age, body
weight, ASA physical status, smoking history, duration of
anaesthesia, anaesthetic agents used, types of surgery and
surgical incision, use of analgesics for postoperative pain
control.
Results: This study revealed that the incidence of hypox-
aemia on admission to the PACU was 24 % for all the patients
and 27 % of the patients transferred from the operating
theatre without supplemental oxygen. The incidence varied
depending on time during the postoperative period. At 3
hours after surgery, it dropped to 9.6%, thereafter it started
rising and reached at 17.6% on the 2nd postoperative day.
A half of patients became hypoxaemic at least one time
during the study period. Seven percentages of patients
were hypoxaemic at more than five measurement times.
A multivariate analysis showed ASA PS III and IV, and
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age.65 as an independent risk factor of postoperative
hypoxaemia.
Discussion and Conclusion: Our study showed that hypoxae-
mic events are common following abdominal surgery. ASA PS
III & IV and age. 65 are the independent risk factors. This
study strongly suggests that patients undergoing abdominal
surgery should be continuously monitored with pulse oxim-
eter and oxygen delivery devices should be available to all
postoperative patients at any African hospitals and to
Hospital authorities an high dependency unit must be
develop and well equipped with skilled medico-nursing staff.
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Paper No: 206.00

CO2 EMBOLIA IN A LAPAROSCOPIC
HEPATECTOMY: Case report
Guillermo Andres Tajtelbaum
and Alejandro Javier Bernasconi

Introduction: Laparoscopic surgery is a modern technique
performed wordlwide thanks to its multiple benefits com-
pared to the traditional approach(open surgery). However,
there are certain complications, and among them some
can be mortal. Although fairly rare, gas embolism from CO2

is a well known complication of laparoscopic procedures.
CO2 embolism can cause the death of the patient as it
progresses undetected. A correct and prompt diagnosis
should be done as to quickly apply the adecuate terapeuthic
procedures. We hereby present a case of CO2 embolia in a
laparoscopic liver resection.
Case Report: Male individual Aged 51, ASA II undergoing a
laparoscopic left lobe hepatectomy due to a suspicious
nodule. During the laparoscopic procedure which was being
carried out normally, an episode of CO2 embolia occurred. Ar-
terial blood pressure, end tidal concentration of CO2, oxygen
saturation and arterial gases were considered to be within
the normal range for this kind of procedure. The surgery
was performed in the head up position. During dissection,
the surgeon opened suprahepatic veins. Then we saw the
image on the left.
Discussion: We interpreted this phenomenon (abrupt
decrease in the ET CO2, arterial blood presure and SpO2, as
seen on the tendences) as a gas embolism. The surgeon
was inmediately informed and pneumoperitoneum was
interrupted. At the same time, we aspirated the central
venous catheter trying to get rid of the gas bubbles. Even
though described, no gas was obtained through the catheter.
We therefore started treatment: the patient was placed in

Trendelemburg position, oxygen was supplied at 100% con-
centration and lungs were manually ventilated for a
moment, fluids were administered enerically as well as phe-
nilephrine. After stabilization, which took us 5 minutes,
surgery continued in the open way. The patien did not
present any further complications and had a normal 5 day
post operative period after which he was discharged from
hospital.
Conclusion: Gas embolism from CO2 can have multiple sys-
temic results. An accurate and complete monitorization is
mandatory when performing laparoscopic liver surgery, as
to diagnose this kind of complications. This enables the
patient to improve his/her possibilities of a fast and easy re-
covery. Despite not having transesophageal echocardiog-
raphy, all the former physiological parameters considered
allowed us to identify the embolia and to treat it accurately.

Paper No: 208.00

Anesthesia for enteroscopy procedure in a
world gastroenterology organizing training
center in Thailand
Somchai Amornyotin and Siriporn Kongphlay
Department of Anesthesiology and Siriraj GI Endoscopy Center,
Faculty of Medicine Siriraj Hospital, Mahidol University Department
of Anesthesiology and Siriraj GI Endoscopy Center, Faculty of
Medicine Siriraj Hospital, Mahidol University

Background and Objective: Enteroscopy procedure is
another diagnosis and treatment option for gastrointestinal
tract abnormalities especially for small bowel pathologies.
The objective of the study is to study and review anesthetic
data from a World Gastroenterology Organizing Training
Center in Thailand as a basis for further research.
Methods: Retrospectively analyzed the patients on whom
enteroscopy procedure had been performed during the
period of March, 2005 to April, 2011 in Siriraj GI Endoscopy
Center. The patients’ characteristics, preanesthetic problems,
anesthetic techniques, anesthetic agents, anesthetic time,
type of procedure and complications were assessed.
Results: There were 145 patients who received the procedure
during study period. The age group of 50-69 years was the
highest one (46.9%). Most patients had ASA class II
(57.2%). The indications of procedure were gastrointestinal
bleeding (58.6%), chronic diarrhea (15.2%), protein losing
enteropathy (2.1%) and others (24. 1%). Hematologic
disease, cardiovascular disease and hypertension were the
most common pre-anesthetic problems. General anesthesia
and intravenous sedation was the anesthetic technique
mainly employed. Anesthetic agents were mainly adminis-
tered with propofol, midazolam and fentanyl. The mean
anesthetic time was 92.8+48.4 minutes. The indications
for enteroscopy procedure were gastrointestinal bleeding
(58.6%), chronic diarrhea (13.8%), protein losing enteropathy
(2.1%) and others (15.5%). Single balloon and oral intubation
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was the most common type and route of enteroscopy. The
most frequent anesthetic complication was hypotension.
Conclusion: During anesthetic management for enteroscopy
procedure, special techniques or drugs in anesthesia are not
routinely required, however, the anesthetic personnel had to
optimize the patient’s condition for safety and there should
be an awareness of complications.

Paper No: 209.00

A comparison between experienced
anesthetic nurse and anesthetic trainee
administered deep sedation for
colonoscopy
Somchai Amornyotin , Udom Kachintorn,
Wiyada Chalayonnawin and Siriporn Kongphlay
Department of Medicine and Siriraj GI Endoscopy Department of
Anesthesiology and Siriraj GI Endoscopy Center, Faculty of
Medicine Siriraj Hospital, Mahidol University Department of
Anesthesiology and Siriraj GI Endoscopy Center, Faculty of
Medicine Siriraj Hospital, Mahidol University Department of
Anesthesiology and Siriraj GI Endoscopy Center, Faculty of
Medicine Siriraj Hospital, Mahidol University

Introduction and Objective: A high number of complication
rates during deep sedation are higher than during mild or
moderate sedation. There were limited data about anesthet-
ic trainee deeply sedated colonoscopic patients. The object-
ive of the study is to review our sedation practice and to
compare the clinical effectiveness of an experienced
anesthetic nurse and anesthetic trainee administered deep
sedation for colonoscopic procedure in adult patients.
Methods: We undertook a retrospective review of the
sedation service records of adult patients who underwent
colonoscopy. All endoscopies were performed by staff endos-
copists and fellows in gastroenterology. All analgesia and
sedation was administered by anesthetic nurse or anesthetic
trainee. The primary outcome variable is the complication
rate. The secondary outcome variables are the total
number of staff consultation, ease of intubation, and
patient and endoscopist satisfaction.
Results: A total of 438 endoscopies were performed during
the study period. Of these, 220 patients were sedated by
experienced anesthetic nurse (group N) and 218 patients
were sedated by anesthetic trainee including resident and
nurse student in anesthesiology (group T). All sedations
were supervised by the staff anesthesiologist. Analgesic
and sedative agents in both groups were propofol, midazo-
lam and fentanyl and were comparable dose among the
two groups. There were no significant differences in patients’
characteristic, mean sedation time, indication and type of
intervention between the two groups. The complication
rate in both groups was comparable. There were also no sig-
nificant differences in staff consultation, ease of intubation,

and patient and endoscopist satisfaction between the two
groups. Serious complications were none.
Conclusion: Experienced anesthetic nurse and anesthetic
trainee administered analgesia and sedation supervised by
the staff anesthesiologist for colonoscopic procedure is safe
and effective. The success rate, staff consultation, ease of
intubation, patient and endoscopist satisfaction, and compli-
cations are comparable.

Paper No: 227.00

Sore throat complaints after elective
surgery: cumulative incidence
and risk factors
Angela Marı́a Rı́os Medina 1,
Jose Andres Calvache España 2,
Oscar David Aguirre Ospina 1,
Juan Camilo Gómez Salgado 1 and
Luz Marı́a Gómez Buitrago 1

1Universidad de Caldas, Manizales, Colombia and 2Universidad del
Cauca, Popayán, Colombia

Introduction: Symptoms of postoperative throat discomfort
such as sore throat, hoarseness and dysphagia are
common during anesthetic practice. Although sore throat
complaints (STCs)are regarded by many authors as minor
complications, they affect the patient’s recovery and have
been associated with patient’s dissatisfaction (1; 2).
The incidence of STCs has been reported to be higher with
endotracheal tube (ETT)than with laryngeal mask (LM) use
(1). Data on the incidence of laryngo-pharyngeal morbidity
vary widely in the literature and its analysis must consider
the survey method used (3; 4).
Several studies explored risk factors for postoperative STCs
and report type of airway device used, female gender,
younger age, size and shape of endotracheal tube, use of
lubricants, cuff pressure, relaxation with succinylcholine,
long duration of intubation, smoking history or lung
disease, presence of blood on the tube after anesthesia, pres-
ence of natural teeth and some types of surgical procedures
as possible risk factors (1; 3; 5; 6).
Objectives: To determine cumulative incidence of STCs which
occur with the insertion of LM and ETT during the first hour
and 24 hours after elective surgery. In addition, to establish
risk factors associated with its occurrence.
Methods: In a cohort study, a total of 451 patients scheduled
for elective non-cardiac surgery were included consecutively
for 6 months (ASA I-II-III, .18 years old) who underwent LM
or ETT airway management for general anesthesia. Through
a questionnaire with indirect questions the presence of sore
throat, hoarseness, dysphagia and the composite endpoint
STCs were assessed one and 24 hours after surgery. Marginal
models were used to identify risk factors.
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Results: We found an incidence of STCs of 26.8% and 13.5%
at first and 24 postoperative hours respectively. At first hour,
they were classified as sore throat (23.9%), hoarseness
(6.7%) and dysphagia (6.4%). Each compound was not mutu-
ally exclusive. At 24 hours of follow up, incidence of STCs and
its compounds decreases significantly but differently to ETT
and LM. STCs were associated with female gender (OR¼1.
53 95%CI 1. 00-2.37, p¼0.05), ETT intubation (OR¼4. 20
95%CI 2.19-8.04, p,0.01) and bloodstain on airway device
at extubation (OR¼2.00 95%CI 1. 18-3.36, p,0.01).
Conclusions: The incidence of STCs remains significant. There
are differences in the pattern of reduction between ETT and
LM over time and this study confirms risk factors for post-
operative STCs like use of ETT, presence of blood during the
airway device extraction and female gender.
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Paper No: 249.00

The validity of simulation for team training
for patient safety in anaesthesia: an
observational study comparing team
interactions in the operating room and the
simulated environment
Jennifer Weller 1, Jane Torrie 2 and
Robert Henderson 3

1Centre for Medical and Health Sciences Education, University of
Auckland, 2Department of Anaesthesiology, University of
Auckland Boaz Shulruf Centre for Medical and Health Sciences
Education, University of Auckland and 3Simulation and Training,
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University of Auckland

Introduction: Safe patient care requires a team-based ap-
proach (1) and simulation-based training has been embraced
as an appropriate method to develop these teamwork skills
(2). However, questions remain about the validity of simula-
tion for training of clinical teams. While there is some
support for the validity of anesthesia simulations based on
observed activity patterns (3), most evidence relies on
participant self-report. Simulations of operating room (OR)e-
vents aim to create an authentic experience for participants,
where interactions between team members reflect normal
patterns of behaviour. There is limited evidence to show

that anesthetists’ behavior in the simulator reflects their
workplace behaviour, or that behaviours under routine condi-
tions predict crisis behaviours.
Objectives: We compared individual anesthetist’s patterns of
team interactions across three settings: the OR; a routine
simulation; and a crisis simulation. Methods We videotaped
anesthetic teams in: 1) an OR; 2) a routine simulation mod-
elled on cases and events in that OR; and 3) a simulated
case with an intra-operative crisis. Post-simulation question-
naires sought ratings for realism of the different teamwork
components, and their relative frequency in the simulator
compared to the OR. For each anaesthetist in each setting,
two pre-defined video segments were entered into Observer
XT video-analysis software. Based on theoretical constructs
of Crew Resource Management (4,5), we used a constant
comparison technique (6) to develop a framework for
coding team interactions, which was then completed by
two researchers. Different types of interactions were mea-
sured as the proportion of all coded interactions by that
anesthetist in each setting, and compared across the three
settings, using paired t-test.
Results: Twenty anaesthetists were videoed in the two simu-
lations, and 17 across all three settings, generating 114 video
segments and 2501 coded interactions. Participants rated
the different teamwork components as realistic / very realis-
tic and occurring at similar frequencies in the simulations
and OR. For the majority of coded interaction types we
found no significant difference between their proportions
for each anesthetist across the three contexts (p .0.05). A
subset of interactions types occurred in significantly different
proportions in the three contexts. In particular, situational
assessments and requests for information occurred more fre-
quently in the crisis simulations than in both the routine
simulation and the OR.
Conclusions: Our results suggest that functioning in a simu-
lated environment does not significantly affect anesthetists’
way of interacting with their team, supporting the validity of
simulation for training and research in healthcare team
interactions to improve patient safety.
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Paper No: 259.00

Unrecognized osteogenesis imperfecta
syndrome: the strategies for general
anesthesia maintenance and recovery
Elif Copuroglu
Trakya University, Faculty of Medicine, Department of
Anesthesiology and Reanimation, Edirne, Turkey

Introduction: Osteogenesis Imperfecta (OI) is a hereditary
syndrome that has four types of clinical appearence. Syn-
drome is characterized by one or more of clinical symptoms;
like imperfect osteogenesis leading to fractures, defective
dentination and blue sclera (1). Anesthetic management of
a patient with OI syndrome includes intubation difficulties,
positioning problems due to brittle bones and tendency to
develop malignant hyperthermia. Inhalated general anes-
thetics and succinylcholine are the most important triggering
agents for malignant hyperthermia (2).
Objective: To describe the general anesthesia maintenance
and recovery of a patient with unrecognized OI syndrome.
Methods: Twenty years old woman, 37 weekly, painful preg-
nant had emergent cesarean section. She had no gyneco-
logical follow up during pregnancy. She had undergone a
non-problematic cystoscopy operation previously. She had a
bandage on her left foot, explaining that she had injured
before. Her laboratory parameters were normal without any
chronic disease. The patient was intubated after routine
anesthesia monitorization and induction with propofol and
succinylcholine. In the first examination of the pediatricians,
the new born had a broken right humerus and blue scleras,
so that he could be an OI syndrome. Regarding to malignant
hyperthermia, the anesthesia machine was changed by
another machine immediately, anesthesia was maintained
with totally intravenously agents, esophageal temperature
was monitorized. After a deep questionnary with the rela-
tives, it was learned that the patients’ father, uncle and
three cousins had OI syndrome. They thought that, mother
was normal according to their family. The patient was extu-
bated in the post operative intensive care unit. She had light
blue color in her scleras that can hardly be seen. She had no
pain on her neck or throat. There was a fracture on her ban-
daged left foot that could be seen on the plane roentgeno-
gram. The orthopedists immobilized the fractured bone. Her
hemodynamic parameters, CO2 levels on the arterial blood
gases, potassium, creatine phosphokinase and lactat dehi-
drogenase levels were normal for two days. Her body tem-
perature was under 37 ? C except on the 20th (37,5? C) and
33rd (37,8? C) hour. Ice packs were applied to reduce the
temperature. The patient and her family was informed
about the risks and the complications of OI syndrome.

Results: The patient was discharged from intensive care unit
to gynecology clinic after 48 hours and discharged from the
hospital at the 4th day without any complication.
Conclusion: Having a brief physical examination and
anesthetic visit preoperatively is really important, even in
emergent cases.
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Or efficiency following implementation
of the safety checklist
Pamela Morgan , Sohini Mitra, Lisa Cunningham,
Jean Kronberg and John Semple
Department of Anesthesia, Women’s College Hospital,
University of Toronto

Introduction: In 2007, the WHO created a Surgical Safety
Checklist (SSC) encompassing a simple set of surgical
safety standards that can be used in any surgical setting.
The SSC was piloted in eight hospitals globally between
October 2007 and September 2008 with results demonstrat-
ing a decrease in inpatient death rate from 1. 5% before the
checklist was introduced to 0.8% afterward (P¼0.003). In-
patient complications occurred in 11. 0% of patients at base-
line and in 7.0% after introduction of the checklist
(P,0.001).[1]
Objectives: The purpose of this study was to introduce the
Surgical Safety Checklist (SSC) into an ambulatory surgical
facility and to determine if operating room efficiency was
affected by its implementation.
Methods: After REB approval, data was collected on all surgi-
cal cases in an ambulatory surgical facility for a 3-month
period (April –June 2009) before implementation of the
SSC and in a 3-month period (April –June 2010) following
implementation of the SSC. Efficiency was determined for
the first patient of the day by comparing the OR entry time
to the scheduled start time. For each subsequent case, the
time between the patient exiting the room and the next
patient entering the room was determined. Median and
interquartile range was determined and data compared
between the 2 time periods with a Mann-Whitney U test.
The number of canceled cases because of time restraints
was noted. Data was also collected in the operating room
to determine compliance with each section of the SSC; Brief-
ing, Time Out and Debriefing.
Results: Data on 443 patients before implementation and
478 patients after implementation were collated. Data was
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also subdivided to assess efficiency of the surgical special-
ties. Overall, there was a 4 minute longer turnover time
after SSC implementation. Compliance with the SSC was
99.7%. There was no difference in the # of cancelled cases
between time periods. Detailed data is found in Table 1.
Discussion: While there are a number of variables that
cannot be accounted for in this study, including such things
as availability of surgical suite attendants, nurses, physicians,
institution of regional blocks and an approximate overall 10%
increase in volume of cases, it is evident that despite nearly
100% compliance with the SSC, there has been no clinically
important decline in efficiency.
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Hemodynamic and anesthetic management
of patients undergoing transcatheter aortic
valve implementation
Tadeusz Musialowicz 1, Otto Pitkänen 1,
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Pasi Lahtinen 1

1Department of Anesthesiology, Anesthesia Research Division,
Kuopio University Hospital, P.O. Box 1777, 70211, Kuopio, Finland
and 2Department of Heart and Thoracic Surgery, Kuopio

Introduction: The transcatheter aortic valve implementation
(TAVI) is a novel, less invasive, treatment technique for
patients with symptomatic aortic stenosis with contraindica-
tions for open heart surgery. The goal of hemodynamic man-
agement during the procedure is to achieve hemodynamic
stability with exact blood pressure control and use of rapid
ventricular pacing (RVP). We describe the hemodynamic
and anesthetic management of general anesthesia for the
TAVI procedure, when the hemodynamic was being moni-
tored by continuous cardiac output (cCO) and mixed
venous oxygen saturation (SvO2) and depth of anesthesia
by EEG-Spectral entropy.
Objectives: The aim of this study was to detect the cardiac
failure prevalence during TAVI procedures, defined as a
cardiac index (CI) under 2 l/min/m2 and SvO2 under 58%
(1). The second objective was to examine how the spectral
entropy values would react to the critical events during the
procedure, especially to the rapid ventricular pacing.
Methods: The study was approved by the local ethic commit-
tee and all patients provided written informed consent.
Continuous cardiac output and mixed venous oxymetry Vig-
ilancew monitor was used for the hemodynamic monitoring.
Anesthesia depth was monitored by the M- ENTROPYw

Module of the S/5 Anesthesia Monitor (2). For the RVP, the
pacing ball device was introduced through the right jugular
vein and RVP at a frequency of 180/min was used during

the insertion of the aortic valve stent. Total intravenous anes-
thesia (propofol, fentanil, cis-atracurium) was standardized
and guided by Spectral entropy.
Results: Twenty patients with mean age of 79 years (range
68-87) and EuroSCORE 18(range 5-46) were included in to
the study. The mean aortic valve area before operation was
0.5 cm 2 /m 2 (range 0.2-0.8) and the mean AV peak gradient
was 77 mmHg (range 55-129). The CI under 2 l/min/m2
(mean 1. 6; range 1. 3-1. 9) and SvO2 value under 58 %
(mean 54; range 46-58) were detected in 60 % of patients
(n¼12). All of these patients received perioperative inotropic
support and 90 % of patients also required norepinephrine
infusion for vasoactive support. Spectral entropy values
decreased significantly during RVP (44 vs. 25; p¼ 0.01).
Conclusion: A high incidence of cardiac failure and insuffi-
cient oxygen delivery requiring inotrope support was
detected, suggesting that invasive hemodynamic monitoring
via a pulmonary artery catheter, should be considered during
those procedures.The spectral entropy values decreased
significantly during the rapid ventricular pacing without any
changes in the anesthesia management.
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1 Holm J, Håkanson RE, Vanky F, Svedjeholm R. Mixed venous oxygen

saturation is a prognostic marker after surgery for aortic stenosis.
Acta Anaesthesiologica Scandinavica 2010; 54: 589–595

2 Musialowicz T, Lahtinen P, Pitkänen O, Kurola J, Parviainen I. Com-
parison of Spectral Entropy and BIS VISTATM monitor during
general anesthesia for cardiac surgery. J Clin Monit Comput.
2011; 25: 95–103
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An instrument to identify quality
improvement goals and enhance patient
care: the healthcare matrix
Elizabeth Rebello , Mike Hernandez and
Allen Holmes
Untiversity of Texas MD Anderson Cancer Center, Houston,
TX, U.S.A

Introduction: The traditional model of morbidity and mortal-
ity conference often focuses on unexpected adverse out-
comes and seldom identifies systems-based issues and
interventions for improving patient care. In 1999, the Ac-
creditation Council for Graduate Medical Education adopted
six core competencies, subsequently adopted by the Ameri-
can Board of Medical Subspecialties and The Joint Commis-
sion, that physicians-in- training must master to provide
quality care. In 2001, the Institute of Medicine recommended
six aims for improving the nation’s health care system:
safety, timeliness, effectiveness, efficiency, equity, and
patient-centeredness. The Healthcare Matrix1 is a blueprint
that links the six core competencies with the six aims for
improvement. The purpose of this study was to introduce
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the Healthcare Matrix into a large University Hospital setting
and to compare anesthesia provider preference for this
matrix with that for the traditional model for morbidity and
mortality conference.
Methods: We presented an introductory lecture describing
the Healthcare Matrix to 60 anesthesia providers in our
department, both physicians and CRNAs, followed by a case
presentation utilizing the matrix. The anesthesia providers
were then asked to complete a ten-question survey. Survey
responses were summarized with descriptive statistics. We
compared respondents’ preferences for the two approaches
using Fisher’s Exact test.
Results: Participants’ survey response rate was 52% (31/60).
The majority of respondents (94%) believed that the Health-
care Matrix is an effective method for identifying the individ-
ual components of a multi-factorial problem. Twenty five
(83%) of 30 respondents believed that the Healthcare
Matrix generates goals for quality improvement. The Health-
care Matrix was significantly favored over the traditional
approach (p¼0.024).
Discussion: The majority of respondents in the study believed
that the Healthcare Matrix would generate goals for quality
improvement. In addition, the Healthcare matrix identifies
problems in care-delivery systems that shift the focus away
from the individual and addresses the multiple factors that
may have contributed to an event.
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Training office personnel in the
implementation of a comprehensive safety
checklist for office-based anesthesia
and surgery
Noah Rosenberg 1, Fred Shapiro 2, Richard Urman 3,
Sean Gallagher 4 and John Stenglein 5

1University of Massachusetts Medical School, Worcester, USA,
2Harvard Medical School, Beth Israel Deaconess, 3Harvard Medical
School, Brigham and Women’s, 4Tufts University School of
Medicine, Boston, USA and
5Harvard Medical School, Beth Israel Deaconess

Introduction: In recent years, the economic pressures of
medicine have incited a paradigm shift in health care deliv-
ery, such that surgical procedures are moving from the hos-
pital to the office-based setting. [1] Recent studies found
that a comprehensive checklist used in an interdisciplinary,
team-based setting resulted in a reduction in surgical com-
plications as well as cost savings. [2,3,4] Training office

personnel is perhaps the most significant barrier to introdu-
cing such a checklist.
Objectives:
Deploy a comprehensive safety checklist in the outpatient
setting
Train office personnel how to both use the checklist and cus-
tomize it to the individual practice
Analyze the accuracy of office personnel in using the
checklist
Determine the checklistâETMs effect on the frequency and
severity of adverse events
Methods: With focus-group input from office personnel, the
checklist was customized to the individual practice and has
already been implemented in an outpatient plastic surgery
office. Data are being collected on how accurately the check-
list is filled out as well as its effect on adverse events.
Results: Preliminary results from a retrospective chart review
using the safety checklist demonstrate a clear need for a sys-
tematic way to ensure that necessary patient safety steps
are taken pre-, peri-, and post-operatively. Data on personnel
accuracy and adverse events from the prospective phase are
forthcoming and will be available before the World Congress.
Conclusions: A comprehensive safety checklist can be imple-
mented and customized to the individual practice with the
assistance of office personnel. However, office personnel
accuracy remains less clear, as does the checklistâETMs
impact on adverse events. Completion of the current,
ongoing prospective phase of the study will allow one to
quantify both these parameters.
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Paper No: 355.00

Lyophilised concentrates of coagulation
factors in place of fresh frozen plasma- the
philosophy of an isolated small regional
hospital
Bernd Chr. Frankenberger
Regional hospital of Surselva, department of anaesthesia;
7130 Ilanz, Switzerland

Introduction: The Ospidal da Engiadina Bassa (OEB) in Scuol
is a small regional hospital in the easternmost area of
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Switzerland, providing primary health care in the fields of
surgery, orthopedics, traumatology, internal medicine, an-
aesthesia, pain and emergency medicine, complementary
medicine, intermediate care, gynaecology and obstetrics.
Objectives: The OEB is isolated from the tertiary trauma
center in Chur by the Alps with high mountain passes and
winding roads, which can be treacherous in winter due to
foul weather.

Patient transport by helicopter (normally 20 minutes) is
often unfeasible during the winter and at night time. Trans-
portation time by road takes two hours.

The Engiadina Valley is a popular vacation destination for
visitors enjoying active sports such as skiing, paragliding,
(moto-) biking and climbing etc. We therefore see severely
traumatized patients on a regular basis.

Our philosophy is to immediately stabilize polytrauma
patients or those with massive bleeding due to internal
disease before transport to the trauma center (in accordance
with “damage control surgery” and “early coagulation
resuscitation”).

The goal is to save time by insuring the rapid availability of
blood products, efficient stabilisation of coagulation, swift
initiation of pain and shock therapy, effective temperature
control and normalization of electrolytes and pH.
Methods: In 2008, we decided to abolish FFP and thrombo-
cyte concentrates at our hospital, because of the costs of
emergency delivery, storage and the delays caused by the
thawing procedures for FFP.

We introduced dedicated coagulation factors and rFVIIa
instead of thrombocyte concentrates.

We normalize coagulation by following an algorithm
derived by the anaesthetic senior house officer:
1. EC (0 negative, BG compatible)
2. Tranexam-acid 15 mg / Kg KG
3. F XIII 15 mg / Kg KG
4. Fibrinogen Bolus 2 gr
5. Lyophilised concentrates of coagulation factors (PPSB) 20
IE / Kg KG

Expected hypothrombocythaemia:
6. Desmovasin 30 yg / Kg KG
7. rF VII a 90 yg / Kg KG
Results: We use rapidly available, efficient and predictable
therapeutic agents which have a low incidence of side
effects.

We were able to significantly reduce the time needed for
preparation and application of the coagulation agents and
could thus stabilize the polytraumatic or massive bleeding
patient more rapidly (“early hemostatic resuscitation”).
We reduced the time required to get these patients ready for
transportation to the central hospital (“golden hour of
shock”).

We were able to minimize the number of erythrocyte con-
centrates needed for adequate substitution.

As an additional benefit, emergency patients on anticoa-
gulation therapy could be readied for surgery more rapidly.
Conclusions: In small hospitals isolated from the tertiary
trauma centers, with a potentially long and formidable

transport, it is economically and medically sound to have
an adequate supply of coagulation factors on hand.

The use of coagulation factors makes it possible to stabil-
ize the coagulation of a massively bleeding patient and
support his life before transportation to a tertiary care
center for definite surgical therapy.

We believe that adherence to this algorithm it is an effi-
cient to give polytrauma patients and patients with
massive bleeding disorders a reasonable chance to survive
transportation and their definitive life saving surgery.

In fact we treated one polytrauma (motocyclist) with this
algorithm. In the tertiary trauma center she got the definite-
ly surgical and medical care. In result she survived without
neurological or hypoxic residuals, but loosing a leg because
of the accidential mechanism.

Paper No: 356.00

Leadership support is critical to improve
compliance with recommended
departmental practice guidelines
Kenneth Sapire , Thomas Rahlfs and Joseph Ruiz
The University of Texas M.D. Anderson Cancer Center, Houston,
Texas, USA

Introduction: Outcome measures are valuable in monitoring
clinical practice recommendations (metrics) used to focus on
patient satisfaction and optimize wellness.(1,2) Yet physician
compliance with guidelines is difficult to implement.(3,4)
Objectives: We have been providing compliance rates for
clinical practice recommendations (metrics) quarterly (every
3 months) to physicians for the past 4 years. In December
a new Chair was appointed and over the next few months
he provided leadership support by placing emphasis on com-
pliance with departmental metrics, as part of annual per-
formance evaluations. We chose the overall reports in the
quarter after the annual performance evaluations were com-
pleted; and compared this to a similar time period (quarter)
for the prior year.
Methods: We compared the metrics compliance rates from
the same anesthesiologist’s quarterly results.
The Metrics:
PONV-Compliance is defined as multimodal prophylactic
treatment with anti-emetic agents for patients with multiple
PONV risk factors.
Temperature and On-time Antibiotics Compliance were
defined as per the SCIP/NSQIP protocols (2).
Results: The Table shows the overall data for all three metrics
for each quarter. All showed highly significant improvement
(p,0.001) in compliance with established departmental
recommendations.
Conclusions: We have previously shown that an educational
program and training with consistent report backs in a non
threatening manner is important in the development in a
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quality improvement program for a large group of 46
anesthesiologists in our complex tertiary cancer center (3).
However, leadership support is essential in developing con-
sistently improved performance based on departmental
metrics. The improvements were noted in recent hires as
well as experienced practitioners. You can teach an old dog
new tricks!
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Thoracic Paravertebral block in a patient
with Amyotrophic Lateral Sclerosis
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Petros Stefanidis 2

1Department of Anaesthesia, NHS-Hospital State of Corinth,
Corinth-Greece and 2Surgical Department, NHS-Hospital State of
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Introduction-Objectives: Motor neuron disease (MND) is a
serious and incurable form of progressive neurodegenera-
tion. Amyotrophic lateral sclerosis (ALS) is the most
common form affecting both the upper and lower motor
neurons and accounts for approximately 60%-70% of all
cases. There are two major concerns in the anesthetic man-
agement of patients with such a disease, prolongation of the
effect of non-depolarizing muscle relaxants, and controversy
about the use of a neuroaxial block. Until now the anesthetic
management in such patients included general anesthesia
and central regional blocks (especially epidural anesthesia).
The use of peripheral nerve blocks has limited experience.
Our team decides (after written consent of her husbant) to
manage the patient by thoracic paravertebral block plus sed-
ation and IV analgesics drugs insted of general anesthesia
due to respiratory complications.
Method-Results: A 42-year-old woman, 37 Kg, suffering from
ALS (diagnosed 5 years ago), with generalized muscle weak-
ness, rigidity and atrophy, complications in swallowing and
chewing, assist ventilation via a tracheostomy due to respira-
tory insufficiency, was scheduled for a gastrostomy. The
patient was under treatment with riluzole, baclofen, miorel,
citalopram, budezonide and ipratropium bromide

monohydrate+salbutamol. The patient was administered
omeprazole 40 mg plus ondasetron 4 mg and oxygen
(FiO2¼0,4) via the tracheostomy tube. With the patient in
the lateral decubitus position, a paravertebral puncture was
performed at Th6 – Th11 left paravertebral space using a
22 G short bevel needle with the method of fixed distance
(1,5 cm advancement transverses process). We used Ropiva-
caine 0,75% 4ml for each segment, with a total amount of
25 ml. Intraoperatively we used slight sedation with Midazo-
lam 2 mg, plus N2O/O2 (60/40). For visceral pain treatment
we administered Paracetamol 600 mg, Parecoxib 40 mg,
Tramadol 40 mg and Ketamine 10 mg IV. Saturation was
98-99% and the patient remained heamodynamicaly
stable. The postoperative course was uneventful without
pneumothorax, nerve damage and exacerbation of the
neurological signs and symptoms of ALS.
Conclusions: Thoracic paravertebral injections produce multi-
dermatomal ipsilateral somatic and sympathetic nerve block.
From this case report we conclude that thoracic blocks can
be used successfully in the anesthetic management of
upper abdominal procedures in patients suffering from ALS.

Paper No: 389.00

Effect of preferred music on pain intensity
after open heart surgery
Hedayat Jafari , Amir Emami, Zeydi Ebrahim
and Nasiri Soghra khani

Introduction: Pain is a common phenomenon after surgery.
Cardiac surgeries are accompanied by postoperative pain,
and generally the patients experience acute pain after
these surgeries. Inadequate pain management after
cardiac surgery predisposes patients to many complications.
Therefore, the aim of this study was to determine the effect
of preferred music on pain intensity after open heart surgery.
Methods: This study was a randomized clinical trial (RCT) that
took place in an open heart intensive care unit (ICU) of a uni-
versity hospital in Sari, Iran. A total of 60 patients who had
undergone open heart surgery, were randomly allocated in
two groups; 30 patients received 30 minutes of their pre-
ferred music by headphone (Intervention), whereas, 30
patients did not listen to music (control). Subjects’ pain in-
tensity was measured before the intervention, immediately
after, 30 and 60 minutes after intervention with Numerical
Rating Scale (NRS). Data were collected and analyzed by
using Chi-square, student t test and repeated measurement
statistical test. RESULTS: Average of pain intensity in the
intervention group at times before, immediately after, 30
and 60 minutes after the intervention was 5.8, 3.1, 2.5 and
2.4 and in the control group was 4.7, 4.7, 4.8 and 4.9, respect-
ively. Repeated measurement ANOVA statistical test showed
that the music had a significant impact on pain intensity and
cause a significant reduction in pain intensity (P¼0/0001).
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Conclusions: Music can be effective as a non-pharmacologic,
inexpensive, non-invasive and without any side effects
method for pain management after open heart surgery.

Keywords: Music; pain management; open heart surgery;
ICU; music therapy

Paper No: 390.00

Evaluation of perioperative complications
at CHUK, Rwanda: A baseline survey prior
to implementation of the WHO surgical
Checklist
Theoneste Mwumvaneza ,
Theogene Twagirumugabe and Francesco Carli
Department of Anesthesiology, National University of Rwanda,
Butare, Rwanda

Introduction: Intraoperative and postoperative complica-
tions continue to be a public health problem. According to
the study conducted by WHO, the risk of complications is
poorly characterized in many parts of the world, but
studies in industrialized countries have shown a perioperative
rate of death from inpatient surgery of 0.4 to 0.8% and a rate
of major complications of 3 to 17% (1). These rates are likely
to be much higher in developing countries, where incomes
are lower. However, many data suggest that at least half of
all those complications are preventable (2,3). This survey
evaluated those incidents and complications and recom-
mended the WHO Surgical Checklist use as an effective
tool to decrease those complications.
Objective: To evaluate the complications related to surgery
and anaesthesia prior to the implementation of the WHO
surgical checklist at a National Referral Hospital (CHUK) in
Rwanda. Methodology Design of study: Prospective analytic
observational study. Setting: The survey was conducted in a
University Teaching Hospital of Kigali, CHUK.
Methods: Data were collected during 3 months in operating
room from 15th October to 15th January. We had in total
159 patients who arrived in operating rooms of CHUK. After
the operation, the patients were followed during one week.
Results: During the 3-month period, we collected 159
patients and, among them, 158 were operated. Elective
cases were 99(62.3%) and major operations were 86(54.
4%). GA was mostly provided to 104(65.4%), signed
consent forms were 82(51. 6%) for surgery, while there
were 70(44%) consents signed for anesthesia. Intraoperative
incidents related to anesthesia were 29.5%: cardiovascular
(85.1%) and respiratory (14. 9%). Low blood pressure was
the most likely to occur with spinal anesthesia, 30%
(P¼.001). Overall postoperative complications were most
likely related to emergency surgery with 38.3% complications
rate, of which surgical site infection was the most noted
complication related, 18.3 % (P¼0.014). Only 49.4% of the
patients were discharged early, versus 45.6% who were still

in the hospital 7 days after surgery (P,0.001). There were
8 deaths (5.1%) and mostly associated with infection
(P¼0.01). In this group, there was a significant prolonged
length of stay in the hospital (P,0.001).
Conclusion: Perioperative incidents and postoperative com-
plications represent a challenge especially in developing
countries. The implementation of WHO Surgical Checklist
could be useful to prevent those complications.
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A simple technique to reduce severe
desaturation in propofol-sedated patients
during short upper gi endoscopy
Maria Negron-Gonzalez , Dora Zuker, Shaul Cohen,
John Denny and Julie Mathew
Dept. of Anesthesia, University of Medicine and Dentistry of New
Jersey-Robert Wood Johnson Medical School

Introduction: Patients routinely receive nasal cannula (NC)
O2 and IV sedation during upper GI endoscopy (EGD). Over-
sedation and/or airway obstruction causes desaturation
even during short EGD. A plastic sheet was shown to
improve oxygenation in sedated patients by converting NC
to face tent (FT) during lengthy EGD (1).
Objectives: We reviewed its effectiveness in preventing
desaturation in propofol-sedated patients during short EGD.
Methods: Retrospective review of patients who underwent
EGD, EUS, ERCP, EGD/Colonoscopy or PEG identified 2
groups. Group1 (NC, n¼76) received NC O2. Group 2 (FT,
n¼263) received NC O2 and a clean plastic specimen bag
covering eyes, nose and mouth(1-3). Patients received NC
O2 (3-5 l/min) and IV propofol. Student t-test and Chi
Square test were used for analysis. A p value ,0.05 was con-
sidered as significant. (Mean¡ÀS.D.
Results: Among patients who underwent short EGD
(¡Ü20 min), there were no differences in procedure duration
(NC: 14¡À4 min; FT: 13¡À5), age (NC: 59¡À18 yrs; FT:
61¡À14), BMI (NC:27¡À5; FT:28¡À7), ASA Physical Status
(ASA) (NC:2.2¡À0.7; FT:2.5¡À0.8), room air (RA) O2 Sat
(97¡À2%) and propofol dosage (NC:236¡À83 mcg/kg/min;
FT:242¡À108). There were significant differences in the
highest O2 flow (NC: 5.8¡À2.2 l/min; FT: 5.0¡À1. 6), the
lowest O2 Sat (NC: 87¡À13%; FT: 96¡À5%), severe desatur-
ation (O2 Sat ¡Ü85%) (NC: 10/31; FT: 2/114) and bag-mask
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ventilation (NC: 4/31; FT: 1/114). Thirteen NC patients had
severe desaturation (O2 Sat: 78¡À13%) and FT was then
added. O2 Sat was improved to 92¡À6%, 95¡À4% and
98¡À3% at 5-min intervals. Among patients who underwent
lengthy EGD (.20 min), there were no differences in duration
(NC: 39¡À15 min; FT: 43¡À16), age (NC: 60¡À18 yrs; FT:
60¡À15), ASA (2.2¡À0.7), BMI (NC: 26¡À4; FT: 27¡À7), RA O2
Sat (98¡À2%), highest O2 flow (NC: 4. 9¡À2.2 l/min; FT:
4. 8¡À1. 3) and propofol dosage (NC: 184¡À67 mcg/kg/min;
FT: 180¡À59). There were differences in lowest O2 Sat (NC:
91¡À84%; FT: 97¡À4%), severe desaturation (O2 Sat ¡Ü85%)
(NC: 11/45; FT: 2/149) and mask-bag ventilation (NC: 6/45;
FT: 1/149). FT had higher FiO2 (Short: 0.51¡À0.15; Lengthy:
0.48¡À0.12) than NC (0.35¡À0.16).
Discussion: Data show that this technique prevents severe
desaturation and reduces assisted ventilation in deeply
sedated patients during short and lengthy EGD.
Conclusion: This simple face tent takes a few seconds to
prepare and increases FiO2 without raising O2 flow. It may
improve patient safety at no cost. Although this face tent
can be used as a rescue device, it should be used for
pre-oxygenation even during short EGD.
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Paper No: 395.00

A SIMPLE TECHNIQUE TO REDUCE SEVERE
DESATURATION AND THE NEED FOR
ASSISTED BAG-MASK VENTILATION IN
OBESE PATIENTS DURING CARDIOVERSION/
AICD TESTING
Maria Negron-Gonzalez , Dora Zuker, Shaul Cohen,
Christine Hunter and Jana Janco
Dept. of Anesthesia, University of Medicine and Dentistry of New
Jersey-Robert Wood Johnson Medical School

Introduction: Patients routinely receive O2 via nasal cannula
(NC) and IV propofol during cardioversion/AICD testing. Over-
sedation and/or airway obstruction may cause severe desat-
uration and require assisted bag-mask ventilation. Obese
patients has increased risks of severe desaturation during
sedation due to sleep apnea, decreased FRC and increased
O2 consumption. A simple plastic sheet was shown to
improve oxygenation in propofol-sedated patients by trans-
forming NC to a face tent (FT) during upper GI endoscopy (1).
Objectives: We have used this technique in Cardiac Cath Lab and
wish to confirm its effectiveness in preventing severe desatur-
ation in obese patients during cardioversion/AICD testing.
Methods: Retrospective review of 171 patients who under-
went cardioversion/AICD testing identified 2 groups. Group1

(NC, n¼48) received NC O2. Group 2 (FT, n¼123) received
NC O2 and a clean plastic specimen bag covering the nose
and mouth(1-3). Monitors included ECG, BP cuff and pulse ox-
imetry. Patients received NC O2 (3-5 l/min or higher) and IV
propofol. Data collected included age, weight, height, O2
Sat, bag-mask ventilation and the amount of propofol.
Student t-test and Chi Square test were used for analysis. A
p value ,0.05 was considered as significant. (Mean¡ÀS.D.
Results: Among non-obese patients (BMI ,30), there were
no differences in age (NC:72¡À13 yrs; FT:67¡À14), BMI
(NC:24. 3¡À3.5; FT:24. 4¡À3.3), ASA Physical Status (ASA) (all
III), room air (RA) O2 Sat (NC:99¡À2%; FT:98¡À2%) and propo-
fol dose (NC:1. 47¡À2.2 mg/kg; FT:1. 1¡À0.3). There were
significant differences in NC O2 flow (NC:6.5¡À2.8 l/min;
FT:4. 6¡À1. 3), O2 Sat after 5 min with O2 (NC:99¡À1%;
FT:100¡À1%), the lowest O2 Sat (NC:87¡À11%; FT:97¡À3%),
severe desaturation (O2 Sat ¡Ü85%) (NC:10/29; FT:0/74) and
assisted bag-mask ventilation (NC:8/29; FT:0/97). Among
obese patients (BMI.30), there were no differences in
age (NC:66¡À11 yrs; FT:64¡À11), BMI (NC:34. 7¡À4. 7;
Ff3:37.1¡À6.2), ASA (all III), RA O2 Sat (98¡À2%) and propofol
dose (NC:0.88¡À0.28 mg/kg; FT:0.77¡À0.31). There were
significant differences in NC O2 flow (NC:8.1¡À2.4 l/min;
FT:5.2¡À1. 9), O2 Sat after 5 min with O2 (NC:98¡À2%;
TM:99¡À1%), the lowest O2 Sat (NC:83¡À11%; FT:94¡À8%),
severe desaturation (O2 Sat ¡Ü85%) (NC:9/19; FT: 5/48) and
assisted bag-mask ventilation (NC:10/19; FT:2/48).
Discussion: Data show that this technique improves oxygen-
ation, prevents severe desaturation and reduces the need for
assisted bag-mask ventilation in deeply sedated patients,
especially obese patients, during cardioversion/AICD testing.
Conclusion: This face tent takes only a few seconds to
prepare at no cost. It may have great impact on patient
safety especially in obese patients and should be used for
pre-oxygenation during cardioversion/AICD testing.
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Paper No: 407.00

Thromboprophylaxis and regional
anaesthesia in patients undergoing
gynecologic surgery
Lidija Palashevska , Kiro Churlinov and
Snezana Popovska

There are many advantages of regional anaesthesia for
elective gynecologic surgery. Preoperatively many of patients
receive anticoagulation drugs for treatment of other diseases
such as deep venouse trombosis, pulmonary embolism and
atrial fibrilation. There is possibility of seriouse complications
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in these patients if methods of regional anaesthesia are per-
formed. The outcome of patients who received anticoagula-
tion drugs is analized after gynecologyc procedures,
performed under regional anaesthesia.

We retrospectively evoluated all patients who had under-
gone operative procedure in a period of five years
(2006-2010). The number of patients who received regional
anaesthesia was presented. Patients treated with anticoagu-
lation drugs were presented with regard to the preparation
for operative procedures and perioperative complications.

In period from 2006-2010y the total number of patients
was 6251. There were 1835 patients with regional anaesthe-
sia. The number of spinal anaesthesia was 1664. Among
them 182 patiets received anticoagulation drugs preopera-
tively. All these patients were admitted to hospital several
days before procedures and bridge terapy was started.
There were no complications as a result of preoperatively
anticoagulations drugs tretment.Postoperatively 17 patients
developed trombocitopenia. In 43 patients postoperative
value of protrombin time was ,10%.

Regional anaesthesia is safe method in patients preopera-
tively treated with coumarin derivatives if these drugs are
stopped and the bridge therapy with LMWH is started
several days before the operation. Thromboprophilaxis with
LMWH started the evening before surgery is a safe method
in these patients.
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Paper No: 423.00

LOW-FLOW ANESTHESIA IN OBESE
PATIENTS: COMPARISON BETWEEN
DESFLURANE AND SEVOFLURANE
Voravut Laphisetpun , Kumkoon Wajanawichajirb
and Srirat Arunratanakul
Department of Anesthesiology, Faculty of Medicine, Chiang Mai
University, Thailand

Introduction: Desflurane is a rather new anesthetics with a
very low blood-gas partition coefficient and low oil-gas parti-
tion coefficient. These should allow rapid wash-in and rapid
emergence, even in obese patients. Because of its price
and low potency, the low-flow technique is advised.

Objectives: This study was aimed to study the kinetic beha-
viors of desflurane compared with sevoflurane during high-
flow wash-in, low-flow maintenance and early recovery
profile in obese adult patients.
Methods: Forty unpremedicated obese adult patients (BMI
25-35) were enrolled to receive either desflurane or sevoflur-
ane anesthesia. After induction of anesthesia, desflurane 4%
or sevoflurane 1. 5% in a fresh gas flow of 6 L/min
(N2O:O2¼3:3) was administered via an absorber circuit
After 10 minutes, the inflow was decreased to 1 L/min
(N2O:O2¼0.5:0.5) and desflurane or sevoflurane was then
switched to 5% or 2% respectively, and maintained through-
out the surgery. At the end of the procedure, the vaporizer
was turned off and the inflow was back to 6 L/min of O2.
Delivered concentration (FD), inspired concentration (FI)
and end-tidal concentration (FA) of the anesthetics were
measured and recorded from the start until extubation. The
times from discontinuation of the anesthetics to eye
opening on command and extubation were recorded.
Results: During high-flow wash-in, the FA/FI were compar-
able in both groups with the ratios of 0.89(0.05) vs
0.88(0.02) at minute 10. While in low-flow maintenance,
the FI of both groups gradually increased with correspond-
ing increases of FA. The FA at the end of the 1st hour was
4. 2(0.05) for desflurane and 1. 78(0.01) for sevoflurane.
During the 1st hour of low flow, the FA/FI were not signifi-
cantly different with the ratios of 0.91(0.03) vs 0.89(0.02)
at minute 60 of low flow. When back to high flow of O2
at the end of surgery, desflurane was washed out faster
than sevoflurane during the 1st minute with the FA/FAO
of 0.35(0.05) vs 0.42(0.08) but not different afterwards.
The recovery was faster in sevoflurane group with
respect to the times to eye opening on command and
extubation.
Conclusions: In unpremedicated obese adult patients, des-
flurane and sevoflurane provide comparably fast wash-in
during the initial high-flow and the 1st hour of l L/min
maintenance flow. However, desflurane has faster
wash-out during the 1st minute and provides faster recov-
ery. We recommend the FD of 5% for desflurane and 2%
for sevoflurane during 1 L/min of maintenance flow as an
economical and safe practice where the facilities are
limited.
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Paper No: 425.00

IMPROVING PATIENT SAFETY IN PACU
(POSTANESTHETIC CARE UNIT)
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Rodriguez Consuelo 1, Pintor Elena 2,
Albert Lorena 2, Alamo Francisco 2 and
Cabello Laura 2

1Hospital de Poniente. el Ejido Almeria Espaã‘a and 2Hospital de
Poniente, el Ejido Almeria

Introduction: During the immediate postoperative, patients
had decreased consciousness, temporo-spatial disorienta-
tion, and impaired mobility which involve a number of
interventions in relation with the patient, the surrounding
structure and the personnel that is designed to increase
patient safety.
Objective: To analyze, using the methodology of FMEA, po-
tential failure modes, their causes and corrective measures
that can be done to reduce or resolve them, and design a
checklist specific in URPA.
Material and Method: The methodology used was FMEA
methodology, organizing a multidisciplinary team consisting
of 4 FE Anesthesiology and Reanimation, Block 7 DU Surgical
Nursing, 2 and 1 Nursing TC Celador.

Data collection was performed using a flow chart or ana-
lysis of the process, understanding as input when surgery is
complete and output the time the patient is discharged
from PACU, and therefore from the surgery zone. This ana-
lysis includes all the steps you take each professional
involved in the process, detecting possible malfunctions,
their causes and effects.

The risk assessment was done by calculating Risk Priority
Numbers (RPN) that allow to define the possible causes of
failure of most to least important, so find out where we
should pay more attention.
Results: The result of this analysis have been the detection of
19 potential failure modes.
F1. Anesthetist cannot be localized. F2. Incorrect handling
of anticoagulant therapy F3. Patient misidentification F4.
Inadequate locoregional technique F5. Inadequate post-
operative assessment F6. Improper aseptic technique F7.
Improper handling of high-risk medication F8. Poor trans-
mission of information to patients and family F9. There is
no room to receive the patient F10. Improper handling of
biological samples F11. Improper Hydric Balance F12. Im-
proper management of VMI and NIV F13. Inadequate
patient reception F14. Malfunction of the apparatus / equip-
ment F15. Incorrect administration of treatment (drugs,
fluids and blood products) F16. Care and / or improper
nursing techniques F17. Medical Record Loss F18. Readmis-
sion after discharge in the APPU APPU F19. Inappropriate
Discharge from PACU
Conclusion: After analyzing the NPR and the evaluation of
improvement actions is a clear need to take measurements
to preserve the safety of patient care in PACU admission,
remain the priority, and in descending order, those related
with the use of medication, effective communication,
custody and organization of the medical history. The im-
plantation of one checklist specific for de URPA may be the
solution.

Paper No: 426.00

EVALUATION OF EFFICACY OF AMIKACIN
FOR ATTENUATION OF CATHETER RELATED
BLADDER DISCOMFORT IN PATIENTS
UNDERGOING PERCUTANEOUS
NEPHROLITHOTMY: A PROSPECTIVE,
RANDOMIZED, DOUBLE BLIND STUDY
Anil Agarwal , Ruchi Verma, Prabhat K Singh and
Aneesh Srivastava
Department of Surgical Urology, Anaesthesiology

Introduction: Bladder discomfort secondary to an indwelling
urinary catheter is distressing, and it is not unusual to find
patients catheterised under anaesthesia complaining of an
urge to void in the postoperative period because of catheter
related bladder discomfort (CRBD).
Objectives: Amikacin, a aminoglycoside antibiotic has been
reported to significantly inhibit detrusor contraction in
animal studies. The present study was undertaken to evaluate
the efficacy of Amikacin in preventing CRBD in clinical setting.
Methods: 100 consecutive adult patients, ASA physical status I
and II, either sex, undergoing elective percutaneous nephro-
lithotomy (PCNL) for renal and upper ureteric stones were ran-
domly divided into 2 equal groups of 50 each to receive
medications just before induction depending upon their group
allocation. Group C (control): received Augmentin 1.2 gm and
Levofloxacin 500 mg whereas Group A (Amikacin): received
Augmentin 1.2 gm and Amikacin 10 mg/kg. Following induction
of anesthesia patients were catheterised with a 16 Fr Foley cath-
eter and balloon was inflated with 10 mL normal saline. In the
post anaesthesia care unit CRBD was assessed at 0, 1, 6, 12 and
24 hrs after completion of surgery. Severity of bladder discom-
fort was graded as mild, moderate and severe.
Results: Amikacin reduced the incidence of CRBD to 44% (22/
50) compared to 66% (33/50) observed in the control group
(P,0.05). Amikacin also reduced the severity of CRBD (mod-
erate) grade at 1 hr (P,0.05).
Conclusion: Amikacin (10 mg/kg) administered intravenously
just before induction of anaesthesia significantly reduces the
incidence and severity of CRBD in the post operative period.
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Paper No: 449.00

CHANGES IN PSYCHOLOGICAL MOOD AND
STRESS AFTER DAYTIME PRACTICE IN
RESIDENTS
TsutomuOshima 1, JunkoHirashima 1, SeijiHattori 1,
Akihiro Kashiwai 2 and Takashi Nakamura 2

1Cancer Institute Hospital and 2Nihon University School of
Medicine

Introduction: A short form of the Profile of Mood States (POMS)
consists of thirty items which load on six different scales:
tension-anxiety, depression-dejection, anger-hostility, vigor,
fatigue, and confusion, thereby combining to achieve the mood
disturbance score (MDS), an aggregate indicator of overall
mood. On the other hand, salivary alpha amylase (SAA) levels
have been suggested as a potential indirect marker for
sympatho-adrenal-medullary activity and a predictor of plasma
cathecholamine levels under a variety of stressful conditions.
Objectives: We examined how daytime anesthetic practice
affects the residents in terms of psychological mood and stress.
Methods: Fourteen residents at our department were en-
rolled in this study. They usually took charge of 1 to 3
patients a day in the operating rooms. They received two
measurements. One was the the mood meaured by POMS
questionaires at 8:00 and 17:00, and the other was the
stress assessed by SAA activity at 8:00, 12:00, and 17:00
using COCORO MeterTM (NIPRO Co, Osaka, Japan). Data
were analyzed by paired t-test, or one-way analysis of vari-
ence, if appropriate. In all tests, a value of p,0.05 was con-
sidered statistically different.
Results: Among the six scales and the MDS, only fatigue
demonstrated statistically significant differenes. Daytime an-
esthetic practice significantly increased the score of fatigue
in the subjects. However, there were no significant differ-
ences in the hourly changes in SAA activity in the subjects.
Conclusions: In residents, daytime anesthetic practice
increased fatigue while no particular sympathetic stress
responsee were evoked.

Paper No: 454.00

QUALITY IMPROVEMENT AND JUST
CULTURE: A COMPREHENSIVE APPROACH
Ellen Iannoli
University of Rochester School of Medicine and Dentistry,
Rochester, NY, USA

Introduction: Quality improvement (QI) is an aspect of
patient safety based on evaluating cases and system
issues. Historically, the morbidity and mortality conference
has examined error with a focus on individual accountability.
Recently, patient safety has focused on systems, recognizing
that events often result from system weaknesses that leave
the final action overly dependent on individual skill and
decision-making, and open to human error resulting from in-
adequate information, distraction, or miscommunication.
The goal of a “just culture” has been introduced, in which
individuals and systems are accountable for failure to plan
appropriately but not punished for unavoidable human
error. We present a QI process which comprehensively eval-
uates events, close-calls, and systematic safety issues, and
applies them to an educational program to advance the
experience and knowledge of anesthesiology faculty, resi-
dents, and nurse anesthetists.
Objectives: 1) To advance the experience of individuals by
sharing mishaps and discussing means of avoiding these
situations in the future. 2) To identify potential or perceived
safety concerns and address them.
Methods: Indicator cases are reported by anesthesia care
teams, nurses, surgeons, or other departments. Cases are
reviewed by a peer and presented to committee, and a
standard of care determination is made along with the iden-
tification of opportunities for improvement in individual be-
havior or systems. Patient safety concerns not associated
with a specific case are presented to a committee, who
makes a determination regarding whether a change to de-
partmental practice is necessary. Monthly, cases with teach-
ing points and/or new policies along with relevant literature
are presented and discussed with the entire department.
Discussions are focused on issues and opportunities for im-
provement, and the facilitator is responsible for maintaining
an atmosphere of respect and collegiality.
Results: Within our department, an openness to analyzing
incidents and seeking improvement has developed, despite
appropriate concern about legal issues. Although there is
repetition of material due to the annual influx of new resi-
dents and staff, there is attention to areas in need of im-
provement and the benefit from learning from the mishaps
of others. Several new policies and local guidelines have
been developed which standardize care within the depart-
ment and lend support to best practices over misplaced
attempts at efficiency.
Conclusions: Creating a rigorous QI process alongside a just
culture within a department is possible and beneficial. Our
approach has much to offer departments who are working
to develop a more productive and progressive system.

Paper No: 458.00

Management of Laryngeal Foreign Body
with Ridid Fiberoptic Laryngoscope
(Glidescope)
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Christina Matadial , Hani Murad , Armando Ariza
and Ricardo Martinez-Ruiz
Univeristy of Miami

Introduction: We present the first documented use of a Rigid
Fiberoptic Laryngoscope for visualization and retrieval of
foreign body from the supralaryngeal area.
Ojectives: This is the first documented use of a rigid laryngo-
scope for retrieval of a foreign body from the supralaryngeal
area.
Methods: Anesthesia performed direct laryngoscopy under
propofol sedation with ENT on stand-by after unsuccessful
attempts at foreign body retrieval with rigid forceps.
Results: The ENT team was consulted and performed a flex-
ible fiberoptic exam of the oropharynx and laryngopharynx
which revealed a foreign body (celery stalk) overlying the
vocal cords.
Discusion/conclusions: We This was a 74 year old male with
a history of multiple strokes and vascular dementia in the
medical intensive care unit for CPOD exacerbation. ENT was
consulted after patient was noted to have an episide of
choking while eating dinner and inability to clear oral secre-
tions as well as shortness of breath. There was difficulty in re-
moving the foreign body by ENT and after several attempts
the anesthesia service was consulted to provide sedation/an-
esthesia for retrieval. After careful titration of propofol to
achieve Ramsey Score of 3, anesthesia service performed
direct laryngoscopy with a GlideScope, and the vegetable
matter was seen in the supralaryngeal area. A Magill
forceps was used to retrieve the foreign body, under glide-
scope visualization. After the retrieval, another laryngoscopy
was performed to confirm no further foreign material in the
oropharynx. the patient was recovered in usual fashion, with
an uneventful recovery, and no sequelae of aspiration.

Paper No: 466.00

SURVEY OF SURGICAL PERSONNEL TO
ENACT THE âEœRACE-PASS*âE FIRE
SAFETY PLAN
Charles Cowles 1, MD Anderson 2 and
Evan Pivalizza 3

1University of Texas and 2Cancer Center, Houston, Texas, USA
3University of Texas, Health Science Center Houston

Introduction: Most hospitals rely upon the use of the RACE-
PASS acronym to remind employees of actions to perform
during a fire involving patient care areas. Many accrediting
agencies, such as The Joint Commission, have adopted RACE-
PASS as a performance measurement and have encouraged
employee memorization.
Objective: To assess if surgical staff are capable
of performing RACE-PASS actions or merely recite the
steps.

Methods: Surgical personnel familiar with RACE-PASS were
personally surveyed to assess ability to carry out the RACE-
PASS plan. Questions addressed previous education pertain-
ing to OR fires, identification of the nearest fire
extinguisher, medical gas supply cut off, and fire alarm
pull stations.
Results: 118 Surveys were performed with the staff of 31
operating rooms and 2 procedure areas. The staff consisted
of Surgeons (n¼17), Surgical Technologists (n¼17), Circu-
lating Nurses (n¼28), and Anesthesia Providers (n¼56).
Of the Surgeons, four (23.5%) stated they had formal edu-
cation pertaining to OR Fires, one (5.9%) could locate the
nearest fire extinguisher, two (11.8%) could locate the
gas cut off, and two (11.8%) could locate the nearest
pull station; of the Surgical Technologists, fourteen
(82.4%) stated they had formal education pertaining to
OR Fires, seven (41.2%) could locate the nearest fire extin-
guisher, nine (52.9%) could locate the gas cut off, and four
(23.5%) could locate the nearest pull station; of the Circu-
lating Nurses, twenty-six (92.9%) stated they had formal
education pertaining to OR Fires, eight (28.6%) could
locate the nearest fire extinguisher, seventeen (60.7%)
could locate gas cut off, and three (10.7%) could locate
the nearest pull station; and finally, of the Anesthesia Pro-
viders, twenty-six (46.4%) stated they had formal educa-
tion pertaining to OR Fires, six (10.7%) could locate the
nearest fire extinguisher, fourteen (25%) could locate gas
cut off, and three (5.4%) could locate the nearest pull
station.
Conclusions: The survey results suggest that a lack of
knowledge pertaining to the location of life safety equip-
ment such as fire extinguishers and fire alarm pull stations
would impair the ability of OR personnel to activate an
alarm or use a fire extinguisher during an actual fire.
Use of RACE-PASS may be an effective tool if combined
with education and orientation to life safety equipment
needed to carry put the steps, but not as a stand alone
tool. The survey also indicates that anesthesia providers
do not participate in educational specific to OR fires to
the extent of other surgical personnel.
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Comparison of sevoflurane volatile
induction and maintenance anesthesia
and propofol-fentanyl total intravenous
anesthesia for mini-invasive biliary tract
surgery
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Pavel Daniljuk and Nikita Trembach

Introduction: Biliary disease, complicated by obstructive
jaundice is a condition requiring emergency surgery. Liver
failure occurs in these patients may adversely affect the
anesthesia and recovery period.
Objectives: This study was designed to compare the efficacy
and safety of propofol-fentanyl total intravenous anesthesia
and sevoflurane volatile induction and maintenance anes-
thesia in patients during the minimally invasive surgical
interventions on the biliary tract.
Methods: 139 ASA III patients with biliary tract pathology, com-
plicated with obstructive jaundice undergoing drainage of the
bile duct under ultrasound (duration 42 (34–53) minutes),
were allocated randomly to receive propofol-fentanyl total
intravenous anesthesia (TIVA group, 67 patients) or sevoflurane
volatile induction and maintenance anesthesia (VIMA group, 72
patients). Average Child-Turcotte-Pugh score did not significant-
ly differs between the groups and corresponded to the class
B. Average MELD score was comparable between two groups
(13,4+3,35 for TIVA group vs. 14,2+2,67 for VIMA group).
Were assessed: the time of loss of consciousness, time to intub-
ation, time of recovery of consciousness, time to extubation,
time to full orientation, adverse effects of anesthesia, post-
operative pain (Numeric Rating Scale).
Results: Induction time, as well as time to intubation was 1.5
times less in propofol-fentanyl anesthesia (64+12 sec vs.
92+24 sec (p,0,05) and 4,2+0,32 min vs. 6,5+0,51 min
(p,0,05)). Time of recovery of consciousness (15,4+2,5 vs.
8,6+1,2 (p,0,05)), however, as well as the time of extubation
(16,8+3,1 min vs. 9,3+1,8 min (p,0,05)) and time to full
orientation (18,9+4,2 min vs. 11,5+2,5 min (p,0,05)) in TIVA
group were almost two times higher. Involuntary movements
were noted in 14 patients in TIVA group (21%) vs. 5 patients in
VIMA group (11%). The incidence of PONV was 7% (5 cases) in
the VIMA group and 4,5% (3 cases) in TIVA group. There were
no significant differences between the groups in pain score
(2,3+1,4 in TIVA group and 2,7+1,3 in VIMA group) and in
patient satisfaction with anesthesia (90% vs. 93%).
Conclusion: The method of sevoflurane volatile induction and
maintenance anesthesia compared with propofol-fentanyl
total intravenous anesthesia in patients with obstructive
jaundice for mini-invasive biliary tract surgery provides a sig-
nificantly earlier recovery from anesthesia with a comparable
incidence of adverse effects.

Paper No: 481.00

Convulsions after Ropivacaine infusion
225 mg for Psoas Compartment Block
Nikolaos Noulas 1, Dimitris Maliamanis 1,
Ioanis Xarikopoulos 2, T Mpourtzinakos 2 and
Afroditi Kouvalakidou 2

1Department Of Anaesthesia, NHS-Hospital State of Corinth,
Corinth-Greeceand 2Orthopedic Clinic, NHS-Hospital State of Corinth

Introduction: Ropivacaine is a safe long lasting local anes-
thetic using in peripheral nerve blocks techniques. Ropiva-
caine side effects such as convulsions have been reported
after inadvertent intravascular injection or the administra-
tion of a large dose.
Objectives: We describe grand mal convulsions occurring
after administration of ropivacaine 225 mg in a healthy,
young patient undergoing surgical management for deep
wound trauma in right knee.
Methods: A 24-yr-old male (ASA I, 73 kg, and 176 cm) sched-
uled for urgent repair of deep penetrating trauma of anterior-
lateral aspect of right knee. He had white medical history and
he didn’t smoke tobacco or drink alcohol regularly. The labora-
tory examinations were unremarkable. In the operating
theatre, monitoring of arterial pressure, ECG, and SpO2 was
instituted, and venous access was secured. The patient placed
in Sims position. After disinfection and local infiltration of the
skin and subcutaneous tissues, an 8 cm, 20 G, short bevel insu-
lated needle was introduced to psoas muscle to anesthetize the
lumbal plexus (according to Xapdevila et al). With a current of
0,78 mA and minimum elicitation of quadriceps muscle con-
tractions, after a negative aspiration test, 30 ml of Ropivacaine
0,75% was injected over 1 min in 3–4 ml increments with
repeated negative aspiration. 39 seconds after Ropivacaine in-
jection, the patient suddenly developed a grand mal convulsion,
and became apnoeic with extreme salivation and unconscious.
Lung ventilation by face mask with 100% oxygen was started
and Midazolam 5 mg given IV plus 100 mg Pentothal. The sei-
zures stopped after 20 seconds and regular spontaneous respir-
ation returned. Due to stable cardiovascular system, and normal
arterial gas blood analysis (PH¼7.39, PO2¼278 mmHg,
PCO2¼41 mmHg, BE¼27.2) we decided to continue the oper-
ation with the patient in spontaneous breathing via Venturi
mask with FiO2¼0,4. The surgery lasted 32 min, the patient
remained in PACU for two hours without any problem. Neuro-
logical examination performed the day after surgery did not
reveal any abnormality.
Conclusions. We hypothesized that an intravascular injection
of local anesthetic in this high dose produced this unwanted
phenomenon. Frequently aspiration for blood didn’t secure
the intravascular placement of the tip of the needle. The re-
gional anesthesiologist must be aware of early signs and
symptoms of CNS intoxication (in our case report there were
not) such us metallic taste, tinnitus, dizziness, anxiety. The
convulsions must be treated effectively with oxygen, lung ven-
tilation, and IV administration of Benzodiazepines.

Paper No: 485.00

AN INVESTIGATON OF THE INFLUENCE OF
TYPE OF ANAESTHESIA ON THE PATENCY OF
UPPER LIMB ARTERIOVENOUS FISTULAE AT
THE TORONTO GENERAL HOSPITAL
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2, Srinivas Combiatore 2 and Corina Lee 2

1Section of Anaesthesia and Intensive Care, University Hospital of
the West Indies, 2Department of Anesthesia, Toronto General
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Introduction: The establishment and maintenance of long
term vascular access for dialysis of patients with end
stage renal disease is associated with significant morbidity
and cost [1,2]. Upper limb Arteriovenous fistula (AVF) cre-
ation is the preferred method for long term vascular
access [3]. However a significant number of these fistulae
fail to develop enough to allow hemodialysis [4]. It has
been suggested that the use of brachial plexus blocks
during AVF creation may increase the likelihood of AVF
maturation [5,6].
Objective: To determine if the use of a brachial plexus block
during the creation of an AVF decreases the rate of failure of
AVF maturation.
Methods: Data was collected retrospectively from all patients
who had primary creation of an AVF at the Toronto General
Hospital between January 2007 and December 2009. Data
collected included: age, gender, American Society of
Anesthesiologist (ASA) score, height, weight, body mass
index, presence of diabetes mellitus or peripheral vascular
disease, location of AVF, type of anaesthesia and rate of
fistula maturity at 6 weeks and 3 months. Data were ana-
lyzed using STATA 12.
Results: A total of 207 patients underwent AVF creation
during the study period. During these procedures 111
patients received local anaesthesia and sedation, 53 received
a brachial plexus block and 43 received general anaesthesia.
The demographic information of the patients receiving the
different anaesthetic techniques was similar. At 6 weeks
the AVF patency rates for patients which had local, general
and regional anaesthesia were 66.7%, 67.4% and 50.9% re-
spectively (p¼0.071). At 3 months the patency rates were
69.4%, 66% and 67.4% respectively (p¼0.848). On further
multi-variant analysis the type of anaesthesia had no influ-
ence on AVF patency rates.
Conclusion: The use of a brachial plexus block during AVF cre-
ation did not decrease the rate of failure of maturation of the
resulting fistulas.

References
1 Feldman HI, Kobrin S, Wasserstein A, Hemodialysis vascular access

morbidity. J Am Soc Nephrol 1996. 7(4): p. 523–35

2 Porile JL, Richter M, Preservation of vascular access. J Am Soc
Nephrol 1993. 4(4): p. 997–1003

3 Jindal K, et al., Hemodialysis clinical practice guidelines for the
Canadian Society of Nephrology. J Am Soc Nephrol 2006. 17(3
Suppl 1): p. S1–27

4 Mercado C, et al., Early and late fistula failure. Clin Nephrol 2008.
69(2): p. 77–83

5 Malinzak EB, Gan TJ, Regional anesthesia for vascular access
surgery. Anesth Analg 2009. 109(3): p. 976–80

6 Hingorani AP, et al., Regional anesthesia: preferred technique for
venodilatation in the creation of upper extremity arteriovenous
fistulae. Vascular 2006. 14(1): p. 23–6

Paper No: 494.00

AN AUDIT OF THE INCIDENCE OF ADVERSE
EVENTS IN INTENSIVE CARE, AND THEIR
EFFECTS ON LENGTH OF STAY
AND MORTALITY
Carl Ilyas
Castle Hill Hospital, Hull, UK Sean Bennett Castle Hill Hospital,
Hull, UK

Introduction: Adverse events (AE) are defined as âEœinjury
related to medical management, whether preventable or
non-preventableâE (1). Data regarding AE incidence varies.
In critical care, due to increased care complexity, the risk
of AEs is increased. An incidence of AEs of 15.4% is reported,
with increased length of stay (LOS) and mortality (2,3).
Objectives: By auditing reasons for admission to ICU we hope
to characterise AEs, identifying factors which may reduce
mortality, LOS and cost.
Methods: This audit analysed ICU admissions over two
months. AEs were divided into two groups; those leading dir-
ectly to admission; and those occurring on ICU. Data collec-
tion was from patients’ notes, and from ICU admission books.
Primary outcomes were ICU LOS and mortality on ICU. Cost-
analysis based on LOS was performed. Audit data was com-
pared with contemporaneous ICNARC data, ensuring data
collected represented ICU casemix. Over two months, 158
patients were admitted to ICU - 130 surgical and 28
medical; 71 emergency and 87 elective. Of the admissions,
40 patients experienced an AE; 25 of these prior to admis-
sion, whilst 16 occurred on ICU. 28 were surgical, 8
anaesthesia/ICU, and 5 medical.
Results: Adverse events were associated with a mortality of
35%, compared to a mortality of 10.1% in the non-adverse
event group. The adverse event group had a mean length
of stay of 8.1 days, as opposed to a mean length of stay in
the non-adverse event group of 3.9 days. Cost-analysis was
based on number of bed-days incurred by the AE (average
4.2 days longer in the AE group) at a cost of Â£1212 per
ICU bed per day, i.e. Â£5090 extra per patient; a total cost
of Â£203,616 for the two months.
Conclusions: In our audit an AE caused a mean increase of
ICU LOS of 4.2 days (Mann Whitney test, p,0.05), and three-
fold increase in mortality (p,0.001). Most AEs were surgical.
These findings support evidence that AEs increase LOS and
mortality. Reducing AEs would improve outcomes, and
reduce costs. The nature of the AEs suggests that improve-
ments could be achieved by focusing on preventing AEs
throughout the hospital. Increased awareness, planning,
and education could impact on AEs. We would also advocate
a more robust adverse event reporting culture. Comparison
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with ICNARC suggests that our data is representative of ICU
casemix. Of note, ICNARC does not have a function to
identify AEs.
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Paper No: 509.00

A comparison of the influence of 2.7%
sorbitol-0.54% mannitol and 5% glucose
irrigating fluids on plasma serum
physiology during hysteroscopic
procedures
Dae Ja Um M.D. PhD , Jong Taek Park,
Hyun Kyo Lim and Si Gon Kim
Dep. of Anesthesiology and Pain Medicine, Yonsei University,
Wonju College of Medicine, Wonju, Korea

Introduction: 2.7% sorbitol-0.54% mannitol has been
selected as an alternative irrigating fluid during endoscopic
surgery for its theoretical advantages. We compared the in-
fluence of 2.7% sorbitol-0.54% mannitol(Urosol, CJ pharma,
Seoul, Korea) and 5% glucose as an irrigating solution for
hysteroscipic myomectomy & polypectomy in the occurrence
of associated complications.
Methods: Thirty patients scheduled for a hysteroscopic oper-
ation were included in a prospective randomized trial com-
paring 2.7% sorbitol-0.54% mannitol solution (Group S,
n¼15) and 5% glucose (Group G, n¼15) as an irrigating
fluid. We recorded the amount of the irrigating fluids, the
amount of fluid intake, and the duration of the procedure.
Serum sodium, chloride, potassium, glucose values, and
serum osmolality were measured before (just after the in-
duction, T1), during (when 2 L of irrigation fluid was
infused, T2), and after (1 h after the end of the operation,
T3) the hysteroscopic procedure.
Results: The mean volume of absorbed irrigating fluid was
185.0 ¡3

4 73.5 ml in Group G and 175.4 ¡3
4 50.5 ml in Group

S. Transient hyperglycemia occurred in one patient of Group
G. No differences were found in the intraoperative and post-
operative levels of serum sodium, potassium, chloride,
glucose and osmolality in both groups.
Conclusions: There was no clinical evidence of hyponatremic
hypoosmolality in any of the patients. We found no differ-
ence between 2.7% sorbitol-0.54% mannitol and 5%

glucose as an irrigating fluid for hysteroscopic procedures
with mild to moderate irrigant absorption.

Paper No: 510.00

Intraocular Pressure Changes During
Induction andIntubation : A Comparision
of Sevoflurane and Desflurane
Dae Ja Um M.D. PhD , Kyuyong Jang, Jong Tak Park
and Hyun Kyo Lim
Dep. of Anesthesiology and Pain Medicine, Yonsei University,
Wonju College of Medicine, Wonju, Korea

Introduction: During ophthalmologic surgery, various intra-
venous anesthetic induction agents are used to prevent an
intraocular pressure(IOP) increase. This study was designed
to compare the effects of sevoflurane and desflurane on
IOP in patients who were intubated.
Method: Thirty-two patients undergoing elective strabismus
an entropion surgery, aged 6 to 15 years, were randomized
to receive sevolfurane(Grout S, n¼16) or Desflurane(Group
D, n¼16), IOP, mean arterial pressure(MAP), heart
rate(HR), cardiac index(CI), stroke index(SI) were measured
at the following time points: prior to induction(B); after
the administration of the induction agents; before
intubation(AI); and at 1, 3 and 5 mins after intubation(T1,
T3 and T5).
Results: The IOP after induction(AI) were significantly lower
than Base(B) in both groups. MAP at T1(1min after intub-
ation) in Group S was significantly lower than Group
D. HR at T1, T3 in Group S was significantly lower than
Group D. CI & SI were not significantly differ between
group.
Conclusion: Sevoflureane and Desflurane have no clinically
significant effects on IOP, MAP, HR, CI or SI in children.

Paper No: 518.00

C band and post operative nausea
and vomiting
Hossain Babatabar , Yousef Mortazavi and
Ebrahim Nasiri

Introduction: With the development of Science and Technol-
ogy, thousands of operations are done through general anes-
thesia evry day. Although undeniable progress in anesthesia
led to good results in operation. Many sick people suffer from
some adverse effects after anesthesia. the phenomenon of
post operative nausea and vomiting is one of them. Pressure
Medicine a branch of Acupuncture is mentioned have control
on nausea and vomiting after operations.
Methods: The study is a double blind experience. The under
research society included sick men in general operation
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section in Baghiatallah and Valiasr Military Hospitals of NAJA
in Tehran. objects undergone who have of them stomach op-
eration for the first time and One hundred seventy four of
them were chosen in this study. Sampling was continuous
and the subjects were grouped randomly in three groups
With 58 participants in it hamely : acupuncture group
(therapy group), control group and therapist group.

According to its goals the checklist and c-band were used
according to the groups of this study. After gathering the
samples, the data were analyzed by statistics Software
SPSS, edition 15, and ANOVA and T- test for analyzing the
descriptive and the deductive statistics.
Results: Average age of the samples were 20–66 and 39+ _6
y. Also the average weight of the samples was 66 kg with
standard deviation 11, and through demographic informa-
tion the samples had no meaningful differences.
Conclusion: Using the C - band reduced nausea and vomiting
after the operation that showed meaningful difference
between therapist group and the witness group.

Keywords: C-band; abdominal surgery; nausea and vomiting
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Non-technical skills in anesthesia providers
in rwanda: an ethnography
Patricia Livingston 1, Lauren Zolpys 2,
Christian Mukwesi 3, Theogene Twagirumugabe 4

and Sara Whynot 5
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Dalhousie University

Introduction: Patient safety in the operating room can be
jeopardized by poor team working and communication.
Estimates are that 70 to 80% of anesthetic and surgical un-
toward events are caused by human factors.1 The Anaesthe-
tists’ Non-Technical Skills (ANTS) framework was developed
to explore human factors and identify behavioural markers
that influence safe practice of anesthesia.2 ANTS have
been studied in European, Australian, and North American
centres but there are no reports of use of this framework in
developing countries.3
The operating room environment in developing countries is
particularly stressful, with major clinical demands, few
mentors, and scarce resources.4 In this setting, ANTS such
as situational awareness, decision-making, task manage-
ment and team working are especially important to
prevent untoward events and improve peri-operative
patient safety.
Objectives: The purpose of this qualitative study is to obtain
a clear description and understanding of how ANTS are

currently practiced by anesthesia providers at two tertiary
care hospitals in Rwanda.
Methods: We used an ethnographic approach combining
interviews and observations. Semi-structured interviews
were conducted with eight non-Rwandan anesthesia provi-
ders with previous experience teaching in Rwanda. Observa-
tion of non-technical skills currently being practiced by
Rwandan anesthesia providers was also undertaken. A
hybrid discourse analysis approach was used to evaluate
raw data from both interviews and observations. Data was
coded in an iterative fashion, allowing emerging themes to
inform subsequent interviews and analysis by identifying
themes that emerged rather than trying to categorize beha-
viours according to the ANTS framework. Data collection
is ongoing.
Results: Preliminary results identified three themes: situation
awareness, cultural factors, and the challenges of working in
a resource-poor setting, all of which have a direct impact on
communication, which affects patient care. Lack of mentor-
ship, combined with scarce resources, creates resignation
to poor outcomes, which manifests as lack of recognition
of clinically significant events and creates difficulty applying
anesthesia theory to practice.
Anesthesia providers in Rwanda work in a culture in which
formality, politeness and hierarchy are important. These
influences may lead to a lack of assertiveness/discomfort
with leadership, resulting in poor role definition.
Great potential for improvement has been recognized
through the introduction of daily anaesthesia team meet-
ings, which allows coordination and planning of team
activities.
Conclusions: A complex relationship exists between factors
influencing the safe provision of anesthesia in Rwanda. It is
expected that designing a framework to address leadership
and communication may lead to better team coordination
and improved patient care.
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Paper No: 566.00

Hemodynamic monitoring during
anesthesiological maintenance of
neurosurgical operations
of cranial-facial resections

BJA Abstracts presented at WFSA

ii408



Irina Savvina , Vitaly Novikov, Natalia Lesteva,
Aleksey Tokorenko, Dmitry Gulaev and
A.L. Polenov
Russian Neurosurgical Institute of St-Petersburg, Russia

The choice of method of hemodynamic monitoring is very
important during anesthesiological maintenance during
cranial-facial resections,which are enduring, painful and
always accompanied by massive hemorrhage. Whether to
prefer invasive or non-invasive methods of monitoring to
provide safety of the patient and get the most reliable
data. Considering influence of a massive hemorrhage and
deficiency of blood volume on a functional condition of car-
diovascular system, along with the standard methods of
monitoring we performed invasive monitoring of the
central hemodynamic using PiCCOplus monitor at 18 ASA
IY patients (16–76 y.o. with cranial-facial tumors (the 1-st
group). All the patients had paraneoplastic syndrome and
intoxication dew to their tumor, anaemia (Hb,80g/l), hypo-
volemia. We performed continuous monitoring of artherial
blood pressure, cardiac index (CI), SV (Stroke Volume),
GEDV (Global End-Diastolic Volume), dPmx, GPVRI (General
Peripheral Vascular resistance Index), ITBVI (Intrathoracic
blood volume index), ELWI (extra vascular lung water
index), PVPI (pulmonary vascular permeability index) The
continuous monitoring allowed us to influence operatively
on a hemodynamic profile of the patient The application
of monitor "PICCOplus" allowed us to carry out monitoring
of an extra vascular lung water as sensitive criterion of ad-
equacy of infusion therapy of massive hemorrhage. The
volume of infusion during the period of thoracic-dorsal
flap transplantation was 40 ml/kg? h: solutions of salts
10 ml/kg? h, solutions of hydroxyethyl starch 10 ml/kg? h,
blood plasma 15 ml/kg? h, erythrocyte mass 5 ml/kg ?
h. At 16 ASA IY patients (18–72 y.o. we used the non-
invasive methods of registration ECG, HR, SpO2, MAP
(Nihon Kohden), CI, index of contractility of a left ventricle,
GPVRI («NICO Novametrix») The criteria of choice non-
invasive method were the following:
-Operations without a thoracic-dorsal flap transplantation
that significantly reduced hemorrhage caused by redistribu-
tion of a blood volume;
-The initial safe status of the patient (absence of expressed
anemia, accompanying cardiovascular pathology);
-Possibility of cathetherisation of the veins of the lower
extremities together with vena cava superior (if d-dimer
,500 ng/ml). At comparison reliability and the clinical
importance of invasive and non-invasive techniques of
intraoperational hemodynamic monitoring in 2 groups of
patients, it is possible to assert that both methods objectively
demonstrate a condition of peripheric vascular tonus and left
ventricle function. The invasive monitoring is recomended in
operations with thoracic-dorsal flap transplantation because
of a massive denervation and deficiency blood volume
because of an external hemorrhage and redistribution of
blood volume.

Paper No: 570.00

Peripheral versus central routes for central
venous cannulation – a review of
complications
Andreas Pikwer 1, Jonas Åkeson 1 and
Sophie Lindgren 2

1Lund University, Department of Clinical Sciences Malmö,
Anaesthesiology and Intensive Care Medicine, Skåne University
Hospital and 2Department of Anaesthesiology and Intensive Care

Introduction: Peripherally-inserted central catheters (PICC
lines) are gradually replacing conventionally inserted tun-
nelled or non-tunnelled central venous catheters in many
clinical settings. The increasing use of PICC lines has,
however, raised clinical concerns. Despite lack of convincing
scientific evidence PICC lines are often preferred to conven-
tional central venous lines based on presumed cost and
time benefits and fewer mechanical complications.
Objectives: We undertook a systematic review of compara-
tive studies assessing complications of peripherally and cen-
trally inserted central venous catheters in various patient
categories.
Methods: Twelve studies, reporting 3116 PICC lines, 2193 non-
tunnelled and 819 tunnelled or venous access port centrally
inserted lines, were included. Nine studies compared PICCs
with non-tunnelled central lines and five studies compared
PICCs with tunnelled central lines or venous access ports.
Study settings and definitions of clinical outcome were found
to differ considerably between the studies, and only one study
was randomised Furthermore, outcome data was not assessed
blindly, and in five studies the numbers of PICC and centrally
placed lines were highly unequal (ratio of two or more).
Results: Radiographic malpositioning of the catheter tip (as
reported in five studies reflecting 432 peripherally and 641 cen-
trally placed lines) occurred more often after PICC placement
(9.3 % vs. 3.4 %; OR 3.76 [CI 1.75–8.07]; P¼0.0007). Thrombo-
phlebitis (seven studies based on 24 038 peripherally and 62
302 centrally placed line indwelling days) was reported more
often with PICC lines (78 vs. 7.5 per 10 000 indwelling days;
OR 5.82 [CI 2.37–14.2]; P¼0.0001). Catheter dysfunction (six
studies reflecting 18 199 peripherally and 58 972 centrally
placed line indwelling days) occurred more often during PICC
use (78 vs. 14 per 10 000 indwelling days; OR 6.02 [CI 1.10–
32.9]; P¼0.04). There was no difference in catheter-associated
infection rate (nine studies reflecting 68 048 peripherallyand 76
277 centrally placed line indwelling days) between PICC and
central lines (22 vs. 17 per 10 000 indwelling days; OR 0.83 [CI
0.28–2.50]; P¼0.74).
Conclusions: There are few comparative studies of complica-
tions associated with the use of peripherally vs. centrally
placed lines, and all studies but one are at risk of selection
bias due to non-randomised design. We found that the
risks of tip malpositioning, thrombophlebitis and catheter
dysfunction favour clinical use of centrally placed catheters
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instead of PICC lines, and that the two catheter types do not
differ with respect to catheter-related infection rates.*
References *a modified version of the work already accepted
for publication as an original article in Anaesthesia.

