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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 (n=30): Endotracheal general
anesthetic method. Multimodal group (n=29) with thoracic
epidural anesthesia: bupivacd®na 0,5% (50 mg) 10 ml/single
dose and 5 mg of morphine. Multimodal group with intra-
thecal administration of opioides (n=29): fentanil 1,5 mcg/
kg and morphine 8mcg/kg.

Results: The total doses of sistemic fentanyl were
smaller in the multimodal groups (2793 micrograms
+—915.94 vs 1300 +— 392.79 vs 998 +—29.10; p<0.001)
The time of extubation (7.83 hours +—5.24 vs 457 +
— 2.87 vs 1.72+— 1.07; p< 0.001) and the intensive care
un it stay (CG=2.83+-2.42 days, GMOI=1.92+ —1.23,
GMET=1.41+4-0.75, p=0.005) 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 (n=103 gastric banding and n=121 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. 120mg 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. Chandralekha?, I. Xess! and Fahmi Hasan?
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 nori'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 jU 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 (P=0.01) but not with
mortality (P=0.23). 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 Karl, Chaitali Sen? and
Anupam Goswami?3

1 Institute of Post Graduate Medical Education & Research
KOLKATA INDIA 21.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 (n=17) and Blank CD Group II (n=17). 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.

References
1 Bagchi, Kalyan. (Ed) (2003) Music, Mind and Mental Health. New
Delhi.

2 Tony Wigram, Inge Nygaard Pedersen and Lars Ole Bonde. Jessica
Kingley Publishers Philadelphia 2002: A comprehensive guide to
music therapy, Theory, clinical practice Research & Training.

ii268

3 Nisson, Rawal N, Unosson M, A comparison of intra-operative or

postoperative exposure to music-a controlled trial of the

effects on postoperative pain. Anaesthesia. 2003 Jul;

58(7):699-703.

Yale University School of medicine 2003 Effects of music therapy.

5 Sairam TV, (2004a) Medicinal Music. Chennai: Nada Centre for
Music Therapy

6 Sairam TV, (2004b) Raga Therapy. Chennai: Nada Centre for Music
Therapy

7 Sairam TV, (2004c) What is Music? Chennai: Nada Centre for Music
Therapy

8 Lewis. Anesth Analg 2004; 98:533-6

9 Yapici N, Tarhan IA, Kehlibar T, Coruh T, Arslan Y, Yilmaz M,
Yapici F, Ozler A, Aykac Z, Blood Cortisol Levels On Cardiopulmon-
ary Bypass After Methylene Blue Administration . The Internet
Journal of Thoracic and Cardiovascular Surgery. 2008; 2.

10 Miller 7th edition Neuro muscular monitoring chapter 47

~

Paper No: 69.00

Why so much fear to anesthesia?
Horacio Bonchini

Hospital Escuela Eva Perén, 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 Lorenzol, Paolo Pelaial, Salvatore Iuoriol,
Flavia Petrini2 and Antonio Maria Calafiore3

1 Clinica di Anestesia e Rianimazione, Azienda
ospedaliero-Universitaria Ancona, Italy 2 Dipartimento di
Anestesia e Rianimazione, Universitd 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 (r=-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 (OR=0.76, 95%CL=0.56-0.96) regardless of
tricuspid surgery. To determine cut-off value of TAPSE, ROC
curve analysis was performed: TAPSE (AUC=0.75) with a
cutoff of 15mm (sensitivity=80%, specificity=78.5%,
OR=14.5)

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 (n=38) 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 (r=- 0.3, p=0.009), with haemo-
globin and platelet count at T6 after surgery (r=-0.42,
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p<0.001; r=- 0.3, p=0.02). Level of preoperative PAI-1 and
t-PA/PAI-1 complex after surgery significantly differed
between I group (n=38) and II group (n=41): PAI-1
19+8.3 vs. 29+13, p<0.001; t-PA/PAI-1 3+1.4 s,
4.2 + 2.4, p=0.012. Patients in I group showed a significantly
higher level of D-dimers after surgery: at T1 - 318 vs. 228,
p=0.05; at T6 - 333 vs. 234, p=0.03; at T24 - 300 vs. 197,
p=0.007.

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 Ozolinal, Eva Strikel, Inta Jaunalksnel,
Liene Nikitina-Zake? and Indulis Vanags?

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 (n=21), 4G/5G (n=42),
5G/5G (n=20). Data of fibrinolysis were recorded: PAI-1
level preoperatively, D - dimer at Oh, 6h 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
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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,
p=0.04), higher D-dimer levels at 6 h (371 +227 vs. 232+
184, p=0.03) and at 24 h (326 207 vs. 209 4+ 160, p=0.05)
and greater postoperative blood volume (641+210 vs.
4324167, p=0.001) compared with 4G/4G genotype. Pre-
operative PAI-1 level also statistically significantly differed
between 5G/5G and 4G/5G genotypes (17 4+10.8 vs. 27 +13,
p=0.004). 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 4 1.8). Correlation was found in 4G/5G genotype
between PAI-1 level and blood loss (r=— 0.4, p=0.01) and
t-PA/PAI-1 complex and blood loss (r=— 0.32, p=0.04). Asso-
ciation between PAI-1 and t-PA/PAI-1 complex (r=0.5,
p=0.02) 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 (n=20), milrinone
50 ng/kg (n=20), or normal saline as control group
(n=20) 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-
isfled 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 (n=44), thinks that the pain in the first days after
surgery, is unbearable. 78% of respondents in the post-
operative period (n=55) 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 (p=<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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Effect of single dose gabapentin on
postoperative pain and opioid consumption
following total abdominal hysterectomy:

