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Wednesday   13th September 2006

· 08.30 Trade stand set up 

· 09.00 Registration

· 09.30  Welcome Address

“In Praise of Dartford” Dr Raman Madan

Welcome Note:  Dr Mike Twohig SETSA President

Chairperson Dr. Raman Madan

· 09.45 Carotid Surgery: Present Trends, Local or General Anaesthesia 

 Mr.Andrew McIrvine/Dr.Hansa Patel Consultants DVH

· 10.15 The changing NHS and it’s effect on Anaesthesia      Dr. Robin Evans Consultant Anaesthetist DVH

· 10. 45 Regional  Anaesthesia: Complications and Updates                 Dr. Argyris Skalimis Consultant Anaesthetist DVH

11.15 TEA/COFFEE

 Chairperson Dr. Robin Evans

· 11.45 Antiplatelet therapy after coronary stenting and its impact on non cardiac Surgery

 Dr.Mike Protopapas Consultant Anaesthetist DVH

· 12.15 M icrobes in the ITU                                                      Dr. Armando Gonzalez Consultant Microbiologist DVH

· 12.45 Quick Quiz

Dr. Raman Madan

· 13.00 LUNCH and SETSA Committee Meeting

Chairperson Dr. Argyris Skalimis

· 14.00 Trainees Prize Presentations.

· 15.30 TEA

Chairperson Dr. Raman Madan

· 15:45 More Prize Presentations

· 16.30 Radiology relevant to Anaesthetists and Intensivists

Dr. David Allan Consultant Radiologist DVH

· 17:00 Presentation of Prizes and Close of Meeting

( Poster Presentations will be displayed throughout the day

ABSTRACTS/ SUMMARIES

OF

ORAL/POSTER

PRESENTATIONS

CAROTID ENDARTERECTOMY IN A DGH

Andrew McIRVINE FRCS  Hansi PATEL FRCA

We will present our experience of 76 cases since Jan 2004. From that time we started carrying out this procedure mainly under local anaesthetic with minimal monitoring. Initially we used cervical plexus blocks but now use simple local anaesthetic infiltration. This technique appears to have significant advantages and seems to be well tolerated by patients. It removes the necessity for expensive and possibly ineffective methods of cerebral monitoring such as EEG and TCD. We have dramatically reduced the use of shunts. We have probably reduced hospital stay – the great majority being discharged on the post-operative day

 During this time we have only had to convert 3 cases to full GA. There have been no serious neurological or other complications. We have had one CVA, but in a case where a primary GA was used.

We will present the current evidence for use of LA, the differences in technique, and finally, for the future, details of the GALA trial. 

Ref: Local versus general anaesthesia for carotid endarterectomy.
C Tangkanakul, C Counsell, C Warlow - ncbi.nlm.nih.gov 
Local versus general anaesthesia for carotid endarterectomy ... with recently symptomatic,
severe carotid artery stenosis ... 1995) and World Journal of Surgery (1978 to ... 
Cited by 17 - Related Articles - Cached - Web Search
THE FUTURE OF ANAESTHETIC SERVICES IN A

DISTRICT GENERAL HOSPITAL

Dr Robin Evans, Consultant Anaesthetist, Darent Valley Hospital
ARMAGEDDON OR CONSTRUCTIVE CHAOS
Why is there so much change?

Historical Perspective

Service Reconfigurations

Training the workforce

Harsh Realities

Regional Anaesthesia: Updates and Complications

Argyris Skalimis

 Consultant Anaesthetist, Darent Valley Hospital

Regional Anaesthesia has got a history of almost 120 years. There is an impression that things keep on changing, but what is really new in the way  we consider a regional anaesthetic intervention?

In practice, has our approach to the spinal really changed? Would we really consider the use of spinal anaesthesia in day case surgery? What is the current evidence, and why a unilateral spinal could be an ideal peripheral nerve block?

It may be very rare, but disaster can happen when we give high doses of Local Anaesthetics either in epidurals or peripheral blocks. Could local anaesthetic toxicity be a matter of the past?

How can we increase the success rate of a peripheral nerve block and minimise the risk of complications? And mentioning complications are there ways to prevent them, as well as quantify them.

This is going to be a presentation that doesn’t go into depth regarding newer developments in regional anaesthesia, but it instigates thoughts about its place in day to day anaesthetic practice by reviewing the trends with an aim to provide a safe and quality service for our patients.

References:

1.A T Gray Ultrasound-guided Regional Anesthesia. Anesthesiology 2006; 104:368-73

2. K S Kuusniemi et al. Restricted spinal anaesthesia for ambulatory surgery: a pilot study. Eur J Anaesth 1999; 16:2-6

3. W F Urmey at al. Spinal Anaesthesia for outpatient surgery. Best Prac Res Clin. Anaesthesiol. 2003; 17(3):335-46

4. ASRA consensus statement. Regional Anesthesia in the anticoagulated patient- defining the risks. Reg Anesth Pain Med 2003:28: 172-97

5. Weinberg G. Lipid infusion resuscitation for local anesthetic toxicity: proof of clinical efficacy. Anesthesiology 2006;105:7-8.
6. Williams et al. Ultrasound Guidance Speeds Execution and Improves the Quality of Supraclavicular Block Anesth Analg.2003; 97: 1518-1523

Antiplatelet therapy after coronary stenting and its impact on non cardiac surgery

Dr.Michael Protopapas, Consultant Anaesthetist

Darent Valley Hospital, Dartford

The incidence of coronary artery disease in the western population is high and on the increase. The first balloon angioplasty was performed in 1977 by Andreas Gruntzig in Zurich and the first coronary stent was inserted by Sigwart and colleagues in Lausanne nine years later. 

Since then the developments in stent technology and the clinical success of the technique means that currently 2 million angioplasties are performed worldwide each year. Stents are placed in 90% of all percutaneous coronary interventions.

Any percutaneous coronary intervention causes trauma to the vessel wall and renders the endoluminal surface thrombogenic. Adjunctive antiplatelet medication is therefore a crucial part of the prevention of local coronary thrombosis. The recommended antiplatelet regime depends on the type of stent inserted.

Anaesthetists will increasingly come across patients with coronary stents who are scheduled for surgery and will need to have a plan of management with regard to the antiplatelet regime.

The other clinical question one will have to address is whether patients who are found to have significant coronary artery disease preoperatively should have a revascularisation procedure carried out before the intended operation.

During this presentation the above issues will be discussed in the light of current evidence.  