Paper No: 576.00

Universal introducer for placement
of various types of laryngeal airways
Igor Idov and Pavel Rylov

Introduction: During introducing of the laryngeal airway en-
trance of cuff tip into true glottis should be avoided. The artificial
airway should also not be placed opposite epiglottis or aryten-
oid cartilage. For this purpose the tip of duct cuff should be
pressed to the posterior wall of the pharynx during introduction.
Introduction of any laryngeal airway, except ProSeal, is per-
formed with physician’s hand. Under this condition hygiene of
the patient’s oral cavity is compromised; if inflatable cuff is
bent, mucous membrane of oral cavity and stomatopharynx
may be injured; it is difficult to control the position of inflatable
cuff in a large stomatopharynx; there is a risk of physician’s
fingers injury during mask introducing; it could be difficult for
an inexperienced anesthesiologist.
Objectives: Development of a universal introducer for place-
ment of various types of laryngeal airways for general anes-
thesia during planned outpatient ophthalmic surgery.
Methods: A comparative estimation of supraglottic airways ef-
ficacy has been performed in ophthalmic patients during fol-
lowing operations: vitrectomy, scleral buckling, reconstructive
operations on the anterior segment of the eye, squint surgery,
evisceration, enucleation. Two types of disposable and reusable
airways have been studied LMA-CLASSIC and LMA – Flexible.
Two groups of patients, 20 persons in each have been formed.
There were females/ males: 73% / 27%, aged from 1 to 70 years.
Results: We have developed an original introducer for LMA-
CLASSIC and LMA–Flexible airways. Holding introducer with
attached laryngeal airway in one hand, the physician opens
patient’s mouth with the other hand, moving the lower jaw
upwards and forward. When the mouth is opened, the inflatable
cuff is placed into it, and then anesthesiologist moves the cuff in
one motion according to the anatomy of the hard palate and
posterior wall of the laryngopharynx, using the introducer. Phys-
ical force should not be applied. Insertion of the airway into the
hypopharyngeal space is performed until feeling of resistance.
Before removing the introducer, the physician holds air tube
slightly with the other hand, slightly forcing the mask down to
prevent the inflatable cuff from coming out. At this step laryn-
geal airway takes the correct position, at this time tip of the
cuff is located near the upper esophageal sphincter.
Conclusion: An universal introducer which enables introduc-
tion of laryngeal airways, guarantees correct position of
airway in the laryngopharynx at first attempt, and excludes
possibility of injury both to the patient and the physician
has been developed and used in practice.

Paper No: 586.00

Incidence of bloodstream infection:
prospective comparison of real-time
ultrasound-guided catheterisation versus
the landmark technique in short-term
central venous catheters
Gonzalo M. Rivas 1, Carla Farré 1,
Marta Garcia Orellana 1, Xavier Santiveri 1 and
Roser Terradas 2

1Anestesiologı́a, Reanimación y Terapeutica del dolor. Hospital del
Mar. Consorci Parc de Salut Mar. Barcelona, Spain and 2Servicio de
Evaluación y Epidemiologı́a Clı́nica.

Introduction: The risk of catheter related bloodstream infec-
tion (CR-BSI) is clearly related to the conditions of insertion
icu (1). The emergent ultrasound-guided technique offers
advantages respect to the classical landmark technique:
improves the success rate, reduces the number of attempts
and the risk of arterial puncture, haematoma, haemothorax
and pneumothorax (2). Unfortunately, this technique
requires and additional equipment and manipulation.
Objectives: Our hypothesis is that ultrasound-guided tech-
nique doesn’t increase the CR-BSI incidence in short-term
central venous catherters (CVC).
Methods: A prospective non randomized study was con-
ducted from May 2010 to May 2011 over all the central
venous catheters (internal jugular, subclavian or femoral)
inserted by the Anaesthesiology Department in surgical
patients. The insertion technique was the standard according
with the department protocols (3). The data recorded were:
demographics of patients, eco-guided or landmark tech-
nique, anatomical place of insertion, theater or intensive
care unit placement and CR-BSI incidence. The sample size
was obtained from the CR-BSI incidence in a previous study
in our centre (3) 365 and 170 patients for landmark and
ultrasound-guided group respectively. For the statistical ana-
lysis a Fisher’s exact test and Chi square was maid.
Results: A total of 546 catheters were included in the database.
The landmark technique was the most frequent selected in
67.2% (n¼367) of catheters vs 32.8% (n¼179). In theatre
were inserted 85.7% (n¼ 468) and 14.1% (n¼77) in the Post-
operative Intensive Care Unit. Cannulation of the internal
jugular vein was chosen in 69.8%, the subclavian in 29.9%
and femoral in 0.4%. The mean permanence time for the cathe-
ters was 6.6 days (SD 5.8). There were no significant differences
in demographics, anatomical place of canulation, place of in-
sertion (theatre or Intensive Care Unit) and days of permanence
between the ultrasound-guided group and landmark method
group. The incidence of CR-BSI was 1.3% (7 cases). There
were no significant differences in the CR-BSI incidence
between the ultrasound group (2 cases of 179) and the land-
mark group (5 cases of 367) (p. 0.05).
Conclusions: Ultrasound-guided technique does not increase
CR-BRI risk in short-term CVC despite increased manipulation
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during placement. We strongly recommend the routine use
of ultrasound for the central venous catheter placement in
surgical and critical care patients because there is a signifi-
cant reduction in mechanical complications (4)(5)(6)(2)
without incidence over the infectious complications. Rando-
mized and bigger studies would be necessary to establish se-
curity in the high risk infection catheters (long-term,
parenteral nutrition, high manipulation).
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Paper No: 587.00

Total pancreatectomy and liver multiple
metastases resection of a neuroendocrine
tumor: anesthetic and surgical peri
operative management
Maycor Da Luz 1, Florencia Picaroni 1, Silvia Miller 1,
Martin Hartı́n Harguindeguy 2, Alejandro Leites 2

and Karina Rando 1

1Cátedra de Anestesiologı́a – UDELAR, Uruguay and 2Unidad
Docente Asistencial – Centro Nacional Uruguay

Introduction: Neuroendocrine tumors are, slow-growing
tumors, mainly localized in the gastrointestinal and pulmon-
ary systems. Their diagnosis is suggested by the presence of
specific hormones and only confirmed by histological
andimmuno-histochemical studies. Primary pancreatic neu-
roendocrine (NE) tumors are usually functional and asso-
ciated with syndrome of hormonal secretion and
metastases. Pancreatic and liver surgeries for these tumors
are challenging for anesthesia.

Objectives:

(1) To report a case of a 61 –yearold female with “carcinoid
sindrome“ due to a pancreatic neuroendocrine tumor.

(2) To critically review the diagnosis difficulties, the complex
medical and surgical treatment, the anesthetic man-
agement and potential postoperative complications.

Methods: The patient was operated form a papailar thyroid
tumor and had a insulin requiring diabetes. She presents glo-
sitis, epigastric pain, diarrhea and ulcerous hounds in legs
since two years before the diagnosis. CT scan couldńt
confirm the tumor at the beginning of the disease and
MNR showed a pancreatic tumor with liver multiple metasta-
sis. Serum hormones as cathecolamines, somatostatine and
calcitonine were on normal range. Pre-operative biopsy was
necessary to confirm the diagnosis of (NE) tumor. After Lute-
cium treatment that was not effective (confirmed with
Octreotide Imaging Study). The patient went to surgery to
a radical treatment of the disease. At that moment the
patient present severe malnutrition. A total pancreatectomy
with the surgical resection of 8 mayor metastases was per-
formed. Alcoholization and radio frequency of other 22 me-
tastases was performed with ultrasound guided. The
surgery was Anesthetic technique was combined epidural
and general anesthesia with local anesthetics and morphine
was performed. Low PVC strategy was carefully managed
because of the renal failure risk of this particular patient.
Results: The patient had a good inmediate postoperative
outcome with hyperglycemic episodes that required insulin.
The pain relief was excellent in the postoperative period and
no respiratory restrictions were registry. A complication with
the epidural catheter (respiratory depression) was presented
possibly related to a mistake in drug administration. The
problem was solved without squeal. Postoperative coagulopathy
was transient and the catheter could be safety removed at the
4th postoperative day. Chylous ascites: Treated with total paren-
teral nutrition was a letal complication at 2 monts postoperative.
Conclusions: Neuroendocrine tumors are rare and diagnosis
in usually delayed. Multidisciplinary treatment with oncolo-
gist and surgeons, as well as an adequate anesthetic man-
agement might improve surgical management and long
term outcome of this patients.

Paper No: 589.00

Cricoid pressure is effective in occluding
the esophageal entrance in anesthetized
and paralyzed morbidly obese patients
M. Ramez Salem 1, Ahed Zeidan 2,
Sultan Al-Temyat 2, Mohamed A. Abdullah 2 and
George J. Crystal 1

1Advocate Illinois Masonic Medical Center, Chicago, Illinois, USA
and 2Procare Riaya Hospital, El-Khobar, Saudi Arabia
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Introduction / Objectives: The current study was designed to
assess the patency of the esophageal entrance during the
application of cricoid pressure (CP) in anesthetized and paral-
yzed morbidly obese patients.
Methods: After IRB approval, written informed consent was
obtained from 59 morbidly obese patients (BMI 40 - 70 Kg /
m2), who were to undergo laparoscopic gastric bypass surgery.
There were no contraindications to the use of the rapid sequence
induction / intubation technique (RSII). After preoxygenation,
RSII was performed and manual ventilation was avoided. CP
was applied in all patients by the same anesthesiologist.
Cricoid force was standardized by reproducing 40 N on a weigh-
ing scale. After complete relaxation and while CP was main-
tained, a second operator performed direct laryngoscopy using
Glidescopew video laryngoscope. Orotracheal intubation was
performed and mechanical ventilation was initiated. While CP
was maintained, a lubricated gastric tube (GT; size 20 Fr) was
advanced under direct vision to the entrance of the esophagus.
A successful insertion was recorded as a patent esophagus (inef-
fective CP), whereas an unsuccessful insertion was recorded as a
nonpatent esophagus (effective CP). The same procedure was
then repeated using GT size 36 Fr. The view of the glottis and
esophageal entrance was video-recorded. A third operator
assessed the position of the esophageal entrance relative to
the glottic opening during CP before and after GT insertion.
Results: During CP, it was not possible to insert either size GT
into the esophagus of any patient. After release of CP, either
size GT could be inserted freely into the esophagus. The
esophagus was lateral to the glottis in 78% of patients
(71% left; 7% right) before intubation. After intubation, it
was lateral to the glottis in 81% of patients (78% left; 3%
right), but did not change after GT placement.
Conclusions: The current study provides direct visual
evidence that CP is effective in compressing the esophageal
entrance in morbidly obese patients. The closure of the
lumen was further demonstrated by the inability to pass a
GT into the esophagus. Our results in morbidly obese patients
are in agreement with the findings of an MRI study in normal
volunteers1 demonstrating that the position of the esopha-
gus is irrelevant to the efficacy of CP.

Reference
1 Rice et al. Anesth Analg 2009; 109: 1546–52

Paper No: 590.00

Efficacy of cricoid pressure in occluding the
esophageal entrance in normal subjects: a
glidescopew study
M. Ramez Salem 1, Ahed Zeidan 2,
Sultan Al-Temyat 2, Mohamed A. Abdullah 2 and
George J. Crystal 1

1Advocate Illinois Masonic Medical Center, Chicago, Illinois,
USA2Procare Riaya Hospital, El-Khobar, Saudi Arabia

Introduction / Objectives: This investigation was designed to
assess the patency of the esophageal entrance during cricoid
pressure (CP) in anesthetized, and paralyzed normal patients
using the Glidescopew video laryngoscope (GVL).
Methods: After IRB approval, written informed consents were
obtainedfrom thirtypatients (15 men and 15women;ASA phys-
ical status 1 and 2) undergoing surgery requiring tracheal intub-
ation. Following preoxygenation, anesthesia was induced with
propofol, fentanyl and cisatracurium. Mask ventilation was
initiated using FIO2.0.9 and CP was applied in all patients by
the same anesthesiologist. Cricoid force was standardized by re-
producing 40 N on a weighing scale prior to each application.
Patients who required release of CP to allow mask ventilation
were excluded. After adequate relaxation was obtained, a
second operator performed laryngoscopy using GVL. A third op-
erator, blinded as to whether CP was being applied, attempted
to insert lubricated gastric tubes (GTs), size 20 and 36 Fr,
applied sequentially, into the esophagus. A successful insertion
was recorded as a patent esophagus (ineffective CP), and an un-
successful insertion was recorded as nonpatent esophagus (ef-
fective CP). The view of the glottis and the esophageal entrance
was video-recorded throughout the procedure. The position of
the esophageal entrance relative to the glottic opening was
assessed during CP before and after GT insertion.
Results: Manual ventilation was accomplished in all patients
after placement of an oropharyngeal airway, while CP was
applied and thus no patients were excluded from the
study. Advancement of the GT into the esophageal entrance
could not be accomplished during CP in any patient. Follow-
ing release of CP, it was possible to introduce the GT with
ease into the esophagus. The esophageal entrance was
visualized left of the glottis in 60%, to the right in 10%,
and in the middle posterior to the glottis in 30% of patients.
Conclusion: The current findings provide direct visual evidence
that the esophageal entrance is completely compressed by CP.
The closure of the lumen was furtherdemonstratedby the inabil-
ity to introduce a GT into the esophagus during CP. Our findings
are in agreement withthose of Rice et al. 1 obtained involunteers
using MRI, demonstrating that the position of the esophagus
was irrelevant to the efficacy of the CP maneuver.

References
1 Rice et al. Anesth Analg 2009; 109: 1546–52

Paper No: 595.00

The groote schuur emergency surgery
triage system- a tool for improving
patient care
Luis Felipe Montoya-Pelaez
Department of Anaesthesiology

Introduction: Groote Schuur Hospital’s emergency surgical
service operates on more than 5000 cases per year. Lack of
capacity in dealing with current patient loads has resulted
in instances of adverse outcomes due to delays in patients’
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access to the emergency operating room (EOR). Reasons for
this relate primarily to demand outstripping supply, although
avoidable issues, such as a lack of timely pre-operative as-
sessment by busy on-call anaesthesiologists and the priori-
tising of cases by time and date of booking, rather than
patient condition, were important contributors.
Objectives: To introduce a method of triage for all booked
emergency surgical cases and improve pre-operative assess-
ment by the anaesthesiology team responsible for their care,
the aim being to ensure that the sickest patients have
prioritised access to EOR.
Methods: Policy guidelines for the triage of all emergency
surgical cases were promulgated in July 2009 using the
Groote Schuur Emergency Surgery Triage System (GSESTS)
developed exclusively for this purpose.
The GSESTS is modelled on the Cape Triage Score1 colour coded
categorisations. Emergency surgical cases are triaged by the ad-
mitting surgeon using the GSESTS as a guide. Additionally, all
emergency cases are evaluated by a dedicated Triage Resident
Anaesthesiologist (TRA) to ensure that all patients are adequately
optimised prior to arrival in the EOR. Patients’ surgical, demo-
graphic and triage colour code data are displayed in real-time
onanelectronicmonitoroutside the EOR. Cases whose suggested
time-to-EOR expires are re-triaged to the same, more acute or
less acute colour code after re-assessment by the TRA and
surgeon concerned. The key performance indicator measured is
the percentage of cases done within the time period indicated
by their initial triage code (time of booking to arrival in EOR) 2.
Results: 7703 emergency cases were booked and 6,310 com-
pleted through the EOR (at an average of 15 cases per 24
hours) over a period of 418 days. Relevant data is shown in
the table below.
Suggested and actual performance indicators for each triage
colour code are shown(in and out of parentheses respective-
ly) in the Key Performance Indicator column. No triage
category met its expected targets.
Conclusion: The GSESTS tool has been embraced by all person-
nel involved in the care of emergency surgical patients. EOR
capacity (personnel, operating time) will need to expand in
order to meet and exceed key performance targets.

References
1 Wallis LA, Gottschalk SB, Wood D, et al. The Cape Triage Score- a

triage system for South Africa. S Afr Med J 2006; 96: 53–56

2 Emergency Surgery Guidelines. http://www.health.nsw.gov.au/
policies/
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Sugammadex as reversal agent in
fast-track cardiovascular surgery
Mario Parreño Caparros 1, Teresa Verdu 2,
Antonio Ribo 2, Javier Garcia-Cayuela 1 and
Natalia Navarro Garcia 1

1Anesthesia Department. Santa Lucia University Hospital.
Cartagena. Spain and 2Anesthesia Department. Arixaca University
Hospital

Background and Goal of Study: Sugammadex revert neuro-
muscular blockade (NMB) by a mechanism that remains
aside the complex physiology of the neuromuscular junction
and body temperature. The hypothermia, use of some drugs
such as magnesium, sevofluorane or renal failure due to
hypoperfusion during cardiopulmonary bypass (CBP) make
the neuromuscular blocking drugs (NMBD) elimination half
life longer, with residual paralysis. The aim of the present
study is to evaluate the outcome, useful and efficacy of
sugammadex for fast-track extubation technique in the
rocuronium-induced moderate blockade in cardiac surgery.
Methods: Consecutive patients undergoing elective cardiac
surgery with CBP were enrolled. A moderately NMB (one or
two responses of the TOF) was achieved with an infusion of
rocuronium (0,1-0,2 mg/kg/h), using acceleromyography in
the posterior tibial nerve to evaluate the level of blockade
by means of Tof-Watchw and recording all the data “in
silico” in a PC. At the end of surgery the NMB was reversed
with Sugammadex 2 mg/kg. Rocuronium onset time, intub-
ation conditions, surgery and CBP time, central and skin tem-
perature, total rocuronium and sugammadex doses, time
from start administration sugammadex to recovery a TOF
.0.7, 0.8 and 0.9, and from sugammadex to extubation
were measured. Data as mean (standard deviation).
Results: 6 patients, 4/2 (M/F), age 63 (12) years, weight 67
(14) kg, onset time 88 (27) sec, surgery time 244(39)min,
CBP time 78 (47) min, Total rocuronium 89 (31) mg, sugam-
madex 139(34) mg. Recovery TOF .0.7¼94 (33) sec, TOF
.0.8¼119(37) sec, TOF .0.9¼144(55) sec, time from
sugammadex to extubation 222 (132) min.
Conclusions. the use of NMBDs and neuromuscular monitoring
is necessary in cardiac surgery. Sugammadex rapidly and ef-
fectively reversed moderate rocuronium-induced blockade in
cardiac surgery. According to our scanty population results,
the sugammadex security and efficacy can be useful when
the “Fast Track” anaesthetic technique is carried out.
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Introduction: The high incidence of respiratory complications
in the perioperative management of patients undergoing
correction of obstructive sleep apnea (OSA) is a major
concern for anesthesiologists.1 In a quality management
study in our institution, we found an incidence of 3.9% (5
out of 139 patients) between 1997 and 1999.2 In 2000, spe-
cific guidelines were adopted, which decreased the complica-
tion rate to 0.54% over a 7 year-period between 2000 and
2007 (11 out of 2,037 patients). 2
Objectives: This follow-up study was conducted to determine
whether stricter guidelines could result in further reduction in
respiratory complications.
Methods: After IRB approval for conversion of quality man-
agement data to research purposes, we compiled the re-
spiratory complications in patients undergoing surgery for
OSA for the last two years (2008 & 2009) while utilizing
guidelines adopted in 2000 and implementing additional
guidelines. The guidelines adopted from 2000 were: placing
the patient in a ramped position before intubation, awake
fiberoptic intubation in some patients, having various intub-
ation devices available, control of blood pressure and heart
rate before and after extubation, selective use of naso-
pharyngeal airways, following strict extubation criteria, extu-
bation over an airway exchange catheter in select patients,
extubation in semi-sitting position, and reinstitution of
CPAP in the PACU whenever possible. The new guidelines
were: more frequent use of awake fiberoptic intubation,
liberal use of doxapram hydrochloride (1-2 mg/kg) before
extubation, closer supervision of the resident staff, and tra-
cheal extubation only in the presence of supervising faculty.
Results: In 789 patients, there were no respiratory complica-
tions during intubation or in the intraoperative period. Airway
obstruction occurred in three patients (0.38%) soon after tra-
cheal extubation; in one of these patients, negative pressure
pulmonary edema with severe hypoxemia developed. All
three patients required reintubation and ventilatory support,
but were successfully extubated within 1-3 hours. Examination
of these three cases revealed that our new guidelines were not
completely followed; two extubations occurred in the absence
of supervising faculty and one extubation occurred because of
a miscommunication between the faculty and the resident.
Conclusions: Implementation and adherence to strict guide-
lines eliminated complications related to intubation and
intraoperative management in patients undergoing surgery
for correction of OSA. It is also possible that adherence to
strict guidelines would eliminate postextubation airway
obstruction as well.

References
1 Benumof JL. The American Association of Anesthesiologists OSA

Guidelines. In: Hagberg CA Ed. Benumof’s Airway Management
Mosby, St.Louis, MO 2007

2 Nimmagadda U, et al. Anesthesiology 2008; 109:A774

Paper No: 654.00

Anaesthetic "preflight" checklist

Carmen Ingrassia De Cruzado and
Mr. Ian Mc Lean

Introduction: There is an ever increasing emphasis being
placed on the reporting and prevention of Healthcare Inci-
dents. The introduction of the WHO Surgical Site Checklist
has proved its worth world wide in lives saved. In the UK, de-
velopment of an Anaesthetic e-form (2009) in conjunction
with the National Patient Safety Agency (NPSA), Royal
College of Anaesthetists and Association of Anaesthetists
Great Britain and Ireland has highlighted incidents in the
area of Anaesthesia. Their pilot study reported the type of
incidents most frequently reported were: medical device/
equipment (26%), respiratory problem (13%) and medication
(12%).
An extract from a WHO press release dated 14 January 2009
states “Checklist helps reduce surgical complications,
deaths” -“These findings have implications beyond surgery,
suggesting that checklists could increase the safety and reli-
ability of care in numerous medical fields,” Dr Gawande said.
“The checklists must be short, extremely simple, and careful-
ly tested in the real world. But in specialties ranging from
cardiac care to paediatric care, they could become as essen-
tial in daily medicine as the stethoscope."
Objectives: With the above in mind the Authors have
designed an Anaesthetic checklist to be used in conjunction
with the WHO form offering a simple structured approach to
anaesthetic safety just prior to Induction.
Methods: All Anaesthetic requirements were identified
through literature search and expert opinion. Initially two
versions of the checklist were developed, one being a pictor-
ial flow chart and the other a more traditional list. Over two
periods of three months each were used in every day practice
to assess their usefulness.
Results: By opinion, in practice the list format proved to be
more useful. Being a tick list also had the advantage that
other members of the anaesthetic teams could tell at a
glance if everything was checked and ready promoting
better team working.
Discussion: The aim of this project was to produce a simple
tool to aid the Anaesthetist and anaesthetic support
worker in ensuring that all the required equipment, airway
adjuncts and medications were ready and available prior to
Induction. Thomassen et al (3) demonstrated the usefulness
of a checklist in such a clinical environment. Following the
introduction of the Anaesthetic Pre-flight Checklist empirical
evidence from users give an indication of improved patient
safety
Conclusions: Having developed a good working tool it is hoped to
move from a purely empirical approach and undertake a more
rigorous statistical study on the introduction of this checklist
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Self-positioning, induction of anaesthesia
and placement of a laryngeal mask in the
prone position before spine surgery
Karsten Skovgaard Olsen , Louise Rovsing,
Niels Anker Pedersen, Jesper Troensegaard
Petersen and Kim Escher
Dept. of Anaesthesiology, Glostrup Hospital, University of
Copenhagen, Glostrup, Denmark

Introduction: Traditionally anaesthesia to surgery performed
in the prone position is induced with the patient in the supine
position. The patient is then moved to the prone position.
This method is time consuming, labor intensive and may
postoperatively have a relative high incidence of pain from
the muscles or joints or peripheral neuropathy.
Objectives: To test the hypothesis that self-positioning in the
prone position followed by induction of anaesthesia and
placement of a laryngeal mask would be a superior way
(faster, fewer complications) to anaesthetize these patients,
Methods: A randomized study comprising patients scheduled
for spine surgery (estimated to be ,2 hours) was carried out.
A total of 140 patients were randomized into two groups. In
group LM the patients positioned themselves in the prone
position, whereafter anaesthestia was induced and a Laryn-
geal mask (Prosealw) was placed. In group T anaesthesia
was induced and the patient was intubated in the supine
position whereafter the patient was placed in the prone pos-
ition. In both groups the anaesthesia was induced with pro-
pofol and remifentanil in standardized doses and muscular
relaxation was obtained by rocuronium.
Results: The 2 groups were comparable as regards age, sex
and BMI and time of surgery. Four patients were excluded
(in group T one patient who had to be intubated with a video-
laryngoscope, in group LM one patient who had to be oper-
ated again for a haematoma and two patients in whom it
was impossible to obtain a tight laryngeal mask). The time
from start of induction to the patient was ready for surgery
was 6 min faster in the LM group than in the T group
(p,0.01) and the total time from arrival to the surgical
theater to the patient was ready to go to the recovery
room was 109 min and 133 min (median values), in the 2
groups respectively (p¼0.013). The time spent in the recov-
ery room was identical for the two groups. Although not stat-
istically significant there was a strong tendency towards
fewer complications in the LM group (sore throat, hoarse-
ness, pain from muscles and joints, paraesthesia).
Conclusions: Induction of anaesthesia and placement of a la-
ryngeal mask with the patient positioned in the prone position
reduces the induction - to - incision time and the time spent in

the operating theater. The self-positioning allows the patient
to settle in a comfortable position, which probably reduces
complications related to the placement on the operating table.

Paper No: 721.00

Developing a pediatric pain community
of practice among seven hospitals in
northeastern thailand
Prof. Allen Finley Somboon 1, Thienthong Pulsuk 1,
Siripul Raza Abidi 2 and Wimonrat Sriraj 1

1Khon Kaen University, Khon Kaen Thailand and 2Dalhousie
University, Halifax, Canada

Objectives: Pain is recognized as a global health problem by
the World Health Organization, causing enormous human,
economic, and social burden. Children are a vulnerable popu-
lation, and are even more at risk in under-resourced environ-
ments. Pain affects children’s immediate health and causes
longterm disability and suffering. We describe development
of a community of practice among seven Thai hospitals to
establish basic knowledge and consistent care standards.
Methods: Action research methodology using Kitson’s knowl-
edge translation “PARIHS” framework (evidence, context, fa-
cilitation), incorporated a network of nurse facilitators, online
discussion board, educational resources, workshops, and ad-
ministrative support. Knowledge translation involves Thai
and Canadian trainees and faculty. Social network analysis
will inform the KT process and identify knowledge seekers,
knowledge brokers, and knowledge donors. Exit interviews
and surveys will identify changes in knowledge, attitudes,
and practice.
Results: Baseline data highlighted undertreatment of chil-
dren’s pain and barriers to practice change. During the first
2.5 years of the project, all 7 hospitals established pediatric
pain management policies, organized internal workshops
for health professionals, and regularly assess and record chil-
dren’s pain in the patient chart. Several are extending as-
sessment to adult units. Five hospitals have developed
guidelines or protocols and have regular audits/quality man-
agement. Increased frequency of pain reporting by profes-
sionals, parents, and patients has been documented.
Physicians show greater awareness of children’s pain and
pain treatment orders have improved to match standards
of care. Parents express greater satisfaction with pain man-
agement and report improved communication with the
healthcare staff. Individual hospitals and nursing units have
developed innovative local techniques to improve pain care.
Conclusions: This program has resulted in the application
of existing knowledge to changing practice, and serves
as an evaluation of the PARIHS framework and a
sustainable model for knowledge generation by and
translation to clinicians in developing and developed
countries.
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Paper No: 728.00

Displacement of orotracheal tube after
pneumoperitoneum in patients undergoing
bariatric surgery
Giovani Locks 1, Maurı́cio Ceccon 2,
Maria Cristina Almeida 1 and Karen Pastorio 1

1Universidade Federal de Santa Catarina and 2Hospital
Governador Celso Ramos

Introduction: Laparoscopic bariatric surgery is considered a
relatively safe method for the treatment of refractory
obesity; nevertheless risks still remain. This procedure is per-
formed under general anesthesia and orotracheal intubation.
It also requires pneumoperitoneum that promotes an increase
in the intraabdominal pressure. Pneumoperitoneum may
cause cephalad displacement of the diaphragm and carina
and move the endotracheal tube (ETT) to a bronchial main-
stem. Endobronchial intubation in morbidly obese patients
may cause serious complications and must be prevented.
Objectives:Theaimofthisstudywasto investigatetheextentofdis-
placement of the ETTproduced by changes in intraabdominal pres-
sure in obese patients undergoing laparoscopic bariatric surgery.
Methods: After obtain written consent, 22 adult patients sub-
mitted to bariatric surgery were enrolled in the study. Patients
with abnormal tracheal anatomy or impaired pulmonary aus-
cultation were excluded. After orotracheal intubation accord-
ing to institutiońs routine and positioning of patients in 308
head up position, adequate ventilation of both hemithoraxes
was confirmed by chest auscultation. Fiberbronchoscopy was
used to check for unintentional endobronchial intubation
and to estimate ETT tip-Carina distance. Procedures were
repeated after pneumoperitoneum of 15 mmHg. Paired-
samples t test was used to compare distances.
Results: Mean Body Mass Index was 38,7+4,7 kg.m-2. There
were no cases of endobronchial intubation. Mean deep of oro-
tracheal tube (in relation to superior dental arch) was
21,8+0,7 cm. There was a significant reduction in ETT tip-
Carina distance from 2.8+0.7 cm before pneumoperitoneum
to 2,4+0,7 cm after pneumoperitoneum (p,0,001). Mean
difference was -0,4+0,5 cm (Confidence Interval 95%: -0,2
to -0,7 cm); minimum 0,1 cm and maximum -2,2 cm. Conclu-
sions There were significant changes in ETT tip-Carina distance
after pneumoperitoneum insufflation. We recommend repeti-
tion of chest auscultation after pneumoperitoneum and check
constantly for signs of endobronchial intubation in obese
patients undergoing laparoscopic bariatric surgery.
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Paper No: 733.00

The challenges of the morbidly obese
patient for orthopedic surgery

CharlesBrudney , SrinivasPyati and AtilioBarbeito
Duke University

Introduction: The morbidly obese may present for surgery to
treat the obesity or for a completely unrelated condition. The
morbidly obese patient also has a higher morbidity and mor-
tality in the perioperative period. (1)
Methods: A 58 year old woman with osteoarthritis who was
scheduled for a total knee arthroplasty. Examination
revealed a weight of 163kg, height of 1.52m, with a BMI of
70.55 Anesthesia was discussed and in view of a potentially
difficult airway the patient was consented for a subarachnoid
block with MAC sedation.
Results: After 15 minutes an incomplete block was achieved
insufficient for operating purposes. The decision was made
to proceed with general anesthesia. An airway cart was
present in the room and after a smooth induction, ventilation
was established, Succinylcholine 120 mg was administered
and a rapid sequence induction performed. The patient was
intubated with a Mac 3 laryngoscope as a grade ll intubation
view. The patient was placed on the ventilator with tidal
volumes of 600ml, a peep of 5 cmH2O and a rate of 12 bpm.
Anesthesia was maintained with a combination of air,
oxygen and desflurane. Analgesia was given as fentanyl incre-
ments. After 10 minutes the SpO2 started to decrease from
96% to 93%. The FiO2 was increased from 40% to 60% and
the saturations increased once again to 96%. ABG revealed:
pH 7.21, PCO2 65, PO2 55. At this point the tidal volume was
increased to 750 ml although the plateau pressure was now
noted to be 38cmH2O. The PEEP was also increased to 8
cmH2O. Over the following 10 minutes the heart rate
dropped to 110 AF and the BP rose to 95/55 mmHg. Repeat
ABG at 30 minutes revealed a pH of 7.27, pCO2 55, pO2 55.
The case was completed after 90 minutes and the patient
was transferred intubated to the ICU. The patient remained
on mechanical ventilation in the ICU for 4 days.
Conclusions: Excess body mass leads to an increase in metabolic
demand, resulting in increased cardiac workload, which in turn
leads to left ventricular hypertrophy. (2) What we saw in this
case was aclassic VQ mismatch leading to hypoxia and hypercar-
bia. This in turn led to a tachyarrythmia, attempted control of
which led to a downward spiral of events. (3) In the morbidly
obese attention to pre, per and post operative care is vital in
order to decrease morbidity and mortality in this population.
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The Utility of the Upper Lip Bite Test for
Safe Tracheal Intubation Training of Novice
Residents

BJA Abstracts presented at WFSA

ii416



Yusuke Koyama , Kazumi Ono, Hidekuni Hidaka,
Kazuhito Kusudo and Chiharu Tanaka
Anes.Dept., Fukuyama City Hospital

Introduction: The upper lip bite test (ULBT) is the method to
predict difficult laryngoscopy easily and rapidly. So far, there
are few data investigating the benefit of applying this
method to endotracheal intubation training of novice
residents.
Objectives: To evaluate whether the ULBT score contributes
to the safety of tracheal intubation training of novice resi-
dents in our institute.
Methods: Thirty-five cases undergoing elective surgery
assigned to the novice residents, who receive two-months-
training program of our anaesthesia department, were eval-
uated with the ULBT preoperatively. Whether each resident
succeeded in endotracheal intubation was recorded,
respectively.
Results: As the first-month-grader, no resident experienced
successful intubation on the cases of two or more of ULBT
score. In the second month, residents could facilitate tra-
cheal intubation successfully in all the cases of ULBT¼1
(success rate was 100%) and in the considerable cases of
ULBT¼2 (success rate was 72.7%). However, the success
rate remained low in the cases of ULBT¼3 (success rate
was 25.0%).
Conclusions: The present results may indicate that the cases
of ULBT¼1 are suitable to uneventful training of endo-
tracheal intubation for the second-month-grader residents.
Therefore, we concluded that the ULBT score might be
useful for establishing safe tracheal intubation training of
novice residents.
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Paper No: 774.00

Chemical meningitis after sub arachnoid
block for elective lower segment caesarian
section
Surendra Singh

A 28 yr 2nd gravida with 38+ week pregnancy came to the
hospital for management. She showed foetal macrosomia
with a floating head. A Caesarian section was planned.
After 06 hr of fasting she was posted for a lower segment
Caesarian section. After a surgical scrub the operator wore
gown and gloves. Patient’s lower back was prepared with
povidone-iodine solution and using all aseptic precautions
a subarachnoid block was instituted with 12 mg of bupiva-
caine and 25 mcg of fentanyl using a 25 swg Quinke type
spinal needle in the L3-L4 interspace in the 1st attempt.
The surgery was uneventful and a 4 kg female baby was

delivered. The mother developed a persistent headache
from the immediate post-operative period which was non re-
sponsive to opioids or NSAIDs. Despite prophylactic manage-
ment of PDPH the headache intensity increased and the
patient became restless. CSF biochemistry and cytology
showed increased proteins (115 mg/dL and high WBC count
(250/mm3) with normal glucose. CSF film after Gram and
AFB staining did not reveal any organism. Her anti-nuclear
antibody was negative. Culture of CSF for 48 hr did not
show growth of microorganisms. A neurology consultation
was sought. A CT scan revealed generalized cerebral
oedema. On the basis of biochemical and haematological
markers and a negative CSF culture a diagnosis of chemical
meningitis was made. The patient was managed conserva-
tively. She was discharged from the hospital on the 10th
post-operative day. One month follow up showed that she
had recovered fully without any neurological deficit.
Outcome: Though our aseptic precautions were adequate, a
proper and thorough wiping of a wide area of the back
after part preparation and a change of sterile gloves after
prep have been included in our standard operating proce-
dures for attempting a sub-arachnoid block.

Paper No: 783.00

Nice and warm: did nice guidance on
peri-operative hypothermia make any
difference?
Somi Ramachary Desikan 1, Smita Gosavi 2,
Amreeta Yanamandra 2, Bangaru Reddiyar 2 and
Ravi Saibaba 3

1Consultant Anaesthetsit, East Surrey Hospital, Redhill, United
Kingdom, 2Clinical Fellow, East Surrey Hospital, Redhill, United and
3Specialist Trainee, East Surrey Hospital, Redhill, United

Introduction: National Institute for Clinical Excellence (NICE)
released guidance on inadvertent perioperative hypothermia
in April 2008.
Objectives: To find out whether our hospital complied with
NICE guidance and improved patient safety
Methods: In 2008 we did an audit before the implementation
of NICE guidance in our hospital followed by an annual audit
in 2009 and 2010. We audited 100 consecutive patients in
September of each year. Results:Audit done in 2008
showed poor compliance. We developed local implementa-
tion programme and subsequent audit in 2009 showed sig-
nificant improvement in practice. Sustained education and
having separate Pre-Operative Preparation Area (POPPA)
further improved compliance in 2010.
Audit Results: 2008 2009 2010 Temperature recorded within
2 hours before arrival to theatre 54 84 86 Patient came in
with at least one sheet and two blankets or a duvet 32 52
84 Temp. checked before induction of anaesthesia 10 79 92
Is the operation expected to last longer than 30 minutes?
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92 86 78 Intra-op 1. Bair hugger used 82 88 85 2. warmed IV
fluids used 31 51 44 Temp. monitored during the operation
11 77 92 Temperature at the end of operation 11 77 92
Recovery Patient transferred to recovery with at least one
sheet and two blankets or a duvet 22 66 89 Temp. on entry
to recovery 92 96 99 Bair hugger used in recovery 21 11 9
Warmed IV fluids used in recovery 0 0 0 Temp. on discharge
from recovery 40 75 80.
Conclusions: Hypothermia can result in delayed recovery,
impaired wound healing, increased morbidity, costs and
reduced theatre efficiency. We used simple, inexpensive
device ClinitrendTM, which allows continuous non invasive
measurement of temperature throughout the perioperative
period. This increased the compliance with monitoring. In
2010 we developed Pre-operative preparation Area (POPPA)
in the theatre complex where we stocked up blankets and
duvets and patients were provided with above if needed.
There was also trend towards moving minor & intermediate
procedures to elective day case centre. Staff awareness,
training and distribution of audit results year on year also
helped in improving the compliance.
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Paper No: 791.00

Duration and Severity of Delirium are
Independent Predictors for Postoperative
Cognitive Dysfunction
Finn Radtke , Vivian Grünzig, Katharina Brandner,
Wolf Brockhaus and Martin Franck
Charité Universitätsmedizin Berlin Germany

Introduction: Especially elderly patients experience after
general anaesthesia changes in mental function, namely
postoperative delirium (POD) and postoperative cognitive
dysfunction (POCD). These complications are associated
with increased morbidity and mortality, functional decline,
increased use of health care services and associated costs
[1-3]. The aim of this prospective study was to investigate
whether these entities of postoperative cognitive decline
are associated with each other or not.
Methods: After approval by the local institutional review
board and obtaining informed consent, patients aged ≥60
years with MMSE ≥ 24 undergoing elective non-cardiac
surgery in general anaesthesia underwent preoperatively
computer-based cognitive tests (CANTAB test battery).
Screening of POD was performed twice daily until hospital
discharge by using DSM –IV criteria and Nu-DESC screening
scores. Thereafter, on postoperative day 7 and 90 all patients
were cognitively tested again. Statistics: Chi-square test,
Mann-Whitney U-test, logistic regression analysis.

Results: Table 1 shows the incidences of POD and POCD of
the 1175 patients that have been tested in this study. Uni-
variable analysis demonstrated a significant correlation
between POD in the recovery room and POD on the ward
(p ,0.001*), as well as between POD (day 0-7) and POCD
on postoperative day 7 (p¼0.015) and 90 (p¼0.016),
respectively (fig1). After adjusting for age, ASA physical
status, MMSE, use of benzodiazepines preoperatively,
duration and site of surgery as well as preoperative fasting,
duration of delirium was an independent predictor for devel-
oping POCD on postoperative day 7 (1.189, 95% CI 1.04-1.36;
p¼0.011) and 90 (1.205, 95% CI 1.01-1.44; p¼0.041); fig.2),
respectively. Additionally, the severity of POD was found to
be an independent predictor for POCD on postoperative day
7 (1.475, 95% CI 1.11-1.96; p¼0,007) and 90 (1.792, 95%
CI 1.14-2.81; p¼0.011; fig 3).
Conclusion: Our results show that both duration and severity
of delirium are independently associated with postoperative
cognitive dysfunction.
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Paper No: 800.00

Tracheal intubation without muscle
relaxants for elective surgery requiring
general anesthesia: our experience
Thrinadha Rao Polamarasetti 1, Baldassare Licata
1, Massimo Dal Bianco 1, Stefano Merigliano 2 and
Sergio Candiotto 1

1U.O.Anestesia, Osp.S.Antohio, Padova, Italy and 2U.O.Chirurgia
generale, Osp.Univ., Padova, Italy

Recent advances in drugs and acquisitions, and anesthesia
equipment has led anesthesiologists to acquire and refine
tecniques for tracheal intubation in patient safety and the
practice of anesthesia.New opioids and short-acting hypnotic
drugs have facilitated this process, where muscle relaxants
are contraindicated or are not needed for surgical procedures
or other.In this regard, in our unit of anesthesia we have
adopted a tecnique for tracheal intubation without muscle
relaxants, with the aim of teaching both medical personnel
and paramedics, in addition to the standard techniques.
Selected 120 patients belonging to ASA I-III and Mallampati
class I or II, undergoing surgical procedures in general
surgery, urology,orthopedics and ofthalmology were evalu-
ated for tracheal intubation without muscle relaxants after

BJA Abstracts presented at WFSA

ii418



a careful preoperative anesthetic assessment. All patients
monitored for vital signs and preoxygenated in the operating
room and premedicated with atropine, ranitidine, dexa-
methasone and paracetamol i.v. After 2-3 minutes adminis-
tration of sufentanil (0.15mcg/kg), the patient was
encouraged to breath with oxygen spontaneously for about
7-8 minutes. Later, vital signs monitoring and administration
of propofol in bolus (2.5mg/kg) and mask ventilation for
about 30-60 seconds, followed by laryngoscopy and endo-
tracheal intubation with aid of laryngoscope Mac Coy or gli-
descope. Evaluated Scheller intubation scoring criteria for
various airway conditions and responses (mask ventilation,
jaw mobility, exposure, cord position, movement and cough
and with or without additional drugs given)and also were
recorded values of Sato2, blood pressure and heart rate
before induction, after induction and after intubation. To
our experience excellent intubation conditions were obtained
in 70% of patients and good intubation conditions in 25% of
patients and inadequate conditions in 5% of patients.There
were no significant haemodynamic alterations comparing
to traditional techniques. We conclude that tracheal intub-
ation is possible without muscle relaxants with the method
described above as other methods published in literature.
Tracheal intubation without muscle relaxants should not sub-
stitute standard tecniques and methods of intubation but
can be a goog tool for patient safety and management of an-
esthesia practice where muscle relaxants are contraindicated
or associated with undesirable side effects or not needed for
certain surgical procedures and can included in the teaching
methods for medical personnel and paramedics.
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Paper No: 809.00

Safe working environment in imri ot
(intra-operative magnetic resonance
imaging operating theatre) – it must be
achieved

Jerry Tan , Tong Khee Tan , June Goh and
Natascha Ghadiali
Singapore General Hospital, Singapore, Singapore

Introduction: The superiority of iMRI has led to safer, cost ef-
fective neurosurgery. Advantages include neuro-navigational
accuracy by compensating for brain shift and intra-operative
monitoring of extent of tumor excision. Our institution’s iMRI
OT incorporates a 1.5 Tesla MRI with a rotating surgical table
(see photo). Despite safety protocols to ensure staff and
patient safety within the hostile MRI environment, incidents
still occurred.
Objectives: Documenting incidents, especially safety
breaches in iMRI OT and learning from these.
Methods: After IRB approval, this prospective non-
anonymous observational study was started in February
2009 till April 2010. Neuroanaesthetists in iMRI OT recorded
any incident that happened or could potentially result in
adverse outcome relating to safety and functioning of iMRI
OT. Patient / anaesthetic details, event description and con-
sequences were documented for subsequent analysis and
follow up. The data was analyzed using Microsoft Excel
spreadsheet.
Results: 166 iMRI OT cases were done in study period. 35 inci-
dents were reported. 14 incidents (40%) resulted from
human errors and were avoidable.
Equipment problems Number Anaesthetic monitors and
machine malfunction e.g. non invasive blood pressure, tem-
perature probe, pulse oximetry probe 9 MRI scanner
(unable to load films, MRI computer system failure) problems
4 Operating table (trolley hit ‘door open’ button during MRI
scanning, unable to adjust table height), operating micro-
scope malfunctioning 4.
Equipment errors resulted in 7 instances of delayed or
cancelled operations and 1 operation was transferred to a
conventional theatre.
Human errors Number Failure to complete checklist
resulting in:

– RFID tag (patient identity) brought into iMRI OT 5
– Undetected auditory implant 1

Safety pin attached to nasal airway, metal strip on face-
mask brought into iMRI OT 1
Safety checklist not done 1

– Cortical stimulation wire and nerve stimulator not
removed 1 Handphone brought in by staff 1 New staff
assigned without prior training 2 Others e.g. syringe
pump wrongly programmed 2

These errors were picked up on time, with patients
unharmed.
Patient Factors Number Severe hypotension 2 Cardiac arrest
1 Further patient workup required 1
These incidents were unavoidable and operations cancelled.
Conclusions: Ongoing incident-reporting helps with quality
control. Majority of the unsafe incidents resulted from lack

Abstracts presented at WFSA BJA

ii419



of oversight. The inconvenience due to equipment errors can
be minimized with more stringent checks / maintenance. No
incident, however minor is tolerated in the hostile iMRI envir-
onment. Our institution strives for zero-tolerance through
training and utmost vigilance.
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Paper No: 822.00

Bilateral pneumothoraces and thyroid
storm in undiagnosed ‘graves’ disease
following posterior fusion scoliosis repair
Busisiwe Mrara , Mkhululi Lukhele and
Liam Brannigan
University of Witwatersrand, Johannesburg, South Africa

Introduction: Association of Graves’disease and scoliosis is
rare. Bilateral pneumothoraces is a rare complication of
posterior approach scoliosis repair. Thyroid storm is a life-
threatening complication of untreated or partially treated
Graves’. It rarely occurs as the first presentation of Graves’.
Stress is a known precipitant.
Objectives and Methods: Case report documenting occur-
rence of bilateral pneumothoraces and thyroid storm in un-
diagnosed Graves’ disease following scoliosis surgery.
MEDLINE search using the words thyroid storm, Graves’
disease bilateral pneumothoraces and scoliosis repair.
Results: A 14 year old girl with progressive idiopathic scoliosis
underwent posterior spinal fusion with pedicle screws. At the
end of surgery she developed bilateral tension pnue-
mothoraces, which were promptly drained. In the first 24
hours she also developed thyroid storm diagnosed clinically
and biochemically.On the pre-operative anaesthetic assess-
ment she had had a slight resting tachycardia with no
thyroid symptoms and signs or cardiac pathology. She was
treated successfully and discharged from the hospital.
Discussion: Pneumothorax, particularly bilateral pneu-
mothorces, as a complication of posterior approach scoliosis
repair with pedicle screws is very rare; only one case report
was found in the literature. This patient’s thin body habitus
was probably a contributing factor. The combined stresses
of surgery and tension pneumothoraces precipitated the
thyroid storm in a patient with untreated Graves’s disease.

The resting tachycardia diagnosed on the preoperative an-
aesthetic examination was the only sign of hyperthyroidism,
in an otherwise healthy patient. In light of the rare occur-
rence of Graves’ disease in adolescents`(incidence 3/1000),
it was reasonable to proceed with the surgery.
Conclusions: Bilateral pneumothoraces following posterior
pedicle screw scoliosis repair though rare can occur. Chest
X-rays should be done early in the post-operative period to
avoid life threatening pneumothoraces. A resting tachycar-
dia, even in the absence of thyroid symptomatology should
prompt thorough evaluation of a cause in patients undergo-
ing major electivesurgery.
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Paper No: 834.00

Evidence-based perioperative drug
therapy: getting evidence into policy &
practice
Davy Cheng and Janet Martin
Department of Anesthesia & Perioperative Medicine,
LHSC-University Hospital, University of Western Ontario, London,
Ontario

Background: Decision-making in the perioperative setting is
high-stakes and fast-paced. Evidence synthesis needs to be
“fit for purpose” and achievable at this pace of decision-
making. For new drugs, uncertainty remains whether the
added benefits outweigh the risks and costs. Unbiased evi-
dence is needed to answer: Can it work? Does it work? Is it
worth it? The Know4Go Framework closes the loop
between evidence and appropriate action by making expli-
cit in one place the benefit/risk, costs, SLEEPERs (social,
legal, environmental, ethical, political, entrepreneurial,
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research, and stickiness/ reversibility factors), and oppor-
tunity cost (4Go), to explicitly inform it should be a “go”
or a “no-go” decision.
Objectives: This study is to create timely and contextualized
evidence-based reviews for high-stakes perioperative drug
therapies. It translates evidence to definitive decisions
using the Know4Go Framework to make explicit the
benefit/risk, cost, SLEEPERs, and forgone opportunities
(4Go). Develop supporting tools, training, and capacity. Evalu-
ate the clinical and economic impact. Methods: With institu-
tional support, this program identified High Stakes Drugs for
systematic review and/or meta-analysis based on likely clin-
ical, economic, risk impact. Form multidisciplinary groups to
collaborate in the evidence interpretation and synthesis.
Identify the relevant clinical evidence for the four domains
in the Know4Go Framework: 1) to contextualize the benefit/
risk, calculate benefit index based on local patient character-
istics and number likely to be helped or harmed (NNTB), 2)
Contextualize the local cost implications, estimate local
budget impact, 3) Perform SLEEPERs Assessment (radial
plot), 4) Make the Informed Decision with the “decision
ball” plot on the trade-off table (benefit index vs budget
impact).
Results: Using Know4Go, we have advised on more than $6m
worth of drug therapies at local institution (Table 1 and
figure 1). It reversed the trend from rising drug costs in the
2 years pre- to a steep decline post-implementation. The pro-
jected savings due from Know4Go is $1.1 million Conclusions:
Know4Go provided a transparent process for translating evi-
dence to definitive clinical decision-making. It improved
transparency, collaboration, knowledge translation, and
reduced confusion between contrary evidence and opinions.
Know4Go had an important local economic impact, saving
2-3-fold more dollars than it cost to fund the program.

Paper No: 842.00

Solution for in-flight emergency
management
Arun Kumar Gupta , Mohamad Ommid and
Devdas Divekar
Dept. of Anaesthesiology & Critical Care, Rural Medical College,
Loni, Maharashtra, India

Introduction: Medical professionals, travelers and personnel
from aviation industry are focusing a lot of attention on
medical emergencies that occur during flight. We must be
aware regarding prevention of these emergencies as well
as the knowledge of the facilities to deal with them. More
than two billion passengers board commercial airplanes
every year. Airline travel is safe and comfortable, but
factors including psychological stress, jet lag, and preexisting
disease cause a small number of passengers to become ill

while flying. Figures for the incidence of significant in-flight
emergencies are approximately 1 per 10– 40 000 passen-
gers, with one death occurring per 3–5 million passengers1.
Objective: The objective of this paper is to find out the solu-
tions for this problem.
Method: We have done a survey from Clinicians about solu-
tion of this problem. Clinician including anesthesiologists,
surgeons, physicians, obstetricians, pediatricians & other
specialists.
Results: After obtaining response from the doctors following
solutions were recorded: Response Percentage of Acceptance
Medical Training of Cabin Crew especially in Cardiac Emer-
gency & Airway Management 100 Prevention of complica-
tions by pre-screening of patients 45 Medical kits &
equipments with all emergency drugs for emergency man-
agement 75 On-line help centre like working in United
States i.e. Medlink 55 Placement of Flight Nurses 45 Role of
flight physician with extensive training in prehospital care
and procedures that an emergency physician and an
anesthesiologist have 80.
Discussion: The safest form of transport is said to be flying2.
But as aircraft become larger and travel for longer without
landing, it is obvious that medical problems will occur with
increasing frequency. A survey by the UK Office for National
Statistics found that the age group 45–54 years being the
most likely to have travelled, so if more number of passen-
gers are of increasing age the chances of medical emergen-
cies will always be high1. In the past Persons who have not
travelled because of age or poor health will now consider
travelling. So this shift of passenger has greater implications
in increasing the number of in-flight emergencies and
deaths. The practice of recruiting nurses as flight crew is
gaining success again as initiative taken by Dr Hirofumi
Okoshi of Japan Airlines3. The aviation analyst Farrol Khan
has even suggested that every airline should employ and
carry in-flight doctors in response to the planned introduc-
tion of much larger aircraft such as the Airbus A3804.
Conclusion: As air travel continues to expand and life expect-
ancy lengthens, in:-flight medical emergencies are likely to
increase. Provisions made by the airlines continue to improve
in response to this demand and to changing medical tech-
nology and practices, but commercial, financial, and practical
considerations have to be taken into account.
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Paper No: 876.00

No-cost TSE “MASK” prevents severe
desaturation in elderly patients under deep
propofol sedation during upper gi
endoscopy
Sylviana Barsoum , Shaul Cohen,
Maria Negron-Gonzalez, Sumita Bery and
Christine Hunter
Department of Anesthesia, University of Medicine and Dentistry of
New Jersey-Robert Wood Johnson Medical School

Introduction: Patients undergoing upper GI endoscopy (EGD)
routinely receive IV sedation and O2 via nasal cannula (NC).
NC becomes ineffective in delivering O2 when the mouth is
kept open by a bite-block. Deep sedation or airway obstruc-
tion may cause severe O2 desaturation, especially in elderly
patients with cardiopulmonary diseases. A plastic sheet has
been shown to improve oxygenation by transforming NC to
a technically simple and effective face tent (TSE “Mask”) in
propofol-sedated patients during EGD in a prospective
study (1).
Objectives: This technique has been used in the Endoscopy
Suite. We examined its effectiveness in improving oxygen-
ation and preventing severe desaturation in elderly patients
during EGD.
Methods: Retrospective review of elderly patients (.70 years
old) who underwent EGD, EUS, PEG or ERCP identified 2
groups. Group 1 (NC, n¼13) received only NC O2. Group 2
(TM, n¼51) received NC O2 and a TSE “Mask” using a clean
clear plastic specimen bag to cover patient’s eyes, nose
and mouth(1-3). Patients received NC O2 (3-5 l/min or
higher as needed) and only IV propofol. Student t-test and
Chi Square test were used for analysis. A p value ,0.05
was considered as significant. (Mean+S.D).
Results: There were no differences in age (NC: 81+6 years;
TM: 79+6), BMI (NC: 25.5+5.8 kg/m2; TM: 26.0+4.5), ASA
Physical Status (NC: 2.6+0.7; TM: 2.7+0.7), room air (RA)
O2 Sat (NC: 97+3%; TM: 97+2%), propofol dose (147+65
mcg/kg/min; TM: 160+61), duration (NC: 43+22 min; TM:
41+21) and the highest NC O2 flow (NC: 5.6+2.7 l/min;
TM: 4.9+1.2). There were significant differences in FiO2
(NC: 0.25+0.06; TM: 0.50+0.12), O2 Sat after 5 min pre-
oxygenation (NC: 99+1%; TM: 100+1%), the lowest O2
Sat (NC: 92+8%; TM: 97+4%), severe desaturation (O2 Sat
,85%) (NC: 4/13; TM: 1/51) and bag-mask ventilation (NC:
1/13; TM: 0/51). In 4 NC patients, NC was converted to TSE
"Mask" due to severe desaturation (O2 Sat: 82+3%). Their
O2 Sat was improved to 86+4%, 92+4% and 96+3% at
5 min intervals.
Discussion: These data show that pre-oxygenation with TSE
“Mask” prior to deep propofol sedation for EGD improves oxy-
genation, prevents severe desaturation and reduces the need
for assisted bag-mask ventilation in elderly patients. It
increases O2 delivery without raising NC O2 flow. Conclusion:

This face tent takes only a few seconds to prepare at no cost
and may improve patient safety. It also reduces procedure
interruptions and should be routinely used for pre-
oxygenation prior to sedation during EGD.

References
1 Anesth 107:A922, 2007
2. Anesth 102:484, 2005
3. www.TSEMask.com

Paper No: 880.00

Is the lack of formal training in anaesthetic
practice a factor in drug and
communication errors?
Eman Awad and Arun Krishnamurthy
Department Of Critical Care And Anaesthesia, Princess Alexandra
Hospital, Harlow, UK

Introduction: Medical errors are a global health care issue. In
anaesthesia drug errors and those relating to communica-
tion are among the top five patient safety problems reported.
Specifically in anaesthetics mistakes may be more serious
than those of doctors in other specialities.
Objectives: But how does training prepare the anaesthetist
and work towards minimising this potential problem? We
sought to find out if UK anaesthetic trainees were exposed
to any form of training regarding how to minimise errors in
anaesthetic practice. We choose to focus on medication
errors encountered in everyday practice. We specifically
looked at communication during handover, given that this
relies on clear communication for transfer of complex infor-
mation regarding patient care.
Method: We conducted a survey of all London anaesthetic
trainees to establish what formal training they had received
at any stage in their career. The survey was sent to encom-
pass all anaesthetic trainees within the London Deanery.
Results: We found that 70% of trainees had received no
formal training in drug preparation, safe administration of
drugs, labelling or drug dilution. Amongst these trainees,
73% had already had a drug related error and 60% felt
that they would have liked to receive training. With regards
to communication, 100% of trainee had received no formal
training on how to handover effectively. Notably, 50% of trai-
nees have already encountered a serious incident relating to
patient safety secondary to poor communication within their
career. No departmental policy was in effect within 80% of
anaesthetic departments and therefore 90% of handovers
occurring without a minimum data set.
Conclusions: It is evident that errors in anaesthetic practice
are frequent and are not being tackled by the current UK
training practices. At present in the UK, the Royal College
Of Anaesthetists training curriculum does not formally
include a training module on standards of effective commu-
nication or the safe administration of drugs. We propose that
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an effective solution would be to introduce a patient safety
module into the UK training curriculum.

Paper No: 883.00

Esifoe, an anesthesia syndrome to be
unveiled in buenos aires
Elias Leon-Ruiz
University Hospitals Case Medical Center

Introduction: Gastrointestinal endoscopy and patients’
requests for general anesthesia have resulted in a new anes-
thesia syndrome: ESIFOE, Empty Stomach on Induction, Full
stomach On Eduction.
Objectives: Establish ESIFOE as an anesthesia syndrome.
Methods: Clinical observation and electronic literature review.
Results: This syndrome was first observed in two elective
cases. The first was a hypertensive, 25 year old patient,
who after an acute pancreatitis developed a large pancreatic
pseudocyst. He insisted on general anesthesia for his proced-
ure. The second case was a systemic lupus erythematosus,
end-stage renal disease (ESRD), hypertensive patient, suffer-
ing from chronic pancreatitis, who developed a large pancre-
atic pseudocyst. This patient, too, demanded general
anesthesia for her endoscopic procedure. Both patients
received general endotracheal anesthesia with propofol for
induction and a mixture of propofol and remifentanil for
maintenance. The 25 year old patient was paralyzed with
rocuronium and the ESRD patient with cisatracurium during
induction and maintenance. The interventional procedures
were ultrasound guided cyst gastrostomy with placement
of double tail stents into the cyst cavity for both subjects.
The gastroenterologists in both cases noted that a large
amount of fluid entered the stomach from the pseudocyst
cavitiy. Although the gastroenterologists emptied the
stomach cavities as much as possible, in our first patient
the fluid flowed freely from the stomach into the mouth
even after the gastroscope had been withdrawn. The endo-
tracheal tubes were only removed after the patients’ paraly-
sis had been completely reversed with neostigmine and
glycopyrrolate, and the subjects were totally awake, thus as-
suring airway protection. Both patients had an uncompli-
cated postoperative period. A literature review through
Google and Pubmed failed to encounter any description of
this proposed syndrome.
Discussion: The risks of general anesthesia in patients with
full stomachs are well known. In our elective, empty
stomach cases, the risks appeared during eduction. The
placement of draining stents –from the cystic cavity into
the stomach– caused the stomach to continue filling even
after the removal of the suctioning gastroscope. Thus, we
were extubating patients whose stomachs were empty on in-
duction but full at eduction, and so their airways had to be
preserved. These important findings constitute a new group

of related events, a syndrome, depicted by the acronym
ESIFOE.
Conclusion: ESIFOE is a new anesthesia syndrome that
involves: empty stomach on induction, full stomach on educ-
tion. It will be unveiled in Buenos Aires.

Paper No: 885.00

Perioperative predictors of in-hospital
mortality in patients undergoing aortic
valve replacement
Juan Carlos Bianco , Ricardo Marenchino,
Daniel Bracco, Vicente Cesáreo and
Alberto Domenech
Hospital Italiano de Buenos Aires, Buenos Aires, Argentina

Introduction: Aortic valve replacement (AVR) is the most
common cardiac valve operation1-2. Nevertheless, evidence
for predictors of mortality in AVR appears scant.
Objective: The study aim was to identify perioperative predic-
tors of in-hospital mortality in patients undergoing AVR.
Methods: After obtaining approval from the Research and
Ethics committee on the use of the perioperative database,
we studied consecutive adult patients having undergone an
AVR between January 2004 and May 2009. We collected
demographic, hemodynamic, and other perioperative data
until hospital discharge. The exclusion criteria were AVR com-
bined to mitral valve surgery, Bentall or aortic surgery, Ross
or Ross-Konno procedure, Homograft valve and tricuspid
valve surgery. T-test and Chi-square or Fisher exact test
were used to compare continuous and categorical variables
to identify predictors of mortality with alpha¼0.05.
Results: A total of 190 patients were included. The mean age
was 71+11 years old with 59% male. The in-hospital mortal-
ity rate was 7.9%. On univariable analysis, preoperative NYHA
functional class (III - IV vs I - II, p¼0.017), perioperative
myocardial infarction (p¼0.001), left ventricular (LV) systolic
dysfunction (p,0.001), oliguric acute renal failure
(p¼0.012), need for reintubation (p¼0.001) and sepsis
(p¼0.018) were associated with mortality. However, only
preoperative congestive heart failure (CHF) (odds ratio [OR]:
0.085; 95% confidence interval [CI]: 0.012 - 0.611;
p¼0.014), perioperative LV systolic dysfunction (OR: 0.001;
95%CI: 0.005-0.235; p¼0.001) and need for reintubation
(OR: 0.117; 95%CI: 0.15-1.02; p¼0.04) remained as inde-
pendent predictors after multivariate analysis.
Conclusion: Preoperative CHF, perioperative LV systolic dys-
function, as well as the need to reinitiate mechanical venti-
lation appear as strong predictors of in-hospital mortality
among patients undergoing AVR.
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Paper No: 896.00

An Analysis of an Acute Pain Service
Database
Desigen Reddy
McMaster University, Hamilton, Canada

Introduction: Pain is under-recognized and under treated. In
the postoperative period up to 75% of patients have reported
moderate to severe pain. It was often thought that even if
pain was not good for the patient, at least it did no harm.
It is now recognized that under treatment of severe acute
pain can have a major harmful physiological and psycho-
logical effects on all organ systems. More recently, there
have been significant improvements of acute pain. This is
largely due to the introduction of new techniques for the de-
livery of analgesic drugs, such as patient-controlled anal-
gesia and epidural analgesia, and the formation of an
acute pain service team, involving a dedicated team of
health care providers. A database for the acute pain service
of Hamilton Health Sciences was created in 2002, which
cares for patients in 3 locations viz. Hamilton General, Hen-
derson, and McMaster University Medical Center. At present
there are 26 000 patients entered into the database, with
8216 enrolled at McMaster. For the purpose of this audit, I
will only review the McMaster data. The Acute Pain Service
team, on a daily basis at McMaster, comprises of 1 Pain
Nurses and an anesthesiologist. They visit each patient en-
rolled into the pain service daily, and make suggestions
regarding pain management. In addition, information is
collected and entered into the database by the pain nurse.
There are 143 variables in the database, including demo-
graphic data, type of pain therapy, adequacy of analgesia
and side effects.
Research Questions: A priori questions were:

(1) Pain scores at rest and with activity
(2) Complication rates
(3) What are the predictors for uncontrolled pain?
(4) What are the risk factors for critical incidents?
(5) What are the predictors for side effects?

Statistical Analysis: Analysis was conducted using SPSS 16.0.
Results: 7713 patients were included for analysis. The main
pain modality was PCA 70% and epidurals in 29%. The
mean pain score (VAS 10) was 1.3 at rest and 3.0 with activ-
ity. Incidence of side effects was 26.9% with nausea, vomit-
ing and pruritis comprising the largest percentage. Factors
predicting ‘uncontrolled’ pain include ASA 1 and 2, surgery
of the thorax, upper abdomen, spine surgery and patients
on PCA. Factors influencing critical incidents include emer-
gency surgery, and ASA 1 and 2 patients.
Conclusion: This is a comprehensive database with informa-
tion collected prospectively and large numbers of patients
enrolled. Predictive factors elucidated, have influenced the
management of patients by the Acute Pain Service and

encouraged education sessions with the ward nursing staff
at McMaster University Medical Center.

Paper No: 899.00

Predicting central venous catheter tip
position in adults, a pilot study
Shiv Kumar Singh 1 and Colleen Mackie 2

1Royal Liverpool University Hospitals and 2Mersey Deanery

Introduction: The ideal catheter tip position is at the superior
vena cava (SVC) and the right atrial (RA) junction. [1,2,3]
Recent audit and publications suggest the right internal
jugular as the commonest site for insertion of CVCs. [3] As
per the surface anatomy, the sternal angle lies at the lower
border of T4 and on the CXR corresponds to the carina. [4]
Methods: that allow to pre-determine correct length of CVC
insertion either require pre-insertion CXR to be present or
use technology that adds to the cost and time. [5,6]
Objectives: Can the distance from the insertion point to the
sternal angle correctly predict the catheter tip position?
Methods: 110 patients consented for CVC insertions were
studied. In the post-op period, a paper scale was used to
measure the length of insertion (I) and the distance from
the point of insertion to the sternal angle (M). Chest X-Ray
was then reviewed to assess the catheter tip position. Cath-
eter tip was considered to be satisfactory if it was situated at
or above 2 cms of the carina. Tip of the catheter beyond
or.2 cms above the carina was considered to be unsatisfac-
tory. If M¼I, then as per our hypothesis, the catheter would
be in the correct position (zone B). If M.I, then the catheter
would lie in the upper part of superior vena cava and if M,I,
the catheter would lie in the RA. Results: Of the 110 cases, 3
were excluded and hence 107 cases included in this pilot
study. Of the 107 cases, 61.68% were in Zone B (satisfactory
position, M¼ I) and 38.32% were found to in unsatisfactory
position (12.15% in upper 1/3rd of SVC, M.I and 26.17%
below the carina or in the RA, M, I). For the catheter tips
placed in the correct zone, given the 2cm tolerance, mea-
sured distance agreed with the inserted length for all 66
correct placements in the 107 cases, (100% correlation).
The method also correctly predicted the 41 catheters that
were inserted too far or too short. The 100% agreements
with ‘correct’ insertion zone placement and disagreeing (cor-
rectly) with the ‘incorrect’ insertion zone placements indi-
cates that the method is reliable.
Conclusions: Our pilot study proves that it is possible to place
right sided central venous catheters in the correct position
using our simple method.
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Paper No: 902.00

Retention of intubation skills by novices
Jeanette Scott 1, Timothy Mullen 1, Samuel Searle
1, Keith Baghole 1 and Joanna Fleming 2

1Dalhousie Department of Anaesthesia, Halifax, Nova Scotia,
Canada and 2Dalhousie Department of Mathematics and Statistics

Introduction: Many clinicians called upon to perform emer-
gency tracheal intubation have not intubated for weeks,
months or even years following their training.
Objective: To assess and compare the retention of intubation
skills by novices.
Methods: After obtaining REB approval, 30 novice first year
medical students were recruited and randomized to either
Macintosh (MAC) or McGrath (MCG) groups. Each participant
received a standardized instructional video with no verbal
feedback before performing twenty consecutive intubations
on CPR manikins. All intubation attempts were videotaped.
Participants returned after six months to perform another
twenty consecutive intubations on the same manikin, this
time with no access to the instructional video. All videotaped
intubation attempts were shuffled and then randomly
reviewed by an independent anesthesiologist. A “successful
attempt” is defined as a tracheal intubation achieved in
less than 60 seconds and considered acceptable by the
reviewer. Success rates for MAC and MCG larygnoscopes
were compared before and after the six-month hiatus.
Results: Demographics of the participants were similar in
both study groups. Five participants were excluded from
the retention part of the study for having some airway
experience in the intervening six months. Preliminary data
analysis reveals no statistical difference between the learn-
ing curves for MAC or MCG laryngoscopes, nor the retention
curves for MAC and MCG laryngoscopes. In the MAC group,
despite previously obtaining a greater than 90% success
rate after 20 performances, the first attempt at intubating
after a six month hiatus was not statistically more successful

than the time they first held a laryngoscope. In contrast, the
MCG group appeared to retain some proficiency.
Discussion: Preliminary results show that retention of intub-
ation skill is poor. Despite achieving high success rates six
months prior, performance was so bad that the reviewer
did not feel comfortable for vast majority of novice MAC or
MCG users to intubate her even in an emergency. Interesting-
ly, the retention groups required more attempts at intubation
to achieve proficiency than the learning groups, when the
only difference between the two scenarios was the allow-
ance of an instructional video for the learning group.
Conclusion: This study questions whether novices who have
previously obtained proficiency in intubation should be
called upon to intubate in any clinical scenario if they are
not receiving ongoing experience or education.

Paper No: 903.00

State of patient’s hydration before elective
surgeries in general anesthesia (correlation
of guidelines and clinical practice)
Michal Tichy , Eva Bendova and Jiri Lastuvka
Krajská zdravotnı́, a.s. – Masaryk Hospital in Ústı́ nad Labem,
Czech Republic Miroslava Korfova

Introduction: Good hydration state has a positive influence
on hemodynamic stability 1 and thus on the course of
general anesthesia. Positive effect of hydration on cognitive
function in postoperative course is proven 2. This is important
mainly with seniors. Hydration has hereby direct influence on
patient́s safety during hospitalization. Last intake of 200ml of
clear fluid is recommended 2 hours before anesthesia 3,4,5.
These recommendations have been incorporated into the
Masaryk Hospital guidelines in recent years. Medical staff
has been instructed on these guidelines repeatedly.
Objectives: To perform investigation in the Masaryk Hospital
clinical practice in order to map hydration state of the
patients undergoing elective surgeries in general anesthesia.
To identify deviations from the guidelines and analyze their
causes.
Methods: On weekdays in a randomly chosen week (in winter
2010) all adult patients undergoing general anesthesia
(n¼192) due to elective surgical procedure were asked: 1)
whether they had been educated, 2) when they drank for
the last time and 3) whether they were thirsty. Time of the
questioning was recorded to determine the interval of oral
hydration restriction and correlate it with thirst signaling
insufficient hydration. None of the patients had any
health problem preventing him from following given
recommendation.
Results: Recorded interval of hydration restriction in 192
respondents (90 men and 102 women) was in the range 2
– 18 hours (less than 6 hours 23%, 6 – 12hours 41%, more
than 12 hours 36%). Instruction on drinking regime had
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received 174 patients, only 18 had not. Approximately two
thirds of the patients reported thirst. The sense of thirst
increased with the length of fluid restriction and was more
distinct with patients older than 70 years old.
Conclusions: The results have shown that significant propor-
tion of the patients is not in a satisfactory hydration condi-
tion before elective surgery even though they are formally
well educated and the medical staff has apparent knowledge
of the issue.
Individual cases were analyzed and most frequent causes
were found. They are primarily bad time management
when the planned time of the surgery is changed with no in-
fluence on a hydration management. Patients often choose
from the mixed information they get e.g. from the family,
general practitioner, in the hospital the one he or she
prefers (he doesńt drink because of fear of wetting
himself. . .) and doesńt discuss the problem any further.
Our findings are challenge to improve hydration care in the
Masaryk Hospital (we have reinforced our inspectiton acitiv-
ities in the year 2011). They also might inspire other
medical institutions to perform their own investigations in
this field.
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Paper No: 953.00

A study to determine whether carbon
polymer warming blankets can reduce the
incidence of inadvertent peri-operative
hypothermia (iph) during day-case surgery
Manu-Priya Sharma
Royal Sussex County Hospital, Brighton, Sussex Mark Harper Royal
Sussex County Hospital, Brighton, Sussex Michael Dixon Feras
Eljelani

Introduction: The prevention of inadvertent perioperative
hypothermia (IPH) has recently become acknowledged as
an important means of improving patient care and clinical
outcome (1).

Studies have shown that the forced-air warming is an effect-
ive means of preventing IPH during major surgery (2).
However, they are single use and therefore can be costly in
both environmental and financial terms.
Recent advances in medical technology have led to the de-
velopment of novel patient-warming devices, such as electric
carbon polymer blankets. Small studies suggest that they
possess similar effectiveness to forced-air warming and
with the added advantage that they are non-disposable
and potentially cheaper.
Objectives: The primary aim of this study was to assess the
effectiveness of the HotDog patient warming system, a
carbon polymer warming blanket, in reducing IPH in
Daycase surgical patients.
Methods: This study was a prospective, randomized, con-
trolled trial. The study was powered to show a 50% reduc-
tion in the incidence of IPH requiring 35 patients in each
arm. It was an observational study and was conducted in
a single institution. Each participant gave written consent
pre-operatively. In the intervention arm, the warming
blanket was applied on entry to the operating-room and
removed at the end of the operation. The control arm
received standard treatment for these procedures (no
active warming).
Results: We present an interim analysis of 40 patients: 20 in
the intervention arm and 20 controls. The average operating
time was 37 minutes. 93% of participants were normother-
mic pre-induction and all patients had a temperature ≥36
degC post-induction (3). 50% of patients were randomly allo-
cated to the HotDog group. At knife to skin 5% HotDog and
9% non-intervention were hypothermic. At the end of the op-
eration only 10% of patients in the intervention group were
hypothermic and 22.5% in the non-intervention group. 23%
of these remained hypothermic until discharge from PACU
i.e. 7.5% of all patients in the trial. Unexpectedly, of the
patients discharged from PACU hypothermic (lowest
35.6degC) 80% were in the HotDog intervention group.
Conclusions: There is a significant incidence of IPH among
patients undergoing short surgical procedures. The HotDog
carbon polymer blanket appears to be effective at reducing
its incidence intraoperatively but, paradoxically, its use
seems to increase its incidence in the PACU. We would there-
fore recommend that patients undergoing short operations
are warmed not just intraoperatively but through into the
PACU until discharge to the ward.
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Paper No: 957.00

Postoperative Bladder Catheterization after
General Surgery: Which Anesthesia
Technique is Better, Spinal or General
Anesthesia?
Tammo Brouwer and Cor Kalkman
University Medical Center Utrecht, The Netherlands Medical Center
Leeuwarden The Netherland

Introduction: It is believed that postoperative bladder cath-
eterization after spinal anesthesia is more common than
after general anesthesia. There is no literature supporting
this ‘feeling’ among anesthesiologist. We performed a
study comparing the incidence of postoperative bladder
catheterization after general and spinal anesthesia in
general surgical patients.
Objective: To determine the difference in incidence of
postoperative bladder catheterization after spinal or
general anesthesia in general surgical patients in which
both anesthesia techniques could be used. The threshold
for bladder catheterization was set at a fixed bladder
volume of 500 ml.
Methods: Observational controlled trial conducted in 909
surgical patients in a teaching hospital in the Netherlands.
Patients were operated under general or spinal anesthesia
without an indwelling urinary catheter. The decision which
anesthesia technique was used (spinal or general anesthe-
sia) was made by the patient at the preanesthesia assess-
ment clinic. All postoperative bladder volumes were
measured by ultrasound. Postoperative bladder catheteriza-
tion happened when the bladder volume measurement
exceeded the threshold of 500 ml and spontaneous
voiding was impossible. The primary endpoint was the inci-
dence of postoperative bladder catheterization. Secondary
endpoints were the influence of gender and type of
surgery.
Results: The overall incidence of catheterization was 11.8%
(107/909 patients). The incidence of catheterization after
spinal anesthesia was 24.4% (70/287) and after general
anesthesia 5.9% (37/622). The incidence in male patients
was 14.4% (56/401) and in female patients was 9.6%
(49/508). The incidence of catheterization was the
highest after hernial groin repair under spinal anesthesia
(55% (15/27)).
Conclusion: The chance to be catheterized after spinal anes-
thesia is about 4 times higher than after general anesthesia.
Male patients are more often catheterized than female
patients. The highest risk for postoperative bladder catheter-
ization is after hernial groin repair surgery in male patients
under spinal anesthesia. Anesthesiologists may use this
result in deciding which anesthesia technique to choose
for if both anesthesia techniques – general or spinal - are
applicable.

Paper No: 966.00

Intraoperative oesophageal doppler during
emergency abdominal surgery
Carlos Alberto Fernández Muñoz ,
Jorge Luis Torrejón Rojas,
Osiel Isaı́as Gutiérrez Bermúdez,
Deivis Edward Marı́n Rı́os and Evelin Mejı́a Escobar
Hospital Alberto Sabogal-Essalud, Lima-Perú

Introduction: Most of the classical devices of monitoring for
diagnosis and assessment of hypovolemia, as the Swan-Ganz
catheter or central venous catheter are bloody, nonexempt of
complications and, in some cases, of questioned benefit.
Occult hypovolemia leading to poor organ perfusion is
thought to be a major factor in determining postoperative
morbidity after major surgery. Hypovolemia will be even
more severe in most emergency cases, so intravenous fluid
resuscitation is a vital part of care for the sick laparotomy
patient. Minimally invasive devices have been emerging
over the past few years as an effective alternative to
classic monitoring tools. The best characterized in terms of
outcome studies is oesophageal Doppler flowmetry.
Objective: To assess the efficacy of the oesophageal Doppler
in the decrease of perioperative complications in patients
undergoing emergency abdominal surgery.
Methods: A total of 250 patients undergoing emergency ab-
dominal surgery were recruited into a blind prospective ran-
domized controlled trial. Patients were allocated to
conventional haemodynamic management or to an algo-
rithm guided by oesophageal Doppler. The control group
received perioperative fluid at the discretion of the anaesthe-
tist, whereas the protocol group received additional solutions
boluses based on Doppler assessment.
Results: Groups were similar with respect to demographics,
surgical procedures, and baseline hemodynamic variables.
Patients in the protocol group were given a significantly
greater volume of intravenous crystalloid than control
group (mean 2657 vs 1944 ml, P¼0.00, Mann–Whitney
U-test). The complications in protocol/control groups respect-
ively were: Cardiovascular (32/61, p ¼0,00 Chi- square),
respiratory (36/58, p ¼004 Chi-square), infection of injury
(4/15, p ¼0,009 Chi-square) and renal insufficiency (8/21,
p¼ 0,01 Chi-square). Duration of hospital stay in the protocol
group was 8.18 days vs 10.88 days for control group (p¼0,00
Mann-Whitney U Test). Duration of intensive care unit stay in
the protocol group was 1.12 days vs 1.69 days for control
group (p¼0,00 Mann-Whitney U Test).
Discussion: Several studies have shown that accurate predic-
tion of hemodynamic status by clinical assessment alone
only occurs in half the cases. Blood pressure and heart rate
may thus underestimate fluid requeriments during anesthe-
sia. Patients in the protocol group were given a greater
volume of i.v. crystalloid solution using oesophageal Doppler.
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Conclusion: For patients undergoing emergency abdominal
surgery the intraoperative oesophageal Doppler monitoring
leads to a shorter hospital and intensive care unit stay and
decreased major postoperative complications.
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Paper No: 978.00

Preoperative testing for minimal risk
patients undergoing elective surgery was
inconsistent with the institution guideline
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Introduction: Few preanesthetic investigation are considered
necessary for no underlying disease patients (ASA I) under-
going elective surgery. The institutional guideline for
testing has been established to facilitate appropriate
requests and to minimize the costs.
Objectives: The primary objective of this study was to deter-
mine compliance of preoperative investigation guideline for
ASA I patients undergoing elective surgery. Secondary objec-
tives included: to identify common inappropriate investiga-
tions among age groups and to estimate unnecessary
expenditure.
Methods: All ASA I patients, aged 18-65 underwent elective
surgery over a one year period (June 2010- May 2011) were
identified. One hundred and twenty five medical records of
each month were randomly selected. Indicated tests were
recommended according to patients’ age groups: a complete
blood count (CBC) for aged 18-45, a CBC, chest radiograph,
electrocardiography for aged 46-60, and a CBC, chest radio-
graph, electrocardiography, electrolytes, blood glucose,
blood urea nitrogen (BUN) and creatinine (Cr) for aged
61-65. Compliance laboratory test was defined as the labora-
tory testing followed the institutional guideline whereas
non-compliance laboratory testing was classified for either
over- or under-investigations.
Results: The medical records of 1,496 patients underwent
elective orthopedics, gynecology, eye, ear nose throat and

general surgery were reviewed. There were 948 (63.4%)
patients aged 18-45, 499 (33.4%) patients aged 46-60 and
49 (3.2%) patients aged 61-65. Complied preoperative
testing was performed only 12.1% (95% CI, 10.5- 13.9). Over-
investigations tended to be performed in younger patients.
BUN and Cr were the two most commons over-investigation
(n¼975), followed by electrolytes (n¼893) and chest radio-
graph (n¼759). Under-investigations could not alter surgical
schedules in the study patients. Overall, over-investigation
preoperative investigation accounted for about 18,000$
during the study period.
Discussion: Preoperative testing for ASA I patients is rarely
important. Normal results did not affect neither perioperative
morbidity nor mortality. In contrast, abnormal test which
may detect in 5% of healthy patients may cause psychologic-
al and financial burden and unnecessary rescheduling of
surgery. Many preoperative guidelines recommend few
tests in this group of patient. However, non-compliance
tests have been reported in many studies. Our report was
also demonstrated over-investigations were very common.
There was only 12.1% followed the institution guideline.
The situation caused huge unnecessary expenditure.
Conclusion: The utilization of the preoperative guideline
should be more emphasized in order to decrease unneces-
sary tests and financial burden.

Paper No: 979.00

Retrograde topicalization of the
supraglottis by translaryngeal injection of
lidocaine timed with forceful exhalation
Dam-Thuy Truong, and Angela Truong
The University of Texas M.D. Anderson Cancer Center, Department
of Anesthesiology and Perioperative Medicine, Houston, Texas

Introduction: The primary requirement for successful awake
fibreoptic intubation is the effective topicalization of the
airway.1 In cases of supraglottic tumours which impede
local anaesthetic from reaching the larynx, adequate
airway topicalization cannot be achieved.
Objectives: We present a case of a patient with a large
supraglottic carcinoma which obstructed the glottic
opening, thus preventing topicalization from above the
vocal cords. We describe a novel technique to topicalize
the supraglottic area by retrograde injection of local anaes-
thetic through a translaryngeal catheter, timed with the
patient’s forceful exhalation.
Methods: A 72-year-old female with a supraglottic carcinoma
presented for tumour debulking. She had a 6-month history of
progressive hoarseness and dysphagia. CTscan showed a large
exophytic right supraglottic mass measuring 2.6 x 3.2 x 2.8 cm.
This extensive tumour involved the right aryepiglottic fold,
extended across the midline, and invaded the laryngeal
surface of the epiglottis. In preparation for awake orotracheal
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fibreoptic intubation, topicalization was performed byspraying
the oral, pharyngeal and laryngeal mucosae with nebulized
4% lidocaine, followed by the “spray- as- you- go” technique
through the bronchoscope. Because the supraglottic mass
impeded access to the glottic area, adequate intubating con-
ditions could not be obtained. Furthermore, as both cornua
of the hyoid bones were invaded by tumour, bilateral superior
laryngeal nerve blocks2 could not be performed. A 20 gauge
angiocatheter connected to a 5 ml syringe filled with 4% lido-
caine was inserted through the cricothyroid membrane and its
intraluminal position confirmed by aspiration of air.3 To
achieve anaesthesia below the glottis, the catheter was direc-
ted away from the vocal cords and 3 ml of lidocaine were
injected at end of exhalation. To achieve retrograde topicaliza-
tion of the supraglottis, the catheter was then redirected
towards the vocal cords. Injection of 4 ml of lidocaine was
timed with the patient’s forceful exhalation to entrain lido-
caine upwards across the vocal cords to the supraglottic area.
Results: This retrograde flow of lidocaine across the vocal
cords was reminiscent of a geyser’s eruption, spraying lido-
caine from below to reach the supraglottic area. After
waiting 5 minutes for the local anaesthetic to take effect, ad-
equate topicalization was achieved and optimal intubation
conditions allowed successful intubation. Surgery proceeded
uneventfully. The patient was discharged home the following
day in good condition.
Conclusions: This relatively simple technique for airway top-
icalization transformed an impossible awake intubation into
a successful one and spared the patient the need for an
awake tracheostomy.
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Introduction: Conscious sedation under monitored anesthe-
sia care is used over a wide range of operations. However, the

most common side effects include respiratory depression
and apnea.1) Recently, we experienced tracheal aspiration
of a small surgical sponge under conscious sedation using
the total intravenous anesthesia(TIVA) technique.
Objectives & Methods: A 68 year old woman was admitted
for surgery to address nasolacrimal duct obstruction. We
infused propofol and remifentanil through Orchestra TM.
Her BIS values were maintained around 80. She breathed
spontaneously and responded properly. After 30 minutes.
She intermittently stopped snore, and took a slow deep
breath. 45minutes later, she suddenly became apneic
despite of our stimuli. Even though we lifted her chin, her sat-
uration decreased to 75% after one deep breath and her BIS
value fell to 60. Operation was discontinued, started mask
ventilation with 100% O2. Her saturation increased rapidly
to 95%, and the BIS value returned 80. Intubation was per-
formed because the patient was unresponsive. A lost
sponge was noticed, but it might be swallowed rather than
aspirated because of maintaining stable vital signs and
100% oxygen saturation.
Results: At the end the operation, we evaluated the chest
X-ray, Finally we found that the radio-opaque thread dan-
gling from the sponge was placed in the midline of the
trachea. Since she had already extubated, removal of
foreign material by fiberoptic bronchoscopy was planned.
As soon as the patient started to inhale the cold nebulized
drug, she coughed violently and the sponge emerged.
Conclusion: Choice of anesthetic agents does not appear to be
significant.2) Anesthesiologists need attention to maintaining
adequate sedation levels to prevent adverse events. Also,
surgeons need to ensure the surgical materials cautiously.
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Perianaesthetic dental injury in children -
Beware the unknown
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Introduction: Current literature emphasises dental injury
associated with anaesthesia in the adult population. There
is a paucity of literature in the paediatric population.
Dental injury is one of the most common adverse events
and serious morbidity can result from aspiration of an
avulsed tooth. This risk is increased in the paediatric popula-
tion with a high incidence of loose and easily dislodged
primary teeth.
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Objectives: To study the incidence, outcomes and risk factors
for perianaesthetic dental injury following 80,811 anaes-
thetics from 2000 to June 2011. A review of the effectiveness
of existing measures will allow recommendations, to prevent
this recurrent problem, to be made.
Methods: A retrospective search of our departmental audit
database for incidents of dental injury was conducted. Ana-
lysis of the adverse events from case notes and audit forms
filled by anaesthetists at the time of care was done.
Results: Our Incidence of dental injury is 42 out of 80,811
anaesthetics (0.05%).64% of patients with dental injury were
intubated and 92% had a Grade 1 larynx. In 24 patients with
a negative or inaccurate dental history, 6 patients required
radiographs to detect missing avulsed teeth not found clinically.
Of these 6, ingestion of teeth occurred in 2. In a patient, the
avulsed tooth was only noted when he coughed it out upon
emergence. Of the 12 patients with subluxed or luxated teeth,
5 were detected in recovery. Of these 5 patients, 1 required reim-
plantation of his permanent tooth and another required tooth
removal. In 16 patients with an accurate dental history, all 12
with subluxations or luxations were detected intraoperatively.
In 2 patients, the missing teeth were found at the end of
surgery and removed. 2 patients required radiographs of
which ingestion of the tooth was found in 1.
Conclusion: Our Incidence of dental injury of 0.05 % is com-
parable to that in adults. In our pilot survey of 239 children
aged 5 to 12 years, the incidence of loose teeth or gaps is
28%. Our current measures of having a dental diagram in
the anaesthetic chart, multiple levels of dental screening
and education have contributed to the incidence. Our recom-
mendations include precise identification of loose teeth and
gaps, examination of dentition and better communication.
Early knowledge of a missing tooth will minimise aspiration
risks, irradiation and patient anxiety. It is imperative that
we are aware of the perils that lurk.