A Dose Finding Study

Anand Kumar
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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 [—32 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
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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
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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 pg.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 1.5mg 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 574+ 21 mg of
morphine in the first 48h with PCA pump. To achieve a
one-third reduction of opioid consumption with an & 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;
(i) 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

e 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

—uwith 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(p=0.02). 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.
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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 Pichuginl, Victor Bober?,
Mikhail Bodashkov?, Victor PrytkovZ and
Leckwantee Rittoo!

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 49,44 5,3), and mean weigh was 74,3 4+ 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
62,14+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
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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 4- 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 PeNa

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 4+-9,37 vs

46,32 +9,18 pg/ml, 24,14 +5,32 vs 13,32 + 3,33 pg/ml and
16,12 43,60 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 O, 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 +
517 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 40,02 pg/ml, 0,00 vs 0,50 + 0,13 pg/ml,
0,00 vs 0,50+ 0,13 pg/ml and 0,15 4+ 0,04 vs 0,13 40,03 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.
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Concept of total myocardial protection by
sevoflurane during cardiac surgery with
cardiopulmonary bypass: preliminary
results
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Alexander Medvedev?
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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 47.445.9) 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 459% 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 (n=288).

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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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
3° mitral regurgitation and 2° 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-02 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 Najafi! and Mehrdad Sheikhvatan?

! 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.
HbAlc levels were measured immediately before operation
in all patients. HbAlc 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 HbA1lc levels (6.1-7%). A linear trend
was found between elevated HbAlc 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 HbA1lc levels more than
7%, these parameters were similar between the two
groups with suboptimal HbAlc levels. In a multivariable
analysis, advanced age (P<<0.001), plasma HbAlc (6.1-7%)
(P=0.002), were independent predictors of short-term
adverse outcome regardless the diabetic state.

Conclusion: Suboptimal HbA1lc 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 G€™s 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 ultrdfiltration, 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
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hospital stay in an iranian sample
population

Mahmood Sheikhfatollahil, Mahdi Najafi? and
Mehrdad Sheikhvatan?

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 (p=0.119), prolonged LOS (p=0.958) and pro-
longed ICU stay (p=0.620).

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
(TO= 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 (70)9.14;
(T1)20.28; (T2)22.09; (T3) 17.80 and in right eye (T0)10.52;
(T1)21.19; (12)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 Chappell?, Klaus Hofmann-Kiefer?,
Alexander Burges?, Peter Conzen?! and
Markus Rehm!?

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.l 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 4+ 285 ml of whole blood were withdrawn
(6414155 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 (=459 4 185 ml; p<<0e05) which did not involve rele-
vant hemodynamical changes, and a significant increase in
interstitial water content (42,157 + 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,
Ivai Saido Aranha Falcdo 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
Policlinica 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
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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 werent
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 kidneys transplant,
because it doesnt 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 j°first among
equalsj +, because it is a necessary component of aspects
of beneficence, non-maleficence and justice. These provide
the moral framework for a j°moral mission statementj+
for the goals of medicine in whatever culture - provision of
health benefits with minimal harm in ways that respect
peoplejs 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 Xjs 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;j
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, Sp0O2, 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 21.34i35.07 seconds after propofol administration.
Patients who yawned showed significantly lower Spielberg
anxiety score than patients who did not (48.70i29.59 vs
66.15;211.32, 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% 02 at 2 liters
per minute

Results: We included 46 patients with mean age of 50.47
years (range=17-92 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%
(mean=97.6%). 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,
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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
II1. 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 4+ 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 11-15ng/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 Tocancipa 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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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 13
Mediastinoscopy 1 13
Mediastinic mass resection 1 1.3
Thorax wall mass resection 1 13
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 26 33.7 1 3.8
30
31to 18 23.4 3 16.7
50
51to 13 16.9 4 30.8
60
Over 20 26 7 35
60
TOTAL 77 100 15 19.5

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
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(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
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recorded, and we analyzed the correlation among those
factors.

Results: PBL was greater in patients who had lower pre- and
postoperative  fibrinogen concentration (PBL=?0.9 j;
preop-fib+667.4, r2=0912, P=0.003; PBL=?1.1 j;
postop-fib+633.6, r2=0.823, P=0.013). Low MCF of FIBTEM
was also associated with greater PBL (PBL=?21 j; preop-
MCF+701.7, r2=0.727, P=0.003; PBL=?17.7 j; postop-
MCF+536.1, r2=0.488, P=0.036).