References

P.G.Chassot et al.  Preoperative evaluation of patients with, or at risk of, coronary artery disease undergoing non-cardiac surgery. British Journal of Anaesthesia 89 (5): 747-59 (2002)   

C.Marcucci et al. Fatal myocardial infarction after lung resection in a patient with prophylactic preoperative coronary stenting. British Journal of Anaesthesia 92 (5): 743-7 (2004)

Martin n.Vicenzi et al. Coronary artery stenting before Noncardiac surgery: More threat than safety. Anaesthesiology, Vol 94, No 2, Feb 2001

Edward O. McFalls et al. Coronary artery revascularisation before elective major vascular surgery. N Engl J Med Vol 351 No 27 Dec 30, 2004

MICROBES IN THE ITU

Armando Gonzalez, Consultant Microbiologist, Darent Valley Hospital

Patients in ITU are at high risk of suffering hospital acquired infections caused by a variety of highly resistant micro-organisms. Optimal diagnosis and treatment of such infections require a systematic diagnostic approach and rational use of antibiotics in order to minimize the development of antibiotic resistance. Antibiotic use should be guided by locally agreed antibiotic policies. Strategies to avoid antibiotic resistance will be discussed.

Ref: Shibl AM et al. Managing antibiotic resistance. What works in the hospital. In: A guide to infection control in the hospital. Eds. Wenzel RP, Brewer T and Butzler JP. International Soc. of Infectious Diseases, 2004 p. 69-74.

RADIOLOGY RELEVANT TO ANAESTHETISTS AND INTENSIVISTS

Dr David Allan, Consultant Radiologist, Darent Valley Hospital
Anaesthetists commonly interact with the radiology department when patients have to be sedated or ventilated in order to get diagnostic images. This presentation demonstrates some of the conditions which are diagnosed in such situations.

Title:       A Review of 45 Patients Undergoing PPH under Spinal Anaesthesia 

    as Day Cases (PPH - Procedure for Prolapse and Haemorrhoids)

Authors: Dr. S. Bagchi, Dr. J.Vroemen, Mr. P. Basnyat, Dr. Chi Davies 

Introduction: Haemorrhoidectomies are known in the community as intensely painful and “messy” procedure. The use of stapling gun has improved the surgical technique. Adding the advantadges of spinal anaesthesia to it has revolutionised the whole patient care and outcome in PPH surgeries.

Aim: To evaluate whether spinal anaesthetics can be done in day surgery for PPH with patients in prone position.

Material and Methods: 45 Patients (male 32 and female 13) were scheduled for PPH had spinal anaesthesia for the procedure. The patients were relatively elderly with a mean age of 61.11 years (Range 36 years to 87years) with various co morbidities. The co morbidities were cardiac, respiratory, gastrointestinal, endocrine and renal. One of the patients had chronic hepatic failure.

All patients had heavy bupivacaine either in sitting or lateral position. (6.6%) using a 25G pencil point needle. 37 of 45 patients (82%) had fentanyl added to the spinal anaesthetic. The total volume of anaesthetic mixtures given intrathecally varied between anaesthetists from 3 ml to 1.25 ml. but a general trend was noticed that lesser volumes were used with time. 

All the patients were haemodynamically stable and comfortable during the procedure with 7 patients only asked for sedation.  All patients were operated on in prone position.         

In the post operative period the patients were assessed for pain (VAS scale of 0-10), sickness (a four point scale), sensation in legs, passing of urine, standing unaided and discharge time from hospital.

Results: 20 of 45 patients (44.4%) were discharged within 4 hrs, 15 patients (33.3) were discharged within 4-6 hrs, 4 patients were discharged after 6-8 hrs of surgery and only 6 patients (13.3%) were readmitted. The largest group of readmissions (3 patients) were due to non medical reasons like problems with hospital transport and late finish. 1 patient was admitted for bleeding and 2 patients had anaesthetic reasons- 1 patient had impaired leg sensation and 1 patient had urinary retention.  

All the patients (45) were followed up next day over telephone and asked about their well being, problems and experience.84.6 % patients were satisfied with the experience. 6(15.3%) patients were not satisfied mostly due to pain (3 patients had pain), 2 patients had problem with bleeding and 1 patient was not comfortable in lying prone.  

Conclusion:  Low Subarachnoid block can be used successfully in day surgery to improve clinical outcome and enhance patient satisfaction.

GUIDELINES FOR THE INTER AND INTRAHOSPITAL TRANSFER OF THE CRITICALLY ILL ADULT.

Dr S King,  Dr S. Bruemmer-Smith, Mr A. McKay. Guy’s and St Thomas’ NHS Foundation Trust

INTRODUCTION: Over 11000 critically ill patients are transferred in the UK per year. These patients are at increased risk of morbidity and mortality during transport. Adverse events have been reported in up to 70% of transfers. When removing patients from the stable environment of a critical care area the same level of preparation and care is required for both inter and intrahospital transfers. The development and adherence to guidelines can reduce potential complications. 

METHOD: At Guy’s and St. Thomas’ NHS foundation trust over 450 inter and intrahospital transfers were carried out between April 2005 and March 2006.   A multidisciplinary transport group with representatives from all critical care areas including ICU, HDU, A&E and Anaesthetics was set up in 2005 by Anthony McKay to develop and provide transfer guidelines, education, equipment bags and trolleys, documentation and audit. 

Following review of the current literature and intercollegiate guidelines inter and intrahospital transfer guidelines were developed relating to personnel, monitoring, equipment and transport. These will be presented. Also a generic transfer form has been devised to aid communication and documentation (see diagram). We aim to produce these in carbon copy format to allow a duplicate to be kept for audit purposes. 

DISCUSSION: All acute NHS hospitals must be able to resuscitate, stabilise and transfer critically ill patients. The Intensive Care Society recommends standard documentation across networks which could be achieved using the work performed by our group. 

REFERENCES:

1. Intensive Care Society. Guidelines for the transport of the Critically Ill Adult. 2002

2. AAGBI Recommendations for the safe transfer of patients with brain injury 2006 (and 1996)

Guidelines for the inter- and intrahospital transport of critically ill patients. Crit Care Med 2004 Vol. 32 No. 1 pp257-262

An audit of ultrasound guided brachial plexus block and general Anaesthesia of postoperative characteristics after upper limb surgery

C.N.Prasad (SHO, anaesthetics), Rafael Blanco (Consultant Anaesthetist)

Department of Anaesthesia, University Hospital,                                                                                                            

Lewisham.

Introduction:

The key requirement for a successful regional block is to ensure optimal distribution of regional anaesthetic around the nerves, which is effectively achieved under sonographic visualization. Understanding of anatomical sonography has helped ultrasound technology in conducting regional blocks, providing the advantage of performing the blocks under direct visualization of the structures. Studies have shown that ultrasound guided blocks offer improved quality and duration of  block. Injury to adjacent structures, inadvertent intravascular injections of the local anaesthetic and painful contractions upon nerve stimulation are avoided.1 

Aims and Methods:

We decided to investigate that if there was a reliable and successful block, whether it would lead to improved postoperative conditions with respect to: a) duration in recovery room, b) analgesia, and c) PONV and compared it with general Anaesthesia. We also compared the costs arising from the postoperative care.