Paper No: 1049.0

Anaesthetic emergencies preparedness
in a paediatric anaesthetic department
Chiew Kim Ng and David Stansfield
Barts and the London Children’s Hospital

Introduction: Anaesthetic emergencies constitute a small
but significant cause of morbidity and mortality in the paedi-
atric population. In order to achieve successful outcome in
these challenging situations, a coordinated team response
with appropriate knowledge, including location of emergency
drugs and equipments, and skills are essential.
Objectives: This study aims to assess the preparedness for
anaesthetic emergencies in a paediatric anaesthetic depart-
ment in a teaching hospital, in two main areas:

(1) To identify the immediate availability of the relevant
emergency drugs and equipment in all areas where
paediatric anaesthesia is delivered

(2) To assess the awareness and knowledge of staff on
the relevant emergency drugs and equipment, and
their location

Methods: The study examined the preparedness of five an-
aesthetic emergency situations: -Malignant hyperpyrexia
crisis (MH)-Anaphylaxis-Difficult airway-Severe local anaes-
thetic toxicity-Paediatric cardiac arrest
It was performed in two parallel parts:

(1) Using a proforma, the author visited each paediatric
anaesthetic area and directly assessed the availability
of relevant emergency drugs and equipment

(2) The author conducted face-to-face interview with
anaesthetic and nursing staff using a pre-written
questionnaire

Results: Paediatric anaesthesia, both elective and
non-elective, is provided in 6 locations, including 3 isolated
locations at the endoscopy suite, dental outpatient depart-
ment and magnetic resonance imaging suite. In all locations,
there were provision of emergency drugs and equipment for
anaphylaxis and cardiac arrest. However, only 2 locations
had dedicated paediatric cardiac arrest trolley. Treatment
for MH is immediately available in 4 locations and only 2
locations stocked Intralipid 20% for severe local anaesthetic
toxicity. Difficult airway equipment is available in 3 locations.
The author interviewed 25 staff, including 6 consultant
paediatric anaesthetists, 7 paediatric anaesthetic trainees,
4 theatre nursing staff and 8 operating department practi-
tioners (OPDs). Majority of anaesthetic trainees (60–80%)
did not know the location of the relevant emergency drugs
and equipment. None of the nursing staff was aware of the
immediate management of MH. Consultant paediatric
anaesthetists and ODPs are most knowledgeable about the
location of emergency drugs and equipment (67-100%).
Conclusions: This study reiterates that anaesthesia is provided
in the diverse and often disparate environments. It identifies
important areas for improvement, in particular the involve-
ment of theatre nursing staff as part of the team in anaesthetic
emergencies. Multidisciplinary simulation training in anaes-
thetic emergencies may be beneficial for better patient safety.
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Evaluation of trans-dermal nicotine patch
for attenuation of venous cannulation pain
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Introduction: Venous cannulation pain, the first painful experi-
ence by the patient in operation room is often discomforting
and stressful for both patients and health care professionals.
Various pharmacological and non-pharmacological measures
have been tried to minimize venous cannulation pain with
variable success.
Objective: The present study was planned to evaluate the
efficacy of trans-dermal nicotine patch for attenuating
venous cannulation pain.
Methods: Sixty adults (16–60 yrs), ASA physical status I and
II, of either sex, undergoing laparoscopic cholecystectomy,
were included in this prospective, randomized, double blind
and placebo controlled clinical study. Patients were divided
into 2 groups of 30 each. Control group: received placebo
patch; Nicotine group: received trans-dermal nicotine patch.
The patches were applied at the proposed venous cannula-
tion site 1 hr prior to cannulation with 20 G IV cannula;
venous cannulation pain was assessed on a visual analogue
scale (VAS) of 0–100 mm (0¼no pain, 100¼worst possible
pain). Data were analyzed using student’s T test, chi square
test, Mann Whitney U test and Fisher’s exact test. P,0.05
was considered significant.
Results: The incidence of venous cannulation pain in the
nicotine group (63%) was significantly lower as compared
to the control group (100%; P,0.01). Severity of venous can-
nulation pain [median VAS (inter-quartile range)] was also
significantly reduced in the nicotine group 20 (30) as com-
pared to the control group 50 (30) (P,0.001). Incidence of
side effects were similar among the groups (P.0.05).
Conclusion: Application of trans-dermal nicotine patch at the
venous cannulation site 1 h before venous cannulation decreases
both the incidence and severity of venous cannulation pain.
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Intravenous clonidine improves glycemic
control in type-2 diabetic patients
undergoing laparoscopic cholecystectomy
Kailash Chandra Pant and Sanjay Gandhi
Post Graduate Institute of Medical Sciences Lucknow India

Perioperative stress is due to a variety of factors including
surgery, anxiety, anaesthesia induced stress, perioperative

pain, postoperative nausea and vomiting, shivering, hyper-
glycemia, infection etc. Catacholamines are the most import-
ant mediator of acute stress leading to glycogenolysis,
gluconeogenesis, lipolysis, ketogenesis and perioperative
insulin resistance leading to hyperglycemia. It is logical to
assume that by decreasing the stress response a better peri-
operative outcome is anticipated. Perioperative hemodynam-
ic parameters and blood glucose levels may be surrogate
markers of stress.
Clonidine which is alpha 2 agonist has several properties
which may be helpful. The major pharmacological effects
of clonidine involve changes in blood pressure and heart
rate. The effect of clonidine in the perioperative period on
the blood glucose level is still not clear as some studies
propose a better glycemic control due to blunting of cat-
echolamine surge. On the other hand others suggest that
clonidine leads to decreased insulin secretion leading to
hyperglycemia.
The aim of study is evaluate the efficacy of IV clonidine on
blood glucose level of type-2 diabetic patients undergoing
laparoscopic cholecystectomy, and also secondary para-
meters like safety of clonidine in the study group and its ef-
ficacy on postoperative nausea and vomiting.
After obtaining Ethics Committee approval and informed
consent of patients a prospective, randomized double blind,
placebo controlled study was conducted on ASA I & II 100
adult patients(18-60years) of either sex undergoing elective lap-
aroscopic cholecystectomy. Patients were divided in two groups
with group I receiving IV clonidine 3 mg/kg in normal saline
was infused over 15 minutes and Group II receiving a placebo
in similar manner. Insulin (short acting huminsulin, regular
monocomponent)therapy was started just before induction of
anesthesia @1.25 U/hr and supplement insulin given according
to blood glucose levels (BGL). Capillary concentration of glucose
was measured every 30 minutes during surgery.
Demographic data were recorded. BGL before induction of
anesthesia, antidiabetic treatment (diet alone, oral hypogly-
caemic agent, insulin therapy). Systolic blood pressure (SBP)
and mean blood pressure(MBP),heart rate(HR) meausured
before adminstring the drug and every 15 minutes after ad-
ministration of the drug. Any side effect in the form of hypo-
tension and bradycardia were noted and those were
excluded from the study.
The conclusion of the study is that sympatholytic effects of clo-
nidine may be utilized to decrease the excursion in blood
glucose levels and thereby decreasing intraoperative insulin
requirements during laparoscopic cholecystectomy in the
type2 diabetic patients. Clonidine also attenuates the hemo-
dynamic response to intubation and pneumoperitoneum.

Paper No: 1078.0

Evaluation of haemodynamic and
electrolyte changes in patients undergoing
liposuction with two types of fluid therapy
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Introduction: Liposuction is one of the most frequently
performed aesthetic procedures The ‘tumescent technique’
of liposuction involves subcutaneous infiltration of large
volume of saline containing lignocaine and epinephrine.
The extent to which this subcutaneous infiltrate gets
absorbed into the intravascular and interstitial compart-
ments is not known. The fluid shifts during large volume lipo-
suction may have a potential for haemodynamic and
electrolyte disturbances. Use of colloids in place of crystal-
loids reduces the volume of intravenous fluids while main-
taining haemodynamics. However, their use has not been
explored in patients undergoing tumescent liposuction. This
study was undertaken to compare saline with hydroxyethyl-
starch 6% (130/0.4) [HES] for intra-operative fluid resuscita-
tion in patients undergoing large volume liposuction.
Objective: To compare haemodynamics and serum electro-
lytes using intravenous normal saline versus HES during
large volume liposuction.
Methods: After approval from the hospital ethics committee
and patients’ informed consent, a prospective, randomized
study was conducted on 50, ASA grade II and III adult
patients scheduled to undergo large volume liposuction
under general anaesthesia. Patients with coagulopathy, car-
diovascular or renal disease were excluded.
Patients were allocated using computer generated random-
ization tables to two groups of 25 patients each, to receive
either 0.9% normal saline (Group A) or HES (Group B) as
the intravenous fluids. Intraoperative fluids for Group A
were calculated using ‘Rohrich Formula’ keeping intravenous
fluid plus infiltrate to aspirate ratio of 1.2. For group B,
one-third the calculated intravenous volume was infused as
HES. Statistical analysis was done using SPSS 17.0.
Results: The demographic profile was comparable in both
groups (p.0.05).The infiltrate volume was 6.84+/22.17
liters in group A and 6.59+/21.42 liters in group B
(p¼0.635). The total aspirate volume was 8.23+/22.46
liters in group A and 8.22+/22.77 liters in group B
(p¼0.983). The total I.V. fluid infused in group A was
2.93+/21.37 liters and 1.09+/20.7 liters in group B
(P,0.001). There was no difference in the intraoperative
and postoperative haemodynamics (pulse rate, blood pres-
sure and central venous pressure) in both the groups
(p.0.05). The average postoperative sodium level in group
A was 139.22 mmol/l compared to 137.48 mmol/l in group
B (p¼0.065). There was no difference in the postoperative
potassium level in both the groups, 4.04 mmol/l in group A
compared to 4 mmol/l in group B (p¼0.456).
Conclusion: Low volumes of hydroxyethylstarch 6% (130/0.4)
are equally efficacious as normal saline for large volume lipo-
suction. It may be beneficial in patients at risk of cardiac
compromise.

Answers to Reviewers Comments
1. Authors did not receive any financial support from the
manufacturers of HES.
2. As incorporated in the methodology, patients with coagu-
lopathy were excluded. With an average 1 liter infusion of
hydroxyethylstarch 6% (130/0.4) derangement in coagula-
tion profile is not expected. Therefore coagulation profile
was not monitored postoperatively.
3. With tumescent technique there is decreased blood loss
due to vasoconstriction and therefore the perioperative
bleeding is minimal.
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Correlates of Unanticipated Difficult
Intubation Using a Large National
Anesthesia Registry
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Introduction: In 2005, the Anesthesia Business Group
(ABG) created a national registry of clinically-enhanced ad-
ministrative data for the purpose of performance bench-
marking of clinical quality outcomes. This investigation
describes the methodology used to analyze cases from
three large anesthesia groups (SMG, PMC & AMG) partici-
pating in the ABG registry from 2007 - 2010. For this ana-
lysis, unanticipated difficult intubation was selected as a
clinical outcome1.
Methods: 182,028 cases were identified from the three
groups mentioned above. Some 399 cases of unanticipated
difficult intubation were identified. Unanticipated difficult in-
tubation was defined as greater than 2 attempts by the staff
anesthesiologist. Predictors include age, gender, American
Society of Anesthesiologists physical status (ASAPS) classifi-
cation, and Current Procedural Terminology2 (CPTw) code at
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the time of surgery. CPTw codes were grouped into six broad
anatomic categories that included head and neck, thoracic,
abdominal, pelvis, extremities, and spine for the purposes
of this analysis. 113,899 comparison cases with the same
CPTw codes as the unanticipated difficult intubation were
used for the analysis. Multiple logistic regression analysis
was used to identify significant predictors of unanticipated
difficult intubation.
Results: After adjusting for age, those with unanticipated dif-
ficult intubation were more likely to be male [Odds Ratio
(OR)¼1.58, 95% Confidence Interval (CI)¼1.29, 1.93]. Risk
of unanticipated difficult intubation increased in a near-
linear fashion with increasing ASAPS classification.
ASAPS Classification Odds Ratio 95% CI Demographic data and
physical status classification can help identify patients with
potential unanticipated difficult airway. This analysis shows
the power of a large national database to identify significant
differences in clinical quality outcomes.
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Comparison of the Efficacy of
Dexmedetomidine and Esmolol in the
Treatment of Increased Hemodynamic
Response during the Recovery Period
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Introduction: Hemodynamic response during endotracheal
extubation is a serious complication. It can be harmful espe-
cially in patients who have certain type of surgeries (intracra-
nial, intraocular).1 All efforts should be shown in order to
attenuate hemodynamic response during extubation.
Objective: The aim of our study was to compare effectiveness of
esmolol and dexmedetomidine in the treatment of increased
hemodynamic response during anesthesia recovery period.
Methods: Sixty ASA I-II patients whom scheduled for elective
surgery with endotracheal intubation were randomized at
the end of surgery according to their hemodynamic para-
meters that were increased 20% of their baseline values in
order to receive 1 mg/kg esmolol (group E, n¼30) or
0.5 mg/kg dexmedetomidine (group D, n¼30). Before induc-
tion (C), before study drug (T1) and at 1st, 3rd, 5th and
10th min after the study drug administration (T2, T3, T4,

T5), before extubation (T6), and just after extubation (T7),
at 1st, 3rd, 5th, 10th, and 15th min after extubation
(T8,T9,T10,T11,T12) heart rate(HR), systolic blood pressur-
e(SBP), diastolic blood pressure(DBP), mean blood pressur-
e(MBP), peripheral oxygen saturation(SpO2), end tidal
carbon dioxide(ETCO2) values were recorded. Extubation
time and recovery time were recorded. The time until the
need of analgesic(VAS.4)was recorded. Cognitive functions
were evaluated by ‘short orientation memory concentration
test (SMOCT)’ at 20th and 50th min.
Results: After giving the study drugs, HR reductions at all
periods were significant in groupD(T2-T10: p,0.001,
T11:p¼0.001,T12:p¼0.006). In groupD SBP was high at3rd
min after drug(p,0.001), and SBP were lower in all periods
before and after extubation(T6-T10: p,0.001,T11:p¼
0.02,T12:p¼0.04). In groupD, DBP was higher at 1st min after
drug(p¼0.001), DBP were lower at 10th min after drug and
before extubation(p¼0.045,p¼0.001). In groupD MBP 3rd
min after drug was higher (p¼0.019) and MBP were lower
at all other periods(T4-T10:p,0.001, T11:p¼0.001,
T12:p¼0.03).SpO2 in groupD was higher at all periods after
drug(p¼0.001, p¼0.003, p¼0.002, p¼0.007, p¼0,001,
p¼0.001, p¼0.002, p¼0.001). In groupD ETCO2 values at 5th
and 10th min after drug were higher (p¼0.44, p¼0.49). The
time until the need of analgesic and recovery period were
longer in dexmedetomidine group (p,0.001).
Discussion and Conclusion: Although both esmolol and
dexmedetomidine attenuated the hemodynamic response
during recovery period, dexmedetomidine was more effective
in hemodynamic stabilization and time until the need of
analgesic was longer. Dexmedetomidine was an agent that
could be chosen for the attenuation of hemodynamic
response during the extubation period. Esmolol provided
faster recovery time. We believe that in order to get more
effective attenuation of hemodynamic response, dosage
studies with esmolol are needed.
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Intraoperative cardiac arrest and mortality
in trauma: a study over 14 years from a
brazilian teaching hospital
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Introduction: Trauma plays an important role in public
health. Hence, efforts must aim at their prevention and
care of the victims1.
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Objectives: This survey evaluated the incidence, causes and
outcome of intraoperative cardiac arrests as consequence
of trauma in a Brazilian tertiary general teaching hospital
over 14 years.
Methods: After obtaining approval from Medical Ethics Commit-
tee, this retrospective survey analyzed all reported intraoperative
cardiac arrests in 90,909 consecutive anesthetics from January
1996 to December 2009. Data was collected from an anesthesia
database, and medical and anesthesia records. Data collected
from intraoperative cardiac arrest due to trauma included
patient characteristics, surgical procedures (elective, urgent or
emergency), ASA physical status classification, anesthesia pro-
vider information, surgical areas and traumás cause, and
cardiac arrest and mortality rates. The Tukey test for multiple
comparisons and X2 test were used for statistical analysis.
P,0.05 was considered statistically significant.
Results: Fifty-eight cardiac arrests (6.4:10,000 anesthetics) and
47 deaths (5.2:10,000 anesthetics) were found in patients with
trauma, corresponding respectively to 21.6% and 26% of the
total number of cardiac arrests (269) and deaths (181) obtained
in the study. Patients with major risk for cardiac arrest and mor-
tality in trauma were: young (18 – 35 years) male patients (4.5:1
compared with female), ASA IV or poorer physical status, in
emergency surgery and under general anesthesia for multiclini-
cal, gastroenterological, thoracic, neurosurgery or orthopedic
surgery (P,0.05). Hemorrhage was the major cause of
cardiac arrest and mortality. Considering all causes of intrao-
perative cardiac arrest and deaths, trauma was the second
cause of cardiac arrest and the first cause of mortality. The
most important causes of intraoperative cardiac arrest in
trauma were motor vehicle crashes (55.2%), penetrating
trauma with stab wounds (12.1%) or gunshot wounds (8.6%),
running over (8.6%), and beating (6.9%).
Conclusions: The study showed higher intraoperative cardiac
arrest and death rates in patients with trauma. Patients with
risk for cardiac arrest and mortality are young male with
severe underlying condition and under emergency surgery.
The most important causes of trauma are motor vehicle
crashes and violence.
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Tracheobrochopathia osteochondroplastica
causing unexpected difficulty
in tracheal intubation
Yong Sup Shin
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Introduction: Tracheobrochopathia osteochondroplastica is a
rare benign dysplasia of the tracheas and large bronchi,
characterized by calcifying cartilaginous outgrowths in to
the tracheal lumen. It is often asymptomatic and may be
undiagnosed. We report this disorder in a female patient
with an unusual symptom which caused difficulty in tracheal
intubation.
Case Presentation: A 54-year-old woman was presented for
a pelviscopic salpingo-oorphrectomy due to left ovarian cyst
with general anesthesia. She had no any specific respiratory
symptoms. On the day of surgery anesthesia was induced
with propofol and muscle relaxation was achieved with
rocuronium. On the laryngoscopy, the larynx was easily
visualized, but when a size 7.5 cuffed tracheal tube was
passed through the cords subglottic resistance was occurred.
As there was no tracheal air leakage, it was decided to
proceed with surgery. During the surgery fiberoptic brocho-
scopy was performed through the tracheal tube. There
were superficial nodular lesions, which spread down the
trachea to the carina and into the main bronchi. The oper-
ation was performed without any problems and the post-
operative period was unremarkable. Two days after the
operation the patient was referred to the respiratory phys-
ician. The bronchoscopy was performed. The findings
showed prominent protrusion with narrowing of the tracheal
lumen and main bronchi. The bronchoscopic diagnosis was
tracheobrochopathia osteochondroplasica.
Conclusion: Anesthetic considerations for tracheobrocho-
pathia osteochondroplasica are similar to tracheal stenosis.
When the disorder is suspected difficult intubation should
be anticipated.
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Paper No: 1132.0

Anesthesia Management in Intracranial
Juvenile Nasopharyngeal Angiofibroma
Farnaz Kamali 1 and Dariush Abtahi 2

1Assistant Professor, Shahid Beheshti University of Anesthesiology
Resident, 2Shahid Beheshti University of Medical Sciences, Tehran,
Iran

Juvenile nasopharyngeal angiofibromas are rare, benign but
aggressive tumors for which surgical resection is the treat-
ment of choice. Tumor resection can be accompanied by
significant blood loss and postoperative morbidity. Despite
the advances in radiological imaging, embolisation of
vascular supply and endoscopic resection, these tumors
continue to be a challenge and require multidisciplinary
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management. The tumors though superficially similar in
terms of high vascularity, proximity to neurovascular struc-
tures as well as difficult anatomical location require differ-
ing anaesthetic management depending on the tumor
type and location. A 18- year old boy was referred to our
center with 6 month history of progressive nasal obstruction
and repetitive episodes of epistaxis moderate in severity.
Biopsy under anesthesia confirmed the diagnosis of angiofi-
broma. The patient was for invasive tumor underwent pre-
operative radiotherapy & chemotherapy. In physical
examination, was found Chemosis and proptosis in the
left side and tumor in the left maxillary sinus that progres-
sive to mouth. Cranial nerves (I,II, IX,X) function were ab-
normal and other finding examination was Uvula
dislocated to left side. A CT scan and an MRI scan were per-
formed demonstrating a mass with extension to frontal
lobe, nasal, oral cavity and paranasal sinus and into the
sphenoid and were involved the sinuses. The day before
surgery, the patient underwent angiography with emboliza-
tion of feeding vessels from the distal external carotid
system. The patient candidate for craniotomy. The evalu-
ation of possible difficult intubation or ventilation was per-
formed, and revealed a Mallampati grade 2, opening
mouth and thyromental distance was normal. Despite of
history of tumor, possible airway involvement by angiofi-
broma, made decided to awake intubation. Patient is
placed in head up position to improve venous drainage,
reduce the blood loss and clear surgical field. Patient is
placed in head up position to improve venous drainage,
reduce the blood loss and clear surgical field Premedication
consisted of fentanyl 50 mg and 1 mg (IV) midazolam, and
lidocaine 1% 2ml into the tracheal tube, bicoronal hyoid
2 ml, hard palate and Uvula lidocaine spray administrated,
then the patient underwent laryngoscopy and Cormack
grade 2 viewed and intubated with No. 7 tube. The anesthe-
sias induction was made with intravenous Thiopental 5 mg/
kg and atracurium 0.2 mg/kg. Monitoring included invasive
arterial monitoring, central venous pressure, ECG, tempera-
ture, urine output and SPO2. The anesthesia was main-
tained with profofol 100 mg/kg/min, remifentanyl 0.1 mg/
kg/min. After the end of surgery removed to ICU underwent
mechanical ventilation and intubated. The patient was
sedated with propofol 50 mg/hr, fentanyl 50 mg. Propofol
continued till 2 days in ICU, Finally, regard to contious
and respiratory condition extubated. With nasopharyngeal
angiofibroma, it is better to proceed with awake fiberoptic
intubation in the sedate. The presence or suspicion of
airway difficulty mandates awake direct or fiberoptic laryn-
goscopy. Various airway management techniques should be
well known to the anesthesiologists handling cancer
patients. Besides the routine monitoring, invasive monitor-
ing like arterial blood pressure and central venous pressure
monitoring may be required major surgery with anticipated
blood loss or because of the to associated co morbid
disease. Urinary catheterization and temperature monitor-
ing is essentia.

Paper No: 1134.0

Anesthesia in endoscopic and microscopic
(hybrid) transsphenoidal surgery for a
pituitary adenoma in cushing’s disease- a
case report
Farnaz Kamali 1 and Dariush Abtahi 2

1Assistant Professor, Shahid Beheshti University of Anesthesiology
Resident, 2Shahid Beheshti University of Medical Sciences, Tehran,
Iran

Cushing’s disease is a multi-etiologic clinical situation,
resulting in several features like obesity, hyperglycemia,
hypertension, proximal muscle weakness, skin thinning,
buffalo hump, and purple striae. In perioperative period
the anesthesiologist must deal with difficult ventilation
and intubation, hemodynamic disturbances, volume over-
load and hypokalemia, glucose intolerance and diabetes,
maintaining the blood cortisol level and preventing the
glucocorticoid deficiency. This disease is quite rare and its
features make these patients very difficult to the
anesthesiologist.
A morbidly obese 7-year-old male (Height 115 cm, weight
60 kg, body mass index 45.5 kg/m2, ASA II) presented with
a recent history of weight gain and the development of dia-
betes mellitus, which was managed with diet and oral hypo-
glycemic drugs. Physical examination revealed the typical
physical features of Cushing’s disease. So that, was consulted
by an endocrinologist and diagnosis of Cushing’s disease
confirmed by the endocrinologist. He underwent a dynamic
MRI showed a pituitary microadenoma (size 3 mm), central
in the gland. Clinical assessment, chest x-ray and electrolytes
findings were normal. Preoperative hypertension (172/
85 mm Hg) was treated with metoprolol, whereas hypergly-
cemia (196 mg/dl) with insulin regimen. Complete airway ob-
struction, sleep apnea problems were not been reported.
There was, however, paroxysmal nocturnal dyspnea. The
evaluation of possible difficult intubation or ventilation was
performed, and revealed a Mallampati grade 2, opening
mouth 2.5 finger width. The thyromental distance was
normal. After 8 h of fasting, Premedication consisted of fen-
tanyl 120 mg and 1.2 mg (IV) midazolam. In operating room
after peripheral venous cannula was inserted, right radial
artery and right internal jugular vein were cannulated. The
anaesthesia induction was made with intravenous, Thiopen-
tal 300 mg titrated, Succinylcholine 60 mg, then tracheal in-
tubation performed with No. 5.5 tube and atracurium 18 mg
IV was administrated. Monitoring included invasive arterial
monitoring, central venous pressure, ECG, temperature,
urine output, end-Tidal carbon dioxide, and blood cortisol
and sugar levels and electrolytes. The anaesthesia was main-
tained with profofol 60 mg/h infusions, O2/N2O 3 L/ min, and
atracurium 5 mg PRN. The patient undergo transsphenoidal
adenomectomy. The patient was transferred to ICU and

Abstracts presented at WFSA BJA

ii435



extubated after surgery with no anaesthetic complications.
We conclude that Cushing’s disease presents a challenge to
anesthesiologist. We must deal with the volume overload,
hyperglycemia, hypokalemia, difficult airway and ventilation.
Especially, we consider in the patients anaesthesia hemo-
dynamic stability, maintenance of cerebral oxygenation,
and provision of conditions to facilitate surgical exposure,
prevention of intraoperative complications and rapid emer-
gence to facilitate early neurological assessment.

Paper No: 1135.0

Anaesthetic Management of a Case
of Osteogenesis Imperfecta
Masoumeh Heydari Farzan 1, Dariush Abtahi 1 and
Farnaz Kamali 1

1Anesthesiology Resident, Shahid Beheshti University of Medical
Sciences, Tehran, Iran, 2Assistant Professor, Shahid Beheshti
University of Medical Sciences, Tehran, Iran and 3Anesthesiology
Resident, Shahid Beheshti University of Medical Sciences,
Tehran, Iran

Osteogenesis Imperfecta is a fibro-osseous disorder of the
collagen tissue that leads to defects in skeletal growth and
causes short stature. Osteogenesis Imperfecta poses
various anesthetic challenges, which include difficult intub-
ation, problems with positioning and a tendency to develop
malignant hyperthermia, coagulopathy and cardiovascular
abnormalities. Our patient was a 6-year-old boy with
height of 119 cm and body weight of 25 kg, who had multiple
fractures since he was 7 months old and was diagnosed with
Osteogenesis Imperfecta genetically diagnosed as type I
according to the Sillence classification. He had a history of
frequent long bone fractures even after infancy. He was
scheduled for tibial osteotomy. The patient reported no pre-
vious medical history other than this condition and was hos-
pitalization for treatment. On airway assessment, he had no
maxillofacial deformity, scoliosis and macroglossia, but
revealed a Mallampati grade 2. The extension and flexion
of the neck, thyromental distance, and upper lip-biting test
were normal.

Premedication consisted of fentanyl 25 mg and midazolam
0.5 mg (IV)then Thiopental 125 mg and atracurium 10 mg
were administrated under direct laryngoscopy. Intubation
was performed with tracheal tube 5.5 NO. The anaesthesia
was maintained with profofol 15 ml/h and O2/N2O 3L/ min.
Monitoring included invasive arterial monitoring, ECG, SPO2,
temperature and urine output. The patient was extubated
after surgery and awakened with no anaesthetic complica-
tions. In conclusion, we like to emphasize the need for a
detailed pre-operative evaluation and preparation for anaes-
thesia. In a patient with osteogenesis imperfecta, special
attention is required to rule out associated cardiovascular ab-
normalities, bleeding disorders and difficult airways before
undergoing anesthesia. Gentle care is also essential during

the positioning and the transfer of these patients. A success-
ful outcome was ensured by careful history taking and exam-
ination as well as gentle care and the application of basic
principles in managing the patient.

Paper No: 1140.0

Review of the current situation of the
nomenclature and presentation of the
ampoules and serums in argentina
Francisco Gorbaran , Diego Garcia Picasso ,
Diego Alvarez, Agustı́n Viña and Diana Finkel
Asociasion de anestesia analgesia y reanimación de buenos aires

Introduction: Nowadays, there are common errors in the
anesthetic practice regarding medication identification con-
tained in ampoules and serums. Some countries in the
world have laws that regulate drugs´production, as well as
their pharmaceutical presentations. In Argentina, such regu-
lation has not been approved yet, which makes the existence
of a unified criterion for drug nomenclature and presentation
difficult.
Objetive: Identify the current situation of the public hospital
(GCBA and Buenos Aires province) in respect of those most
common errors of the anesthetic practice related to the con-
fusion of ampoules and serums due to the similar
presentations.
Methods and Materials: Multicentric, descriptive cross-
sectional study, applied to the target population (residents
of GCBA hospitals and of the Bs. As province [R]) as a
census and an intentional consecutive sampling (staff physi-
cians of the same hospitals [S]) through a multiple choice
questionnaire. The information obtained are treated with
the chi-square test for proportions comparison, considering
significant a p,0.05.
Results: From the 189 surveyed people, 133 are residents
(of a total of 164) and 47 are anesthesiologists. The
average of performed anesthesia per week is of
19+/26.8 (S¼19+/2 7.2; R¼14+/26.6). 70% declared
the current presentation of ampoules and serums to be
confusing in order to identify the drug correctly, 80%
took a drug by error believing that it was another one,
and from these, 74 % referred to repeat the error at
least once a month. 34 % discovered the error after the
administration of the drug, with a side-effects incidence
of 8.9% (S¼4% vs R¼11% p¼0.19). Even though S sub-
group confuse more frequently the presentation of drugs
than R subgroup (96% vs. 74% p¼0.0017), there were no
significant differences when injecting the drug (S¼45% vs
R¼31% p¼0.08). The association which produced more
confusion is certain commercial ratios of dextametha-
sone/metoclopramide followed by mannitol / physiologic
solution.
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Conclusions: Nowadays, where there is no regulation of
ampoules and serums production, the re-checkup of the
drugs to use is particularly important to decrease the prob-
abilities of making an error in the confusing presentations.
Beyond the actions aimed at the safety and quality of the
surgical patient enforced by the AAARBA and FAAAAR, the
approval of the Bill Nº16.643 that refers to the general
rules of Good Practices of Manufacturing for Drug Manufac-
turers, Importers/Exporters created by the ANMAT [National
Administration of Foods, Drugs and Medical Technology] is
necessary.
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Paper No: 1142.0

Technical failure checkup in the anesthesia
machine: lessons learned from the
anesthesiology department of Ramos Mejia
General Hospital
Diego Alvarez , Agustin Viña, Francisco Gorbaran,
Diego Garcia Picasso and Diana Finkel
Asociacion de Anestesia, analgesia y reanimacion de Buenos
Aires.(AAARBA), Buenos Aires, Argentina

Introduction: The risk involved for the patient of potential
failure in the anesthesia equipment together with an
inappropriate training of the professionals, led instructors of
the Department to include in the residency training, practical
simulation test of failure in the pre-anesthetic checkup.
Objectives: To assess the influence of an educational
intervention to reduce the incidence of errors in the
pre-anesthetic checkup.
Methods: Quasi-experimental study before-after the educa-
tional intervention on safety. Pre-intervention-Stage: scen-
arios based on simulation were created to measure the
performance of 25 professionals while doing the prior
checkup of the anesthetic equipment before the entry of
the first patient to the OR. Recognition and control of 6 pre-
established failures was found in Drager-Fabius machines,
chosen according a frequency and gravity criterion potential
to the patient. An external observer performed a subjective
assessment of pre-anesthetic checkup process integrity.
Intervention-Stage: It consisted of four lessons about secur-
ity and safety. Post-intervention-Stage: The same scenario

correspondent to the first stage was re assessed, post inter-
vention. For the comparison of the occurrence proportions
the Fisheŕs Exact Text was used.
Results: Pre-intervention Stage: 100% participants verified
71% of the items from the checklist of the ASA. The most
predominant lack of control was that there was no verifica-
tion of the vaporizer (ignored by 60%). The second was the
verification of the electric connection (52%). Finally, the
third was the ventilatoŕs configuration (48%). Post-
intervention Stage: 100% participants checked 92% of the
items from the ASA. The least assessed failure was the veri-
fication of the vaporizer (40% ignored this checkup). The
second was the verification of the ventilatoŕs parameters
(32%); however, in the subjective comprehensive assess-
ment, it was observed that the proportion of the participants
who performed the verification was higher (92% vs. 68%) but
in post induction stage, so it did not appear as checked in the
assessment files. The third item, less verified, was the electric
connection (24%). The p values for the proportions differ-
ences of the three most predominant failures were: 1) No
checkup of the vaporizer: p¼0.173; 2) No checkup of the
electric connection: p¼0.048; 3) No ventilatoŕs checkup:
p¼0.267. However, the global checkup of the items from
the checklist of the ASA improved significantly post interven-
tion (p¼0.0012).
Conclusions: The failure checkup of the anesthetic equip-
ment is still a pending matter, being the latent-error a poten-
tial danger for the patient́s safety. The educational
interventions must be continuous.
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Paper No: 1153.0

The availability of core anaesthetic
guidelines: fact or fiction?
Ming-Li Kong, Fiona Murray and Serene Chang
Barts and The London NHS Trust, London, United Kingdom

Introduction: National collegiate guidance recommends that
a set of core guidelines should be displayed or immediately
available in all locations where anaesthesia is delivered.
The management of malignant hyperthermia, anaphylaxis,
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severe local anaesthetic toxicity, peri-arrest arrhythmias,
failed intubation and ventilation drills and anaesthetic
machine checklists fall within this remit (1).
Objectives: To determine the availability of core anaesthetic
guidelines at sites of anaesthesia within a UK teaching hos-
pital. To evaluate anaesthetists’ expectations of guideline
availability and confidence at working without immediate
access to guidelines.
Methods: An audit was undertaken to ascertain the presence
of up-to-date anaesthetic guidelines within the proximity of
every anaesthetic machine throughout a London teaching
hospital (n¼77). A two-page questionnaire was subsequently
distributed to anaesthetists working within this institution
(n¼50).
Results: Guidelines were unavailable in 48% of locations.
15.5%, 40.4% and 2.5% of anaesthetic machines, were
found to have up to two, four and six guidelines available, re-
spectively. The commonest guideline was anaphylaxis man-
agement (40.3%), followed by malignant hyperthermia
(36.8%), peri-arrest arrhythmias (33.8%), anaesthetic
machine check (32.5%), failed intubation and ventilation
(28.6%) and local anaesthetic toxicity (13.2%). 16.9% of
guidelines found were up-to-date. 22% of locations were
remote sites.

Most anaesthetists expected to find guidelines for
anaesthetic machine checks (98%), anaphylaxis (96%),
failed intubation and ventilation drills (96%), malignant
hyperthermia (88%), local anaesthetic toxicity (72%) and
peri-arrest protocols (68%), on the anaesthetic machine or
displayed within eyesight of an anaesthetic. 86% of respon-
dents were ‘somewhat confident’ at managing emergencies
without immediate access to guidelines. 48% correctly
described the initial dose of adrenaline in anaphylaxis man-
agement, compared to 30% for dantrolene and 26% for
intralipid. Only 30% and 34% of respondents could identify
the nearest location of intralipid and dantrolene in compari-
son to 70% for difficult airway trolleys.
Conclusions: Cognitive aids, such as guidelines, are widely
used within many high risk industries and recommended
during simulation training (2). Our findings suggest that
anaesthetists have come to rely heavily upon these tools
and expect to utilise them during emergent care. However,
if the availability and integrity of such aids are fiction, as
seen here, rather than fact, this discrepancy can compromise
patient care. This audit suggests the need for a responsible
designated lead within each department to ensure that
guidelines are continuously monitored and updated, and
the development of innovative methods to display guidelines
and the location of emergency drug and equipment.
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Paper No: 1165.0

Intraperitoneal nebulization prevents
central temperature drop during
laparoscopic surgery
Federica Lovisari , Mauro Signorelli ,
Luca Ghislanzoni , Eric Arisi and
Pablo Mauricio Ingelmo
First Service of Anesthesia and Intensive Care, Department of
Perioperative Medicine and Intensive Care, San Gerardo Hospital

Introduction: Slight hypothermia (central temperature
33-36Â8C) may produce cardiac, respiratory, immunologic
and coagulation complications after laparoscopic surgery1.
Animal studies using microvibration-based nebulization
device (Aeroneb ProÂw system, Aerogen, Galway, Ireland)
suggested that cold nebulization prevents loss of central
temperature produced by CO2 pneumoperitoneum2.
However, the effect of cold nebulization on central tempera-
ture was not previously tested during surgery in humans.
Objectives: This retrospective analysis was designed to
evaluate the effects of cold nebulization with a microvibra-
tion-based nebulization device on central temperature after
laparoscopic surgery.
Methods: Data of four randomized, controlled, double
blinded clinical trials were analyzed. In the studies ARHSG
01âE“2008 (Gynecological surgery) and ARHSG 02-2008
(Cholecystectomy) patients received nebulization of Ropiva-
caine 30 mg, instillation of Ropivacaine 100 mg or no treat-
ment. In the study ARHSG 01-2010 (Cholecystectomy)
patients received nebulization of Ropivacaine 50, 100 or
150 mg. In the study ARHSG 02-2010 (Ovarian cyst) patients
received nebulization of Ropivacaine 150 mg or instillation
of Ropivacaine 150 mg. Ropivacaine was nebulized using
the Aeroneb ProÂw system (Aerogen Galway, Ireland)
through the umbilical port during surgery. All patients
received a standard anesthesia and post-operative anal-
gesia protocols. Operating room temperature was set at
21Â8C and patients were kept warm using forced
warm-air device and warmed intravenous solutions. Tem-
perature (primary end-point) was measured continuously
during surgery using an esophageal probe. The variation
of central temperature, the proportion of patients with a
temperature drop between 0.5-1Â8C and the proportion of
patients developing slight (33-36Â8C) hypothermia were
compared in patients receiving peritoneal nebulization (neb-
ulization group) with those receiving instillation or no treat-
ment (control group).
Results: This analysis included 308 patients, 212 in the
nebulization group and 96 in the control group. Intraopera-
tive variation of central temperature was lower in patients
in nebulization group (-0.2 Â+ 0.4Â8C) compared with
patients in the control group (-0.4 Â+ 0.4Â8C) (p,0.05).
When surgery length more than 60 minutes the proportion
of patients with a temperature drop between 0.5-1Â8C was
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lower in nebulization group (23%) compared to control
group (36%) (p,0.05). When surgery length more
than 60 minutes the proportion of patients developing
slight hypothermia was significantly lower in nebulization
group (20%) compared with control group (40%) (p,0.01).
Conclusions: Cold nebulization reduced intraoperative vari-
ation of central temperature. When surgery last more than
60 minutes, cold nebulization prevents slight hypothermia
in adult patients undergoing laparoscopic surgery.
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Paper No: 1167.0

Which is the better anesthesia technique to
undergo to a a Double Balloon Endoscopy in
patients with severe multiple diseases?
Silvia Niveyro , Claudia Fuxman,
Florencia Werhum, Eduardo Bilesio and
Guillermo Orce
HUFFavaloro

Introduction: A double balloon endoscope (DBE)can be
inserted into deeper portions of the small intestine via both
oral and anal approaches, and allows observation as well
as treatment of small intestinal diseases.
Objectives: To demonstrate that DBE examination can be
safely performed in general anesthesia with intubation and
that this method is the option in patients (pts) with severe
multiple morbidities.
Material and Methods: A retrospective evaluation of general
anesthesia with intubation in pts with severe multiple mor-
bidities undergoing DBE was performed at Servicio de Gastro-
enterologı́a, Hospital Universitario Fundación Favaloro. Pts
were grouped on gender, age, physical state, indication,
endoscopic finding, DBE related complication and examin-
ation duration. Regarding anesthesia records included the
duration of anesthesia, the quantities of medications used
and complications.
Results: Data obtained from 45 DBE performed in 32 pts
from April 2009 to July 2011 were analyzed (15 ante-
grade, 4 retrograde and 13 both). The indications
included gastrointestinal bleeding, anaemia, malabsorp-
tion and suspected inflamatory bowel disease. 14
(43.75%) were female and 18 (56.25%) male. Middle
age was 65.4 (SD 28.88). The ASA score were ASA II 1
pt (3.1%), ASA III 15 pts (46.88%) and ASA IV 16 pts
(50%). Most of the pts were intubated (96.87%). The

middle examination time was 112.9 minutes (SD
45-240). 27 pts (84.10%) had endoscopic findings and
endoscopic therapeutics were performance in 20
(62.5%) of them. Complication related to anesthesia
was observed in 1 pt (3.1%) and related to the DBE 1
pt (3.1%). The complications werw desaturation post
extubation need orthopnea and supply of O2 mask
and intestinal perforation, respectively, in different
patients.
Discussion: In our experience we found the most important
advantage of general anesthesia with intubation over other
methods was the advantage of ensure stable airways, wich
makes it easy to counter act frequent complications. Turn
is essential to ensure not to increase the possibility of com-
placations given the condition of patients, often with signifi-
cant morbid antecedents.
Conclusions: DBE needs sufficient hypnosis and relajation
technique, because the examination is uncomfortable and
lengthy so we recommend this procedure in terms of anes-
thesia suitable for development. At this moment the
general anesthesia with intubation is the best option in our
consideration.

Paper No: 1185.0

“Is there a doctor on board?”-What to do in
case of a medical emergency during
mid-flight? Due to the design of this format
it was not possible to copy the tabel in this
box. The results are supposed to be shown
in a tabel!!
Lieke Muntinga and A.A. Van Zundert
Catharina Hospital, Eindhoven, The Netherlands, University
Hospital Maastricht, Maastricht, The Netherlands

Introduction: Providing emergency medical care when
you’re miles above the earth is any physician’s nightmare.
In-flight medical emergencies occur as frequently as
1:11,000 passengers(1,2). Most common medical problems
include cardiac, neurological, gastro-intestinal, traumatic
and respiratory problems(2). Physicians may be reluctant
to assist due to fear of liability, lack of medical treatment
options and unfamiliarity with the drugs/equipment on
board.
Objectives: To inform physicians about the stress of air travel,
the most common medical problems on board and the
medico-legal aspects of providing medical care during
flights.
Methods: A Pubmed literature search: ‘emergencies’,
‘in-flight’, ‘management’ and ‘liability’.
Results: Tabel 1 shows the in-flight medical emergencies
with possible solutions(1-4). Category Problem Solution
Passenger-Cabin environment - Oxygen, hydration
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– Lack of space - In-flight movement compression stockings
– Dehydration - Hydration, warm blankets
– Pre-existing - Medical clearance/ doctor’s conditions note,

alarm bracelet
– Pregnancy - No flying after 36 weeks of gestation
– Recent surgery - Physician pre-flight screening
– Scuba diving - Don’t fly within 12-24 hours of diving
– Forgotten/lost - Adjusting medication medication or intake

schedules, medication medication in within reach check-in
luggage

– Injured/sick - Notify flight attendant, patient postpone
flying

– Illicit drug or - Airline carrier protocol alcohol abuse
Physician

– Language barriers - Use interpreter
– Few diagnostic tools - Cardiac monitoring (AED)
– Inexperience with - Contact ground-based emergency

care medical support
– Fear of liability - Documentation, obtain patient consent

whenever possible
– Inexperienced cabin crew
– Limited examination facilities
– Unfamiliarity with equipment
– Intoxicated patients
– Airline carrier
– In-flight medical - Contact ground-based

emergency medical support, flight diversion

The range of equipment and drugs on board vary substantial-
ly among airlines. The US Federal Aviation Administration
(FAA) requires commercial aircraft weighing more than
3,400kg with minimal one flight attendant to carry an emer-
gency medical kit with specified contents, e.g. aspirin, anti-
histamine, atropine, dextrose 50%, epinephrine, inhaled
broncho-dilatator, lidocaine, nitroglycerine, non-narcotic
analgesics, saline solution. Physicians are protected from li-
ability in the US, Canada and the UK by Good Samaritan le-
gislation(3,4). European nations obligate physicians to
provide medical assistance when it is requested by the
cabin crew(2).
Conclusion: Medical emergencies on board aircrafts inevit-
ably will happen. Anaesthesiologists can be extremely im-
portant during in-flight emergencies. They should be aware
of the legal protections offered and the equipment/drugs
on board. We plea for a universal emergency kit.
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Paper No: 1187.0

Problem-oriented evidence: asymptomatic
coronary patient in non-cardiac surgery
plan what first? revascularization
or surgery?
Martin Canale, Mauro Gobbi , Gonzalo Valencia,
Ramiro Barolo and Diego Picaso
Resident Physician in Anesthesiology, “Ramos Mejı́a” General
Hospital, GCABA, Bs As, Argentina

Introduction: R.S. masculine, 68 years old, severe smoker,
hypertensive, diabetic. Asymptomatic for anxiety and
dyspnea; with mild ischemia in dobutamine test. In surgical
plan for radical prostatectomy. In a surgery-anesthesiology
conjoint athenaeum, the possibility of pre-surgical revascu-
larization is discussed.
Objetives: Analyze randomized trials or meta-analysis about
asymptomatic coronary patient in non-cardiac surgery.
Methods and Materials: POEMS (patient oriented evidence
that matters). Search in Pubmed, Embase and Cochrane.
Search criteria: prophylactic coronary revascularization, peri-
operative cardiovascular evaluation, revascularization prior
surgery.
Results: Two randomized studies addressed the issue. CARP
(Coronary Artery Revascularization Prophylaxis 2004) com-
pared medical treatment vs. revascularization in 510
patients, without finding any significant differences in mor-
tality or perioperative IAM [Acute Myocardial Infarction].
DECREASE-V (2007), recruited 430 patients with extensive
ischemia, randomized in revascularization vs. non-
revascularization (they all received b-blockers and ASA
[Acetylsalicylic Acid]). No differences observed in mortality
or IAM [Acute Myocardial Infarction]. Patients with severe is-
chemia induced by stress test with dobutamine were
included. None of them recommends revascularization. The
ESC/ESA (European Society of Cardiology/European Society
of Anesthesiology) guide 2010 considers revascularization
in surgery of high risk (IIb B recommendation). A
meta-analysis covering the period of 1980-2006 (Wong
et al) included 7 trials with N: 3.949. (1 randomized study:
CARP and the rest retrospective), did not found significant
differences for decease or IAM. The ACC/AHA guides (Ameri-
can College of Cardiology/American Heart Association) do
not recommend the routine revascularization in cardiopathic
asymptomatics.
Conclusions: The EOP constitutes a bibliographic search re-
source oriented to a problem of daily medical practice
simple to use. It is important to analyze the obtained infor-
mation in order to determine its kind and level of evidence.
A surgery without complications (in non-revascularized
patient) does not imply that the patient does not need revas-
cularization. High risk patients in major surgery plan might
revascularize after the surgery to avoid delaying the
surgery. Although revascularization forms the ACA/AHA
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algorithms; its use is based on exper’s opinion. In the case of
the patient, it was resolved to perform the surgery without
previous revascularization and posterior derivation to cardi-
ology for follow up.
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Paper No: 1191.0

Usefullness of stress echocardiography
in perioperative evaluation of patients
scheduled for non-cardiac surgery: a review
Gonzalo Valencia , Gabriel Canale, Ramiro Barolo,
Pablo Gorosito and Diego Garcı́a Picasso

Introduction: The need for assessment of the risk for devel-
oping cardiovascular events in patients scheduled for non-
cardiac surgery (PSFNCS) is undeniable. In many cases it is
not enough to rely on the patien’s clinical features, and
stress tests must be used in order to detect ischaemia.
Stress Echocardiography (SE) rises as a useful tool, joining
exercise testing (ET) and single-photon emission computed
tomography (SPECT).
Objectives: To assess the usefulness of SE in PSFNCS, com-
pared to that of ET and SPECT.
Methods and Materials: We conducted a throughout search
in Medline and Ovid databases. Our keywords were “stress
echocardiography”, “perioperative evaluation” and “non-
cardiac surgery”. We took into account reviews,
meta-analysis, and RCTs published between 2000 and
2011. We included in our work 6 selected articles.
Results and Discussion: Exercise is the prototype of ischae-
mic stress. However, many patients requiring a stress test
cańt exercise, can exercise submaximally, or have an unin-
terpretable ECG[1]. Besides, with pharmacological stress
testing factors such as hyperventilation, excessive chest
wall movement and myocardial hypercontraction (which
make echocardiographical assesment difficult and there-
fore reduce diagnostic accuracy) are avoided.[2] SE with
either dobutamine or dypiridamole shows similar accuracy
and sensibility. The choice of one test over the other will
depend on patient characteristics, availability and physi-
ciańs preferences.[3] Nevertheless, SE should be used as
a first-line technique only when ET is uninterpretable (like
in left bundle-branch block, or pacing).[4] The less inform-
ative and/or interpretable ET is, the higher is the level of
appropriateness to SE [5]. On the other hand, it must be

aknowledged that SE is recommended for high-risk
patients with a previous history of coronary artery
disease (CAD) sheduled for high-risk surgical procedures.
The test is not recommended in low-to-medium-risk
patients [6]. One of the tests with which SE has been com-
pared to, is SPECT. According to many authors, SE should
be chosen instead of SPECT, because of its lower costs
and lack of radiation (SPECT radiation burden equals that
of up to 1300 chest x-rays). [1]
Conclusions: SE’s diagnostic and pronostic accuracy is similar
to that of SPECT, at a lower cost, with no enviromental
impact and avoiding exposure to radiation. Stress testing
with SE is useful in patients for whom ET is not, and should
only be used in that setting. Finally, we remark that SE is
useful for high surgical risk patients, with known CAD.
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Paper No: 1204.0

Lagos State doctors’ attitude towards
informed consent: a cross sectional study
Babatunde Osokoya and Aderemi Oluyemi
Ikorodu General Hospital, Ikorodu, Lagos State, Lagos Island
Maternity Hospital Lagos Island, Lagos State, Nigeria

Introduction: Informed consent has become a pillar in the
surgical management of patients. This importance is being
emphasized and embraced in developing countries like
Nigeria. There is a dearth of scientific data elucidating the at-
titude of doctors to this important aspect of patient manage-
ment. This lack of data is further pronounced in resource poor
environment like ours. In this study, we sort to investigate
the attitude of doctors to issues concerning informed
consent in Lagos, Nigeria.
Objectives: To determine the attitude of medical doctors
towards informed consent.
Methods: A questionnaire made up of 35 statements addres-
sing issues concerning the process of consent for anaesthe-
sia and surgery was distributed to randomly selected
doctors working in the 26 local government hospitals in
Lagos State, Nigeria in May 2011. Questions were structured
to evaluate to what extent they agreed with statements
regarding consent.
Results: Eighty five percent (170/200) of distributed ques-
tionnaires were returned of which 136(68%) were duly
filled out and analyzed. 92.6% of the respondents considered
that providing the doctor with greater protection against
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medical litigation was the main purpose of consent. The
highest agreement among respondent (77.2%) as the
reason for inappropriateness of consent was the notion
that “Most patients trust their doctor to decide what is best
for them”. What the procedure entails(94.9%) as well as
what it aims to achieve(94.9%) were thought of as the
most important details to be discussed with the patient
during the process of informed consent- only 75% of respon-
dents thought that the doctor should explain the possibility
of death(if present). 86.8% of the respondents agreed that
age of the patient should not be a significant determinant
as regards the amount of information to be discussed.
Conclusions: The study revealed that the possibility of litiga-
tion weighs heavily on most respondents’ minds as a major
reason for consent form administration and quite a substan-
tial proportion of doctors still hold paternalistic views about
the process. Hence, this survey underlines the need for
further information and training in this issue.

Paper No: 1207.0

Effect of Hydroxyethyl Starch 6% (130/0.4)
which is a Colloid Solution on Blood Glucose
Semiha Uzunalioglu, Elif Basagan-Mogol ,
Gurkan Turker and Fatma Nur Kaya
Uludag University Department of Anesthesia and Reanimation
Bursa Turkey

Introduction: Hydroxyethyl Starch (HES) 6% (130/0.4)
solutions are widely used in clinical practice. This solution
has quite long half-life and most of HES particles were held
by reticuloendothelial system. It was catabolized by
sucrose-isomaltase complex.1 These features of HES solu-
tions could influence the blood glucose level.
Objective: We aimed to investigate the effect of HES 6%
(130/0.4) solution on blood glucose level in patients who
received a standard type of anesthesia and surgery.
Methods: After Ethics Committee approval and informed
consent sixty non-diabetic patients (age 18-75, ASA I-II)
scheduled for elective surgery under spinal anesthesia were
included in this study. Patients were randomly divided into
two groups: Group HES and Group S. Thirty min before
spinal anesthesia, fluid infusion was administered to the
patients for preloading according to study groups. The
patients received 500 ml (HES) 6% (130/0.4) solution in
group HES and 1000 ml 0.9% NaCl solution in group
S. Capillary blood sugar measurements using a regularly cali-
brated standard blood sugar measurement instrument were
done before infusion of the fluids (T1), immediately after the
infusion (T2), 45 min, 6 h and 12 h after the infusion (T3, T4,
T5). Mean blood pressure(MBP), heart rate(HR) and peripheric
oxygen saturation (SpO2) were recorded at mentioned meas-
urement periods. Spinal anesthesia using 25G Quincke spinal
needle and 12.5 mg 0.5% hyperbaric bupivacaine was
applied to all prehydrated patients at the left lateral position,

through L3-4 or L4-5 intervertebral spaces. The duration of
anesthesia and surgery, and complications were recorded.
Results: ASA classification, gender, age, duration of surgery
and anesthesia were not significant between the groups
(p.0.05). Blood sugar levels were higher in group HES at
all measurement times(p,0.001, p,0.01, p,0.001,
p,0.01, respectively) but in group S it was only higher 6 h
after infusion (p,0.05) compared to the values before infu-
sion. At 6th h after infusion, there was a significant difference
in blood glucose level between the groups (p,0.001).
Discussion and Conclusion: This study showed that blood
sugar levels were higher in patient who have infusion of
500 ml (HES) 6% (130/0.4) solution. Infusion of HES 6%
(130/0.4) solution altered blood sugar levels of the patients.
Six h after HES 6% (130/0.4) infusion, blood sugar was at
the highest level. These findings could be carefully taken
into consideration in patients whose blood sugar level mea-
suremet is important.
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Paper No: 1211.0

Incidence of silent regurgitation and
aspirationin patients receving general
anesthesiafor upper abdominal surgeries
Masih Ebrahimy Dehkordy and
Mohammad Gasemi

Introduction and objectives: Pulmonary aspiration can be a
lethal complication of anesthesia.The incidence of aspiration
is about 1 in 3000 cases of anesthesia and it is the main
cause of 10 to 30 percent of anesthesia- related deaths.
The aim of this study is to determine the incidence of
silent regurgitation in patients undergoing general anesthe-
sia for upper abdominal surgeries.
Methods: Considering inclusion criteria, we studied 105 adult
patients in hospitals of ShahidBeheshti Medical University
who were scheduled for elective upper abdominal operation-
s.Inthis study we measured PH of oral cavity secretions
before anesthesia and then measured the ph of secretions
over and under the cuff of tracheal tubesafter extubation
of these patients. The cuff pressure in all patients is same
and measured by same type of barometers. PH less than 5
regarded as acidotic, and higher than 7.5 as alkaline, in
this study.PH between 5-7.5 assumed as normal values for
pharyngeal secrations.
Results: In our research we did not find any patient out of
normal range we assumed, before starting anesthesia but
after that 36 patients had pH higher than 7.5 in their oral
cavity and among them, in 26 percent of the patients we
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detected the same pH of secretions below tracheal tube
cuffs.
Conclusion: Despite intubating trachea with high volume low
pressure inflated cuffs, the cuffs could not protect airway
from passage of oral cavity secretions to trachea. In 75
percent of patients who had abnormal PH of their oral
cavity secretion, we could detect the same PH of secretion
below their tracheal tube cuffs. Although in this study, we
could not find any acid regurgitation but we realized the
high incidence of passage of secretions through the tracheal
tube cuffs. Therefore, in our study we showed the incompe-
tency of the cuffs of high volume low pressure tracheal
tubes we used in our hospitals,for protecting airway.
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Paper No: 1219.0

Brachial plexus nerve block with blind
techniques: a retrospective study
Alberto Vieira Pantoja,
Marco Antonio Cardoso de Resende ,
Fernando de Paiva Araújo ,
Gabriel Azevedo Terra Cunha
and Nisval de Magalhães Junior
Hospital Universitário Antonio pedro – Universidade federal
fluminense

Introduction: Regional anesthetic techniques have been
driven by the popularization of methods used for locating
peripheral nerves, particularly by ultrasound. These techni-
ques provide high accuracy and significantly increase the
safety of the procedures. However, the equipment is still con-
sidered expensive and impractical, often seen as superfluous,
limiting its availability, especially in hospitals with limited
financial resources.
Objectives: To evaluate the experience of our service, which
does not yet have an imaging method and only recently
standardized the supply of insulated needles in brachial
plexus nerve block with blind techniques.
Methods: In this retrospective observational study we ana-
lyzed 112 reports of anesthesia of patients undergoing
blind techniques for brachial plexus block in our hospital
over a period of two years (2009-2010), by three different
evaluators, to determine by consensus, the failure indices,
combined anesthesia and successful anesthesia. The inclu-
sion criterion was anesthesia for brachial plexus block. The
exclusion criteria were: brachial plexus anesthesia combined

with general anesthesia, the use of neurostimulation for the
location of peripheral nerve associated with use of any block
of the territory innervated by branches of brachial plexus an-
esthesia or by any other technique.
Results: The exclusion criteria were withdrawn from study 18
cases of brachial plexus blocking combined with general an-
esthesia before and 02 cases that used electrical stimulation
to locate the peripheral nerve. Of the remaining 92 cases, 38
(41.30%) had satisfactory for blocking this type of surgery
alone or accompanied by intravenous sedation. In 54 cases
(58.70%) totally failed or part of the brachial plexus block
with the need for other anesthetic techniques to allow for
surgery.
Conclusion: This study shows the reality of a service with a
small number of brachial plexus blocks without propaedeutic
options in place for the localization of the nerves. The com-
parison with literature data suggests that the use of electric-
al stimulation and ultrasound can be even more relevant in
hospitals with a low numbers of blocks increasing the accur-
acy of regional techniques, reducing the chance of iatrogenic
diseases, improving the quality of patient care and decreas-
ing costs directly related to anesthesia.
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Paper No: 1231.0

Comparison between MgSo4 and lidicain
interavenously on hemodynamic changes
after laryngoscopy and tracheal intubation
Masih Ebrahimy Dehkordy , Navid Nouraee,
Shayesteh Khorasanizadeh and
Homeyra kozekanany

Introduction: It has been clearly known that laryngoscopy
and tracheal intubation induces marked variation in heart
rate, blood pressure and pulmonary capillary wedge pressur-
e.Anesthesiologists try to find the ways for preventing occur-
rences of these undesirable effects.Intravenous MgSo4 has
been suggested for attenuating these unfavorable events.
Objectives: This study has been designed to compare lido-
caine and MgSo4 in attenuation of unwanted hemodynamic
responses following intubation in patients who underwent
elective surgery.
Methods: This randomized double blind trial was done on
sixty ASA class 1 or 2 patients.We randomly used lidocaine
or MgSo4 for patients.Blood pressure,heart rate were
recorded in two groups in five minutes after intubation.
Results: Our study showed that systolic blood pressure
increased in both groups but this increase in BP for lidocaine
group after three minutes started to attenuate mean while in
MgSo4 group, this increase after intubation attenuate during
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one minute.p¼0.011 Diastolic blood pressure increased after
intubation in both groups but there was not any statistically
distinguishable effects in both groups.p.0.05. Mean arterial
pressure increased in both groups after intubation but if we
consider returning time to basic values, in lidocaine group
within two minutes and in MgSo4 within one minute this ele-
vation were returned to its basic values,0.05. Heart rate
increased in both groups after intubation but in lidocaine
group attenuation accrued between two minutes but in
MgSo4 group it happens in four minutes.
Conclusion: Both lidocaine and MgSo4 has been suggested
for attenuating undesirable effects of laryngoscopy and tra-
cheal intubation. Although many advantages has been
reported for each drug, but in attenuation of heart rate
changes and mean arterial pressure these two drugs are dif-
ferent. For decreasing heart rate, MgSo4 needs more time for
its action.In the contrary, Mgso4 has slightly faster attenu-
ation effects for retuning mean arterial pressure and systolic
blood pressure changes to basic values.

Paper No: 1239.0

The effects of preanesthetic, different two
single-doses dexmedetomidine on the
onset time of rocuronium
Arzu Y?ld?r?m, Fatma Nur Kaya ,
Belgin Yavaçcao?lu and Elif Ba?a?an-Mo?ol
Uludag University Medical School, Deparment of Anesthesiology
and Reanimation, Bursa, Turkey

Introduction: Dexmedetomidine, a highly selective ?2-
agonist, has been used in the perioperative period and in in-
tensive care because of its sedative, analgesic, and
anaesthetic-sparing and haemodynamic-stabilising effects
(1). However, the effect of dexmedetomidine on the action
of non-depolarizing neuromuscular blocking drugs has not
been extensively studied (2).
Objectives: We evaluated that the effect of different two
doses of dexmedetomidine given before induction on onset
of rocuronium-induced neuromuscular block.
Methods: After obtaining Ethics Committee’s approval and
written informed consents, 75 ASA I-II patients were ran-
domly divided into 3 groups (n¼25 for each): the first
group received dexmedetomidine 0.5 mg/kg (Group D1), the
second group received dexmedetomidine 1 mg/kg (Group
D2), and the third group received physiologic saline (Group
S) before induction of anesthesia. Rocuronium 0.6 mg/kg
was administered during propofol/fentanyl induction. Anes-
thesia was maintained sevoflurane/nitrous oxide. The neuro-
muscular block was monitored by electromyography.
Results: Both dexmedetomidine 0.5 mg/kg and 1 mg/kg
decreased onset time (77.8?19.3 in group D1, 83.9?33.9 in
group D2 vs 108.7?35.8 in group S, p,0.01, p,0.01, respect-
ively), but increased recovery index (26.7?14.6 in group D1,

30.7?14.7 in group D2 vs 16.9?8.9 in group S, p,0.01 and
p,0.001, respectively). The clinical duration was longer in
the group D2 than the group S (60.1?12.0 vs 49.8?16.6,
p,0.05).
Discussion and Conclusions: The administration of prea-
nesthetic, both dexmedetomidine 0.5 mg/kg and 1 mg/kg
before propofol /fentanyl induction was shown to improve
the intubating conditions provided by rocuronium 0.6 mg/
kg and to decrease its onset time but to prolong clinical
duration.
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Paper No: 1253.0

Surgical site infections in head and neck
surgery – role of anesthesiologist
Raquel Santos 1, Celina Gomes 2, Celina Oliveira 3,
Ana Agrelo 4 and Filomena Cerejo 5

1Hospital Pedro Hispano, Matosinhos, Portugal, 2Hospital de Braga,
Braga, Portugal, 3Hospital de Braga, Braga, Portugal, 4Instituto
Português de Oncologia, Porto, Portugal and 5Instituto Português
de Oncologia, Porto, Portugal

Introduction: The surgical site infection (SSI) is the most
common complication in head and neck surgery (HNS) and
its incidence ranges from 10 to 45%. The patient who devel-
ops SSI has a higher rate of mortality and morbidity, with
prolonged hospitalization, delayed healing, poor cosmetic
results, delay the start of radiotherapy and has 60% more
likely to be in ICU and being re-hospitalized(1)(3).
Objectives: We did a literature review with the aim of identi-
fying risk factors, preventive measures to optimize the
anaesthetic approach and proper management of antibiotic
therapy in HNS.
Methods: The PubMed was searched for relevant papers.
Results: SSI is the most frequent and most feared complica-
tion of HNS(2). In scientific literature we identified several risk
factors for SSI in HNS, but they vary from study to study and
there is no clear definition of risk groups. As major risk factors
were identified: malnutrition, smoking, chemotherapy, stage
3/4 disease, lymph node invasion, long hospitalization,
tracheotomy, surgical contamination, flap reconstruction
and surgery more than 9 hours. There are just general guide-
lines for prevention of SSI; those who have level of evidence
IA are: using immune-modulating nutrition support, treating
infections, and maintain normothermia; and those with level
of evidence IB are: intraoperative glucose levels between
80-120mg/dl, stop smoking at least 30 days before surgery
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and protect all wounds with sterile think. The prophylactic
antibiotic (PA) regimen should be decided by the institution
based on the most commons microorganisms, that are
usually E.coli, coagulase negative St., non hemolytic Str.
and St. aureus(2). Cefazolin, clindamycin and gentamicin
usually are a good choice. The PA therapy should be ideally
administered 30-60 minutes before incision and maintained
for 24 hours.
Conclusion: The anaesthesiologist can take some preventive
measures to help decrease the incidence of SSI in HNS:
during the pre-anaesthetic consultation should encourage
the patient to stop smoking; in the perioperative period
should supervise the administration of PA at the right time,
maintain normoglycemia and normothermia. We should try
to optimize the anaesthetic and surgical approach in order
to minimize the incidence of SSI in HNS.
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Paper No: 1260.0

Prophylactic use of tranexamic acid and
e-aminocaproic acid in heart surgery
Carmen Gómez , Yanina Arzani , Juan Ochoa,
Alejandro Bertolotti and Daniel Absi
University Hospital, Favaloro Foundation, Buenos AIres, Argentina

Introduction: Prophylactic pharmacological treatment of
intraoperative bleeding in heart surgery with extracorporeal
circulation has been changed to tranexamic acid since anti-
fibrinolytic therapy with Aprotinin has been withdrawn from
the market. Objective : The purpose of this study was to
compare the efficacy of medium Tranexamic acid (TA) and
å-Aminocaproic acid (EACA) dosages in the prophylaxis of ex-
cessive bleeding in heart surgery. Material and
Methods: Perioperative data of 163 consecutive patients
undergoing cardiac surgery with cardiopulmonary bypass
were retrospectively reviewed from February 2011 to July
2011. TA (n¼79) received a bolus of 20 mg/kg following an-
esthetic induction, 20 mg/k g in the pump priming and a con-
tinuous infusion of 5 mg/kg/h during 5 h. EACA (n¼84)
received a bolus of 70 mg/kg and a continuous infusion of
30 mg/kg/h and is continued postoperatively until 2 controls
without bleeding. Preoperative, intraoperative and post-
operative variables were comparable between the prophylac-
tic hemostasis groups. Student t test, and chi-squared test
were used as appropriate.
Results: There was a similar distribution of type of surgery in
both groups. Six patients had undergone preoperative
surgery: 5 patients (6.3%) in TA and 1 patient (1.1%) in
EACA (NS). The 24-hour postoperative bleeding was not

statistically different between TA and EACA (473+414 ml
vs 436+250 ml). Postoperative allogeneic blood transfusion
requirements were lower in TA than in EACA: 29 patients
(36.7%) vs. 49 patients (58.3%) (p,0.01). Hypovolemic
shock which developed in 13 patients was significantly
greater in EACA: 11 patients (13%) vs. 2 patients (2.5%) in
TA (p,0.02). Cardiogenic shock with preserved ventricular
function occurred in 7 patients: 6 patients (7.1%) in EACA
vs. 1 patient (1.3%) in TA (NS). Intraaortic balloon pump
counterpulsation was performed in 12 patients: 3 patients
(3.6%) in EACA vs. 9 patients (11.4%) in TA (NS). Re-do
surgery for bleeding was necessary in 5 patients: 3.6 %
(3 pts) in EACA vs. 2.5 % (2 patients) in TA (NS). Zeizures oc-
curred in 3 patients (3.8%), all in TA (NS) and stroke in 5
patients: 1.2% (1 pt) in EACA vs. 5% (4 pts) in TA (NS). Intra-
hospital mortality occurred in 4 patients (3 of which were
very high risk patients), all in TA (5%) (p,0.05).
Conclusion: TA and EACA are equally efficient in prophylactic
control of bleeding with lower postoperative allogenic blood
requirements in TA. Future randomized studies are needed
to analyze death incidence with TA.
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Paper No: 1261.0

Transcatheter aortic valve implantation
Carmen Gómez , Oscar Mendiz, Gustavo Lev,
Carlos Fava and León Valdivieso
University Hospital, Favaloro Foundation, Buenos Aires, Argentina

Introduction: In high surgical risk patients with severe aortic
stenosis, biotechnological development allows transcatheter
aortic valve implantation (TAVI) improving survival and
quality of life.
Objective: The aim of this study was to describe preliminary
TAVI results in patients with severe aortic stenosis excluded
from surgery due to their high risk condition.
Material and Methods: Preopreative, intraoperative and
post-operative variables in 33 patients with aortic stenosis
undergoing TAVI were analyzed from March 2009 to July
2011 using the hospital data base prospectively collected.
Procedure: All patients received general anesthesia without
premedication, receiving induction with propofol with previ-
ous titration and optional fentanyl (50 mg), maintaining
with remifentanyl (0.1 to 0.2 mg /kg/min), proprofol
(0.04 mg/kg/min). Non-depolarizing muscle relaxant was op-
tional. Preload and arterial pressure vasopressors were opti-
mized before and during valvuloplasty or TAVI. Peripheral
venous accesses were prepared for volume expansion and
endovenous anesthesia administration and a radial catheter
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for invasive arterial monitoring. Two central venous accesses
(jugular and femoral) were used for transient pacemaker and
Swan Ganz catheter implantation. In all cases, angio-fluoro
and transesophageal echocardiography were used for valve
implantation guidance, except in one patient with previous
esophageal stenosis. Valve implantation was done by retro-
grade approach in all cases (29 transfemoral and 1 sub-
clavian), and direct valve implantation was used in 22 cases.
Results: Mean age 79.5+7.95 years (61 – 92); Logistic Euro-
score: 19.5+14; Symptoms: Angor: 6 (18.1%); Dyspnea: 32
(97%); Syncope: 4 (12.1%); Atrial fibrillation: 6 (18.1%); Dia-
betes: 9 (27,2%); Dyslipidemia 18 (54.5%); Arterial hyperten-
sion 26 p (78,7%); History of heart failure 6 (18,1%),
functional class: III-IV 20 (62%); Previous myocardial revas-
cularization surgery 6 (18%); Chronic renal failure 7
(21,2%). Preoperative Doppler evaluation: peak gradient:
77.7+21.5; mean gradient: 48.4+11.56); left ventricular
ejection fraction 52+12,45%. TAVI successful implantation
was achieved in all cases. Complications: Pacemaker im-
plantation 9 (29,7%). 30-day mortality: 3.3% (1 patient intra-
procedure due to mechanical dissociation) and intrahospital
stay: 7.5 days+12.
Conclusions: TAVI was feasible and safe in this high risk
population. All patients tolerated well anesthesia and blood
pressure control was the most difficult part for the
anesthesiologist.
Covello RD, Landoni G, Zangrillo A. Anesthetic management
of transcatheter aortic valve implantation. Curr Op Anesthe-
siol 24: 417–425, 2011.

Paper No: 1263.0

Intraoperative hemodynamic predictors
in the surgical treatment of the chronic
thromboembolic pulmonary hypertension
Carmen Gómez , Jorge Negroni, ;as Carlos Vargas,
Jaime Olivares and Roberto Favaloro
University Hospital, Favaloro Foundation, Buenos Aires, Argentina

Introduction: Patients with chronic thromboembolic pulmon-
ary hypertension (CTEPH) are characterized by right ventricu-
lar (RV) dilation and severe systolic dysfunction, partly
expressed as increased stroke work due to elevated
afterload.
Objective: To determine the immediate impact of pulmonary
endarterectomy (PE) on RV, stroke work index (RVSWI) and its
correlation with other preoperative hemodynamic para-
meters. Material and
Methods: Between 11/1992 and 8/2010, 41 consecutive
patients (23 male, 56%) underwent PE alone or combined
with other surgical procedures. Mean age was 45+13
years. Preoperative NYHA Functional Class (FC) was III-IV
(90%). Pre and postoperative hemodynamic variables were
analyzed in the operating room (OR) and changes were

assesed with the “t” test for paired samples. The relationship
between RVSWI Improvement (IMP) due to PE (IMP¼
RVSWIpre – RVSWIpost) and preoperative parameters were
analysed to determine the best preoperative estimation of
the surgical outcome.
Results: After PE, a significant decrease (p,0.01) was
observed in PAPm (57+17 vs. 31+11 mmHg), total pulmon-
ary vascular resistance (TPVR) (1207+405 vs. 447+231
dyne-s/cm5) and RVSWI (18.5+9.0 vs 10.5+4.6 gr-m/m2).
The linear adjust between IMP and mean preoperative
pulmonary arterial pressure (PAPmpre) resulted in a linear
correlation coefficient equal to R¼0.75, between IMP and
preoperative cardiac index (CIpre) in R¼0.74, and between
IMP and preoperative RVSWI (RVSWIpre) in R¼0.91 (all with
p,0.01). The comparison among correlation coefficients
gave statistically significant differences (p,0.005 after Z
transformation, 42¼11.04). The correlation coefficient
between IMP and RVSWIpre also had the lower standard
error of the estimate, with a value of 4.64 gm-m/m2 in
compared with 7.32 for PAPmpre and 7.50 for CIpre.
Conclusion: RVSWI is a reliable intraoperative marker of RV
performance, and its improvement (IMP) due to PE is better
estimated through RVSWIpre, even though PAPmpre and
CIpre can be used with the same purpose due to their
acceptable correlation coefficients.

Paper No: 1266.0

Prediction of mortality after infective
endocarditis surgery: comparison of five
scoring systems
Karima Taamallah 1, Hedi Gharsallah 2,
Khoubaib Abdellatif 2, Imen Naas 2

and Ihab Labbene 2

1departement of cardiothoracique surgery military, 2Departement
of anesthesiologie and intensive care military hospital of tunis
tunisia

Introduction: The risk assessment for surgically treated in-
fective endocarditis is complex. A new simplified risk
scoring system (SRSS) developed by the STS (Society of Thor-
acic Surgeons) has been validated for estimate the risk of
death in patients operated for infective endocarditis (1).
The purpose of this study is to compare the predictive
value of in-hospital mortality after cardiac surgery for infect-
ive endocarditis using the additive EuroSCORE, Logistic Euro-
SCORE, Logistic System 97, Ontario Province Risk (OPR) and
SRSS. Materiel and methods : This retrospective study. We
included patients who underwent surgery for infective endo-
carditis during the period 1 January 2000 to 31 December
2010.The additive EuroSCORE, logistic EuroSCORE, logistic
System 97 (2), OPR (3) and SRSS were calculated. Statistical
Analysis: The assessment of the association of scores with
mortality was made by the Mann-Whitney. The performance
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of scores with an association with mortality been studied by
the discriminating power (AUC ROC).
Results: Forty patients were included. We analyzed 41 epi-
sodes of infective endocarditis operated. The Mortality was
19%. The median of the logistic system 97 and SRSS were sig-
nificantly lower in survivors than the deads, respectively [6.2
(interquartile range: 2.8 to 14) vs 27.8 (17.2 to 48.1), p¼0.01]
and [25 (16-33) vs. 35 (26-51), p¼0.02]. The additive Euro-
SCORE Logisitic EuroSCORE the OPR and the score were not
associated with mortality (p. 0.05). The area under the
ROC curve was 0.87 for the logistic score System 97 and
0.76 for the SRSS. There was no significant difference
between the AUC of ROC curves of logistic System 97 and
SRSS (p¼0.48). The ROC curve has shown that threshold
16, the logistic predicted mortality System 97 with a sensitiv-
ity (Se) of 86% and specificity (Sp) of 79% with an odds ratio
of 21 (confidence interval [2.2 to 208.84]). The threshold
score 24 for the SRSS had best couple “Se-Sp” with a 100%
Se and Sp of 48.5%.
Discussion: Logistic System 97 and SRSS were used to predict
hospital mortality in our study. The prognostic scores can
help the selection of patients for surgery, management of
hospital resources and comparison of studies in infective
endocarditis.

References
1 J Thorac Cardiovasc Surg 2011; 141: 98–106

2 Ann Thorac Surg. 2000; 69: 823–8

3 Circulation. 1995; 91: 677–84

Paper No: 1271.0

Airway anaesthetic management with
AIRTRAQww laryngoscope of 40 morbidly
obese patients undergoing laparoscopic
bariatric surgery
Sebastián Utrero 1, Jose Lopez 1, Jose Navarro 1,
Carlos Muñoz 2 and Roque Company 1

1Hospital General Universitario de Alicante, Alicante, Spain,
2Hospital del Vinalopo, Elche, Spain

Introduction: Difficult airway management is one of the
identifyng characteristics of the anaesthesioly. Obese popu-
lation are in continuous risk of airway complications when
anaesthesia is administered.
Objectives: Laparoscopic bariatric surgery is a challenge for
anaesthesiologists because morbidly obese patients are at
high risk. There is strong evidence that difficult airway man-
agement is more prevalent in morbidity obese patients than
in regular population. The aim of this study was to analyze
the real incidence of difficult airway management of a mor-
bidly obese patients series using AIRTRAQw laryngoscope
and develop the role of the AIRTRAQ laryngoscope in a modi-
fied Airway algorithm adapted to obese population.

Material and methods: Prospective study of 40 consecutive
patients diagnosed with morbid obesity and scheduled for
laparoscopic bariatric surgery. After preanaesthesic consult-
ation and exhaustive airway evaluation patients were
enroled to the study. Patients were positioned with a
wedge cushion under the head and shoulders. Midazolam
was used as premedication. A target controlled infusion of
propofol and remifentanil at low doses was established to
maintain spontaneous ventilation. An AIRTRAQ laryngo-
scope, was used for intubation. Cormack Lehane view, time
to intubation, ease of introduction of the oral tube were
recorded. Bronchoscope and difficult airway cart were on
hand within rescue devices.
Results: Ninety percent of the patients were women with a
mean (SD) body mass index (kg/m2) of 46. One hundred
percent of the patients had one difficult airway predictor at
least. All patients were successfully intubated at the first
attempt in less than thirty seconds. Only two patients
required the use of Frova stylet to ease the intubation. No
respiratory complications were recorded.
Conclusions: Airway management of morbidly obese
patients is a continuous challenge not only for the increased
prevalence of difficult airway but for the usual difficulty to
ventilate patients manually. To minimize complications, pre-
oxygenation, optimized position of the patient, rigorous
exploration of the airway should be performed correctly.
New devices as AIRTRAQ laryngoscope can help us to ease
orotracheal intubation and demonstrate its safeness in the
obese patients.
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Paper No: 1273.0

Protocol for Anesthesia to Bariatric
surgery: the outecome of 915 cases
Carla Fernandes , Diogo Castro , Marcos Pacheco,
Lino Gomes and Daniela Fontes
Resident of Department of Anesthesiology of Centro Hospitalar
Entre Douro e Vouga

Introduction: In recent years the surgical treatment of
Morbid obesity (MO) has been increasing membership in
the scientific community. MO brings many pathophysiology
systemic changes, so these patients will benefit from a multi-
disciplinary assessment. In 2003 and with the development
of a Centre for Bariatric Surgery at the Hospital São
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Sebastião, it was created a multidisciplinary perioperative
team for the obese patients. In this context the Anesthesi-
ology Department developed a protocol approach for the
patient with MO, which has been strictly applied in an
attempt to reduce morbidity and mortality of these patients.
Description: We analyzed a data base of 915 patients. All
passed by the preoperative appointment for stratification of
cardiovascular, respiratory and metabolic risk. In this con-
sultation was also evaluated the airway and programmed
handling of ventilation in postoperative setting (noninvasive
and invasive ventilation). Based on this data set, an anes-
thetic protocol was developed through perioperative period
in order to reduce the major complications of this particular
group of patients.
Results: Mean age (years): 39 (18-67);Sex: Male-767,Female-
184; Weight(Kg):115,3 (77-203); IMC(Kg/m2): 45,84 (34-75);
ASA classification: II-522, III-338, IV-55; Mean neck circum-
ference: 42 cm (+ ou –12; Difficult airway criteria-292.
Type of procedure: Gastric bypass-91%, Adjustable gastric
band-6% Gastrectomy-band-3%. Intubation resolved with
laringoscopy-728; Intubation resolved with videolaringo-
scopy (GlidescopeTM)-187; Residual curarization-5;BIPAP/
VNI in recovery area-430; Invasive ventilation in Intensive
area on postoperative period-7; Pulmonary atelectasy
postoperative-6; Early surgical morbidity (Anastomotic dehis-
cence, intra-abdominal abscess, fistula)-59; Severe late surgi-
cal morbidity(Anastomotic stenosis, occlusion)-25; Overall
mortality-4; Mortality related to anesthesia-0.
Conclusion: We conclude that the comprehensive assess-
ment, risk stratification and the existence of a specific anes-
thetic regimen appears to contribute to a low morbidity and
mortality related with perioperative anesthesia care in Baria-
tric Surgery.

Paper No: 1274.0

Case study series of post-anesthesia
eye injury
Fernanda Marques Ferraz de Sa ,
Claudia Marquez Simoes, Enis Donizetti Silva,
Felipe Melo Benevides and Fabiane Cardia Salman
Hospital Sı́rio-Libanês, São Paulo, Brasil

Introduction: In surgical and anesthetic procedures, the
anesthesiologist stands out as an instrument for injury pre-
vention. The eye complaints are not unusual, though often
undervalued, impairing not only physical and functional to
patients, such as economic and legal charges to responsible,
so prevention becomes critical.
Objectives: To describe the epidemiological characteristics of
patients, the main types of eye injuries, considering the use
of eye protection, and identify possible risk factors inherent
in surgery and anesthetic that can be correlated.