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 ano post grado de anestesiologo cardio vascular
adjunto al servicio de anestesiologia residente de 2 afo 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 (p=0.25) 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
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postoperative complications, including respiratory insuffi-
ciency, myocardial infarction, atrial fibrillation, infection,
(15/60 vs 5/64, respectively, p=0.01) 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, p=0.064). 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, Cristidn Manuello, Leandro Mergen,
Rosa Crocenzi and Eduardo Barayon

Residente 2do. afo

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 typel 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/T1=100%. Pharmacological reversal of
neuromuscular-blocking. Extubation without complication.
Derived to common room (Alderete10/10). Released at 24h.
Case 2: Male, 13 yr, 45kg, ASA 11, 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: typel: 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-
ityl. 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, Cristian Manuello,
Eduardo Barayon, Leonardo Fontenla and
Liliana Vaula

Evangelina Residente 2do. afo

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,
uniqgue 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.
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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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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 patient$ 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 f01
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 (h=62) 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 jO 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 jO 1.4 vs. 5.1 jO 1.5, p=0.012) and the
lowest heart rate during surgery was significantly lower in
group L (52.4 {0 2.3 vs. 61.8 jO 10.4 bpm, p=0.006). 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%, p=0.004). 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 fO-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
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Peron”, San Martin, 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 L.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 L.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 L.V. contrast, reveal a solid nodular image of 50 x
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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 Vilks?, Santa Rasa?, Jevgenijs Stepanovsl,
Modra Murovska? and Biruta Mamaja?

1 Riga Eastern Clinical University Hospital Gailezers? Riga Stradi?$
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)
(n=17) and regional anaesthesia (RA) (n=21). 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
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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 Jones!, Leigh Kelliher?, Michael Scott?,
Matthew Dickinson! and Nariman Karajia?

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 LiDCOrapid™) 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,
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independent mobilisation and morbidity. Full analysis will
be presented in March 2012.

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)

Operational Details Extended Right Hemi-hepatectomy:

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%)

Conclusions: Full analysis will be presented.
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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.

References

1 Belle S, Detre K, Beringer K. The relationship between Outcome of
Liver Transplantation and Experience in New Centers. Liver Trans-
plantation and Surgery 1995; 1(6): 347-353

2 Freise CE, Gillepsie BW et al.. Recipient Morbidity after Living and
Deceased Donor Liver Transplantation: Findings from the A2ALL
Retrospective Cohort Study. American Journal of Transplantation
2008; 8 2569-2579

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 5L/ min forl0 min then decreased to 1 L/ min.
Ten minutes before end of the surgery, sevoflurane was
stopped and fresh gas flow was increased to 5L/ min. In
the control (C) group, no BIS were used and sevoflurane
was adjusted according to standard clinical practice (ETAG
0.7-1.3 MACQ). 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 everyl0 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
48.1jA2.2 in (BIS) group.

The mean (iASD) time-averaged ETAG concentration was sig-
nificantly less in (BIS) group compared to (C) group
(0.74jA0.15 MAC and 0.89{A0.33 MAC respectively) (P<0.05).
Time to emergence, extubation time, time to respond to
command and time to eligible for recovery discharge (modi-
fied Aldretés score of jY 9) were significantly shorter in the
BIS group compared to control group (6.1 jA 0.3,
8.3jA0.57min -7.3 jA 0.6, 10.1 jA 0.5 min - 9.1jA0.60, 13.7
A 1.0min - 65.4 jA 5.0, 81.6 jA 3.3min 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 Oliveiral,

Marcondes Antunes Garcial,

Rodrigo Pedro Fausto de Limal, ;nio Mauro Vieira?
and ;nio Carlos Aguiar?

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 g.kg-1) and general anesthesia kept with isoflurane
(<1,5vol%). Anesthetic induction was performed with etomi-
date (0,2mg.kg-1), alfentanil (30 png.kg-1) and rocuronium
(0,6mg.kg-1). Lidocaine 1% (10 p.g.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.
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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
(d2-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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Table 2

Gene Group2 Group3 Group4 Group5

RT1-A1 16.5 p=0.048 18.2 p=0.045 24 p=0.034 16.8 p=0.048
AOX3 5.5 p=0.002 7.55 p= 4.5x10-5 8.4 p=2.68x10-4 7.1 p=1.2x10-4
A2Id1 none 6.5 p=0.002 8.2 p=5.9 x 10-4 5.8 p=3.8 x 10-4

Mrpl18_pred 7.3 p=0.001 none 8.7 p=.0015 none

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. Groupl - 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
RaRefl2 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 requlated
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 (p= 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.
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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% (n=328); 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 (n=22/323) of the respondents were
always satisfied with their job and 29% (n=95/324) 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
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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.
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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 4+ 50 nm), suggesting the pore sizes in AM is
likely substantially smaller. The average pore size is
248+ 146 nm and 138+ 15nm 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 Adrian

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/45cm 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.
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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 cmH20. 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).
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Hemodynamic changes in liver surgery with
intrathecal morphine versus epidural local
anesthetics: a prospective comparative
study

Catalina Bellolio!, Carina Montedeonicol,
Alejandra Herndndez?, Martin Harguindeguy?,
Alejandro Leites? and Karina Rando?

! Catedra deAnestesiologia - UDELAR- Uruguay and  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: M=11 patients
and M-LA=10 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 (p=0.031). 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 (p=0.019). Bleeding was similar in both
groups (M:540 4+ 705mL; M-LA:490 4+ 529mL) as well as fluid
replacement with colloids (M:472 4+ 527mL;
M-LA:6504+529mL) and crystalloids (M2954 4+ 950mL;
M-AL:3160 + 930mL).