      Data of 53 patients who underwent upper limb surgery under ultrasound guided regional blocks or general anaesthesia was collected. All the blocks were performed under Sonosite ultrasound machine guidance with special sheathed needle and either bupivacaine or ropivacaine. Patient’s age, sex, BMI, duration in recovery room, type of pain relief measures, antiemetic treatment measures were noted. 

Results:
                                    
[image: image10.jpg]


        

Discussion:  

The presence of a reliable and successful block reduced PONV, postoperative requirements of opioids and PONV, and shortened recovery stay. >70% of patients with regional blocks required only paracetamol and NSAIDS for pain relief. 97% of patients with RA did not require rescue analgesia and consequently spent less time in recovery room (30mins vs 55mins with GA). Patients with RA required significantly less morphine in 24 hours and 78% of patients with RA did not require antiemetic treatment.

The total cost of analgesics and antiemetic treatment in RA group (n=41) was  £274 compared to £245 in GA group (n=12).

Conclusion:  

We conclude that the use of ultrasound guidance for regional blocks improves the quality of the blocks, avoids complications and thus significantly improves outcomes.

It is therefore justified to expect anaesthetists to acquire the skills to use ultrasound guidance and we recommend that training be given to acquire the skills in clinical practice.

Reference: 

1) P.Marhofer et al. Ultrasound guidance for infraclavicular brachial plexus anaesthesia in children. Anaesthesia, volume 59, page542, July 2004

National fellowships & research posts for SpRs in Anaesthetics – a one year overview

MKP Prasanna, SpR Anaesthetics, Dartford and Gravesham NHS Trust

Introduction 

The Royal College of Anaesthetists recommends minimum standards of knowledge and skills to be achieved by SHOs and Specialist Registrars in anaesthesia.1

In order to achieve competence and the necessary experience, various training modules and fellowships in anaesthetics have been created at local, regional and national levels.

These fellowships help the individual and the organisation in gaining sub-specialty expertise and promoting anaesthetics-related scientific research.1  

The purpose of this study was to determine how many nationally advertised training positions were offered in the various sub-specialties to SpRs in Anaesthesia.

Methods

Medical recruitment and advertising media i.e. BMJ careers2, NHS jobs website2 and Hospital Doctor2 were searched for hospital appointments in anaesthesia in the UK. Posts advertised as registrar, SpR, senior registrar, clinical fellow, research fellow, lecturer, clinical assistant and non-graded/ other over a period of 1 year between 01 July 2005 and 30 June 2006 were identified. Re-advertisements were ignored in this study

Results

127 posts suitable for SpR sub-specialty training were offered in the one year period.

Of these 62% of the posts were in Intensive care Medicine, Cardiothoracic Anaesthesia and Paediatric Intensive Care (about 20% in each).

10% of the posts offered were in Paediatric Anaesthesia and only about 3% were positions with an interest in academic anaesthesia.

Also, 7% (9) of the posts which were identified had difficult airway as the main interest. 6 of these offered medical simulation experience and training.
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Conclusion

The results show a higher proportion of intensive care & paediatric intensive care posts which could reflect the trend towards separate service provision in these areas.

Opportunities for sub-specialty training may be restricted because of resource constraints and decisions about priorities, and limitations on the number of training opportunities.3
The Academic Subcommittee of Modernising Medical Careers and UK Clinical Research Collaboration aims to improve the academic career prospects for medically qualified researchers and educationalists in the United Kingdom by introducing Academic Clinical Fellowships. 

However it is foreseen that the demand for these training fellowships and research positions will be high, with the shortened duration of training leading to CCT.

References

1. The CCST in Anaesthesia III & IV:  Competency based SpR training, Royal College of Anaesthetists, London. April 2003

2. www.bmjcareers.com, www.jobs.nhs.uk, www.hospital-doctor.net
3. Sub-specialty training guidance, West Midlands Deanery 

Implementation of tight glucose control for post-operative cardiac  surgical patients.

Dr Praveen Prassana, SHO Anaesthetist,
Dr Nevil Hutchinson, Consultant Anaesthetist, Royal Sussex County Hospital, Brighton., Brighton and Sussex University Hospitals Trust

High plasma glucose concentrations  can result from factors such as insulin inadequacy, physiological stress or both. Tight control of perioperative plasma glucose concentration reduces the incidence of postoperative wound infections. In diabetic cardiac surgical patients tight glycaemic control decreases inotrope requirements postoperatively and reduces time to discharge from Level 2 care. Studies in intensive care patients and diabetic patients with acute coronary syndromes show improved outcomes with tight glycaemic control. Although outcome studies have yet to be performed on non-diabetic as well as diabetic patients , there is a building consensus of opinion that tight perioperative glucose control is beneficial for all patients.

  Due to concern that our Hospital’s postoperative glycaemic control policy was sub-optimal we decided to implement a new protocol for all  cardiac surgical patients in the High Dependency Unit (HDU). 

Following a review of the literature we selected a published protocol and modified it for local circumstances . We educated staff about the importance of good glycaemic control and monitored the introduction of the new protocol. The protocol was subsequently modified twice until our staff were happy with its efficacy and safety.

  We will present a) the supporting evidence for tight glucose control b) the hypotheses about the mechanisms by which tight glycaemic control improves outcomes  c) the story of our attempts to bring about change in our management of glycaemic control  and  d) the statistically analysed results of these changes in policy on glycaemic control of our postoperative cardiac patients.

1. Furnary AP, Gao G, Grunkemeier GL, et al. Continuous insulin infusion reduces mortality in patients with diabetes undergoing coronary artery bypass grafting. J Thorac Cardiovasc Surg. 2003;125:1007–1021.

2. Lazar HL, Chipkin SR, Fitzgerald CA, Bao Y, Cabral H, Apstein CS. Tight glycemic control in diabetic coronary artery bypass graft patients improves perioperative outcomes and decreases recurrent ischemic events. Circulation 2004;109:1497–502.
3. VandenBerghe G, Wouters P. Weekers F et al.  Intensive insulin therapy ion critically ill patients. N Engl J Med. 2001; 345;1359-1367

`

Laryngeal Mask Airway: Its role in patient’s safety and 

trainee satisfaction during nasal fibreoptic intubation.