Methods: The cases of eye complaints were selected quality
indicators of patients at a private hospital in São Paulo from
January 2007 to December 2010. Data were tabulated and
analyzed frequencies against the total sample.
Results: During 39,431 surgical procedures were performed,
with nine reported cases, ie, an incidence of 2.3: 10,000. Six
male and three females, age 58.9 + 19.5 years. Classified
as ASA I (33.3%), ASA II (55.6%) and ASA III (11.1%). A
surgery was urgent and 8, electives. Intravenous general an-
esthesia was used in 4 cases, 4 cases and balanced in a case
of use of regional block associated with general anesthesia.
Five (55.6%) patients were placed in the supine position,
one (11.1%) in the lithotomy position, two (22.2%) in the
prone position and one (11.1%) in lateral. All patients were
given eye and occlusion in 5 cases added lubricating eye.
Of ocular signs and symptoms, all had red eye, 55.6% (5 /
9), pain / burning eyes, 11.2% (1 / 9), visual impairment,
11.2% (1 / 9) ocular discharge and 11.2% (ninth), photopho-
bia. Four patients were followed by ophthalmology, and diag-
noses relevant to exposure keratitis and corneal scarification,
there was no period in case of permanent injury.
Conclusions: Understanding the risk factors and characteris-
tics that predispose the occurrence of eye injury during
surgery is of paramount importance for prevention strategies
are developed. Despite an apparently low incidence of such
complications, the potential for serious and permanent
injury, such as retinal ischemia, among others, justify the
care and active search for quality services in anesthesia. Al-
though our study ratifies the literature data, There are few
guidelines that serve as reference to guide the eye protection
practices taking into account the differences between posi-
tioning, surgical time, patient’s physical status, among
other aspects, therefore, a vast field of research.
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Paper No: 1286.0

Taking care of surgical patients as a team
in the process for international
accreditation of a tertiary hospital in Brazil
Pablo Braga Gusman , Letı́cia Paraı́so Donô,
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Valesca Do Carmo Carvalho Martinelli H and
Thiara Carvalho Chrizostomo
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Introduction: Accreditation is composed of external evalu-
ation focused on health services using performance stan-
dards aimed at the processes of patient care and
management of services. The institution is assessed for com-
pliance with these standards established and before its fulfill-
ment receives your certification. For the Canadian
International Accreditation is necessary to develop a
manual with international standards of excellence, whose
primary focus is the safety of care provided to patients. As-
sistance teams are created for program development. They
are groups of people who work with the aim of adapting
international standards to the hospital reality, respecting
rigid rules.
Objective: Implement medical flowchart to surgical patients
to ensure safe care.
Methods: Among the health care team, the Surgical Patients
Team was composed by professionals involved in all the
process, including anesthesiologists and surgeons, nurses,
pharmacists and administrative managers. A schedule of ac-
tivities involving all the way of care was established, includ-
ing the admission, stay and discharge of the patients in a
safe goal.
Results: With the actions for standard cares the team got the
operating theater reservation by web with careful description
of therapeutical plans and patientś comorbidity. They
increased the number of pre-anesthetic consultation, imple-
mented the informed consent, started the druǵs reconcili-
ation to maintain the pharmacological drugs used at
home, expanded the use of antibioticprophylaxis 30
minutes before surgery, including right doses and right
drugs, implemented safe surgery checklist for all surgical pro-
cedures, created a protocol for the treatment of post-
operative pain, established a thromboembolism prophylaxis
protocol for all eligible patients and started a homecare pre-
scription in a multidisciplinary approach.
Conclusions: To ensure safety and quality of care is a big
challenge, but we noted that teamwork can reach that
goal. The strategy focuses on organization, layout and
vision care as a team.
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Paper No: 1287.0

Improvement of venous thromboembolism
prophylaxis in hospitalized patients
after a protocol and educational
program implementation
Pablo Braga Gusman
Hospital Meridional, Rua São João Batista, 200 - Trevo De Alto
Lage - 29151-120 - Cariacica Letı́cia Paraı́so Donô Hospital
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Purpose: To evaluate the results of educational interventions
(lectures, folders and brochures) in the venous thrombo-
embolism (VTE) prophylaxis in hospitalized patients at
Hospital Meridional, Brazil.
Methods: The appropriateness of VTE thromboprophylaxis
was determined based on ACCP recommendations in hospi-
talized patients (medical and surgical) before the education-
al program (conferences, folders and brochures) to the
medical and nurse staffs. We reviewed during november
2010 to july 2011 records of 684 inpatients (medical and sur-
gical) including elective and critical patients to determinate if
there was adherence and effectiveness after the begining of
VTE thromboprophylaxis in all hospital.
Results: After the educational program we had 95,22% of
protocol adherence in surgical, clinical and neurological
patients and 96,63% of protocol adherence in critical
patients, both with correct VTE thromboprophylaxis (ACCP
recomendations). The effectiveness to prevent VTE during
hospitalization till the 30th day after discharge was 100%
for neurological patients, 98,98% for clinical patients and
98,96% for surgical patients.
Conclusion: Although use of prophylaxis is accepted,its in-
corporation into clinical practice is not so easy. An education-
al program can improve the adherence to VTE prophylaxis
guidelines and decrease one of the most important prevent-
able cause of morbility and mortality in hospitalized patients.

Paper No: 1289.0

Vocal cord paralysis and tracheal
stenosis - anaesthetic approach
for pulmonary lobectomy
Celina Gomes 1, Celina Oliveira 2, Raquel Santos 3,
Filomena Farinha 4 and Fernanda Barros 5

1Hospital De Braga, 2Hospital De Braga, 3Hospital Pedro Hispano,
4Hospital De São João, 5Hospital De São João

Introduction: Bilateral vocal cord paralysis is currently an in-
frequent complication of thyroid surgery(1). Its conse-
quences range from dysphonia, hoarseness, stridor,
dyspnea and respiratory failure requiring tracheostomy.
Objectives: We report the anaesthetic approach and compli-
cations of right upper pulmonary lobectomy performed in a
patient with unilateral vocal cord paralysis post-
thyroidectomy and tracheal stenosis post-tracheostomy.
Methods: Female patient, 36 years old, physical status ASA II
was submitted to pulmonary lobectomy. She was premedi-
cated with midazolam and hydrocortisone. General anaes-
thesia was induced with propofol, fentanil and rocuronium
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and the patient was intubated with a left double lumen
endotracheal tube 35Fr. The correct position of the tube
was confirmed with bronchofibroscopy. Anaesthesia was
maintained with sevoflurane, fentanil and rocuronium.
After surgery an epidural cateter 20G was inserted at level
T7-T8 for postoperative analgesia.
Results: The anaesthetic induction and maintenance had no
complications. Laryngoscopy was classified as grade 1
(Cormack Lehane) and there was no difficulty in the insertion
and advancement of the endotracheal tube. The patient was
extubated after reversal of neuromuscular block, with effect-
ive analgesia and no respiratory distress. During emergency
and after extubation the patient developed bronchospasm
and laryngospasm that required re-intubation with a cuffed
endotracheal tube 7,5mm. After a few minutes there was a
reversal of symptoms. The patient was transferred to the
intensive care unit and extubated 4 days later.
Conclusion: The patient had bilateral vocal cord paralysis
caused by total thyroidectomy procedure, so she was then
tracheostomized during 1 year. Then she underwent
surgery that gave her the mobility of one of the cords.
However, she developed permanent hoarseness and stridor
related with episodes of stress. Now she has stenosis of the
trachea in about 1cm, as a consequence of the tracheos-
tomy, as showed by bronchofibroscopy. In spite of these
alterations it was possible the introduction of a 35Fr double-
lumen endotracheal tube without any difficulty. Although an
induction and maintenance without complications, the
endotracheal tube was probably the cause of the laringo
and bronchospasm after the extubation, a detail that could
not be avoided. In this case its extremely important a
proper assessment of the airway, preparation of material
for possible difficult intubation and intensive care unit avail-
able for the patient.
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Paper No: 1297.0

A Program to Teach Moderate Sedation
in the Gastrointestinal Endoscopy Suite
Srini Pyati
Duke University Medical Center, Veterans Affairs Medical Center
Atilio Barbeito Duke University Medical Center, Veterans Affairs
Medical Center Al Bonifacio Duke University Medical Center,
Veterans Affairs Medical Center Rebecca Schroeder Duke
University Medical Center, Veterans Affairs Medical Center
Jonathan B. Mark Duke University Medical Center, Veterans Affairs
Medical Center

Background: Gastrointestinal endoscopists currently perform
an average of 12 esophagogastroduodenoscopies and 22
colonoscopies per week in the United States.1 The use of
moderate sedation during endoscopic procedures has

improved the overall quality of the examination,2 increased
both patient and physician satisfaction 3 and has, with few
exceptions, become standard practice. Credentials required
to perform moderate sedation vary among institutions, but
published guidelines require providers to obtain training in
the pharmacology of the agents commonly used, the
ability to recognize complications associated with sedation,
and advanced life support skills.4 Despite this, significant
morbidity and mortality still exist related to sedation prac-
tices.5 Here we describe a simulation-based training
program designed to train non-anesthesiologists in the
administration of moderate sedation.
Methods: The project was supported by the Veteran’s Affairs’
National Center for Patient Safety in the US. We designed a
program that incorporates clinical information relevant to
moderate sedation practice but also emphasizes deliberate
practice of technical skills (monitoring, airway support man-
euvers, etc. as well as teamwork, leadership and communi-
cation. The program utilizes the “Moderate Sedation Toolkit
for Non-Anesthesiologists”, an educational tool produced
by our group that has been published elsewhere.6
Description: The program includes:

(1) Didactic sessions designed to highlight core and
target-audience derived moderate sedation topics

(a) The Moderate Sedation Toolkit for Non-
Anesthesiologists is provided to trainees for review
prior to the date of training

(b) A one hour-long session is conducted for GI nurses
and physicians; the session will include identification
and management of high-risk patients with emphasis
on capnographic monitoring and dosage and titration
of sedative-analgesics

(1) High-fidelity manikin in situ simulation sessions that
will allow participants to integrate and apply learned
moderate sedation concepts in the context of
nurse / physician teams. Sessions will include four 20
minutes simulation scenarios followed by a
video-assisted debrief.

(2) Effective teamwork, communication, and leadership
skills are taught as part of the course.

(3) Program evaluation methods to measure effective-
ness of the teaching program Summary We describe
a moderate sedation training program for nurse/ phys-
ician teams providing moderate sedation in a GI en-
doscopy unit at a tertiary teaching hospital. The
program utilizes a previously published educational
toolkit in conjunction with in-situ high fidelity simula-
tion. Non-technical skills are thought and evaluated as
part of the program.
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Paper No: 1298.0

Introducing routine monitoring of vital
signs and the WHO checklist at Mbarara
Regional Referral Hospital, Uganda: an
observational study
Joseph K. Kiwanuka , Ivan Wong, Joseph Ngonzi ,
Nicola Ross and Stephen Ttendo
Mbarara Regional Referral Hospital

Introduction: Maternal mortality remains high in sub-
Saharan Africa, and many countries are not on track to
achieve UN Millennium Development Goal 5 by 2015 (1).
Mbarara Regional Referral Hospital undertakes approximately
8000 deliveries per annum (28% caesarean section rate,
MMR 500:100 000 births). Common causes of maternal
death are haemorrhage, sepsis, eclampsia and obstructed
labour. Early recognition of abnormal vital signs and the
use of a surgical checklist have been identified as potential
ways to improve outcomes (2,3).
Objectives: The key objectives of this study were to introduce
routine monitoring of vital signs and the WHO surgical safety
checklist for mothers undergoing caesarean section.
Methods: Ethical approval was obtained. A baseline audit in
August 2010 measured the percentage of mothers with
vital signs recorded pre- and postoperatively. A visiting an-
aesthetist (NR) coordinated training from September 2010
to January 2011. Changes were introduced into practice

using multiple PDSA cycles (plan-do-study-act) to improve
the target outcomes. Lack of equipment was identified as a
barrier and 4 mobile monitors were introduced with training.
A MEOWS chart and checklist were formally launched in
January 2011. Data was collected by weekly chart review
by trained data abstractors.
Results: were plotted as percentages on weekly run-charts
and presented at monthly obstetric meetings.
Results: Data was obtained for 86 caesarean sections in the
baseline audit and 964 caesarean sections January - June
2011 (83% emergencies). Preoperative and postoperative
blood pressure was recorded in 2/86 (2.3%) and 1/86 (1%)
of patients at baseline. Preoperative blood pressure was
recorded in all patients at the end of the study period
(fig 1). Postoperative observations improved although the
effect was not as marked. Prior to introduction of the WHO
surgical safety checklist, no formal checks were undertaken.
The use of the checklist was not sustained (fig 2). Retained
surgical swabs were detected on two occasions as a result
of using the checklist. Maternal deaths were lower than in
the previous year.
Conclusions: We have shown that in resource limited settings
it is possible to improve basic care processes such as routine
blood pressure monitoring through local leadership, training
and introduction of suitable equipment. Regular audits help
change practice and improve patient care. Improvements
in the uptake of the checklist were not sustained, despite
demonstration of utility. Introducing the WHO checklist is a
complex process in any setting and requires local champions
and multidisciplinary team involvement to identify local bar-
riers (4).
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PHARMACOLOGY CLINICAL

(The names of the authors presenting each paper are shown in bold type)

Paper No: 29.00

Comparison Of Etomidate And Propofol For
Rapid Sequence Intubation With
Rocuronium
Nitin Sethi 1, Lakshmi Jayaraman 2, Mamta Sethi 2,
Rachna Bhutani 1 and Jayashree Sood 1

1 Department of Anaesthesiology, Pain and Perioperative
Medicine. Sir Ganga Ram Hospital, New Delhi- 110060, India
2 Department of Anaesthesia. Max Superspeciality

Introduction: Conditions during tracheal intubation are
determined not only by the neuromuscular blocking drug
used but also by the intravenous agent used for induction.[1]
Etomidate attenuates the diaphragmatic response to intub-
ation and decreases the incidence of coughing during intub-
ation [2,3]. Propofol depresses the pharyngeal and laryngeal
responses to intubation and decreases muscle nicotinic
receptor channel opening [4]. Rocuronium a non – depolariz-
ing muscle relaxant circumvents the undesirable side effects
of succinylcholine but itself has a strong diaphragmatic
response to intubation [5].
Objectives: The aim of this study was to evaluate which of
the two induction agents, etomidate or propofol provides
ideal intubating conditions with rocuronium.
Methods: After obtaining ethics committee approval and
written informed consent 108 patients, ASA I/II, aged
18-65 years undergoing elective surgery under general an-
aesthesia were included in the study. The patients were ran-
domly divided into two groups of 54 each. Patients in group I
received etomidate 0.3 mg/kg and patients in group II
received propofol 2mg/kg. Rocuronium 0.6mg/kg was given
in both the groups for neuromuscular blockade. Sixty
seconds after injection of rocuronium, the trachea was intu-
bated in all patients by anaesthesiologist who was blinded to
the drugs used.
Intubation conditions was assessed using the criteria of
Cooper and colleagues [6].

COOPER’S CRITERIA
Laryngoscopy
Impossible 0
Difficult 1
Fair 2 Easy 3
Condition of vocal cords
Closed 0
Closing 1
Moving 2
Open 3
Response to intubation
Severe coughing or bucking 0 Mild
coughing 1 Slight diaphragmatic
movement 2 None 3

A score of 8-9 was considered excellent, 6-7 good, 3-5 fair
and 0-2 poor. Patients having excellent and good score
were considered to have satisfactory intubation conditions
whereas conditions were considered unsatisfactory if the
score was fair and poor.
Heart rate and mean blood pressure were recorded for first
10 minutes postintubation
Results: In group I 50 patients had satisfactory intubation
condition compared to 52 patients in group II (p ¼ .401) . 4
patients in group I had unsatisfactory intubation conditions
compared to 2 patients in group II (p ¼ .401). There were
no major haemodynamic changes and the haemodynamic
parameters were comparable in both the groups.
Conclusions: The incidence of clinically satisfactory intub-
ation conditions is similar with etomidate and propofol.
Hence both these agents can be used safely for rapid se-
quence intubation.
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Paper No: 50.00

Effect of alkalinization of bupivacaine for
epidural anaesthesia - a comparative study
Sudhir Hegde
Fr. Muller Medical College, Mangalore, Karnataka, India

Introduction: Epidural anaesthesia is the anaesthesia of
choice in various surgeries wherein general or spinal anaes-
thesia carries a risk. Bupivacaine, is the most commonly
used drug for epidural blockade, but its slow onset of
action remains the main drawback. Most local anaesthetics
are supplied in solutions that are acidic in nature to
improve the stability of the preparation. In an acidic prepar-
ation the local anaesthetic exists mostly in ionized form. In-
creasing the pH of the solution increases the concentration
of the non ionic form of the drug In an attempt to increase
the pH of the local anaesthetics, many alkaline compounds
have been added like sodium bicarbonate, potassium chlor-
ide, dextran, urea, mannitol and folate, thereby achieving
an increased concentration of non ionic form of drug. This
study aims to evaluate the effects of the mixture of 0.5%
bupivacaine and sodium bicarbonate on the onset, duration
and efficacy of lumbar epidural blockade and compare it
with that of plain bupivacaine.
Objective: To evaluate the effects of plain 0.5% Bupivacaine
and alkalinized 0.5% Bupivacaine, on the onset and duration
of lumbar epidural blockade and to compare the effects of
both drugs.
Methods: Patients were randomly allocated to two groups of
30 each,

† Group I received 20ml of 0.5% bupivacaine
† Group II received 20 ml of 0.5% bupivacaine and 0.1ml

of 7.5% sodium bicarbonate was added just prior to
injection.

Patients were preloaded with 1000ml of crystalloid. Under
strict asepsis lumbar epidural block was performed at the
L3-L4 inter vertebral space.3ml of lignocaine with adrenaline
was injected into the epidural space as test dose. After 3
minutes, with no signs of needle misplacement, the test so-
lution was injected over 2 minutes. The end of injection was
considered as point zero of the time measurements. Onset of

sensory block was assessed by loss of sensation to pinprick.
Observations were conducted at 30 second intervals. Motor
block was evaluated at 2 minute intervals using Bromage
scale.3 Duration of block was considered as time to regres-
sion by 2 segments. The efficacy of the block was adjudged
by need of supplemental intravenous narcotics.
Results: Alkalinized Bupivacaine group showed rapid onset of
sensory blockade as well as a prolonged duration of anaes-
thesia when compared to plain bupivacaine group. In rela-
tion to motor blockade there was no clinical advantage of
alkalinization.
Conclusion: Alkalinization reduces the time of onset of
sensory blockade and also prolongs the duration of action
significantly, with no effects on motor blockade
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Paper No: 74.00

Evaluation of intravenous tranexamic acid
effects on bleeding, duration of surgery
and surgeon’s satisfaction in endoscopic
sinus surgery
Kamran Mottaghi , Alireza Salimi, Farhad Safari ,
Saeed Malek and Narges Rahimi
Loghman Hakim General Hospital, Shaheed Beheshti Medical
University

Background and Objective: Functional Endoscpoic Sinus
Surgery (FESS) is regraded as one of the most common sur-
geries in the field of head and neck. As the site of surgery
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is extremely limited and contains too much vessels, even
small amount of bleeding during surgery could obstruct the
view. The purpose of this study was to assess the effect of
intravenous administration of tranexamic acid on bleeding
and surgeon’s satisfaction during FESS which could help
avoiding deliberate hypotension.
Methods: In a randomized double-blinded placebo-
controlled clinical trial,100 patients with age of 18-50 years
with ASA class I or II who were candidated for elective
FESS at Loghman Hospital in 2010 were randomly assigned
into two groups of control and intervention (50 patients in
each group). In the intervention group, 20 minutes before in-
duction of anesthesia, 500 mg tranexamic acid was injected
intravenously and the patient in control group received the
same volume of saline as placebo, and surgery was per-
formed under general anesthesia. Demographic and hemo-
dynamic variables, besides the amount of bleeding during
surgery based on a 6 degree scale (not by volume of bleed-
ing, since it is less than 200-300 ml), and surgeon’s satisfac-
tion were recorded and compared.
Results: Demographic variables (including age, sex and
weight) showed no significant differences. Changes in
mean arterial pressure in the control group (P ¼ 0.002) and
intervention group (P ¼ 0.014) during surgery showed a sig-
nificant reduction, but the pattern of changes in control
and intervention groups were similar (P ¼ 0.99). The heart
rate changes in the control group (P ¼ 0.974) and interven-
tion group (P ¼ 0.512) during the operation showed no sig-
nificant differences. In addition, the pattern of changes in
control and intervention groups were similar (P ¼ 0.938).
Similar Results on changes in the bleeding score in the
control group (P ¼ 0.167) and intervention group (P ¼ 0.50)
and the pattern of change in control and intervention
groups(P ¼ 0.366) and surgeon’s satisfaction score changes
in control group (P ¼ 0.415) and intervention group (P ¼
0.682) and the changing pattern in the two groups were
obtained (P ¼ 0.658).
Conclusions: Using Tranexamic acid 500 mg intravenously
before starting FESS does not make any changes in surgical
bleeding and surgeon’s satisfaction.
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Paper No: 149.00

Can remifentanil administration during
cardiopulmonary bypass control blood
sugar level?
Yuki Ishida , Saki Yamakawa, Masao Nakamura,
Mikio Nonogaki and Uruo Kondo
Department of Anesthesia, Yokkaichi Municipal Hospital

Background and Objectives: Remifentanil is a short-acting
opioid that does not accumulate in substantial quantities
and can be administered in high doses intraoperatively
since it has little or no influence on postoperative recovery
(1). Adequate remifentanil administration can attenuate
stress responses and inhibit hyperglycemic responses to
surgery (2). We retrospectively compared the blood sugar
levels in patients undergoing cardiopulmonary bypass
(CPB). The patients were divided into 2 groups: one group
received intermittent boluses of fentanyl and the other
group received continuous remifenatil infusion.
Methods: All patients were scheduled for valve replacement
surgery. Patients requiring intraoperative insulin administra-
tion were excluded from the study. The fentanyl group con-
sisted of 20 patients who underwent surgery in 2008
before remifentanil was used in our hospital, and the remi-
fentanil group consisted of 20 patients who underwent
surgery in 2010. The blood sugar level was measured at T1:
induction, T2: heparinization, T3: the start of CPB, T4:
30 min after CPB, T5: 90 min after CPB, and T6: after
weaning from CPB.
Results: There were no significant differences in the demo-
graphic data of the 2 groups. The duration of CPB was signifi-
cantly shorter in the fentanyl group than in the remifentanil
group (178 } 29 min vs. 209 } 63 min, P ¼ 0.001). In the fen-
tanyl group, total doses of 15.7 } 5.5 f Êg kg-1 fentanyl were
given. In the remifentanil group, remifentanil was infused at
0.1 - 0.2 f Êg kg-1 min-1 for the duration of CPB. The blood
sugar level in the fentanyl group increased considerably
and more quickly than the remifentanil group. Compared
with at heparinization, both groups indicated significantly
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elevated blood sugar levels at 90 min after CPB and after
weaning from CPB (T1: 107 } 32 vs. 105 } 17; T2: 126 } 35
vs. 111 } 19; T3: 134 } 44 vs. 109 } 22; T4: 142 } 38 vs. 119
} 21; T5: 157 } 31 vs. 132 } 23; T6: 163 } 39 vs. 138 } 20 mg
dL-1).
Conclusion: There was no significant difference in the eleva-
tion of blood sugar levels between the 2 groups. Continuous
remifentanil administration was effective for suppressing the
elevation of blood sugar level to a small extent, but not
enough. Some studies (3-5) have reported that the peri-
operative stress response was attenuated with higher-dose
of continuous remifentanil infusion than this study. And so,
higher doses of remifentanil than those used in this study
might be required during CPB in order to inhibit hyperglycem-
ic responses.
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Paper No: 188.00

Derivation of an effect site model for the
Integrated Propofol Pharmacokinetic
model in Obese Patients
Pablo Sepulveda 1, Alberto Laporte 1 and
Ignacio Cortı́nez 2

1 Clinica Alemana Universidad del Desarrollo and 2 Universidad
Catolica de Chile

Background: The recently published pharmacokinetic (PK)
propofol model designed to be used in TCI mode in normal
and obese patients1 has not included an effect site model
to predict the time course of the effect. The goal of this
study is derive a PD model extracted from a morbidity
obese patient’s population.
Methods: With Ethic institutional committee approval,
patients proposed for bariatric surgery, using standard mon-
itoring, arterial line and BISw, received a plasma TCI with the
study model using Anestfusorw. After the patients reach a

calculated target of 12ug/ml we set the target in 0 until
patients wake up(BIS.75) obtaining a complete BIS
depression-recovery curve and the correspondent calculated
Cp. With Anestfusorw the BIS and Cp calc data where stored
every 5sec. Using NONMEM a complete IMAX model was
derived and the plasma effect-site elimination rate con-
stant(ke0) was used to link PK model predictions with BIS
response data. A performance analysis comparing the mea-
sured and the obtained predicted BIS values for each calcu-
lated effect site concentration was done. No other drugs
were given. Arterial blood samples for propofol assays were
collected at 1,2,3,5,9 and 10 min to evaluate the PK perform-
ance of the model using Varvel2 methodology. The sample
where analyzed in HPLC.
Results: 12 ASA I-II obese patients (47.7 +11 yr, BMI
44+6 kg/mt2, weight 122+19 kg, height 169+9.9 mt)
were studied. With basal BIS of 94, the PD model obtained
a ke0 of 0.21 min-1, gamma 3.67 and an EC50 3.29 ug/ml.
The performance error from the measured BIS vs. predicted
BIS with the PD model was MDPE 0.55% (percentile 25-75:
-19-14) and MADPE 15.8% (percentile 25-75:5-32). Pharma-
codynamic time profiles of the measured observations vs.
predicted BIS for the obtained model are shown in figure 1.
The FK performance error during the studied time was
MDPE -7% and MAPE 19%.
Conclusions: The time profile of propofol BIS effect in obese
patient was well described (MDPE between +20 and
MDAPE,30%) with the extracted PD parameters (ke0 and
Ce50) and allowed a good characterization of propofol TCI
effect site mode in this population.
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Paper No: 190.00

Performance evaluation of the Integrated
Propofol Pharmacokinetic model in Obese
Patients
Pablo Sepulveda 1, Alberto Laporte 1 and
Ignacio Cortinez 2

1 Clinica Alemana Universidad del desarrollo and 2 Universidad
Catolica de Chile

Background: Our group has recently published a Propofol
pharmacokinetic (PK) model including data obtained in
normal weight and obese patients1. This model hasn’t
been prospectively assessed in an obese population using
target controlled infusion mode (TCI). The goal of this study
was to evaluate the predictive performance of the model in
a morbid obese population using TCI.
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Methods: After Ethic institutional committee approval,
patients proposed for bariatric surgery, using standard mon-
itoring, radial arterial line and BISw, received a plasma TCI
with the study propofol model to reach a target 12 ug/ml
and then 0 until patients wake up (BIS . 75). Afterwards
the patients received a TCI 4ug/ml during 30 min followed
by a target 2.5 ug/ml until the end of the surgery. Remifenta-
nil and tracheal intubation with neuromuscular blocks were
used after reaching the propofol target of 4 ug/ml. Anestfu-
sorw controlled the TCI pumps and stored the calculated
plasma concentration (Cp calc) throughout the study
period. Arterial blood samples for propofol assays were col-
lected at 1,2,3,5,9, 10,15,20,40,60,90 min, at stop of infusion,
and at 1,3,5,10,30,60,120 min after stopping. The samples
were analyzed in HPLC. The performance error for the popu-
lation and for each anesthetic phase (induction, mainten-
ance, recovery) were calculated using Varvel methodology2
(Median performance errors (MDPE), Median absolute per-
formance errors (MDAPE), Wooble and Divergence) between
the Cp calc and the Cp measured.
Results: 14 ASA I-II adult obese patients (50.2+9.7 yr, BMI
42+6 kg/m2, Weight 118+20 kg, 4 Female, 6 Male) were
studied. Remifentanil was infused at a rate of 0.15+0.06
ug/kg/min. We obtained 254 arterial blood samples of
propofol. The global performance was poor, with an overpre-
diction out of acceptable ranges (MDPE +28%, MADPE 38%,
Wooble 29%, divergence value of 22%). The induction phase
showed a MDPE -7% and MADPE 19%, the recovery phase
MDPE +4,6% and MADPE 11% . The maintenance phase
showed the worst performance, with a MDPE +41% and
MADPE of 41%.
Conclusions: The integrated propofol PK model needs further
adjustments before recommended it for TCI in morbidly
obese patients.
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Paper No: 191.00

Roll of recombinant factor VII activated in
bleeding subsequent to cardiac surgery. Its
application in Cardiovascular
Anaesthesiology in a Medical Center
in México
NeyraGómez-Rı́os , M. FernandoRodriguez-Ortega,
Alberto Tejero-Langarica,
Marco A. Hernandez-Mercado and
Javier Palma-Mercado

ISSE My M Medical Center

Objective: To report the experience of the cardiovascular an-
esthesiology in the treatment of non-surgical bleeding with
the use of the recombinant factor VII activated (rFVIIa).
Setting: Medical Center of “Instituto de Seguridad Social del
Estado de México y Municipios”. México Design: Observacio-
nal, descriptive, retrospective study of a series of cases. Stat-
istical analysis: Percentages as summary measure for
qualitative variables. Material and
Methods: Between of June of 2006 to June of 2010, clinical
records of the patients were reviewed, analyzed variables
were: age, gender, type of cardiac surgery, anesthetic proto-
col, bleeding and complications, use of package blood, dose
of rFVIIa, morbi-mortality.
Results: 22 patients in a period of 4 years were studied, of
wich 16 were male, with age average of 59,6 years, weight
average 64,8 Kgrs. Cardiac procedure were: coronary artery
by-pass grafting (5 cases), mitral+aortic valve replacement
(5), coronary artery by-pass grafting+mitral valve replace-
ment (3), mitral valve replacement+tricuspid valve annulo-
plasty (3), Bentall-Bono surgery (3) and aortic valve
replacement (3). Mean cardiopulmonary by-pass time
85.4 min. Using cell-saver in all the cases and a volume
average of 367.5 ml. The used dose of rFVIIa was 90 mcr/
kg, average of transfusion requirement were: red blood cells
(4,0 U), fresh frozen plasma (6,2U), cryoprecipitate (3,3 U),
platelet concentrates (3,2 U). Of number of red packed cells
saved per intervention of factor VIIa used were 8.7
U. Chest tube drainage were before rFVIIa 1455 ml and
after 326,5 ml. Three patients were re-exploration and 45
mcr/kg dose repeated. Only two complications for the anes-
thetic procedure and satisfactory evolution of 10 to 22
months.
Conclusion: Our Results suppose, that the use of rFVIIa as
therapy of rescue for bleeding by coagulopathy after cardio-
vascular surgery is beneficial and diminishes the use of
packed blood and re-exploration.
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Paper No: 306.00

Comparison of, lidocaine and Fentanyl on
hemodynamic changes to laryngoscopy and
tracheal intubation for Cardiac surgery
Ebrahim Nasiri Formi , Aria Soliamani,
Hedayat Jafari , Yousef Mortazavi and
Hossain Babatabar

Objective: Prevention of cardiovascular change during laryn-
goscopy and tracheal intubation is very important.. Compari-
son between oropharyngeal lidocaine Spray and IV lidocaine
with fentanyl on hemodynamic response to laryngoscopy
and intubation in CABG patients.
Methods: This study was prospective, randomized, double-
blind, clinical trial, That performed on 66 ASA physical status
III adult patients scheduled for elective CABG surgery requiring
general anesthesia and laryngoscopy and orotracheal intub-
ation in teaching hospital at Mazandaran province, Iran.
Patient s randomized to receive intravenous lidocaine 1.5 mg/
kg (n ¼ 21, L-IV group) or pharyngeal spray 4 puff 10% lido-
caine, (n ¼ 22, l-s group) or 4 meg/kg fentanyl (n¼ 23, routine
group ¼ control group) two minutes before laryngoscopy.
Laryngoscopy and tracheal intubation was attempted two
minutes later. Induction of anesthesia for all of the groups
were similar. Systolic blood pressure(SBP), diastolic blood pres-
sure (DBP), heart rate(hr), Mean Arterial Pressure(MAP) and
Spo2 were recorded by digital Datascope monitor at before
induction of anesthesia (baseline), just before laryngoscopy,
and immediately after intubation,1,3,5,10 minutes after
intubation. Arrhythmia in electrocardiography, ETCo2, Time of
laryngoscopy and intubation were also documented.
Results: All post intubation value of SBP, DBP, HR, and MAP no
different between three groups. All of the values more
significantly less than baseline after induction of anesthesia
(p , 0.05). These are increasing post intubation but no more
than baseline values.
Conclusion: Lidocaine 1.5 mg/kg or 4 puff spray 10% 2 min
before laryngoscopy same like fentanyl 4 meg /kg effective
in attenuating the hemodynamic response to laryngoscopy
and tracheal intubation

Keywords: Lidocaine; Fentanyl; Hemodynamic change; Lar-
yngoscpy; Tracheal intubation

Paper No: 327.00

Magnesium sulphate: an adjuvant therapy
for resection of pheochromocytoma
Sofia Müller , Karina Gama, Sofia Gaspar, Luis Vale
and Mara Vieira
Hospital Central do Funchal, Funchal, Portugal

Introduction: Pheochromocytomas are catecholamine se-
creting neuroendocrine tumours. They are responsible for

0.1-0.2% of all cases of hypertension. The morbidity and
mortality in an emergency situation is 50% but less than
2% in planned surgery [1]. Traditionally, preparation for re-
section of pheochromocytoma is made with alpha and
beta blockers. Magnesium sulphate has been used in the an-
aesthetic approach in this patients but isn’t always effective
in controlling blood pressure.
Case Report: The authors report a case of a 48 years-old
male with a diagnostic of pheochromocytoma proposed for
laparoscopic adrenalectomy. In the preoperative evaluation
his blood pressure was 133/79mmHg but without orthostatic
hypotension. Electrocardiogram showed a sinus rhythm with
a heart rate of 63beats†min-1 and blood tests revealed a
hematocrit of 47.4%. He started phenoxybenzamine 10mg
three times a day for 21 days and stopped after an extra
dose at midnight of the day of surgery, Diazepam was give
on the eve to control anxiety and begun an infusion of
0.9% sodium chloride (62ml†h-1). On the day of surgery he
was pre-medicated with esomeprazole (40mg), ondansetron
(4mg) and magnesium sulfate (4g). After standard monitor-
ing and placing a central and arterial line, a total intravenous
anesthesia was started with bolus of fentanil and perfusion
of propofol, rocuronium and magnesium sulfate (1g†hr–1).
The patient was hemodynamically stable throughout the
entire procedure with a maximum systolic blood pressure
of 140mmHg and a cardiac frequency between 60-90bpm.
Postoperative period was uneventful and he was discharged
at the seventh day.
Conclusion: The main objective in the preoperative opti-
mization of these patients is to control the blood pressure,
heart rate, arrhythmias and to allow restoration of blood
volume [1,2]. Although there’s no consensus on the best
pharmacological agent or optimal duration of therapy for
the preparation of these patients for pheochromocytoma
surgery, our report showed a successful case of the use
of magnesium sulphate. Magnesium sulphate is the
second most import intracellular cation and, among other
actions, inhibits the release of catecholamines from the
adrenal medulla, peripheral adrenergic terminals and dir-
ectly blocks catecholamine receptors. Also has direct vaso-
dilatory effects and antiarrhythmic properties and should
be considered in the perioperative management of this
patients.
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New oral anticoagulants in orthopedic
surgery: A retrospective study
Emmanuel Boselli , Najia Rahali , Abbès Zadam
and Bernard Allaouchiche
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Department of Anesthesiology and Intensive Care, Édouard
Herriot hospital, HCL, University of Lyon, Lyon, France

Introduction: Dabigatran (DAB) and rivaroxaban (RIV) are
new oral anticoagulants recently released for thrombopro-
phylaxis after elective total hip arthroplasty (THA) and total
knee arthroplasty (TKA). DAB has demonstrated non-
inferiority and RIV has demonstrated superiority versus enox-
aparin in THA and TKA but to date, there is no study compar-
ing DAB and RIB in these indications [1-4].
Objectives: We compared the efficacy and safety of DAB
versus RIB in treated patients from our unit.
Methods: This was a retrospective study conducted in
patients undergoing scheduled THA or. All patients received
oral thromboprophylaxis 6 to 8 hours after the end of
surgery, consisting of DAB 110 then 220 mg/day (or 75
then 150 mg/day if creatinine clearance was ,60 mL/min)
or RIV 10 mg/day at the discretion of the anesthesiologist.
Treatment was administered during 2 weeks in case of TKA
and 5 weeks in case of THA. Thromboembolic events – clin-
ical deep vein thrombosis (DVT), assessed by Doppler, and
pulmonary embolism (PE) – and hemorrhagic events
during the postoperative period were collected. Quantitative
date were analyzed by Student’s t test after verification of
the normality of their distribution by Kolmogorov-Smirnov
test, and qualitative data were analyzed by ?2 test, a value
of p , 0.05 being considered as statistically significant.
Results: In total, 88 patients were analyzed (39 DAB and 49
RIV). Demographic data were similar between groups. An-
esthetic procedures, type and duration of surgery were
similar between groups. Thromboembolic events were
similar between DAB and RIV groups: 2 (5%) vs 2 (4%)
distal DVT (p , 0.05), and 0 vs 1 (2%) PE (p , 0.05), re-
spectively. Hemorrhagic events were similar between
groups, with 1 (3%) vs 1 (2%) transfusion of 2 blood cells
units in DAB and RIV groups, respectively (p , 0.05). No
late thromboembolic event was observed at surgical follow-
up visit after 45 days.
Conclusion: This retrospective study did not show any sig-
nificant difference between new oral anticoagulants in
orthopedic surgery. These Results are different from a
recent meta-analysis suggesting that RIV may be superior
to DAB for thromboprophylaxis but with a moderately
higher hemorrhagic risk [5]. However, this was an indirect
comparison between DAB and RIV since comparator was
enoxaparin in the included studies. A randomized prospect-
ive trial comparing new oral anticoagulants in orthopedic
surgery is required to determine any difference between
DAB and RIV.
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Paper No: 441.00

The effects of remifentanil on the QT
interval and transmural dispersion of
repolarization (Tp-e): Target-controlled
infusion versus manual infusion
Carlos Germán Soto , Marı́a Ivón, Ruiz Melisa,
Sanchez Ramski, Evangelina Gagliardo and
Cesar Dománico

Introduction: Prolongation of the corrected QT (QTc) and
Tp-e (interval from the peak to the end of the T wave) inter-
vals is related with sympathetic stimulation and risk of
arrhythmias. Target-controlled infusion (TCI) achieves a
defined target concentration without overshoot or overdos-
ing, which is common when using manual infusions. The
purpose was to determine if remifentanil by TCI avoid the
prolongation of QTc and Tp-e intervals during laparoscopic
cholecystectomy.
Objectives: To compare the effects of two different remifen-
tanil infusion techniques on QTc, Tp-e, remifentanil require-
ment and effect site concentration (Ce).
Methods: A prospective, double-blinded study, ASA I
patients. Anesthesia was induced and maintained with pro-
pofol. Muscle relaxation with vecuronio. Two groups rando-
mized: Manual Controlled Infusion (MCI) n15 remifentanil
0,5 ug/kg/min, and Target-Controlled Infusion (TCI) n15 TCI
remifentanil Cp 4 ng/ml. Both infusion were reduced 50 %
posintubation, and then adapted according to hemodynam-
ic. The QTc and Tp-e intervals were measured in lead II by
ergometer: baseline (T0), before intubation (T1), after intub-
ation (T2), after skin incision (T3). Remifentanil requirement
and Ce were obtained by a pharmacokinetic model, posintu-
bation, pos skin incision and end of surgery. Systolic and dia-
stolic arterial pressure and heart rate were measured until
the end of surgery. Standard monitoring included electrocar-
diogram, pulse oximetry, temperature and EtCO2.
Results: Patients demographic characteristics were similar
concerning sex ratio ( F 86,7% vs 100%), age (40,2+10,0
vs 37,9+14,6), body weight (75,7+16,2 vs 70,4+12,9), dur-
ation of surgery (72,1+26,8 vs 72,8+26,8) and anesthesia
(83,2+26,3 vs 86,0+29,7), Lean body mass (50,6+8,3 vs
46,4+4), Body Mass Index (83,2+26,3 vs 86,0+29,7).
Hemodynamic variables were stable in both groups. The
QTc and Tp-e intervals were prolonged during T2 in MCI
(X+de) compared to baseline values (462,2+34,9, p ,

0,002; 97,0+6,5, p ¼ 0,006). Remifentanil requirement
TCI vs MCI posintubation 104,7+19,9 vs 227,7+66,8
(p ¼ 0,0002), pos skin incision 160,5+58,5 vs 367,0+83,4
(p , 0,0002), end of surgery 1085+450,4 vs 1872,2+
1025,4 (p ¼ 0,007). Ce remifentanil TCI vs MCI posintubation
3,3+0,8 vs 8,2+2,2 (p , 0,0001), pos skin incision 3,2+1,2
vs 7,5+1,9 (p , 0,0001), end of surgery 4,9+2,0 vs 8,1+2,1
(p , 0,0001).
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Conclusions: Although the two intravenous techniques com-
pared differ slightly, remifentanil by TCI attenuated the QTc
and Tp-e prolongation associated with laryngoscopy and tra-
cheal intubation, with lower doses and effect site concentra-
tion. Infusion by pharmacokinetic model could be indicated
in elderly and cardiac patients, in which an accurate
opioids concentration is necessary.
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Paper No: 450.00

Role of ketamine and dantrolen on the
apoptotic effect of isoflurane in rats
Seyfi Kartal 1, Berrin Gunaydin 2, Cigdem Elmas 3

and Sureyya Barun 4

1 Gazi University School of Medicine, Pharmacology, 2 Gazi
University School of Medicine, Histology, Ankara,3 Gazi University
School of Medicine, Anesthesiology, and4 Gazi University School of
Medicine, Anesthesiology, Ankara, Turkey

Introduction: Mechanism of action of isoflurane includes
Gamma amnino butyric acit A receptor (GABA-A) activation,
while ketamine is mediated via N-Methyl D-Aspartat
(NMDA) receptor inhibition. Apoptosis has been induced by
abnormal activation of GABA-A or inhibition of NMDA1. Dan-
trolen showed neuroprotective effect on apoptosis2.
Objective: Effects of ketamine and/or dantrolen on the iso-
flurane induced apoptotic neurodegeneration were
investigated.
Methods: Thirty Wistar male rats were randomly assigned to
five groups, each containing n ¼ 6, in order to investigate the
effects of ketamine and/or dantrolen on the isoflurane
induced apoptosis. Oxygen 100% was administered into
the closed cage for 2 hours in the control group, whereas
1.4% isoflurane in 100% oxygen was administered in the
other 4 groups. Six hours after intraperitoneal injection of
dantrolen 10 mg/kg (Group Iso+Dant), ketamine 40 mg/kg
(Group Iso+Ket) and dantrolen+ketamine (Group Iso+
Dant+Ket), rats were sacrified.
Results: Immunoreactive cells in the hypocampus CA-1
region for caspase 3 in group Iso+Ket and for caspase 8
and 9 in group Iso, group Iso+Ket, and group Iso+Ket+Dant
were significantly higher than the control group. Immunor-
eactive cells in the hypocampus CA-1 region for caspase 3,
8 and 9 in group Iso+Ket were significantly higher than all

groups, whereas it was higher in group Iso with respect to
only group Iso+Dant and it was higher for group Iso+Ket+
Dant than group Iso+Dant. Significantly more immunoreac-
tive cells in the dentat gyrus region for caspase 3 and 8 in
group Iso and group Iso+Ket and for caspase 9 in group
Iso, group Iso+Ket, and group Iso+Ket+Dant versus
control were observed. Caspase 3 and 8 in group Iso+Ket
was significantly more than other groups. Whereas caspase
9 in group Iso+Ket was higher than that of group Iso+Dant
and group Iso+Ket+Dant. Caspase 3 and 9 in group Iso+
Ket+Dant was significantly lower than only group Iso.
Caspase 3, 8 and 9 were similar between group Iso+Ket+
Dant and group Iso+Dant.
Discussion: Isoflurane induced apoptosis in rats increased by
ketamine and decreased by dantrolen. Since apoptotic neu-
rodegeneration has been shown in hypocampus which was
related to short term memory, these Results might be im-
portant during anesthesia in patients with Alzheimer or
demansia and dantrolen might be useful because of its neu-
roprotective effects.
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Paper No: 456.00

Evaluation of Electrocardiography After
Combined Use of Ondansetron and
Diltiazem in Anesthetized Rats
M.Nuri Deniz , Nezih Sertoz, Murat Pehlivan and
H.Omer Ayanoðlu
Marmara University School of Medicine, Department of Ege
University School of Medicine, Department of Anesthesiology and
Reanimation, Izmir, Turkey Ege University School of Medicine,
Department of Anesthesiology and Reanimation, Izmir, Turkey

Introduction: Ondansetron is a 5-hydroxytryptamine-3 (5HT)
receptor antagonist and it is currently used to prevent peri-
operative nausea and vomiting. Ondansetron has an effect
on electrocardiography such as QRS widening, prolongation
of QT and PR intervals. Although Diltiazem is an ideal agent
to treat perioperative acute hypertension, it also causes
bradycardia and prolonged PR interval.
Objectives: Our goal is to investigate any changes in rat elec-
trocardiography with combined use of Ondansetron and
Diltiazem.
Methods: Computer programs and recording apparatus spe-
cially prepared by the authors for the study was used to
record and to analyze electrocardiography. Lead I electrocar-
diogram signals from 17 male albino Wistar rats were amp-
lified using a biopotential amplifier and then recorded to
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computer hard disk at 12 bit resolution and 20 KHz sampling
rate. Records during the initial first 5 minutes kept as “Base-
line” record after proper anesthesia. Then, intravenous
Ondansetron (200 ?g/kg) was injected to the rats, followed
by 5 minutes of another electrocardiography record. Similar
procedure was repeated with the injection of intravenous Dil-
tiazem (1000 ?g/kg). The software measured only RR interval
and QT time from the records automatically. QT time was
corrected with Bazett formula (QTc) in the evaluation.
Obtained data were initially analyzed within themselves
and then with data from all experimental animals statistical-
ly in order to reach a conclusion.
Results: The consequent administration of Ondansetron and
Diltiazem was not found to have a statistically significant
effect on heart rate. However, QTc from 9 rats were statistic-
ally longer after the administration of Ondansetron. In 2 rats,
a statistically significant decrease in their QTc was deter-
mined. When Diltiazem was given after Ondansetron, in 10
rats out of 11, the QTc time was correlated negatively with
prior measurement. There is no statistically significant differ-
ence between the QTc of baseline electrocardiography and
the QTc obtained after the administration of Diltiazem.
Conclusions: QTc changes that occur upon Ondansetron ad-
ministration can be corrected by giving Diltiazem and there-
fore, we believe that combination of Ondansetron and
Diltiazem can be safe.
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Paper No: 533.00

Comparison of Intramuscular
Metoclopramide and Subcutaneous
Hyoscine as Prophylactic Drugs for Late
Post Operative Nausea and Vomiting in
Viterectomy Patients
Mohammad Mohsen Homaei and
Pouya Kabiri Khodadad
Resident of Anesthesiology, Tehran University of Assistant
Professor of Anesthesiology, Tehran University of Medical Sciences
(TUMS), Rasoul-Akram Hospital

Introduction: Post operative nausea and vomiting (PONV) are
common complications of anesthesia in outpatient surgeries,
especially ophthalmic surgeries such as viterectomy (1). An-
esthesia, type of surgery, use of opioids, premedication, age,
gender, smoking, underlying disease and surgery’s duration

affect the incidence of PONV (2). It is suggested that
patients’ individual characteristics and risk factors related
to anesthesia are more important (3-5). Metoclopramide,
and Hyoscine are two drugs that are used for treatment of
PONV. (6)
Objectives: Because of short half-life of Metoclopramide and
Hyoscine and their restricted effect on early PONV after intra-
venous administration, we decided to use Metoclopramide
intramuscularly and Hyoscine subcutaneously, in aim to
slower release and possible better effects on late POVN.
Methods: Number of 105 patients over 60 year old who
undergoing vitrectomy were enrolled in this double blinded
study. Patients randomly assigned into 3 groups (35 patients
per group) and each group received Metoclopramide (10 mg,
Intramuscular), Hyoscine (20 mg, subcutaneously) or no drug
(control), respectively, as premedication before anesthesia
induction. The incidance and severity of nausea and vomiting
were assessed using VRS scale in recovery room, 6 hours and
24 hours after surgery. The Results were analyzed using X2
test.
Results: 24 hours after surgery in 49 patients who had
experienced nausea, 18 (36/7%) were in Hyoscine group, 16
(32/7%) were in Metoclopramide group and 15 (30/6%)
were in control group. From 40 patients with mild nausea,
15 (37/5%) were in Metoclopramide group, 11 (27/5%) were
in Hyoscine group and 14 patients (35%) were in control
group. From 16 people who had experienced severe
nausea, the Results of Hyoscine and control groups were
the same and 6 (37/5%), and 4 (25%) were in Metoclopra-
mide group. (P ¼ 0.84) 24 hours after surgery in 70 patients
with no vomiting, 26 (37/1%) were in Hyoscine group, 24 (34/
3%) were in Metoclopramide group, and 20 (28/6%) in
control group. Of the 26 patients with mild vomiting, 10
were in control group, 9 (34/6%) were in Metoclopramide
group and 7 (26/9%) were in Hyoscine group. Of the 9
patients with severe vomiting, 5 patients were without medi-
cation (55/6%) and 2 patients (22/2%) were in Metoclopra-
mide group and 2 in Hyoscine group. (P ¼ 0.54)
Conclusion: Based on finding of this study, it seems that
despite these drugs were somehow successful in controlling
late post operative nausea and vomiting, but there was no
statistically difference in their effects.

Paper No: 568.00

Propofol reduces the pupil dilation
response to noxious stimulation in humans
Shunichi Oka , Honami Nakanishi , Yoshiyuki Oi and
Naoto Suzuki
Department of Dental Anesthesiology, Nihon University School of
Dentistry

Introduction: Pupil dilation is a potential biomarker for both
analgesic effect and anesthetic depth, but it is not a simple
sympathetic reflex. Event-related pupil dilation response
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(PDR) is a complex, cognitively-mediated response related to
defense, and as such it may prove useful for assessing sed-
ation level in conscious patients.
Objectives: The purpose of this study is to evaluate the PDR
to noxious fingertip stimulation as an index of propofol sed-
ation level.
Methods: We varied mixture target effect-site concentrations
of propofol (0, 0.5, 1.0, 1.5 f Êg/mL), measuring Somatosen-
sory Evoked Potential (SEP), PDR, and pain report (PR)
responses to painful electrical fingertip stimulation at high
and low intensities in 27 female volunteers.
Results: Mixed effects model statistical analyses revealed
that: (1) Propofol significantly reduces the amplitude of SEP
peaks related to attentional processes (P , 0.01) in a dose
related fashion; (2) PDR amplitude significantly diminishes
with increasing propofol sedation dose in a dose related
fashion (P , 0.05); (3) PR correlates positively with PDR and
SEP amplitudes; and (4) The decrease in PDR to noxious
stimulation during propofol sedation correlates with sedation
level, as gauged with the Bispectral Index and the Observerfs
Assessment of Alertness/Sedation, as well as blood concen-
trations of propofol.
Conclusions: The PDR is a useful gauge for light sedation
induced by propofol. Propofol may exert a mild analgesic
effect.
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Paper No: 579.00

Plasma concentration of bupivacaine after
spinal anesthesia with single shot femoral
nerve block in total knee arthroplasty
Saowaphak Lapmahapaisan ,
SomruedeeChatsiricharoenkul, ThitimaChinachoti
and Supornchai Kongpatanakul
Department of Anesthesiology, Faculty of Medicine Siriraj Hospital,
Mahidol University

Introduction: Femoral nerve block is commonly established
for postoperative analgesia in total knee arthroplasty but
no evidence of plasma bupivacaine level has been reported.
Objectives: The aim of our study was to determine the
plasma concentrations of bupivacaine in patients who had
single-injection of femoral nerve block.
Methods: A prospective observational study was undertaken
with 25 patients scheduled for unilateral total knee arthro-
plasty under spinal anesthesia and single shot femoral
nerve block with 20 mL of 0.5% bupivacaine. Venous blood
samples were collected at 0, 5, 10, 15, 30, 60, 90, and 120
minutes after femoral nerve block. Plasma bupivacaine

levels were analyzed by using a high performance liquid
chromatography with tandem mass spectrometry method.
Results: Four male and 21 female, ASA I-II were enrolled in
this study. Mean age, body mass index and serum
albumin level were 69.9+5.95 years, 27+3.67 kg/m2 and
4.46+0.26 mg/dL respectively. The median of peak plasma
concentration was 538.35 ng/mL (min ¼ 176.30, max ¼
1,383.99) at 60 minutes after femoral nerve block, while
the maximal plasma concentration of bupivacaine was
1,883.39 ng/mL at 10 minutes. Nobody showed signs and
symptoms of bupivacaine toxicity.
Discussion: The peak plasma concentration of bupivacaine
after femoral nerve block alone was similar to the peak
plasma bupivacaine level following combined sciatic block
and femoral 3 in 1 block reported by Misra et al.1
(60+7 min) but was little different from the conclusion of
Moore et al.2 which was peak at 15 minutes and persisted
up to 60 minutes. However, the plasma bupivacaine level
between 5 to 10 minutes and 60 to 90 minutes in our
study were significantly changed (p ¼ 0.00 and 0.02 respect-
ively). We postulated that the blood level started rising within
10 min and reached its peak at 60 min before decreasing.
Conclusion: Peak plasma concentrations of bupivacaine were
demonstrated at 60 minutes after single shot femoral nerve
block, and no signs and symptoms of bupivacaine toxicity.
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Prophylactic intravenous palonosetron,
granisetron and ondansetron in the
prevention of post operative nausea
and vomiting in laparoscopic surgeries
Pavan Gurha , Raman Deep Kaur and
Rishi Raj Sanjay
Batra Hospital & Medical Research Centre, New Delhi, India.

Introduction: Post operative nausea and vomiting (PONV) are
distressing symptoms that are more pronounced in laparo-
scopic surgeries. It may result in dehydration, electrolyte im-
balance, increased bleeding, increased pain perception and
delayed discharge of the patient.1
A wide range of antiemetics are available, but adverse effects
e.g. excessive sedation, dry mouth, hallucinations, extrapyr-
amidal symptoms etc. have been noted. 5HT3 antagonists
are devoid of such side effects and are highly effective.2
Earlier studies have indicated that the newer 5HT3
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antagonists e.g; palonosetron & granisetron have advan-
tages over ondansetron.3,4,5But to the best of our knowl-
edge, there is no study comparing these three drugs.
Objectives: This study has been done to determine which
among these three 5HT3 antagonists would be more suitable
(greater efficacy, longer duration of action & lesser side
effects) for prevention of PONV.
Methods: Ninety patients (18 to 60 yrs of age) undergoing
laparoscopic surgeries under GA, according to standard insti-
tutional protocol were randomly allocated into three groups
containing 30 patients each. Group A received palonosetron
.075mg, group B received granisetron 1mg and group C
received ondansetron 4mg IV. Parametrical data was ana-
lyzed using one way ANOVA and Student t test to compare
the difference between different groups. Differences within
groups were evaluated using paired t test.
Results: The incidence of complete response(CR) during
0-6 hr postoperative period was 76.6% with ondansetron,
86.6% with granisetron & 93.3% with palonosetron. The inci-
dence during 6-12 postoperative hr was 60%, 86.6% & 93.3%
respectively; during 12- 18 postoperative hr, it was 40%,
83.3% & 93.3% and during 18-24 postoperative hr, it was
33.3%, 73.3% & 93.3%. Thus, during 0-18 hrs post operative
period, CR is significantly higher in group A & B than groupC
(p , 0.05). During 18-24 hrs postoperative period, CR is sig-
nificantly higher in group A than group B & C(p , 0.05).
There was no statistically significant difference in the
adverse effects between groups.
Discussion & Conclusions: Preventing PONV is the corner-
stone of a good anesthetic technique. Our study suggests
that Palonosetron prevents PONV effectively and for a
longer period than other 5HT3 antagonists. Due to its
greater potency and longer half life it may become the pre-
ferred 5HT3 antagonist for PONV prevention. 4,5 Since a
single dose may be sufficient, it could also be cost effective.
However, because of the small sample size of this study,
further studies with a larger sample size are required.
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Ramosetron vs. ramosetron plus
dexamethasone on the PONV after
laparoscopic cholecystectomy
Jung-Hee Ryu, Hye-Min Sohn , Hyo-Seok Na and
Sang-Hwan Do
Dept of Anesthesiology, Seoul National University Bundang
Hospital

Introduction: Patients undergoing general anesthesia for
laparoscopic cholecystectomy have a high risk of post-
operative nausea and vomiting (PONV). Ramosetron and
dexamethasone have been reported to be effective for the
prophylaxis of PONV following laparoscopic cholecystectomy
but their synergistic effect has not been investigated.
Objectives: We compared and investigated the effect of
ramosetron and ramosetron plus dexamethason on PONV
prophylaxis after laparoscopic cholecystectomy.
Method: Forty patients scheduled for laparoscopic cholecyst-
ectomy were allocated randomly to one of two groups (n ¼
20 in each) to receive 0.3 mg ramosetron (group I), or 0.3 mg
ramosetron plus 8mg dexamethasone (group II) intravenous-
ly. Balanced anesthesia with desflurane and remifentanil was
used in all patients. Postoperative nausea, retching, vomiting,
pain (100 point verbal rating scale, VRS) and side effects were
assessed at 2 h, 24 h and 48 h after surgery.
Result: No statistical differences were observed among the
three groups with regard to patient characteristics and infor-
mation on surgery and anesthesia. The ratio of PONV was
higher in groups I than group II; 35% (n ¼ 7, group I) vs.
5% (n ¼ 1, group II) during the first postoperative 24 h
(p ¼ 0.044). In addition, rescue antiemetics were used in sig-
nificantly fewer patients in group II (n ¼ 1, 5%) than group I
(n ¼ 7, 35%) (p ¼ 0.044) during the first 24 h after surgery. In
addition, postoperative pain was significantly lower group II
than in group I during postoperative 2 h (75 ¡3

4 16 in group
I vs. 42 ¡3

4 26 in group II, p ¼ 0.00). The use of rescue analge-
sics and the incidences of adverse effect were comparable
between the two groups. There was no clinically serious
adverse event due to study drugs.
Conclusion: Ramosetron plus dexamethasone was more ef-
fective than ramosetron alone for the prophylaxis of PONV
and postoperative pain control after laparoscopic cholecyst-
ectomy (24 h).
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Association of 5-ht3 receptor gene
polymorphism with the efficiency of
ondansetron for postoperative nausea and
vomiting
Woo Kyung Lee , Kyeong Tae Min, Yang-Sik Shin,
Jeong Rim Lee and Seung Ho Choi
Department of Anesthesiology and Pain Medicine and Anesthesia
and Pain Research Institute, Yonsei University College of Medicine

Introduction: Postoperative nausea and vomiting (PONV) is a
common and distressing complication in patients undergo-
ing general anesthesia. However, although 5-hydroxytrypta-
mine type 3 (5-HT3) receptor antagonists have significantly
reduced PONV, it is reported that over 35% of patients
treated with ondansetron experience PONV. Though the
cause of failure in ondansetron treatment is not clear, we
assumed that polymorphism in the 5-HT3 receptor gene
would contribute to such inter-individual variation.
Objectives: In this study, we investigate whether the poly-
morphisms of 5-HT3 receptor gene affect the efficacy of
ondansetron to prevent PONV in patients undergoing
general anesthesia for laparoscopic surgery.
Methods: Two hundred and eighty-eight adult patients
undergoing laparoscopic surgery are enrolled in this study.
Anesthetic technique is standardized. Sevoflurane and remi-
fentanil are used for maintenance of anesthesia. A bispectral
index score is monitored to maintain appropriate anesthetic
depth. Thirty minutes before the end of surgery, ondansetron
0.1 mg/kg is administered intravenously. We assess an
episode of PONV at first 2 h and 2-24 h after surgery. The in-
cidence of PONV is compared among genotypes in 5-HT3 re-
ceptor gene polymorphisms (5-HT3a: S253N; 5-HT3b: Y129S,
-100_-102delAAG; 5-HT3c: K163N, A405G, 3’UTR A/G; 5-HT3d:
IVS5+14, A36G, H52R, 3UTR C/T; 5-HT3e: T86A, G2722A).
Results: There were no significant differences in demograph-
ic and clinical data according to genotypes. Frequencies of
the 5-HT3b AAG deletion genotypes were as follows: 83.3%
for wild type, 12.5% for heteromutant, and 4.2% for homo-
mutant. Among 5-HT3b AAG deletion genotypes, the inci-
dence of PONV was higher in patients with homomutant
than other genotypes during the first 2 hr after surgery
(P ¼ 0.03). There were no significant differences in the inci-
dence of PONV according to genotypes during 2-24 hr after
surgery. In other 5-HT3 receptor gene genotypes, there
were no significant differences in the incidence of PONV

according to genotypes during first 2h and 2-24 hr after
surgery.
Conclusions: The response to ondansetron for PONV was sig-
nificantly influenced by 5-HT3b gene polymorphisms. There-
fore, 5-HT3b AAG deletion mutation gene may be a clinical
biomarker of responsiveness for ondansetron for PONV.
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Paper No: 715.00

Propofol Pharmacokinetic and
Pharmacodynamic Profile in Elderly
Patients
Pablo Sepulveda and Ignacio Cortines
Medical Faculty Pontificia Universidad Católica de Medical Faculty
Clinica Alemana Universidad del Desarrollo

Background: Despite the wide use of propofol target-
controlled infusion (TCI) in elderly patients, only one pharma-
cokinetic (PK) pharmacodynamic (PD) model has formally
characterized the effect of aging in propofol PKPD profile.
Using a canonical analysis of the EEG, as a measure of propo-
fol hypnotic effect, the authors did not find an influence of
age in the plasma effect site equilibration rate constant
(ke0).The PKPD performance of this model, however, has
not been prospectively validated in elderly patients. The
aim of this study is to assess the PK and PD performance
of the Schnider model in elderly patients and to compare it
with a new PKPD propofol model derived with BIS data.
Methods: After BISw and routine monitors were placed, 14
ASA I-II elderly patients (.65 yr) were anesthetized with
plasma TCI of propofol based on Schnider model. After
partial recovery from the bolus dose a remifentanil infusion
was started and continued throughout surgery. All BIS and
TCI data were continuously recorded. Arterial blood
samples for propofol assays were collected at 1, 2, 3, 5, 10,
20, 40 and 60 min post-induction, and at 0, 1, 3, 5, and
10 min after stopping the infusion. A three compartment
effect site model linked to a Sigmoidal Emax PD model,
were used to fit all the data simultaneously in NONMEM.
Median performance errors(MDPE), and median absolute per-
formance errors(MDAPE) were calculated to measure bias
and accuracy of each model. Comparisons between models
were performed with Wilcoxon signed rank test.
Results: All fourteen, ASA I-II adult patients (74 yr, range
69–100) were studied. The global PK performance of the
new developed model was: MDPE ¼-3.7% and MDAPE
22.4%. The global PD performance of this model was:
MDPE ¼0.2% and MDAPE 3.4%. The global PK performance
of the Schnider model was good (MDPE ¼12.2% and
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MDAPE 25.9%), but worst than that of the new developed
model (p , 0.01 and p ¼ 0.025 for MDPE and MDAPE respect-
ively). Considering the TCI bolus dose given, the time to peak
effect predicted by the Schnider model was much faster
(2.0 min, range 1.8-2.3) than that predicted by the new
developed model (3.4 min, range 2.4-4.8; p , 0.01).
Conclusions: The PK model derived by Schnider and collea-
gues confirmed its adequacy for plasma TCI in elderly
patients. The much slower effect time profile observed in
elderly patients, compared to the Schnider model predic-
tions, suggests that age reduces the plasma effect site equili-
bration rate.

Paper No: 718.00

A comparative study of two maternal
anesthetic strategies: impact on fetal
acidosis and fetal cardiac function in an
ovine model
Pornswan Ngamprasertwong , Susan Gomien,
Shahriar Arbabi, Yun Suk Choe and
Senthilkumar Sadhasivam
Cincinnati Children’s Hospital Medical Center, Cincinnati, USA

Introduction: Fetal cardiac compromise is often observed
during exposure to high concentration desflurane for fetal
surgical procedures. Low dose of desflurane supplemented
with intravenous anesthesia (propofol and remifentanil)
(SIVA) is an alternative technique for inhalational general an-
esthesia for fetal surgery. In our preliminary human retro-
spective study, we observed less fetal cardiac depression
when we decreased dose and time of maternal desflurane
exposure. To eliminate the limitations of retrospective
nature in our previous study, we designed prospective and
controlled experiments using fetal-maternal sheep model.
Objectives: To compare fetal cardiac function and acid-base
status during maternal exposure to two different anesthetic
techniques by using transuterine fetal echocardiography,
hemodynamic parameters and blood gas analysis.
Methods: After the institutional IACUC approval, 19 pregnant
ewes with 105-110 days of gestation (term 147-150 days)
were instrumented, followed by 5 days of recovery. In this
randomized, controlled, crossover trial, each instrumented
ewe was exposed to both SIVA and high dose desflurane
(HD-DES) anesthetic techniques with a washout interval of
40 hours between anesthesia. HD-DES group was exposed
to 1.2 MAC of desflurane (10.2%) for 60 minutes, and then
2 MAC (18%) for 90 minutes. The SIVA group was exposed
to propofol 450 mcg/kg/min and remifentanil 0.5 mcg/kg/
min for 60 minutes, and then desflurane was started at 1.2
MAC and the infusion rate of propofol was decreased to 75
mcg/kg/min, remifentanil at 0.25 mcg/kg/min for 90
minutes. Transuterine fetal echocardiography was performed
every 30 minutes after induction of anesthesia. Maternal-

fetal blood pressure, heart rate, uterine and umbilical blood
flow were continuously monitored. Maternal-fetal blood gas
and lactate were analyzed at baseline, then every 30
minutes throughout the experiment.
Results: In HD-DES group, maternal blood pressure and
uterine blood flow were significantly lower than SIVA group.
There were no significant differences in maternal heart
rate, fetal blood pressure, fetal heart rate and umbilical
blood flow between the two techniques. Fetuses in HD-DES
group developed acidosis over time; however, there was no
significant difference in shortening fraction detected on
fetal echocardiography.
Conclusion: Compared to SIVA technique, HD-DES induces
significant maternal hypotension and reductions in uterine
blood flow resulting in fetal acidosis. Fetal echocardiography
did not reflect these changes. These data suggest that SIVA
may be a preferable technique for maternal anesthesia
during fetal surgery, and that more sensitive fetal echocar-
diographic techniques may be needed to assess fetal
cardiac function during fetal surgery.
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Paper No: 732.00

Derivation of an effect site model for the
Integrated Propofol Pharmacokinetic
model in Obese Patients
Pablo Sepulveda 1 and Ignacio Cortinez 2

1 Medical Faculty Pontificia Universidad Catolica de and 2 Medical
Faculty Clinica Alemana Universidad del Desarrollo

Background: The recently published pharmacokinetic (PK)
propofol model designed to be used in TCI mode in normal
and obese patients1 has not included an effect site model
to predict the time course of the effect. The goal of this
study is derive a PD model extracted from a morbidity
obese patient’s population.
Methods: With Ethic institutional committee approval,
patients proposed for bariatric surgery, using standard mon-
itoring, arterial line and BISw, received a plasma TCI with the
study model using Anestfusorw. After the patients reach a
calculated target of 12ug/ml we set the target in 0 until
patients wake up(BIS.75) obtaining a complete BIS
depression-recovery curve and the correspondent calculated
Cp. With Anestfusorw the BIS and Cp calc data where stored

BJA Abstracts presented at WFSA

ii464



every 5sec. Using NONMEM a complete IMAX model was
derived and the plasma effect-site elimination rate con-
stant(ke0) was used to link PK model predictions with BIS re-
sponse data. A performance analysis comparing the
measured and the obtained predicted BIS values for each
calculated effect site concentration was done. No other
drugs were given. Arterial blood samples for propofol
assays were collected at 1,2,3,5,9 and 10 min to evaluate
the PK performance of the model using Varvel2 method-
ology. The sample where analyzed in HPLC.
Results: 14 ASA I-II obese patients (47.7 +11 yr, BMI
44+6 kg/mt2, weight 122+19 kg, height 169+9.9 mt)
were studied. With basal BIS of 94, the PD model obtained
a ke0 of 0.21 min-1, gamma 3.67 and an EC50 3.29 ug/ml.
The performance error from the measured BIS vs. predicted
BIS with the PD model was MDPE 0.55% (percentile 25-75:
-19-14) and MADPE 15.8% (percentile 25-75:5-32). The FK
performance error during the studied time was MDPE -7%
and MAPE 19%.
Conclusions: The time profile of propofol BIS effect in obese
patient was well described (MDPE between +20 and
MDAPE,30%) with the extracted PD parameters (ke0 and
Ce50) and allowed a good characterization of propofol TCI
effect site mode in this population.
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Paper No: 734.00

To evaluate the efficacy of tranexamic acid
in reducing perioperative blood loss and its
effect on shunt patency in patients
undergoing lieno renal shunt surgeries for
extrahepatic portal venous obstruction: A
prospective, randomized, double blind,
placebo controlled study
Ravinder Kumar Pandey ,
Vanlal Darlong Chandralekha, Vimi Rewari and
Jyotsna Punj
All India Institute of Medical Sciences (AIIMS),New Delhi, INDIA

Introduction: Lieno renal shunt (LR shunt) surgery is done in
extrahepatic portal venous obstruction (EHPVO) which often
Results in significant blood loss. Tranexamic acid(TXA)has
been found to be effective in reducing perioperative blood
loss by its antifibrinolytic effect.
Objectives: This study designed to ascertain whether the use
of TXA would reduce the perioperative blood loss and allo-
genic blood transfusion in patients undergoing LR shunt sur-
geries and to address its concerns regarding its use in

vascular shunt procedures with respect to maintenance of
shunt patency in these patients.
Methods: 32 patients undergoing LR shunt surgery were ran-
domly assigned to receive either bolus of TXA 10mg/
kg(0.1ml/kg) intravenously at induction followed by 1mg/kg/
hr infusion (n ¼ 16) or placebo bolus of NS 0.1 mL/kg,fol-
lowed by infusion @ 0.01mL/kg/hr of NS.Infusion of TXA /
NS continued until skin closure.
Parameters studied : vital parameters, total bleeding, total
PRBC, PRP, FFP, plasma transfused (perioperatively in 24
hours)Doppler study for shunt patency at 24 hours,
D-dimer, Fibrinogen, PT, aPTT, perioperatively at 2 hours
and 24 hours, any complications like thrombotic complica-
tions, etc.
Results: There was significant reduction in the mean post-
operative blood loss in Group TXA [697.50 ml Vs 1200 ml;
p ¼ 0.012]. The time-related changes in the postoperative
blood loss showed that there was significant reduction in
the postoperative blood loss at 24 hrs in tranexamic acid
group (150 ml vs. 300 ml, p ¼ 0.028) as compared to the
placebo group. There was no significant difference in the
blood product administration between the two groups.Fibri-
nogen levels were lower in the TXA group compared to the
placebo group in postoperative period (326.88 ¡À 72.55 mg/
dl Vs 382.5 ¡À 66.18 mg/dl; p ¼ 0.021). TXA did not have
any effect on lienorenal shunt patency. Other test Results
were not significantly different between the two groups.
Conclusion: The use of Tranexamic acid significantly
reduces the postoperative blood loss in LR shunt surgeries.
The study could not find significant difference in the intrao-
perative and total blood loss or any difference in the
amount of blood products administered between the two
groups. Tranexamic acid did not have any effect on lienorenal
shunt patency

References
1 Wu C-C, Ho W-M, Cheng S-B, et al. Perioperative Parenteral Tranex-

amic Acid in Liver Tumor Resection. Ann Surg. 2006; 243(2):
173–180.

2 Wong J, El Beheiry H, Rampersaud YR, et al. Tranexamic Acid
reduces perioperative blood loss in adult patients having spinal
fusion surgery. Anesth. Analg. 2008; 107(5):1479–1486.

3 Ferraris VA, Brown JR, Despotis GJ, et al. 2011 Update to The
Society of Thoracic Surgeons and the Society of Cardiovascular
Anesthesiologists Blood Conservation Clinical Practice Guidelines.
Ann. Thorac. Surg. 2011; 91(3):944–982.

4 Goobie SM, Meier PM, Pereira LM, et al. Efficacy of Tranexamic Acid
in Pediatric Craniosynostosis Surgery: A Double-blind, Placebo-
controlled Trial. Anesthesiology. 2011; 114(4):862–871.

5 Dadure C, Sauter M, Bringuier S, et al. Intraoperative Tranexamic
Acid Reduces Blood Transfusion in Children Undergoing Craniosy-
nostosis Surgery: A Randomized Double-blind Study. Anesthesi-
ology. 2011; 114(4):856–861.

6 Yamasaki S, Masuhara K, Fuji T. Tranexamic acid reduces post-
operative blood loss in cementless total hip arthroplasty. J Bone
Joint Surg Am. 2005; 87(4):766–770.

Abstracts presented at WFSA BJA

ii465



7 Henry DA, Carless PA, Moxey AJ, et al. Anti-fibrinolytic use for mini-
mising perioperative allogeneic blood transfusion. Cochrane Data-
base Syst Rev. 2011;3:CD001886.

Paper No: 801.00

Efficacy of high-dose intravenous infusions
of esomeprazole and omeprazole in
reducing mortality and re-bleeding in
peptic ulcer disease: a retrospective cohort
study
John Song En Lee 1, Clarence Jian Jie Koh 1,
Ian Yew Jin Wee 2 and E-Lin Ooi 2

1Ministry of Health Holdings, Singapore, Singapore and
2Changi General Hospital

Introduction: Peptic ulcers account for about 48% of gastro-
intestinal bleeding episodes.1 Recurrent bleeding has been
identified as a risk factor for mortality,2 and proton-pump
inhibitors (PPIs) like esomeprazole and omeprazole, are com-
monly used to reduce the risk of re-bleeds. At identical doses,
esomeprazole achieves higher plasma concentrations than
omeprazole due to a lower first-pass metabolism and
slower plasma clearance.3 As such, esomeprazole, being
the active S-isomer of omeprazole, would be expected to
be significantly more effective than omeprazole in the treat-
ment of gastric acid-related disorders. In April 2009, our
institution’s parenteral drug of choice for the management
of patients with active bleeding peptic ulcers was switched
from omeprazole to esomeprazole.
Objectives: This study compared the efficacy of omeprazole
and esomeprazole in reducing the incidence of a re-bleed
after an initial peptic ulcer bleed, as well as the mortality
rates associated with the bleed.
Methods: In this retrospective cohort study, we identified
patients who had received .24 hours of treatment (intra-
venous bolus, followed by 8 mg/hour infusion) with omepra-
zole (April 2008 to March 2009) or esomeprazole (April 2009
to March 2010). Only patients with a documented peptic
ulcer bleed on first endoscopy were then reviewed. Patients
who died as a consequence of the bleed, and those who
underwent a second endoscopy within 72 hours that con-
firmed a re-bleed, were also identified.
Results: A total of 214 patients were reviewed, of which 129
patients had received omeprazole and 85 patients were
given esomeprazole. Twenty (15.5%) omeprazole recipients
and 19 (22.4%) esomeprazole recipients were required to
undergo a second endoscopic procedure (odds ratio [OR]
0.637; 95% confidence interval [CI] 0.317-1.281; p ¼ 0.211).
The bleeding-related mortality rates between the two treat-
ment groups were also similar: omeprazole 16.2% vs esome-
prazole 20.0% (OR 0.782; 95% CI 0.386-1.586; p ¼ 0.584).
Analysis of baseline patient demographics and comorbidities
did not find statistical differences between the omeprazole or

esomeprazole groups in terms of reducing the need for a
second endoscopy (p ¼ 1.29, 95% CI 0.273-1.180) or redu-
cing mortality (p ¼ 0.959, 95% CI 0.472-2.203).
Conclusion: No clinical differences were observed between
parenteral omeprazole and esomeprazole in bleeding-related
mortality rates or the incidence of re-bleeding. Follow up
studies could be performed to evaluate the efficacy of
‘pharmaceutically-equivalent’ dosages of the two agents
(e.g., omeprazole 8 mg/hour vs esomeprazole 4mg/hour).

References
1 Silverstein FE, Gilbert DA, Tedesco FJ, Buenger NK, Persing J. The

national ASGE survey on upper gastrointestinal bleeding. I. Study
design and baseline data. GastrointestEndosc1981; 27: 73–79.

2 Hsiu Chi-Cheng, Bor-Shyang Sheu. Intravenous proton pump inhi-
bitors for peptic ulcer bleeding: clinical benefits and limits. World
J Gastrointest Endosc 2011 Mar 16; 3(3): 49–56.

3 Morgner-Miehlke A, Petersen K, Miehlke S, Labenz J. Esomeprazole:
potent acid suppression in the treatment of acid-related disorders.
Esomeprazole: potent acid suppression in the treatment of acid-
related disorders. Expert Rev ClinImmunol. 2005 Nov; 1(4):511–27.

4 Lau James YW, Sung Joseph JY, et al. Effect of intravenous ome-
prazole on recurrent bleeding after endoscopic treatment of bleed-
ing peptic ulcers. The New England Journal of Medicine. 2000:343:
310–6.

Paper No: 806.00

Genetic polymorphism associated with
post-operative morphine consumption and
incidence of side effects
Aline Hajj 1, Nicole Naccache 2, Hisham Jabbour 2,
Renee Azzi 1 and Patricia Yazbeck 2

1 Department of Clinical Pharmacology and Pharmacokinetics,
Faculty of Pharmacy, Saint Joseph University, Beirut, Lebanon and
2 Department of Anesthesia and Critical Care,

Introduction: Management of acute postoperative pain is a
major issue. Only 25% of postoperative patients receive ap-
propriate treatment (1). To improve patient care, research
focuses on identifying predictors of acute pain and post-
operative use of analgesics (1,3). Genetic factors appear to
influence both sensitivity to pain and analgesic requirement
for effective pain control (4). The aim of this study was to
evaluate the influence of genetic factors on morphine (M)
consumption and incidence of side effects after major sur-
geries in Lebanese patients admitted to Hôtel-Dieu hospital.
Methods: Fourty-four patients undergoing orthopedic or ab-
dominal surgery were included in this prospective pilot study.
All had a standard GA using N2O, halogens, fentanyl and
muscle relaxant. They received (M) before extubation
(0.05-0.1mg/kg) followed by titration in the PACU until VAS? 3
and acetaminophen 1gr q6 IV for 48h. Patient Controlled Anal-
gesia (PCA) was started in PACU with 2mg/10mn for 48h with
possibility to raise bolus to 3mg/10mn if the VAS was ? 5. The
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cumulative 24 and 48hours dose of (M) and side effects were
noted. The protocol was approved by the local ethic committee
and all patients gave a written informed consent and were
genotyped for three single-nucleotide polymorphisms (SNPs)
in genes coding for mu-opioid receptor (c.118A.G, OPRM1),
catechol-O-methyltransferase (p.Val158Met, COMT) and
P-glycoprotein efflux transporter (c.3435C.T, ABCB1).
Results: No significant differences were detected in demo-
graphic characteristics of patients. Doses of (M) administered
were highly variable between patients, 10 to 137 mg per 24h
and 16 to 179 mg per 48h. The respective median doses were
44 mg and 65 mg. Univariate analysis showed that homozy-
gous patients TT with ABCB1 SNP consumed significantly less
morphine at 48h compared with heterozygous CT (p , 0,025)
and CC (p , 0,036) patients, but TT patients expressed more
nausea (p , 0,009). None of the demographics factors or
other SNPs was associated with postoperative morphine
dose requirements or adverse effects.
Conclusions: If these Results are confirmed on a larger
cohort, it will underline the importance of individualizing an-
algesic therapy and optimizing the medical treatment, in
terms of efficacy, safety and cost. A preoperative genotyping
could determine acute pain management strategies. Stand-
ard or minor analgesic treatment with good control of
nausea might be sufficient for homozygous TT patients,
while CC and CT patients would be ideal candidates for PCA
based on a "multimodal" analgesia.
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Paper No: 812.00

The effect of magnesium sulphate on the
speed of onset and quality of
neuromuscular bloking by cisatracurium
during induction of anesthesia with
priming method
Mohammadreza Ghodraty , Amiraziz Saif ,
Alireza Kholdebarin, Farank Rokhtabnak and
Alireza Pournajafian
Tehran University of Medical Sciences, Tehran, Iran

Introduction: During induction of anesthesia patients may
be at the risk of aspiration. If the onset and speed of muscu-
lar relaxation could be increased, risk will be decreased.
Objectives: In order to reach this goal, We studied the effect
of magnesium in the speed and quality of relaxation with
cisatracurium.

Methods: A prospective randomized study was designed with
88 patients in ASA class I & II. Patients were randomly
assigned to three groups. Group 1 received 100CC normal
saline (NS). And in Groups 2 & 3 magnesium sulfate 25 &
50 mg/kg was infused respectively during 10 minutes
before induction of anesthesia. Anesthesia was induced
with 5 mg/kg thiopental and 0.15mg/kg cisatracurium, with
priming method. Neuromuscular monitoring of ulnar nerve
with single twitch test was done until the responses to
twitches were disappeared. The times were measured.
After intubation anesthesia was maintained with 100 mg/
kg/min Propofol. The intensity of blockade was measured at
2, 5, 10, 15, 20, 25 and 30 min after intubation with PTC test.
Results: The onset of neuromuscular blockade in magnesium
sulfate 50 group was faster than the normal saline group.
The mean time of muscle relaxation in group 1, 2 & 3 were
226, 209 & 188 seconds respectively (p ¼ 0.047). The com-
parison of neuromuscular blocking intensity in groups was
Mg50. Mg25. NS in all times of evaluations, and this differ-
ence in the Mg50 group was significant (p , 0.05).
Discussion: Using magnesium sulfate before cisatracurium
during induction of anesthesia with priming method can in-
crease the speed of onset & intensity of neuromuscular
blockade by cisatracurium.
Conclusion: Although magnesium can speed up the effect of
cisatracurium but this increase isn’t enough for using cisatra-
curium in rapid sequence induction.
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Paper No: 921.00

Post succinylcholine prolonged
neuromuscular blockade. Case report
Valeria Grisolia Romero and Vı́ctor Castellano
Anesthesiologist. Former resident Nuevo Hospital Rı́o Fourth-year
resident in anesthesiology Nuevo Hospital Rı́o Cuarto San Antonio
de Padua. Córdoba- Argentina

Background: Succinylcholine is the only depolarizing muscle
relaxant used today because of its pharmacokinetic and
pharmacodynamic characteristics. It is metabolized by
plasma cholinesterase. A quantitative and qualitative alter-
ation of the enzyme changes the time of action of muscle
relaxant.
Objective: A case of prolonged neuromuscular blockade post
Succinylcholine and anesthetic management. Materials and
Methods: A male 58 years old entering to larynx scheduled
surgery for suspected tumor. Succinylcholine was used as a
muscle relaxant. After finishing surgery the patient pre-
sented a delayed anesthetic recovery, so it was suspected
the presence of atypical plasma cholinesterase as a differen-
tial diagnosis. In this situation remained hypnosis and mech-
anical ventilation.
Results: After 90 minutes without signs of neuromuscular re-
covery was decided the administration of fresh frozen
plasma, after which the patient regained spontaneous venti-
lation and were able to conduct a successful anesthetic re-
covery. Was performed a measurement of the level of
plasma cholinesterase that was below normal limits. Was
not confirmed the presence of atypical enzyme for not
having a dedicated laboratory.
Discussion: The presence of neoplastic disease is associated
with a reduction in plasma cholinesterase activity. There is
also a wide variability of genetic alterations that determine
the presence of an atypical enzyme. Treatment must
include mechanical ventilation of the patient and mainten-
ance of hypnosis. The use of fresh frozen plasma is a valid al-
ternative but controversial for treatment.
Conclusions: The presence of a low concentration of plasma
cholinesterase and / or atypical form is a differential diagno-
sis that the anesthesiologist should consider at prolonged
apnea after administration of Succinylcholine as muscle
relaxant.