Conclusions: Preload diminishing during vascular clamping is
potentiated by epidural technique but that doesht 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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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 Revalving™ 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 (EuroSCORE=22,16 4+ 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
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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 (p=0.044) did not
experience pain. On the other hand, 4% of the PL, 8% of the
PC and 20 % of the PNF (p=0.021) 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 Revision Sistematica. P Picard, MR Tramér. 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 (n=48) and
didn’t apply dalargin (n=45). Premedication: diazepam
0.14 mg/kg, atropine 0.01 mg/kg. Surgery were performed
under total intravenous anesthesia (TIVA; n=29; diazepam,
ketamine, fentanyl), or a combination of TIVA with epidural
analgesia (EA n=21; 0.5% ropivacaine), under volatile anes-
thesia sevoflurane with fentanyl (VA; n=26);) or in combin-
ation of VA with EA (n=17). 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)
dynexsxcm-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)/minxm2, p<0,05), and increasing of SVR from
946(782-1145) to  1971(1216-2842), dynexsxcm-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 datal. Bybee
and Prasad2 have proposed modified Mayo Clinic Criteria
for the diagnosis of transient left ventricular apical
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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

Maria Soledad Marsiglial, Mauro Dario Gobbi?,
Diego Garcia Picasso?, Diana Finkel3 and
J.M. Ramos Mejia*

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 “ 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
-10.1meg/L, SO2 98,7%, Pa02/F102: 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/FI02 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; Anesthesig;
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 Nunez 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 02-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

Cristian Manuello, Luisina Scotta, Fabian Saucinag,
Eduardo Barayon 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

ii310

complications due to lung fibrosis, cystic lung disease, scoli-
osis; hypertension caused by renal artery stenosis, carcinoid
tumours, or associated pheochromocytoma; difficulty in neu-
roaxial blocking produced by hydrocephalia, spina bifida,
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
1. 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/
T1=80%. 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 Baska® 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 Mask® (ProAct-Medical Systems,
UK) is a new extraglottic airway device (EAD) which brings to-
gether features of LMA-ProSeal®; LMA-Supreme®; i-Gel®
and Slipa® (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 Mask® 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 mask® during anaesthesia. Ex-
clusion criteria were: known/predicted difficult airway,
mouth opening <2.5cm, 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 Mask® 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 Echevarria-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 Desikan?, Jill Clarke?,
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 chemotherapyl.
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.
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Paper No: 950.00

Prognosis factors of mortality after surgery
in a first-level public health service
hospital. its possible to improve it?

Maria Jose Mayorga-Buiza,
Lourdes Olmedo-Granados,
Mercedes Echevarria-Moreno and
David Garcia-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 11, 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 1V). 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 its 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 Maney! and Vinesh Godhania?

1 Specialist Registrar Aaesthetics, Barts and The London NHS Trust,
United Kingdom and ?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 trainingl. 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)
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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. Offer=(
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%l/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 =75% 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 peron. granadero
baigorria, Santa fe, Argentina

Viviana Aviani and Joaquin 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 Peron (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.
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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 1, 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 Vina, 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 (p=0.028).

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 Vasquez Mdarquez

UMAE Hospital de Especialidades "Dr. Bernardo Sepulveda 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 grupo1/2=10 (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 Leve=/
50-27/43-20/20-24/10-23/7-20/3-13. Moderate pain=3-3/
0-7/0-3. Severe pain=0-3 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 Térax 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 (p=0,001 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 (p=0,01 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 Wig?, Kishore Mangal? and
Kanchan K Mukherjeel

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 (n=27) receiving 2% lignocaine
with 1:2,00,000 adrenaline and Group B (n=25) 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, Sp02, 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
AK 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 Crego! and Gaston Bravo?

1 Hospital Presidente Perén, Avellaneda, Bs As, Argentina and
2 Hospital Presidente Perén, 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 I/
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 02 place in the Hb molecule and moving it out according
to CO concentration level, even with a low-risk considered
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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
(n=20) and Isoflurane (n=20) was studied, investigating
the presence of COHb. In all the cases a FiO2=1.0 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 02 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 Espinosa?, Irma Lopresti?, Monica Paez? and
Emma Vera*

! Hospital Cipolletti, Rio Negro, Argentina % Hospital Centenario,
Neuquen, Argentian 3 Consultorio PAMI, Cutral Co and “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 4 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

Asly Demirl, Bahar Aydynly?, Biipra Tezcan3,
Perihan Ugar* and Asly Donmez>

1 zaslidem@yahoo.com 2 drbahar2003@yahoo.com
3 busraytezcan@yahoo.com “dr_elf42@hotmail.com
> 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 4-37°C. 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 YV 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 23.184+1.13°C, and 7.33+0.08, and
17.7143.09°C, 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
(p=0.043). 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 Guptal, Shigufta Qazi?,
Devdas Divekarl, Mohamad Ommid?2 and
Rajat Arora?l

1 Dept. of Anaesthesiology & Critical Care, Rural Medical College,
Loni, Maharashtra India and 2 Dept. of Anaesthesiology & Critical
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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
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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 N20 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 studys3.