Dr. S Ramaswamy, Dr. A Chatwani, Dr. V Param, Dr. J Dasan*

King’s College Hospital, London

* Corresponding author: Dr. Jay Dasan, Consultant Anaesthetist, Anaesthetic Department, King’s College Hospital, Denmark Hill, London SE5 9RS

Nasal fibreoptic intubation in anaesthetised patients, especially when performed by trainees, may be associated with complications like prolonged apnoea, desaturation, bleeding and haemodynamic changes (1,2). As the patient safety becomes an issue, the trainees get less ‘hands on’ opportunity in anaesthetised patients to learn the anatomy and get trained in a relaxed manner. Use of laryngeal mask airway (LMA) as an aid to facilitate nasotracheal fibreoptic intubation training has been described in the literature (3). We routinely insert an LMA prior to performing nasal fibreoptic intubation in anaesthetised and paralysed patients (3). We wanted to evaluate our practice by performing a prospective observational study on 40 patients.  Nasal fibreoptic endoscopy was performed by the trainees with limited or no experience in fibreoptic intubation. The LMA was removed after the visualisation of the cuff via the fibrescope and the endotracheal tube was railroaded following the visualisation of larynx and carina. The supervising consultant, while monitoring the patient’s saturation and haemodynamic parameters, encouraged the trainees to learn the anatomy in a relaxed way without putting any time pressure. All patients were successfully intubated by the trainees. The mean nose to vocal cord (N-VC) time was 176±119.05 sec. Oxygen saturation fell to 90% for 10 seconds only in 1 patient and only 4 patients developed minor bleeding during fibrescopy. No patient had any major haemodynamic changes or trauma. All trainees felt confident and were satisfied with their learning experience. Ninety percent (36/40) of the trainees felt very relaxed, a subjective feeling similar to that while performing on a manikin. As all trainees would not have previously attended a course or practiced in manikins, we feel, LMA should be routinely used while performing nasal fibreoptic intubation in anaesthetised patients, taking patient’s safety and training needs into account.

References

1) Smith M, Crockyard A, Calder I, Isert P, Nicol ME. Oxygen saturation and cardiovascular changes during fibreoptic intubation under general anaesthesia. Anaesthesia 1992; 47: 158-61.

2) Roberts JT. Preparing to use the flexible fibreoptic laryngoscope. Journal of Clinical Anaesthesia 1991; 46: 545-8

3) Osborn NA, Jackson APF, Smith JE. The laryngeal mask airway as an aid to training in fibreoptic nasotracheal endoscopy. Anaesthesia 1998; 53: 1080-83

Summary of Results
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Audit of Perioperative Temperature Monitoring at University Hospital Lewisham - Would a protocol help?
Dr Brijesh Patel MRCP1*

Dr Michael Jennings MRCP FRCA2
1SHO Anaesthesia, St Thomas’ Hospital.
2Consultant Anaesthetist, Dept of Anaesthesia & Intensive Care, University Hospital Lewisham, Lewisham High Street, London, SE13 6LH.

*Corresponding author: E-mail: brijpatel@doctors.org.uk
Perioperative Temperature Monitoring at University Hospital Lewisham – Would a protocol help?
All health care providers are responsible for preventing hypothermia in the patient undergoing surgery. Core temperature drops significantly post induction of anaesthesia (Figure). Published research has correlated significant adverse consequences such as impaired wound healing, adverse cardiac events1, altered drug metabolism2, and coagulopathies3 with unplanned perioperative hypothermia (<36OC). Despite the availability of technology to prevent hypothermia, it remains an ongoing problem in the perioperative period. 

Objective - To ascertain whether temperature was routinely monitored and recorded perioperatively in theatre; to see if active warming methods were used routinely perioperatively; whether high risk patients were identified; if normothermia was achieved in the perioperative period; and eventually to formulate a guideline for the management of perioperative hypothermia.

Design – Prospective collection and analysis of anaesthetic charts from Main & Day surgery theatres.

Population – 95 Patients charts with 65 from Main theatres and 30 Day stay cases. Age range 5-99years(Median 50).

Results – We found that only 8% of patients had perioperative temperature being monitored in Main theatres and 0% in Day stay. Only 40% of patients received any warming method intraoperatively. 

It was noticed that active warming in combined general and regional anaesthesia was better than in either of them alone. Also, consultants were more likely to use fluid warmers. Laparotomies were warmed more than laparoscopies. 

Interestingly, the more time spent in the anaesthetic room led to more active warming although not in the anaesthetic room. 

Fluid warmer usage increased with amount of fluid administered but only 60% of cases with more than 3L administered had fluid warmed. 

Patients above 60 and female were more likely to be warmed. Only 60% of emergency cases were warmed but are still warmed more often than elective cases. 

ASA and BMI has no significant influence on warming. Postoperative recovery temperatures were monitored 86% of the time, however up to 25% of patients are too hot or too cold. 

Overall it was found that we warm more than we monitor but we do not warm enough. 15% of our patients had mild perioperative hypothermia with only 20% of these having been warmed.

Conclusions – Unplanned perioperative hypothermia is common. This audit shows that as anaesthetists we do not actively warm patients and we do not identify high risk groups. We need to ascertain whether this is poor conduct, poor provision of equipment or ignorance. We are aware that hypothermia has implications on patient morbidity and healthcare costs. Our future aim is to devise a guideline for the prevention of perioperative hypothermia from the admission to the discharge of the patient.

Telephone follow up audit of sacroiliac trigger point injections

By Dr. Mohjir Baloch

Introduction

· Low back pain effects 70% population

· 7% develop chronic back pain

· 13-19% of chronic back pain due to SIJ1,2

· Periarticular Steroid injections of the SIJ are effective3 

Aims

· To Assess the effectiveness of trigger point injections in the sacroiliac area performed on outpatients

· To elucidate predictors of effectiveness

Methods

· Prospective

· Patients attending Beckenham Out patients Pain Clinic

· Telephone Follow up at:



 -2weeks



 -6 weeks 



 -3 months

· Patients recruited from the 6th Feb till 27th March 2006

Results

· Total Completed Forms=24

· Lost to follow up=16

· Age Range=35-87

· Males=4 Females=20

A Bar chart showing the number of patients helped by the Sacroiliac injections over the follow up period
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Median Benefits following the injection were (The interquartile range is in brackets)

· 2 weeks= 25% (0-50)

· 6 weeks= 7.5% (0-55)

· 3 months= 0% (0-50)

Of those with ≥50% improvement in back pain post injection at 2 weeks:

58% had ≥50% pain relief at 6 weeks

58% had≥50% pain relief at 3 months

Of those that had no improvement at 2 weeks 

None had ≥50% improvement at 6 weeks

Only 8% had ≥50% improvement at 3 months 

A Table comparing Non Responders to Those that Responded well to the Injections

	 
	No Response
	Good Response

	Gender
	5F
	5F 2M

	 Age
	64
	73

	0.25% Bup
	2
	7

	0.5% Bup
	3
	0

	Depomedrone
	4 (40)
	3 (40)

	Triamcinalone
	1 (20)
	4 (30)

	Tender Joint
	1
	2

	Prev. Success
	0
	1

	Back Pain to Thighs
	1
	1

	Multiple indications
	3
	3


Triamcinalone produced a median benefit of 50% at at all follow up intervals whereas depomedrone only had a median benefit of 30% at 2 weeks with no evidence of benefit therafter form its median scores.