Keywords: Succinylcholine; plasma cholinesterase; prolonged
neuromuscular blockade
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Effects of ulinastatin on hepatic enzyme
after hepatic resection
Sanghyun Kwak , Hongbum Bae, Cheolwon Jeong
and Seonghun Lee
Dept. of Anesthesiology and Pain Medicine, Chonnam Nat.
University Medical School, Gwangju, South Korea

Background: Urinary trypsin inhibitor (UTI) has been widely
used for the treatment of diseases including the dissemi-
nated intravascular coagulation, shock, and pancreatitis.
Since UTI synthesis is likely to be reduced in the patient
(pt) who had undergone the hepatic resection, the incidence
of inflammatory reaction may be increased accordingly. For
such pts, the increase of hepatic enzyme after operation
can reflect the liver damage. The purpose of this study was
to examine if ulinastatin can inhibit the increase of the
hepatic enzyme on the hepatic resection.
Methods: After receiving IRB approval, a retrospective chart
review was performed on 201 pts who underwent hepatic re-
section from 2006 to 2010. We divided the records into
control (n ¼ 69) group and ulinastatin (n ¼ 132) group,
according to the use of intraoperative ulinastatin, and com-
pared the preoperative and postoperative AST and ALT
levels between two groups. The number of pts who showed
more than 10 times elevation of AST or ALT levels after
surgery was compared between two groups. We examined
the relationship between LFT and prothrombin time (PT).
Results: The mean AST and ALT levels after liver resection were
significantly lower in ulinastatin groups compared with control
group. The numberof pts who showed more than 10 times eleva-
tion of hepatic enzymes after hepatic resection was significantly
higher in control group compared with ulinastatin groups
(21.7%v. 9.8%, p¼ 0.024). The relationship between LFT and PT
has shown that there exist a positive correlation (r¼ 0.5).
Conclusion: Ulinastatin can decrease the elevation of AST
and ALT level after hepatic resection.
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Paper No: 1105.0

General anesthesia for thyroid surgery:
comparison of remifentanil infusion with
nitrous oxide
Bülent Ozdogan , Nesil Coskunfirat, Gulbin Arici
and Ertugrul Ertok

Introduction: Routine use of Nitrous Oxide (N2O) has been
questioned in the recent years because of its established
toxicities and side effects 1,2. Alternative agents are avail-
able and remifentanil has gained popularity in this regard,
due to its similiar pharmacokinetics with N2O 3,4.
Objectives: The aim of our study is to compare the clinical
effectiviness and the side effects of intraoperative remifenta-
nil infusion and N2O.
Methods: After ethics commitee approval and obtaining
written informed consent, 75 patients udergoing thyroidect-
omy with desflurane-fentanil general anesthesia were ran-
domly allocated to three groups (N2O, remifentanil and
control). In the N2O-group flowmetre was set to give 2 lt/
min N2O and 1lt/min oxygen. In the remifentanil and control
groups flowmetres were set to give 2 lt/min air and 1lt/min
oxygen. In the Remifentanil group an infusion of 0.085 mcg/
kg/min remifentanil was started (This is an infusion rate that
will produce stable 2 ng/mL remifentanil whole blood concen-
tration4. This concentration makes a similiar degree of MAC re-
duction in desflurane as expected with 70% N2O4) . In the N2O
and control groups salin infusions were started. All of the other
anesthetic procedures were the same for all groups and for
extra analgesic needs fentanil was given in 0.001mg/kg
bolus doses as needed. Demographics; hemodynamics; time
to eye opening, place and time orientation; nausea/vomiting
and the drug doses; the first analgesic request time, and
doses; patient, surgeon and anesthetist satisfaction scores;
were recorded. Pain scores at resting, during neck movement
and caughing were recorded at every ten minutes after
extubation.
Results: Intraoperative maintanenece fentanyl doses(mg) for
N2O, remifentanil and control groups were respectively
0,05+0,06 vs. 0,07+0,06 vs. 0,11+0,08. Fentanyl dose
was significantly less than control group both in the N2O
and remifentanyl groups (p ¼ 0,01 and p ¼ 0,03,respective-
ly). There was no significant difference between N2O and
remifentanyl groups for the intraoperative maintanence fen-
tanyl doses (p ¼ 0,44). All other findings were unsignificantly
different between groups (p.0.05 for all).
Conclusions: We compared the clinical effectiviness and side
effects of Remifentanil infusion with N2O during thyroidect-
omy. There were no difference regarding the intraoperative
and postoperative analgesic use and side effects. Finding
good alternatives to nitrous oxide anasthesia may be an
important contribution to modern anesthesia practice.
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Paper No: 1113.0

Effect of morphine on lower urinary tract
discomfort related to transurethral
resection of prostate after general
anaesthesia
Ferdi Menda, Faruk Yencilek, Hakan Koyuncu,
Sibel Temur, Sevgi Bilgen and Ozge Koner
Yeditepe University, Anesthesiology Department

Introduction: Lower urinary tract discomfort (urge to void,
burning sensation and distress about the indwelling cath-
eter) after transurethral resection of the prostate (TURP)is a
common problem. Lower urinary tract discomfort (LUTD)
may be due to catheter related bladder discomfort, over-
active bladder symptoms or both after TURP (1,2).
Objectives: In this randomized, prospective study we evalu-
ated the effect of intravenous morphine on TURP related
LUTD.
Methods: 60 patients undergoing TURP were divided into two
equal groups (Group C: control group, Group M: morphine
group).Induction and maintenance of anesthesia were stan-
dartized in both groups. Patients in Group M received IV mor-
phine 0,04 mg kg-1 diluted in 100 ml normal saline whereas
Group C patients received 100 ml iv normal saline 20 mins.
before the expected extubation time. Paracetamol 1 gr ý.v.
was used for analgesia in group C. Patients in Group M
received morphine 0.01 mg kg-1 infusion during the 24
hours follow-up postoperatively, whereas patients in Group
C received normal saline which looked identical to morphine.
The incidence and severity of LUTD, pain (Numerical Rating
Scale -NRS-), sedation level (Ramsay sedation scale), post-
operative nausea and vomiting (PONV) and respiratory de-
pression were recorded as soon as the patient became
cooperative and 1,2,6,12 and 24 hours after the operation.
Fisher’s exact test, students t test and Mann Whitney U
tests were used.
Results: The incidence of LUTD was lower in group M at all
measurement times(p , 0.05) except for 2 hours postopera-
tively. The severity of LUTD was lower in group M at 0, 12 and
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24 hrs postoperatively(p ¼ 0.001; p ¼ 0,04; p ¼ 0,02 respect-
ively). Pain scores were lower in Group M at 0 (p ¼ 0,003) and
6. hrs (p , 0,001). PONV incidence was higher in group M
patients (p ¼ 0.03). The incidence of pruritus, respiratory
depression, oversedation were similar among the groups.
Conclusion: Alleviating the lower urinary tract symptoms
after TURP by morphine may be due to its inhibitory effect
on bladder contractions which is the mainstay of overactive
bladder and CRBD therapy (3,4). We conclude that morphine
is an effective and safe drug reducing lower urinary tract
discomfort after TURP.
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Paper No: 1149.0

Sugammadex reversal of
rocuronium-induced blockade significantly
reduces time to patient being operating
room discharge ready versus neostigmine
or placebo
Götz Geldner 1, Niels Rahe-Meyer 2, Martine Prins 3,
Hein Fennema 3 and Tiffany Woo 3

1 Klinikum Ludwigsburg, Academic Teaching Hospital University
Heidelberg, Germany2 Hannover Medical School and Franziskus
Hospital, and 3 Merck Sharp & Dohme Corp., Oss, The Netherlands

Introduction: The selective relaxant-binding agent sugam-
madex provides significantly more rapid reversal of deep
rocuronium-induced neuromuscular blockade (NMB) vs neo-
stigmine[1] or placebo[2]. Here it was investigated whether
rapid recovery translates to reduced time to patients being
considered ready for operating room (OR) discharge.
Objectives: Times to patients being ready for OR discharge
were evaluated in three active-or placebo-controlled
studies assessing sugammadex reversal of deep rocuro-
nium-induced blockade[2-4].
Methods: Time from study drug administration to the patient
being considered ready for OR discharge was assessed as a
secondary endpoint in three studies (n ¼ 96, n ¼ 131 and
n ¼ 130) in which sugammadex 4.0 mg/kg was administered
at a target of 1–2 post-tetanic counts (PTC) after last rocur-
onium dose. The respective comparators were: (1)

neostigmine 50 mcg/kg administered with glycopyrrolate
10 mcg/kg, according to institution standard practice
(primary endpoint was train-of-four (TOF) ratio at extuba-
tion)[4]; (2) neostigmine 50 mcg/kg administered with atro-
pine 10 mcg/kg at moderate NMB (reappearance of T2)[3];
and (3) placebo administered at deep NMB (1–2 PTC)[2].
Primary endpoint for the latter two studies was time from
study drug administration to recovery to TOF ratio 0.9.
Protocol-specified timepoints of sugammadex and neostig-
mine administration differed as neostigmine is not effective
when administered during deep blockade[1].
Results: In each study, geometric mean time to patient
being considered ready for OR discharge was significantly
faster with sugammadex administered at 1–2 PTC than
with comparator (Table): times were (1) 1.3-fold faster vs
neostigmine administered according to institution practice
(p ¼ 0.0113); (2) 1.4-fold faster vs neostigmine administered
during moderate NMB (p ¼ 0.0004); and (3) 13.3-fold faster
vs placebo given during deep NMB (p , 0.0001).

Conclusion: When sugammadex 4.0 mg/kg was administered
during deep rocuronium-induced NMB, there was a signifi-
cantly shorter time between study drug administration and
patient being considered ready for OR discharge, compared
with neostigmine (administered according to institution
practice or during moderate NMB) or placebo (during deep
blockade). This potential time-saving could impact positively
on effective use of current OR resources.
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Table: Geometric mean (95% CI) time (min) from study drug
administration to patient being considered OR discharge ready

Sugammadex Neostigmine

n ¼ 50 n ¼ 46

1) Sugammadex at 1-2 PTC vs
neostigmine according to
institution practice

14 (12-16) 18 (16-20)

Sugammadex Neostigmine

n ¼ 66 n ¼ 65

2) Sugammadex at 1-2 PTC vs
neostigmine at reappearance of
T2

13 (11-15) 18 (16-21)

Sugammadex Placebo

n ¼ 69 n ¼ 61

3) Sugammadex at 1-2 PTC 7 vs
placebo at 1-2 PTC

(6-10) 99 (89-111)
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Paper No: 1173.0

The effects thiopental on neural tube
development in early stage of chick
embryos
Gokhan Inangil , A.Erturk Yedekci , Hakan Cansiz,
Huseyin Sen and Sezai Ozkan

Introduction: Neural tube defects (NTD) are the most
common birth defect after congenital heart defects. The eti-
ology of NTD is more complex and plays a role in both genetic
and environmental factors. The aim of our study is to deter-
mine the effects of thiopental on NTD.early chick embryos by
examining histopathologically.
Case presentation: The aim of this study is to demonstrate
the effect of thiopental in early stage chick embryos on
neural tube development. One hundred specific pathogen-
free (SPF) chick eggs were used to investigate the neurula-
tion. SPF eggs were invastigated in four groups. All of the
groups were incubated at 37,2+0,1 8C and 60+5 % relative
humidity for 30 hours and the eighth stage of the embryonic
development as defined by Hamburger and Hamilton, was
reached. At 30th hour, group A (control group) (n ¼ 25) was
administered in ovo 0,1 ml saline (%0,9 NaCl) and the
other groups were administered same volume of thiopental
calculated in increasing dosages for 2 mg/kg, 4 mg/kg,
8 mg/kg for each egg with concentrations of 0,14 mg/
0,1 ml Group B (n ¼ 25), 0,28 mg/0,1 ml Group C (n ¼ 25),
0,58 mg/0,1 ml Group D (n ¼ 25) respectively. At the end of
72 hours all of embryos were extracted from eggs and they
underwent pathological examination with hematoxilen
eosine. While the groups A and B showed no neural tube
defects, totally six defective embryos were detected in the
groups C and D (two in group C and four in group D). Our
Results suggested that thiopental caused neural tube
closure defects when injected at supratherapeutic dosage
levels. However further studies and different models are
needed for its role in neurulation.
Conclusion: If Thiopental is used in the first months of preg-
nancy, during the organogenesis continues, we think it may
have adverse effects on the newborn’s development of the
nervous system. However, to demonstrate fully the effect of
thiopental on development of the nervous system further
studies and different models of the embryos are needed.
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Paper No: 1188.0

Systemic toxicity with ropivacaine: in
reference to a clinical case
Sara Tomé , Inês Carvalho and Patrı́cia Oliveira
Centro Hospitalar de Lisboa Ocidental, Lisboa, Portugal

Introduction: Signs and symptoms of local anesthetic (LA)
systemic toxicity are exhibited at the level of central
nervous system and cardiovascular system, being the first
the target of the most frequent toxic replies. Early neuro-
logical symptoms such as gustative and/or visual symptoms,
changes in the state of consciousness, disturbance, convul-
sions and coma can coexist with cardiac arrhythmias of dif-
ficult reversal or cardiovascular breakdown, eventually
culminating in death.1 One of the main mechanisms
involved in the LA toxicity is the increase of plasmatic con-
centration of these drugs in a short period of time, what
can occur due to intravascular inadverted injection or
higher absorption than expected either in certain routes of
administration or overdose.2
Clinical case: Male patient, 57 years old, proposed to diag-
nostic arthroscopy of the left knee. Medical history of hyper-
tension, type 2 diabetes, chronic obstructive pulmonary
disease and anxiety. Weight: 86 kg. Without changes at
medical examination, analyses, chest x-ray or ECG. After
standard monitoring ultrasound-guided single shot femoral
nerve block and subgluteal sciatic block were performed,
using a total dose of 40mL of Ropivacaine 7,5mg/mL,
without complications. About 10 minutes after the block-
ades, the patient started sudden psicomotor restlessness,
mental confusion with aggressiveness, visual hallucinations,
perioral torpidity, disarticulation and bilateral amaurosis ac-
companied by hypertensive crisis and tachycardia. The
surgery was postponed and the patient was transferred to
Recovery room for constant cardiorespiratory and neurologic
monitoring. Acute cerebrovascular and psychiatric pathology
were ruled out. He remained haemodynamically stable and
eupneic, without the need of ventilator support. One hour
and a half after the beginning of the symptoms, these
start to fade away.
Discussion and Conclusions: In spite of taking all precau-
tions, there is always a small amount of LA that reaches
other organs, being the symptoms mainly neurological,
with or without cardiovascular involvement. Despite the se-
curity given by echographic technique, the maximum recom-
mended doses should always be respected (in this case was
exceeded) due to the risk of happening systemic toxicity. In
these case, the patient should stay under unremitting cardio-
vascular and neurologic monitoring, must be vigorously
hydrated and lipid rescue should be available. Treatment
may be supportive and symptomatic, but it may be
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necessary to guarantee an advanced airway or even try to
reverse a cardiopulmonary arrest, reasons why an intubation
set and emergency drugs should be prepared and near the
patient.

1 Clinical Anesthesia, 2009; Section IV, 21: 542–545.

2 Miller’s Anesthesia, 2010; 30: 923–924, 931–934.

Paper No: 1197.0

Does oral clonidine premedication in
hypertensives & normotensives improve
the hemodynamic stability during
intubation?
Gundappa Parameswara , Shalini Krishna,
Monica Gupta and Hanuman K Murthy
Senior Consultant in Anaesthesia, Manipal Hospital, Bangalore,
INDIA

Laryngoscopy and orotracheal intubation are associated with
haemodynamic changes due to sympathetic stimulation
which can be attenuated by a variable combination of drugs.
Clonidine, an alpha-2 adrenoceptor agonist, is known to sup-
press hemodynamic response to intubation. Whether, this
suppression is similar in hypertensive patients as compared
to normotensive patients is not clear. We therefore studied
hemodynamic responses in hypertensives & normotensives
during intubation with oral clonidine premedication.
Methods: 80 of ASA grade 1 & 2 patients were assigned ran-
domly into one of the following groups normotensive control
(N), normotensive clonidine (NC), Hypertensive control (HT),
Hypertensive patients clonidine (HTC). Hemodynamic para-
meters like Heart rate (HR), systolic blood pressure (SBP), dia-
stolic blood pressure (DBP) and mean arterial pressure (MAP)
were recorded before induction, before intubation (baseline),
and each minute after intubation for the first 10 minutes,
and thereafter every 5 minutes for the first 30 minutes.
Data was analyzed by using ANOVA, multiple paired t-tests
Student’s t-test, and Chi-square test.
Results: In Normotensive group (N & NC), the hypertensive
responses to intubation were attenuated in the clonidine
group as compared to the control group (P , 0.01). There
was a significant difference with respect to SBP, DBP & MAP
between the two groups normotensive group (p , 0.05). In
hypertensives group (HT & HTC) clonidine group showed exa-
cerbated haemodynamic changes as evidenced by wide fluc-
tuation in SBP (increase by 55+28vs38+23 mmHg, p ¼ 0.04),
DBP ((increase by 31+14vs24+6 mmHg, p ¼ 0.16) and MAP
(increase by 39+19vs27+18 mmHg, p ¼ 0.04), seen after in-
duction and intubation. Further analysis was done by cross-
comparing the two control groups (NvsHT) and two clonidine
groups (NCvsHTC). There was a no significant difference in
the hemodynamic responses between the control groups.

Comparison of clonidine groups showed exaggerated re-
sponse in hypertensives (increased by 55+28mmHg) when
compared to the normotensives (increased by 55+28mmHg
Vs 32+14, P ¼ 0.05). There was no significant difference in
the HR among the groups (p ¼ 0.22)
Discussion: The exaggerated pressor response seen in hyper-
tensives who received clonidine may be because, the dosage
of clonidine was too low (1.75ug/kg) to cause any hypoten-
sive effects in hypertensive patients who already might
have had presynaptic á-2 receptor desensitization because
of increase in the basal catecholamine levels.1 Also, the
low doses of clonidine could have potentiated the pressor
responses caused by increased release of catecholamines
known to occur in hypertensive patients following
stimulation.2
Conclusion: We conclude that oral premedication with cloni-
dine 100 mg attenuates the haemodynamic responses to in-
tubation in normotensives, but in hypertensives it seems to
exaggerate the pressor responses.
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Paper No: 1201.0

Local infiltration analgesia in hip
arthroplasty : A pharmacokinetic study
of ropivacaine
Fatin Affas 1, Per Wretenberg 2, Staffan Eksbory 3

and Carl-Olav Stiller 4

1 Department of Anaesthesiology and Intensive Care,Karolinska
institute, Sweden, 2 Department Molecular Medicine, section of
3 Department of Women’s and Children’s, and 4 3Department of
Medicine, Clinical Pharmacology Unit,

Introduction: A recently developed and increasingly
popular method for postoperative analgesia following
total hip arthroplasty(THA) is Local Infiltration Analgesia
(LIA) with ropivacaine, ketorolac and epinephrine. This
method is considered to have certain advantages, which
include administration at the site of traumatized tissue,
minimal systemic side effects, faster postoperative mobil-
ization, earlier postoperative discharge from hospital and
less opioid consumption. One limitation, which may
prevent the widespread use of LIA is the lack of informa-
tion regarding plasma concentrations of ropivacaine,
which may cause cardiac arythmias.
Objectives: The aim of this academically initiated study was
to detect any toxic or near-toxic plasma concentrations of
ropivacaine following LIA after THA.
Methods: Fifteen patients scheduled for primary total hip
arthroplasty under spinal anesthesia, received local
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infiltration analgesia with a mixture of ropivacaine 200 mg,
ketorolac 30 mg and epinephrine 0.5 mg. Total and free
plasma concentration of ropivacaine was quantified by
liquid chromatography- mass spectrometry (LC-MS). In add-
ition, since ropivacaine has been shown to bind to alpha 1
glycoprotein, this protein was analyzed as well.

Results: The maximal ropivacaine plasma level was detected
during the first 2-4 hours after infiltration. In the first five
patients analyzed, none had potentially toxic plasma levels.
Conclusion: Since the maximal ropivacaine level following
LIA is detected around 2-4 h after infiltration, cardiac moni-
toring should cover this interval.
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REGIONAL ANAESTHESIA AND ACUTE PAIN

(The names of the authors presenting each paper are shown in bold type)

Paper No: 30.00

Study on prophylactic impact of
ondansetron IV on intrathecal
fentanyl-induced pruritus
Seyed Saed Jahanbakhsh and Soha Bazyar
Anesthetics Department of Emam-reza Hospital, Mashhad
University of Medical Sciences (MUMS)

Introduction: Adding opioids to local anesthetic solutions
leads to enhanced anesthesia and provide postoperative
analgesia.Spinal opioids have some side effects,though.One
of them is pruritus.Ondansetron(5HT3-receptors agonist)
has whelming effect on itching.
Objective: We designed a randomized, double-blinded,
placebo-controlled study to evaluate prophylactic impact of
ondansetron (IV) on intrathecal fentanyl-induced pruritus.
Methods: 207 ASA I-II-III patients candidate for pelvic or
lower limb operations had undergone spinal anesthesia
(10–15mg hyperbaric bopivacain and 25 f Ýg fentanyl intra-
thecal) and were divided randomly into two groups: Case
(ondansetron 8mg IV) and Control (normal-salin 2cc IV). Sys-
tolic blood pressure, pulse rate and side effects were docu-
mentated in 5 min,10 min,30 min,60 min and every one
hour till 6 hours after operation.Pationts were asked about
existence, severity and site of pruritus 2 and 6 hours after
operation.
Results: Incidence of pruritus was 60% and 34%, respective-
ly, in placebo group and Ondansetron group. 6% in Ondanse-
tron group and 18% in placebo group had sever itching. 94%
of patients with itching in placebo group had pruritus in der-
matoms above T6, but 73% of patients with itching in
Ondansetron group had pruritus in dermatoms T6–L1.The in-
cidence of PONV was 38% and 10%, respectively, in placebo
and Ondansetron group.The incidence of PONV in placebo
group was higher (P,0.05).The incidence of other side
effects were same in both group.
Conclusion: Ondansetron reduces the incidence and severity
of interathecal fentanyl-induced pruritus (specially in derm-
toms T6–L1) and PONV. However, it makes no change in sys-
tolic blood pressure, pulse rate, block time, painless duration
and incidence of urinary retention and backache.

Paper No: 53.00

Ketamine as adjunct to bupivacaine in
paravertebral analgesia for breast Surgery
Krithika Krishnan
All India Institute Of Medical Sciences

Introduction: Paravertebral block (PVB) given prior to induc-
tion of general anaesthesia (GA), for breast surgery is
known to provide improved intra-operative and post-
operative analgesia, decreased incidence of nausea and
vomiting, reduced surgical stress response and improved
patient satisfaction.1 Adjuvants like fentanyl and clonidine
have already been used along with local anaesthetic in the
paravertebral space for breast surgery and have been found
to prolong the duration of analgesia.2 Background and
Objectives. This study was conducted to evaluate the effect
of addition of ketamine to bupivacaine in paravertebral anal-
gesia in patients undergoing Modified Radical Mastectomy
(MRM) under General Anaesthesia (GA).
Methods: This was a double blinded prospective randomized
control trial. 40 ASA I and II patients scheduled for MRM were
randomly allocated into two groups: Group A who received
single shot Thoracic Paravertebral Block (TPVB) at T4 level
with 0.3mlkg-1 0.25% bupivacaine prior to induction of GA;
Group B who received ketamine 0.5mgkg-1 in addition to
0.3mlkg-1 0.25% bupivacaine in the paravertebral space.
Balanced anaesthesia technique for surgery was used in
both the groups. Intra-operatively, rescue analgesia was pro-
vided with fentanyl 2mcgkg-1; post-operatively all patients
were provided with Patient Controlled Analgesia (PCA) with
morphine.
Results: Intra-operative fentanyl consumption was less in
Group B (32+27.644) as compared to Group A
(37.5+31.43), but this was not statistically significant
(p¼0.56). 24 hours cumulative post-operative morphine con-
sumption was also found to less in Group B (17.95+ 10.4)
compared to group A (23.45+ 16.656), but this was also
not statistically significant (p¼0.218).
Discussion. In the present study, ketamine, as an adjuvant to
local anaesthetic in the thoracic paravertebral space, did not
significantly potentiate the efficacy or duration of analgesia
of bupivacaine. Single-injection PVB at T4 level was found

British Journal of Anaesthesia 108 (S2): ii474–ii535 (2012)
doi:10.1093/bja/aer489

& The Author [2012]. Published by Oxford University Press on behalf of the British Journal of Anaesthesia. All rights reserved.
For Permissions, please email: journals.permissions@oup.com



to be an equally suitable alternative to GA in women under-
going breast surgery by Pusch et al; while multi-segmental
spread of local anaesthetic in the paravertebral space follow-
ing a single shot PVB has been confirmed by Saito et al.3,4
And this multi-segmental spread is facilitated by nerve
stimulator guided technique.4 Hence we used nerve stimula-
tor guided technique. No incidence of any side effect was
observed in our study. This might be attributed to the
enhanced safety associated with nerve-stimulator guided
technique.
Conclusion: In conclusion, addition of 0.5mgkg-1 ketamine
to 0.3mlkg-1 0.25% bupivacaine in TPVB for MRM decreases
24 hours post-operative morphine consumption by 5.5mg,
but this is not statistically significant.
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Paper No: 116.00

Thoracic paravertebral block vs.
transversus abdominis plane block in major
gynecological surgery. A prospective,
randomized, controlled, observer
blinded study
Andrey L. Melnikov Steinar and
Bjørgo Ulf E. Kongsgaard
Division of Anesthesia and Intensive Care Medicine, Oslo
University Hospital, Rikshospitalet-Radiumhospitalet, Norway

Introduction: Patients undergoing major abdominal surgery
often receive an epidural infusion for postoperative anal-
gesia. However, in some clinical situations where epidural an-
algesia is contraindicated or unwanted, the systemic
administration of opioids is the usual means used to relieve
postoperative pain. Various regional analgesia techniques

used in conjunction with systemic analgesia have been
reported to reduce the cumulative postoperative opioid con-
sumption and opioid-induced side-effects.
Objective: The objective of this prospective, randomized con-
trolled trial was to assess the effectiveness of transversus ab-
dominis plane block and paravertebral block in woman
undergoing major gynecological surgery.
Methods: We analyzed 58 patients who were all equipped
with a patient-controlled postoperative analgesia pump
(PCA) that delivered ketobemidon. In addition, some patients
were randomized to either receive a bilateral transversus ab-
dominis plane block (n¼19) or bilateral paravertebral block at
the level of Th10 (n¼19). Both blocks were performed pre-
operatively as single-injection of bupivacaine (1.875 mg/kg).
Postoperative pain scores at rest and while coughing, cumu-
lative ketobemidon consumption and PONV scores were
assessed by a blinded observer at 2, 4, 6, 24 and 48 hours
postoperatively.
Results: Both methods of inducing block were associated with
significant reductions in pain score and cumulative opioid con-
sumption throughout the study period compared to the
control (PCA only) patients. PONV scores were low in all
groups, but during the early postoperative period (6 hours)
more control group patients needed antiemetics compared
to the treatment groups. No complications were registered.
Conclusion: Both transversus abdominis plane block and
paravertebral block can be used as effective analgesia
adjuncts in woman undergoing major gynecological
surgery. Although in our study thoracic paravertebral block
appeared to be more effective than transversus abdomins
block, the later performed under ultrasound guidance
seems to be more controlled and safe alternative.

Paper No: 130.00

Pharmacokinetics and clinical study
of different concentrations of epidural
ropivacaine for labor analgesia
Fatma Abdelaal
Fatma Abdelaal assiut university hospital/ assiut/ egypt

Background and Objectives. Effective pain relief and minimal
motor block are the necessary ingredients of an ideal epi-
dural block for labor analgesia (1) :. Bupivacaine is the
most commonly used local anesthetic agent for this
purpose. The search for alternatives with less central
nervous system and cardiovascular toxicity than bupivacaine
has resulted in the production of two relatively new amide
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local anesthetic agents, namely ropivacaine and levobupiva-
caine (2). There are fewer data available on the addition of
fentanyl to ropivacaine for epidural infusions for labor anal-
gesia when using ropivacaine in different concentrations
with and without the addition of fentanyl (3). Ropivacaine
is used in concentrations of at least 0.2%, with or without
opioids, for labor epidural analgesia. Smaller concentrations
of ropivacaine (0.08%– 0.125%), administered via a patient-
controlled epidural analgesia (PCEA) device, were found to be
effective, providing both a decreased motor block and risk of
toxicity (4). The aim of our study is to investigate the plasma
concentrations of ropivacaine and to assess maternal and
fetal outcomes after extradural injection of different concen-
trations of ropivacaine for analgesia of labor pain as well as
the analgesic efficacy, sensory, motor dealing out and ma-
ternal outcome.
Methods: Methods: 60 ASA physical status I or II parturients
with singleton fetus in vertex presentation were divided into
3 groups (20 parturients each) and received ropivacaine 0.2%
(group I), ropivacaine 0.15% with fentanyl 2 mg/ml (group II)
or ropivacaine 0.1% with fentanyl 2 mg/ml (group III) epidu-
rally. Visual Analogue Scale (VAS), heart rate (HR), mean
blood pressure (MBP), arterial blood gases (ABG), sensory
and motor levels were recorded while the parturient is in
the supine position with a 30? wedge under the right hip to
allow a left lateral tilt. Maternal and umbilical venous blood
samples were withdrawn to assess plasma ropivacaine con-
centrations at 20 minutes, 1 hour, at delivery.
Results: All solutions provided effective analgesia during
labor, with all groups requiring similar numbers of top-up
doses. No statistically significant differences in the mean
values of VAS, HR, MBP, and ABG, sensory or motor levels
were found among the 3 groups at all investigated time
intervals. Maternal and fetal outcomes and patient satisfac-
tion were similar among groups. Maternal venous plasma
concentrations of ropivacaine were greater in the first
group compared with other groups.
Conclusion: We conclude that decreasing concentrations of
epidural infusion of ropivacaine to 0.15% or 0.1% can
provide adequate analgesia during labor, and the addition of
fentanyl 2 mg/ml to the smaller concentrations can improve
analgesia to a quality similar to ropivacaine 0.2% alone.

Keywords: Epidural analgesia; Obstetrics; Ropivacaine;
Fentanyl

Paper No: 165.00

Spontaneous Cerebrospinal Fluid Fistula
Jairo Moyano and Liliana Suárez Aguilar
Hospital Universitario Santa Fe de Bogotá

Introduction: Spontaneous intracranial hypotension syndrome
is a side condition to the loss of cerebrospinal fluid resulting
from congenital malformations affecting the dura mater,

generating fistulas. The main feature is orthostatic headache.
It is diagnosed on the basis of clinical findings and cerebral
magnetic resonance imaging, nuclear cisternogram and myelo-
gram, which is most useful to identify fistulaes (1). Due to po-
tential multiple dural defects, the treatment selected
(epidural blood patch, percutaneous fibrin glue therapy or the
surgical repair of dural defects) may be insufficient due to an
inaccurate spotting of dural defect(s).

Case 42 year-old male patient, caucasian, 6 ft 2 in tall,
weighs 99 kg. Reasons for consultation were frontal head-
ache, neck stiffness, cervicalgia (10/10) at a standing position
and emesis during four weeks, which disappears in supine
position. Initial MRI of the brain revealed cerebral venous
sinus thrombosis and bilateral subdural hematomas. Physical
examination: Glasgow 15/15, vital signs within normal limits,
muscle cervical spasm and suboccipital pain. Diagnosis:
Spontaneous intracranial hypotension syndrome? As head-
ache persisted; cerebral magnetic resonance imaging,
showed herniation of the amygdales and left transverse
sinus thrombosis. A myelogram and a CT scan were per-
formed. As a result, a 20 ml blood patch was performed at
L1–L2, using fluoroscopy and epidurogram to provide loca-
tion. Patient was able to take a standing position, but 48
hours after the procedure he suffered from headache,
leading to a second epidural blood (15ml) patch at the pre-
views level with trasient recovery for 24 hours; hence, a
nuclear cisternogram was performed showing CSF leaks at
C7–T1. A new blood patch was performed (2 days after the
second blood patch), after which patient reported 70% recov-
ery. Patient was subsequently discharged. He returned when
symptoms reappeared. Bilateral laminectomy at the C8 root
exit and fistula correction were performed, after which he
evolved with minimal headache.
Discussion: This case reveals the usefulness of nuclear cister-
nogram in diagnosis and treatment. The consequences of
spontaneous CSF fistulae include the risk of meningitis, a
fact that calls for a fast, accurate treatment. For this
patient, the most efficient means of diagnosis was nuclear
cisternogram with a contrast medium, which made it pos-
sible to get a view of the fistulae.
Conclusion: Nuclear cisternogram guides the performance of
a blood patch or surgical repair by increasing their effective-
ness, and it is recommended as a first line diagnostic tool.

Keywords: Myelogram; blood patch; headache; Colombia

Paper No: 193.00

Accidental catheterization of the epidural
venous plexus: tomographic analysis
Mariano Souza , Marco Antonio Jogaib ,
Elialba Cascudo, Rodrigo Costa and
Adriana Demoner
Hospital Redional do Gama, Gama, Distrito Federal, Brazil.

BJA Abstracts presented at WFSA

ii476



Introduction: Unintended epidural vein injury complicates as
many as 9 % of lumbar epidural catheter placements. If un-
recognized, the consequences of intravascular local anes-
thetic administration can be life-threatening, including
seizures, cardiovascular toxicity and cardiovascular colapse.
Objective: The purpose of this report is to describe a case of
accidental catheterization posterior epidural venous plexus
and its registration with computed tomography with injec-
tion of iodinated nonionic contrast through the epidural
catheter.
Mehods - Case report: Patient aged 63 years, physical status
II (ASA), underwent conventional cholecystectomy under
general balanced anesthesia and epidural. In the left
lateral position was performed puncture of the epidural
space between T11 and T12, with the loss of resistance
test positive and negative aspiration for blood or spinal
fluid, using a 16G Tuohy needle with the bevel oriented
cephalad portion. After the puncture, given 3cc of 2% xylo-
caine with epinephrine, as has not been observed changes
in heart rate or electrocardiographic trace was followed by
injection of 20ccl of ropivacaine 0.5%, and then proceeded
to introduce 16G epidural catheter with the purpose of post-
operative analgesia. After the introduction of the catheter,
the aspiration of liquid reflux was observed with a small
amount of blood. Fixed catheter skin, and with the patient
in the supine position was held then balanced general anes-
thesia with propofol, fentanyl and sevoflurane. Surgical pro-
cedure was uneventful. At the end of the surgery
performed by the new aspiration catheter, when there was
again blood reflux. Given 3cc xylocaine with epinephrine
through the catheter, and then observed a 40% increase in
heart rate. After the surgery, the patient was extubated.
Lucid and oriented, and spontaneous ventilation, was re-
ferred to the radiology sector. Directed spiral computed tom-
ography with injection of iodinated nonionic contrast 4cc by
epidural catheter. Analysis of images reveals the path of the
catheter from the skin to the epidural space. By way of con-
trast injection was possible to observe the internal epidural
venous plexus anterior and posterior. Identified the interver-
tebral vein from its origins in the intervertebral foramen to its
confluence with the azygos vein. Performed at catheter
removal without complications. The patient had good clinical
outcome.
Conclusion: The incidence of the catheterisation procedure
epidural venous plexus can occur even when complied with
the procedures recommended. You can document the
actual placement of the epidural catheter and the occur-
rence of venous catheterization using helical computed tom-
ography with injection of iodinated nonionic contrast
through the catheter.
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Paper No: 220.00

Postoperative subdural analgesia with
tramadol vs morphine in intertrocanteric
fracture of hip
Edgar Omero and Ortega Ortega
Postoperating Analgesia Subdural With Tramadol Versus Morphine
In Hip Fracture IntertrocantéRica.

Introduction: The present work is a controlled clinical trial in
phase IV of investigation whose objective was to evaluate
the post operating analgesia by Tramadol, as well as its dur-
ation an intensity with identification of undesirable effects, in
comparison with Morphine, both applied by subdural route
and in combination with anaesthetic premises. The research
was conducted in a universe of patients who were put under
surgery for intertrocanteric fracture of hip.
Methods: It was conducted a randomized, prospective, de-
scriptive and inferential simple blind person study to 100
patients announced for elective surgery in the “Arnaldo
Milián Castro “ hospital in the included/understood period
from January 2008 to December 2009, the sample was
divided in two groups 50 patients each one. Group T: Trama-
dol 20mg+Bupivacaina 5mg+Hyperbaric Lidocaina 80mg.

Group M: Morphine 0.2 mg+Bupivacaina 5mg +
Hyperbaric Lidocaina 80mg
Results: Related to the duration of the post operating anal-
gesia, one was that it was similar in both groups, Group M
(Morphine) with an average duration of 18+4.5 hours and
group T( Tramadol) with an average duration of 18+3.6
hours, In reason of these results the patients required
rescue analgesia, which has been considered insufficient
analgesia.
Discussion: The hemodynamic behaviour was similar in both
groups, it did not appear marked hypotension in any patient,
neither was necessary to use vasopresors in any case due to
a very important factor as intra vascular filling before the
subdural blockade. However, group T (Tramadol) showed a
notably smaller incidence of adverse reactions in comparison
with group M (Morphine). The amplitude of dose rank of
Hyperbaric Lidocaine associated with Bupivacaina enhances
the anaesthesias duration and the necessary post operatory
analgesia in order to provide comfort for as long as the
required time of hospitalization without showing neurologic-
al symptoms that could suggest adverse effects.
Conclusion: This clinical trial demonstrated that the Trama-
dol is an excellent alternative analgesic by subdural route
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and must be catalogued as a new anaesthetic technique in
combination with anaesthetic premises in elderly patients
with intertrocanteric fracture of the hip since besides offering
duration of an acceptably lasting post operating analgesia of
up to twelve hours, with a good hemodynamic stability has
less adverse reactions than Morphine.
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Paper No: 221.00

Comparison between intrathecal morphine
combined with IV-fentanyl PCA and
thoracic epidural PCA in patients
undergoing gastrectomy
Jeong Min Kim and Bon-Nyeo Koo
Department of Anesthesiology and Pain Medicine, |nAnesthesia
and Pain Research Institute, Yonsei University College of Medicine

Background. Patient-controlled epidural analgesia is widely
used because of its excellent pain relieving effect even with
small amount of opioids. ? However, for patients undergoing
gastrectomy, it must be done via thoracic epidural space
which is known to be most difficult and also consumes a
lot of time, causes discomfort and many side effects by the
catheter itself. ? Meanwhile, intrathecal morphine and
IV-fentanyl patient controlled analgesia has been proved to
provide effective pain relief for patients undergoing many
types of surgery ? Above all, intrathecal injection is easy
and has less complication because it is usually done via
L3–4 or L4–5. ? There is no study yet comparing the
analgesic effect between patient-controlled thoracic epidural
analgesia (PCEA) and intrathecal morphine+IV patient-
controlled analgesia with fentanyl (ITM-IVPCA) for patients
undergoing gastrectomy. ? Therefore, the aim of this study
is to compare the analgesic effect and side effects
between these two methods.
Methods: Materials ? 60 patients(.20yrs,ASA I/II) undergo-
ing gastrectomy due to gastric cancer were included and
randomly allocated into ITM-IVPCA (IT group) or PCEA
group(EP group) ? Methods ? IT group: Intrathecal adminis-
tration of morphine 0.3mg at L3/4 level before induction. IV
PCA (fentanyl 20§}/kg, 5 mL/hr, blous 0.5mL, LOT; 15 min)
and ramosetron 0.3mg IV during peritoneal closure. ? EP
group: Epidural catheter insertion at T8/9 or T9/10 level and

administration of 0.2% ropivacaine 5ml through epidural
cathter before induction. PCEA(0.2% ropivacaine 250mL+
fentanyl 20§}/kg 5 mL/hr, bolus 0.5mL, LOT; 15 min) and
ramosetron 0.3mg IV during peritoneal closure. ? Assess-
ments Subjective discomfort during procedure, procedure
time, pain score until 48hrs after surgery (NRS) and adverse
effects (nausea and vomiting, pruritus, sedation).
Results: There are no difference in analgesic effect between
the IT group and the EP group. However, the 95% confidence
interval of the median treatment differences regarding NRS
scores at rest on the first postoperative day failed to demon-
strate non-inferiority of the ITM-IVPCA. ? The procedure for
Intrathecal injection takes shorter time and makes patients
more comfortable compared to that for epidural catheter in-
sertion. ? The IT group shows more nausea and sedation, but
there are no significant differences in vomiting, pruritus and
headache between the two groups. ? Postoperative recovery
of bowel movement is comparable between the groups.
Conclusion: In patients undergoing gastrectomy, intrathecal
morphine+IV patient-controlled analgesia with fentanyl is
not as effective as patient-controlled thoracic epidural
analgesia.

Paper No: 237.00

Anterior peribulbar block. The perfect
tecnique?
Diego Garcı́a-Girona 1 and Juan Carlos Elvira 2

1Departament of ophtalmology. Hospital of the Vinalopo and
2Departament of anesthesia. Hospital of the Vinalopo. Spain.

Introduction: At present topical anesthesia is common in
cataract surgery. Nevertheless, some ocular pathologies
require regional anesthesia.
Objective: The aim of this study is to obtain an effective and
safe technique such as the anterior peribulbar block, avoiding
the complications of retrobulbar anesthesia, for those oph-
talmological surgeries that cannot be carried out with
topical anesthesia.
Methods: We have developed a prospective study with 34
patients subjected to ocular surgery with an anterior peribul-
bar block. We used a short 16 mm needle and a small volume
(5 ml) of a mixture of anesthetics which has not yet been
used (lidocaine to 2.5%, bupivacaine to 0.375% and 150
units of hyaluronidasa). The injections were performed at
two sites, medial and inferolateral, as in the classic tech-
nique. Later, we placed Honan’s balloon during 5 minutes
at a pressure of 30 mm of Hg. An experienced ophtalmologist
valued the akinesia and the presence of complications (che-
mosis, orbital haemorrage, globe perforation). After the
intervention the patient was asked if he had had pain
(verbal simple scale) or amaurosis during the intervention.
Results: 100% of the patients had a total akinesia and 85.3%
amaurosis, an a reinjection was not necessary in any case.
86.5% did not suffer pain. No patient had chemosis or any
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other complication. Six patients subjected to vitrectomy had
mild pain and one suffered moderate pain at the end of the
intervention. The only rescue technique used was topic lido-
caine. Only one patient subjected to scleral buckling and vi-
trectomy had intraoperative severe pain from the beginning
of surgery. From that moment the patients subjected to
scleral buckling were taken out of the study.
Conclusion: We have not found in literature as high a per-
centage of succes as we have found in our study. Both the
excellent results in effectiveness and the absence of compli-
cations make this technique ideal for cataracts surgery and
vitrectomys, excluding scleral buckling which will surely
need higher doses of anesthetics, as we will verify in future
studies.
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Paper No: 256.00

The Effect of Spinal Anesthesia and
Intrathecal Clonidine on Propofol Hypnotic
Requirements for Conscious Sedation
Lee Heon Keun

Introduction: It is stated frequently that patients with spinal
block may be drowsy, although they may not have received
any sedative drugs. Intrathecal clonidine increase the dur-
ation of sensory and motor blockade, and also have sedative
effect.
Objective: We have conducted a study to investigate the
effect of spinal anesthesia and intrathecal clonidine on pro-
pofol hypnotic requirement.
Methods: Forty-five adult patients scheduled to undergo
local or spinal anesthesia were enrolled in this study.
Target controlled infusion (TCI) of propofol was started at a
target concentration of 1 §}/§¢ and we checked lowest BIS
during 5 min observation after effect site concentration (Ce)
was reached at 1 §}/§¢. And then TCI of propofol was
restarted at a target concentration of 1.5 §}/§¢ and we
checked lowest BIS during 5 min observation after Ce was
reached at 1.5 §}/§¢. And we checked Ce that the BIS was
reached at 80 and 70 during observation.
Results: The minimum BIS at 1 §}/§¢ Ce¡¡was 86.9 ¡3

4 11.3
(Group 1), 80.5 ¡3

4 8.5 (Group 2), 66.9 ¡3
4 15.5 (Group 3) and

the minimum BIS at 1.5 §}/§¢ Ce was 76.0 ¡3
4 13.4, 62.9 ¡3

4

12.4, 48.5 ¡3
4 13.7 respectively. The Ce of propofol that BIS

80 was checked at first was 1.4 ¡3
4 0.5 §}/§¢ (Group 1), 1.1

¡3
4 0.3 §}/§¢ (Group 2), 0.8 ¡3

4 0.3 §}/§¢ (Group 3) and the Ce
of propofol that BIS 70 was checked at first was 1.8 ¡3

4 0.6
§}/§¢, 1.4 ¡3

4 0.3 §}/§¢, 1.0 ¡3
4 0.3 §}/§¢ respectively. The Ce

value of Group 2 and Group 3 at the BIS 80 is statistically
lower than the Group 1 (P,0.05), and the Ce value of
Group 3 at the BIS 80 is statistically lower than the Group 2
(P,0.05). The Ce value of Group 2 and Group 3 at the BIS
70 is statistically lower than the Group 1 (P,0.05), and the
Ce value of Group 3 at the BIS 70 is statistically lower than
the Group 2 (P,0.05).
Conclusions: Spinal anesthesia and intrathecal clonidine
reduce the requirement of propofol for conscious sedation,
and the Ce of propofol for conscious sedation is 1.4–1.8 §}/
§¢ at local anesthesia, 1.1–1.4 §}/§¢ at spinal anesthesia
with 0.5% hyperbaric bupivacaine, 0.6–1.0 §}/§¢ at spinal
anesthesia with 0.5% hyperbaric bupivacaine and 75 §}
clonidine.

Paper No: 300.00

Posterior tibial nerve (ptn) block with
single-shot or with catheter injections at
the medial malleolus. Simple, effective
and original technique
Karl Otto Geier
Hospital Municipal de Pronto Socorro de Porto Alegre/RS

Introduction: There are several maneuvers for blocking the
PTN: paresthesia/disestesias, eletric stimulation and ultra-
sound techniques. A new loss of resistance (LOR) technique
is presented for blocking PTN.
Objective: Evaluate the performance and effectiveness of the
technique in which the LOR was the end point of the punc-
ture. Description of the technique: After informed consent,
IV access and habitual control of the vital signs, two patients
with extent sole trauma were positioned in supine, foot
rotated externally, puncture determined by flexing/extending
the toes and/or palpation the posterior tibial artery (PTA).
After 1.0 mililiters (ml) of 0.5% lidocaine 1:100.000 with epi-
nephrine (Ld+), skin and subcutaneous were infiltrated with
an insulin needle. A needle 22-G, 1.5 cm attached to an
appropriated five ml glass syringe with 0.3 – 0.5 ml of air
under low digital pressure was slowly advanced in a 208
angle with the skin posterior to the PTA, until LOR is percep-
tible after trespassing the deep fascia. With the needle “in
situ”, the LOR syringe is replaced by a syringe contend 8 ml
of Ld+ 1.5% 1:150.000 and after aspiration, 3 ml test dose
and additional 5 ml were injected. For continuous/intermit-
tent analgesia/anesthesia, a new puncture with a short
22-G venous catheter is accomplish in a more cranial
coronal plane and introduced without the needle. After the
above Ld+ test dose, subsequent 6.0–7.0 ml 0.25% bupiva-
caine (Bp) was injected. The catheter is fixed with “micro-
pore” keeping it pervious for subsequent doses. Computed
Tomographic Images (CTI) were performed to confirm place-
ment of the catheter and to delineate the spray of local an-
esthetic with 3.0 ml of Iopamiron 300 diluted with 3 ml of
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saline (figure). Catheters more than 60 hours of use where
removed and send for bacterial and cultural exam. To
predict the effectiveness of the block we measured both, an-
algesia (0¼no; 1¼partial; 2¼complete) and indirectly by
patien’s satisfaction (0¼no; 1¼ partial; 2¼complete).
Results: Patien’s analgesia and satisfaction were 2. PTB
latency was 13 min and extended analgesia was up to 12–
14 hours with Bp. No bacterial agents were found.
Discussion: CTI showed the contrast in the right fascial plane
where the PTN and PTA transit. Conclusions: The PTB with LOR
endpoint puncture seems to be feasible, although more
blocks are needed to confirm the performance of the
technique.

Paper No: 313.00

Perioperative analgesia in open liver
resection
Marı́a Angélica Iglesias Tinnirello 1,
Inmaculada Herrador Montiel 1,
Francisco Gómez Armenta 1 and
Mercedes Lluch Fernández 1

1Hospital Comarcal Valle de los Pedroches. Pozoblanco. Córdoba.
Spain and 2Hospital Universitario Reina Sofı́a. Córdoba. Spain

Introduction: The goal of the anesthesiologist consists of op-
timize the surgical procedure until full recovery of de patients
is achive, and also to individualize the treatment according to
different factors that may influence the quality and intensity
of acute postoperative pain.
Material and methods. A prospective study of all patients
who underwent conventional liver resection managed in
the Acute Postoperative Pain Unit (APPU) in 2010 was
carried out. The analgesic technique that was used: meta-
meric or no metameric epidural PCA, or intravenous mor-
phine chloride PCA always in a multimodal context.
Results: 61 patients were operated. The mean age was 58.3
years, with 52% male and 48% women. The 57.37% were
ASA III. The used treatment was thoracic epidural (T7–T9)
at 96.74%, epidural lumbar (L1–L2) at 1.63% and intraven-
ous analgesia using PCA morphine chloride at 1.63%. The
median EVN at admission in the PACU ward was 3.2 and at
discharge less than ,3, including rest and active patients
in 97%. The most common adverse effect related to treat-
ment were nausea and vomiting in 13.1%, follow by the
removal of the epidural catheter in 4.9% and pruritus in
3.2%. No major complications in the postoperative period
of patients depending from the anesthesia technique, anal-
gesia or surgical were observed.
Conclusion: Metameric epidural analgesia continues to be
the gold standard for open abdominal surgery . Despite
most of the patients are elderly and included in group ASA
III the risk-benefit was outweight and decided to use

invase techniques obtaining better outcomes.We most
always remember that all treatments should be individua-
lized and apply within a multimodal and multidisciplinary
context.
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Paper No: 321.00

Independent predictors for Postoperative
Severe Pain in Gynecological
surgical patients
Tumenjavkhlan Sosorburam , Wei Mei,
Chuanhan Zhang and Hengjing Zhou
Tongji Hospital, Tongji Medical College, Hua Zhong University
of Science and Technology

Introduction: Recent advances in perioperative pain man-
agement have relieved much of the suffering among surgi-
cally treated patients, but still there are many
complications related with insuffient pain control. A better
understanding of the predictors of postoperative pain can
give more clues towards its management. The study aim
was to determine the possible independent predictors for
postoperative severe pain (POSP) in Post Anesthesia Care
Unit (PACU) patients who underwent general anesthesia for
gynecological surgery.
Objective: A prospective observational study was conducted
at Tongji Hospital, Wuhan, China from January 2009 to July
2010. Total 1020 females undergoing gynecological surgery
and transferred to PACU postoperatively were recruited in
this study. Inclusion criteria were patient¡s age above 18
years, without any communication problems and intact cog-
nitive function to provide a pain score.
Method. To evaluate presence of POSP, we used Numerical
Rating Scale (NRS) ranging from 0 as ¡8no pain at all¡ to 10
which is unbearable pain on arrival postoperatively in PACU.
NRS ¡Ý7 score was common break point for defining severe
pain. We also assessed preoperative and intraoperative
events and their roles on POSP.
Results: Data from 1020 patients was analyzed in the study.
184 [18%] patients experienced NRS ¡Ý7. On univariate
analysis, our study showed significant differences with
age, cancer, invasive surgeries, duration of the surgical pro-
cedure, anesthesia maintenance, intraoperative fluid load
and loss, blood loss, PONV prophylaxis, PCA, NSAIDs
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analgesia before emergence between the POSP and
non-POSP group.When these factors entered the logistic re-
gression model, the following variables were found to be in-
dependent predictors for POSP :Cancer (OR¼1.66 [1.026–
2.698], p¼0.039, Invasive surgery (OR¼1.671 [1.026–2.640]
p¼0.028) and Longer Operation Duration (OR¼1.774
[1.209–2.602] p¼0.028). Patients with POSP experienced
long PACU stay (28.1 min versus 31.2 min, p¼0.006), post-
operative hospital length of stay (7.7¡À 5.1 day versus 9.8
¡À 6.5 day, P,0.001), total hospital length of stay (12.6 ¡À
7.1 day versus 14.9 ¡À 9.2 day, p, 0.001) and higher cost
of health expenses (RMB 18514.0 ¡À 12699.0 versus RMB
23904.9 ¡À 24352.6, p,0.001).
Conclusion: We conclude that patients with cancer, invasive
surgery and longer operation duration were significantly in-
dependent predictors for POSP. It was effecting on PACU dis-
charge, hospital length of stay and additional health
expenses.Consequences of POSP are significant not only
from the patient¡s point of view, but also from the perspec-
tive of health economic by resulting in increased direct and
indirect costs.

Paper No: 324.00

Epidural bupivacaine concentrations
for intraoperative analgesia during
abdominal aortic surgery: a prospective,
randomized study
Dragana Unic-Stojanovic , Vera Tesic,
Dusica Vucurevic, Miomir Jovic and Ivan Ilic
Cardiovascular Institute Dedinje, Belgrade, Serbia

Introduction: Thoracic epidural analgesia combined with
light general anaesthesia is an established anesthetic man-
agement for abdominal aortic surgery. However, still there
is controversy about site, dose and concentration of the
local anesthetic used in thoracic epidural anesthesia.
Objective: We compared the effects of epidural anaesthesia
with two different concentrations of bupivacaine on sevoflur-
ane requirements and haemodynamic variables during
abdominal aortic surgery under combined epidural/general
anaesthesia with state entropy score kept within the
range 40–60.
Methods: Sixty patients undergoing abdominal aortic surgery
were randomly divided into two groups to epidurally receive
0,125% bupivacaine (Group 1) or 0,5% and than 0,25% bupi-
vacaine (Group 2). Anaesthesia was maintained with sevo-
flurane, which concentration was adjusted to achieve a
target state entropy of 40–60 with air 50% in oxygen. Mea-
surements included the inspired (FISEVO) sevoflurane

concentrations, blood pressure (BP), and heart rate (HR)
before surgery and every 5 min during surgery.
Results: During surgery, both groups were similar for HR and
BP, but FISEVO were significantly higher and more variable
with bupivacaine 0,125% than with bupivacaine 0,5%.
Patients in Group1 received more fentanil throughout the
surgical procedure (280,3+48,1 mcg in group 1 vs.
150,8+27,6 mcg in group 2). Co analgesia with intravenous
fentanyl was exceptionally seldom needed, except for induc-
tion. Patients of group 1 showed significant increase in blood
loss and requirements for lactated Ringer solution compared
to group 2. I.V. fluid and blood loss represent the values
recorded during the whole surgical procedures. Urine
output was significantly increased in group 2 compared to
patients of group 1. The use of intraoperative vasopressor
was higher in the 0,5% bupivacaine group. Hemodynamically
significant hypotension had 13 patients in group 1 (43,3%)
and 22 patients in group 2 (73,3%). There was a significant
difference between groups in the number of patients who
had intraoperative least one episode of hemodynamically
significant hypotension (p¼0,035).
Conclusion: Our results support the routine use of low thor-
acic epidural analgesia as part of the anaesthesia protocol
for patient undergoing abdominal aortic surgery. The use of
higher concentration of bupivacaine gave excellent anaes-
thetic condition during surgery and was superior to 0,125%
bupivacaine from all clinical aspect except the need for
more ephedrine and phenylephrine which could be precluded
by reducing the bolus dose and maintenance rate of the
0,5% solution, and than 0,25% bupivacaine.

Keywords: Combined thoracic epidural/general anesthesia;
different concentrations of bupivacaine; sevoflurane; entropy
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Paper No: 329.00

The perioperative combination of
methadone and ketamine significantly
decreased postoperative opioid
requirements after lumbar arthrodesis
Gonzalo M. Rivas , Susana Pacreu,
Juan Fernández Candil , Jesús Carazo and
Carla Farré
Hospital del Mar, Barcelona, Spain

Introduction: A supra- additive synergy between
N?methyl?D-aspartate (NMDA) receptor antagonist ketamine
and methadone to produce antinociception in experimental
neuropathy has been demonstrated. This combination has
not been used in the clinical practice and could result bene-
ficial during the postoperative period of the lumbar
arthrodesis.
Objective: We hypothesized that the perioperative adminis-
tration of combined methadone-ketamine can reduce the
postoperative opioid requirements, compared with metha-
done alone.
Methods: Twenty patients randomly distributed in two
groups, received double-blind: intraoperative ketamine
bolus (0.5 mg/kg) after tracheal intubation, followed by an in-
fusion of 2.5 ug/kg/min (MK group) or saline serum (ME
group). For postoperative analgesia 48h, they used a PCA
(patient controlled anaesthesia) that could delivery bolus
with a lockout 10 minutes with a maximum 3 boluses/h;
the bolus contained in MK group: methadone 0.25mg plus
ketamine 0.5mg and in ME group: methadone 0.5mg.
Before closing the wound, all patients received iv methadone
0.1 mg/kg, dexketoprophen 50 mg, and paracetamol 1g.
Dexketoprophen went on administering every 12 hours and
paracetamol every 6 h during the following 48 h. In the re-
covery room iv methadone was administered until NRS was
4, when PCA was started.
Results: There were no significant differences regarding to
demographic data. Remifentanil requirements were signifi-
cantly higher in MK group (p:0.004). On arrival at recovery
room, patients had similar Ramsay values, they suffered
severe pain and received the same dose of methadone. In-
tensity of pain evaluated by NRS (numerical rating scale) at
rest and movement, 24 and 48 h after surgery, was similar
between the groups. Patients belonging to MK group received
around a 70% less methadone by PCA at 24h (MK vs ME
group, mean +SD): 4.18 mg+3.1 vs 14.4 mg+6.5 (p,

0.001); and at 48h: 2.4 mg+2.3 vs 8.8 mg+5.4 (p: 0.001).
Patients in MK group also attempted less doses, at 24h:
39.4+41 vs 89.3+54.7 (p:0.042). The delivery / demand
ratios were similar between the groups.The incidence of
side effects was comparable in both groups.
Conclusion: Perioperative ketamine- methadone combin-
ation significantly decreased opioid consumption by PCA.

Patients in this group had similar postoperative NRS values
than those received methadone alone.
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Paper No: 370.00

Postoperative pain management in a
teaching hospital in vietnam
Ngan Giang Ta and Huu Tu Nguyen

Introduction: In spite of having much progress, post-
operative pain seems to be major challenge[1]. A recent
study in Vietnam shown that 88% of patients experienced
some pain in the first week after surgery[2]. Acute pain
service (APS) has not been set up in almost all surgery
centers. In Hanoi Medical University (HMU) hospital, a nurse-
based anesthesiologist-supervised APS has been established
since 2008. The purpose of this study is to evaluate the effi-
cacy and safety of APS in HMU hospital of the first two years.
Methods: Retrospective review of patients received post-
operative pain management from September 2008 to De-
cember 2010. Two methods of pain relief were used:
Epidural infusion analgesia (EIA): a solution of 0.1% bupiva-
cain with fentanyl 2 mg/ml and adrenalin 1/200000 was
infused at 3 – 10ml/h. The infusions were continued up to
4 days. Patient control analgesia (PCA): a solution of mor-
phine 1mg/ml was used. PCA pumps were set to deliver a
bolus dose of 1 mg with a lock out time of 10 minutes; the
4-hour maximum dose was 10 to 20 mg. No background
infusions were used. PCA was stopped if daily morphine con-
sumption less than 10 mg and VAS in motion less than 4. VAS
and side effects were assessed every 6 hours.
Results: A total of 1028 patients were enrolled, among them
824 patients received EIA and 204 received PCA. In EIA
group, 396 (48.2%) received thoracic epidural and 425
(51.8%) received lumbar epidural injection. Average infusion
rate was 5.2+1.4 ml/h. Mean VAS measured at rest and in
motion were less than 4 at 6h, 24h, 48h, 72h postoperatively.
Differences among types of operation were not significant. In
PCA group, 156 (76.5%) received paracetamol or NSAID as an
adjuvant. Median duration of PCA use was 72 hours (24 to144
hours); median morphine consumption was 36 mg (11 to
155 mg). Patients who did not receive adjuvant analgesic
had longer use of PCA pump and more morphine consump-
tion. Mean VAS measured at rest and in motion were less
than 4 at 6h, 24h, 48h, 72h postoperatively. Differences
among types of operation were not significant. 175 patients
(21.3%) in EIA group and 26 (12.7%) in PCA group experi-
enced adverse effects; the commonest was nausea and
vomiting. No serious complication was recorded.

BJA Abstracts presented at WFSA

ii482



Conclusion: The APS has provided as good quality of post-
operative pain relief. Low incidence of side effects reflects
safety of analgesic modality used.
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Paper No: 372.00

A comparative study of sciatic nerve block
for leg and foot surgery in elderly patients
with the help of nerve locator vs
paraesthesia elicitation technique
Naila Asad , Tanvir Butt, Farrukh Afzal and
Akbar Shah Romila

Introduction: King Edward Medical University and Allied Hos-
pitals. Email: asad_naila@yahoo.com Introduction: Peripheral
and neuraxial nerve blocks can provide superior pain man-
agement, improve patient outcome and decrease the risk
of complication in elderly patient. The presence of coexisting
disease such as Hypertension, Diabetes, COPD makes them
vulnerable to the side effects of General Anaesthesia. The
use of a peripheral nerve stimulator (PNS) has been an effect-
ive technique for determining adequate needle placement to
produce regional anaesthesia.1
Objective: To assess the efficacy and reliability of sciatic
nerve block for surgery of each technique in elderly patients.
Method. Sixty patients of 60–90 years of age were randomly
divided into two groups. In Group I Sciatic nerve was blocked
with a nerve locator and in group II paraesthesia elicitation
technique was used. 20 ml of 0.5% bupivacaine was adminis-
tered in both groups. Haemodynamic parameters were
recorded before and after the sciatic nerve block. We
recorded time of onset of sensory and motor block, degree
of sensory, motor block and pain.
Results: Statistically significant difference was seen in
sensory block, motor block and degree of pain between
groups. (P,0.05) The time for onset of block was same in
both groups and haemodynamics remained stable before
and after the block in both groups.
Discussion: Sciatic nerve block is a useful technique for lower
limb surgery in elderly patients of ASA II & III in whom
central neuraxial block is avoided. It decreases the risk of car-
diovascular complications.2 Our study assessed the efficacy
of sciatic nerve block in elderly patients with help of nerve
locator versus paresthesia elicitation technique. Significant
difference in the quality of anaesthesia was seen in our
study (p,0.05) between the two techniques. The block

with nerve locator elicited dense sensory, moderate motor
block and successful surgical anaesthesia and analgesia in
all patients. Paresthesia elicitation technique showed moder-
ate sensory and mild motor block in patients. 50% patients
complained of pain on bone manipulation and ketamine
was given. Haemodynamic stability was seen with both tech-
niques. The results of our study are in accordance with the
study conducted by Hanks et al. The duration of sensory
and motor block were similar in both studies(7–8 hours)3.
Our results are in consistence with Marhofer et al. who
used same concentration and volume of bupivacaine as in
our study and had a similar onset time (30 min).4
Conclusion: Sciatic nerve block with a nerve locator is a reli-
able and effective method in comparison to paresthesia
elicitation technique.
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Paper No: 375.00

To study the analgesic efficacy and safety
profile of paravertebral bupivacaine
as compared to intravenous fentanyl
for adults undergoing percutaneous
nephrolithotomy (PCNL) under
general anaesthesia
Anjolie Chhabra , Anuradha Borle,
Rajeshwari Subramaniam, Rajiv Kumar and
Amlesh Seth
Deptt. of Anaesthesiology, All India Institute of Medical Sciences,
New Delhi, India Deptt. of Urology, All India Institute of Medical

Introduction: PCNL involves supracostal or infracostal punc-
tures to enable endoscopic removal of kidney stones after
which nephrostomy tubes are inserted leading to consider-
able perioperative pain1,2. A unilateral paravertebral (PVB)
block previously found to provide pain relief for renal
surgery in children3,4 but rarely evaluated in adults.,5.
Objective: To ascertain the efficacy of paravertebral bupiva-
caine for providing perioperative pain relief in adults under-
going PCNL under general anaesthesia. Methods: After
ethics approval 50, ASA Grade I, II patients, 18–65years for
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PCNL studied in this prospective, randomised, controlled,
observer blinded trial. All premedicated with IV midazolam,
those randomized to the block group received a PVB block
(T9 level) on the operative side, sitting position, with 16G
Tuohy needle, 20 ml of 0.5% bupivacaine was administered
and 4–5cms catheter was threaded into the space. Patients
in both groups were anaesthetized (propofol, fentanyl
(2mcg/kg), vecuronium) and turned prone. All received 1
gm paracetamol 6 hourly. A 20% increase in heart rate or
mean arterial pressure intra-operatively was treated with
0.5mcg/kg fentanyl boluses. Visual analogue scale (VAS)
scores (0–10) on rest and movement were assessed at
0,1,2,4,6,12hrs postoperatively as well as next morning and
evening by a blinded observer. Time to first requirement of
analgesia (VAS .3) was noted and the PCA pump activated.
The PVB group received repeat 20ml bolus of 0.25%bupiva-
caine in the catheter at this time as well as the next
morning. The total fentanyl consumed and PONV was noted.
Results: The demographic and surgical profile of the two
groups was comparable. Intraoperative fentanyl requirement
was significantly more in control group. Time to first anal-
gesic requirement was significantly longer in the PVB group
[120 mins (30–570)] as compared to the control group [30
mins (0–180)]. The VAS on first request for analgesia was
higher in the control group (5.25+1.56) as compared to
the PVB group (4.36+0.49) (P¼0.0009). The VAS on rest (at
0,1,2 and 12 hrs) and on movement (at all time points)
was significantly lower in the PVB group. Postoperative fen-
tanyl consumption was significantly lesser in this group
[175mcg (25–475)] versus the control group [525 mcg
(150–1275)]. No difference in PONV or catheter related
bladder discomfort seen between the groups. The quality of
recovery score was significantly better in the PVB group. No
pneumothorax, hypotension observed, blood in catheter in
3 patients cleared after catheter withdrawn, re-sited.
Conclusion: unilateral paravertebral block provides effective
pain relief for PCNL and significantly decreases fentanyl
requirement.
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Paper No: 380.00

Bilateral ultrasound-guided oblique
subcostal transversus abdominis plane
block provides effective intra- and
postoperative analgesia as intravenous
morphine in laparoscopic cholecystectomy
Peter Chee Seong Tan , Shu Ching Teo and
Chee Kean Chen
Department of Anaesthesiology and Intensive Care, Sarawak
General Hospital, Kuching, Malaysia.

Introduction: The novel ultrasound-guided oblique subcostal
transversus abdominis plane (OSTAP) block has been shown
to provide a wider sensory block to the anterior abdominal
wall than the classical posterior approach. Therefore its use
is suitable for surgery both superior and inferior to the umbil-
icus. Despite the encouraging initial results, there has yet to
be any work demonstrating the comparative analgesic effi-
cacy of OSTAP block with standard systemic opioids or epi-
dural analgesia.
Objective: We studied the efficacy of OSTAP block in provid-
ing intra- and postoperative analgesia in comparison to con-
ventional intravenous (IV) morphine during laparoscopic
cholecystectomy.
Methods: In this prospective, randomised and single-blind
study, 34 adult patients undergoing laparoscopic cholecyst-
ectomy under standard general anaesthesia received either
bilateral OSTAP block using 1.5 mg/kg ropivacaine on each
side (n¼17) or IV morphine 0.1mg/kg (n¼17). Intraoperative
hemodynamic parameters (pulse rate, systolic and diastolic
blood pressure and mean arterial blood pressure) were
recorded every five minutes. Repetitive boluses of IV fentanyl
0.5 ?g/kg were given as rescue analgesic when any of the
above-mentioned parameters rose more than 15% from
the baseline values. Intraoperative fentanyl requirements
and time to extubation were documented. Additional
boluses of IV morphine 0.05mg/kg were administered in re-
covery room if the recorded visual analogue scale (VAS)
score was more than 4. VAS score, nausea and vomiting
score, sedation score as well as postoperative morphine
requirements were recorded.
Results: The morphine group required more rescue fentanyl
in contrast to the OSTAP block group but the difference was
not significant statistically [mean (SD) 34.4 (41.04) vs 22.4
(27.73) mg; p¼0.323]. Time to extubation was significantly
shorter in the OSTAP block group [mean (SD) 10.4(2.79) vs
12.5(2.70) min; p¼0.030]. Both methods delivered an
excellent analgesia [median VAS score (IQR) 2(2)] and did
not differ in postoperative morphine consumptions.
The morphine group demonstrated a higher sedation
score [median sedation score (IQR) 1(1) vs 0(1); p¼0.320]
as well as incidence of nausea and vomiting (35.3%
vs 11.8%; p¼0.225). However, these between-group
differences failed to show any statistical significance.
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There were no complications attributable to the OSTAP
block.
Conclusion: Ultrasound-guided OSTAP block is as efficacious
as IV morphine in providing effective analgesia during lap-
aroscopic cholecystectomy. Therefore it can be introduced
as a component of a multimodal analgesic regimen. The
shorter time to extubation in the former method may be
an advantage in ambulatory care.
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Paper No: 396.00

A study to compare lornoxicam and
diclofenac for postoperative pain
relief in patients undergoing abdominal
hysterectomy
Sarla Hooda , Anil Thakur and Teena Bansal
Pt. B D Sharma, PGIMS, Rohtak, Haryana, INDIA

Introduction: Diclofenac (cox-1 and cox2 inhibitor) is being
used conventionally for many years for postoperative pain
relief.1 Lornoxicam is a relatively new nonsteroidal anti in-
flammatory drugs (NSAID) of oxicam group. Besides its in-
hibitory effects on cox-1 and cox-2 peripheral receptors, it
also increases endogenous dynorphin and beta-endorphin
levels promoting central analgesic and antiinflammaory
effects.2.

Aims & Objectives. The present study was undertaken to
compare the analgesic effect of Lornoxicam vis-à-vis diclofe-
nac for postoperative pain relief in patients undergoing ab-
dominal hysterectomy.

Material & Methods: Sixty adult ASA I and II patients
undergoing abdominal hysterectomy under general anaes-
thesia were randomly allocated to one of the two groups.
Group- I(n¼30) Patients were administered lornoxicam
8mg intramuscular at the time of closure of the wound and
was repeated 12 hourly for the next 48 hours. Group-

II(n¼30) Patients recieved diclofenac 75mg intramuscularly
atthe time of wound closure and was repeated 12 hourly
for the next 48 hours. Intravenous morphine was used
as rescue analgesia in both groups with patient controlled
analgesia (PCA) pump.
Results: Requirement of morphine (rescue analgesia) in lor-
noxicam group was 50.0+4.74 mg while in the diclofenac
group, it was 30.2+3.24 mg during the study period (48
hours). Requirement of morphine in first 24 hours in the lor-
noxicam group was 26.90+3.81mg while in diclofenac group
it was 24.10 +3.89 mg, the difference was statistically
significant (p,0.01). Requirement of morphine between
24–48 hours was 23.10+4.99 mg and 6.10+2.99 mg in
the lornoxicam and the diclofenac group respectively(p
,0.001). The requirement of morphine at 24 to 36 hours in
the lornoxicam group was 11.3+3.40mg while in the diclofe-
nac group, it was 3.60+1.99mg (p,0.001) where as at 36 to
48 hours it was 11.80+3.24 mg and 2.50+1.59 mg
(p,0.001) respectively.
Conclusions: Diclofenac sodium when used in doses of
(75 mg 12 hourly) proved to be a better analgesic when com-
pared to lornoxicam (8 mg 12 hourly). In first 6 hours of post-
operative period, the requirement of rescue analgesia
(morphine) was almost similar in both the groups but with
every passing hour, the requirement went on decreasing in
the diclofenac group, meaning thereby that diclofenac
sodium had more prolonged duration of action which could
be because of its metabolites.
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Paper No: 411.00

Effect of the menstrual cycle phase
on postoperative pain perception
and analgesic requirements
Aliya Ahmed , Fauzia Khan, Mohammad Ali ,
Fauzia Nawaz and Aziza Hussain
Aga Khan University, Karachi, Pakistan.

Introduction: Studies performed on pain in women during
different phases of menstrual cycle have shown differences
in pain sensitivity and analgesia requirements. Most of
these studies have used experimental pain stimuli. Research
on the effect of menstrual cycle on clinical acute pain is
scarce, and is almost non-existent for postoperative pain.
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Objective: To determine the effect of the menstrual cycle
phase on pain perception and analgesic requirements follow-
ing total abdominal hysterectomy.
Methods: Approval was obtained from the ethical review
committee and informed consent was taken from all partici-
pants. Sixty American Society of Anesthesiologists (ASA)
physical status I-II females with regular menstrual cycles,
undergoing total abdominal hysterectomy were recruited
and divided into ‘follicular’ and ‘luteal’ groups according to
their menstrual history. A standardized anesthesia technique
was employed and blood was drawn for estradiol and pro-
gesterone levels. Postoperative pain was managed with
patient controlled intravenous analgesia using tramadol
and rescue analgesia was provided with intravenous mor-
phine. Pain scores were assessed by numeric rating scale in
the recovery room and ward up to 24 hours and analgesic
consumption was noted by the researcher blinded to the
menstrual cycle phase of the patient.
Results: The two groups were similar demographically. Estra-
diol and progesterone levels correlated with the menstrual
cycle phase determined by history. Pain scores on recovery
room and ward six and 24 hours postoperatively were
similar in the groups at rest and on coughing. Pain scores
at rest twelve hours postoperatively were significantly
higher in the luteal group (p¼0.043), while they were
similar on coughing at this time point. The tramadol require-
ment was similar in the two groups. The number of patients
requiring rescue analgesia and the amount of morphine used
was also similar.
Conclusion: There was no difference in pain scores in the two
groups except for rest pain 12 hours postoperatively, which
was higher in the luteal group. As pain was assessed at thir-
teen time points in each patient, a significant difference seen
only at one point is likely to be due to random chance, espe-
cially as analgesic requirements were also similar in the two
groups. We conclude that there is no difference in pain per-
ception and analgesic requirements during the follicular
and luteal phases of menstrual cycle following total abdom-
inal hysterectomy. We suggest that future research should
concentrate on studying this issue in patients of a younger
age group with more pronounced hormonal variations
during the cycle.
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Paper No: 419.00

Effect of local anaesthetic volume on
analgesia efficacy and respiratory
consequences of ultrasound-guided
interescalene brachial plexus block:
report of 12 cases of arthroscopic rotator
cuff decompression
Diego Guardabassi , Perrı́n Turenne Hugo,
Vescovo Anibal and Dominguez Ximena

Introduction: Interescalene brachial plexus block (ISBPB) is
the best nerve block technique for shoulder surgery.
However, it is associated with a 100% incidence of phrenic
nerve palsy that limits its application in patients who
present a limited pulmonary reserve.
Objectives. To evaluate the incidence of phrenic nerve palsy
using a low volume ISBPB (10mL) and the anaesthetic and
analgesic efficacy of this block by performing all the proce-
dures without general anaesthesia.
Methods: Twelve patients undergoing shoulder surgery
received an ultrasound-guided ISBPB with 10mL of ropiva-
caine 0,5%. They were sedated with midazolam and propofol
during the procedure. Diaphragmatic movement was evalu-
ated by ultrasonography 30 minutes after receiving ISBPB.
Motor and sensory block onset and duration of analgesia,
VRS for pain, analgesic consumption within the first 24
hours, other side-effects including Horneŕs syndrome, hoarse-
ness, analgesic-related adverse effects and wake-up fre-
quency because of pain during the first night after surgery
were additional outcomes. Summary data were calculated
using a software and presented as mean (SD).
Results: Phrenic nerve palsy was present in 4 patients (33%).
The mean (SD) sensory block onset time was 8.8 (1.8)
minutes. Motor block onset time for the biceps was 4.5
(1.4) minutes and for the triceps was 6.4 (3.1) minutes.
Mean duration of analgesia was 10.4 (1.6) hours. Pain score
(VRS) at 30 min after surgery was 1.2 (2.8), at 60 min was
1.1 (2.1), at 120 min was 0.6 (1.05) and at 24hs was 3.8
(2.3). Total morphine equivalent consumption (mg) within
the first 24hs was 2.8 (5.9). Wake-up frequency because of
pain was 0.6 (1.3) times. The incidence of phrenic nerve
palsy was lower than the one reported in previous studies
(33% vs 45%). No general anaesthesia was performed. Pain
scores, duration of analgesia and also morphine consump-
tion were similar when compared to the standard technique.
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Horneŕs syndrome was observed in one patient. None of the
12 patients developed post-block complications. There was a
slower onset time of sensory and motor block compared to
the standard anaesthetic volume ISBPB.
Conclusion: The use of low- volume ultrasound guided
plexus block is associated with fewer respiratory compli-
cations and no differences in postoperative analgesia
compared with the standard technique. The most import-
ant difference with previous studies is that no general an-
esthesia was given, avoiding its risks for this type of
procedures. A double blind, randomized controlled trial is
being performed in our Department in order to study
our findings.
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Paper No: 431.00

Stimulating versus non-stimulating
catheters for continuous peripheral nerve
blocks: a retrospective analysis of 1016
different catheter techniques in major
and minor orthopaedic surgery
Bertram Baenziger 1, Oliver Baehre 1 and
Stephan Jakob 2

1Department of Anaesthesiology, Salem Hospital Bern,
Switzerland 2Department of Intensive Care Medicine, University

Introduction: There is an ongoing debate weather the use of
stimulating catheters reduces the failure rate of post-
operative analgesia and extent of postprocedural pain.
Objectives. The aim was to compare failure rate and degree
of postoperative pain between consecutively inserted stimu-
lating and non-stimulating catheters for continuous periph-
eral nerve blocks.

Methods: A retrospective analysis of prospectively collected
data between January 2009 and August 2010 was per-
formed. The cohort was a mixed case orthopaedic patient
population. Data included demographics, catheter type,
postoperative visual analogue scale (VAS) during the first
48 hours after operation, failure rate (FR: VAS .3 +/2
switch to rescue medication), and the percentage of rescue
analgesics (RA).
Results: In 1016 patients (271 male, 745 female), 431 Non-
Stimulating Catheters (NSC: 98 male, 333 female) and 585
Stimulating Catheters (SC: 174 male, 411 female) were
inserted: 203 interscalene (ISC), 262 femoral (FC), 7 ventral
sciatic (VIC), 543 distal sciatic (DIK), and 1 axillary plexus
catheter (APC). Surgery included 200 shoulder (95 rotator-
cuff repairs, 10 shoulder prostheses, 95 others), 270 knee
(175 total knee replacement, 37 anterior cruciate ligament
repair, 58 others), 544 foot (380 hallux valgus, 164 others),
and 2 elbow operations. 2/1016 patients (0.2%) have
permanent nerve damage, both after ISC placement
(2/203,1%) for a rotator-cuff repair.

Discussion: Overall, a significantly greater percentage of VAS
.3, FR and RA was found for NSC. In sub-group analysis, only
the stimulating ISC procedure revealed better results. This
could be explained by the greater technical challenge of
this approach.
Conclusion: In this large cohort, the use of SC revealed sig-
nificantly better results for ISC but not in the other regions.
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ISC FC VIC DIC VAS>3 FR RA

SC 139 159 7 279 144(25%) 23(4%) 20(3%)

NSC 64 103 0 264 130(32%)* 46(12%)*
31(8%)*

ISC-NSC ISC-SC FC-NSC FC-SC DIC-NSC DIC-NSC

VAS.3
40(63%)

50(36%)* 51(50%) 61(38%)
39(15%)

33(12%)

FR 24(38%) 12(9%)* 8(8%) 4(3%) 14(5%) 7(3%)

RA 19(30%) 11(8%)* 7(7%) 5(3%) 5(2%) 4(1%)

* p,0.01, Fisher’s exact test.
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Paper No: 447.00

Postoperative Intrathecal Analgesia for
Vaginal Hysterectomy: Comparative Clinical
Examination of Two Different Small Doses
of Morphium Hydrochloride
Lidija Palashevska , Kiro Curlinov,
Rusanka Popovska and Snezana Popovska

Introduction: Several techniques for postoperative analgesia
can be used. In this study,we examined analgesia and side
effects of intrathecal morphium hydrochloride(MCh)
after vaginal hysterectomy in the following two small
doses:0,05mg and 0,1mg.
Objectives. To prospectively compare the spinal analgesia
with two different small doses of morphium hydrochloride
after vaginal hysterectomy. Methods: Fourty patients were
randomized to receive either 0,5ml/0, 05mg or 0,5ml/0,
1mg of MCh intrathecaly together with 3,5ml;0,5% isobaric
bupivacaine hydrochloride. The duration of postoperative
analgesia,the intensity of the initial pain sensation and the
frequensy of opoid side effects were recorded for the first
24 hours.
Results: The mean duration of analgesia in the group M 0,05
was 14.3+1.1 hours and was significantly shorter than
19.7+1.7 hours in the M 0.1 group (p,0.005). Visual ana-
logue scale (VAS) score for the initial pain intensity in the M
0.05 group was 5 (central value). That in the M 0.1 group
was 3 (central value). The difference was not significant
(p,0.05). There was no respiratory depression in the
groups. The difference in the frequency of nausea and vomit-
ing was not significant, but that in the frequency of itching
was (p,0.05).
Conclusion: Intathecal usage of 0.05mg and 0.1mg of MCh
provides long lasting postoperative analgesia. It is a practical
method for providing it after vaginal hysterectomy. The effi-
cacy of 0.1 mg of MCh is greater compared to that of 0.05 mg
of MCh. These doses of MCh do not cause respiratory depres-
sion, but cause nausea, vomiting and itching.

Paper No: 459.00

A Randomized, Double-Blinded,
Placebo-Controlled Trial of Periarticular
Infiltration of 0.25% Bupivacaine for
Postoperative Pain Control after Total Knee
Arthroplasty
Thitima Chinachoti , Angkana Luingnateetape
and Manee Raksakietisak
Department of Anesthesia Siriraj Hospital Mahidol University
Bangkok Thailand

Introduction: Postoperative pain after total knee arthroplasty
(TKA) is one of the most severe pain and can be difficult to
manage. In our institute, we usually used intrathecal mor-
phine together with single shot femoral nerve block (FNB)
to promote postoperative pain control. Recent studies sug-
gested that periarticular infiltration with local anesthetics
may improve postoperative pain control.
Objectives: The primary objective of this study was to deter-
mine weather periarticular infiltration of 0.25% Bupivacaine
20 ml could reduce the amount of morphine consumption
for controlling breakthrough pain in 24 hours postoperatively.
Methods: One hundred patients undergoing TKA under spinal
anesthesia with 0.5% Bupivacaine and 0.2 mg intrathecal
morphine together with 0.25% Bupivacaine 20 ml for FNB
were studied in a prospective, randomized, double-blinded,
placebo-controlled trial. Patients were randomized allocated
to one of two groups: Bupivacaine (B group) or normal
saline(S group). Twenty milliliter of the study drug or saline
was injection around the periarticular area in the surgical
field after closure the joint space. All patients underwent a
similar perioperative anesthetic and analgesic procedure.
After surgery patients were started with intravenous patient-
controlled analgesia with morphine to keep their numerical
rating score,3.
Results: Twenty six percent of the patients in B-group did not
require any morphine supplement in 24 h after operation
which was in higher than S group of 12.24% (p,0.001).
Mean pain free period was also longer: B group¼25+2 h, S
group¼14.8+1.9 h (p,0.001). The B group required less
morphine in 24 hr postoperative period: B group¼5.16+4.65
mg, S group¼8.67+7.26 mg (p¼ 0.005) and also visual
analog score at 6, 12 and 24 hr after operation were lower
in B group significantly.
Discussion: The usage of periarticular infiltration of local
anesthetics is debated of its effectiveness in control post-
operative in orthopedic operation both hip and knee
surgery (1–4). In this study periarticular infiltration with
0.25% Bupivacaine improved quality of postoperative pain
control after TKA in the patient who had already received
intrathecal morphine and single shot FNB. The anterior
aspect of knee is the major generated postoperative pain
after TKA. So periarticular infiltration of local anesthetics
can locally inhibit pain stimulation which could be spared
from FNB.
Conclusion: Periarticular infiltration of local anesthetics is
easy to perform and increases quality of postoperative pain
control after TKA on the top of intrathecal morphine and FNB.
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Paper No: 461.00

The efficacy of intrathecal morphine with
bupivacaine for postoperative analgesia
after TUR-B
Aylin Incesu, M. Nuri Deniz , Elvan Erhan and
Gulden Ugur
Department of Anesthesiology, Ege University, Medical Faculty
Izmir, Turkey

Background. In this randomized study, we evaluated two dif-
ferent doses of intrathecal (IT) morphine with bupivacaine
for analgesia after transurethral resection of bladder (TUR-B).
Methods: Seventy-five patients were randomly divided into
three groups. They were allocated to receive IT morphine
(100 ?g) with 12.5 mg 0.5% bupivacaine (Group I), IT mor-
phine (200 ?g) with 12.5 mg 0.5% bupivacaine (Group II),
and IT 12.5 mg 0.5% bupivacaine without morphine (Group
III). Postoperative pain was evaluated by VAS during 24 h
and each patient was given intravenous paracetamol and
Dexketoprophen trometamol if pain severity was moderate.
The first requests for analgesia, adverse effects (pruritus,
postoperative nausea and vomiting, respiratory depression)
were recorded.
Results: Groups were comparable with respect to demograph-
ic data. VAS scores were significantly lower in Groups I and II
than Group III at 1h, 2h, 4h, 6h, 12h (p,0.05). The request for
analgesia was significantly higher in Group III than the other
two groups (p,0.05). More patients reported postoperative
nausea in Group II than the other two groups (p,0.05).
Conclusion: IT morphine (100 ?g and 200 ?g) with 12.5 mg
0.5% provided a significant reduction in postoperative pain
scores compared to IT 12.5 mg 0.5% bupivacaine alone. IT
morphine 100 ?g provided comparable postoperative pain
control with significantly lower side effects than IT morphine
200 ?g after TUR-B.

Paper No: 472.00

Post-operative analgesia for open
thoracotomy lung surgery: a national
survey of uk cardiothoracic units

Ulka Paralkar , George Mathew, Cheng Ong and
Adrian Pearce
Department of Anaesthesiology & Pain Medicine, Guy’s
& St Thomas’ NHS Trust, London, UK

Background and aims. To determine the analgesia practices
and factors influencing the choice off Regional Anaesthesia
after adult open thoracotomy (lung surgery) within thoracic
centres in the UK.
Methods: A questionnaire survey which was reviewed &
endorsed by ACTA (Association of Cardiothoracic Anaesthe-
tists) was distributed (web based & postal) to 38 UK thoracic
units.
Results: Out of the 38 units, 2 were excluded as primarily
paediatric & non-pulmonary surgery centers. The response
rate was 92.1% (35/38) - 37 units responded; 2 incomplete
responses were excluded. 62.9% (22) of the units routinely
used Thoracic Epidural (TEA) - One of these supplemented
with PCEA. 31.4% (11) used Paravertebral block (PVB) com-
bined with IV PCA - One of these added an intrapleural cath-
eter 2.9% (1/35) units used PVB+Intrathecal morphine.
Another unit used PCA or intrapleural catheter. 74.3% (26/
35) units thought their current practice was ideal. 25.7%
(9/35) were dissatisfied. 3 of the 22 units using TEA were dis-
satisfied - 1 of them would have preferred/ TEA with PCEA, a
2nd (would’ve preferred) PVB+IV PCA & the 3rd TEA+PCEA /
PVB+intrathecal 4 of the PVB+IV PCA group said that they
would rather use TE+PCEA. The PCA/Intrapleural unit
would prefer IV PCA+Intrapleural block or PVB+PCA.
Conclusions: TEA is the predominant choice with reasonable
satisfaction. Most of the units were happy with their current
practice. A few units had their choice altered by lack of HDU/
ITU beds(51.4%), surgical preference, departmental policy,
level of monitoring/staff, equipment shortage/problems &
cost.