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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A Study of Inhalation 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 0.10.5% 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, Sp02, 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 Fal¢do

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
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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
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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



Abstracts presented at WFSA

BJA

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 1JV 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 cTnl 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

Table 1. Pre-operative characteristics of patients

Survived (n=520) Died (n=42) P-value

Age 59 (13.5) 62 (13.7) 0.57
Male gender 332 (63.8%) 23  (54.8%) 0.25
Supra-inguinal 50 (9.6%) 10 (23.8%) 0.01
vascular surgery

Diabetes mellitus 224 (43.1%) 20 (47.6%) 0.63
Congestive Cardiac 28 (5.4%) 5 (11.9%) 0.09
Failure

Ischaemic Heart 198 (38.1%) 18  (42.9%) 0.62
Disease

Cerebrovascular 140 (26.9%) 5 (11.9%) 0.04
Accident

Creatinine 12 (2.3%) 6 (14.3%) 0.001
>177 pmol/L

Elevated 43 (8.3%) 11 (26.2%) 0.001

preoperative cTnl

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

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

0Odds ratio 95%confidence P-value Univariate

interval analysis
RCRI 13 0.95-1.7 0.10
Preoperative cTnI 3.9 1.8-8.4  <0.001
Adjusted RCRI 11 09-15 0.37
Preoperative cTnl 3.6 1.6-79 0.001
Multivariate 3.9 1.8-8.4  <0.001
analysis

Preoperative cTnl

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 cTnl,
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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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 Tridn-
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
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affects of prolonged
cholecystectomy.

fasting in  videolaparoscopic
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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 (n=160). Patients were requested to
report any dizziness 1 min immediately after injection with
0.25 png/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 (57.3429.7vs. 88.8 +58 ug;
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 Breyer?!, Gerald Dubowitz?,
Sharon Mpumwire3 and Arthur Kwizera*

! 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

“ 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 Lopez 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 4 21.34 minutes which was sig-
nificantly higher in group 2: 59.08+15.34 minutes
(p=0.013), 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 (p=0.003), the recovery
of TOF to 70% in group 1 was 92.00 4 20.42 minutes, which
was greater than in group 2 to 85.00+16.65 minutes
(p=0.05), 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 (p=0.01).

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, BYS, TOF monitorization were
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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
2-3mg/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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The incidence of heparin resistance,
andtreatment strategies in patients
undergoing open heart surgery: A
retrospective study
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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 (n=305) or twice (n=54). 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, Inés Carvalho and Patricia 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 ng). 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,
Londono Parra Marta, Ruiz Talaero Juan José and
Esparza Minana 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-
Sapien® 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 ®valve
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
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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
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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 (p=0.009). The micronucleus frequency of anesthesia
workers (doctors and technicians) were significantly higher
than those of control group (p=0.034). In the non-smoking
operating room group micronucleus incidence was higher
than non-smoking control group (p=0.007). 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 Navigator® 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 7-10ng/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 (Sa02), 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 Navigator® 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 Navigator® 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,
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targeted to ensure a SE<60, was stopped after skin dressing.
BP, HR, oxygen saturation (5a02), 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 Navigator® 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 Lagjili, 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 1=65,
2%; ASA 2=34, 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.

RX thorax 8,7% 1282 DT
ECG 5,2% 345 DT
NFS 6,2% 720 DT
P 4,1% 248 DT
TCA 2,1% 120 DT
Ionogramme 7,2% 515 DT
Créat 10,2% 620 DT
Urée 6,8% 120 DT
GS 4,6% 70 DT
Glycémie 20,2% 240 DT

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.

References
1 Roizen MF. Preoperative evaluation. In: Miller RD (ed): Anesthesia,3
ed. New York: Churchill Livingstone, 1990:743-72.

2 Roizen MF. More preoperative assessment by physicians andless by
laboratory tests. N Engl J Med 2000;342:204.

3 Mancuso CA. Impact of new guidelines on physicians’ ordering of
preoperative tests. J Gen Intern Med 1999; 14:166 + 172.

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 reanimacién 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
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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
glidescope® intubation

Ana Pires, Inmaculada Gordillo and
Jodo Pimentel

Centro Hospitalar Lisboa Ocidental, Lisboa, Portugal

Introduction: The GlideScope® 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
GlideScope®. 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-
cope® 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 GlideScope® 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,
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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 GlideScope® 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+Kk)
5.44 3.92 Maximum amplitude (MA) 48.83 53.77 Clot forma-
tion rate (d) 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.
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Paper No: 1255.0

Assessment of risk for burnout syndrome in
residents of a private hospital in Sao Paulo

Isabel Oliveira, Claudia Simoes,
Fernanda Ferraz de S4, Cassio Menezes and
Enis Silva

Hospital Sirio Libanés, Sdo 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 Simoées, Maria José Carvalho,
Carmona Ludhmila, Abrahdo Hajjar,

Filomena Regina, Barbosa Gallas and

Julia Tizue Fukushima

Instituto do Cdncer do Estado de Sdo Paulo - ICESP/ FMUSP, Sdo
Paulo, Brasil
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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, ureq,
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; P=.07) and Porths-
mouth POSSUM (relative risk, 0,43; P=.0007) didnt equally
correspond to ASA predicted perioperative mortality. All eval-
uated scores didnt 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.