Conclusions

· Telephone Follow up at 2/52 helpful-if patients have no benefit at this stage they will need other strategies to alleviate their pain

However telephone follow up is Time consuming

· Wide variation in Response

· Certain group of Patients  are very responsive

· More numbers required to elucidate predictors of effectiveness

Confounding factors cannot be excluded

Pre-operative Fluid Management in Orthopaedic Trauma Cases- An Audit Cycle

Dr. Varun Dixit   Senior House Officer QEQM Hospital Margate.

Traditionally, patients are starved of food and fluid before being given a general anaesthetic. 

The trauma list in QEQM normally starts in the afternoon on a weekday and patients are given a light breakfast in the morning and then fasted for the surgery. At the weekend, the list starts in the morning and patients are given a meal in the evening and fasted from midnight.

A prospective audit was planned in our hospital to audit pre-operative fluid management in patients on the trauma list for a month. 50 cases were audited between 15th November and 15th December 2005.

Methodology:

 A questionnaire was prepared and was completed for every patient by the anaesthetist, before the start of surgery.

Results Of Audit:  

 Most of the patients fasted for more than 8 hours (38 cases i.e. 76%). Only 34 cases had a venous access and 28 of them had fluids prescribed. Out of the 28 with fluid prescription and venous access only 22 actually had fluids. 

The Audit was presented to the Orthopaedic and Anaesthetic departments of QEQM Hospital and the importance of the fluid management was stressed upon. Nursing staff in the wards were also requested to start fluids if they are prescribed.

It was decided that the practice should be re-audited using the same methodology. Six months later prospective audit was performed from 20th June to 20th July 2006. In all, 63 patients were analysed in this re-audit.

Results of  the Re- Audit

There were no significant changes in fasting times. Majority of the patients fasted for more than 8 hours. 

The number of patients with venous access increased from 68% (34 patients out of 50) in audit, to 89% during the Re-audit. 

Similarly, 51 patients had fluid prescribed compared to 28, after the presentation of the audit, an improvement from 56 % to 81%.

44 patients had fluids actually given compared to 22 following the presentation of the audit. This is an improvement from 44 to 70%.

Conclusion:

Following an intervention, an actual change in practice was brought about, which resulted in better patient care. But there is still room for improvement in terms of fasting times and fluid management.

Evaluation of sedation with Propofol and Remifentanil in regional anaesthesia
-An experience with 41 patients receiving brachial plexus blocks 
undergoing arthroscopic shoulder de-compression
G.Kumar, R. Blanco; 
Department of Anaesthesia, University Hospital Lewisham, London, U.K
Background

Because of the potential side-effects of Remifentanil, it’s use in sedation is rarely utilised and poorly understood. We aim to show whether this is justified, or whether sedation with Remifentanil +/- Propofol TCI infusions help reduce anxiety and induce sleep without the side-effects.  

Methods

Brachial plexus blocks were performed on 41 patients undergoing arthroscopic shoulder surgery. All received fentanyl and granisetron preoperatively and blocks with ropivacaine. 
Patients were sedated using remifentanil +/- propofol infusions. The remifentanil infusion rate was altered according to apparent level of sedation. Oxygen saturation levels were evaluated, along with evidence of respiratory distress.
 
Pain scores and symptoms of nausea and vomiting were evaluated peri- and post-operatively.
Results and Discussion

100% were sedated with a remifentanil rate of between 0.01 and 0.05 mcg kg-1 min-1 on average (figure 1). This equates to an effect site concentration of either 0.5 or 0.6 ng/ml. 24 patients were maintained on 0.6ng/ml and 17 on 0.5 ng/ml. Of the 41 patients, 19 required no propofol whatsoever and still managed good levels of sedation.

 

5% desaturated to an Sp02 of 90% and became apnoeic. These events were resolved by lowering the infusion rate along with airway support with no effect on analgesic level.

12% experienced PONV which was controlled with additional antiemetics, either cyclizine or granisetron.

 

100% experienced no pain intra-operatively and in recovery.
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Figure 1: Remifentanil infusion rate required to achieve sedation
Conclusion
 

Sedation with remifentanil complemented successful regional anaesthesia for major shoulder operations. It’s associated with minimal side-effects provided there is adherence to a carefully titrated dosage, with 85% experiencing no adverse reactions.

Respiratory depression is overcome provided that it is recognised and acted upon. 

PONV can be treated well with simple antiemetics.

 

The average infusion rate to maintain sedation is 0.8mg kg-1 hr-1 for propofol and 0.02mcg kg-1 min-1 for remifentanil. 

 

Provided that there is a successful block, remifentanil is effective in providing complementary anaesthesia in the peri-operative period. We feel that for efficient sedation, effect site concentrations of 0.5-0.6 ng/ml provide good levels. Above this level, there is an increased risk of apnoea, and below this good levels of sedation are not achieved.

References
 

1.Smith I. CNS Drugs. 2003; 17(9): 609-19

2.Litman RS. J Pain Symptom Manage. 2000 Jun; 19(6):468-71

HAND WASHING IN ITU

                      Anna Dennis and Ashraf Molokhia

INTRODUCTION

Nosocomial infections affect 9% of patients . In the critically ill 25% of patients will acquire an infection . Such infections cause 5000 deaths each year in the UK, costing the NHS £1000 million. Hand washing with alcohol gel before patient contact is proven to reduce infection (1).The NPSA recommended there should be hand washing with alcohol gel at point of patient contact (2).

OBJECTIVES

To evaluate frequency of hand washing before and after a hand washing sign was installed.

METHODS

Anyone entering or leaving the ITU was observed for hand washing. This was then repeated after large sign was installed asking people to wash their hands. Distinction was made between the type of staff members and relatives.

      RESULTS

The number of episodes recorded before the intervention was 188, while the total number of episodes recorded after the intervention was 216. Hand washing before the intervention was 16.9% and 15.5% after the large sign was installed.

Table 1: Percentage of hand washing among staff and visitors.

	
	BEFORE INTERVENTION
	AFTER INTERVENTION

	Doctors


	21%
	8%

	Nurses


	10%
	9%

	Visitors


	18%
	27%

	Other staff


	2%
	5%


 DISCUSSION

The majority of people do not wash their hands entering or leaving ITU.  Doctors were the best group before the intervention, while the group that showed the biggest improvement after the intervention were the visitors.

The worst group before the intervention were the other staff, which mainly consisted of porters; while the worst group following the intervention were the doctors.

The reason for the doctors’ performance changing post intervention could be attributed to one large team who appeared to follow the lead of their consultant. When they later entered in smaller groups, hand washing was not performed.

RECOMMENDATIONS

A simple sign is not adequate enough to convince people to wash their hands. Many of the worst were ITU staff. A program to educate ITU staff may be required. Senior grades of doctor and nurse may be the most useful to target, as juniors appear to follow their lead. 

The main limitation of this audit was that we were unable to observe if people were washing their hands inside the ITU.  Casual observation suggests this was not the case. The audit could be repeated looking at hand washing at the patients’ bedside. 