Paper No: 477.00

Does dexmedetomidine with patient-
controlled analgesia morphine is better
than continuous morphine infusion as a
post operative analgesia in off pump
coronary artery bypass grafting surgery?- a
preliminary study
Hasmizy Bin Muhammad , Norzalina Esa,
Nora Hasiah Idris and Hanafi Sidik
Cardiothoracic Anaesthesiology and Perfusion Unit, Sarawak
General Hospital Heart Center, Kota Samarahan, 943000, Sarawak

Introduction: Dexmedetomidine is a highly selective ?-2
adrenoreceptor agonist that has both sedative and analgesic
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effects1. It will reduce intraoperative anaesthetic drug and
perioperative opiate requirements if administer during the
perioperative period2,3. Continuous Morphine infusion has
been routinely used for post operative analgesia in off
pump coronary artery bypass grafting surgery (OPCABG) in
Cardiothoracic Intensive Care Unit (CICU), Sarawak General
Hospital. Optimal postoperative analgesia ensures a more
stable hemodynamic profile, reduced extubation time and
stay in intensive care unit. However, excessive opioids can in-
crease adverse effects, which contribute to delayed post-
operative recovery4. We propose Dexmedetomidine with
Patient-Controlled Analgesia (PCA) Morphine as a post opera-
tive analgesia for OPCABG.
Objectives. The goal of this study was to compare the effects
of Dexmedetomidine with PCA Morphine and continuous
Morphine infusion in sedation score, pain score, hemo-
dynamic variables, extubation time and amount of morphine
used.
Methods: A prospective, randomized, double blind study.
Thirty patients undergoing OPCABG were allocated to
receive either Dexmedetomidine infusion at 0.4 ?g†kg–
1†hr–1 with PCA Morphine 1mg per demand with 5 minute
lockout interval without basal infusion (n¼14) or continuous
Morphine infusion at 20 ?g†kg–1†hr–1 (n¼16) before
sternum closure. All patients received standardized anaes-
thesia and hemodynamic monitoring. We determined heart
rate, mean arterial pressure, central venous pressure,
oxygen saturation, pain score (Visual analogue scale), sed-
ation score (revised Riker), extubation time and morphine re-
quirement at 0 hour when patients arrived in CICU, then 1 h,
2 h, 3 h, 6 h, 8 h, 12 h, 18 h and 24 h. IV Morphine 0.05mg/kg
is given if pain score is more than 4 in both groups.
Results: Groups were similar for patient demographics,
number of grafts, inotropes and vasodilator used. No signifi-
cant differences were noted between groups for sedation
and pain score, heart rate, central venous pressure, oxygen
saturation, mean arterial pressure, extubation time and
adverse events. Morphine requirements were significantly
lower in group Dexmedetomidine with PCA Morphine than
group continuous Morphine infusion (19.7+12.4 mg vs.
39.2+16.3 mg, P,.001).
Conclusions: Dexmedetomidine with PCA Morphine resulted
in lower morphine requirements for post operative OPCABG,
however it is not superior in hemodynamic, sedation, pain
score and extubation time when compare to continuous
morphine infusion.
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Paper No: 488.00

Long-term Effect Of Slow Release Lidocaine
Sheet And Particles In A Rat Model
Of Postoperative Pain
Takashi Suto , Masaru Tobe, Hideaki Obata,
Hitoshi Shimada and Shigeru Saito
Gunma university graduate school of medicine department
of Anesthesiology

Introduction: Continuous infusion of local anesthetic is
widely used for postoperative pain management, however,
indwelling catheter is possible to cause tissue injury or infec-
tion. Single injection of ultra-long acting local anesthetics
can avoid those complications.
Objective: We produced slow release lidocaine sheet and
particles with biodegradable polymers, and examined their
effects in a rat model of postoperative pain.
Methods: We made novel slow releasing lidocaine sheet (SRLS)
and particle (SRLP) with bioabsorbable polymer
(polylactic-co-glycolic acid: PLGA or polylactic acid: PLA). We
made a hind paw incision using male Sprague-Dawley rats
(postoperative pain model), and SRLS, lidocaine itself, or PLGA
only (control) was applied near the ipsilateral sciatic nerve just
before the paw incision. SRLP or lidocaine solution was injected
into epidural space before the paw incision. The development of
mechanical hypersensitivity was assessed using von Frey fila-
ments. Their motor paralysis and pathological changes of
tissues near the drug administration site were assessed. We
also examined c-fos expression in the spinal dorsal horn of seg-
ments L4–5 in each sciatic nerve block group.
Results: We could prepare a SRLS (30%, w/w), which continu-
ously release lidocaine for 7 days. In the behavioral studies,
the SRLS (20mg: lidocaine 6mg) produced anti-
hypersensitivity effect for 7 days. The numbers of c-fos posi-
tive neurons in the SRLS-treated group were smaller than
that of control group at 2 h, 5 h, 48 h after paw incision.
The paralysis score and serum lidocaine concentration were
lower than control group. Pathological examination revealed
that SRLS induced no change in nerves or muscles. We pre-
pared SRLP that contained 10% lidocaine (w/w), which con-
tinuously release lidocaine for 7 days in vitro. Epidural
injection of SRLP (80mg: lidociane 8mg) produced anti-
hypersensitivity effect for 3 days and more after paw incision
without motor paralysis. The spinal cords and peripheral
nerves close to the SRLP did not have pathological changes
at 1 and 4 weeks after epidural injection.
Conclusions. Single treatment with this SRLS inhibited post-
operative nociceptive behavior and c-fos expression in the
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spinal cord dorsal horn for a week. Single injection of SRLP
also produced anti-hypersensitivity effect for 3 days. Slow re-
leasing technique of local anesthetics might be a promising
method for management of postoperative pain.

Paper No: 499.00

Audit of consent for central neuraxial
blocks
Salma Mohammed and Sheeva Mungroo
James Cook University Hospital, Middlesbrough, Great Britain

Introduction: The AAGBI has published recommendations
regarding consent for anaesthesia1. These recommenda-
tions include:

† Providing patients with adequate information about an-
aesthesia preferably in the form of a patient informa-
tion booklet.

† Ensuring patients have the capacity to understand and
make a balanced decision without coercion.

† Documenting the details of the discussion in the
patient’s record, noting benefits and risks explained.

Objectives:
† To determine what proportion of patients received

patient information booklets regarding central neurax-
ial blocks prior to anaesthesia.

† To determine what proportion of patients had risks of
central neuraxial blocks explained and documented.

† To determine what risks were explained.
† To determine patients satisfaction with the information

provided.

Methods: We conducted a retrospective audit at a University
Hospital over a 3 month period in which we collected data
from patients case notes, anaesthetic charts as well as
patient interviews. Patients were asked if they received a
patient information booklet about central neuroaxial
blocks, what risks were explained, incidence of risks quoted
and what risks they remembered. Evidence of documenta-
tion and patient satisfaction with the information provided
were also noted.
Results: There were a total of 57 patients in this audit with a
mean age of 67 years having mainly orthopaedic surgery
(Fig 1). Most patients were preassessed by a consultant an-
aesthetist (Fig 2). 21% of patients received a patient informa-
tion booklet prior to their anaesthetic. Risks were explained
to 82% of patients by the anaesthetist during the preopera-
tive visit and the most common risks recorded were Post
Dural Puncture Headache (PDPH) and nerve damage
(Figure 3). The incidence of complications recorded varied
among anaesthetists. Evidence of documentation was
noted in 74% of the case notes (Fig 4). More than 50% of
patients did not remember any risk explained in the pre-
operative visit. The most common complications recalled by
patients were PDPH and nerve damage followed by infection

and failure. The majority (95%) of patients was satisfied
with the information provided and would choose this type
of anaesthetic again if required.
Conclusions: Consent for Anaesthesia states that patients
should have adequate information about anaesthesia to
make an informed decision 1, 2, 3. This audit revealed that
only 21 % of patients received a patient information booklet
prior to admission. However upon further questioning, the ma-
jority of patients (68%) did not think a patient information
booklet would be useful because the information provided
by the anaesthetist during the preoperative visit was more
than adequate. Central neuraxial risks were explained to
82% of these patients but only documented in 74% of case-
s.This audit highlighted failure to achieve 100 % target of ex-
planation and documentation of risks associated with central
neuraxial blocks. Recommendations from this audit include in-
creasing awareness and education amongst anaesthetists
and modification of the anaesthetic record to include tick
boxes as a means of facilitating easier documentation.
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Paper No: 550.00

Anesthetic management of a patient
with mitochondrial myopathy undergoing
hip fracture surgical repair
Nicolás Gastón Moreno , Ana Maria Pagliaro,
Pablo Morgillo, Franco Ravera and Jimena Palleiro
Division of Anesthesiology, P. Piñero General Hospital, Ciudad
Autónoma de Buenos Aires, Argentina

Introduction: Mitochondrial disorders are a rare group of
diseases that manifest themselves with defects in electron
chain transport or oxidative phosphorylation. They configure
a heterogeneous group with an estimated incidence of 1 in
4000 and a wide range of symptoms with an onset varying
from birth to adulthood. Clinical manifestations are ex-
tremely varied. Most of the symptoms present in tissues
with a high metabolic demand, existing a large overlap
and no clear correlation between clinical findings and the
site of biochemical defect. Considering this scenario,
patients with mitochondrial disease represent a challenge
for the anesthesiologist since there are not strong recom-
mendations for anesthesia techniques supported by
evidence-based medicine.
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Objectives. To describe the anesthetic care provided to a
patient presenting an unusual condition undergoing an
everyday orthopedic surgery at an institution not used to
deal with this kind of patients.
Methods: A 74 years old female diagnosed with mitochon-
drial myopathy (unknown subtype) 50 years ago, was sched-
uled for elective right hip fracture surgery (dynamic hip
screw). At physical examination patient presented moderate
muscle weakness, bilateral palpebral ptosis, external opthal-
moplegia, dysphagia, visual acuity diminution, impaired
hearing and mucous dryness. Laboratory reports were
within normal range. She presented no family history of
muscle diseases. Prior to surgery, a psoas compartment
block (Winnie’s approach) was performed using electrical
stimulation (40 ml 0.25 % bupivacaine with epinephrine).
Surgical anesthesia was completed with a single-shot sub-
arachnoid block (bupivacaine 12 mg and fentanil 25 mcg)
and light conscious sedation.
Results: Surgery duration was 150 minutes. Additional anes-
thetic supplements were not required. The patient went
through an uneventful and pain-free postoperative period
on intravenous diclofenac infusion as analgesic plan.
Conclusion: Even facing daily procedures, the anesthetic ap-
proach for a patient with unusual pathologies must be care-
fully considered. Since there is not enough evidence,
mitochondrial diseases imply having some special considera-
tions from the whole surgical team and although their phy-
siopathology is no longer a mystery, specific anesthesia
techniques for these patients remain controversial. Never-
theless, when a case is carefully planned and all different
options are considered, a safe and effective, “patient tailor”
anesthetic approach can be achieved even with limited
resources.
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Paper No: 557.00

Does needle tip position influence
intraocular pressure changes associated
with ophthalmic regional anesthesia?
Steven Gayer , Howard Palte, Jean-Marie Parel,
Izuru Nose and Daniel Rothen
University of Miami Miller School of Medicine, Miami, Florida,
United States.

Introduction: Deposition of local anaesthetics within the
orbit vary based upon needle angulation and depth. These
two variables distinguish intraconal retrobulbar anesthetic
blocks from extraconal peribulbar anaesthesia and may
have different effects on intraocular pressure(IOP).
Objectives. We measured variation in intraocular pressure
generated by two different approaches to ophthalmic region-
al anaesthesia using an ex-vivo laboratory cohort companion
model.
Methods: Piezoelectric microsensors were implanted into the
vitreous of ex-vivo cynomolgus monkeys in order to assess
continous real time intraocular pressure while controlling
for injection pressure and flow of injectant. Two differing an-
aesthetic technique approaches were measured- deep
needle placement with angulation toward the apex of the
orbit vs. shallow placement of a needle angled parallel to
the globe.
Results: Intraconal retrobulbar injection at a fixed rate of
0.015 cc/sec produced significant increases in IOP over the
course of the injection (dP/dT approximating 0.32 mm Hg
per second). Extraconal peribulbar needle positioning pro-
duced significantly lower changes in IOP (approximating
0.06 mm Hg per second).
Conclusions: Preliminary results indicate that extraconal
peribulbar anesthesia increases IOP at a slower rate than
intraconal retrobulbar injection.

Paper No: 561.00

Ultrasound Guided Popliteal Block Proximal
to Nerve Bifurcation: Single versus Double
Sequential Injections A Prospective
Randomized Single Blind Study
Tarek Nassar , Mustafa Seet, Zuhair Subeh,
Amr El-Azabawy and Osama El-Awady
Anesthesia department, King Fahd Armed Forces Hospital,
Jeddah, Saudi Arabia

Background and aims. Popliteal block is effective in providing
adequate anesthesia for foot and ankle surgeries 1; however,
delayed onset is the main shortcoming2. Therefore,
we hypothesized that double sequential injections proximal
to sciatic nerve bifurcation could shorten onset time via
increasing exposed surface area of the nerve to local anes-
thetic (LA).
Methods: Fifty patients scheduled for elective foot or ankle
surgery were randomized into two groups; Group(S),
received ultrasound (US) guided popliteal block via single in-
jection (30 ml), located 3cm proximal to nerve bifurcation.
Group (D), received double injections (15 ml each), the 1st
injection was located 3cm proximal to nerve bifurcation
while the 2nd injection was proximal to the 1st one and
located 3 cm proximal to the point at which no more LA
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spread from 1st injection could be traced. All blocks were
done using equal volumes of 2% lidocaine and 0.5% Levo-
bupivacaine with 1:200,000 epinephrine. The progress of
sensory and motor block in both tibial and common pero-
neal nerve territories was assessed every 5 mins by a
blinded observer. Other measurements included LA spread
distance, performance time, procedure related discomfort
and patient satisfaction.
Results: Group (D) presented with 37% faster sensory block
(15.2+4 vs 23.6+4.7 mins, P,0.0001), 29% faster motor
block (19.2 +4.7 vs 26.8 +4.8 mins, P,0.0001), 40% longer
exposed nerve length (8.6+1.3 vs 5.16+1.2 cm, P,0.0001),
and longer procedure time (5.5+1.1 vs 3.7+ 1 mins,
P,0.0001). The distance between the two injections in
group (D) was (5.8+1cm). Both groups showed complete
block success with comparable procedure-related discomfort
and patient satisfaction.
Conclusions: US guided double sequential injections prox-
imal to sciatic nerve bifurcation fastened block onset with
correlated increase in exposed surface area to LA.
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Paper No: 594.00

Effect of local anesthetic infiltration with
bupivacaine and ropivacaine on wound
healing: a placebo-controlled study
Joao Abrao 1, Cleverson R. Fernandes 2,
Paul Frederich White 3, Antonio Carlos Shimano 4

and Rodrigo Okubo 5

1Professor of Anesthesiology, Department of Biomechanics,
Medicine and Rehabilitation of the Locomotor Apparatus, Faculty
of2Department of Pathology, Faculty of Medicine of3Professor and
Director of Clinical Research,4Mechanical Engineer, Department of
Biomechanics,5Department of Biomechanics, Medicine

Background. Local bupivacaine and ropivacaine anesthetic
infiltration in surgical wounds are used to reduce the post-
operative incisional pain. However, controversy exists regard-
ing the potential deleterious effects of these local
anesthetics on wound healing and traction skin resistance.
Methods: Seventy two male Wistar rats were allocated into
nine groups of eight animals each. After intraperitoneal an-
esthesia with ketamine and xylazine, the subcutaneous
interscapular dorsal region of the animals were infiltrated
with saline 0.9% (S), Bupivacaine 0.5% (B) or Ropivacaine
(R). An incision was done in the infiltrated region followed
by suture. The animals were killed on the third (3) or fourth
(14) day after the operations.
Results: All the day 3 post surgery groups were compared to
S3 group. In bupivacaine-treated group (B3) was observed an

increase in macrophage number (63%, p,0.05), transform-
ing growth factor beta 1 expression (TGF?1) (115%,
p,0.001) and collagen concentration (56%, p ,0.01). The
expression of endothelial cells markers showed by Cluster
of Differentiation 34 expression (CD34) was reduced in B3
group (50%, p ,0.05). In ropivacaine group (R3) an increase
in TGF?1 expression (63%, p ,0.01) was observed. On the day
14 post surgery no changes were observed in all groups com-
pared to S14. The ultimate load, deformation, stiffness and
maximum tension, evaluated by mechanical test (mt),
ciclooxigenase-2 expression (COX-2) and elastic fibers con-
centrations were not changed by ropivacaine or bupivacaine
application.
Conclusions: Our results suggest that ropivacaine and bupi-
vacaine are safe to clinical use and do not impair the
tissue resistance and the wound healing process.
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Paper No: 600.00

Postoperative pain and pge2 after
preemptive analgesia with dexketoprofen.
A randomized double blind placebo
controlled study
Ivan Lisnyy 1, Eduard Stahovskiy 2, Yuryy Kuchin 3

and Ludmila Klimchuk 4

1National Cancer Institute, Anesthesiology Department2National
Cancer Institute, Oncourology Department3National Medical
University named O.O. Bogomolts4National Cancer Institute,
Anesthesiology Department

Introduction: Currently there are different opinions relative
to efficiency of preemptive analgesia for postoperative anal-
gesia. Objectives of this study was to investigate the effi-
ciency and safety of dexketoprofen (NSAID) administered
24 hours before surgery.
Methods: in randomized double blind placebo controlled
study 42 patients were inrolled. All patients were scheduled
for transurethral resection due to cancer and spinal anesthe-
sia was performed in all cases. Patient randomly were
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allocated in two groups: Group Dx, where Dexketoprofen
50 mg was given to the patients (n¼21) twice a day 24
hours before surgery and in Group Pl, group patients
(n¼21) received placebo at the same time. Cerebrospinal
fluid (CSF) and serum plasma were collected just before inci-
sion and serum plasma was collected repeated in 24 hours
after surgery. The PGE2 concentrations were measured in
serum plasma and CSF. Postoperative pain was estimated
with VAS. Serum glucose levels and intraoperative bleeding
were controlled during perioperative period.
Results: The patients in Gr.Dx had less level of postoperative
pain during first 48 hours after surgery in comparison with
patients Gr.Pl, which got placebo (p¼0,001). Serum PGE2 in
Gr. Dx before surgery was 499,7+383,8 pg/ml (95%CI
303,5–522,4) and in Gr.Pl 1274,8+1071,3 pg/ml (95%CI
703,9–1845,7), p¼0,0012. Serum PGE2 24 hours after
surgery in Gr.Dx was 339,7+279,6 pg/ml (95%CI
221,1-380,5), p¼0,014 in comparison with preoperative
level. In Gr.Pl in 24 hours the serum PGE2 was
1020,3+359,4 pg/ml (95%CI 828,7–1211,8), p¼0,876 in
comparison with preoperative level. Serum PGE2 in 24
hours was significantly lower in Gr.Dx, p¼0,00001. PGE2 in
CSF in Gr.Dx was also lower: 262,4+276,6 pg/ml (95%CI
218,7–376,6) in comparison with Gr.Pl 645,3+294,4 pg/ml
(95%CI 217,5–455,7 ), p¼0,0004. There were no any clinical-
ly significant differences in serum glucose and bleeding
events during surgery between groups.
Conclusion: The administration of dexketoprofen in dose
50 mg bid 24 hours before surgery were associated with sig-
nificantly reduction of serum and CSF levels of PGE2 and re-
duction of pain in postoperative period without increasing
the bleeding during surgery.

Paper No: 606.00

Inhibition by ropivacaine of src-kinase
activation, intracellular adhesion
molecule-1 phosphorylation and
production of monocyte chemoattractant
protein-1 in h838 lung cancer cells
Gina Votta- Velis , Tobias Piegeler, Jose Aguirre,
Beatrice Beck-Schimmer and Richard Minshall
Institute of Anesthesiology, University Hospital, Zurich, Balgrist
University Hospital Zurich, Switzerland University of Illinois at
Chicago, Chicago IL, USA

Introduction: Recent clinical observations indicate that re-
gional anesthesia may favorably affect cancer outcome (1).
However, scarce literature is available elucidating the role
of local anesthetics at a molecular level. It is well known
that local anesthetics have anti-inflammatory effects. Endo-
thelial barrier dysfunction is a sine quo condition for the
process of metastasis, as is vascular hyper-permeability in

Acute Lung Injury (ALI). ALI due to inflammatory hyper-
permeability is mediated in part by increased ICAM-1 (Intra-
cellular Adhesion Molecule-1) expression, and this was
shown to be decreased by ropivacaine (2). Scientific evidence
implicates ICAM-1 in tumor invasion in vitro and in metasta-
sis in vivo, and hence in the malignant potential of various
types of cancer. Circulating cancer cells extravasate to sec-
ondary sites probably using a process similar to inflamma-
tory cells (3). Another potent regulator of endothelial
permeability is Src-kinase (Src)(4). We have demonstrated
in previous experiments that ropivacaine protects against ca-
pillary leakage by suppressing Src activation. Src family
protein tyrosine kinases also play a critical role in a variety
of cellular signal transduction pathways regulating diverse
tumorigenic processes such as cell division, motility, angio-
genesis (5) and metastasis (6). Monocyte Chemoattractant
Protein-1 (MCP-1) attracts monocytes and macrophages to
sites of inflammation (7) and its production is associated
with angiogenesis and tumor invasion (8).
Objectives. The goal of this study was to demonstrate
whether Ropivacaine attenuates Src activation, ICAM-1 phos-
phorylation, and MCP-1 production in H838 human lung
cancer cells.
Methods: We evaluated the effect of ropivacaine on activation
of Src and phosphorylation of ICAM-1, induced by stimulation
with lipopolysaccharide (LPS) or compared to untreated cells in
H838 non-small cell lung cancer (NSCLC). The influence of ropi-
vacaine on TNFá-induced production of MCP-1 in NSCLC cells
was assessed as well. Statistical analysis was made with bivari-
ate correlation analysis (Spearman-Rho).
Results: Ropivacaine dose-dependently decreased Src activa-
tion (r-value -0.659, p¼0.027) and ICAM-1 phosphorylation
(r-value -0.631, p¼0.005) induced by 4 hour LPS treatment.
Ropivacaine alone also attenuated Src activity (r-value -0.506,
p¼0.032) and ICAM-1 phosphorylation (r-value -0.65,
p¼0.003) in the absence of an inflammatory stimulus com-
pared to untreated cells. Furthermore, ropivacaine together
added with 20 ng/ml TNFá to H838 cells significantly decreased
MCP-1 production at 4 hours (r-value -0.646, p¼0.007).
Conclusion: Inhibition of Src activity, ICAM-1-phosphorylation,
MCP-1- production, growth and migration of H838 lung adeno-
carcinoma cells by ropivacaine provide a molecular mechan-
ism by which local anesthetics could exhibit a beneficial
effect in cancer progression and metastasis.
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Paper No: 607.00

Does Ketamine lower postoperative
morphine consumption in obese patients
after laparoscopic bariatric surgery?
Maria Carolina Cabrera Schulmeyer 1,
Jaime De la Maza1, Roberto Flores 1, Gabriel Cortés 2

and Cristián Ovalle 2

1Universidad de Valparaiso, Fach Hospital, Santiago, Chile and
2Universidad del Desarrollo, Santiago, Chile

Introduction: Treatment of pain in obese patients is always a
challenge. They have low pain trigger and opioids can be es-
pecially harmful because of PONV and respiratory depression.
Although laparoscopic surgery less invasive, it can produce
moderate to severe postoperative pain. Probably intraopera-
tive nervous fiber section and high temperatures of electrical
scalpels contribute to generate pain. So as part of a multi-
modal analgesia, an antihyperalgesic drug, like ketamine
can be helpful for optimizing analgesia. Ketamine is a non-
competitive antagonist of the glutamate NMDA receptors
that modulates calcium influx at nerve terminals and
thereby interferes in the cascade of biochemical events, in-
cluding G-protein activation and c-Fos transcription. The
NMDA inhibition results in lowering the central sensitization
phenomena and synaptic plasticity.
Objective: To evaluate if a single dose of ketamine is effective
in lowering morphine consumption during the first 24 hours
after a bariatric surgery.
Methods: With a prospective, randomized blind design
obese patients undergoing laparoscopic sleeve gastrectomy
were divided into two groups. Group K received 0.7 mg/kg
(real weight) of ketamine during the induction of anesthesia
and the control group (group S) received placebo. To all
patients an intraoperative dose of morphine, 0,1 mg kg -1,
dexametasone 8 mg and a bolus of ketoprofen 100 mgs
were administered and a postoperative ketoprofen infusion
of 300 mg afterwards. Endovenose morphine was indicated
as rescue analgesia. The total amount of morphine con-
sumed during the first 24 hours was studied. The assess-
ment of postoperative pain was done using the visual
analog pain score (VAS) of 11 points (with 0¼no pain and
10¼the maximum imaginable pain for the patient) at 1,
6, 12, 24 postoperative hours.
Results: 99 adults were studied. 48 patients in group keta-
mine (K) and 51 patients in control group (S). The demograph-
ic characteristics were similar and there were no differences in
the duration of surgery (50+11 min). The morphine con-
sumption in the ketamine group was of 9.6+2.1 mgs,
whereas in the control group it was of 15.2+3.35 mgs
(p,0.001). Despite VAS were lower in K group, they were
not statistically different. PONV and antiemetics consumption
were 31% lower in the ketamine group. No side effects like
hallucinations or nightmares were detected in both groups.

Conclusions: Efficacy of ketamine was demonstrated. This
decrease in the morphine consumption guarantees a safe
analgesia with a low incidence of adverse effects.
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Paper No: 623.00

Modulation of remifentanil-induced
hyperalgesia by sevoflurane or propofol
anesthesia
Youn-Woo Lee , Jong Bum Choi, Yon Hee Shim and
Hyun Seung Kim
Department of Anaesthesiology and Pain Medicine and
Anaesthesia and Pain Research Institute, Yonsei University
College

Introduction: Opioids have been used to alleviate moderate
to severe pain, but paradoxically induce hyperalgesia
possibly via NMDA receptor. Opioid-induced hyperalgesia
(OIH) has been reported in surgical patients with
high-dose infusion of remifentanil. General anesthetics
concomitantly used might affect the OIH, since volatile
anesthetics and propofol are known to modulate NMDA
receptors.
Objectives. In a randomized, prospective study, we investi-
gated the effect of general anesthetics on remifentanil-induced
hyperalgesia in patients under sevoflurane or propofol
anesthesia.
Methods: In forty-one patients undergoing thyroidectomy,
remifentanil was intraoperatively infused at 0.2 mg/kg/min
under sevoflurane or propofol anesthesia titrated to maintain
Bispectral Index values at about 50. Tactile pain thresholds
on the forearm and periincisional area were assessed by
electronic von Frey anesthesiometer the evening before
surgery and postoperatively at 24 and 48 h. The goal of
pain management during postoperative 48 hrs was to main-
tain a numerical rating scale (NRS, 0–10),4. Additional
analgesics were recorded in the postanesthesia care unit at
postoperative 6, 24 and 48 h.
Results: Tactile pain threshold on the forearm and periinci-
sional area was significantly lower at postoperative 24 and
48 h in propofol group than in sevoflurane group (Table1).
In propofol group, pain threshold was decreased on the
forearm and periincisional area at postoperative 24 and
48 h. However, in sevoflurane group, pain threshold did not
change postoperatively, except on the forearm at
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postoperative 24 h. The number of patients who requested
rescue analgesics did not differ between the groups during
postoperative 48 hrs.
Conclusions: Sevoflurane anesthesia attenuates
remifentanil-induced hyperalgesia on the forearm and peri-
incisional area, compared to propofol anesthesia. However,
hyperalgesia did not show clinical relevance in terms of post-
operative pain or analgesic consumptions in patients under-
going thyroidectomy.

Paper No: 646.00

Management of the antiaggregated patient
in the scheduled non-cardiovascular
surgery: Our experience
Garcia Rojo Blas , Dominguez Serrano Nuria,
Orozco Montes Javier,
Gutierrez-Meca Maestre Maria Dolores and
Rodriguez Perez Jose Maria
Anesthesiology Department Santa Lucia University Hospital.
Cartagena. Spain

Background and goal of the study. It is widely recognised
and documented the benefit of antiaggregant drugs in the
treatment of cardiovascular and neurological disesases and
its potential risk while performing a locorregional anesthesia.
There are several protocols about substitutive drugs to main-
tain a low antiaggregant effect for a minimum space of time
that allows to carry out safely a locorregional technique for
any kind of surgery.
Material and Methods: We have studied 89 patients with an
informed consent granted, previously antiaggregated (clopi-
dogrel and /or Aspirin), scheduled for non-cardiovascular
surgery, under a protocol for substitutive antiaggregant
drugs with dexibuprofen 400 mg/12h. Each patient was
crosstab classified under 9 different categories according to
the risk of hemorrhagic event (high, intermediate, low) and
thrombotic risk according to its previous condition (high,
intermediate, low). Antiaggregant replacement was

established between 7 to 2 days. We made three consecutive
measurements of the platelet function tests (PFA epinefrin
and PFA ADP times): firstly at the time of preoperatory
study, when it was scheduled for surgery and instructed for
replacement of antiaggregant drugs; secondly 24 hours
prior to surgery and thirdly, just before the time of surgery.
An account of events was registered and eventually evalu-
ation of events was recorded on the day of the discharge
and one month later.
Results: In our study, dexibuprofen provides a safe manage-
ment of the antiaggregated patients in scheduled
non-cardiovascular surgery, while allowing, for its shorter anti-
aggregant effect, reliability and tolerance, the performance of
a local or regional anesthesia. There were not any major car-
diovascular or neurological events in any case, after one
month of surgery. Only a minor case of local hemorrhage
(ophthalmologic surgery, peribulbar technique) .Antiaggre-
gant effect of the substitutive drugs was adequate to maintain
it as close as possible to get a narrow window of time for the
anesthetic technique and surgery. Tolerance to the drug was
good enough and no side or secondary effects were registered.
Antiaggregation with the previous treatment was resumed as
soon as oral intake was indicated and tolerated.
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Paper No: 671.00

Evaluation of adverse effects in intrathecal
fentanyl
Cristián Manuello , Evangelina Gagliardo,
Guillermina Harvey, Guillermo Reeves and
Liliana Vaula

Introduction: Subarachnoid block is widely used in surgery
due to the rapid induction, the complete analgesia, the low
failure rate and the prevention of aspiration pneumonia.
The addition of intrathecal opioids to local anesthetics
seems to improve the quality of analgesia and prolong its
duration.
Objective: To compare the onset of adverse effects of fen-
tanyl 20 mg and 40 mg when added to intrathecal hyperbaric
bupivacaine 0.5% 12.5mg.
Material and Methods: Prospective randomized clinical trial
with two different doses. Patients (n¼70): ASA I and II,
aged 21–65 years, both sexes, submitted to programmed
surgery from June to August 2009, with subaracnoid

Table 1. Tactile pain threshold measured by electronic von Frey
anesthesiometer

Sevoflurane
group

Propofol
group

P value

forearm Preop. 120+27 111+35 0.393

POD 1 92+29 68+25 0.008

POD 2105+29 70+29 ,0.001

Peri-incisional area
Preop.

111+30 100+45 0.325

POD 199+47 53+34 0.001

POD 2100+32 62+39 0.002
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anesthesia (SA) as the only technique. SA was administered
with 0.5% 12.5mg hyperbaric bupivacaı́ne plus 20 mg
fentanyl (GF20:n¼35) or 40 mg fentanyl (GF40:n¼35).
After surgery the onset of adverse effects (AEs) was
controlled, namely, urinary retention (UR), nausea and
vomiting (NV), pruritus (PR) and respiratory depression at 8
and 24h by a blind observer. Statistics: Quantitative variables
expressed as mean+SD using Student’s t Test for unpaired
data comparisons. Categorical variables were expressed as
frequency and percentage, using for comparison of propor-
tions Fisher’s Exact Test. Significance was admitted if
p,0.05.
Results: Sex: same frequency for both groups, Female(%):
18(51.4). Group total age: GF20:37+11.6 yr, GF40:34.7+9.6
yr, n.s. Age stratified by sex Female/Male: GF20:35.9/38.2 yr,
n.s; GF40:35.3/34.1 yr, n.s. AEs evaluation at 8h: UR: GF20:0/
35, GF40:4/35, n.s; NV: GF20:0/35, GF40:1/35, n.s; PR:
GF20:2/35, GF40:6/35, n.s. Each sex stratified: UR: Female:
GF20:0/18, GF40:2/18, n.s, Male: GF20:0/17, GF40:2/17, n.s;
NV: Female: GF20:0/18, GF40:1/18, n.s, Male: GF20:0/17,
GF40:0/17, n.s; PR: Female: GF20:2/18, GF40:5/18, n.s, Male:
GF20:0/17, GF40:1/17, n.s. No AEs were detected at 24h
evaluation. No respiratory depression was present in any
patient.
Conclusions: The occurrence AEs in patients that received
intrathecal hyperbaric 0.5% bupivacaı́ne 12.5mg is not
dose dependent regarding groups under study GF20 or
GF40 ug.

Keywords: Fentanyl; subarachnoid anesthesia; adverse
effects
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Paper No: 681.00

The effect of scalp blocks with
levobupivacaine on postoperative pain
control and patient-controlled analgesia
(PCA) consumption after craniotomy
for aneurysmal clipping
Jung-Hee Ryu, Hye-Min Sohn , Hyo-Seok Na and
Korea Sang-Hwan Do

Department of Anesthesiology & Pain Medicine, Seoul National
University Bundang Hospital, Seongnam-si Gyeonggi-do, South

Introduction: Scalp blockade provides effect analgesia after
craniotomy. Levobupivacaine is an effective local anesthetic
agent for nerve blockade with less systemic toxicity than
racemic bupivacaine.
Objectives. The purpose of this study is to investigate the
effects of scalp blockade with levobupivacaine on post-
operative pain control, hemodynamic variables and recovery
profiles after anterior craniotomy for cerebral aneurysmal
clipping have not been investigated.
Methods: 10 ASA I or II patients, scheduled for elective an-
terior craniotomies for aneurysmal clipping, were enrolled in
this prospective, randomized, placebo-controlled study.
Scalp block was performed by blocking the supraorbital,
supratrochlear, and auriculotemporal nerves using 12 ml
0.75% levobupivacaine with 1: 200,000 epinephrine (group
B, n¼5) or 0.9 % normal saline (group S, n¼5). Patient con-
trolled analgesia (PCA) consisted of fentanyl 20 ¥ı̀g/ml (total
100 ml) was connected to patients. Postoperative headache
(VAS), PCA consumption, hemodynamic variables (Heart
rate [HR] and mean arterial pressure [MAP]), the use of anti-
hypertensive drug (nicardipine) and the incidence of post-
operative nausea and vomiting (PONV) and respiratory
depression were recorded at 1, 2, 4, 8, 12, 24, 48,
and 72 hr after alert consciousness (Glasgow coma scale
.14).
Results: Statistically significant differences in postoperative
pain (P¼0.001) and PCA consumption (P¼0.00) over time
between the two groups were observed. Postoperative
pain scores and PCA consumption were lower in group B
than group S at 1, 2, 4, and 8 hours after alert consciousness
(P,0.05). In addition, the use of anti-hypertensive agent
(1 for group B vs.4 for group S) and the incidence of PONV
(0 for group B vs.3 for group S) were lower in group B
than in group S through the differences did not reach
statistical significance. There were no complications
related to the technique of blockade or drugs in any of
the 10 patients.
Conclusions: This study demonstrated than scalp blockade
with levobupivacaine effectively relieved postoperative head-
ache and spared postoperative PCA consumption without
adverse events. In addition, scalp reduced the requirement
of postoperative antihypertensive agent and lowered the in-
cidence of PONV in patients with anterior craniotomy for an-
eurysmal clipping.

Keywords: Levobupivacaine; scalp blockade; aneurysmal
surgery; craniotomy; patient-controlled analgesia (PCA);
postoperative nausea and vomitting
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Paper No: 682.00

A new method for epidural space
identification: lambertus’s drop
Tomas E. Lambertus

Introduction: Newer local anesthetics(4), a wide range of
adjuvants and improved needles will foment a more frequent
use of regional anesthesia. In that sense, the journal “Anes-
thesia” editorializes: “. . . because of its high success rate, ex-
cellent safety profile and, perhaps most importantly, positive
beneficial effects on outcome”(2). These approaches have
motivated us to investigate procedures that make regional
anesthesia even safer and more efficient.
Objectives. Many techniques have been used to aid in the lo-
cation of the epidural space (ES)(1). We propose a new
method for the identification of the ES, “Lambertus’s drop”.
A technique that we present for the consideration of
anesthesiologists, pretending that it be used and the
obtained results later compared with previous studies.
Methods: Lambertus’s technique is performed with a Tuohy
needle and a three-way stopcock. The interspace is punctu-
red up to the yellow ligament. Fill the needle’s channel
with anesthetic liquid. Also purge the air of the stopcock
with anesthetic and then attach to the needle. Fill the
remaning space in the vertical branch of the stopcock and
start the advance into the epidural space. Once the tip of
the needle arrives in the ES, the liquid is absorbed. Two pres-
sures are in play in this technique. A positive pressure exerted
by the column of vertical liquid and a negative pressure gen-
erated by the needle pushing the dura mater(3). Two
hundred patients were anesthetized for lower limb or lower
abdomen surgery. Anesthesia was performed using the tech-
nique described, as shown in the video http://www.youtube.
com/watch?v¼TvCBDamF4j.
Results: The results obtained with the technique were com-
pared with studies using other methods(5). With this tech-
nique the epidural space was always found. The incidence
of dura mater perforation was 0.0%.
Conclusion: The Lambertus’s drop has proven a safe tech-
nique for the location of the epidural space, offering
several advantages:

-The Tuohy needle can be manipulated with both hands.
-Easy visualization of the moment the epidural space is
located.

-A useful tool for teaching purposes

We present a novel way of approaching the epidural space:
simple, efficient and economic.
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Paper No: 684.00

Dexmedetomidine added to ropivacaine
prolongs the duration of supraclavicular
brachial plexus block
Ji Young Yoo , Ae Ryoung Lee, Young Hee Shin,
Soo Joo Choi and Duck Hwan Choi
Department of Anesthesiology and Pain Medicine, Samsung Medical
Center, Sungkyunkwan University School of Medicine, Seoul,

Introduction: Dexmedetomidine is a potent alpha-2 adreno-
ceptor agonist and is approximately eight times more select-
ive for the alpha-2 adrenoceptor than clonidine. Several
studies have found dexmedetomidine to be well tolerated
and effective in various neuraxial and regional anesthetics
in humans, including during the delivery of intrathecal,
caudal, and intravenous regional anesthesia. In a recent
animal study, dexmedetomidine prolonged the duration of
sensory blockade effectively when added to local anesthetics
in a rat sciatic nerve block model.
Objectives. Our primary objective was to determine whether
the addition of dexmedetomidine to ropivacaine would
prolong the duration of analgesia after supraclavicular bra-
chial plexus block for patients undergoing upper-limb
surgery.
Methods: Thirty five patients undergoing upper-limb surgery
were enrolled. The supraclavicular nerve block was per-
formed with 0.7% ropivacaine 20 mL with epinephrine
(1:200,000) plus either 1 mL of dexmedetomidine 1 §}/kg
with normal saline (Dexmedetomidine Group) or normal
saline 1 mL (Ropivacaine Group). The onset times and dura-
tions of sensory and motor blocks, the analgesic duration,
the pain numeric rating scale (NRS), postoperative opioid
consumption, and side effects were recorded for 24 hr after
surgery.
Results: Patients and surgical characteristics were similar in
two groups. The onset times of sensory and motor block
were similar in the two groups. The duration of analgesia
was longer in the Dexmedetomidine Group [mean (standard
deviation) 812 (126) min] than in the Ropivacaine group [692
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(134) min] (p¼0.010). The duration of sensory [899 (245)
versus 710 (140) min] and motor block [966 (248) versus
757 (164) min] were longer in the Dexmedetomidine Group
than in the Ropivacaine group (p ,0.01). Pain NRS scores
at 24 hr and the opioid consumption during 24 hr after
surgery was similar in two groups. Systolic blood pressure
in Dexmedetomidine Group at Tpacu2 was significantly
lower than those in Ropivacaine Group (p,0.001). The dose
of administered midazolam during surgery was smaller in
Dexmedetomidine group [median (interquartile range) 2.5
(2–3.5) mg] than in the Ropivacaine group [1.5 (1–2) mg]
(p¼0.01).
Conclusion: The addition of dexmedetomidine to a
ropivacaine-epinephrine mixture for supraclavicular brachial
plexus block prolongs the duration of sensory and motor
block and analgesic duration.
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Paper No: 690.00

Efficacy of C5 nerve root block for
postoperative pain after arthroscopic
shoulder surgery
Young-Tae Jeon, Jung-Hee Rhyu,
Jung-Won Hwang, Sang-Hwan Do and
Hee-Pyoung Park
Department of Anesthesiology and Pain Medicine, Seoul National
University Bundang Hospital, Seongnam, Korea.

Introduction: Arthroscopic shoulder surgery is associated
with moderate and severe postoperative pain [1]. Interscale-
nic brachial plexus block is an effective anesthetic analgesic

for shoulder arthroscopy. However it can be associated with
severe side effects and patient discomfort [2].
Objective: The aim of the present study was to compare C5
nerve root block with interscalene brachial blexus block in
terms of postoperative analgesia and patient discomfort
after shoulder arthroscopy for rotator cuff tear.
Methods: Twenty-nine patients scheduled for shoulder arth-
roscopy for rotator cuff tear were enrolled and randomly
assigned to interscalene brachial plexus block (n¼15) or
C5 nerve root block group (n¼14). Interscalene brachial
plexus block and C5 nerve root block were performed
before induction of anesthesia and intrabursal catheter
was placed at the end of surgery for patient controlled an-
algesia (PCA). Postoperative pain score (verbal rating scale,
VRS), PCA consumption, paresthesia, paralysis and adverse
event were recorded at, 2, 8, 24, and 48 h after the
operation.
Results: The postoperative VRS in C5 group was compar-
able with that of interscalene group. The incidence of par-
alysis and paresthesia was significantly lower in the C5
group (4/14(29%) vs. 12/15(80%), P¼0.009). There were
no significant differences in adverse outcome between
two groups.
Conclusions: These results confirm the analgesic efficacy and
safety of C5 root block for shoulder surgery of rotator cuff
tear. Selective C5 root block is as effective as interscalene
brachial plexus block in the analgesic property with less
patient discomfort.
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Paper No: 694.00

A randomized study to compare single
injection percutaneous peribulbar
anesthesia with double injection
percutaneous peribulbar anesthesia
for cataract extraction
Pavan Gurha 1

1Batra Hospital & Medical Research Centre, New Delhi, India.

Introduction: Cataract extraction with phaco emulsification
can be performed with either topical, regional or general an-
esthesia(1). Regional anesthesia consists of peribulbar and
retrobulbar blocks. Peribulbar anesthesia was and still
remains a popular choice for patients undergoing cataract
surgery(2). A single-injection technique for percutaneous
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peribulbar anesthesia has been suggested by some authors
as an alternative to the classical double injection peribulbar
anesthesia for cataract surgery because of the potential
benefit of satisfactory level of anesthesia, analgesia & akin-
esia with fewer complications(3).
Objectives. The aim of this study was to compare these two
techniques of peribulbar block.
Methods: After approval by the Hospital Ethics Committee,
sixty adult patients, 18 to 70 years old of either sex, ASA
status I, II or III undergoing cataract extraction under peri-
bulbar anesthesia were included in this randomized double
blinded study. After obtaining written and informed
consent, patients were randomly allocated into one of the
two groups. Group I: Patients in this group were given peribul-
bar block by single injection technique with 0.5% Bupivacaine
plus hyaluronidase 15 IU/ml. Group II: Patients in this group
were given peribulbar block by double injection technique
with 0.5% Bupivacaine plus hyaluronidase 15IU/ml.
Results: This is an ongoing study. Statistical analysis will be
performed using the program Statview 2.0 (Abacus Concepts,
Berkeley, CA).The anthropometric characteristics, duration of
surgery, onset of sensory and motor blocks will be analyzed
by using Student’s t-tests. Till now we have observed that
in group I about 90% and in group II about 95% had ad-
equate global akinesia. About 10% patients in group I and
about 8% patients in group ll required supplementary injec-
tions. Scores for globe akinesia, globe anesthesia, supple-
mental blocks, pain on injection and surgeon satisfaction
were comparable without significant statistical difference.
Further evaluation at the end of the study is warranted
which will be presented during the Congress.
Discussion: Single injection peribulbar block could be used as
a substitute for the conventional double injection technique
as it avoids the pain associated with the second injection(3).
The second injection also carries a potential risk of globe per-
foration which can be avoided by single injection
technique(4).
Conclusion: In our study, till now we have observed that
single injection peribulbar block is as effective as the conven-
tional two injection peribulbar block.
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Paper No: 714.00

Perioperative administration of pregabalin:
Efficacy on postoperative pain
and side effects
Aikaterini Melemeni, Athanasia Tsaroucha ,
Andeia Andeia Paraskeva and Argyro Fassoulaki
Aretaieio Hospital, Athens, Greece

Introduction: Pregabalin like gabapentin may be efficacious
to treat acute postoperative pain [1].
Objectives. We hypothesized that pregabalin will reduce pre-
operative anxiety, postoperative pain and analgesic con-
sumption in patients scheduled for abdominal
hysterectomy or myomectomy.
Methods: Women aged 30–60 yr, ASA I,II undergoing ab-
dominal hysterectomy or myomectomy, were enrolled in
the study. Control group received a placebo capsule every
8 h starting the evening before surgery and for 5 days. Preg-
abalin group was treated similarly but with 150 mg pregaba-
lin capsules instead. The anesthetic technique was
standardized. Patients had access to PCA morphine the first
48 hours and to Lonalgal tablets on the 3rd to 5th days post-
operatively. Levels of sedation, dizziness, anxiety, ataxia, dip-
lopia and blurred vision were assessed before and one hour
after placebo or pregabalin capsule intake. These variables,
analgesic requirements and postoperative pain at rest and
during cough were recorded 2, 4, 8 and 24 h and for
five days after surgery as well as 1 and 3 months
postoperatively.
Results: The 48 h cumulative morphine consumption did not-
differ between the placebo and pregabalin group (estimated
coefficient¼0.10, confidence interval (CI) -1.47 to 1.68)
neither rescue analgesic requirements during the post-
operative days 2–5 (estimated coefficient¼0.27, confidence
interval (CI) -0.59 to 1.15 p¼0.525). The overall mean VAS
scores at rest and cough were similar in both groups (esti-
mated coefficient¼4.73, confidence interval (CI) -0.44 to
9.90, p¼0.72 and estimated coefficient¼-0.58 to 14.13,
p¼0.71 respectively). Sedation and anxiety scores did not
differ between the groups at any time point (p¼0.919 and
p¼0.788 respectively). Pregabalin was associated with
higher incidence of dizziness 1 h postoperatively (p¼0.001)
and blurred vision 2 and 4 h postoperatively (p¼0.028 and
p¼0.011 respectively). Pregabalin had not effect on chronic
pain development or analgesic requirements up to three
months postoperatively.
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Conclusions: Perioperative administration of pregabalin
under the present study design did not reduce preoperative
anxiety, postoperative pain and analgesic consumption in
patients scheduled for abdominal hysterectomy or
myomectomy.
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Paper No: 747.00

A survey in education, resources
and current practice of regional
anesthesia in Argentina
Carlos Bollini 1, Fernando Cacheiro 2,
Miguel Moreno 3, Gustavo Carradori 4 and
Pablo Lassalle 5

1Instituto Argentino de Diagnostico y Tratamiento 2Hospital
Universitario Austral 3Hospital Municipal Juan A. Fernandez
4Instituto Argentino de Diagnostico y Tratamiento 5Hospital
Universitario Austral

Introduction: Despite years of education, several ongoing Re-
gional Anesthesia Centres, and recognized individual practi-
tioners, there is no information about the current regional
anesthesia practice in Argentina.
Objectives. Collect information about current practice, ex-
perience, usage and to establish future directions for con-
tinuous medical education.
Material and Methods: A survey was designed as a 20 ques-
tions on-line survey (www.surveymonkey.com). Participants
were recruited via our facebook page GEAR (Study Group
of Regional anesthesia). Obtained results consigned as
nule or bad were grouped for analysis as NO anesthesia
group; Good, very good and excellent results were consid-
ered as YES anesthesia Group. RESULTS: 57 voluntary parti-
cipants completed de survey. 32% were Anesthesiologyst
with less than 10y experience, 34% more than 10y and
33 % more than 15y. Lumbar epidural was judged as very
good and excellent by 73.7% and good by 24.6%. Continu-
ous epidural NO 21.8%, 78.6% YES, Thoraxic epidural: NO
52.7%. Spinal: YES 93%, Continuous Spinal NO 76.8% Thor-
axic Spinal NO 89% Upper extremity nerve blocks Upper Ex-
tremity BLOCK % NO ANESTHESIA % YES ANESTHESIA IES29
71 2 SC36 63 3 IC 4555 AX18 82 1 MidH 55 45 Elbow 47 52
Bier 48 52 Wrist 44 56 Finger 43 56 Lower extremity nerve
blocks Lower extremity Block%No Anesthesia % YES Anes-
thesia Psoas 91 9 Femoral 49 51 2 Obturador 77 23 Iliofas-
cial 74 26 Parasacral 72 28 Sciatic 64 36 Subgluteal 72 28
Popliteal 49 51 3 Saphenous 66 34 Local intraart67 33

Ankle 34 66 1 Foot fingers 55 45 Technical: 75% used PNS
and isolated needles and 26% Portable Ultrasound.
Between 76% and 91% considered necessary to update
their knowledge. Short rotation with experts, workshops
with living models and visiting experts were ranked in
that order as the prefered activities.

Discusion. Number of participants was low but well dis-
tribuited in all the country. Most common performed upper
and lower extremity blocks were axillary, interescalene,
supraclavicular, ankle, femoral and popliteal. An effort will
be made to increase practice of under used regional techni-
ques and resources.
Conclusions: Obtained data will be usefull to design orien-
tated regional anesthesia education programs.

Paper No: 769.00

Outpatient peripheral nerve block (pnb)
analgesia for 2,171 orthopedic procedures:
comparison of equal volumes of 0.25%
and 0.5% bupivacaine, both with 100 mcg
clonidine is there a difference in
analgetic duration?
J. Gregg Melton
Slocum Orthopedic Ambulatory Surgery Center, Eugene, OR USA

Introduction: Patient satisfaction is affected by achieving a
balance between highly successful blocks, of sufficiently
long analgesia, with a low risk of intravascular injection of
local anesthetic.
Objectives. We standardized local anesthetic volumes, con-
centrations, and adjuvants. Clonidine, 100 mcg in one ml,
was added to equal volumes of 0.25% and 0.5% bupiva-
caine, with the goal of reducing total local anesthetic
dosage. Any incident of anesthetic systemic toxicity (LAST)
was recorded.
Methods: All single shot PNB’s were placed with live ultra-
sound guidance, at a single institution, by seven highly profi-
cient anesthesiologists. Interscalene (ISB) and axillary (AXB)
blocks were done with a total volume of 25 ml’s. All femoral
(FNB) and popliteal fossa (PFB) blocks utilized 30 ml’s of local
anesthetic. All PNBs included clonidine. Common surgical
procedures ranged from ORIF of upper/lower extremities, to
ACL reconstruction, and shoulder arthroscopy, with or
without open repairs. Data was collected from standardized
PNB records, and by anesthesiologists’ postop phone calls
to patients. Patients were asked, “At what time did you first
feel pain, and/or feel the need to take your first oral analgesic
medication? ”. Successful PNB was defined as a patient free
of pain, in the expected neurologic anatomy, at discharge.
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Results: Single shot PNBs numbered 2,171 over three years.
Success rates were: ISB 99.5%, AXB 99.6%, FNB 98.95%,
and PFB 99.3%. Duration of analgesia by block type, with
SD (in hours). Number of blocks is in ( ).

There were no instances of LAST in either group.
Discussion: McCartney’s 2007 review concluded “evidence
does not support. . .adding clonidine to long acting local
anesthetics”. 1 In 2009, Popping’s meta- analysis revealed
that 150 mcg of clonidine with bupivacaine for AXB added
two hours of analgesia.2

Our incidence of LAST is less than literature reported 1 in
1,000 blocks.3

In 2009, Lui reported success rates for upper extremity
blocks of 95–100%, and 97% for popliteal blocks.4 Our ex-
perience supports this rate.

Conclusion We have demonstrated that a reduced bupiva-
caine concentration, with low dose clonidine, preserves desir-
able analgetic duration, without affecting safety.

References
1 McCartney CJ. Should We Add Clonidine to Local Anesthetic for

Peripheral Nerve Blockade? A Qualitative Systematic Review of
the Literature. Regional Anesthesia and Pain Medicine 2007; 32:
330–338.

2 Popping DM. Clonidine as an Adjuvant to Local Anesthetics for Per-
ipheral Nerve and Plexus Blocks. Anesthesiology 2009; 111:
406–415.

3 Barrington MJ. Preliminary Results of the Australasian Regional An-
aesthesia Collaboration. Regional Anesthesia and Pain Medicine
2009; 34: 534–541.

4 Liu SS. Ultrasound-Guided Regional Anesthesia and Analgesia.
Regional Anesthesia and Pain Medicine 2009; 34: 47–59.

Paper No: 799.00

Effectivness of the continious
compartment block(CPCB) after
total knee arthroplasty
Blasko Smiljanic 1 and Goran Tockov 2

1Surgical Center Rosse Valley, Ljubljana, Slovenia and 2University
Clinical center, Ljubljana, Slovenia

Introduction and objectives. Total knee arthroplasty(TKA) is
a major orthopedic procedure with severe postoperative
pain.We decided to improve traditional pain menagement
(iv, Epidural.) with continious psoas compartment block
(CPCB) after TKA and study its effectivness.
Methods: Retrospectively were analyzed 82 patients,age 67–
92 years old,ASA I-III,operated in 2010/2011.CPCB was per-
formed before surgery with Contiplex Tuhou 18G(B.Braun
AG,Germany) 100mm needle with catheter and Stimuplex
(B,Braun AG,Germany)nerve stimulator.Patient was in lateral
position with upper leg flexed.Puncture was at level L4,5cm
lateral and 3cm caudal.M.Quadriceps contraction at 0,5–
0,8 mA (o,1ms)was consider as an adequate response.After
negative aspiration,catheter was placed 6–8 cm deep insi-
de.PCA pump(CADD Legacy,Smith Medical,UK)was used forcon-
tinious infusion of 0,2% levobupivacain (6–10 ml/h, 4ml bolus
doze and 30 minutes lock out),started half an hour before the
end of the procedure. CPCB was maintained 72 hours. Active
mobilization started 24 hours after the operation. Visual
Analog Scale (VAS) was used for postoperative pain evaluation.
Results: Out of total 82 subjects,43 were male,39 were fema-
le.In 96% CPCB was successfull.4% had an inadequate
analgesia(VAS greater than 8) and Pyritramid 3mg iv. was
added supplementary.Four patients had m.quadriceps week-
ness,when physical rehabilitation started.No complication
related CPCB was noticed.Patients satisfaction was
96%.There were no difference between male and female
groupe.Mobilisation wasbetter and more comfortable.There
were no systemic or neurological side effects.Improvement
of the quality of rehabilitation were noticed.
Conclusion: Our study proved that Continious psoas compart-
ment block(CPCB) is clinicly safe,usefull and effective tech-
nique for pain teatment after total knee arthroplasty(TKA).
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0.25% w/ C 0.5% w/C

p value

ISB (250) 18.6

SD 4.4 (488) 20.2

SD 5.0 ,0.05

AX (72) 17.5

SD 4.2 (654) 19.1

SD 5.3 ,0.05

FNB (141) 23.4

SD 6.6

PFB (181) 24.0

SD 5.7

(290) 26.8

SD 6.7

(200) 24.6

SD 6.4

,0.05 ,0.05
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Paper No: 810.00

Determining Minimal Effective
Concentration of Bupivacaine
for Ultrasound Guided Axillary
Brachial Plexus Block
Alexandre Takeda , Leonardo Ferraro,
Eduardo Sadatsune, Luiz Falcao and Maria Tardelli
Universidade Federal de Sao Paulo - Sao Paulo - BRAZIL

Introduction: The axillary block is one of the most used tech-
niques of anesthesia for hand surgery. Usually it is obtained
with large volumes of local anesthetic, increasing the risk of
toxicity. The ultrasound guidance allows volume reduction
for the block. Should reduction in concentration effectively
perform surgical anesthesia, while minimizing the risks of
toxicity, once ultrasound guidance can improve local anes-
thetic spread around the nerve?
Objective: To calculate the minimal effective concentration
of bupivacaine without epinephrine for successful axillary
brachial plexus block for hand surgery in 90% of the patients
(MEC90).
Methods: After given written informed consent signed by
ASA 1 and 2 adult patients scheduled for ambulatorial
hand surgery, the axillary brachial plexus block was achieved
using ultrasound and nerve stimulation before local anes-
thetic injection. This procedure was performed for median,
radial and ulnar nerves. The study method used was a
step-up/step-down sequence model where the concentration
used for following patients was determined by the outcome
of the preceding block. The starting dose was 5 mL of
bupivacaine 0.5% per nerve. In the case of block success,
the concentration was reduced by 0.05%. Conversely, any
nerve block failure resulted in a increase in concentration
by 0.05% for the next patient. The concentration was
increased in 0.05% at every 5 consecutive cases regardless
of the result of the previous block in order to minimize bias
occurence. A blinded assistant assessed sensory and motor
blockade. Surgical anesthesia was defined as a motor score
of 2 or lower on a modified Bromage Scale, with absent
appreciation of cold and pinprick sensation. If block failed,
complementation of the blockade was performed in order
to allow surgical procedure. All patients received continuous
infusion of propofol to achieve score 3 on Ramsay Sedation
Scale. The defined study-stopping rule was after 3 cycles of
failure/success. The MEC90 was obtained with a non-linear
regression of the exponential decay phase.
Results: The study reached a total of 20 patients. All 4 cases
where 0.20% was used were successful. And all 3 cases of
0.15% failed. The MEC90 calculated was 0.19% with correl-
ation coefficient R2¼0.97.
Conclusion: We suggest that using ultrasound guidance with
nerve stimulation it is possible to obtain surgical anesthesia
with doses as lower as 5 mL of bupivacaine 0.19% per
nerve in the axillary approach of brachial plexus block.

However in order to verify the efficacy of the calculated
MEC90 further clinical trials are suggested.
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The Comparison of Isobaric Bupivacaine
and Morphine Combinations Applied in
Various Dosages During Transurethral
Resections under Spinal Anesthesia
Aysun Yildiz , Altun Demet and
Coskun Fusun Bozkirli
Gazi University Faculty of Medicine / Department of
Anaesthesiology and Reanimation

Objectives. In this study, we aimed to compare the effects of
three different doses of isobaric bupivacaine application
combined with morphine on postoperative analgesia,
motor and sensory blockade and anesthesia quality in
patients undergoing transurethral resection of the prostate
(TUR-P) under spinal anesthesia.
Methods: 60 patients all above the age of 55 undergoing
transurethral resection of the prostate (TUR-P) were random-
ly divided into 3 groups receiving 5.0 mg (Group I, n¼20),
7.5 mg (Group II, n¼20), 10 mg (Group III, n¼20) of isobaric
bupivacaine. In each group, 100 ?g of morphine was added
to drug in order to complete the final volume of administra-
tion to 3 cc. Hemodynamic parameters, motor and sensorial
blockade, the time of the first postoperative analgesia re-
quirement, intra and postoperative adverse effects of spinal
anesthesia were then recorded.
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Results: Maximum sensorial blockade levels in the groups
revealed to be T10, T8 and T6, respectively. As the sensorial
block levels of the groups were evaluated during the proced-
ure, a higher level was detected in group III, although it was
observed to be stable in groups I and II. Changes in hemo-
dynamic parameters were found to be correlated. There
was a significant difference in terms of hypotension
between the groups. In groups II and III, hypotension was
detected to be more frequent compared to group I
(p¼0,047 and p,0,001). There were no statistically signifi-
cant differences between groups II and III in terms of hypo-
tension frequency (p¼0,102). Bradycardia was detected in 1
patient in Group I (%5), 4 patients in Group II (%20) and 10
patients in Group III (%50).The time to reach T10 derma-
tome blockade was shorter in Group II and III than in
Group I. Two dermatome regression time of sensory block
was shorter in Group I when compared to Groups II and
III. Besides, regression time of sensory block for two derma-
tomes in Group II was shorter than in Group III. There were
no statistically significant differences among the groups
regarding demographic characteristics, and sensory and
motor block onset times. Patient and surgeon satisfaction
revealed to be significantly higher in Group III than in
Groups II and I.
Conclusion: For transurethral prostate surgery of elderly
patients with morbid diseases, low dose isobaric bupivacaine
in addition to morphine can provide stable hemodynamic
profile, patient and surgeon satisfaction and effective sensor-
ial and motor blockade in spinal anaesthesia.
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Analgesia after inguinal hernia repair.
ilioinguinal iliohypogastric block vs.
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Oscar Aguirre 1, Maria Isabel Vasquez 2,
Maria Patricia Gonzalez 3, Angela Maria Rios 4,
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Introduction: Postoperative pain in inguinal hernia repair is
moderate to severe and is associated with chronic post-
operative pain. Some anesthesiologists use Ilioinguinal Ilio-
hypogastric (IIIH) block or Transversus abdominis Plane
(TAP) Block for treat this pain. Recent data have suggested
that ultrasound-guided IIIH block is more effective that TAP

block especially in children. This randomized study tested
the hypothesis that the ultrasound-guided IIIH block would
provide better analgesia than TAP block for inguinal hernia
repair surgery in adults.
Objective: To show the difference in analgesia, time to dis-
charge and satisfaction between patients presenting for in-
guinal hernia repair who receive a TAP or an IIIH block.
Materials and methods. Before induction of general
anesthesia, patients presenting for elective inguinal hernior-
rhaphy were randomly assigned to receive an ultrasound-
guided TAP block (n¼53) or ultrasound-guide ilioinguinal ilio-
hypogastric block (n¼57). Supplemental analgesia consisted
of intraoperative diclofenac 1 mg/Kg, dipyrone 30 mg/Kg and
rescue hydromorphone. Patients were assessed 1 hour and
24 hours after the surgery for numerical pain score, rescue
opioid needs, time to discharge from the recovery room
and satisfaction. Investigators whom made the interviews
in the post operative period were blinded of the primary
intervention.
Results: In the first postoperative hour, pain was more fre-
quent in the TAP group (70% vs 47%, P¼0.0171). Rescue an-
algesia requirements were signifi:cantly lower in the
ilioinguinal ilihypogastric group (7,5% vs 22,6%, P Yates
correction¼0,0402). Time to discharge from the recovery
room more than 1 hour, was more frequent in the TAP
group (35,8% vs 16,3%, P¼0,0079), similar to pain before 6
hours after surgery (TAP: 26,4% vs II-IH: 5,5%, P Yates
Correction¼0,0051). Satisfaction and time to perform the
block was similar in both groups. No complication in any
group was recorded.
Discussion: Anterior abdominal wall blocks effectiveness has
been increased by the ultrasonography, it is that why IIIH
block and TAP block are extensive used actuality in surgery
of the abdominal wall. Although TAP block could be useful
like an analgesic strategy for the inguinal surgery like
Tanaka and Aveline showed, IIIH block could be more effect-
ive in inguinal hernia repair especially in the immediate post-
operative period.
Conclusion: Following inguinal herniorrhaphy surgery, IIIH
block provides more effective analgesia than TAP block.

Paper No: 847.00

Single injection of femoral nerve block
for bilateral total knee arthroplasty
for post-operative pain management
Raveenthiran Rasiah , Azlina Abbas Azhar and
Merican Naveenthiran Thevanthiran
University Malaya Medical Centre, Kuala Lumpur, Malaysia

Introduction: In the elderly major knee surgery can result in
severe postoperative pain which can have serious impact on
the physical state and quality of life of the patient.
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Objective: A single injection of femoral nerve block with
0.25% levobupivacaine preoperatively reduces pain in
patients undergoing simultaneous bilateral total knee
arthroplasty.
Methods: 40 patients undergoing simultaneous bilateral
total knee arthroplasty were randomized to receive 20ml of
0.25% levobupivacaine for one knee and 20ml of saline for
the other knee (placebo).Post operatively the intern who
was blinded as to which knee received the levobupivacaine
recorded the Visual Analog Score (VAS) of pain for both
knees at preoperative, 6, 24 and 48 hours postoperatively.
All patients also received peri-articular cocktail of either
0.5% bupivacaine with adrenaline (20mls) or 0.75% ropiva-
caine (20mls) with triamcinolone 40mg, vacomycin 500mg
and saline 40mls ( 60mls in total). Post operatively the
patients were also given intravenous parecoxib 40mg, T.Para-
cetamol 1000mg PO TID and T.Tramadol 50mg PO TID
for pain.
Results: The average preoperative pain score was 6.5. The
average postoperative pain score at 6, 24, 48 hours for the
levobupivacaine side was 2.4, 3.2 and 3.4 respectively and
5.8, 5 and 4 for the placebo side. The knees which received
the levobupivacine for the femoral nerve block were able to
be mobilized on the first post-operative day compared to
the second post-operative day for the placebo side.
Conclusion: There was effective pain relief with a single injec-
tion of 0.25% levobupivacaine for the femoral nerve block
compared to the placebo in patients undergoing simultan-
eous bilateral total knee arthroplasty.
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The post-operative analgesic efficacy
of parecoxib compared with celecoxib
and placebo after lower limbs
orthopedic surgeries
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Introduction: Nonsteroidal antiinflammatory drugs (NSAIDs)
in combination with opioids are a model of multimodal anal-
gesia.1–2 NSAIDs have the oral and parenteral forms. That
recommended for multimodal postoperative pain manage-
ment. Objectives: The aim of the present study was to evalu-
ate the efficacy of parecoxib compared with celecoxib and
placebo after lower limbs orthopedic surgeries.
Methods: The investigation was carried out as a prospective
randomized double blind placebo controlled trial. A total of
120, ASA I-II, aged 18–60 years, patients were randomly
assigned to receive one of the three groups: Group I
(control) received placebo (n¼40), group II received
400 mg celecoxib orally (n¼40) and group III received
40 mg parecoxib intravenously (n¼40). The present study
medication was administered 1 hour before surgery. All
patients had access to patient-controlled analgesia (PCA)
with intravenous morphine. Patients were studied at 1,6,18
and 24 hours postoperatively for Visual analog scale (VAS)
pain scores, morphine consumption and side effects, and tra-
madol requirement.
Results: Celecoxib and parecoxib significantly decreased the
amount of morphine requirement after lower limbs ortho-
pedic surgeries compared to placebo at 1, 6, 18 and 24
hours (p¼0.016). The celecoxib group required more mor-
phine than the parecoxib group at 1, 6, 18 and 24 hours
(p¼0.065). The Resting VAS score in parecoxib group was sig-
nificantly lower than the celecoxib and control groups at
1,6,12 and 24 hours. The Resting VAS score was lower in
the celecoxib group compared to the control group at 1,6,
(p¼0.0001), 18 and 24 hours postoperatively (p¼0.001).
The placebo group had a higher post-operative nausea/
vomiting severity (p¼0.002). Although patients suffering
from constipation decreased from 25% in placebo group to
5% and 15% in parecoxib and celecoxib groups, respectively,
this was significant (p¼0.043). There were no differences in
tramadol requirements and urinary retention between the
groups, (p.0.05).
Discussion: A multimodal analgesic approach is recom-
mended for the management of perioperative pain. 3–5
Within 24 hours after lower limbs orthopedic surgeries, pre-
operative administration of parenteral parecoxib 40 mg was
more effective than oral celecoxib 400 mg and placebo in
terms of morphine consumption and Resting VAS score.
Conclusion: Perioperative parecoxib significantly improved
postoperative resting pain scores at 1,6,18 and 24 hrs,
opioid consumption, after lower limbs orthopedic surgeries,
without increasing the side effects.
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Do laser tonsillectomies need less opioids
as compared to standard tonsillectomies: a
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retrospective comparison of peri-operative
analgesic requirement
Seema Randive , B Stevens, M Dilkes and V Mehta
Barts and the London NHS Trust, London, United Kingdom

Introduction: Laser tonsillectomies (inside-out laser vapouri-
sation tonsillectomy involves the tonsil being vapourised with
scanned carbon dioxide laser) are increasingly done in surgi-
cal practice for both palatine and adeno-palatine tonsillecto-
mies. With this technique it is possible to accurately remove
all the tonsillar tissue leaving the tonsillar capsule intact.
The delicate tissue below the tonsil is not exposed. As a con-
sequence, this technique is associated with decreased anal-
gesic requirement in the peri-operative period.
Objective: The primary aim of this retrospective case series
was to compare the opioid requirements in patients under-
going laser tonsillectomies with standard tonsillectomies.
We audited the postoperative morbidity after tonsillecto-
mies, including analgesic requirements, pain scores and
complications.
Methods: Following the hospital’s audit committee approv-
al, data was collected for patients undergoing laser and
standard tonsillectomies over sixteen months. Data
included demographic data, type of tonsillectomy, peri-
operative analgesic requirements and unexpected compli-
cations including overnight admission. The data was ana-
lysed using Fischer exact statistical test with two-tailed p
value.
Results: Records were analysed for 61 patients (47 adults
and 14 children, 3–16 years) undergoing elective tonsillecto-
mies in a private hospital in UK from July 2009 to October
2010. 52.4% (n¼32) patients had standard tonsillectomies
(ST) and 47.6% (n¼29) had laser tonsillectomies (LT). The
demographic data was comparable. All patients received
short-acting opiate at induction. Patients in the LT group
had significantly less long-acting intra-operative opiate
usage (p,0.005). 43.7% (n¼14) patients undergoing stand-
ard tonsillectomies had an unexpected overnight admission
attributed to postoperative pain management. The duration
of surgery was statistically significantly between ST 51min
v/s LT 31 min (p, 0.005.)

Discussion: This retrospective case series highlights the dif-
ference in opioid requirements in the two techniques of ton-
sillectomies: standard versus laser. Patients undergoing laser
tonsillectomy demonstrated a significantly reduced need of
peri-operative opioid analgesia. This group also had early dis-
charge with none of the patients needing overnight admis-
sion. This data however needs to be corroborated with
randomised controlled studies.
Conclusion: Our audit shows that laser tonsillectomy is a safe
surgical procedure that has a better analgesic and time
profile than standard tonsillectomies
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A retrospective review of anaesthetic
practice and surgical intervention in
carotid endarteretomy (cea) operations
over a two year period
Buzz Shephard , Daniel Abell , Suzie Ward and
Ravindra Wadhwani
King’s College Hospital, London, UK

Introduction: The anaesthetic management of CEAs is con-
stantly under debate1. Symptomatic carotid artery stenosis
(.50%) is the most common indication2.
Objective: This study was designed to review our anaesthetic
practice of intraoperative management of CEAs, over a two
year period from August 2008 to August 2010.
Methods: All patients undergoing a CEA within this period
were included and demographic data collected. Variables
identified included type of anaesthesia (general or
regional, including conversions), airway management, re-
gional anaesthesia (RA) block type, superficial cervical
(SCPB) or deep cervical plexus (DCPB) and type, volume
and concentration of local anaesthetic agent together
with type of intravenous sedative drugs. Furthermore,
note was made of use of cerebral oximetry (a
reduction of 20% being considered significant). Additionally
data on the number of intraoperative shunts used was
collated.
Results: 117 patients in total underwent CEA, median age
74. 76 (65%) were male and 41 (35%) female. 17 (14.5%)
underwent general anaesthesia (GA), compared to RA in
100 (85.5%); conversion to GA occurred in 8 (8%). Airway
management in GA was with endotracheal intubation in 21
(84%) and supraglottic devices in 4 (16%). SCPB was used
in 100% (100) of RAs, being combined with DCPB in 13%
(13). Bupivacaine was used in all RAs, mean dose 79.3mg,
volume 25ml, and concentration 0.31%. 81 (81%) of the RA

Standard Tonsillectomy Laser Tonsillectomy

n¼32 (%) n¼29 (%)

Pt receiving long-acting
intra-operative opiates

27 (84) 6 (20.7)

Pt having post-operative
pain

16 (50) 15 (51.7)

Pt requiring
post-operative
analgesia

30 (93.8) 19 (65.5)

Unexpected overnight
admission (due to pain)

14 (43.7) 0 (0)

Surgical duration 51.8 min 31.1 min
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cases received intravenous sedation. 8 (8%) of cases were
converted to GA; 6 (75%) originally under SCPB, 2 (25%)
under SCPB and DCPB. 41.2% (7) of GA cases used INVOS;
in 89% (63) there was no significant change. 62% (62%) of
RA cases also used INVOS; in 3 (4.8%) neurological symp-
toms occurred, associated with a significant INVOS reduction
in 2. Shunt insertion occurred 7 times including the 3 cases
with neurological symptoms.
Discussion: Majority of cases are RA with SCPB using 0.25%
B. Conversion rate of 8% is higher than expected (1.4%1)
although we found no clear contributing factors. Conclu-
sion The use of DCPB has declined at our institute and
does not appear to have affect conversion rates to GA
(15.3%) compared to (6.9%). No complications of RA
were recorded.
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Clinical effects of sympathetic ganglion
block on long-term phantom limb pain
Kimiko Takekawa
Department of Anesthesia, Kochi Red Cross Hospital, Japan

Introduction: Phantom limb pain can be relieved by sympa-
thetic nerve block (SNB) in some cases (1). These cases are
usually early stage from the symptom onset. We treated
long-term phantom limb pain patient and showed effective-
ness of SNB.
Objective: To evaluate the effectiveness of lumbar sympa-
thetic ganglion block for long-term phantom limb pain.
Methods: 55-y male patient with continuous severe
phantom pain of left leg injured eleven years ago received
lumbar sympathetic ganglion block. He was tested for the ef-
fectiveness of epidural block at L1–2 interspace, and
accepted next lumbar sympathetic ganglion block with ropi-
vacaine, and with 99.5% alcohol at last. He had been treated
with amitriptylin and gabapentin and in addition, transcuta-
neus electric nerve stimulation (TENS) for two years. He had
also experienced other administrations of phenytoin, carba-
mazepin, pregavalin during eight years period.
Results: Phantom pain was relieved completely during
five days after lumbar epidural block, twelve days after
lumbar ganglion block with ropivacaine and over one
month after lumbar sympathetic ganglion block with
alcohol, accompanied by remained feeling of paresthesia of
phantom.

Discussion: Transient blocks of sympathetic nerve with local
anesthetic showed long lasting effects. It is likely that preg-
anglionic sympathetic nerve neurons were activated strongly
in spite of decreasing afferent neurons activities by stimula-
tions. Excitations of central nervous system (CNS) following
central neuroplasticity due to leg amputation may be con-
trolled by drugs and TENS. Amitriptylin and TENS are
expected to enhance descending inhibitory system. Gaba-
pentin is reported to inhibit excitatory synapse formation
binding f ¿2 f Â-1 receptor in the CNS (2). Sympathetic nerve
system might not be affected directly by those drugs such
as amitriptylin or gabapentin and TENS. Excitation of sympa-
thetic nervous systems seems to be suppressed only by
blocks.
Conclusion: The long-term phantom limb pain was relieved
completely by lumbar sympathetic ganglion block.
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Introduction: Traditionally epidural analgesia is considered
as gold standard for open colorectal surgery. However, with
the increasing popularity of the laparoscopic approach to
colorectal surgery, the use of epidural is questionable.
There is a paucity of data available on best analgesic
regimen following laparoscopic colorectal surgery.
Objective: Our objective was to identify if the centre surveyed
has an enhanced recovery program in place and if there is an
agreed departmental protocol for analgesia, the use of re-
gional anaesthesia as part of a multimodal technique with
special emphasis on intrathecal opioids and any adverse
effects attributable to analgesic regimes.
Methods: A web based electronic survey form, was circulated
via emails to anaesthetists at 20 international centres, in-
cluding 12 centres in the U.K. from May 2011 to Aug 2011.
Questions were designed to identify the analgesic regimes
specifically for laparoscopic colorectal surgery and any
impact on enhanced on recovery postoperatively.
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Results: There was a response rate of 80%(16 of 20 centres).
Enhanced recovery or fast track program is implemented,
either fully or partially at 84% of the centres and a depart-
mental analgesia protocol existed only in 34% of the
centres. Partial implementation included no routine bowel
preparation and avoidance of nasogastric tube insertion.
Intraoperative analgesia included Paracetamol (80%), intra-
venous opioids, spinal anaesthesia with intrathecal opioid
(44%) and epidural analgesia (40%). Patient controlled anal-
gesia (intravenous morphine) was the predominant post-
operative analgesic (76%). Most centres used regional
analgesia in the form of wound infiltration (60%) or transver-
sus abdominal plane block. Adverse effects reported are un-
common and included hypotension with the use of epidural
analgesia, itching with intrathecal opioid and postoperative
nausea and vomiting with opioid based analgesia.
Conclusion: There seems to be an increased uptake of the
enhanced recovery program in many centres. There is no
consensus on most suitable analgesic regime following lap-
aroscopic colorectal surgery. Patient controlled opioid anal-
gesia, as part of multimodal analgesia seems to be the
most common technique used in the postoperative period.
There seems to be a decline in the use of epidural analgesia.
Multicentre trials are required to determine the most appro-
priate analgesic regime.
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A retrospective study comparing
complications of low dose
Dexmedetomidine on Isobaric
Levobupivacaine and Bupivacaine spinal
block for urologic surgery
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A retrospective study comparing complications of low dose
Dexmedetomidine on Isobaric Levobupivacaine and Bupiva-
caine spinal block for urologic surgery
Introduction: A previous study shown equally effective po-
tencies for spinal anesthesia of isobaric levobupivacaine
and heavy bupivacaine but more complications (1). Dexme-
detomidine (3 ?g) when added to intrathecal bupivacaine,
produces a similar prolongation in the duration of the

motor and sensory block with preserved hemodynamic sta-
bility and lack of sedation (2). Added low dose of Dexmede-
tomidine might be improved the out come of previous study.
Objectives. To compare complications of added 3 ?g Dexme-
detomidine on isobaric levobupivacaine and heavy bupiva-
caine for urologic surgery.
Methods: Retrospective comparative study of 887 patients
non premedication schedule for elective surgery in urology
unit by spinal anesthesia during 1 July 2010– 31 March
2011 allocated simultaneously by anesthesiologist experi-
ence service into two groups to receive either Isobaric Levo-
bupivacaine added 3 ?g Dexmedetomidine of 318 patients
and heavy bupivacaine of 568 patients. NIBP, ECG, SPO2 for
monitored and recorded anesthetic complications.
Results: Sex, age, weight, height, ASA physical status, dosage
(2.47 & 2.46 ml), diagnosis, operation, onset time and opera-
tive time were no significant difference. Significant longer
onset time (18.16 & 16.62 min, p¼0.02), higher percentage
level of block of T8–T10 (62.14% & 48.41%, p,0.001) lower
high block level of T2–7 (29.02% & 42.40%, p,0.001), lower
intra-operative (24.53% & 32.24%, p¼0.016) and lower total
complication ( 31.51% & 68.49%, p¼0.056) in added 3 ?g Dex-
medetomidine on Isobaric Levobupivacaine group with lack of
sedation. Common complications intra-operative were hypo-
tension (17.70%), braddycardia (6.31%), shivering (5.52%).
Recovery room complications were shivering (3.27%), hypo-
tension (0.90%), braddycardia (0.90%), nausea/ vomiting
(0.67%) respectively.
Conclusions: Dexmedetomidine 3 ?g when added to intra-
thecal Isobaric Levobupivacaine produced slow onset time
and reach higher percentage desired level with lower high
block level, preserved hemodynamic stability with lack of
sedation, that could be lower complications.
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Introduction: Carotid endarterectomy (CAE) is one of the
most frequently performed vascular surgical procedures. Cer-
vical plexus block (CPB) is a safe and effective anesthetic
technique which allows continuous neurological assessment
of an awake patient during surgery.[1,2]
Objective: The aim of this study was to evaluate predictive
risk factors associated with in-hospital perioperative neuro-
logical morbidity in patients undergoing CAE under CPB.
Methods: After obtaining approval from IRB, 483 patients
scheduled for CAE under CPB were included in the study.
The primary outcome measure was in-hospital neurological
morbidity which was classified as transient neurological
deficit (TND) or stroke. The following risk factors for an
adverse neurological event were assessed using univariate
analysis: age, gender, ASA status, preoperative neurologic
status, carotid cross clamping time and the use of intralum-
inal shunt. All factors that met a univariate significance cri-
terion of a P value,0.05 were entered into a multivariate,
regression model to assess their independence as predictors
of adverse events. The value of P,0.05 was considered stat-
istically significant.
Results: There were 25 (4.7%) adverse neurological events,
15 (2.8%) of which were classified as stroke. Patients in
whom an intraluminal shunt was inserted had approximately
five times the rate of neurological morbidity compared with
the patients with no indications for shunt insertion. (18.7%
and 3.8%, respectively). Other factors associated with signifi-
cantly higher risk of perioperative neurological morbidity
included age.60 years, ASA status.II and the history of
preoperative stroke/TND. However, only a preoperative
stroke/TND and the use of intraluminal shunt to protect cere-
bral perfusion during carotid cross-clamping were independ-
ently associated with triple the risk-adjusted odds of a new
neurological deficit.
Conclusions: A preoperative stroke/TND and intraoperative
insertion of intraluminal shunt are shown to be independent
predictors of in-hospital adverse neurological events in
patients undergoing CEA under cervical plexus block.

References
1 Hariharan S, Naraynsingh V, Esack A, et al. Perioperative outcome

of carotid endareterctomy with regional anesthesia: two decades
of experience from the Caribbean. J Clin Anesth 2010; 22: 169–73.

2 Mayer RC, Bingley J, Westcott MJ, et al. Intraoperative neurological
changes in 1665 regional anaesthetic carotid endarterectomies
predicts postoperative stroke.

Paper No: 888.00
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Introduction: The paravertebral block (PVB) for analgesia
produces an unilateral somatic and sympathetic nerve
block, by blocking the efferent spinal nerves; widely used in
thoracic surgery. Compared to epidural space location, para-
vertebral space location is more difficult and may not be dis-
tinct. PVS location by this technique may be difficult in obese
or very muscular patients and in patients with previous
thoracotomy and scar tissue in the PVS. Difficulty is common-
ly encountered during catheter insertion.
Objectives. We are presenting a novel technique, based on a
prior description of an ultrasound-guided single injection
block technique, that enables to safely evaluate the cathe-
teŕs direction and location in the paravertebral space.
Methods: 105 patients were included in the study, which
consecutively underwent a posterolateral thoracotomy. The
ultrasound investigation was performed as follows: the
patient is positioned in prone position. Positioning a high-
frequency ultrasound probe to scan the thoracic vertebral
area in order to locate the spinous and transverse processes
at the level of the tip of the scapula (T6), lateral movement
until the transverse process is visible, and oblique movement
until the transverse process, and the pleura are visualized in
one image. The block was performed after skin infiltration
with lidocaine 2% (3 ml). A needle is inserted in-plane from
the lateral side. A bolus of 20 ml of levobupicaine 0,375% is
injected through the needle. During administration of the
local anaesthetic, a downward movement displacement of
the pleura was observed. Then, a catheter (19G Flex Tip
Plusw, Arrow) is inserted. A thoracic x-ray made during the
postoperative allows to locate the catheter.
Results: Table 1. Values are mean (range), mean+SD or ab-
solute numbers. Demographic data

Appropriate ultrasound identification of the transverse pro-
cesses, and pleura was possible in all cases. Correct placement
of the needle in the paravertebral space resulted in successful
PVB and provided adequate intraoperative anaesthesia in all
cases and adequate postoperative analgesia in all but three
cases (EVA?5). Measurements taken with the thoracic x-ray
show that the 77% of the blocks were made with the expected
level T6–T7( minT3–maxT8). The catheter direction was either
craneal (23%), caudal (50,6%), other (26,4%).

Age (yr) 66 (22–79)

Sex (M/F) 89/16

Weight (kg) 75+14

Height (cm)

BMI (kg/m2) 166+8 27,5+ 4,6

ASA I/II/III /IV (n) 2/35/67/1 Thoracotomy (R/L) 64/41
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The catheteŕs average lenght in the paravertebral space
was 31,68 mm (DE+/- 12.39). The only complications found
were: not progress of catheter (1,9%), bloody tap (0,95%),
pleural puncture (1,9%) and accidental removal of the
catheter (1,9%).
Conclusions: Using this new method US-guided for the con-
tinuos PVB may potentially make this procedure safer, more
effective and precise.
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Ultrasound-guided continuos paravertebral
block in thoracotomy
Fernando J. Sanchez , Rafael Esturi, Jose M. Galbis
and Vicente Muedra and Jose E. LLopis
Anesthesiology, Hospital de La Ribera (Alzira)Valencia Spain.

Introduction: General anesthesia associated with thoracic
epidural analgesia is the gold standard in the management
of open chest surgery. In recent years, provides that the con-
tinuous paravertebral analgesia is a technique that achieves
a similar pain control to epidural analgesia with greater
hemodynamic stability that would determine a lower inci-
dence of complications.
Objectives. The aim of this study was to evaluate the effective-
ness and safe to a novel technique of an ultrasound-guided
continuous paravertebral block in posterolateral thoracotomy
Methods: 105 patients were included in the study, which con-
secutively underwent a posterolateral thoracotomy. The
patient is positioned in prone position. A high-frequency ultra-
sound probe is used to scan the thoracic vertebral area in order
to locate the transverse processes at the T6 level. With the
probe oblique to the spine, a needle is inserted in-plane from
the lateral side. A bolus of 20 ml of levobupicaine 0,375% is
injected through the needle. Then, a catheter (19G Flex Tip
Plusw, Arrow) is inserted. Postoperative analgesia was pro-
vided by the continuous infusion of 0.125% bupivacaine+
fentanyl 3 mcg/ml at of 0,1 mL/kg/h. All patients received dex-
ketoprophen 50 mg i.v. and paracetamol 1g i.v. every 8 h.
Results: Patient characteristics are listed in Table 1.

Preoperative spirometric tests
The PVB provided adequate intraoperative anaesthesia in

all cases (no intraoperative opioids) and adequate post-
operative analgesia (Table 2) in all but three cases (VAS ?5).

The only complications found were: not progress of cath-
eter (1,9%), bloody tap (0,95%), pleural puncture (1,9%)
and accidental removal of the catheter (1,9%).