References
1 Saklad M. Grading of patients for surgical procedures. Anesthesi-
ology. 1941; 2: 281-285.

2 Copeland GP, Jones D, Walters M. POSSUM: a scoring system for
surgical audit. Br J Surg. 1991; 78: 355-360.



Abstracts presented at WFSA

BJA

Paper No: 1275.0

Thoracic paravertebral block (PVB) and
thoracic epidural (TE): analysis of pos
operatory pain after thoracotomy

Mercés Lobo, Isabel Ribeiro, Irene Castro and
Rui Valente

Instituto Portugués 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-
gués 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:Ropivacaina 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 ropivacaina 0,2%, lidocain, 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 Omin, 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 Castroman

Catedra De Anestesiologia. 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 (n=13) received
lidocaine 2% bolus injection (1.5mg/kg) followed by a con-
tinuous i/v infusion at 1.5mg/kg/h. The infusion was
stopped once skin closure was finished. The control group
(n=10) 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 44,1 versus 8,5+ 2,0), in
the first 30 minutes (4,54 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 (5,14+3,6 versus
9,6 +2,5mq). 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 4 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 (62,3 425
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 Akeson

Lund University, Skane 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 (St02) 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 St02 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 St02 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, St02, 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.



Abstracts presented at WFSA

BJA

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 4+ 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
value=0.01) with NRS value 4.96+1.23in the placebo
group, 8.5040.88 in the opium group and 9.52+40.65 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(p=0.042).

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
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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 N® 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
t030%). 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.

MRI Date Date Dural Sac Image

Surgery Surgery

08/08/1995 Pre-Surgery  L4-L5 &L5-S1  1.2cm  Figure 1

Dx: HNP

06/16/1997 10/21/1996  Discectomy 1.7cm  Figure 2
x2

06/16/1998 12/02/1997  Exploration & 1.9 cm Figure 3
Laminotomy
x2

10/03/2000 06/08/1999  Removal of 2.1cm Figure 4
Hardware

07/18/2001 02/21/2001  Implantation 2.9 cm  Figure 5q,
of cages 5b
L5-S1

05/04/2004 03/04/2003  Implantation  3.2cm  Figure 6
of Pedicular
Screws

Discussion: Gradual postoperative dilatation of the distal
dural sac not only produces moderate to severe sacral and
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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 (n=7) a smaller dose (<1 gm/hr) was given
than in group 2 (n=5) (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 4 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 pg 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. 413452 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 1="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 (p=0.0807), and it did not mediate pain per-
ception at 0, 24, and 48 hours (p=0.3239). 28% of patients
reported prior negative outcomes, with high anxiety patients
being more likely to report these (p=0.0024). High anxiety
patients also reported higher absolute pain scores at all inter-
vals (p=0.02, <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.
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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
(N=61) 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; n=14), allogeneic blood products (allogeneics group;
n=32), or fibrinogen concentrate followed by allogeneic
blood products (FC+allogeneics; n=15). 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 (ROTEM®-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 (p=0.02) and Group P2 (p=0.01)]. 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 (p=0.053). 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
(p=0.013) and Group P2 (p=0.042). 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?, Lisa Akelisi-Yockopua?,
Harry Ageeling3 and Joseph Goswami*

! Department of Anaesthesia Port Moresby Hospital, 2 Dept
Anaesthesia, Frankston Hospital, Frankston, 3 Victoria, Australia
Department of Anaesthesia Port Moresby Hospital, “ 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 =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 = 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.

References

1 Turhanoglu S, Kurarmaz A, Ozyilmaz MA, Kaya S, Tok D.
“Effects of different doses of oral ketamine for premedication of
children”. European Journal of Anaesthesiology. 2003 Jan; 20(1):
56-60

2 Darlong V, Shende D, Subramanyam MS, Sunder R, Naik A.
Oral ketamine or midazolam or low dose combination for pre-
medication in children. Anaesth Intensive Care. 2004 Apr; 32(2):
246-9

3 Sekerci C, Donmez A, Ates Y, Okten F. “Oral ketamine
premedication in children (placebo controlled double-blind
study)”. European Journal of Anaesthesiology. 1996 Nov; 13(6):
606-11

4 Gustein HB, Kirsten LJ, Heard HB. Oral ketamine preanaesthetic
medication in children. Anaesthesiology 1992; 76:28-33.

5 Kulkarni JA. Oral ketamine for premedication in Children. Bombay
Hospital Journal 2003, July; 45(3) 6.

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
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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-18 - 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! and Kateryna Dmytriieva?