REFERENCES

1. National Patient Safety Agency. Clean Your Hands Campaign 2005.

2. WHO Guidelines on hand Hygiene in Health Care. 2003.

Pringle Manoeuvre induced Haemodynamic Changes in Patients undergoing Elective Hepatectomy 

S Armanious, D Green, King’s College Hospital 

During hepatic resection severe intraoperative bleeding represents a major risk. To avoid massive blood loss, continuous or intermittent vascular clamping of the hepatic artery and portal vein (‘Pringle manoeuvre’) is an efficient method to reduce haemorrhage. However, as a consequence, ischaemia and subsequent reperfusion result in complex metabolic, immunological, and microvascular  changes, which together might contribute to hepatocellular damage and dysfunction  and contribute to haemodynamic instability. Ischaemic preconditioning (clamping of the portal triad for 10 min followed by 10 min reperfusion) has been applied successfully to protect against such unwanted effects, but its impact in combination with the Pringle manoeuvre on patient anaesthetic requirement is not known. 
Case Presentation:

A 68 year old male was scheduled for elective Rt Lobe Hepatectomy. He had received Chemoembolisation with intra-arterial Doxorubicin 10 weeks previously. Preoperative MRI revealed 3 Hepatocellular tumours, the largest being 36 mm. Preoperative two-dimensional transthoracic echocardiogram revealed a small basal inferior aneurysm, otherwise normal overall LV function. Past medical history  included Dermatomyositis, Haemochromatosis, Hypertension  and NIDDM. Drug history included Lisinopril 10mg/day, Prednisolone10mg/day, Aspirin 75mg/day, Omeprazole. 

A 16G cannula was sited in the left arm. The left radial artery was cannulated using 20G cannula. Thoracic Epidural was sited before induction of general anaesthesia. General anaesthesia was induced using 150 mg propofol and remifentanil 150 ug. Tracheal intubation was facilitated using 8 mg Cisatracurium, and anaesthesia was maintained using TIVA (Propofol 2% and Remifentanil 50 ug/ml). Central venous cannulation was carried out guided by ultrasonic, and a triple lumen CVP catheter was sited in the the right internal jugular vein using the Seldinger  technique. Patient monitor included  Capnography, Peripheral Oximeter, LIDCO ,Cerebral oximetry using the Somanetics Invos Cerebral oximeter (SICO),BIS monitor (Aspect Inc,USA), Transoesophageal Doppler.

Results:  

We noticed that the application of Pringle manoeuvre while keeping a constant infusion rate of Propofol/Remifentanil infusion was accompanied by a drop in BIS reading and blood pressure. BIS reading dropped from 45 to 25 (figure1) the systolic blood pressure did not drop by the same ratio compared to BIS reading (figue2), a deeper level of anaesthesia has been associated with higher 1 year mortality in older adults, this drop in patient anaesthetic requirement using TIVA technique would passed unnoticed if BIS monitor was not used. Cardiac output  was measured using LIDCO.

References:

1)Effects of Pringle manoeuvre and ischaemic preconditioning on haemodynamic 

   stability in patients undergoing elective hepatectomy: a randomized trial.Chouker A,

   Schachtner T, Schauer R, Dugas M, Lohe F, Martignoni A, Pollwein B, Niklas M,  

   Rau HG, Jauch KW, Peter K, Thiel M.Br J Anaesth. 2004 Aug;93(2):204-11.

2)A review of techniques for liver resection. Heriot AG, Karanjia ND.Ann R Coll Surg    

   Engl. 2002 Nov;84(6):371-80.

Title: Alarming Alarms

Authors: Dr Chitithoti S, Dr Lanigan C

Institution: Department of Anaesthetics & Pain Management, University Hospital Lewisham, Lewisham, London SE13 6LH.

Background: Failure to set alarms limits correctly or having alarms turned off reduces the usefulness of monitors. False alarms are still common and this may lead to alarms being switched off or ignored.

Aims: 

1.To assess staff perceptions of why false alarms occur in monitoring equipment

2. To examine alarm limits set by the staff

3. To determine what training the staff  receive on monitoring equipment

Methods: Staff questionnaire and prospective data collection from continuously monitored patients on the wards over a 5- month period from Sep’05 to Jan’ 06. 

Results: Data from 40 patients was obtained. Fifteen patients received patient controlled analgesia ( PCA ) with morphine, 10 received epidurals, 8 oral morphine and the rest NSAIDs ± paracetamol for pain control. Five parameters were monitored in all patients (Table 1). ECG leads were placed inappropriately in 15 of 40 patients ( i. e. not in CM5 position ). The commonest source of false alarm was the pulse oximeter mostly due to artefact. Although the grade and experience of the nurses varied, 9 of 20 nurses had no formal training in the use of monitoring equipment.

Table 1: Parameters observed and alarm limits set

	Parameter
	Observed value

Median ( range )
	Set lower alarm limit Median ( range )
	Set upper alarm limit Median ( range )

	HR (beats / min)
	85 ( 48 – 120 )
	50 ( 45 – 65 )
	120 ( 120 – 145 )

	SBP (mmHg)
	123 ( 90 – 176 )
	90 ( 80 – 110 )
	160 ( 120 – 205 )

	DBP (mmHg)
	63 ( 41 – 98 )
	50 ( 50 – 70 )
	90 ( 80 – 110 )

	SpO2 ( % )
	96 ( 92 – 100 )
	90 ( 90 – 90 ) 
	100 ( 100 – 100 )

	RR (breaths/min)
	21 ( 4 – 33 )
	0 ( 0 – 10 )
	30 ( 25 – 40 )


HR = Heart rate; SBP = Systolic blood pressure; DBP = Diastolic blood pressure; SpO2 =  Haemoglobin saturation with oxygen; RR = Respiratoty rate; 

Conclusions:Alarm limits should be set with reference to patient conditions. We found that this was not the common practice. Staff used factory preset value in most cases. Worryingly, respiratory lower limits were not set though 2 patients had respiratory rates of 4 & 8 breaths / min.

References:

1. Tinker J W, Dull DL, Caplan RA, Ward RJ, Cheney FW. Role of monitoring devices 

     in prevention of anaesthetic mishaps: a closed claims analysis. Anaesthesiology 

    1989;71:541-6

BLADDER DISTENSION PRECIPITATES SEVERE BRADYCARDIA UNDER SPINAL ANAESTHESIA FOR TRANSURETHRAL RESECTION OF THE PROSTATE

Dr. Saad Gomaa, SpR in anaesthesia and intensive care, 

King’s College Hospital, London.

Spinal anaesthesia for urological surgery, including TURP, is a popular technique in anaesthetic practice. However, it is not without risks. 