Conclusions: This new method US-guided for the continuos
PVB is a precise, effective and safe technique in
thoracotomies.
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Ultrasound-guided single-injection
paravertebral block in radiofrequency
ablation of lung tumours

Table 1. Values are mean (range), mean+SD or absolute
numbers. Demographic data

Age (yr) 66 (22–79)

Sex (M/F) 89/16

Weight (kg) 75+14

Height (cm)

BMI (kg/m2) 166+8 27,5+ 4,6

ASA I/II/III /IV (n) 2/35/67/1 Thoracotomy (R/L) 64/41

FEV1 (% of predicted value) 80+22

FVC (% of predicted value) 85+20

FEV1/FVC (%) 71+11

FEV1/FVC,70% (n) 41

Table 2.

Visual Analogue Pain score
(VAS)

(0–100)

VAS pain rest 24 h postoperative 8+13

VAS pain rest 48 h postoperative 5+ 13

VAS pain rest 72 h postoperative 4+19

VAS pain On
movement

24 h postoperative 35+
23

VAS pain On
movement

48 h postoperative 28+
21

VAS pain On
movement

72 h postoperative 15+
14
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Fernando J. Sanchez , Encarna Miñana,
Camilo Año, Jose M. Galbis and Jose E. Llopis
Anesthesiology, Hospital de La Ribera (Alzira)Valencia Spain.

Introduction: Radiofrequency ablation (RFA) of lung tumours
is a curative technique that is newly considered being offered
to nonsurgical patients. However, some patients have previ-
ous serious respiratory failure, thus ruling out mechanical
ventilation. There are different opinions regarding the type
of anesthetic technique of the patients during therapy, and
some groups prefer general anaesthesia, while others advo-
cate analgo-sedation o epidural anaesthesia. The paraver-
tebral block (PVB) for analgesia produces an unilateral
somatic and sympathetic nerve block, by blocking the effer-
ent spinal nerves; widely used in thoracic surgery.
Objectives. To present our experience in the use of
ultrasound-guided single injection paravertebral block tech-
nique in RFA of lung tumours.
Methods: Four patients were treated, which consecutively
underwent a radiofrequency ablation of lung tumours.
Patients were premedicated with 2 mg of midazolamw.
Monitoring included ECG, pulse oximetry, and non-invasive
arterial pressure. The patient is positioned in prone position.
A high-frequency ultrasound probe is used to scan the thor-
acic vertebral area in order to locate the spinous and trans-
verse processes at the level of the tumour, lateral
movement until the transverse process and the pleura are
visualized in one image. The block was performed after
skin infiltration with lidocaine 2% (3 ml). A needle is inserted
in-plane from the lateral side. A bolus of 20 ml of lidocaine
2% is injected through the needle. During administration of
the local anaesthetic, a downward movement displacement
of the pleura was observed.
Results: All patients were male, ASA III, with a mean age
77+3 years and BMI 25+3. The size of the lesions was
18.8+5.9 mm and were located a left lower lobe, one in
the right middle lobe and the two remaining right upper lobe.

In all cases the RF could be performed without incident,
under no circumstances will target any episode of hemo-
dynamic instability or desaturation (SpO2 ? 95%). All patients
were discharged within 24 hours after RF, previously under-
went a CT scan to rule out postoperative complications.
There were no readmissions. Conclusions: The ultrasound-
guided single injection PVB is a safe technique and could
offer an answer to the problem of the patient who requires
RFA but has poor lung function.
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Paper No: 909.00

Analgesic Effect of Preoperative
Administration of a Single-dose
Gabapentin in Acute Postoperative Pain
Virginia Funes and Raúl Trotta

Introduction: The research involved a prospective, rando-
mized, double-blind study to investigate the efficacy of pre-
operative administration of a single dose of gabapentin in
acute postoperative pain and in analgesic consumption.
Objectives. The aim of this study was to evaluate the efficacy
of preoperative administration of a single dose of oral gaba-
pentin (600 mg) to reduce postoperative pain and analgesic
consumption.

Patients and methods. The study included 50 female
patients (ASA I and II) undergoing abdominal hysterectomy
under general anesthesia. Patients were randomized in two
groups: Group I received oral gabapentin (600 mg) one
hour before surgery, and Group II received placebo (folic
acid 1 mg). All patients received diclofenac (1 mg/kg) as pre-
anesthetic medication, and a continuous diclofenac infusion
(2 blisters in 24 hours) as post-operative analgesia. It was
indicated to administer Nubain (10 mg) subcutaneously as
rescue treatment. The parameters to evaluate were post-
operative pain using Verbal numerical scale at 0, 1 and 3
hours, the need for Nubain as rescue treatment, and the
time until the administration of the first rescue treatment.
Results: The results associated with a probability below 0.05
were considered statistically significant. The median of the
Verbal numerical scale was significantly lower in the gaba-
pentin group vs. placebo group (hour 0 P¼0.011, hour 1
and 3 P,0.001).The need of a rescue treatment with
Nubain was also significantly lower within the gabapentin
group (P ,0.001). In addition, patients who received the
rescue treatment within the placebo group did it earlier
than those who received gabapentin (P ,0.001).
Conclusion: Preoperative administration of a single dose of
gabapentin (600 mg) one hour before surgery reduces post-
operative pain and opioid consumption in patients undergo-
ing abdominal hysterectomy without adverse effects.
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Effect of single dose pre-incisional epidural
Ketamine on postoperative pain scores
in patients undergoing major upper
abdominal surgery: a dose response study
Saju Sharafudeen 1, Raveendranath Wadhwani 1

and Amarpal Bhalla 2

1King’s College Hospital, London, United Kingdom2All India
Institute of Medical Sciences, Delhi, India

Introduction: Regional anaesthetic techniques with keta-
mine as an adjuvant are used to achieve analgesia and
reduce the consumption of opioids post operatively. We
discuss the outcome following epidural ketamine (preserva-
tive free) in combination with morphine in upper abdominal
surgery.
Methods: After ethical committee approval, 60 patients who
were undergoing upper abdominal surgery in a tertiary care
hospital were included in this prospective randomised
double blinded study. They were divided into 4 groups of 15
each; group 1(G1) received 3mg morphine alone and group
2 (G2), 3 (G3) and 4 (G4) received morphine with ketamine
0 .25. 0.5 and 0.75 mg/Kg body weight through the lumbar
epidural catheter about 20 minutes before the induction of
general anaesthesia. All patients received a standardised
intravenous opioid based induction and maintained with
Oxygen and Isoflurane. Post operatively, a morphine
patient controlled analgesia (PCA) was used for the initial
24 hours. An investigator collected the pain scores at
regular intervals post operatively and also recorded the mor-
phine consumption rates. Statistical analysis was done
(ANOVA), using SPSS package.
Results: Demographic data were comparable. Visual Analog
Scale (VAS) scores were recorded at rest, cough and move-
ment at 1, 2, 6, 10, 18 and 24 hours post-operatively. There
was statistically significant difference in VAS scores at rest,
cough and movement in all ketamine groups compared to
morphine only group. VAS score during movement at 2
hours in G1 was 77.33+13.34 compared to 49.29+18.59**
(G2), 52.33+16.13*** (G3) and 43.85+11.93*** (G4). VAS
score at 10 hours during movement in G1 was
58.67+13.56 compared to 37.14+12.05*** (G2),
46.67+11.59* (G3) and 37.50+10.69*** (G4). VAS score at
24 hours during movement in G1 was 49.33+10.33 com-
pared to 37.86+12.52 (G2), 32.67+11.15 (G3) and
38.57+17.03 (G4). The total post-operative PCA morphine
consumption (mg) was 34.60+ 9.840 (Group 1), 25.59+

9.135* (Group 2), 23.40+8.927** (Group 3) and
20.25+9.01*** (Group 4). None of the patients had any com-
plications related to epidural ketamine post operatively.
(Mean+SD, p,0.05*, p,0.01**, p,0.001***).
Discussion: Ketamine in combination with morphine epidu-
rally is an effective adjuvant to achieve adequate post- op-
erative analgesia. The post- operative morphine sparing
effect is seen with doses more than 0.5mg/kg body weight.
Preservative free ketamine is not freely available for use in re-
gional anaesthesia.

Paper No: 927.00

Infusion of Low dose Vasopressin reduces
the incidence of Hypotension following
Spinal Anaesthesia
S. S. Harsoor , K. Gunashekar, M. P. S. Lokesh and
S. S. Nethra and D. Devikarani
Dept of Anaesthesia, Bangalore Medical College & Research
Institute, Bangalore, INDIA

Introduction: Hypotension following Spinal anaesthesia is
endogenously compensated by rennin-angiotensin, vaso-
pressin and endothelin system for a short duration only.
Absence of sustained availability of endogenous vasopressin
during spinal anaesthesia leads to hypotension. Continuous
vasopressin infusion can be beneficial to counter the hypo-
tension caused by spinal anaesthesia without increasing
the cardiac activity.
Objectives. The main objective was to study the efficacy of
low dose vasopressin infusion(2U/Hour) for prevention of
hypotension following spinal anaesthesia.
Methods: In this RCT, a total of 100 subjects, posted for
elective lower limb and lower abdominal surgeries were
allocated randomly to vasopressin group(V) and control
group(C). Considering the incidence of hypotension during
spinal anaesthesia to be 33%, keeping the power of study
95% with confidence intervals of 99%, a sample size
required is 19 subjects in each group. Following Spinal An-
aesthesia, vasopressin infusion was started @ 2units/hour
in V group, whereas group C received intravenous saline at
same rate. Hypotension was defined as a 25% decrease in
MAP from the baseline. Rescue intravenous boluses of
Mephentermine were given if the patient developed
hypotension.
Results: The incidence of hypotension was 33% in V group
compared to 65% in C group (p,0.02). The V group had a
minimal reduction in MAP compared with C group
(p,0.036). The total dose of rescue Mephentermine required
was more (p,0.04) in C group compared to V group(7.24mg
vs 3.72).
Discussion: Arginine vasopressin, increases the peripheral
vascular resistance leading to rise in blood pressure. During
hypotension the levels of vasopressin rise from 4pg/ml to
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22pg/ml. Infusion of 0.6U/Hr is required to maintain a plasma
level of 25–30pg/ml. However, studies indicate that, inci-
dence of hypotension is minimal with an infusion of 2U/Hr
of vasopressin.
Conclusion: Infusion of 2U/Hr Vasopressin during spinal an-
aesthesia effectively counteracts hypotension caused by
sympathetic blockade.
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Long-term Outcome after Total Knee
Arthroplasty Local Infiltration Analgesia
(LIA) vs. Epidural Analgesia
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Introduction: The new technique of high volume local infil-
tration analgesia in total knee arthroplasty (TKA) has been
shown to be superior to both epidural analgesia (EDA) and
peripheral nerve blocks in the early postoperative period, 2.
However, little data has been published regarding the
long-term functional outcome after TKA when local infiltra-
tion analgesia has been used.
Objectives. The main goal of this study was to examine the
long-term effects of different methods of perioperative anal-
gesia on functional outcome after TKA.
Methods: 102 patients undergoing unilateral TKA were ran-
domized to receive either epidural analgesia (EDA-group) or
local infiltration analgesia (ropivacaine 150 mg, epinephrine
0.5 mg) combined with ketorolac 30 mg and morphine
5 mg, given either locally (LIA-group) or IV (LIAiv-group).
The Knee Injury and Osteoarthritis Outcome Score (KOOS)
was used preoperatively and at 3 months and 12 months
after surgery. The KOOS is a validated patient administered
score and includes five separately scored subscales: Pain,
other symptoms, activity function in daily living (ADL),

function in sport and recreation, knee-related quality of life
(QoL). Each subscale ranges from 0–100 (100 is optimal
score, no symptoms or full function). For tests of differences
between the KOOS time-points, paired-samples t-tests were
used. For tests of group differences at each time-point,
one-way ANOVA tests were used.
Results: A total of 89 patients completed the KOOS at all
three time-points (87 percent). The postoperative KOOS
increased significantly in all subscales compared with the
preoperative score at 3 and 12 months after surgery. There
were no differences between the three treatment groups at
any time-point. (The study results will be shown as a figure
in the poster presentation.)
Discussion: Local infiltration analgesia (LIA) in TKA reduces
early postoperative pain and accelerates patient rehabilita-
tion when compared to epidural analgesia1. Essving et al.
followed their TKA patients for 3 months and could not find
any differences between the group who got perioperative
LIA injections and the placebo group3. Our study confirms
these results. To our knowledge, this is the first study evalu-
ating functional outcome after 3 and 12 month in TKA
patients who were treated with LIA.
Conclusions: In patients undergoing total knee arthroplasty
the KOOS was significantly increased at three and at 12
month after surgery representing improved functional
outcome. The perioperative analgesic treatment, i.e. local in-
filtration analgesia or epidural analgesia, did not have any
significant influence on the functional outcome as measured
with our test battery.
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years experience (2006–2011)
in two hospitals
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Introduction: This method of regional anaesthesia first
described by Bier in 1908 (Bier’s block) and repopularised
by Holmes in 1963. August Bier, Prof.of Surgery at Berlin,de-
scribed an unussual method of producing analgesia of a
limb.He exsanguinated the arm or leg by means of a tourni-
quet,and injected a local anaesthetic solution into a vein.
Objectives. The goal of this study was to compare standard
technique (one tourniquet) and double tourniquet technique.
Methods: IVRA is indicated for any surgical procedure on the
arm below the elbow that will be completed within 45–60
minutes.The only equipment necessary to perfom this pro-
cedure successfully is a tourniquet that can be inflated to a
pressure above the patient’s systolic blood pressure and a
cannula inserted a distal vein.Drug of choice is xylocain
0,5% volume 40 ml for the arm.After exsanguination on
the arm below the elbow,tourniquet can be inflated and
local anaesthetio slowly injected.Analgesia will occur within
10 minutes and surgery can then commence.Early end of
procedure or tourniquet release is risk too,because serious
side effects may occur-movement of local anaesthetic into
the central circulation and potential for toxic reactions.It is
good practice to place a cannula in another arm.
Results: 96 adult patients (age 15–74,ASA I-II) scheduled for
hand surgery were randomly divided into two groups.The
control group received 0,5% xylocain of total 40 ml and tour-
niquet was inflated to a pressure at least 100 mmHg above
systolic blood pressure.second group (double tourniquet)
received 0,75% xylocain of total 40 ml and tourniquet was
inflated to a pressure at least 150 mmHg above patient’s sys-
tolic blood pressure.Sensory and motor block onset and re-
covery times and anaesthesia quality were noted.Before
and after the tourniquet application at 5,15,30,45 and
60 min heart rate,mean blood pressure,saturation,tourniquet
pain and sedation were noted,too.Intraoperatively all
patients received midazolam.Minor side effects have been
reported in 18% of cases in control group, and 11% in
second group.
Conclusions: If the operation is prolonged,the patient may
complain of pain due to pressure from the tourniquet.
With “double tourniquet technique” and higher concentra-
tion of xylocain (0,75%) and inflated tourniquet to a higher
pressure (150 mmHg abobe patient’s systolic blood pressur-
e,we prolongated surgery until 75–90 minutes.This is adven-
tage too,when the patient becomes uncomfortable-the
distal tourniquet is inflated and then proximal one is
deflated.

Paper No: 965.00

Evaluation of parecoxib compared to
parecoxib plus dypirone on postoperatory
analgesia of videolaparoscopic
cholecystectomy

Irimar Posso , Eduardo Cardieri ,
Bruno Gatto Chiara, Scaglioni Maria and
Belen Posso

Introduction: Parecoxib is a potent analgesic COX-2 inhibitor
used to control acute pain. Dipyrone is a potent nonopioid
painkiller used to treat acute and chronic pain. Both drugs
are used to control postoperative pain mild, moderate or
severe.
Objectives. To assess the analgesic efficacy of parecoxib
associated with dipyrone, parecoxib and placebo, within
6 hours of the postoperative period of laparoscopic
cholecystectomy.
Methods: After approval by the Institutional Research Com-
mittee, 60 patients, physical status P1 or P2, age 18 to 60
years, scheduled to videolaparoscopic cholecystectomy sur-
geries, were included. They were submitted to general anes-
thesia (propofol, alfentanil, rocuronium and isoflurano) and
were randomly distributed into 3 groups: Group 1 – 40mg
of parecoxib plus 2g of dipyrone in 20ml of saline at the an-
esthetic induction, Group 2 – 40mg of parecoxib in 20ml of
saline at the anesthetic induction, Group 3 – 20ml of saline
at the anesthetic induction. In the postanesthetic recovery
room patients were evaluated at the first complaint of pain
using visual analog scale and verbal pain scale every hour
during the first 6 hours. If necessary was applied morphine
as rescue analgesic medication using patient controlled
analgesia.
Results: No difference was identified in age among the
three groups. The average values of the required dose of
morphine for pain relief were 5.5 mg in the parecoxib
group, 3.9 mg in the parecoxib+dipyrone group and
12.9 mg in the control group. Comparing the two groups
regarding the consumption of morphine, it appears that
the control group required higher doses of morphine when
compared to parecoxib group (p ,0.002), and when com-
pared to parecoxib+dipyrone (p ,0.002). Parecoxib+
dipyrone group required lower doses of morphine, com-
pared to parecoxib group (p ,0.002). Comparing the 3
groups regarding severity of pain assessed by visual ana-
logue scale and verbal rating scale showed higher pain in-
tensity in the control group when compared to parecoxib,
and when compared to parecoxib+dipyrone at all times
when pain intensity was assessed.
Conclusions: The results were quite satisfactory, since
parecoxib+dipyrone group had lower levels of pain intensity
and reduced consumption of rescue morphine. It may have
been a bias in the study, because the surgeries evaluated
in this study did not show great potential painful, but also
parecoxib and the association parecoxib+dipyrone were
effective in controlling postoperative pain.

Reference
1 Puolakka PA, et al. Lack of analgesic effect of parecoxib following

laparoscopic cholecystectomy. Acta Anaesthesiol Scand. 2006;
50: 1027–32.
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Paper No: 972.00

Social media networking and regional
anesthesia. The gear & laig group
experience
Carlos Bollini , Fernando Cacheiro,
Gustavo Carradori , Miguel Moreno and
Alejandro Lucchelli
Instituto Argentino de Diagnostico y Tratamiento, Buenos Aires,
Argentina

Introduction: Facebook is a free social network service and
media website with more than 750 millons users (1).
Allows people all over the world to create their own profile,
add users as friends, comunicate and mainly share informa-
tion, links, photos and videos, make comments, create notes,
participate in forum discussions and other alternatives like
promoting their or others activities.
Objectives. Present our experience with the GEAR and LAIG
scientific facebook pages.
Material and Methods: In 2008, we created the first spanish
language scientific facebook page of Regional Anesthesia (2),
in order to promote, diffuse and update our Regional Anes-
thesia knowledge, experience and to encourage other collea-
gues to participate and share their information . We named it
as GEAR (Grupo de Estudio de la Anestesia regional Argen-
tina) and in 2010 we created the LAIG (Latin American Inter-
est Group in Ultrasound for Regional Anesthesia and Pain
Medicine (3), page dedicated to Ultrasonoraphy in Regional
Anesthesia and Pain Medicine in english languaje.
Results: GEAR Page had more than 1200 “fans” from more
than 20 countries, 50% from Argentina. 68% between 25
and 44y. More than 65.000 views of the page publications.
76 Videos published in youTube and linked with the page,
more than 600 photos, also clinical cases
Discussions: comments, Forum discussions with more than
60 different subjects. First Refresher Course of regional Anes-
thesia sponsored by de AAARBA with 40 lectures 12 minutes
and innovation of self postulation. Relation with other Inter-
national societies, Centres for observers, Participation in
international meetings (Rome, Turkey, USA, Chile), links
LAIG started in 2010, had more than 800 users, 50% from
Brazil and Argentina and the other 50% from more than 20
different countries. More than 21.000 views of the page.
Conclusions: The GEAR and LAIG facebook pages are excel-
lent tools to share information, participation, difussion, pro-
motion and networking, encourage colleagues to create
and share their material with generosity. Effort and
dedication is needed to maintain interest and network
comunication.

References
1 Clay Shirkly, Here comes everybody. Penguin Books. 2008

2 http://www.facebook.com/pages/GEAR-GRUPO-DE-ESTUDIO-
DE-LA-ANESTESIA-REGIONAL-ARGENTINA/481522785176

3 http://www.facebook.com/pages/Ultrasound-for-Regional-
Anesthesia-and-Pain-Medicine-LAIG/142881255757580

Paper No: 974.00

Successful epidural anaesthesia with
conscious sedation for a 14h15min lower
limb orthoplastic procedure involving free
gracilis flap
Amisha Burumdayal , Svetlana Galitzine,
Magdalena Sinczak, Alex Ramsden and
Martin McNally
Nuffield Orthopaedic Centre, Oxford, OX3 7LD, UK

Introduction: Benefits of central neuraxial anaesthesia are
recognised in reconstructive lower limb surgery 1–5.
However, due to unpredictably long duration of orthoplastic
procedures involving free gracilis flaps (FGFs), epidural anaes-
thesia (EA) is traditionally combined with general anaesthe-
sia (GA). In our experience4,5, GA and its side-effects can be
avoided for this type surgery. We now present a successful
case of a 14hr15min procedure performed under EA and
sedation(EA+Sed).
Methods and Results: A 50 year-old, ASA 1 male presented
for excision of osteomyelitis, external fixator, FGF and split
skin grafting, following an old tibial fracture which had
required multiple operations under GA. Informed consent
was obtained for EA+Sed. An epidural catheter was inserted
at L3/4 interspace. 20 mls of 0.5% bupivacaine resulted in a
block adequate for surgery. EA was maintained with an infu-
sion of 0.1% bupivacaine+ fentanyl 2mcg/ml at a rate of
8mls/hr, supplemented by four boluses of 5 mls 0.5% bupiva-
caine during the complex microvascular stage of the
operation.

Conscious sedation was maintained with target-controlled
infusion of 1% propofol with added ketamine (2mg/ml); total
doses were 1250mg and 200mg respectively. Increments of
midazolam up to a total of 3.5mg, and 50mcg fentanyl
were also given. Oxygen at 2–4L/min was administered via
a Hudson mask.

In addition to standard monitoring, invasive blood pres-
sure, urine output, serial arterial blood gases were also mea-
sured. The patient tolerated the procedure very well, with no
respiratory, haemodynamic or metabolic problems. There
was no need for vasopressors and blood transfusion. Import-
antly, the patient’s upper limbs were repositioned several
times at his request, to avoid positional injury. On admission
to the High Dependency Unit for overnight monitoring, he
was fully alert, pain free and drinking shortly afterwards.
On postoperative follow-up, the patient rated his recovery
from the EA as “quicker”, compared to previous GAs and
described EA a “better experience all the way through and
after”. The only recalled intraoperative discomfort was a
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dry mouth. Feedback from surgeons and recovery nurses was
also very positive. The patient made a full recovery.
Conclusions: To our knowledge, this is the longest reported
successful FGF surgery under EA+Sed, suggesting that pro-
longed duration of surgery per se does not preclude central
neuraxial anaesthesia without GA. Not without its chal-
lenges, this technique offers significant advantages from
free flap physiology and patients’ mental and physical recov-
ery perspectives. We advocate it as the technique of choice
for orthoplastic lower limb surgery in carefully selected
patients.
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Paper No: 984.00

Finger index – new useful clinical index in
safety forecast orbital regional anesthesia
Daniel Espada Lahoz 1 and Renato Passos 2

1Ophthalmology Department of Paulista Medical School2Dicipline
of Anesthesiology, Pain and Intensive Care of Paulista Medical
School of Federal Federal University - UNIFESP - São

Introduction: This index, recently described, determines the
safety degree for extraconal or intraconal blockades do not
have an epidemic study in general population.
Objectives. Study the epidemiology in this index in Brazilian
population.
Methods: Ambulatory patients attended in São Paulo
Hospital – UNIFESP, for cataract removal during 2008 Sep-
tember and October, were classified by gender, age, ethnicity
and Finger Index (FI) in both eyes. This index is done insert-
ing the forefinger upwards in the space between inferior-
lateral portion of the orbital rim and the globe. The incursion
of the finger determines the scale: 3 Finger penetrates easily
and goes over the equator of the eye. 2 Finger penetrates
easily but does not reach equator. 1 Just the tip of the
finger penetrates the orbit 0 Finger does not penetrate the
orbit at all (rare - 1:2000).
Results: From a total of 738 patients, 432 (58.5%) were
female. Mean age was 69.7+9.5 years (range: 40–92),

with no relevant differences between genders. Distribution
by ethnicity was: whites (60.3%), mixed (29.1%), blacks
(7.2%) and asians (3.4%). Finger Index (FI) distribution in
the population was: 3 (40%), 2 (56%), 1 (4%) and 0 (0.1%),
Finger Index and sex. FI 3 was more frequent in males
than in females (44.8 vs 35.8%), while FI 2 was the contrary
(51.0 vs 60.2%). FI 3 frequency tended to increase with age
while FI 2 and 1 tended to decrease.Finger Index and ethni-
city. FI 3 was more frequent in blacks and less frequent in
asians while FI 2 was the contrary. Whites and mixed pre-
sented more commonly FI 2.
Conclusions: A Finger Index 3 may be seen as an indirect
measure of a wide orbit, either due to fat atrophy in old
age or gender/racial features, and a FI 1 or 0 as a “tight”
orbit, while FI 2 is the standard. A higher FI was more fre-
quently found in men, older subjects and blacks, suggesting
this group as the “safest” for periocular blocks. On the other
hand, women, young subjects and asians could be regarded
as higher risk groups, with a good indication of sub-Tenon or
topical anesthesia. Other studies are needed to better evalu-
ate these correlations in clinical practice and thus, establish
FI as a useful index for predicting the safety of extraconal
or intraconal blockades.

Reference
1 Kallio H; Rosenberg PH - Advances in ophthalmic regional anaes-

thesia. Best Pract Res Clin Anaesthesiol;19(2): 215–27, 2005 Jun.

Paper No: 985.00

Extraconal block anesthesia for cataract
surgery extraction with implantation of
intraocular lens: Difference of Bupivacaine
and Ropivacaine in the anesthesia quality
Daniel Espada Lahoz 1 and Eloisa Espada 2

1Universitary Hospital, Sao Paulo Clinical Hospital, 2Sao Discipline
of Anesthesiology, Pain and Intensive Care of Medical Paulista
School of Federal University of São Paulo - UNIFESP

Introduction: Bupivacaine is local anesthetics (LA) of larger
versatility, but cardiotoxic justified the development from
other anesthetic location of long duration, less toxic LA.
Arising a Ropivacaine, a pure isomer, there are evidences
that cardiovascular and SNC toxicity have threshold elevated.
Objectives. Evaluation of the difference anesthesia quality
produced by Bupivacaine and Ropivacaine in extracone
blockade for cataract surgery extraction with implantation
of intraocular lens.
Methods: 482 patients were randomly distributed into two
groups: Bupivacaine 0,75% and Ropivacaine 0,75%; apply-
ing superior extraconal blockade. The quality of the block
was evaluated as follows: number of blocks needed for
akinesis, evolution of akinesis in Nicoll index, associations
for the palpebrae superioris and orbicularis oculi (eyelids)
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muscles; intraoperative pain (at the puncture, local anes-
thetic injection, instrumentation of eye) and postoperative
pain; total akinesis, analgesia, comfort and collaboration
of the patients evaluated by the surgeon; adverse intra
and postoperative events. When the akinesis and anal-
gesia failed, it was opted for other blockades for
complementation.
Results: Motor blockade was completed up to 10 minutes. No
difference was observed between the groups regarding the
number of complementary blockades. Initial puncture was
the most intense nociceptive stimulation throughout the pro-
cedure and postoperative period. When the agreement and
disagreement between puncture pain and anesthetic solu-
tion injection was compared, agreement was obtained in
the ropivacaine group and disagreement in both groups
that reflected lower intensity of injection pain. From the sur-
geon’s perspective aknesis, comfort and collaboration of the
patients during the operation was similar in both groups.
There was also no difference of intra and postoperative com-
plications between the groups.
Conclusions: Bupivacaine and Ropivacaine 0,75% produce
similar akinesis and analgesia. Injection of Ropivacaine is
associated of more intense pain than that of Bupivacaine.
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Paper No: 988.00

Acute pain management for neck of femur
fractures: a comparison of the fascia iliaca
block versus traditional opiates
Matthew Irwin , Sivendiran Mahalingam ,
Grant Mills and Lee Krahe
University of New South Wales, Sydney, Australia

Introduction: Patients who sustain a fractured neck of femur
experience severe preoperative pain that, if improperly
managed, may cause considerable morbidity and interfere
with postoperative recovery(1). Conventional management
of this pain involves administration of strong opioid analge-
sics which have known side effects such as hypoxia, sedation,
nausea, vomiting and risk of inadequate pain relief. The
present study investigates an alternative therapy, the fascia
iliaca compartment block, as an equally effective form of an-
algesia without the aforementioned side effects.
Objectives. The preoperative treatment outcomes for frac-
tured neck of femur patients who had been given either con-
ventional opioid management or the alternative iliaca

compartment block were compared within a regional
setting in New South Wales, Australia.
Methods: Patients admitted to Coffs Harbour Base Hospital
and Port Macquarie Base Hospital between June 2011 and
September 2011 with a fractured neck of femur were
included in the study (n¼33). 14 patients at Coffs Harbour
and 2 patients at Port Macquarie received conventional
opioid analgesia while 17 patients at Port Macquarie received
a fascia iliaca compartment block.

Anaesthetists performed the ‘two-pop’ fascia iliaca block-
ade as originally described by Dalens et.al.(2) A 20ml bolus
dose of 0.2% Ropivacaine was injected and a continuous in-
fusion of 10ml/hour commenced.

Pain scores were taken prior to analgesia, at 1, 4 and
either 24 hours after initial analgesic or immediately prior
to surgery; whichever came first. The total dose of analgesic,
presence or absence of sedation, nausea and vomiting re-
quiring antiemesis, and respiratory effects such as oxygen
saturation, respiratory rate and oxygen requirements were
also recorded.
Results: As at September 1 2011, 8 males and 25 females
were enrolled in the study. The mean age was 82 years.
Age and proportion of males and females were similar at
both sites. No patient in either group became increasingly
sedated. At each observed time point following analgesia
the number of patients receiving oxygen was higher in the
opioid group (14, 16 and 13 compared to 12, 11 and 11).
The incidence of nausea and vomiting was also higher in
the opioid group (57% of patients compared to 0%). Accord-
ing to pain scores both therapies were similarly efficacious.
Data collection and analysis will be finalised in November
2011.
Conclusions: Preliminary results suggest that, when correctly
performed, the fascia iliaca compartment block is as effect-
ive as conventional opioids at managing preoperative hip
fracture pain but with fewer side effects and improved
patient experience.
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1 Roberts HC, Eastwood H. (1994). Pain and its control in patients

with fractures of the femoral neck while awaiting surgery. Injury,
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Paper No: 996.00

Epidural Catheter Technique vs.
Transversus Abdominis Plane (TAP)
Catheter Technique for Postoperative
Analgesia after Abdominal Surgery; a
Randomized Controlled Study
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Vasanth Rao Kadam , Van Wijk Roelof John and
Moran Debbie Miller

Introduction: Although TAP block has been shown to be ef-
fective (1) no studies have been published on comparing con-
tinuous infusion of Transversus abdominis plane (TAP) vs
Epidural. Niraj etal recently published similar trial (2) that
compared Epidural to TAP by giving intermittent bolus doses.
Objective: The aim of this study was to compare continuous
Epidural Catheter Technique vs TAP Catheter Technique for
Abdominal Surgery in regards to technical difficulty, anal-
gesic efficacy, and patient satisfaction.

Method. Ethical committee approval obtained for rando-
mised control trial for 40 patients after written informed
consent undergoing elective major abdominal surgery for
year 2010–2011; the epidural group (n¼20) receiving pre-
operative epidural catheter and TAP group (n¼20) receiving
Tap block with catheter post procedure. Epidural group
received 8–15ml of 0.2% ropivacaine of bolus dose. TAP
group received ropivacaine bolus of 0.375% 20ml each side
followed by 0.2%ropivacaine infusion to run at 8ml/hr each
side. Both groups received acetaminophen and patient con-
trolled analgesia (PCA) with fentanyl for 3 days. The following
parameters were registered: “ Numerical Rating Scores for
Pain (NRS-P; 0–10) at rest and on coughing in PACU at 0
and I hour and in the postoperative ward at 24 hrs, 48 hrs,
and 72 hrs. “ Fentanyl use in PACU and postoperative ward
on day 1, day 2, and day 3. “ Procedure related: Technical
issues, duration of introduction of catheter(s), Potential side
effects or complications in relation to the technique used
and any rescue medication used. Also a 4 point ’Likert’-scale
was be used on day 3 and during a follow-up telephone call
at one month to assess patient satisfaction with the anal-
gesic technique used.
Results: There were 19 in epidural and 20 in TAP group as one
patient in epidural was excluded as it was not possible to
insert. There was no difference between the gender and
age technique. Using Wilcoxon rank-sum (Mann Whitney)
test; pain scores over time in both the groups in recovery,
day 1–3 at rest and on coughing, there was no difference.
Similar results were noted for Likert satisfaction scores.
The total fentanyl requirement in Epidural and Tap
group by using Two sample t test with equal variance was
SEM 2916.83+370.51td (CI 2135.125-3698.541) and
2882.857+396.906 (CI 2054.926-3710.789) respectively.
Conclusion: The TAP group and Epidural have achieved
similar pain scores and rescue analgesia fentanyl used was
also similar. TAP block may be considered as alternative an-
algesic technique but more randomised trials are needed.
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Paper No: 1025.0

Effect of the association of magnesium
and ketamine on morphine consumption
in scoliosis surgery
Hisham Jabbour, Rita Jawish , Nicole Naccache,
Hicham AbouZeid and Khalil Jabbour
Department of anesthesia and critical care, Hotel Dieu de France,
University Hospital, Saint Joseph University,School of Medicine

Introduction: Scoliosis is a major orthopedic surgery asso-
ciated with severe postoperative pain, leading to complica-
tions if not properly treated. The need for effective pain
control involving multimodal analgesia is well established[1].
Among others, the NMDA receptor antagonists as ketamine
and magnesium were extensively studied and proven separ-
ately effective morphine-sparing agents[2–4].
Objectives. The purpose of this study is to evaluate the addi-
tive effect of both magnesium and ketamine on morphine
consumption during and after scoliosis surgery.
Methods: After ethic committee approval and written
consent, 50 patients scheduled for scoliosis repair, were ran-
domized in a prospective double-blind study. The Gr(K+Mg)
(25 patients): received after induction a bolus of ketamine
0.2mg/kg and magnesium 50mg/kg over 30min followed by
continuous infusion of ketamine 0.15mg/kg/h until extuba-
tion and magnesium 8mg/kg/h to one hour after extubation.
The Gr(K) (25 patients): received the same dose of ketamine
associated with a bolus and continuous infusion of normal
saline. All patients received standardized general anesthesia
(propofol, remifentanil, sevoflurane, N2O and rocuronium)
and a multimodal analgesia (paracetamol, ketoprofen) with
a patient controlled analgesia (PCA) of morphine. Pain
scores VAS (rest, movement, cough), morphine consumption
and occurrence of side effects were noted until 48 hours
postoperatively. Intraoperative muscle relaxant needs,
sleep quality and patient satisfaction were also noted. p,

0.05 was considered statistically significant.
Results: The demographic and surgical characteristics were
similar between the two groups. Remifentanil consumption
was identical: Gr(K+Mg) 1836.2 vs Gr(K) 1952.6 ı̀g. The
average cumulative morphine consumption was significantly
lower in the Gr(K+Mg) compared to the Gr(K) at H4, H8, H12,
H18, H30 and H36. About 35% of postoperative morphine-
sparing was noted in the Gr(K+Mg) (54.09 vs 73.35 mg).
The dose of rocuronium tended to be lower in the
Gr(K+Mg) (72.6 vs 90.2 mg; p¼0.079). VAS scores and side
effects were statistically comparable in the two groups.
Quality of sleep and satisfaction scores on the first night
were significantly higher in the Gr(K+Mg) (p¼0.018;
p¼0.014 respectively).
Conclusion: The adjunction of magnesium to ketamine in
bolus and continuous perfusion during scoliosis surgery
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decreases significantly postoperative morphine require-
ments, despite identical VAS scores in the 2 study groups.
It doesn’t bring advantages on intraoperative remifentanil
consumption, however, procures a better quality of sleep
and satisfaction at the first night. Therefore, intraoperative
addition of magnesium to ketamine in general anesthesia
with remifentanil appears to be safe and effective for multi-
modal control of postoperative pain.
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Paper No: 1031.0

Patient controlled thoracic epidural
analgesia enables better pain control and
less postoperative ileus and pulmonary
complications after gastrectomy, compared
with intrathecal morphine plus intravenous
patient controlled analgesia
Ji Young Kim 1 and Bon-Nyeo Koo 2

1Department of Anesthesiology and Pain Medicine, Anesthesia
and Pain Research Institute, Yonsei University College of
Medicine2Department of Anesthesiology and Pain Medicine,
Anesthesia and Pain Research Institute, Yonsei University College
of Medicine

Background: Patient-controlled epidural analgesia is widely
used because of its excellent pain relieving effect even with
small amount of opioids. ? However, for patients undergoing
gastrectomy, it must be done via thoracic epidural space
which is known to be most difficult and also consumes a
lot of time, causes discomfort and many side effects by the
catheter itself. ? Meanwhile, intrathecal morphine and
IV-fentanyl patient controlled analgesia has been proved to
provide effective pain relief for patients undergoing many
types of surgery ? Above all, intrathecal injection is easy
and has less complication because it is usually done via
L3–4 or L4–5. ? There is no study yet comparing the
analgesic effect between patient-controlled thoracic epidural
analgesia (PCEA) and intrathecal morphine+IV patient-
controlled analgesia with fentanyl (ITM-IVPCA) for patients
undergoing gastrectomy.
Objectives. Therefore, the aim of this study is to compare the
analgesic effect and side effects between these two
methods.
Methods: ? Materials ? 60 patients(.20yrs,ASA I/II) undergo-
ing gastrectomy due to gastric cancer were included and
randomly allocated into ITM-IVPCA (IT group) or PCEA
group(EP group) ? Methods ? IT group: Intrathecal adminis-
tration of morphine 0.3mg at L3/4 level before induction. IV

PCA (fentanyl 20§}/kg, 5 mL/hr, blous 0.5mL, LOT; 15 min)
and ramosetron 0.3mg IV during peritoneal closure. ? EP
group: Epidural catheter insertion at T8/9 or T9/10 level and
administration of 0.2% ropivacaine 5ml through epidural
cathter before induction. PCEA(0.2% ropivacaine 250mL+
fentanyl 20§}/kg 5 mL/hr, bolus 0.5mL, LOT; 15 min) and
ramosetron 0.3mg IV during peritoneal closure. ? Assess-
ments Subjective discomfort during procedure, procedure
time, pain score until 48hrs after surgery (NRS) and adverse
effects (nausea and vomiting, pruritus, sedation). Post-
operative complications within POD 30.
Results: ? There are no difference in analgesic effect between
the IT group and the EP group except postop 1 HR. However,
the 95% confidence interval of the median treatment differ-
ences regarding NRS scores at rest on the first postoperative
day failed to demonstrate non-inferiority of the ITM-IVPCA. ?
The procedure for Intrathecal injection takes shorter time
and makes patients more comfortable compared to that
for epidural catheter insertion. ? The IT group shows more
nausea and sedation, but there are no significant differences
in vomiting, pruritus and headache between the two groups.
? Time to ambulation is shorter in EP group ? Within POD 30,
the incidences of postoperative ileus, pulmonary atelectasis
or effusion, hepatic dysfunction were lower in EP group
than IT group.
Conclusion: In patients undergoing gastrectomy, intrathecal
morphine+IV patient-controlled analgesia with fentanyl is
not as effective as patient-controlled thoracic epidural anal-
gesia with respect to pain control, postoperative
complications.

Paper No: 1032.0

Lornoxicam delivered by PCA is effective
and safe for postoperative pain control
in lumbar spine surgery
Agzam Zhumadilov 1, Aida Amirzhanova 2,
Alexandr Zlotnik 3 and Yoram Shapira 4

1Soroka university medical center, Beer-Sheva, Israel2Soroka
university medical center, Beer-Sheva, Israel3Scientific center of
neurosurgery, Astana, Kazakhstan4Scientific center for emergency
medicine, Astana, Kazakhstan

Introduction: Lornoxicam (L) is a NSAID which exerts its anti-
inflammatory and analgesic properties by inhibition of
cycloxigenase-2. Effective pain relief after spine surgery is a
fundamental part of perioperative care, and has been
shown to increase patient comfort, allowing early ambula-
tion and minimizing postoperative complications. Effective-
ness of patient controlled analgesia (PCA) following spine
surgery has been well established. However, studies investi-
gating effectiveness and safety of L delivered by PCA either
intravenously (IV) or pararadicularly (PR) have not been
carried out. In the present study we evaluated effectiveness
of PCA in the patients which underwent lumbar discectomy.
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Materials and methods: 45 patients undergoing elective
lumbar discectomy were randomly asigned preoperatively
into one of the treatment groups: 1) 8 mg as boluses every
8 hours. 2) IV L administered via a PCA pump set as:
loading dose 2 mg, bolus dose 2 mg, lockout interval
30 min, continuous infusion 0.01 mg/kg/h. 3) PR L adminis-
tered via PCA pump, through a 18-gauge multiple-orifice epi-
dural catheter (introduced at the end of surgery by the
surgeon) set with following parameters: loading dose 2 mg,
bolus 1 mg, lockout interval 30 min, continuous infusion
0.01 mg/kg/h. All patients were anesthetized with a single-
shot epidural injection of 0.75% ropivacaine 2 mg/kg. Blood
was sampled for determination of cortisol levels before the
surgery, and 4, 24 and 48 hours post-op. Pain was assessed
by a blinded observer using the visual analog score (VAS).
The total amount of L administered for adequate pain
control was calculated at 24 and 48 hours post-surgery.
Results: Groups had similar baseline parameters. Length of
the surgery was approximately 75 min with no significant dif-
ferences between treatment groups. The Total amount of L
administered during first 24 hours was significantly lower in
PR PCA group (16.8+1.2 mg) compared to IV PCA
(21+3.7mg) and IV bolus (21+3.8 mg) groups (p,0.05).
The total amount of L administered during the next 24 post-
operative hours was significantly lower in PR PCA group
(2.3+2.2mg) compared to IV PCA (11+4.5mg) and IV
bolus (12.+4.6mg) groups (p,0.0001). Plasma cortisol
levels were lower in both IV PCA and PR PCA groups com-
pared to IV bolus group at 4, 24 and 48 h after the surgery.
VAS was not significantly different between treatment
groups at all time points. No infectious or neurological com-
plications related to placement of periradicular catheter were
seen in PR PCA group. No toxic effects related to L treatment
were noted in any treatment group.
Discussion: Postoperative pain relief is an important part of
the perioperative treatment. In the present study we evalu-
ated effectiveness of L for pain control in patients undergo-
ing spine surgery. L is an effective postoperative analgesic
in this type of spine surgery. The decrease in serum cortisol
is more pronounced when L is delivered by PR/IV PCA, and
the total amount of drug needed for adequate analgesia is
lower in this group.
Conclusion: Delivery of L by IV or PR PCA has been shown to
be an effective and safe method for pain control after lumbar
spine surgery.

Paper No: 1040.0

Spinal versus general anaesthesia: a
comparison of complications, patient
satisfaction and cost of anaesthesia
Binod Gautam
Kathmandu Medical College Teaching Hospital, Kathmandu, Nepal
Sanjay Shrestha Kathmandu Medical College Teaching Hospital

Introduction: General anaesthesia (GA) with intermittent
positive pressure ventilation is considered the standard an-
aesthetic technique for conducting laparoscopic cholecystec-
tomy (LC). Applications of neuraxial techniques for
laparoscopic surgeries are not new, especially in higher risk
patients. Nevertheless, there are sparse studies on compari-
son of spinal anaesthesia (SA) and GA while performing LC.
Objectives. This study aimed at comparing complications,
patient satisfaction and overall anaesthetic cost of LC when
performed under either SA or GA.
Methods: Two hundred ASA physical status I and II patients
undergoing LC were randomized into two groups. SA group
(n¼100) received 3 ml of 0.5% heavy bupivacaine admixed
with fentanyl (25 mcg) and pethidine (25 mg) intrathecally
to obtain a sensory blockade up to T5. GA group (n¼100)
underwent standard endotracheal general anaesthesia with
intermittent positive pressure ventilation. Preanaesthetic
preparations and all other surgical or anaesthetic manage-
ments were standardized. Surgery was performed with a
low-pressure pneumoperitoneum (10 mm Hg) and a
minimal operating table tilting. Before surgical dissection
30 ml of 0.25 % bupivacaine was instilled into the right sub-
diaphragmatic space and over the gall bladder. Intraopera-
tive events, complications, postoperative pain (visual
analog scale scores at 2, 4, 8, 12 and 24 hours), 24 hours par-
enteral opioid consumption, patients’ satisfaction towards
anaesthetic technique (on a 10 points scale) and an overall
anaesthetic cost were studied.
Results: There were no differences between the groups
regarding complications, intraoperative need for vasoactive
medications, duration of hospital stay and degree of
patient satisfaction. Pain scores at 2, 4, 8, 12, and 24 hours
and consumption of parenteral opioids over 24 hours were
significantly lesser in the SA group (p,.05). The overall cost
of anaesthesia in the SA group was significantly lower
(p,.05).
Discussion: Our study has confirmed the feasibility of per-
forming elective laparoscopic cholecystectomy with low
pressure CO2 pneumoperitoneum and minimal operating
table tilt under sole spinal anaesthesia. Additionally, spinal
anaesthesia provides minimal intraoperative haemodynamic
perturbations and is valuable in postoperative pain control,
patient satisfaction and lowering the cost of anaesthesia.
However, this approach requires a co-operative patient, an
experienced laparoscopist, and an enthusiastic anaesthesiol-
ogist ever prepared to supplement it with intravenous
adjuncts.
Conclusions: Spinal anaesthesia is tolerable and safe for per-
forming elective laparoscopic cholecystectomy in otherwise
healthy patients. Compared to GA, spinal anaesthesia prof-
fers better control of postoperative pain, lesser postoperative
opioid consumption and a lower overall cost of anaesthesia.
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Paper No: 1042.0

A comparison between infraclavicular
brachial plexus block and humeral
approach: effectiveness, anesthesia time,
analgesia duration and complications
Fabian Astore, Nicolas Altolaguirre and
Francisco Riberi
Sanatorio Allende, Cordoba, Argentina

Introduction: prospective randomized study between infra-
clavicular and humeral approaches for brachial plexus
block.
Objectives. compare the effectiveness, performance time,
onset time, anesthesia time (performance+onset time), an-
algesia duration, patients comfort and complications.
Methods: we randomized 130 ASA physical status I and II
patients to 2 equal groups: infraclavicular (IC) and
humeral block (HB). Blocks were performed using neurosti-
mulator. For the HB block, four motor responses (median,
ulnar, musculocutaneous and radial) were located while
for IC block we searched one distal response (radial, prefer-
ably, or median nerve). We injected 40 ml of bupivacaine
0,25% and lidocaine 1% with epinephrine 1:400000 when
the motor response occurred between 0,3 and 0,5 mA, at
2Hz and 0,1 miliseconds. We considered nerve block
failure when sensory blockade was not complete after 30
minutes. We evaluated patients comfort during perform-
ance of the anesthetic procedure with a scale from 1
(bad) and 5 (excellent).
Results: the effectiveness was 93,8% for IC and 95,4% for HB
(p¼0,5). The performance time was of 4:20+2:40 for IC and
of 6:34+2:27 minutes for HB (p¼0,000002). The onset time
was of 19:26+6:09 minutes for IC and of 18:55+6:14
minutes for HB (p¼0,64). The anesthesia time was of
23:55+6:20 minutes for IC and of 25:29+6 minutes for HB
(p¼0,12). The analgesia duration was similar in both

groups: 10:54+3:26 hours for IC and 10:26+2:50 hours for
HB (p¼0,43). The analgesia for bone surgery was of
10:36+3:25 hours for IC and hours for IC and of
9:53+2:34 hours for HB (p¼0, 14). For soft tissue surgery
the analgesia duration was of 11:11+ 3:27 hours for IC
and of 11:20+3:06 hours for HB (p¼0,62). A high degree
of satisfaction (score 4 or 5) was recorded in 100% of IC
(mean of 4.94+0.24) and in 98.5% of HB (mean of
4.86+0.39) (p¼0.18). No significant complications were
observed.
Conclusions. Both approaches have high effectiveness, with
a significantly shorter performance time in IC group but
with similar anesthesia time, providing a high degree of sat-
isfaction and a prolonged duration of analgesia without com-
plications. Therefore, we conclude that either infraclavicular
or humeral blocks are great options for upper extremity
surgery not being allowed to say that one of these
approaches is superior than the other.

References
1 Wilson J, Brown D. Infraclavicular brachial plexus block: parasagit-

tal anatomy important to the coracoid technique. Anest. Analg.
1998; 87: 870–3.
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Paper No: 1047.0

Chris hani baragwanath hospital
postoperative analgesic therapy
observational survey
Mabhidli Mduduzi Mashinini and A.C. Lundgren

Introduction: A large scale survey conducted in Western
Europe, has identified deficiencies in the postoperative pain
management. (1) Anecdotal evidence suggests that

Abstracts presented at WFSA BJA

ii521



postoperative pain (POP) management at Chris Hani Barag-
wanath Academic Hospital is suboptimal. Surgical wards
were identified as areas where the need and the application
of institutional programmes may improve the overall quality
of pain management.
Objectives. The aim of this survey was to establish current
POP management practices, for surgical patients at Chris
Hani Baragwanath Hospital, and thereby identify potential
areas of improvement.
Methods: The investigation was prospective, cross-sectional,
observational survey and the study population comprised
doctors responsible for the assessment and management
of POP in adult patients. A standardised multiple choice
questionnaire adapted from a survey conducted in European
hospitals was used to collect data anonymously. (1)Data
analysis was done using Statistica 8.0(T). Answers provided
were compared to the minimum acceptable requirement as
defined by the Steering Committee of the European Post-
operative Analgesic Therapy Observational Study.
Results: The response rate was 70% and 92% of respon-
dents were surgeons. For 98% there was no organization,
or a specific budget provided. For 56% there was no
onsite training provided to the personnel. According to
37%, patients were not informed preoperatively on POP
management, and for 44% preoperative information was
provided to patients only in specific situations. Balanced an-
algesia was used by 41% for major surgery. 56% declared
that patients were treated on regular basis in ward and,
44% only when the patient was complaining of pain. For
78% there were no written protocols in place. Pain was
not assessed by 40%, and 39% assessed only if patient
complained of pain.
Conclusion: The results from this survey highlight deficits
that exist in the management of postoperative pain,
despite the availability of sophisticated systems of drug de-
livery in the hospital. The inadequacies are universal
encompassing all aspects of postoperative pain manage-
ment. Major contributors are financial constraints, low
level of expectations with regards to adequate pain relief,
lack of commitment in the full utilisation of the available
resources and skills. Improvement in the quality of POP
management will require 1) re- education of attitudes
with emphasis on greater awareness of the importance of
management of POP. 3) Active involvement by the anaes-
thetists in reorganising the pain services. 4) Optimal utiliza-
tion of the existing resources and skills by developing simple
procedure specific treatment protocols and flow charts for
common procedures.
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Paper No: 1066.0

Comparison of fentanyl and fentanyl with
dexmedetomidine for postoperative pain
relief by intravenous patient controlled
analgesia: a preliminary study
Kundan Hazarika, Chand Sahai and
Jayashree Sood
Department of Anaesthesiology, Pain and Perioperative Medicine
Sir Ganga Ram Hospital New Delhi, India.

Introduction: Dexmedetomidine, a highly selective alpha-2
adrenoreceptor agonist has been observed to possess seda-
tive and opioid sparing effects. This study was conducted
to assess whether dexmedetomidine added to intravenous
patient controlled analgesia (PCA) with fentanyl could
improve postoperative analgesia with a subsequent reduc-
tion in opioid requirement and the related side effects of
this alpha agonist.
Objective: To assess whether dexmedetomidine added to
intravenous patient controlled analgesia (PCA) with fentanyl
could improve postoperative analgesia with a subsequent re-
duction in opioid requirement and the related side effects of
this alpha agonist.
Methods: In a prospective, randomized, double blinded
study, 40 patients undergoing lower abdominal hysterec-
tomy were allocated to two groups postoperatively Group I
received analgesia via intravenous PCA solution which con-
tained fentanyl 5 microgram per ml, while in Group 2, the
PCA solution contained fentanyl 5 microgram per ml plus
dexmedetomidine 5 microgram per ml. The PCA pump was
programmed to deliver 1 ml per demand with a 5mins
lockout interval and no background infusion. Cumulative re-
quirement of fentanyl, pain intensity, cardiovascular and re-
spiratory variables and PCA related adverse events were
compared and analysed.
Results: Compared with group-1, Patients in group-2 required
40% less fentanyl and significantly lower pain levels were
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reported in this set of patients when compared to patients in
group 1 during first 24 hrs postoperative. The level of sed-
ation was more in group-2, however, there was no associated
respiratory depression. There was no incidence of nausea,
bradycardia, or hypotension in group-2.
Conclusion: The addition of dexmedetomidine to intravenous
PCA fentanyl resulted in superior analgesia, significant fen-
tanyl sparing, less fentanyl induced side-effects and was
devoid of untoward hemodynamic changes.
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Paper No: 1068.0

Weaning of high dose opioids in trauma
patients is inadequate
Sian Griffiths, Jason Chou and Nicholas Christelis
Alfred Hospital, Melbourne, Australia

Introduction: Opioid prescribing in Australia continues to in-
crease with a particularly sharp rise in the use of low dose
(,20mg) oxycodone from 2003 (1). Good pain control in
the setting of trauma patients improves long-term out-
comes, reduces hospital stay and can reduce the incidence
of post traumatic stress disorder (2). Opioid use, however,
remains controversial as they have both short and long
term adverse effects, including psychological and physical
dependence.
Objectives. To evaluate the prescription of strong opioids in
trauma patients presenting to a level one trauma centre.
Methods: The medical records of sixty patients were
reviewed retrospectively from the Acute Pain Service (APS)
and the Traumanet databases (using ‘minor’ trauma as
defined by the trauma registry) over a three months and

one month period respectively. Fisher’s exact and Wilcoxon
rank sum were applied using Stata Corp 11.0, USA.
Results: Summarised below. Values are number (%), mean
(SD) or median (IQR).

Parenteral opioids (excluding PCA)

Discussion: The APS group reviewed patients with higher
trauma scores, more critical care admission and longer in-
patient stay. Interestingly, the rate of surgery and the pain
scores between the two groups were similar. More import-
antly, the last documented pain scores for both groups
were low.

Oxycodone is the strong opioid of choice at our institution.
The majority (93%) of patients received oxycodone during

APS Data (n530) Minor Trauma
(n530)

P -value Age

50.2 (20.1) 66.2 (21.0) ,0.01

Male 20 (67%) 16 (53%) 0.43

Length of stay 9.5
(7–15)

9 (5–13) ,0.01

Trauma Score (ISS)
18(14–26)

5 (4–9) ,0.001

ICU/HDU admissions 17
(57%)

3 (10%) ,0.001

Surgery required 17
(57%)

13 (43%) 0.44

Pain score (verbal 0–
10)

Highest 9 (7-10) 8 (5-10) 0.23

Lowest 0 (0-0) 0 (0-0) 0.14

Last 1.5 (0-5) 0 (0-3) 0.15

Analgesia

Strong opioids (all
types & routes)

30 (100%) 26 (87%) 0.11

13 (43%) 16 (53%) 0.61

PCA 21 (70%) 4 (13%) ,0.001

Max oral oxycodone ,40mg/day 16 (53%) 29 (97%)

},0.001 ?40mg/
day

14 (47%) 1
(3) }

Tramadol 21 (70%) 10 (33%) ,0.01

NSAIDs 25 (83%) 11 (37%) ,0.001

Paracetamol 30 (100%) 28 (93%) 0.49

Antineuropathic 11 (37%) 4 (13%) 0.07

Ketamine 16 (53%) 4 (13%) ,0.01

Discharge oxycodone ,40mg/day 24 (80%) 30 (100%)

}0.02 ?40mg/
day 6

(20%) 0 }

Weaning emphasized on discharge
.40mg/day

3 (50%) .80mg/day
0
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their admission and over half (57%) were discharged with
this medication. Patients in the APS group were more likely
to receive non-opioid (multimodal) analgesia, be prescribed
a PCA and then be rotated to high doses of oral oxycodone.
One fifth of these patients were discharged on high dose oxy-
codone. Weaning of this medication, however, was only
emphasized in half of these patients. Of concern, there
were two patients discharged receiving .80mg oxycodone
per day with no weaning plan in place.
Conclusion: Opioid weaning needs to be emphasized during
the hospital admission and those receiving high doses
should be discharged with a letter to the family physician
outlining a weaning regime. This will reduce the incidence
of opioid misuse/abuse and reduce the risk of acute pain pro-
gressing to chronic pain.
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Paper No: 1073.0

Management of post operative pain at the
National Hospital of Niamey, Niger
Chaibou Maman Sani 1, Sanoussi Samuela 1,
Sani Rachid 1, Asoumane Toudou Nouhou 1 and
Abarchi Habibou 2

1Department of anesthesiology, National Hospital of Niamey-
Niger 2Department of surgery, National Hospital of Niamey

Introduction: The management of post operative pain has
been a serious problem to anesthesiologists. In developed
countries post operative pain was readily controlled by
using of analgesic drugs, loco regional anesthesia and par-
ticularly the newly implemented concept of multimodal an-
algesia .In the developing countries, the difficulty in
accuracy; the non accessibility of these drugs and the miss
management of post operative patients were rendering this
pain control difficult.
Objectives. To evaluate the management of post operative
pain at the National Hospital of Niamey.
Methods: A descriptive and prospective study was conducted
with a total of 553 operated patients; all were above six years
old, it was from 12 March, to 12 June, 2009 at the surgical
department of the National Hospital of Niamey. The investi-
gation concerned the type of anesthesia and surgery; the
kind of analgesic used alone or in association. Three type
scales were used, one for each patient; based on his better
understanding to evaluate the pain: verbal rating scale
(VRS), numerical rating scale (NRS) or visual analog scale (
VAS) at 12hours; 24 and 48 hours after surgery.

Results: The mean age of the patients was 39 years; the
male represents 53.2 % and female 46.8 %. Sixteen patients
(2.89 %) received an analgesic treatment before the surgery,
83.72% were classed ASA1. The orthopedic and pelvic surger-
ies were the most realized in 30.20 % and 30%. 50.63 %
benefited of general anesthesia; 48.28% spinal anesthesia
and 1.08% plexus bloc. The VRS was be used at 72% of
patients; NRS at 14.40 % and VAS at 13.60 %.

In 75 patients evaluated by VAS; 29.30 % have the scale
under 7 at 12 hours; 5.40 % and 0 % at 24 and 48 hours
after surgery respectively. For the category of NRS; 33.80 %;
8.80 % and 2.50% respectively at 12 hours, 24 and 48
hours after surgery. The VRS evaluation 33.90 %; 8.3 % and
2.10% have the scale at 3 to 4 at the 12; 24 and 48 hours re-
spectively. 236 patients (42.67 %) received one analgesic;
308 (55.69 %) associations of two analgesics and nine
patients (1.62 %) received triple association. The adverse
effects were nausea and vomiting in 197 patients (35.62 %).
Conclusion: Post operative pain is however miss managed in
develloping countries; an urgent solution is to be taken to
standardize this management.
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de la SFAR : les Essentiels 2005, Elsevier, p. 295–308.

3 Aubrun F, Paqueron X, Langeron O, Coriat P, Riou B: What pain
scales do nurses use in the postanaesthesia care unit? Eur J Anaes-
thesiol 2003; 20: 745–9.

Paper No: 1080.0

Post operative analgesia in knee
arthoscopy :a comparative study
of intra-articular nalbuphine
and buprenorphine
Usha Padhye , Sujit Saraf, Minal Upasani,
Arun Joshi and Anant Deshpande

Introduction: Surgical trauma causes pain which is an un-
pleasant sensory and emotional experience. Pain is taken
as a vital sign by american pain society. Opioids can
produce potent antinociceptive effects by interacting with
local opioid receptors in inflammed peripheral tissue. Mor-
phine have been shown to markedly inhibit acute post opera-
tive pain when injected intra-articularly after arthoscopic
knee surgery. We have tried to evaluate effects of new
opioids which have minimal side effects.
Objective: To compare effect of intra-articular nalbuphine
and buprenorphine for post operative analgesia for knee
arthroscopy

BJA Abstracts presented at WFSA

ii524



Methods: In double blind randomized trial, we have studied
500 patients in 3 groups. Subarachnoid block was given to
all patients in l3–l4 interspace in sitting position with 25 g
quincke’s needle with 2ml; 0.5 bupivacaine. Routine monitor-
ing was instituted. Intraarticular injection of respective drugs
was administered after completion of surgery according to
following groups.

(1) group S-(control group)-20ml normal saline (2) group
n-10mg(1ml)of nalbuphine+19ml of normal saline (3)
group b-100mcg buprenorphine+19ml of normal saline

Post operative pain was assessed with visual analogue
scale after regression of block by 2 segements with interval
of 1,3,6,12,24 hours post operatively.
Results: Group S patients required rescue analgesia at 2
hours post operatively. group b required rescue analgesia
after 12 hours while group n patients did not require any
rescue analgesia till 24 hours post operatively. some patients
of group b had nausea, vomiting and itching while group n
patients did not have any side effects.
Conclusion: Intraarticular nalbuphine compared to buprenor-
phine significantly reduces pain after knee arthoscopy
through an action on specific local opioid receptor without
any side effects.

References
1 Intra articular bupivacaine plus Nalbuphine analgesics for chronic

joint pain; N Engl J Med 1991; 325: 1123–6

2 Analgesic effect of intra articulr Morphine after arthroscopic knee
surgery. N Engl J Med 1991; 325: 1123–1126 OCTOBER 17, 1991

3 Rolley E Johnson, Paul J Fudala, Richard Payne. Buprenorphine:
considerations for pain management. Journal of pain and
symptom management 2005.

Paper No: 1102.0

Analgesic Effectiveness of Nerve Block
in Shoulder Arthroscopy: Comparison
with Interscalene, Suprascapular
and Axillary Nerve Block
SangMook Lee 1, Jong-Hun Ji Sang 2 and Eun Park 3

1Daejeon St. Mary’s Hospital, Department of Daejeon St. Mary’s
Hospital 2Department of Daejeon St. Mary’s Hospital and
3Department of Anesthesiology, The Catholic University of Korea.

Introduction: In arthroscopic shoulder surgery, postoperative
shoulder pain is one of the most severe problems that cannot
be easily controlled in patients. Interscalene blocks (ISB)
have been demonstrated to be one of the most effective
treatment modality which is used during arthroscopic shoul-
der surgery. Suprascapular nerve and axillary nerve block
(SSNB and ANB) was used more frequently and also more
than 90% of total shoulder pain can be easily controlled
with SSNB and ANB.
Objectives. We compared postoperative VAS scores and
patient satisfaction in three groups: the group in which PCA

(patient controlled analgesia) only was used (PCA
only-group), the group in which PCA was used following ISB
(PCA with ISB-group), and the group in which PCA was used
following SSNB and ANB (PCA with SSNB+ANB-group). We
examined whether decreased PCA usage following these
blocks could lead to the decreased occurrence of nausea
and vomiting.
Methods: Among patients who underwent arthroscopic
rotator cuff repair, 61 patients (26 men and 35 women)
were prospective nonrandomly allocated: group 1 (PCA
only-group, n¼17); group 2 (PCA with ISB-group, n¼26);
and group 3 (PCA with SSNB+ANB-group, n¼18). VAS(visual
analogue scale) score, satisfaction, PCA(patient controlled
analgesia) usage, and the incidence of nausea and vomiting
were measured 4 times post-operatively (in the recovery
room and 8, 16, and 24 hours post-op).
Results: VAS scores in a recovery room were the highest in
PCA only-group and were significantly lower in PCA with
ISB-group and PCA with SSNB+ANB-group. VAS score com-
parisons were group 2.group 1.group 3 at postoperative
16 hours. In a recovery room, the patient¡s satisfaction
was higher in group 2, but no significant differences
were seen at the other times. The total PCA usage was
greater in group 1 than that in groups 2 and 3 until 8
hours. Also, no significant association between the 3
groups in the incidence of nausea and vomiting was
observed at all time points.

Conclusions. PCA with ISB and PCA with SSNB+ANB
were all effective for early-stage pain control. In PCA
with ISB-group, VAS score at recovery room is most
decreased but increased more and more at the follow up
periods. PCA with SSNB+ANB would be better anesthetic
methods than PCA with ISB between postoperative 8–24
hours.
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Paper No: 1112.0

Comparative study of intrathecal tramadol,
fentanyl and buprenorphine for post
operative analgesia
Usha Padhye , Sujit Saraf, Abhijay Pawar,
Rahul Deshmukh and Arun Joshi

Introduction: Intrathecal administration of opioids is a
simple and cheaper option for effective post-operative anal-
gesia that does neither require any special equipment nor
does it involve multiple painful pricks to the patient. Hence,
we have decided to compare intrathecal administration of
buprenorphine, fentanyl and tramadol along with bupiva-
caine for post-operative analgesia.
Methods: This study was conducted in 1200 ASA-I / II
patients (age group 20–60) posted for lower abdominal, uro-
logical, gynecological or lower limb surgeries. These patients
were divided into 4 groups.

Group p -2 ml of bupivacaine 0.5% heavy+placebo-300
Patients Group T -2 ml of bupivacaine 0.5% heavy+tramadol
25 mg 300 Patients Group F 2 ml of bupivacaine 0.5%
heavy+fentanyl 25 mcg 300 Patients Group B 2 ml of bupiva-
caine 0.5% heavy+buprenorphine 90 mcg 300 Patients
Routine monitoring was instituted. in sitting position SAB
given in L3–L4 interspaces with Quincke (25 G). At a
reading of 3 VAS, rescue analgesia,IM diclofenac .
Results: Duration of sensory and motor blockade was signifi-
cant in group T, F, B as compare to control group
p. requirment of rescue analgesia is minimal in group T, F,
B as compre to group P

Comparison of mean time in hours for rescue analgesics:

Conclusion: Intrathecal administration of buprenorphine,
fentanyl and tramadol along with bupivacaine provide excel-
lent pain relief in the post-operative as compared to plain
bupivacaine alone. Duration of analgesia with buprenorphine
being significantly more than fentanyl or tramadol. Intra-
thecal administration of opioids with bupivacaine also pro-
longs the duration of motor block as well as sensory block
as compared to bupivacaine only. The incidence of itching
was more with fentanyl followed by buprenorphine. And
least in tramadol and plain bupivacaine. The incidence of
PONV increases with tramadol and buprenorphine.
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Paper No: 1133.0

Vaginal Delivery with Spinal Pethidine
Akbar Khamsei

Introduction: Pregnancy and labor are two great, impressive,
impacting and important events in the life of women with
psycho-socio-medical aspects and a great concern for the
comfiest painless normal vaginal delivery.
Objective: to introduce the spinal analgesia with an opioid
drug, pethidine, as a safe, prompt, effectual and comforting
procedure for a painless normal vaginal delivery.
Materials and methods. 1000 ASA physical status I–II par-
turients were admitted to labor suite for observation and
monitoring until delivery( during 2 years) (2010–2011)
(65% nulliparas), aged 15–45 years. Given information all
had requested and consented, examined and confirmed by
attending Ob- Gy specialist and midwife nurse, in the
rapidly progressive active phase of the 1st. stage of labor
with cervical os dialation (4–5cm) and effacement(40%-
50%), and fetus in normal position and degree of descent.
Spinal analgesia with pethidine hydrochloride 10–15 mg
with a 9mm small-bore(25-gauge) cutting tip needle at
L3–L5 levels in parallel insertion in sitting position,all per-
formed by the author. All parturients received 500–
100 ml,I.V. normal saline/ringer solution prior to procedure.
Results: There was no spinal failure, no significant adverse
effect/ complication. 4 cases refused. 4cases postpartum
very mild respiratory depression. Very mild hemodynamic
changes in 5 cases. Post dural puncture mild headache in 3
cases 1%. prolonged labor (99% 10–30 minutes). 1% arrest
of descent resulting in cesarean section. 6 cases of twins.
No mortality/morbidity. All mothers and newborns dis-
charged 1–2 days after parturition. The onset of pain relief
accomplished in 5–12 minutes, diminished in 20–55
minutes.
Discussion: In appropriate doses all opioids produce pain
relief depnding on their pharmacokinetics and pharmaco-
dynamics and intrathecally provide no motor block, no
adverse effect on uterine contractibility, and in such small
doses no adverse fetal/neonatal effects. It should be
noticed that the pain in the 1st. stage of labor is due to
uterine contractions and dialation of cervix traveling via vis-
ceral afferent fibers and podendal nerves and enters the
neuraxis.
Conclusion: this antrospective, descriptive, and direct clinical
study showed that spinal analgesia with pethedine 10–15mg
is a safe, prompt, effectual and comforting procedure/

GROUPS MEAN TIME SD STATISTICAL

Group p 3.04 +0.20 INSIGNIFICANT

Group T 6.88 +O.52 SIGNIFICANT

Group F 6.24 +4.02 SIGNIFICANT

Group B 13.74 +4.02 SIGNIFICANT
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methode that can provide excellent satisfactory, safe and
pleasant analgesia/painless normal vaginal delivery and
labor.

Keywords: spinal anesthesia; painless vaginal delivery;
pethidine

Paper No: 1156.0

Alternative Approach of the Posterior Tibial
Nerve at the Heads of the Gastrocnemius,
Using Ultrasound-Guided Blockade
and Nerve Stimulation
José Luis Furno, Carlos E. Lorda and
Franco Frenquelli
Mapaci Hospital, Rosario, Argentina

Introduction: Our anesthesiology Department uses ankle
block in foot and ankle outpatient surgical procedures,
because of its little latency, good anesthetic efficacy,
post-op analgesia and early discharge. Since ankle blocks
cannot be used in patients with hematomas, skin lacerations
or scalps at the puncture site, the department developed an
alternative approach involving the posterior tibial nerve at
the junction of the gastrocnemius.
Objective: Assessing the usefulness and efficacy of a new
surgical approach of the posterior tibial nerve, considering
latency and post-op analgesia.
Materials & Methods: 103 ASA I to III patients, with ankle or
foot scheduled surgical procedures presenting hematomas,
swelling and post-trauma skin lesions at the puncture site.
A decision is made to use an alternative block at the junction
of the gastrocnemius, where the internal sciatic popliteal
nerve continues the posterior tibial nerve, under direct
ultrasound-guided nerve block and with the use of a nerve
stimulator. Patients are given an injection with 10ml
volume of 0.5% bupivacaine, single dose. The patient lies in
lateral decubitus with the knee slightly flexing, his/her leg
on a pillow to reduce movements and pain. It is an
ultrasound-guided approach (SonoSite NanoMaxx) with a
nerve stimulator and a Stimuplex 50 needle performed out
of plane to avoid a painful puncture of the muscular fascia
of the gastrocnemius. Anesthetic efficacy, latency and re-
sidual analgesia were assessed. The deep peroneal nerve
and the superficial peroneal nerve were also blocked at the
fibular neck and the saphenous nerve at the greater saphe-
nous vein, under the knee.
Results: Maximum latency was 13 minutes, considering tem-
perature changes and sympathetic blockade of sole of the
foot (changes in coloring, redness.) 100 out of 103 patients
had their surgical procedure without need of any anesthetic
complement, with very good tolerance to pneumatic tourni-
quet and surgical technique. The remaining 3 patients
required some anesthetic complement in the surgical area

corresponding to the areas of the foot innervated by the
sural nerve. Post-op average analgesia was 17 hours.
Discussion: Our experience shows that this alternative ap-
proach under ultrasound combined with nerve stimulation
of the posterior tibial nerve at the head of the gastrocnemius
was easy to perform, provides acceptable latency and has
proven to be very effective for anesthetic purposes and
post-op analgesia.

Keywords: Regional anaesthesia; Posterior Tibial Nerve
Alternative Approach

Paper No: 1178.0

Ultrasound guided contunious bilateral
infraclavicular and epidural catheter usage
for pain relief following four extremity
amputation
Tarik Purtuloglu , Ömer Yanarates, Ali Sýzlan and
Oguz Kýlýçkaya and Ercan Kurt
GATA ANESTHESÝOLOGY AND REANÝMATÝON DEPARTMENT
ANKARA TURKEY

Introduction: Adult Still disease is a rare rhomatologic
disease causing both localized ischemia and systemic com-
plications. Regional blocks can be used in the treatment of
pain and providing vasodilation which is critical for improving
the nutrition of tissue. CASE REPORT A 18 year old female
with Still disease had undergone four extremity amputation
secondary to ischemia. The patient referred to our depart-
ment because of phantom pains. In order to provide pain
relief, epidural catheter was placed for lower extremities
and ultrasound guided bilateral infraclavicular catheters
were placed in order to relief the phantom pain of the
upper extremities. After obtaining an informed consent, the
patient is placed in lateral decubitis position and epidural
catheter was placed at L4–5 space without any complica-
tion. The position of the catheter was controlled with a test
dose. Following the epidural catheter the patient was
placed supine position. Induction was provided with propofol
and fentanyl and a 3 No laryngeal mask was placed. The
right arm was positioned at 90 degree abduction and
prepped and draped. Under ultrasound guidance medial,
lateral and posterior cords were identified. With a 10 ml of
serum saline injection, a dilatation was obtained at the
space of the medial cord. The diffusion of the serum saline
was detected with ultrasound and a catheter was placed to
the medial cord region. Blockade was performed with 20ml
0,25 % bupivacaine. Same procedure was performed with
the left arm. One hour after the induction doses the infusion
was began at a rate of 4ml/hour with 0,125 % bupivacaine
for the infraclavicular catheters and 1 mg/hour of morphine
infusion for the epidural catheter intraoperatively. No compli-
cation was observed and the patient was taken to the PACU.
The follow-up during the 48 hours period revealed a VAS
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score between 2–3 for the four extremities. Same VAS scores
was between 0–2 at the 7 days follow-up. No complication
secondary to morphine and local anesthetic usage was
encountered during the follow-up period.
Conclusion: With epidural/infraclavicular catheter placement,
we aimed to reduce the pain related to amputation, increase
the blood circulation with sympathetic blockade and ultim-
ately improving patient comfort. For bilateral blockades all
cases must be evaluated individually and the physician
must be aware of the local anesthetic toxicity.

Paper No: 1182.0

Combined ultrasound and neurostimulation
guidance: A prospective randomized
comparison as perineural distribution
of local anaesthetic as the end point
for peripheral nerve blocks
Ramin Ehrenberg and M Stefan
Department of Anaesthesiology and Intensive Care; University
Hospital Halle (Saale), Germany

Introduction: Ultrasound (US) or Neurostimulation (NS) are
two common techniques for peripheral nerve blocks (PNB)
[1,2]. NS suggests a close needle nerve relationship by elicit-
ing a motor response while US allows a real-time visualiza-
tion of anatomical structures and LA distribution. Data for
combining both techniques are rare and contradictory. Previ-
ous studies show a poor conformity between eliciting pares-
thesia and corresponding motor response [2,3,4].
Objective: The aim of this study was to evaluate the con-
formity of visualization needle, LA distribution via US and
the proper motor response by NS.
Methods: With the approval of the local Ethics committee
and informed consent, a total of 160 patients scheduled
for elective surgery were included in this prospective, rando-
mized study. In the ultrasound group (n¼80) the neural
structures were visualized and the needle tip was placed
ultrasound guided. Releasing a motor response was assessed
(0.1ms, 2Hz) up to 2mA. In the neurostimulation group
(n¼80) the distribution of LA was visualized and assessed
at the needle position where a motor response was elicit at
or below 0.5mA. Primary end point was the perineural distri-
bution of LA and appropriate surgical anaesthesia. A motor
response to an amperage below 0.5mA and a perineural LA
distribution were assessed as a positive conformity of ultra-
sound and neurostimulation in the two groups. The
absence of motor response or a LA maldistribution was
assessed as a negative conformity.
Results: We conducted 160 peripheral nerve blocks (32 ISB,
48 axPl, 40 NFB, 40 DIB). There were no demographic differ-
ences between the groups. Perineural LA distribution and ad-
equate block quality was achieved in all patients in the
US-group and in 66 (83%) in the NS-group. In the US-group

26 patients (32%) had no motor response to 2.0mA. A
motor response was shown in 33 patients (41%) to a inten-
sity to 0.5mA. The average amperage for this patients was
0.33 mA (+0.09). Quality of sonographic visualization was
good in 108, normal in 35 and difficult in 17 patients.
Conclusion: Ultrasound guided needle placement and moni-
toring LA distribution is associated with a high success rate
for PNB. The lack of conformity with a proper motor response
in combination with neurostimulation may confuse the oper-
ator. Using NS as the prior tool for needle placement results
in inferior results. Our results suggest our hypothesis, that
combining US and NS is not essential for PNB cause of a
minor conformity to determinate the correct needle position.
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Paper No: 1183.0

Intravenous Patient Controlled
Postoperative Analgesia: Does Fentanyl
Cause Acute Tolerance?
Gundappa Parameswara , K. Brijesh,
Jayashree Simha and Hanuman K. Murthy
Anaesthesia, Manipal Hospital, Bangalore, INDIA

Introduction: Intravenous Patient Controlled Analgesia (IV
PCA) is a very effective and safe method of postoperative
pain relief.1 Morphine and Fentanyl are commonly used. Tol-
erance to opioids is common with chronic users. However,
acute tolerance in the post operative period to morphine or
fentanyl is not known. We compared the analgesic efficacy
of morphine and fentanyl for post-operative pain manage-
ment after major surgeries. During this study, we observed
that the dose requirement of fentanyl increased beyond 12
hours in the post operative period, probably due to acute
tolerance.
Methods: 60 ASA I-III patients aged 18–60 years undergoing
major abdominal surgeries, were randomly allocated to
receive either morphine (Group M - basal continuous infusion
0.02mg/kg/hr, bolus dose of 0.02mg/kg and lock out period of
20 min) or Fentanyl (Group F - basal continuous infusion
0.5mcg/kg/hr, bolus dose of 0.5mcg/kg and lock out period
of 20 min), for Patient controlled Analgesia post operatively.
Parameters studied were, Pain assessment by Visual ana-
logue scale score (0–10), Systolic and diastolic blood pres-
sure, Oxygen Saturation, Respiratory rate, Pulse rate,
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Cumulative analgesic consumption, Hourly analgesic con-
sumption, sedation and any side effects for each drug.
Dose of fentanyl were converted as morphine equivalent
doses for comparison. Data was analyzed by using ANOVA,
Student’s t-test and Chi-square test or Fischer’s exact test.
Results: There was no difference between the groups with
regard to age, sex, weight, ASA grade, hemodynamic para-
meters, oxygen saturation, respiratory rate and complica-
tions. Pain relief as measured by VAS was significantly
better with morphine group, than Fentanyl group
(p¼0.000). Cumulative equi-analgesic consumption of mor-
phine was consistently lesser compared to morphine equiva-
lent of fentanyl (p¼0.000). There was consistently lesser
hourly consumption of morphine in 72 hours compared to
morphine equivalent of fentanyl (p¼0.000). In fentanyl
group there was an increase in hourly consumption of fen-
tanyl between 12–48 hours, which was statistically signifi-
cant (p¼0.000). There was higher incidence of nausea and
vomiting with morphine than with fentanyl (37% vs 21%)
The patient’s satisfaction was better with morphine
(p¼0.000).
Discussion: The study showed increased dose requirement of
Fentanyl beyond 12 hours lasting upto 48 hours, to obtain
adequate analgesia. This relative increase in dose require-
ment inspite of good pain relief upto to 12 hours, suggests
a possibility of acute tolerance to Fentanyl. Such increase in
dose requirement was not seen with morphine. Literature
survey to seek an explanation for this observation, we
found that in animals, opioid receptor studies have shown
that acute tolerance to Fentanyl occurs because of desensi-
tization of mu receptors, due to configurational changes
and uncoupling from adenyl cyclase.2 A similar phenomenon
is not seen with morphine because tolerance, involving a dif-
ferent mechanism, with adaptational changes at the â
-arrestin1 level, and internalization of G-protein-coupled
receptors, is seen, only with chronic use.
Conclusion: This study suggests acute tolerance to Fentanyl
may occur when used for IV PCA.
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Paper No: 1189.0

Mini dose spinal anaesthesia
for endovascular aneurysm repair
of thoracic aorta
Mariusz Piotrowski , Agata Kacka , Piotr Sarwiñski ,
Cezary Kosiñski and Tomasz Lazowwski
Department of Anaesthesia and Intensive Care Medical University
of Warsaw

Introduction: There is increased demand for modification of
regional anaesthesia for modern surgical procedures includ-
ing endovascular surgery of thoracic aortic aneurysm.
Minimal invasive surgery gives opportunity to operate old
patients with high ASA scoring. In these cases preservation
of leg movement is necessary for evaluation of spinal blood
perfusion thus avoiding spinal ischemia during graft imple-
mentation. Seventeen patients presented for endovascular
aortic aneurysm repair, ASA 2, 3, 4, age 33 to 86 years old
(mean age 64 years), 13 male, 4 women were given” mini
dose spinal anaesthesia”. Endovascular graft implantation
lasted no longer than 2 hours (mean time - 98 min). In this
study mini dose spinal anesthesia with use of mixture of
25mcg of Fentanyl (o,5 ml), 2,5 mg of Heavy Marcaine
(0,5 ml) and 0,5 ml of normal saline was used for regional
technique necessary for endovascular repair of thoracic
aortic aneurysm. Standard anesthetic technique was used
except composition of local anaesthetic mixture. Level of an-
algesia was assessed 5 and 10 minutes after injection. Car-
diovascular stability of the patient, level of analgesia, need
of additional analgesia and leg movement were assessed
during procedure . Level of analgesia was from L2 to Th10
in first 5minutes after injection and from L1 to Th10 after
10 minutes from drug administration. Additional intravenous
opioid was necessary in 3 cases for pain relief. Fourteen
patients were able to preserve movement during procedure
and in recovery room. During all procedures no significant
drop of blood pressure was noted . After procedure patients
had no pain . It seems that mini dose spinal anaesthesia is
an opportunity for local anaesthesia for endovascular aortic
aneurysm repair . This method needs further comparative
studies.
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Mini dose spinal anaesthesia
for endovascular aneurysm repair
of thoracic aorta
Mariusz Piotrowski , Agata Kacka , Piotr Sarwinski
and Cezary Kosinski and Tomasz Lazowski
Second Dept, of Anesthesia and Intensive Care of Warsaw Medical
University of Warsaw, Poland

Introduction: There is increased demand for modification of
regional anaesthesia for modern surgical procedures includ-
ing endovascular surgery of thoracic aortic aneurysm.
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Minimal invasive surgery gives opportunity to operate old
patients with high ASA scoring. In these cases preservation
of leg movement is necessary for evaluation of spinal blood
perfusion thus avoiding spinal ischemia during graft imple-
mentation. Seventeen patients presented for endovascular
aortic aneurysm repair, ASA 2, 3, 4, age 33 to 86 years old
(mean age 64 years), 14 male, 4 women were given” mini
dose spinal anaesthesia”. Endovascular graft implantation
lasted no longer than 2 hours (mean time - 98 min). In this
study mini dose spinal anesthesia with use of mixture of
25mcg of Fentanyl (o,5 ml), 2,5 mg of Heavy Marcaine
(0,5 ml) and 0,5 ml of normal saline was used for regional
technique necessary for endovascular repair of thoracic
aortic aneurysm. Standard anesthetic technique was used
except composition of local anaesthetic mixture. Level of an-
algesia was assessed 5 and 10 minutes after injection. Car-
diovascular stability of the patient, level of analgesia, need
of additional analgesia and leg movement were assessed
during procedure . Level of analgesia was from L2 to Th10
in first 5minutes after injection and from L1 to Th10 after
10 minutes from drug administration. Additional intravenous
opioid was necessary in 3 cases for pain relief. Fourteen
patients were able to preserve movement during procedure
and in recovery room. During all procedures no significant
drop of blood pressure was noted . After procedure patients
had no pain . It seems that mini dose spinal anaesthesia is
an opportunity for local anaesthesia for endovascular aortic
aneurysm repair . This method needs further comparative
studies.

Keywords: minidose spinal anaesthesia; thoracic aneurysm
repair
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Paper No: 1200.0

Comparison of Efficacy of Intraarticular
Levobupivacaine and Bupivacaine on
Postoperative Analgesia after Arthroscopic
Knee Surgery
Nurdan Özdemir Fatma , Nur Kaya Aysun and
Ylmazlar Burak Demira
Uludag University Medical School, Department of Anesthesiology
and Reanimation, Bursa, Turkey

Introduction: Intraarticular administration of local anesthet-
ic solutions is used to provide better analgesia after knee
arthroscopy and reduce consumption and possible side
effects of oral and intravenous analgesics (1).