1Vinnitsa 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 0.05mg/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! and R. Scott Dingeman?2

1 University of Illinois Medical Center at Chicago, 2 Children’s
Hospital Boston and Harvard Medical School
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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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Quality evaluation of Rocuronium bromide
during tracheal intubation in pediatric
patients with heart diseases less than

6 months
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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 patients
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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Paper No: 137.00

Internal jugular venous canalization by
anterior right access for the anesthetic
management of pediatric patients with
heart diseases

Junior Lima?l, Manuel Lima?, Abel Facenda3,
Antolin Romero3 and Jacqueline Barrial3

1 Cardiocentro Pediatrico William Soler. La Habana. Cuba,
2 Hosapital Leoplodito Martinez. Mayabeque. Cuba, 3 Cardiocentro
Pediatrico William Soler. La Habana

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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Web-site information: 47% Written information: 17%

Operation-room visit: 14%

No need for additive information: 22%

Paper No: 154.00

Calculating dose of sugammadex in obese
male children undergoing minor urological
procedures

NikolaosNoulas?, GiorgosLoukas 2, DMaliamanis?,
D Skodis 2 and Savas Stokidis 2

! 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 0O2/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 =11, according to IBW), or Sugammadex 2mg/
kg (n =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=11) Group IBW (nh=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,
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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 Loof, Ulf Lindsten and Per-Arne Lonnqvist

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
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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 =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 = 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

KarenRussi-Garcia® and Daniel RiveraTocancipa?

! 3rd year Anesthesia Resident - South-Colombian University -
Neiva - Colombia, ? Anesthesia Programe Director -
South-Colombian

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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Paper No: 269.00

Pre-operative airway assessment
in pediatric patients

Nosheela Rafique! and Fauzia Khan?

 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:

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

o 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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Previous exposure to anesthesia and
autism spectrum disorder (ASD): a puerto
rican population-based cohort study
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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/quardians distribu-
ted in two groups: ASD = 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 = 193, p = 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 = 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 = 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 = 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 = 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
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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 = 0.008 and 0.001
respectively), and no difference was found between magne-
sium and lidocaine groups regarding laryngospasm (PV =
0.493). The plasma magnesium concentrations were signifi-
cantly higher in magnesium group than two another
groups (PV = 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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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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Paper No: 338.00

A Comparative Study of Fentanyl and
Alfentanyl in maintaining hemodynamic
cardiovascular stability among Chinese
Pediatric Patients undergoing general
anaesthesia
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Introduction: Fentanyl,an opioid anesthetic with strong
agonist action at p-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 4 1.7years, ASA?-??,undergoing general anes-
thesia were recruited. They were randomly divided in two
groups. Group A (24n) received fentanyl 1.5 pg/kg while
group B (24n) received alfentanyl 1.5 png/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(02)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.
744+ 30sec, 95%CI 1.542-2.781, P 0.02) and pulse
(524+34sec vs. 108448, 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 wg/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
(0,6ma/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?, Yashar Nasiri Moghaddam 1,
AlirezaMahdavi?, Sajjad Razavi3 and RozaAlikhani“

1 Resident of Anesthesiology, Mofid Pediatric Hospital, Tehran,
Iran, % Anesthesiologist, Mofid Pediatric Hospital, Tehran, Iran,
3 Anesthesiologist and Director of the Pediatric Intensive,
“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.
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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?, Stephen Gillaspy?,
Mohanad Shukry !, Marte Martinez?® and
Jorge Curel

1 The University of Oklahoma Health Sciences Center, Deparment
of Anesthesiology, ? 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.
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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 A«ReamberinA»,
produced by OO0 “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 A«Reamber-
inA» 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 G€ceReambering€, 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/TO) 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/TO HL
in 9 patients returned to their original performance or
increased. In 1 patient T/TO HL continued to decline. Taking
the values of estimated parameters before the G€ceReam-
berinG€ 100%, after its introduction, to get T/TO - 85,46
A+ 153 (p<0.05) and 103,94 A+ 19,5 (p < 0.05), and
for I/I0 - 100,8 A+ 12,9 and 99,42 A+ 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/TO, 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?, Patricia Cisternas?,
Fernando Yévenes?, Ricardo Bartel? and
Carlos Alarcon?

1 Clinica Davila, 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=3.1;95% CI=1.01-9.39, p = 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
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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-111. 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
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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 = 0.22) at
30 min (p = 1) and one hour (p = 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 = 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
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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, Karsten Skovgaard Olsen?,
Lene Kilmosel, Anne Gert Jensen! and
Anne Gert Jensen?

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
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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 al-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
58421 days, BSA 0.21+0.02m2, tuC during CPB -
27.2 +1.51C, time of ischemia was 65.8 + 4.5min, time CPB
- 8444 min; MUF had performed in 15% cases. In both
groups anesthesia was induced with Sevorane® 1.7-2.1
MAC, rocuronium bromid 0.5-0.7mgkg-1; maintenance
of anesthesia was 1.5-2.1 MAC Sevorane®; maintenance of
anesthesia during CPB (200 ml/kg/min Terumo® Advanced
Perfusion System 1) was 1.0-1.3 MAC Sevorane® and con-
tinuous infusion of Fenthanyl 3-10 p.g kg-1h-1; Volatile anes-
thetic was delivered into oxygenator in composition of gas
mixture. We used antegrade cardioplegia Custodiol® 40 ml/
kg. In Urapidil group (n=20) we used single bolus of
al-adrenoreceptor antagonist in dosage 1mg/kg at the be-
ginning of CPB to maintain perfusion pressure within
35 mmHg. In control group (n = 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
4.2423mmol/l vs. 6.1542.2 mmol/l (p > 0.05); glucose
level was higher in control group 9.34 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 Ima 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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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 Tocancipd,
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 Tocancipa
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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
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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
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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 lévobupivacaine (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 ng/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 pg/kg and 12.7 ng/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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Sodium Nitroprusside Is Not Associated
with Metabolic Acidosis During
Intraoperative Infusion in Children
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1 Stanford University, Stanford, CA, USA? 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 mEg/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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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 Pearsonijs 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 Dominguez, Clara Gallego Ismael,
Acevedo Jesus Burgos and Maria 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 68°. 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
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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?, Ferndndo Villayandre?,