Moderate urinary bladder distension and an intravesical pressure of around 10 mmHg during Transurethral Resection of Prostate(TURP) is recommended to ensure adequate visualization and to limit the absorption of the irrigant fluid to avoid occurrence of the TURP syndrome.(1) Intravesical pressures over15 mmHg during TURP was noted to precipitate patient discomfort under spinal anaesthesia. (2) 

Bladder distension may be conducted deliberately either as a therapeutic procedure, or may occur inadvertently due to overfilling of the bladder. This is usually accompanied by tachycardia during general anaesthesia.  The sympathetic nerves T 10-L2 innervate the urinary bladder for pain, touch and temperature sensation. The parasympathetic nerves S 2-4 innervate the stretch receptors in the wall of the bladder. The balance between the sympathovagal effects on the heart is usually disturbed by spinal anaesthesia especially if the block is higher than T4. The sympatholytic effect of spinal anaesthesia exposes the patient to the unopposed response of parasympathetic stimulation triggered by bladder distension. This is a deep visceral painful stimulus and could precipitate severe bradycardia and hypotension. Some authors attribute the cardiovascular collapse under regional anaesthesia to the occurrence of the Bezold-Jarisch Reflex (BJR)

I would like to present a case report for two patients who sustained life threatening events, and successfully managed during the procedure and had a favorable outcome. Both patients were elderly patients, scheduled for TURP and   received spinal anaesthesia.  The urinary bladder was distended with the irrigant fluid many times for different reasons in both patients and they sustained a sudden severe bradycardia and hypotension during the procedure. 

 I’m going to outline the possible causes and emphasise the role of bladder distension as a possible precipitating factor with the exclusion of the Bezold-Jarisch Reflex (BJR) as a possible precipitating factor. 

REFERENCES:

1- Iglesias JJ, Sporer A, Gellman AC, Seebode JJ. New Iglesias resectoscope with continuous irrigation, simultaneous suction and low intravesical pressure. J Urology 1975; 114:929-33.

2 - Richard B; Peter K; Imad N; Denis K. Does a mid-lumbar block level provide adequate anaesthesia for transurethral prostatectomy? Canadian Journal of Anaesthesia. 1994/41:9.807-12

3 - Campagna J; Warltier D. Clinical Relevance of the Bezold-Jarisch Reflex. Anesthesiology: Volume 98/5. May 2003; 1250-1260.

Audit on Central Venous Catheter Tip Position

C Quantock

Introduction

Following an audit in the BJA, measuring the distance of CVC tips to carina and angle to vertical, I decided to compare our units practice to this, and audit our documentation and ultrasound usage.

Background

There is ongoing controversy as to whether central venous catheter tips should always lie above the pericardial reflection due to the unquantified risk of pericardial tamponade if the tip erodes through vessel wall below the pericardial reflection, apart from the other known complications. Erosion above pericardial reflection is less likely to be fatal.

Tips lying too proximal also have appreciable morbidity.

The upper limit of the pericardial reflection cannot be seen on a plain X-ray, and is generally accepted that it is below the carina, as assessed on preserved and fresh cadavers and anaesthetised children undergoing cardiac surgery.

It has been shown that an angle >40° is more likely to perforate the vessel wall. It may be particularly difficult for left-sided CVCs to satisfy all the criteria for optimum placement, with the dilemma of a potentially fatal but rare complication versus commoner complications from higher placement.

Recommended:

· R sided CVC above the carina

· L sided catheters should have the tip at a shallow angle to vessel wall, often requiring it to be situated below the carina and pericardial reflection in the upper RA.

Categorized schematic zones for catheter tip positioning

Right sided: optimal in zone B
Left sided: optimal in zone A


[image: image3]
Method


Over a one month period I collected 26 usable filled out proformas on patients in ITU. Data included site, depth from carina, angle to vertical, documentation regarding insertion, ultrasound usage and checking of X-rays, and assigned the letter according schematic zoning as to where the tip lay. I excluded vascular catheters and patients where I was involved in line insertion. 

Results

Distribution of catheter sites were comparable, mean depth of 13.8 mm above the carina Range 51mm below to 52mm above. 

22 right sided with a mean angle of 9.8, range: 0-26.

4 left sided catheters were above the carina, angle range 40-60

50% right-sided catheters in optimal position, 

None of the left sided optimal (42% in total being considered optimal.)

4 (15%) cases had no note made about insertion; half had no note made concerning the X ray.

4 had use of ultrasound documented.

Conclusions

Low percentage of catheters considered in optimal position, with all the left sided being placed too high. Poor documentation regarding commenting on X-ray, and usage of ultrasound.

Recommendations

Careful consideration, especially concerning left sided catheters as to whether their tips are in optimal position. Better documentation on post procedural X rays.

Reference:

Stonelake PA, Bodenham AR. The carina as a radiological landmark for central venous catheter tip position Br J  Anaesth 2006; 96: 335-40

Audit: Handling of Unused Morphine in Theatres. Two-centred Study.

Nina Schloemerkemper  SHO Anaesthetics

Introduction: 

At the end of an operation some anaesthetists hand over unused morphine to the recovery staff.  If further analgesia is needed in recovery, this can then be used before a new ampoule is opened.

Aims and objectives: 

With the help of a questionnaire, the level of this practice in Maidstone Hospital and University Hospital Lewisham was established.  Potential problems were then considered.

Methodology:

All anaesthetists working in theatres (30 in Maidstone and 35 in Lewisham) were asked to state what they do with unused morphine: dispose of it upon leaving theatre or hand it over to recovery staff.  If they handed it over, they were asked if and how this was documented.

Results:

The results are seen in the table below.  Of particular note is the high rate of Morphine handed over in Maidstone (94.8%), with only 7.8% of this being documented. In comparison the majority of doctors in Lewisham discard their unused Morphine.






Maidstone


Lewisham

	Response rate
	          96.7%
	        68%

	Percentage who discarded unused morphine
	            5.2%
	       62.9%

	Percentage who handed over unused morphine
	          94.8%
	       37.1%

	Verbal handover (no documentation)
	         92.2. %
	        100%

	Documented handover 


	           7.8%
	             0%


Discussion:

Reasons given for handing over Morphine: to save money, more convenient for recovery staff, quicker application of further analgesia as the drug is already drawn up and signed out.

Concerns and reasons why this practice should not be followed: the concentration of the left-over drug cannot be taken for granted, labelling of the syringe with the patients details is often inadequate (if done at all), there is also a potential risk of bacterial growth and risk of infection and morphine is comparatively cheap at approx. 47p an ampoule.  Furthermore, handing over Morphine has legal implications because the doctor has to sign out the amount of drug used in theatre and not the number of ampoules opened.  If the patient receives more in recovery, where is the additional amount signed out?  It is a legal requirement to document the use of morphine in a way that makes it possible to trace its use (1). The second legal implication involves the recovery staff: they are meant to observe the drawing up of the drugs they deliver (2). 
Presentation of the findings led to a change of practice in Maidstone Hospital, where local guidelines now demand that any unused Morphine is to be discharged on the patient leaving theatres.