Objective: The aim of our study was to compare the efficacy
of intraarticularly injected bupivacaine and levobupivacaine
with morphine and epinephrine combination for post-
operative pain control and functional recovery at knee
surgery.
Methods: After obtaining Ethics Committee’s approval and
written informed consents, 60 patients of ASA I-II undergo-
ing elective arthroscopic knee surgery under spinal anesthe-
sia were enrolled in this study. All patients were medicated
50 mg intravenous dexketoprofen 30 minutes preoperatively.
Patients were randomized into three groups equally. In Group
B (n¼20) 30 ml of %0.5 bupivacaine+2 mgr morphine+ 100
mcgr epinephrine, in group L (n¼20) 30 ml of %0.5
levobupivacaine+ 2 mg morphine+ 100 mcgr epinephrine,
in group C (n¼20) 30 ml saline was given intraarticularly by
surgical team at the end of the operation. Postoperative an-
algesia was provided by patient-controlled analgesia system
with morphine. Pain scores at rest and on movement, and
morphine consumption were evaluated at 2, 4, 6, 8, 12 and
24 h after surgery. Times to first analgesic requirement,
first mobilization, positive response to straight leg raising
test, tolerance to 30–50 degrees of knee flexion, and recov-
ery of quadriceps reflexes, hospital discharge were evaluated.
In addition, patient and surgeon satisfaction, and periopera-
tive complications were recorded.
Results: There were no significant differences between
demographic data between groups (p,0.05). The VAS
values at rest and on movement in Group C were higher
than in Group B and Group L at 2, 4, 6, 8, 12 and 24 h post-
operatively (p,0.001 for all terms). In Group C, the time
for first analgesic request was shorter postoperatively
(p,0.01), total dosage of morphine was higher (p,0.001),
and patient and surgeon satisfaction was lower (p,0.01,
p,0.01). Times of positive response to straight leg raising
test, tolerance to 30–50 degrees of knee flexion and the
first mobilization were found to be significantly shorter in
Group B and Group L (p,0.001 for all variables). No statistical
differences were found between the three groups for patient
and surgeon satisfaction, and time of hospital discharge.

Discussion and Conclusion. In the patients undergoing
arthroscopic knee surgery under spinal anesthesia, intraarti-
cularly injected levobupivacaine with morphine-epinephrine
combination decreases the intensity of postoperative pain
and analgesic consumption and increases the tolerance for
mobilization like bupivacaine does. References: 1) Fu P, Wu
Y, Wu H, Li X, Qian Q, Zhu Y. Efficacy of intra-articular cocktail
analgesic injection in total knee arthroplasty - a randomized
controlled trial. Knee 2009;16:280–4.

Paper No: 1202.0

Comparison of Clonidine and
Buprenorphine as adjuvants to Bupivacaine
for continuous Postoperative
Epidural Analgesia
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Gundappa Parameswara , P. Siddalingeshwara,
Shobha Rani, C. Kumaresan and
Hanuman K Murthy
Anaesthesia, Manipal Hospital, Bangalore, INDIA

Introduction: Addition of Opioid drugs to local anaesthetics
epidurally is most effective in providing dynamic pain relief
after major surgical procedures1. Buprenorphine, a mixed
opioid agonist-antagonist, has been used widely epidurally
in relieving post operative pain, but is associated with side
effects like pruritus, sedation, nausea and vomiting. Cloni-
dine, an á2 adrenergic agonist, is used to potentiate the
local anaesthetic effect when given epidurally.2 We com-
pared the efficacy of postoperative analgesia and their side
effects with continuous epidural infusion of combination of
Bupivacaine-Buprenorphine and Bupivacaine- Clonidine.
Methods: 60 adult patients ASA grade I- III, aged 20–80
years, scheduled for elective lower abdominal and lower
limb surgeries were studied. Patients were administered
either epidural anaesthesia alone or combined spinal epi-
dural anaesthesia. A bolus of 0.25% bupivacaine 10 ml was
given epidurally in the immediate post operative period, fol-
lowed by a continuous infusion of 0.125% Bupivacaine with
1.25 mcg/ml of Buprenorphine (Group B) or continuous infu-
sion of 0.125% Bupivacaine with 1.25 mcg/ml of clonidine
(Group C) at the rate of 5ml/hr. Pain was assessed with
visual analogue scale (VAS), motor block by Bromage scale,
up to the 48 hours post operative period. Pethidine 20mg
intravenous was used as rescue analgesic, if VAS .4, Data
was analyzed by using ANOVA, Student’s t-test and Chi-
square test or Fischer’s exact test.
Results: No significant difference in the VAS scores were
noted between the two groups. Number of patients requiring
rescue analgesic was significantly more in the Group C
(43+8.2 patients) compared to Group B (20+0 patients)
(p¼0.030). Supplementary pethidine requirement was more
with clonidine group (60+25.5 mg) as compared to bupre-
norphine group (46.25+18.93) at 24 hours. More patients
in Group C (Bromage Score 1.1+0.9) had motor blockade
compared to Group B (0.6+0.8) at all points of observation
(p,0.05). Motor blockade was more intense in Group C
(p,0.000). Incidence of nausea, vomiting and urinary reten-
tion were not significantly different between the groups.
None of the patients in either group had hypotension, brady-
cardia, hypoventilation or sedation.
Conclusion: We found higher degree, and higher incidence of
motor blockade with clonidine, compared to buprinorphine,
making ambulation difficult during immediate post operative
period. Also, rescue analgesic requirement was more when
clonidine was used. Thus, clonidine may not be as efficient
as buprenorphine as an adjuvant for post operative epidural
analgesia.
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Echogenicity of Catheters Used for
Ultrasound-Guided Continuous Peripheral
Nerve Blocks
Yun T. Romy, Edward Kim, Edward Mariano and
Brendan Carvalho
VA Palo Alto, Palo Alto, California, USA Stanford University Medical
Center, Stanford, California, USA

Introduction: Modern regional anesthesia practice is increas-
ingly utilizing ultrasound to perform or enhance nerve block
placement. The successful placement of an ultrasound-
guided continuous peripheral nerve block relies on image
quality of various components including target nerve,
surrounding structures, needle placement and perineural
catheter (1,2). Catheter visualization during insertion is
crucial to ensure accurate placement and analgesic efficacy
of the perineural local anesthetic infusion. Although a
number of studies have examined needle echogenicity,
limited data exist regarding the echogenicity of perineural
catheters. The objectives of this study were to determine
the comparative echogenicity of various regional anesthesia
catheters.
Methods: We developed a porcine animal model to facilitate
the comparison of different nerve block catheters’ echogenic
qualities. Three commercially available nerve block catheters
[Arrows StimCathw (Arrows International Inc., Reading, PA),
B.Braun PeriFix FXw and B.Braun Contiplexw (B. Braun
Medical Inc., Bethlehem, PA)] and a catheter under develop-
ment (Epimed International, Inc. Johnstown, NY) to optimize
echogenicity were studied. All catheters were inserted at 45
degrees to the skin by an un-blinded investigator who was
not involved in subsequent testing. The order of catheter in-
sertion was randomized using a computer-generated ran-
domization sequence. Outcome measures included an
overall catheter visibility assessment (0–10), artifact (0–
10), shadowing (0–10), contrast (0–10), scan time (secs),
catheter length seen (%), and catheter photodensity in echo-
genic units (EU). Catheter scanning and visual assessments
were performed by investigators blinded to catheter brand
or study order.
Results: We observed statistically-significant echogenicity
variability among the catheters studied. Initial results
suggest that the Arrow catheter appeared less echogenic
than both the B.Braun catheter and Epimed catheter by
both subjective and objective measurements (P,0.01). The
less echogenic catheter was associated with longer scanning
times and less catheter length visibility (P,0.01). The Epimed
catheter under development demonstrated superior echo-
genic properties over the other commercially available
catheters.
Conclusion: Preliminary results from this animal model dem-
onstrate that catheters used for regional anesthesia display a
wide range of echogenicity under ultrasound imaging. This
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study demonstrates that catheters can be developed to be
more echogenic. Future studies are required to show if this
echogenic advantage observed in an animal model is also
seen in a clinical model and if this leads to greater analgesic
success with continuous peripheral nerve blocks.
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Paper No: 1208.0

Peritoneal nebulization of ropivacaine
reduces morphine consumption after
gynecologic laparoscopic surgery
Pablo MauricioIngelmo , Stefano ScaliaCatenacci ,
Alessandro Buda, Serena Calcinati and Mauro Gili
First Service of Anesthesia and Intensive Care, Department of
Perioperative Medicine and Intensive Care, San Gerardo Hospital

Introduction: Pain after laparoscopy has been associated to
changes in temperature, humidity and pH of the
intra-abdominal environment. Peritoneal nebulization of
local anesthetic is a novel analgesic method for post-
operative pain control after laparoscopic surgery1. Nebuliza-
tion of Ropivacaine with a microvibration-based device
(AeronebProw system, Aerogen, Galway, Ireland) and deliv-
ered into the insufflation gas significantly reduced pain, mor-
phine consumption and deambulation time after
gynaecological laparoscopic surgery when compared with
placebo2.
Objective: This double blind phase III randomized controlled
trial was designed to compare the effects of peritoneal neb-
ulization of ropivacaine 150 mg with peritoneal instillation of
ropivacaine 150 mg on morphine consumption and pain
after ovarian cyst laparoscopic surgery.
Methods: After IRB approval (NCT01142622) and written
informed consent, 63 ASA I-III patients scheduled for laparo-
scopic ovarian cystectomy were enrolled. Patients were ran-
domized to receive peritoneal nebulization of Ropivacaine
150 mg+instillation of saline (NEBU group) or direct instilla-
tion of Ropivacaine 150 mg+nebulization of saline (INSTIL-
LATION group). Ropivacaine was nebulized using the
AeronebProw system (Aerogen Galway, Ireland) through
the umbilical port during surgery. Postoperative analgesia
was provided with wound infiltration, IV paracetamol
15 mg/kg every 6 h and IV morphine PCA. Morphine con-
sumption, pain intensity (dynamic NRS 0 to 10 points), inci-
dence of severe pain (NRS.3), deambulation time and
incidence of shivering or PONV were collect in PACU and at
6, and 24 h after surgery.
Results: Sixty three patients, 32 on NEBU group and 31 in IN-
STILLATION group completed the study. Patients in NEBU
group required less morphine (5+5 mg) than those in

INSTILLATION group (8+7 mg) (p,0,05). Patients receiving
ropivacaine nebulization referred lower pain scores in PACU
(3+2 points) and six hours after surgery (2+2 points) com-
pared with those on INSTILLATION group (PACU 5+2 points,
six hours 3+2 points) Patients receiving ropivacaine nebuli-
zation walked earlier (10+6 hours) than those in INSTILLA-
TION group (16+10 hours) (p,0.01). There were no
differences between groups in incidence of shoulder pain or
PONV. Seven of 32 (22%) patients on NEBU group referred
shivering in PACU compared with one (3%) patient in INSTIL-
LATION Group (p¼0,02).
Conclusion: Cold nebulization of Ropivacaine 150 mg with
AeronebProw system reduces morphine consumption, post-
operative pain and unassisted walking time when compared
with ropivacaine instillation. Ropivacaine nebulization was
associated with a higher incidence of shivering in PACU.
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Paper No: 1209.0

Does 5 ml bolus volumes and fluoroscopic
assessment affect hemidiaphragm
incidence after brachial plexus blocks?
Michael Burns , Kevin Kline , William Knox ,
Jamie Vivian and Jessica Zavesky
Phelps County Regional Medical Center Webster University
School of Nurse Anesthesia Webster University School
of Nurse Anesthesia

Introduction: The use of large volumes of anesthetics for
boluses to accomplish an adequate Brachail Plexus block
via the interscalene approach is unnecessary and can
cause harmful side effects. These side effects include
phrenic nerve paralysis, horner’s syndrome, and recurrent
larngeal nerve paralysis. Phrenic nerve paralysis can lead to
atelectasis and hypoxia. The purpose of this retrospective
review was to access the incidence of phrenic nerve paralysis
in patients after low 5 ml bolus volumes during brachial
plexus blocks via the interscalene approach. Phrenic nerve
parlaysis was assessed by fluoroscopic examination for
hemidiaphragm.
Objectives. To assess for phrenic nerve paralysis using fluoro-
scopic examination of diaphragmatic function after low bolus
volumes with brachial plexus blocks via interscalene
approach.
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Methods: A chart review of 47 patients following low volume
boluses of 5 mls of either 3% chloroprocaine or 2% lidocaine
1/200,000 epinephrine for postoperative pain control follow-
ing shoulder surgery. The Continuous plexus anesthesia cath-
eter was placed through a 18 g touhy. A sniff test was
performed to assess for hemidiaphragm no sooner than 30
minutes following the completion of the block. Data Collec-
tion was from a midwestern regional medical center. Data
was compiled to microsoft excel spreadsheet for
standardization.
Results: The review of 47 patient charts revealed a 44.7% in-
cidence of hemidiaphragm following 5 ml boluses as com-
pared to the assumed 100% using more traditional
volumes. Also noted on chart review was a 0% incidence of
recurrent larngeal nerve paralysis and a 2% (1 case) of
horner’s syndrome. The average BMI was 33. The average
ASA classification was two. The length of intraoperative
cases varied from 1.5 to 3 hours.
Conclusion: a local anesthetic dose of 5 mls for interscalene
blocks was sufficient for adequate postoperative pain control.
This reduced volume revealed a lower incidence of unwanted
side effects such as phrenic nerve paralysis, recurrent larn-
geal nerve paralysis, and horner’s syndrome. Despite this re-
duction in side effects while using this technique one cannot
predict the which patients will have phrenic nerve paralysis.
REFERENCE: Extensive list would like to email

Paper No: 1227.0

The effects of preoperative single-dose
gabapentin on postoperative pain
after inguinal hernia surgery under
spinal anesthesia
Serdar Kaymak, Fatma Nur Kaya and
Belgin Yava?cao?lu Oya Kutlay
Uludag University Medical School, Department of Anesthesiology
and Reanimation, Bursa, Turkey

Introduction: Pain management in patients undergoing in-
guinal herniorrhaphy includes local anesthetics, NSAIDs,
acetominophen and opioids. However, analgesia is often un-
satisfactory despite all these options. Recently, various clinic-
al studies regarding the potential role of gabapentin in
postoperative analgesia have been published (1).
Objectives. In this study, the aim was to evaluate the effects
of single-dose preoperative gabapentin on postoperative an-
algesia and spinal anesthesia characteristics in patients
undergoing inguinal hernia surgery under spinal anesthesia.
Methods: After obtaining the approval of the ethics com-
mitte, 50 patients – aged 18 and 70 years, ASA I/II - were
included in this prospective, placebo controlled, and double
blind study. The patients were randomly divided into two
equal groups. The gabapentin group (n¼25) received single-
dose 800 mg oral gabapentin 1 h before surgery and the

Control Group received a placebo capsule instead (n¼25).
Spinal anesthesia with 0.5% bupivacaine 3 ml was induced
in cases that were placed in the sitting position following
monitorization. Hemodynamic parameters, characteristics
of spinal anesthesia (sensory and motor block levels, time
to two segment regression from peak sensory block, duration
of motor block), intraoperative and postoperative complica-
tions, severity of postoperative pain, morphine consumption,
and times to first analgesic requirement and hospital dis-
charge were recorded.
Results: Hemodynamic parameters, characteristics of spinal
anesthesia, and severity of postoperative pain were similar
between the groups. Postoperative morphine consumption
at all measurement periods was lower in the Gabapentin
group (p,0.05). In addition, time to first analgesic
requirement was longer and time to hospital discharge was
shorter in the Gabapentin group (p,0.05, p,0.05).

Discussion and Conclusion. We concluded that preopera-
tive single-dose gabapentin reduces postoperative morphine
consumption and shortens duration of hospital stay without
altering the characteristics of spinal anesthesia after inguinal
herniorrhaphy.
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Paper No: 1242.0

Comfort during ultrasound guided
interscalene brachial plexus block - local
anaesthetic to the skin is more painful
than the block needle
Mubeen Khan , Christopher Pollitt , Rachel Farmer
and Imran Ahmed
Guy’s & St Thomas’ Hospitals, London, UK

Introduction: The interscalene brachial plexus block is com-
monly used to provide anaesthesia and analgesia for shoul-
der surgery. To increase safety should normally be performed
in awake patients.(1) With this in mind we investigated
patient comfort during interscalene block.
Objectives. To measure pain during the interscalene block
and to evaluate whether prior local anaesthetic skin infiltra-
tion reduces overall discomfort.
Methods: 102 unsedated patients underwent in-plane ultra-
sound guided interscalene brachial plexus block prior to
shoulder surgery. Technique was standardised for all patients
with the only difference being that half had skin infiltration
with 1% lidocaine using a 25G needle followed by a 1
minute pause prior to introducing the block cannula -
(group L). Group N received no prior skin anaesthetic. Each
patient received an 18 or 20G intravenous cannula. All
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blocks were performed with a 22G block needle. Number of
attempts, depth to the plexus, time to perform the block,
volume of anaesthetic around the plexus and complications
were recorded. Patients were asked to score pain on a 0–100
scale immediately after each stage and rate overall
satisfaction.
Results: Patient demographics and procedural data in the
two groups were very similar. Mean pain score for intraven-
ous cannulation was 16 vs 24 in groups L and N respectively.
Mean pain score for skin infiltration in group L was 26. Pain
from skin puncture with the block needle was 9 vs 21 in
groups L and N respectively. Needling pain scores were 18
vs 24. Infiltration of the plexus caused mean pain scores of
33 and 34 in L & N respectively. Plexus infiltration was
most painful in 82% and 64% in groups L and N respectively.
In group L, 18% of patients found skin infiltration the most
painful part. In group N, intravenous cannulation was next
frequently reported most painful (24%). Overall satisfaction
was high in both groups - 90% & 96% in groups L & N.
Conclusions. We found that skin infiltration was more painful
than introduction of a 22G block needle without anaesthetis-
ing the skin. The most painful part of the interscalene block is
infiltrating the plexus. Pain scores were lower for skin punc-
ture than intravenous cannulation. Almost 20% of patients
found skin infiltration the most painful. These results
suggest that anaesthetising the skin should not be routine
practice for interscalene brachial plexus block. To our knowl-
edge this is the first time such data has been presented.
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Paper No: 1301.0

Epidural anesthesia for minimal access
spine surgery for lumbar disc desease
Maria E. Interiano , Ena Miller and
Roberto Contreras

Introduction: Today back pain is one of the most frecuent
cause of medical consultation and disc herniation a comon
cause of back pain. Of all disc desease at least 15% requires
surgical intervention., this is the mean reason why it is im-
portant to perform the least invasive surgical and anesthethc
thecnique to solve the problem with least trauma, less risk,
fast recovery and less post operative pain, returning the
patient to a productive life as soon as possible..
Objectives. To evaluate all the benefits of peridural anesthe-
sia for lumbar disc surgery ( pain, blood loss, cost, and opera-
tive time; ) to demonstrate that fraccionated low dose
peridural anesthesia could be an alternative for performing
this surgery.

Methods: More than 60 patients where submited to lumbar
disc surgery with peridural anesthesia. All patients received
2mg of midazolam before lumbar puncture. A peridural
catheter was inserted in place utilizing loss of resistence
with saline technique. Two levels above the patological
disc was used, directing the catheter in a cefalic direction
aproximately 12 mm, all patiens received a trial dose of
3ml of 1% lidocaine, after which a combination of simple
bupivacaina at 5%: 25 mg,fentanyl 100mg, and 2% lido-
caine 60 mg¼10 ml. Soon after the patient was asked to
lie on the stomach, and 3ml more of the preparation.
Confort was evaluated in all cases and their acceptance
of the procedure.. visual analogue pain, blood loss, opera-
tive time, cost, complications results it was found that all
the patiens submited to this anesthetic technique had
less blood loss, tolerated the prodedure well. Cost were
less compared to patients receiving general anesthesia for
the same procedure, reduction of post op pain and of com-
plications permited the early movilization of the patient.
This technique also permited to prove concordance of the
previous painfull radicular symptoms with local stimulation
during surgery, because the patient is concious, or awake.
Conclusions peridural anesthesia is a technique that was
well tolarated and accepted in the population submited to
the study, making the surgical option more atractive for
those cases where all other treatment modalities failled.
There was less incidence of bleeding complications. The
patients submited to this kind of anesthesia had less post
operative pain, requiring less need for opiates as other
studies have demonstrated. Peridural anesthesia kind be
considered as an alternative reliable technique for the man-
agement of lumbar disc desease, references Quality of Post-
operative Pain Using an Intraoperatively Placed Epidural
Catheter after Major Lumbar Spinal Surgery André
Gottschalk, M.D.,* Marc Freitag, M.D.,* Sascha Tank,†
Marc-Alexander Burmeister, M.D.,‡ Sonja Kreißl, M.D.,§
Ralph Kothe, M.D.,_ Nils Hansen-Algenstedt, M.D.,_ Lothar
Weisner, M.D.,_ Hans-Jürgen Staude, M.D.,** Thomas
Standl, M.D., Ph.D.† Anesthesiology 2004; 101:175–80 &

2004
Spinal Anesthesia for Lumbar Disc Surgery: Review of 576

Operations DAVID J. SILVER, MD* REMBRANDT H. DUNSMORE,
MDt CHARLES M. DICKSON, MDf Hartford, Conneticut
ANESTHESAIAND ANALGES.I .A . Current Researches vni.. 55,
No. 4, JULY-AUGUS1T9,7 6

Major complications of epidural analgesia after surgery:
results of a six-year survey

I. W. Christie1 and S. McCabe2 1 Consultant Anaesthetist,
Department of Anaesthesia, Derriford Hospital, Plymouth PL6
8DH, UK 2 Medical Officer, Department of Anaesthesia,
Christchurch Hospital, Christchurch, New Zealand

Anaesthesia, 2007, 62, pages 335–341
A prospective randomized study comparing perioperative

outcome variables after epidural or general anesthesia for
lumbar disc surgery demiel, cengiz bekir, kalayci, murat
journal of neurosurgical anesthesiology lujy 2003, vol 15,
issue 3, p 185 –192
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Paper No: 1313.0

The impact of needle tip location for lateral
popliteal sciatic nerve block: a 3-D
ultrasound study of local anesthetic spread
A Missair , R Weisman and R.E Gebhard
Department of Anesthesiology, Perioperative Medicine and Pain
Management, University of Miami / Jackson Health System

Introduction: During lateral popliteal block performed with
nerve stimulation, there are accepted parameters regarding
the end-point for local anesthetic injection (1). Currently,
there is no clear understanding of what these parameters
should be for ultrasound-guided lateral popliteal block. Re-
cently, circumferential spread of local anesthetic around
the sciatic nerve has been demonstrated to improve the
rate of sensory block (2).
Objectives. We hypothesize that injecting local anesthetic
beneath the sheath of the sciatic nerve at the level of the bi-
furcation will result in greater local anesthetic contact with
the sciatic epineureum and greater block success. In order
to accurately assess perineural local anesthetic spread and
distinguish between injections made outside or within the
fascial sheath, 3D ultrasound was employed to quantify
injectate distribution along the sciatic nerve.
Methods: After IRB approval, 23 patients were enrolled in this
prospective randomized double-blinded study. Each patient
was randomly assigned to either the subfascial or the supra-
fascial injection groups. Exclusion criteria included extremes
of age (,18 or .85), any contraindication for regional anes-
thesia, and preexisting neuropathy. Ultrasound-guided
lateral popliteal nerve blocks were placed using a 22-gauge

100mm insulated needle (Stimuplex B|Braun) with an
in-plane approach at the level of the sciatic bifurcation. De-
pending on group assignment, the needle tip was placed
outside or beneath the sciatic sheath for the single injection
of 30mL of 0.5% Ropivacaine. Using 3D Ultrasound imaging
(BK Medical) with a 12-MHz linear probe, post-block scans
of the sciatic nerve were obtained 50mm proximal and
50mm distal to the point of injection. Motor and sensory
block to pin-prick was assessed in 5-minute intervals for 30
minutes in the peroneal and tibial nerve territories. Unpaired
t-test was employed for statistical analysis.
Results: Out of 23 patients that were initially enrolled in this
trial, 3 patients were excluded due to screening failure. Using
3D volumetric reconstruction of the 100mm sciatic nerve
scans, we calculated the volume of local anesthetic in
contact with the nerve for the remaining patients. The
volume of ropivacaine in contact with the sciatic nerve was
a mean of 1.232mL+0.156 for the suprafascial group
versus a mean of 4.967mL+0.982 for the subfascial group,
p,0.0001. Sensory block for the suprafascial group was
33.3% versus 90% for the subfascial group. Fascial “clicks”
were observed in 20% of the suprafascial group and 90%
of the subfascial group.
Conclusions: Under ultrasonography, placement of the
needle tip beneath the sciatic nerve sheath resulted in sig-
nificantly greater local anesthetic contact with the epineur-
eum following a single-injection lateral popliteal approach
at the nerve bifurcation and was associated with improved
sensory blockade.
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(The names of the authors presenting each paper are shown in bold type)

Paper No: 49.00

The influence of thoracic epidural
anesthesia on oxygenation and shunt
during one lung ventilation
Gordana Taleska , Trajanka Trajkovska,
Vesna Durnev, Maja Mojsova and
Aleksandra Gavrilovska
University Clinic of Anesthesiology, Reanimation and Intensive
care, Skopje, Republic of Mecedonia

Introduction: Thoracic epidural anesthesia (TEA) with local
anesthetics is increasingly combined with general anesthesia
(GA) for thoracic surgery, especially for procedures involving
one-lung ventilation (OLV). Furthermore, this combination
of TEA and GA is preferred, since it could maximize the
advantages of each anesthetic technique. However, the
effect of TEA with local anesthetics on hypoxic pulmonary
vasoconstriction (HPV), as well as oxygenation and shunt
during OLV still remains unclear.
Objectives: The goal of this study was to assess oxygenation
and shunt during GA with OLV, in combination GA/TEA with
OLV, and to compare values obtained throughout both anes-
thetic techniques.
Methods: Sixty patients scheduled for elective thoracic
surgery were enrolled in this prospective clinical study. They
were randomly allocated into two groups (n¼30 each). In
GA group, fentanyl/propofol/rocuronium anesthesia was
used. The patients in TEA group were anesthetized with fen-
tanyl/propofol/rocuronium plus epidural thoracic bupivacaine
0.25%, 6-8 ml/h. A double-lumen endobronchial tube was
inserted, and mechanical ventilation with 50% oxygen in
air was used during the entire study. Arterial blood gases
were recorded in lateral decubitus position with two-lung
ventilation, at the beginning of OLV (OLV 0) and 10 and
30 min. after its initiation (OLV 10, OLV 30, respectively). Ar-
terial partial pressure of oxygen(PaO2), arterial oxygen satur-
ation(SaO2) and intrapulmonary shunt(Qs/Qt) were

measured. The quantitative value of Qs/Qt was mathematic-
ally calculated by the blood gas analyzer AVL Compact 3. The
p value ,0.05 was set to be statistically significant.
Results: When OLV was instituted arterial oxygenation
decreased, whereas Qs/Qt increased, about 10 min. of the
commencement, with improving of the oxygenation approxi-
mately half an hour afterwards. Statistical difference (p ,

0,05) occurred inside the groups regarding PaO2, SaO2 and
Qs/Qt in the different measurings. There were no statistical dif-
ferences (p.0,05) between the two groups for PaO2 at OLV
10 (GA ¼ 13,78+/-5,84 kPa, TEA ¼ 11,87+/-4,95 kPa) and
OLV 30 (GA ¼ 15,66+/-6,62kPa, TEA ¼ 14,88+/-4,45kPa); for
SaO2 at OLV 10 (GA¼ 93,52+/-6,03%, TEA¼ 92,92+/-5,2%)
and OLV 30 (GA ¼ 95,31+/-4,62%, TEA ¼ 95,89+/-3,78 %)
and with values of Qs/Qt at OLV 10 (GA ¼ 8,03+/-10,59%,
TEA ¼ 10,93+/-10,80%) and OLV 30 (GA ¼ 3,94+/-6,21%,
TEA ¼ 4,8+/-7,58%).
Conclusions: Hypoxia during OLV with increase of Qs/Qt
usually occurs after 10 min.of its initiation, during GA, as
well as combined GA and TEA. Following 30 min. of beginning
of OLV, the values of Qs/Qt regularly start to decrease
towards normal quantities. Both techniques, GA and GA com-
bined with TEA are suitable for thoracic surgery when OLV is
used, considering arterial oxygenation.
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Paper No: 72.00

Evaluation of the costs and utilization
of operating rooms in a public hospital
in trinidad
Deryk Chen , Seetharaman Hariharan,
Shanta Bidaisee, Kylelon Beharrysingh,
Sade Batson and Ashram Bissoon
Anaesthesia & intensive Care Unit, University of the West Indies,
St, Augustine, Trinidad & Tobago

Introduction: In Government funded healthcare sectors such
as in Trinidad & Tobago, the expenditure for operating rooms
(OR) is a key area to be evaluated. The objective of every
public healthcare system is to make the service more cost-
efficient, yet retain the standard of care. Most cost evaluation
studies analyze the ‘cost-effectiveness’ of individual surgical
treatments; there have been few attempts to study the ‘cost-
efficiency’ of OR as a ‘system’. This study evaluates this para-
digm from the exchequer’s perspective.
Objectives: To determine the cost of running OR in a public
hospital and to relate to its efficient utilization.
Methods: A “cost-block” model which included capital ex-
penditure, estate, non-clinical support services, clinical
support services, consumables and staff was adapted to
identify the costs of running OR in a public hospital during
two time-periods: 2006 and 2009. Data were obtained from
Human Resources, Administration, Finance, Pharmacy,
Stores and Biomedical Engineering Departments. Total
annual costs, cost per OR, cost per patient and cost per
hour were calculated. OR utilization hours were also recorded
for the two time-periods.
Results: Capital expenditure contributed to 70% of the costs.
Consumables were the second expensive block followed by
staff salary. The total annual costs of running 4 ORs for the
years 2006 and 2009 were approximately US$ 2.3 and 3.3
million respectively. The cost of running the four ORs per
day was approximately US$ 6350 in 2006 which increased
to US$ 9015 in 2009. Costs per patient were US$ 1570 and
1650, cost of one hour of OR time was approximately US$
70 and 98 in 2006 and 2009. The total number of elective
surgery hours unutilized was 4588 in 2006 and 2145 in
2009. The cost of this underutilization was US$ 316,000
during 2006 and US$ 200,000 during 2009.
Conclusions: The adapted “Cost-Block” model was useful
to evaluate the costs of running ORs in a Public Hospital in
Trinidad. This analysis may assist policy makers to optimize
the functioning of the operating room services from the
Government’s perspective.
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Paper No: 150.00

Advanced airway management by
anesthesiologists during the FIS Alpine Ski
World Championship 2011 in Germany
Volker Lischke 1, Sigrid Kessler 2, Paul Kessler 3,
Christian Byhahn 4 and Armin Berner 5

1 Hochtaunus-Kliniken gGmbH, Bad Homburg, Germany, 2 St. Josef
Krankenhaus, Königstein, Germany, 3 Orthopädische
Universitätsklinik Friedrichsheim, 4 Klinikum der
J. W. Goethe-Universität, Frankfurt, 5 Klinikum
Gramisch-Partenkirchen

Introduction: The Bavarian Mountain Rescue Services “Berg-
wacht” (MRS) was responsible for rescue services in mountain
areas during the 11th FIS Alpine Ski World Championship
2011 in Garmisch-Partenkirchen, Germany. According to the
FIS medical guide any critically injured athlete along the
course has to be reached by a trauma teams trained in
Advanced Cardiac or Trauma Life Support and advanced
airway management within 4 minuntes after the incident.
Objectives: Together with 18 first responders of the MRS
eight emergency physicians were on duty along the race
course during every training and race for injured athletes
using rescue-sledges together with air-rescue-bags for hoist
evacuation. At least four anesthesia consultants also
holding Diploma in Mountain Medicine and Mountain Emer-
gency Medicine were positioned at risky hazard spots,
equipped with ski, crampons and climbing harness. For trans-
portation to accident scenes further afield they used a skidoo
as well as rescue helicopter equipped with a rescue winch.
They were equipped with special emergency backpacks con-
taining oxygen cylinders, face masks and ventilation bags,
emergency respirator, fluids and medication to support circu-
lation and airway management equipment. Airways could be
managed by endotracheal intubation, supraglottic airway
devices or by cricothyroidotomy, facilitated with intravenous
anesthetics, opioids and muscle relaxants. For monitoring
pulse oximetry and automated external defibrillators with
ECG-monitoring screen were used.
Plan of actions: In case of an accident on the slope a first
evaluation was performed by the MRS member nearby. To-
gether with the emergency physician the injured athlete
was stabilized for transportation by MRS with the rescue-
sledge and accompanied by the physician. Patients with
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severe head-injuries, multiple trauma, etc. should by intu-
bated if mandatory at the scene. To handle possible pro-
blems during airway management, the anesthetists could
help themselves using their advanced equipment. After
establishing a secure airway the patient should be evacuated
from the scene under assisted ventilation accompanied by
the anesthetist with the rescue winch from the helicopter.
Severely injured patients should be directly transferred to
the next trauma center by rescue helicopter.
Results: During the FIS World Championship 2011 six ath-
letes suffered distortions of the thumb or ankle joint, cruciate
ligament ruptures or contusions of the cervical spine. Fortu-
nately, no severe accident happened and no athlete
needed to be intubated by the anesthetists.
Discussion: Based on our experience and regardless of the
fact that no major accident happened during the FIS World
Championship 2011, organizers of forthcoming alpine
speed competitions should establish MRS teams in combin-
ation with specially trained airway experts.

Paper No: 157.00

A Novel Airway Management Technique
for Bearded and Edentulous Patients
Edward Kosik , Vaidy Rao, Raghuvender Ganta
and Casey Windrix
University of Oklahoma HSC, Oklahoma City, USA

Introduction: Airway management techniques are of para-
mount importance whenever encountering difficult airway
situations such as those found in edentulous or bearded
patients. We illustrate an innovative technique using com-
monly found anesthesia equipment.
Objectives: Describe a distinct mask ventilation technique
with slight variations for edentulous or bearded patients
that can be used globally.
Methods: After pre-oxygenation and induction of anesthesia,
an appropriate size nasal airway is inserted in the patient’s
nostril and a toddler size mask is used to ventilate the
patient. The mask extends from the bridge of the nose to
the alveolar ridge. The ventilation is totally accomplished
through the nostrils.
Results: A literature review has supported the uniqueness of
this approach
Conclusions: Difficult mask ventilation has a reported preva-
lence of 5% and requires a wide range of interventions. As
Benumof states regarding the degree of difficulty: “mask
ventilation can range from zero to infinite”(1). Edentulous
and bearded patients are high risk for difficult masking
(1,4). Approaches to difficult mask ventilation involves mod-
ifications of anatomy, positioning, the use of specialized
equipment, and even methods of circumventing this difficult
task (1,2,3,5,6,7). Our approach affords advantages over a
technique that Racine, et al. described(7). In our easy to

teach technique the neck is not extended, one person con-
ducts ventilation and the mask is not used to ventilate
through the mouth. Based on established criteria of difficulty
of mask ventilation, this technique provides easy ventilation
despite increased risk factors (4).
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Paper No: 213.00

Airway management with pentax airway
scope (pentax-awsw). complications
and incidents
Raquel Garcia-Alvarez , David Stolle, Ane Abad,
Leticia Oliden and Lucio Gonzalez
Hospital Infanta Leonor, Madrid, Spain

Introduction: Maintaining patient airway is essential for
adequate oxygenation and failure to do so, even for a brief
period of time, can be life threatening.
Objectives: The aim of this study was to evaluate the use of
Pentax-AWSw in the management of the airway, evaluating
the indications, benefits and possible limitations of their
employment.
Methods: The protocol was approved by the clinical research
committee of each institution, and written informed consent
was obtained from 61 patients scheduled for elective
surgery, requiring general anaesthesia with tracheal intub-
ation. Intubations were performed by 3 anesthesiologists
with little experience in handling the device (less than 10
uses). Preoperatively, predictors of difficult airway (PDW)
were considered: Body mass index (BMI).35 kg/m2; Mallam-
pati scale class III or IV; interincisor distance,3 cm; thyro-
mental distance.6 cm; sterno-mental distance,12 cm;
Atlanto occipital joint,158 and a class III in the bite test.
In the operating room, it was collected the number of
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attempts to get the intubation, the degree of visualization of
vocal cords with Pentax-AWS w (1: view of the glottis in the
middle of viewfinder, 2: glottis not centered on the target
mark, 3: view of the glottis and epiglottis; 4: Visualization
of only epiglottis, 5: inability to see epiglottis) and complica-
tions encountered during use .
Results: Of 61 patients, 11 patients (18%) had 2 or more
PDW. It was possible to insert the blade of the Pentax-AWS
and to see a full view of the glottis on the first attempt in
93’5%(57 patients) : the view was optimal (grade 1: 32
patients, 52.5%) or suboptimal (grade 2: 25 patients, 41%);
in 4 patients (6′5%), the view was grade 4; we viewed
always the epiglottis. Tracheal intubation was successful in
all patients. The main complications encountered were
failing to lift the epiglottis and advance into the vallecula
(in 9 patients of 11 that had predictors of difficult airway).
Conclusions: In our experience, it was generally easy to
insert the Pentax-AWS to obtain a full view of the glottis
and to intubate the trachea, without major complications;
it has great potential to become a standard technique of
laryngoscopy for tracheal intubation

References
1. Koyama J, Aoyama T et al. Description and first clinical application

of AirWay Scope for tracheal intubation. jJournal of Neurosurgical
Anesthesiology 2006; 18: 247–50.

Paper No: 229.00

Ease of tracheal intubation via a fiberscope
through disposable fastrach mask vs i-gel
mask: preliminary study
Inmaculada Morgado Muñoz ,
Antonio Bustos Rivera , Ana Moreno Martı́n and
Fernando Rodrı́guez Huertas
Hospital de Jerez de la Frontera, Jerez de la Frontera, Cádiz,
España

Introduction: Supraglottic devices are increasingly being
used to secure the airway. Worthy of special interest are
those disposable devices through which an endotracheal
tube can be introduced to ensure the airway, such as the
LMA Fastrach Disposable Mask, or ILMA, and the i-gel Mask.
Intubation visualising the trachea through the laryngeal
mask is potentially faster, most comfortable and safer
than blind progress, for which a flexible fiberscope is
recommended.
Objectives: The aim of the study is to compare the ease of
insertion of an endotracheal tube through two disposable
supraglottic devices, the ILMA and the i-gel, using a flexible
fiberscope.
Methods: It is a controlled, randomised and prospective clin-
ical study. It includes up to 30 patients undergoing elective
surgery under general anaesthesia requiring tracheal

intubation. Patients are randomised into two groups, dispos-
able ILMA and i-gel. They are ASA I, II and III patients,
between 18 and 65, without evidence of difficult ventilation
and/or intubation. The following were assessed:

† Insertion time of each device.
† Endoscopic visualisation of the glottis via Brimacombe

classification.
† Percentage of successful tracheal intubation through

the device at the first attempt.
† Perioperative adverse events.

Results: Insertion time for the disposable ILMA was 30+10
seconds versus 38+21 sec for the i-gel, checking bilateral
pulmonary ventilation and absence of leakage. Both masks
have been inserted by staff anaesthesiologists with extensive
experience in supraglottic devices. The fiberoptic view of the
glottis showed an optimal position (grades 3 and 4 of the Bri-
macombe classification) in 14 of the 15 cases in which the
ILMA was used, compared to 11 of 15 in the i-gel group. In
the remaining cases the anterior epiglottis was partially
visualised and it was impossible to reject it in 2 cases in
the i-gel group, making tracheal intubation through it impos-
sible. Fibroscopy-guided tracheal intubation was successful in
100% of patients in the disposable ILMA group at the first
attempt, while it was difficult in 2 patients in the i-gel
group, and impossible in 2 patients of the same group. This
is a preliminary open study in which patients are still being
included. DISCUSION The correct placement of the dispos-
able ILMA has been found to be more successful than that
of the i-gel, with a lower insertion time. With regard to tra-
cheal intubation by fiberscope through it, the disposable
ILMA has also been found to be superior, with no recordings
to date of any failed cases, although the number of cases
included so far is still insufficient to draw firm conclusions.
Conclusions: It can be concluded that there is an alternative
in the management of the airway with the use of two separ-
ate supraglottic devices, which, guided by a fiberscope,
account for successful tracheal intubation in almost 100%
of cases when using the ILMA Mask.
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Paper No: 263.00

Upper lip bite test versus modified
mallampati classification as a predictors of
difficult endotracheal intubation in spanish
population
Alexis Rodrı́guez, Laura Concepción,
Claudia Vargas and Aurea Guerrero
Complejo Hospitalario Universitario Insular Materno-Infantil. Las
Palmas de Gran Canaria. Spain

Introduction: In attempting to improve the preoperative diag-
nostic of difficult Endotracheal Intubation (ETI) in patients, dif-
ferent tests have been evaluated as predictors of difficult
airway; Up until now, Upper Lip Bite Test (ULBT) has been
studied in different countries: Iran1, Germany2, Venezuela3,
and the USA4 (Table 1). This test has to be evaluated in different
populations to be approved. The ULBT has not been studied as a
preoperative predictor of difficult endotracheal intubation in
Spain; This study was performed to evalute the ULBT in our
population; We compared the ULBT́s results against the
results of the goal standard test for predicting difficult intub-
ation, the Modified Mallampati Classification (MMC). In addition
to this, we added both test results (ULBT+MMC) and compared
them together against unique MMC test as predictors to detect
the patients at a higher risk for difficult endotracheal intubation.

Objectives: To compare the Sensitivity, Specifity, Positive and
Negative Predictive Values (PPV, NPV) of the MMC and of the
ULBT separately and both tests linked together as a predic-
tors for difficult intubation.
Methods: This is a blind prospective study, we enrolled 174
adult patients who were scheduled for elective surgery under-
going general anesthesia and ETI. They were all subjected to
the following assessments: 1.The MMC; 2. The new ULBT clas-
sification, defined class III as probable “difficult intubation”;
3. Laryngeal view grading according to Cormacḱs criteria,
Grades 3 and 4 defined as “difficult intubation”.
Results: The incidence of difficult ETI was 13,8% (n ¼ 19).
The specificity was similar on all the tests; The ULBT́s speci-
ficity was the highest (99%). The sensibility of the combin-
ation of the ULBT with the MMC test was the highest. The
PPV of the ULBT was higher than of the MMC, it means if
the ULBT grades the patient as a “difficult intubation”, it
will probably be confirmed with a cormacḱs stage III or IV
(Table 2). However, the comparisons of the diagnostic

values between the tests, did not reveal any significant dif-
ferences (p.0,05).
Conclusions: The findings of this study support those of a

previos studies of the ULBT. The ULBT seems to be an accept-
able option for predicting difficult ETI as a simple and single
test. The ULBT and MMC combination enhances the chance
to diagnose patients with difficult airway than of the tests
employed separately. Because of the easy ULBT and the
promising results of this small study we recommend
further research with a larger sample.
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Paper No: 373.00

Comparison of supportive high-frequency
ventilation and t-piece for weaning from
prolonged mechanical ventilation
Sergii Dubrov , Feliks Glumcher and
Andrii Semiankiv
National Medical O.O. Bohomolets University

Introduction: Weaning from the respirator is a very import-
ant step in the complex of intensive care. On one hand
extending the duration of mechanical ventilation (MV)
leads to a significant increase in risks for the patient, on
the other hand- early weaning can lead to decompensation
of respiratory system, premature extubation, which may
require reintubation [1]. According to the publications of

Table 1. Studies of ULBT in different countries

Iran1 Germany2 Venezuela3 USA4

Sensibility of the
ULBT

76,5% 28,2% 20% 55%

Specificity of the
ULBT

88,7% 92,5% 100% 97%

Table 2. Results from "Hospital Insular" of Spain.

ULBT MMC ULBT1MMC

SENSIBILITY 21% 42% 54%

SPECIFICITY 99% 94% 93%

PPV 83% 53% 57%

NPV 89% 91% 93%
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some authors and our own observations, the use of support-
ive high-frequency ventilation (sHFV) is the most safe mode
of respiratory support [2,3].
Objectives: To conduct comparative analysis of efficacy and
safety of two methods of weaning from the respirator
(sHFV and the use of T-piece) in patients who underwent pro-
longed mechanical ventilation.
Methods: Prospective observational multicenter study, which
lasted from August 2007 to January 2010. The study included
99 patients with respiratory failure, who underwent MV, using
CMV mode. The first group included 47 patients in the ICU
Hospital Nord (Marseille, France,) who underwent prolonged
MV (more than 72 hours) and their weaning from the respir-
ator was conducted using the T-piece .The second group
included 52 patients in the department of anesthesiology
and intensive care Kyiv hospital #17, in whom sHFV tech-
nique was used. These patients were conducted volume con-
trolled ventilation, with a gradual transfer to sHFV and the
subsequent transition to spontaneous breathing. The para-
meters sHFV mode were as follows: 150-180 ml tidal
volume, respiratory rate 160 to 190 per minute, FiO25
30%, TI/TE ¼ 1.
Results: The incidence of successful weaning in patients of
T-piece group was 53.2%, the need for reintubation and re-
sumption of MV occurred in 31.9% patients. The incidence
of successful weaning in sHFV group was substantially
greater compared to T-piece group and equalled 73.1%
(p ¼ 0.038). In six patients (11.5%) the efforts to continue
MV and weaning were postponed. When using the technique
of weaning through sHFV the incidence of VAP was signifi-
cantly lower. It should be noted that this complication did
not occur in any case after the use of weaning through
sHFV. Mortality of patients in sHFV and T-Piece groups did
not differ significantly and equalled 14.9% and 15.4%
respectively (p ¼ 0.716). Failure to wean in the application
of T-piece required reintubation and ventilation resumption,
which led to an increase in the incidence of Ventilator-
associated pneumonia (VAP) 4.3 fold. Conclusions The study
showed greater efficacy and safety of sHFV for weaning
from the respirator in patients who underwent prolonged
MV compared with the use of T-piece.
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Paper No: 439.00

Noninvasive Ventilation, in the Immediate
Management of Negative Pressure
Pulmonary Edema, a Choice for Ventitatory
Support. Case Report
Martin Buffa and Enrique Scocco

Introduction: Negative pressure pulmonary edema (NPPE) is
a rare but serious anaesthetic complication, arising as a con-
sequence of upper airway obstruction. Postoperative preva-
lence is 0.1%. We report a case of severe postoperative NPPE.
Methods & Results. A 29-year-old male, underwent an apen-
dicectomy procedure under general anaesthesia. Obstruction
of the airway occurred immediately after extubation,
made forceful inspiratory efforts without breathing success.
Patient became tachy:cardic and hypoxaemic (SpO2 60–
75%). Manual positive pressure mask ventilation with 100%
inspired oxygen was made. When finally was awake,
started to cough out bright red blood. Bilateral rhonchi
were audible by auscultation. We continued treating with
100% oxygen via face mask and furosemide 40 mg., never-
theless, the patient remained hypoxemic. It was transferred
to intensive care unit where it was supported overnight with
continuous positive airway pressure (CPAP). Oxygen satur-
ation immediately arise to 100%. Chest X-ray showed
marked interstitial infiltrates bilaterally, compatible with pul-
monary edema. He remained with intermitted CPAP ventila-
tion for 3 days. Radiographic changes diminished gradually
and the patient was discharged from the hospital after one
week. We concluded that the patient’s pulmonary edema
was induced by negative intrathoracic pressure, resulting
from strong inspiratory efforts in the setting of obstruction
of the upper airway.
Conclusions: Facing acute hypoxemia after anaesthesia one
should consider aspiration, anaphylaxis or cardiogenic pul-
monary edema as origin. Simultaneously one should con-
sider pulmonary edema due to airway obstruction.1.2. Both,
the diagnosis of pulmonary edema and an understanding
of its underlying pathophysiology have important implica-
tions for treatment. NPPE is the result of acute increased
transudation due to high negative airway pressure caused
by forced inspiratory efforts against the closed glottis. An al-
ternative to intubation is noninvasive respiratory support
(NIV).3. Evidence suggests that NIV is an effective strategy
to improve oxygenation, and to reduce intubation rates, in-
tensive care unit and hospital lengths of stay, and morbidity
and mortality in postoperative patients. The aims of non-
invasive respiratory support in the context of NPPE include:
to partially compensate for the affected respiratory function
by reducing the work of breathing; to improve alveolar re-
cruitment with better gas exchange; and to reduce left ven-
tricular afterload, increasing cardiac output and improving
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hemodynamics. Obstruction of the upper airway immediately
after extubation and development of NPPE is a potentially
fatal complication. Promptly diag:nose and treatment is
the must. The use of non invasive ventilatory support, in
the context of NPPE could be an alternative for postoperative
management.
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Paper No: 513.00

The using of high-frequency oscillatory
ventilation in patients with brain injury
Marianna Krasnenkova, Djurabay Sabirov and
Alla Rosstalnaya

Introduction: Negative effects of mode CMV are well-known.
The objective of this study was to determine the intracranial,
cardiovascular changes induced by conversion to high-
frequency oscillator ventilation (HFOV) from conventional
mechanical ventilation (CMV).
Objectives: In this study, 14 patients with severe head injury
had cardiovascular and invasive intracranial monitors placed.
Middle age has made 36+6 years, GCS 7-9 points; level ICP
exceeded 15- 31 mm hg.
Methods: Cerebral haemodynamics was studied by a method
of transcranial ultrasonography. We registered: cerebral
blood flow velocity (Vm), resistance pial vessels (Pi) and a
dilatation’s reserve (Ri).
Results: The analysis of parameters central and system
haemodynamics at various respiratory support has revealed
significant distinctions. At mode CMV-ICP – 23,6+0,7 mm
hg; Vm – 51,1+1,4 sm/s; Pi-1,84+0,1; Ri -1,28+0,01; CPP
- 67,4+1,3 mm hg and at HFOV -ICP-18,8+2,9 mm hg; Vm
57,8+7,1 sm/s; Pi-1,39+0,2; Ri - 1,36+0,01; CPP - 64,1+
6,1 mm hg. Arterial PaC02 increased significantly after con-
verting from CMV to HFOV. Although the PaC02 significantly
increased during periods of HFOV, there was no difference
in ICP values for both modes of ventilation. The arteriovenous
lactate difference (AVDL) was not affected by mode of venti-
lation; however, it did increase as mean airway pressure was
increased. At HFOV authentically lower level of Pi, higher par-
ameter of Ri and lower ICP is marked. That interferes with oc-
currence of the expressed spasm and an ischemia of a brain.
Cerebral perfusion pressure was significantly lower during
CMV than during HFOV (CMV: 63,4+3,7 mmHg vs. HFOV:
75,1+5,8mmHg).

Conclusions: The using of ÍFOV as respiratory support at
severe traumatic brain injury, on a background of an
intracranial hypertension, has doubtless advantages before
traditional methods of CMV. Its application provides preser-
vation active autoregulation of brain blood circulation, pro-
motes stabilization of intracranial pressure at lower level.

Paper No: 549.00

Comparison of Propofol and Isoflurane
effects on Intraocular Pressure in patients
undergoing Lumbar Disc surgery
Alireza Mirkheshti 1, Seyed puzhia Shojaei 2,
Hossein Mohammad Rabei 3, Marzieh Mirzaei 4 and
Morteza Jabbary Moghaddam 5

1 Assistant professor of Anesthesiology, Shahid Beheshti University
of Medical Sciences, Tehran, Iran, 2 Resident of Anesthesiology,
Shahid Beheshti, 3 Associate professor of Ophthalmology, Shahid,
4 Assistant professor, Azad University, Gynecology, and 5 Assistant
professor of Anesthesiology, Shahid

Introduction: Post operative blindness is a rare but devastat-
ing complication of surgeries specially when performed in
prone position, with the incidence of around 0.01% (1).
There are some reports about post operative blindness
mainly due to hemodynamic alterations affecting optic
nerve perfusion rather than direct pressure on the eye
globe (2). In prone position IOP is significantly higher than
supine position (3).
Objectives: In our survey we studied the effects of Propofol
and Isoflurane on IOP of patients in prone position which is
to our knowledge the first study performed on the effects
of these two drugs on IOP under prone position.
Methods: In this randomized clinical trial, 60 patients who
were candidates for Lumbar disk surgery were randomely
assigned into two groups: Propofol and Isoflurane. Intraocu-
lar Pressure was measured before and after induction of an-
esthesia in supine position, immediately after prone
positioning of the patient and at the end of operation in
prone position and also after turning the patients back to
supine position. Mean arterial pressure, systolic and diastolic
blood pressure and heart rates were all assessed. Finally, the
data were evaluated using T test, Chi-square test and Gener-
alized Estimating Equations.
Result: The baseline Mean Intraocular Pressure of awake
patients in supine position in Isoflurane and Propofol
groups were 15.8+3.1 and 18.2+5.4 mmHg respectively,
and at the end of operation Intraocular Pressure in prone
position was changed to 18+5.8 and 17.2+4.9 mmHg re-
spectively. (P ¼ 0.024). According to mixed analysis, mean
arterial pressure, systolic blood pressure, diastolic blood pres-
sure, end tidal Co2 and heart rate did not show statistically
significant changes between the two groups. (P , 0.05).
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Conclusion: Propofol better controls the Intraocular Pressure
than Isoflurane in prone position with no significant differ-
ence in hemodynamic responses.
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Paper No: 659.00

Intraoperative determination of
respiratory mechanics and oxygenation in
morbid obese patients undergoing bariatric
surgery
Lucas Rovira Soriano , Javier Hernandez Laforet ,
Joaquin Moreno Pachón , Mayte Ballester Luján
and Javier Belda Nácher
Hospital Clı́nico Universitario de Valencia, Anesthesiology and
Critical Care Department, Valencia, Spain

Background: Obesity may affect pulmonary function in a
number of ways as decreased compliance (Csr) and dimin-
ished lung volumes and capacities mainly functional residual
capacity (FRC).
Objectives: To describe the behavior and relationships
between Intraoperative respiratory mechanics (Csr and FRC)
and oxygenation (PaO2/FiO2) in morbid obese patients
undergoing laparoscopic bariatric surgery.
Methods: Fourteen patients with BMI 5 45+8 kg/m2,
scheduled for laparoscopic bariatric surgery were included
in this prospective study. After 5 min of preoxygenation
(CPAP ¼ 10 cmH2O, FiO2 0.8) in reverse TLP (308), intravenous
anesthesia was induced and maintained. Volume controlled
ventilation was set up (ventilator EngstrÖm CSwGE): VT ¼
8 ml†kg-1 predicted body weight (PBW); RR ¼ 12; PEEP ¼
10 cmH2O; FiO2 0.5. A recruitment maneuver (RM) with
incremental PEEP and pressure control ventilation (PCV)
was applied 15 min after pneumoperitoneum set up (458
TLP). Optimal PEEP was calculated and established. After
pneumoperitoneum withdrawal (308 reverse TLP) PEEP was
set up again at 10 cmH2O. Respiratory mechanics (dynamic
respiratory system compliance (Csr) and FRC) were recorded
using the ventilator tools at 4 time points: 5 min. after induc-
tion (T1); 15 min. after pneumoperitoneum set up (T2);
15 min after RM-PEEP optimization (T3); and 15 min. after
pneumoperitoneum withdrawal (T4). Absolute FRC was mea-
sured with a nitrogen wash-out/wash-in technique. PaO2/
FiO2 ratio was determined at T1, T3 and T4. Wilcoxon tests
were used for intragroup comparisons (SPSS).

Results: Variable T1 T2 T3 T4 FRC 1689,80+472 869,31+236
1629,16+271 1841,24+587 Csr 50,25+8 38,50+6
45,69+7 60,50+12 PaO2/FiO2 373,50+169 —347,81+
114 475,35+104 Mean +SD at different time points. Test
statistics(a) Asymp. Sig. (2-tailed) CsrT2-CsrT1 p ¼ 0,04
CsrT3-CsrT2 p ¼ 0,02 CsrT3-CsrT1 p ¼ 0,60 CsrT4-CsrT1
p ¼ 0,10 FRCT2-FRCT1 p ¼ 0,03 FRCT3-FRCT2 p ¼ 0,03
FRCT3-FRCT1 p ¼ 0,505 FRCT4-FRCT1 p ¼ 0,182 PaO2/
FiO2T3-PaO2/FiO2T1 p ¼ 0,510 PaO2/FiO2T4-PaO2/FiO2T1
p ¼ 0,026 (a) Wilcoxon signed ranks tests After performing
the pneumoperitoneum (T2) CRF and Csr decrease signifi-
cantly respect to T1. Significant improvement was observed
in respiratory mechanics in T3 respect to T2. The recruitment
maneuvers improved respiratory mechanics and PaO2/FiO2
equaling values of FRC and Csr in T3 with T1. After pneumo-
peritoneum removal Csr and PaO2/FiO2 were even better
than prior to pneumoperitoneum.
Conclusion: These data suggest that, in these patients, FRC
and Csr decrease significantly after pneumoperitoneum,
and that recruitment maneuver followed by individually
adjusted optimal PEEP allowed complete recovery of
respiratory mechanics as well as oxygenation after
pneumoperitoneum.

References
1. McClean KM, Kee F, Young IS, et al. Obesity and the lung: 1 Epi-

demiology. Thorax2008; 63: 649–54.

2. Pelosi P, Croci M, Ravagnan I, et al. The effects of body mass on
lung volumes, respiratory mechanics, and gas exchange during
general anesthesia. Anesth Analg1998; 87: 654–60.

3. Lachmann B. Open up the lung and keep the lung open. Intensive
Care Med1992; 18: 319–21.
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Paper No: 660.00

Intraoperative comparison of continuous
vs. intermittent subglottic suctioning with
evac endotracheal tube
Sabrina Bent , Stephanie Russo, Monique Henry
and Frank Rosinia
Tulane University School of Medicine, New Orleans, USA

Introduction: Ventilator-associated pneumonia is a common
complication in mechanically ventilated patients. The inci-
dence in the intensive care unit is 5 to 10 cases per 1000 ven-
tilator days. Subglottic secretion drainage has been shown to
decrease the incidence of ventilator-associated pneumonia
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by nearly 50%.(1) Various suctioning regimens of these
secretions have been found to decrease the incidence of
nosocomial pneumonia by 9% to 13% as compared to no
suctioning.(2,3) Neither optimal suction regimens nor the
characterization of the content of subglottic secretions has
been established in mechanically ventilated patients in an
intraoperative setting. Endotracheal tubes may act as a
conduit for bacteria to enter the lungs by pooling and
leakage of secretions around the endotracheal tube cuff.(4)
Developing a better understanding of the content of these
secretions may help strengthen the relationship between in-
tubation, pneumonia and other respiratory complications.
Objectives:

† To characterize the pH, volume, amylase, and micro-
organism content of subglottic secretions collected on
top of the cuff during intubation for surgery

† To determine the optimal timing interval for suctioning
fluid from the cuff during surgery

Methods. After IRB approval and informed consent, 48
patients were intubated with the Taperguard EVAC TM endo-
tracheal tube and randomized to either continuous
(20 mmHg) or intermittent (100-150 mmHg for 15 seconds
with an 8 second pause) suctioning schemes. The patients
were randomized in a 1:1 ratio to the two suctioning
schemes and equally distributed by gender (male, female)
and age (, 50 years, 5 50 years). Specimens were collected
in a Lukens trap every 30 minutes for the duration of surgery.
All intubation times were greater than two hours. Samples
were analyzed for pH, volume, amylase, and microorganisms.
Results: Thirty-five patients (73%) had secretions cultured, of
which 48% of those patients had pathogenic microorgan-
isms. Pathogenic microorganisms comprised 15% of all
microorganisms cultured. All data were analyzed using a uni-
variate ANOVA. No significant difference was found for pH,
volume and amylase between the two different suctioning
schemes, gender or age.
Conclusions: The Taperguard EVAC TM endotracheal tube
allowed secretions to be collected independent of suction
scheme, gender, and age in intraoperative patients. These
secretions frequently contain pathogens that may
contribute to postoperative pneumonia and other respiratory
complications.
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Paper No: 666.00

Exponential increase in Interleukin-6
plasma level after reperfusion during
living-donor lobar lung transplantation
with cardiopulmonary bypass
Keiji Goto , Satoshi Kimura, Moritoki Egi ,
Motomu Kobatashi and Satoshi Mizobuchi
Okayama University Graduate School of Medicine, Okayama City,
Japan

Introduction: Ischemia-reperfusion lung injury occurs follow-
ing lung transplantation, and is a major post-operative fatal
complication. Cytokines and polymorphonuclear elastase
(PMN-E) have been shown to play an important role in pro-
moting and enhancing inflammation. Living-donor lobar
lung transplantation (LDLLT) must be performed with cardio-
pulmonary bypass (CPB), whitch exacerbates inflammatory
response. The reperfusion of grafts after CPB may deteriorate
ischemia-reperfusion injury even further. Inflammatory med-
iators may play a critical role in the modulation of reperfu-
sion injury during and after CPB.
Objectives: The purpose of this study is to measure plasma
concentrations of proinflammatory cytokines and PMN-E in
patients undergoing LDLLT surgery with CPB.
Methods: Following Institutional Review Board approval and
written informed consent, sixteen patients scheduled for
LDLLT using CPB were enrolled. Anesthesia was maintained
with high dose fentanyl. Patients were treated with methyl-
prednisolone (30 mg/kg) IV during CPB just before reperfu-
sion of donor lobes. Arterial blood sample, tumor necrosis
factor alpha (TNF-alpha), inerleukin-6 (IL-6), and PM-E cocen-
trations were collected at 3 time points, before CPB, during
CPB (30 minutes before reperfusion), and 2 hour after CPB
(after LDLLT procedure). Data were analyzed using repeated
measures ANOVA. Mean}SD are presented, and a p-value
less than 0.05 was considered significant.
Results: CPB time was 278}68 minutes. The ischemic time of
the right and left graft was 154}38 and 107}25 minutes,
respectively. LDLLT patients demonstrated significant eleva-
tions of IL-6 and PMN-E during and after CPB. IL-6 production
increased significantly after CPB (Table 1).

Discussion: Various ischemic time may influence release of spe-
cific cytokines in cadaveric lung transplantation. This LDLLT

Table 1

Before CPB During CPB After CPB

IL-6 (pg/ml) 11.5}21.8 91.4}108.7* 326.7}147.1*#

TNF-alpha (pg/ml) 1.54}0.97 2.99}4.48 2.44}1.98

PMN-E (mg/L) 83.1}38.0 228.5}98.0* 221.8}61.6

**p , 0.05 vs beforeCPB, #p , 0.05 vs during CPB.
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study is advantageous in relatively constant ischemic time. In
this study population, ischemic and CPB time did not correlate
with IL-6 and PMN-E levels. Our data suggest that production
of inflammatory cytokines and mediators are triggered by CPB
and that production of IL-6 is accelerated by reperfusion of
lung grafts after CPB. The administration of methylprednisolone
before reperfusion was not able to inhibit IL-6 production.
Conclusion: IL-6 and PMN-E increased during CPB and IL-6
increased additionally after reperfusion. In order to prevent
ischemia-reperfusion lung injury, it may be beneficial to
reduce IL-6 levels during LDLLT with CPB.

Paper No: 824.00

Preservation of the Spontaneous
Ventilation during a Bronchoscopic
Resection of a Typical Bronchial Carcinoid
Tumor: Case Report
Sergio Andres , Jaramillo Valencia , Fredy Ariza
and Luis Angel Betancur

Background: Typical bronchial carcinoid tumors (TBCT) are
infrequent malignancies corresponding to 1-2% of lung
tumors. Typically, TBCT are not associated with smoking
and affect big caliber bronchi with subsequent airway
obstruction and atelectasia. Surgical treatment for these
tumors is ideally done by an endobronchial approach.
Awrong anesthetic management could trigger serious
respiratory complications during procedure.
Methods: We describe the anesthetic management for a
42-year-old man with multiple polipoid tumors located in
bronchia lumen who consult for respiratory failure. Image
studies suggested TBCT. Additionally, we review the anes-
thetic considerations for these cases.
Results: A rigid bronchoscopy was initially done in this
patient under a pure inhaled-based general anesthesia
with sevoflurane (2 MACs) and preservation of spontaneous
ventilation. Additional instilled 2% lidocaine with epinephrine
and cold saline helped to control bleeding during the endo-
scopic resection of some of the polipoid masses. Suddenly,
ventilation of the patient turned difficult due to a partial ob-
struction by pieces of the tumor and bleeding, forcing to
change anesthetics administration to a TIVA technique
until completion of the procedure without other incidents.
Conclusions: Surgical resection of endobronquial tumors like
TBCT requires an anesthetic management based in drugs
that preserve spontaneous ventilation, especially when risk
of acute obstruction of the airway due to migration of the
excised malignant tissue remains high. Additionally, neuro-
vegetative and hemodynamic protection are permanent con-
cerns during all the time of endoscopic resection. Rigid
bronchoscopy ensues ideal conditions for the anesthetic de-
livery when an inhaled-based anesthesia is chosen although
an intravenous technique is a valid alternative for these
endoscopic procedures.
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ve Toraks Dergisi 2009; 57(4):427–430

3. Roger Marks, Leigh Tanner. Management of a tumor in the distal
trachea while maintaining spontaneous ventilation. J Anesth
(2010) 24:932–934.

4. Nick Antoniades, Christopher Worsnop. Topical lidocaine through
the bronchoscope reduces cough rate during bronchoscopy.
R Respirology (2009) 14:873–876.

5. Jeff Schnader, Jim Harrell. Clinical Conference on Management
Dilemmas: Bronchiectasis and Endobronchial Polyps. Chest 2002;
121:637–643.

Paper No: 838.00

Comparision of thiopentone and propofol
for induction of ga in asthmatic patients on
treatment and incidence of bronchospasm
and laryngospasm
Radha Kishan Rao
Cheruvu MNR Medical College, Sangareddy, Medak, Andhra
pradesh, India Chandra Prakash Kondapaka Ram Mohan Rao
Adiraju Kishan Rao Madiraju

Introduction: Asthma is a condition of increased sensitivity
of bronchial tree. Asthmatics are more prone for broncho-
spasm under general anaesthesia than general population.
Even though on treatment,bronchospasm and laryngospasm
may occur in some patients. Here the induction agent thio-
pentone is more prone for bronchospasm and laryngospasm.
It is compared with propofol in this study
Objectives: The induction agent thiopentone is compared
with propofol in this study. Asthmatic patients were kept
on bronchodilator treatment. Incidence of bronchospasm
and laryngospasm were observed.
Methods: Hospital ethics committee approval was taken and
informed consent was obtained from patients. Both males
and females were included. Age ranged from 25 to 73
years. Patients requiring elective surgery have undergone
routine investigations and Lung function tests and were
kept on bronchodilator therapy and improved effects were
noted. They were divided into 2 groups of 65 each. After
improvement patient was taken to operating table, IV line
was started and the following monitors were connected:
pulse oxymeter, NIBP,ECG,ETCO2.They were randomly anaes-
thetized:group 1 with thiopentone, group 2 with propofol.
When bronchospasm and laryngospasm occured,they were
treated adequately with IPPV,volatile anaesthetics, nebulisa-
tion with bronchodilators and muscle relaxants.
Results: In both groups male:female ratio was similar.
Average age was similar. Average weight was similar.

Abstracts presented at WFSA BJA

ii545



Incidence of bronchospasm and layngospasm in thiopentone
group was significantly higher than propofol group.
Discussion: Bronchospasm is one of the complication under
general anaesthesia. Asthmatic patients are more prone for
bronchospasm than general population. In this study, asth-
matic patients requiring elective surgery were kept on bron-
chodilator therapy and symptoms controlled. They were
divided into 2 groups. First group was given thiopentone
and incidence of brnchospasm and laryngospasm was sig-
nificantly higher than in second group,in which propofol
gave some protection against bronchospasm.
Conclusion: Bronchodilator therapy in asthmatics mitigates
or avoids bronchospasm. Propofol reduces the chances of
bronchospasm when used as induction agent. With thiopen-
tone there is increased incidence of bronchospasm which is
statistically significant.
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Paper No: 874.00

Predictive value of airway assessments
for difficult intubation in thyroid surgery
Behrad Baharlo 1, Rakhee Nathwani 1,
Roger Bloomer 2, Anil Karmali 1 and Rachel Alder 2

1 Centre for Perioperative Medicine and Critical Care Research,
Imperial College Healthcare NHS Trust, Hammersmith Hospital,
and 2 Centre for Perioperative Medicine and Critical Care Research,
Imperial College Healthcare NHS Trust, Hammersmith Hospital,
DuCane

Introduction: Anaesthesia for thyroid surgery is generally con-
sidered challenging, with potential difficulties in airway man-
agement and subsequent intubation posed by the presence
of a neck mass and malignancy. Airway physical examination
prior to anaesthesia has been recommended [1,2], although
there is no clear evidence which of the assessments provide
strongest predictive value, particularly for thyroid surgery.
Objectives: To ascertain the incidence of difficult airway and
intubation in thyroid surgery, and the predictive value of
preoperative airway assessment
Methods: A prospective observational study was conducted of
all patients undergoing thyroid surgery at the Hammersmith
Hospital in 2011 (approved by the Chair of the Local Clinical
Ethics Committee). The investigator obtained informed
consent on the day of surgery. Data collected included a full
airway assessment as well as patient demographic and clinic-
ally relevant data. The anaesthetising clinicians, who were
blinded to these findings, documented difficulties in airway
management and intubation, which was collected by the
investigator along with size and pathology of goitre.
Results: A total of 67 consecutive patients were recruited. 35
patients had a hemithyroidectomy, and 32 patients had a

total thyroidectomy. Laryngoscopy View: Grade I Grade II
Grade III Number: 43 16 8 Malignancy: 7 5 3 Mallampati 1/
2/3 29/10/4 6/6/4 4/4/0 Body Weight/kg (mean+SD):
72.7+13.4 78.5+12.2 66+25.0 Body Mass Index
(mean+SD): 27.6+5.5 29.9+4.0 30.1+7.6 Neck Circum/
cm (mean+SD): 36.3+3.2 39.3+4.0 40.0+8.0 Thyromen-
talDistance:Height (mean+SD): 5.31+0.91 5.30+1.294
56+0.55 Goitre Weight/g (mean+SD): 56.3+56 71+91.8
127.2+135.2 Upper Lip Bite Test Class I/II/III: 13/30/0 4/8/
0 1/6/1 Jaw Protrusion A/B/C: 38/6/0 14/2/0 8/0/0.
Conclusions: The incidence of difficult intubation (defined as
Cormack and Lehane Grade III on direct laryngoscopy) was
12%, similar to documented results from retrospective
studies in thyroid surgery[3,4], but greater than that in
“general anaesthesia”[5]. There were no grade IV laryngos-
copies. Furthermore none of the patients were difficult
“airways” with bag & mask ventilation described as easy in
82% and manageable in 18%. When comparing difficult
(Grade III) and easy (Grade I) intubation grades, neck cir-
cumference (p value 0.028), thyromental distance: height
ratio (p value 0.03) and goitre weight (p value 0.015)
appeared stronger predictors of potential difficulty compared
to the more commonly assessed Mallampati grade, presence
of malignancy and relation of maxillary to mandibular
incisors (upper lip bite test/jaw protrusion). In conclusion,
although potentially challenging, there are predictive
factors unique to airway management in thyroid surgery.
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Incidence of postoperative atelectasis
or pneumonia according to anesthesia
technique
Antonio Castellanos Olivares ,
Isidora Vásquez Márquez and
Raúl Castañeda Trujillo
Umae Hospital de Especialidades "Dr. Bernardo UMAE Hospital de
Sepúlveda G." Centro Médico Nacional Siglo XXI. México

BJA Abstracts presented at WFSA

ii546



Introduction: The postoperative atelectasis and pneumonia
are most frequently observed after abdominal surgery with
inhalatory general anesthesia increases DAaO2 and Qs/Qt.
Objectives: To demostrate that the incidence of postoperative
pneumonia or atelectasis and DAaO2 and Qs/Qt transoperative
changes are less anesthesia with propofol than with halothane.
Methods. It was designed a controlled clinical trial and prior
authorization of the Local Committee for research and
informed consent of patients, studied 114 subjects undergoing
abdominal surgery, randomly divided into: grupo1 ¼ Intraven-
ous general anesthesia with Propofol and grupo2 ¼ inhalatory
general anesthesia with halothane. After oxygenation took
blood samples to determine the DAaO2 and Qs/Qt. We
assessed the preoperative pulmonary status with chest x-rays
that are repeated 24/48/72 hours/sixth day, interpreted by
two radiologists blinded experimental setting.
Results: The groups were similar in age, sex, weight, anesthet-
ic time and type of surgery. Propofol group consisting of 36
women and 21 men, DAa02 in Basal Torr (B) ¼ 256. 8+68. 1,
Transanesthetic (TA) ¼ 258. 4+72. 2 and post-anesthetic
(PA) ¼ 226. 3+70. 9. Qs/Qt: B ¼ 19. 7+6. 5, TA ¼ 19. 0+5. 4
and PA ¼ 14. 5+5. 8. 28% Had pulmonary complication, 8
pneumonia and atelectasis 13. The halothane group with
31mujeres and 26 men DAaO2 B ¼ 271. 8+74. 6, TA ¼
282+66. 4, PA ¼ 249. 2+73. 7. Qs/Qt B ¼ 19. 5+6. 5, TA ¼
22. 6+8. 6, PA ¼ 19. 0+10. 1. 60% Attended with pulmonary
complication 20 pneumonias and 25 atelectasis. We calcu-
lated a relative risk ¼ 3. 3 (95% CI 1.2 to 9.3) to pneumonia
and 2.6 (IC_95%_1.17_a_6.5) for atelectasis.
Conclusions: The incidence of postoperative pneumonia
and atelectasis was higher in the group managed with
halothane.
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Paper No: 1163.0

Effects of superimposed high frequency
jet ventilation on oxygenation and
carbondioxide retention in rigid
bronchoscopy
Tevfik Ozgun Babus, Lale Karabiyik and
Cuneyt Kurul
Gazi University School of Medicine, Department of Anesthesiology
and Intensive Care

Introduction: Hypoxia and hypercapnia are important
anesthetic problems during rigid bronchoscopy with the
conventional ventilation. Carbondioxide retention can be pre-
vented during Superimposed High Frequency Jet Ventilation
(SHFJV), and therefore this ventilation mode can be applied
for an extended period, while oxygenation is achieved
through simultaneous use of normal and high frequency
ventilation models (1-4).
Objective: The aim of this study is to investigate the effects
of tubeless superimposed high frequency jet ventilation
(SHFJV) on oxygenation and carbondioxide retention in rigid
bronchoscopy. Methods: Following Institutional Ethical Com-
mittee approval, 40 ASA I-II patients were randomly
assigned to two equal groups. After anesthesia induction
with lidocaine 1 mg/kg iv, propofol 2-2.5 mg/kg, rocuronium
0.6 mg/kg, remifentanil 0.2 mg/kg/min, anesthesia was main-
tained using total intravenous anesthesia with propofol
4-10 mg/kg/h and remifentanil 0.05-0.2 mg/kg/min. Group I
was ventilated with conventional ventilation, and respiration
was set at Vt: 8 ml/kg, 12 breath/min, I:E ratio ¼ 1:2, FiO2:
0.6. Group II was ventilated with SHFJV, normal frequency
unit was set at 12 breath/min, I:E ratio ¼ 1:2, P:1 bar, and
high frequency unit at 600 breath/min, I:E ratio ¼ 1:2 and
P:1 bar. Heart rate (HR), systolic arterial pressure (SAP), dia-
stolic arterial pressure (DAP), mean arterial pressure, periphe-
ric oxygen saturation (SpO2), end tidal carbondioxide (ETCO2)
levels, PaO2, PaCO2, pH, SO2 and HCO3 values were recorded
at onset (control), induction, before, during and after bron-
choscopy and postoperative first hour. Data were analysed
with Student’s t, Chi Squared, paired t and repeated
measurement two way variance analyses tests. Statistical
significance was considered as p , 0.05.
Results: There was no significant difference in DAP, MAP and
HR values between the two groups. SAP was higher at the
10th min in Group I (p , 0.05). SpO2 displayed high values
in SHFJV group at each recording, while no significant differ-
ence was observed for SpO2 and PaO2 between the two
groups. ETCO2 and PaCO2 values were significantly lower in
the SHFJV group between 5-30 mins of bronchoscopy and
after bronchoscopy (p , 0.05). Although there was no signifi-
cant difference in PaCO2 values between the two groups, it
displayed lower values in the SHFJV group at each recording.
In Group I, ETCO2 and PaCO2 values increased continuously
during bronchoscopy (p , 0.05), and reached their highest
values (ETCO2: 41.10+8.32 mmHg and PaCO2: 63.80+
10.59 mmHg) after bronchoscopy (p , 0.05).
Conclusions: SHFJV should be preferred during rigid bron-
choscopy, due to the advantage of achieving more effective
CO2 elimination, as well as hemodynamic stability and suffi-
cient oxygenation.
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Preoperative ph predicts post-single lung
transplant ventilation improvement in copd
patients
Carmen G̈ómez , Alejandro Bertolotti , Daniel Absi ,
Jos̈f Oss̈fs and Jorge Negroni
University Hospital, Favaloro Foundation, Buenos Aires, Argentina

Introduction: Patients with diagnosis of advanced chronic
obstructive pulmonary disease (COPD) who undergo
off-pump single lung transplantation (SLT) are at high risk
of suffering volume or pressure related damage of the
native lung during selective ventilation. Permissive hypercap-
nia (PaCO2 between 50 and 100 mmHg, and pH ¡Ý 7.20) is a
preventive alternative in selective lung ventilation, although
it leads to transient alveolar hypoventilation.
Objectives: The aim was to identify intraoperative predictors
in arterial blood gases (ABG) samples of post-transplant
alveolar ventilation improvement in single lung transplant
(SLT) COPD recipients.
Material and Methods. Between June/1994 and July/2011,
119 SLT were performed at our hospital. Of these, 64 COPD
patients who received off-pump SLT were included in the

study. All patients were in NYHA functional class IV The ven-
tilatory modality during the anaesthetic procedure was con-
trolled volume with permissive hypercapnia. ABG samples
were obtained after anaesthetic induction (baseline) and at
the end of the procedure (final). Variables were compared
using paired t test. A linear correlation was performed
between baseline pH and f¤PaCO2 (PaCO2 basal ¨C PaCO2
final). Results: Basal and Final measurements of ABG (mean
¡À SD) were compared in the following table:

Baseline Final p value

PaCO2 (mmHg) 60.5

¡À 11.6 50.6

¡À 10.6 ,0.01 pH 7.32

¡À 0.06 7.34

¡À 0.09,0.05

HCO3 (mM) 29.2

¡À 5.6 27.3

¡À 5.3 ,0.05

PaO2 (mmHg) 370

¡À 131 391

¡À 133

NS BE (mM) 4.1

¡À 4.4 1.9

¡À 4.1 ,0.01

The following linear adjust was obtained: f¤PaCO2 ¼ 117 .
pH baselinë C 866 (p , 0.001; r ¼ 0.6).
Conclusions. PaCO2, HCO3 and base excess (BE) were imme-
diately improved by the procedure. A linear correlation was
identified between baseline pH and f¤PaCO2. Pre transplant
pH was an independent predictor of post-transplant
alveolar ventilation improvement in this study.
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Araújo FDP. 1220.0 (ii49)
Arafeh J. 665.00 (ii250)
Aramayo FP. 1305.0 (ii338)
Arbabi S. 718.00 (ii464)
Arenas Gilberto W Nogueira. 767.00
(ii297), 968.00 (ii314)
Arici G. 1105.0 (ii469)
Arisi E. 1165.0 (ii438)
Arif F. 61.00 (ii231)
Ariza A. 458.00 (ii403)
Ariza F. 824.00 (ii545)
Armenta FG. 313.00 (ii480)
Armoundas A. 657.00 (ii185)
Aron M. 1072.0 (ii73)
Arora D. 217.00 (ii237)
Arora H. 823.00 (ii302)
Arora R. 1055.0 (ii320), 80.00 (ii5),
858.00 (ii35)
Arora S. 1172.0 (ii47)
Arrechea-Tartabull F. 820.00 (ii116)
Arrieta-Quintero E. 554.00 (ii24)
Arun V. 217.00 (ii237)
Arunkumar R. 291.00 (ii351)
Arunratanakul S. 423.00 (ii401)
Arustamyan S. 553.00 (ii109)
Arzani Y. 1260.0 (ii445)
Asad N. 372.00 (ii483)
Ashmawi H. 992.00 (ii191)
Ashraf H. 786.00 (ii164)
Aslan FG. 1116.0 (ii124)
Assouakon P. 821.00 (ii302)
Astore F. 1042.0 (ii521)
Asuero MS. 703.00 (ii362)
Atlas AP. 424.00 (ii196)



Aviani V. 962.00 (ii314)
Avila G. 973.00 (ii202)
Avram M. 335.00 (ii211), 340.00 (ii91)
Awad Ahmed F M. 1012.0 (ii259)
Awad E. 880.00 (ii422)
Ayala S. 1282.0 (ii336)
Ayanoðlu H.Omer. 456.00 (ii459)
Aydýnlý B. 1029.0 (ii319)
Aydin V. 1169.0 (ii326)
aydinli b. 1180.0 (ii326)
Aysun NK. 1200.0 (ii530)
Azhar AA. 847.00 (ii504)
Azzi R. 806.00 (ii466)
Børglum J. 368.00 (ii154)
Ba?a?an-Mo?ol E. 1239.0 (ii444)
Babatabar H. 306.00 (ii457), 518.00
(ii407)
Babu A. 1210.0 (ii48)
Babus TO. 1163.0 (ii547)
Bache S. 368.00 (ii154)
Badgandi A. 1234.0 (ii97)
Bae H. 986.00 (ii468)
Baehre O. 431.00 (ii487)
Baek W-Y. 1022.0 (ii170)
Baele P. 960.00 (ii313)
Baenziger B. 431.00 (ii487)
Baghole K. 902.00 (ii425)
Baharlo B. 1051.0 (ii123), 866.00 (ii118),
874.00 (ii546)
Bahk J-H. 768.00 (ii164)
Bai X. 251.00 (ii189)
Bainbridge D. 832.00 (ii81)
Bajic D. 739.00 (ii30)
Baldwin L. 13.00 (ii141)
Bakeer A. 796.00 (ii299)
Bander A. 56.00 (ii143)
Bannour I. 1240.0 (ii331)
Bansal T. 396.00 (ii485)
Bansi A. 192.00 (ii236)
Baral A.K. 1009.0 (ii317)
Baral BK. 27.00 (ii2)
Barayón E. 669.00 (ii291), 931.00 (ii310)
Barayon E. 668.00 (ii290)
Barbeito A. 733.00 (ii416)
Barboni E. 1238.0 (ii330)
Barisic B. 881.00 (ii367)
Barkhordari K. 366.00 (ii15), 367.00
(ii16)
Barolo R. 1187.0 (ii440), 1191.0 (ii441)
Baron F. 418.00 (ii244)
Barr K. 446.00 (ii157)
Barre C. 345.00 (ii241)
Barreiro A. 612.00 (ii287)
Barrial J. 137.00 (ii347)
Barros F. 1249.0 (ii377), 1289.0 (ii449)
Barsoum S. 62.00 (ii4), 876.00 (ii422)
Barteczko-Grajek B. 359.00 (ii104)

Bartel R. 420.00 (ii355)
Barun S. 450.00 (ii459)
Barvais L. 724.00 (ii219)
Bas E. 1071.0 (ii124)
Basagan-Mogol E. 1082.0 (ii433),
1207.0 (ii442)
Bastos MB. 505.00 (ii136)
Batra M. 1086.0 (ii371)
Batson S. 72.00 (ii537)
Battellini RR. 884.00 (ii305)
Bause G. 1083.0 (ii226)
Bauters A. 343.00 (ii240), 345.00 (ii241)
Bayram B. 1116.0 (ii124)
Bazyar S. 30.00 (ii474)
Beaudry K. 920.00 (ii222)
Beck-Schimmer B. 606.00 (ii494)
Bedin A. 216.00 (ii210)
Beharrysingh K. 72.00 (ii537)
Behzad M. 57.00 (ii267)
Bell G. 1247.0 (ii175)
Bellolio C. 836.00 (ii304)
Benavides S. 1002.0 (ii369)
Bendova E. 903.00 (ii425)
Benevides FM. 1274.0 (ii448)
Bent, S. 1081.0 (ii432)
Bent S. 660.00 (ii543)
Beri P. 348.00 (ii103)
Berlanga JLL. 25.00 (ii384)
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PeÑa R. 336.00 (ii277)
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RaspÕ C. 1236.0 (ii131)
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Sarwiñski P. 1189.0 (ii529)
Sarwinski P. 1196.0 (ii529)
Saucina F. 931.00 (ii310)
Sauer R. 604.00 (ii67)
Savvina I. 351.00 (ii353), 566.00 (ii408)
Sayýn M. 1071.0 (ii124)
Scamman F. 1288.0 (ii178)
Scap M. 1222.0 (ii97)
Scheller B. 153.00 (ii389)
Schiraldi R. 857.00 (ii201)
Schiraldi R. 854.00 (ii255)
Schmidt DS. 708.00 (ii112)
Schmidt S. 1034.0 (ii137)
Schneider F. 525.00 (ii108)
Schober P. 925.00 (ii309)
Schnider T. 378.00 (ii64)
Schochl H. 1320.0 (ii342)
Schreiner M. 578.00 (ii25)
Schulman S. 663.00 (ii361)
Schulmeyer MCC. 404.00 (ii78), 607.00
(ii495)
Schwarte Lothar A. 925.00 (ii309)
Schwilden H. 1284.0 (ii379)
Scocco E. 439.00 (ii541)
Scott J. 902.00 (ii425)
Scott M. 779.00 (ii298)
Scotta L. 931.00 (ii310)
Searle S. 902.00 (ii425)
Sedgwick J. 1251.0 (ii332)
Seet E. 45.00 (ii99)
Seet M. 561.00 (ii492)
Sehgal R. 1078.0 (ii431)
Semertzakis I. 334.00 (ii152), 404.00
(ii78)
Semiankiv A. 373.00 (ii540)
Semple J. 283.00 (ii394)
Sen C. 243.00 (ii12), 68.00 (ii268)
Sen H. 1015.0 (ii40), 1173.0 (ii471)
Seo J-H. 768.00 (ii164)
Sepulveda P. 188.00 (ii455), 190.00
(ii455), 715.00 (ii463), 732.00 (ii464)
Serra M. 723.00 (ii28)

Serrano S. 711.00 (ii294)
Serrao Juliet M. 198.00 (ii52)
Sertoz N. 456.00 (ii459)
Sessa F. 496.00 (ii282)
Seth A. 375.00 (ii483)
Sethi M. 29.00 (ii452)
Sethi N. 1078.0 (ii431), 29.00 (ii452)
Setoguchi H. 700.00 (ii293)
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