Herndn Colman?, Miren Madariaga? and
Maximiliano Ago*
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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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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 symptomes.
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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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 Twinl 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. Twinl
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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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:
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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
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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 ininfants. 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
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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
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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=39] or an
equivalent volume of saline 0.9% [n = 38] during induction

of anesthesia with sevoflurane. After priming of the anes-
thetic circuit with sevoflurane 8% in 2:1 N20:02 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
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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, 7.24 3.0 years). Surgery
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included scleroplastic operationsin 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 = escape
volume x 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 H20, Sp02 - 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 4 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+ 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 & 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
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Introduction: In patients with restricted mouth opening, in-
tubation can usually be achieved by the nasal route. Unfor-
tunately, in some patients, nasal intubation s
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 Nifos 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 70°-90° 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
IV 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
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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.

Reference

1 Radpay B, whole lung lavage for treating a pediatric case of Pap,
Mazandaran Med. J 1997;, 3;233-237.

Paper No: 1060.0

Is infusion of glucose necessary
in the operatory?

Roxana Ivon Rios Moral,
Abel Marcelo Moncada Alcon? and
Veronica Curcuy?!

1 Hospital del Nifo, 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 105mg/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! and Meenu Batra?

L 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 = 0.002). Post-
operative ibuprofen requirement was also significantly less
in group G (16/58) as compared to group P (38/65) (p =
0.001). Incidence of OCR was less in group G 33/58 (56.9%)
as compared to group P 41/65 (63.1%) (p = 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 = 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
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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.

References

1 Galinkin JL, et al. Anesthesiology 2000; 93:1378-83.
2 Cravero J, et al. Paediatr Anaesth 2000; 10:419-24.
3 Bayindir O, et al. J Cardiothorac Vasc Anesth 2000; 14:288-92.

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 N20/O2. A lombar
epidural catheter was placed, with administration of Ropiva-
caine 50 mg and Sufentanil 4 png. 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 900S). 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

Jose Antonio Lopez Gil?, Pablo Cuesta?,
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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 cmH20. The mean positive
pressure needed to achieve a tidal volume of 8 ml/kg was
14,8 +/- 3 cmH20, with a plateau pressure of 10,8 +/- 2,6
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c¢cmH20. 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
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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
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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 =
15) to receive the following in a single shot caudal
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administration before surgery: Group B: control group (Bupi-
vacaine 0, 25%) 2, 5mg/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=0,002) and in Clonidine group
(0,53; P =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 = 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 4+ 11,1 mg/kg (P = 0,004)
and Clonidine -Bupivacaine group 12 4+ 15 mg/kg (P = 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
orthopaedic procedures
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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 =
21) anaesthesied with Ketamine/Midazolam, and group B
(n = 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 = 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 -0,4mgkg -1 and Propofol
0,2 mgkg -1 . The patients were monitored noninvasively
(BP, pulse, Sp02), 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 Oliveiral, Celina Gomes?,
Filomena Farinha2 and Fernanda Barros 2

! Hospital de Braga, Braga, Portugal, 2 Hospital de Sdo Jodo, 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
1V 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 abnormailities, 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.

References

1 Journal of Clinical Anesthesia 2008; 20: 304-306.
2 Pediatric Anesthesia 2007; 17:(4), 396-398.

ii377



BJA

Abstracts presented at WFSA

Paper No: 1272.0

Modification of the Predicted Difficult
Airway Algorithm using AIRTRAQ
laringoscope

Sebastian Utrero!, Jose Lopez?, Carlos Munoz?,
Jose Maria Berrotaran! and Roque Company?

! 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
Airtraq® 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
Airtrag. 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 Airtraq®, second option, flexible
bronchoscopy, third option, Supragloticc devices (both
laryngeal mask or laryngeal tube if recue was necessary)
Inhalatory induction was performed with Sevorane® 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 Airtraq®

Conclusions: Airtraq®™ 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
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Mercés Lobo, instituto Portugués, 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,
ASAIIl 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
IT 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?!, Mercés Lobo?, Luis Cobrado?! and
Bessa Teresa'l

! Hospital de S. Jodo, EPE, Porto, Portugal, 2 Instituto Portugués 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.
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Pharmacokinetics of oromucosal
midazolam hydrochloride in children
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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 =0.55) and weight (r2 = 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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A Neonate with Pierre Robin Sequence and
Stickler Syndrome

Cecilia Pefia 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
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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 02 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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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
(PFTC<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 4 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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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 743 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 developers
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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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
shows the corresponding graphic showing in grey the References

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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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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Cook exchange catheter in difficult airway
extubation
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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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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. A