1) Association of Anaesthetists of Great Britain and Ireland "Controlled Drugs   in perioperative Care"  (January 2006)

2) NMC 'Guidelines for the administration of medicines'

ECTHYMA GANGRENOSUM, SUBCUTANEOUS NODULES AND MYOPATHY IN A SEPTICAEMIC PATIENT


V.Bandikatla, M.Kumar, A.Skalimis, R.Madan.

Abstract: 

In spite of the progress to our approach to sepsis caused by P.aeruginosa, the relevance and interpretation of the clinical signs such as Ecthyma Gangrenosum (EG) and subcutaneous nodules remains uncertain. In an era of microbial resistance and immune suppression, early clinical clues such as these are invaluable. Cutaneous manifestations of P.aeruginosa are associated with a high mortality rate particularly with a delay in diagnosis.

We report a case in the intensive care setting, that developed P.aeruginosa  septicaemia. This was a patient who had profuse rectal bleeding and was diagnosed to have aggressive Ulcerative Colitis, which necessitated a laparotomy.  During his period of stay in the ITU, the patient developed skin lesions, diagnosed later as EG. This skin condition classically presents as a painless maculopapular rash, which then progresses to vesicles, pustules and later eschar formation [1]. Apart from developing all the above features the patient also developed an erythematous and violaceous subcutaneous nodule, which was proven histopathologically to be pseudomonal in origin. The organism infiltrates the blood vessel wall from the perivascular space through the entire thickness of the vessel wall  up to the intimal layer. This ultimately causes thrombosis of the affected vessel giving its “blue haze” [2]. An associated myopathy and/or myositis resulted in muscle weakness and delayed recovery as opposed to classical diaphragmatic palsy [3]. Although P.aeruginosa has a wide variety of clinical presentations, this is a rare manifestation with an unusual clinical progression. 

References:

1. http://www.emedicine.com/derm/topic539.htm. 

2. Teplitz C. Pathogenesis of pseudomonas vasculitis and septic lesions. Ach Pathol 1965; 80: 297-307.

3. Divangahi M, Matecki S, Dudley RW et.al.  Preferential diaphragmatic weakness during sustained Pseudomonas aeruginosa lung infection. American Journal of Respiratory and Critical Care Medicine Vol 169. pp. 679-686, (2004).

Chaperone Policy- a survey of current practice

Drs Sushma Day, Pooja Warty, Richard Thomas

 Department of Anaesthesia, Medway Maritime Hospital, Gillingham, Kent.

 ME7 5NY

Introduction- Sexual abuse of patients by physicians is an unacceptable and thankfully rare event. In 2001 the General Medical Council published guidelines for the use of chaperone for intimate examinations. There as also are guidelines published by clinical governance network and different colleges. We conducted a survey of a cross section of doctors within our hospital to assess the chaperone practice in our trust

Methodology- Questionnaire survey of 50 doctors from various faculties and all grades.

Results- Response was received from all 50 doctors. We found that the attitudes and behaviour of the majority of doctors were at odds with the recommendations of the GMC. About 76% of the doctors were not aware of the guidelines. Only 6% (all consultants) always ensured that they were accompanied by a chaperone. 24% doctors requested a chaperone for examination of the opposite sex. More male doctors were offering a chaperone as compared to female doctors. 100% of the doctors felt that a qualified staff nurse should be the chaperone and the unavailability of one was the reason for not taking a chaperone. 62%of the doctors suggested that we should have clearer guidelines regarding chaperone.

Conclusions- We feel that every organisation that has direct contact with patients should have a chaperone policy in place for the benefit of staff and doctors. This could be in the form of leaflets, posters, or verbal information. Doctors should be educated by the trusts at induction programme. The key principles of communication and record keeping should be emphasized on. This acts as a safeguard against formal complaints and will ensure that the patient doctor relationship, which is of trust, is maintained.

Audit of intubation practices in ICU

M. Satisha, A. Nazar, S. Bruemmer-Smith

Abstract

Objective

To look into various aspects of intubation practices in ICU including grade and specialty of airway managing professionals, indications for intubation, drugs and monitors used, complications and availability of help and support. 

Method

The audit was carried out over a period of two months at St. Thomas’ Hospital ICU. Performa was designed to collect the data. This was completed by the persons performing the intubation.

Results

There were 50 intubations over a period of 2 months. 64% of intubations occurred out of hours, 88% of the intubations were done by registrars. Remaining intubations were done by SHO’s. Adequate senior help was available most of the time.  28% of the intubations were done by non-anaesthetists. 

Major reasons for intubations were accidental extubation (26%), failed extubation (26%), failed NIV (22%) and others (26%). 76% of the intubations were unplanned. All the monitors connected to patients were used during intubations; however ETCO2 monitor was not used in 58% of cases. Induction drugs were propofol, midazolam and fentanyl. Doses varied according to clinical needs of patients. However standard doses of suxamethonium (100mg) and rocuronium (50mg) were used. Majority of the patients required vasopressors soon after intubation. 

Laryngoscopy was more than grade 1 in 48% of intubations and airway adjuncts were used. 

Commonest complications were desaturation and haemodynamic instability. 

Some of the comments noted were that nurses helping in intubations need more training with airway equipment and also on the use of cricoid pressure.

Discussion

Extubation failure is associated with increased risks of morbidity and mortality in ICU setting. Patients who were reintubated are more likely to need long term mechanical ventilation and prolonged ICU stay (21.2+/-2 days Vs 4.5+/-0.6 days) (1). Re intubation is associated with 12 additional days of mechanical ventilation.

Conclusions and Recommendations

Adequate level of sedation and nursing care is needed to prevent accidental extubations. Use of ETCO2 monitors should be mandatory and made available on the intubation trolley. The dose of muscle relaxants should be calculated according to patient’s ideal body weight and vasopressors should be drawn up before induction.  Juniors and nursing staff should be trained in cricoid pressure and airway equipment. Finally, availability of senior nurse and senior anaesthetic registrar out of hours should be ensured.

Reference:

1. SK Epstein et al. Effect of failed extubation on the outcome of mechanical ventilation. Chest 1997; 112:186-192
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		SL NO		AGE		GENDER		ASA		BMI		BLOCK		DRUG &		SEDATION		DURATION		DURATION		DURATION		TIME FOR		Analgeisa		ANALG		ANTIEME		OroMorph		PCA Mor

														CONC		OR GA		OF Sx(M)		Block (h)		IN R R(m)		1 Analg(H)		In 24 hrs		IN R R				in 24 H		in 24 H

		1		67		1		3		39.5		1		2		1		90		10		30		10		2		2		3		30										SEX				BLOCK				DRUG		SEDN				Analg in 24 hrs				Analg in RR				Antiem

		2		22		2		1		30		1		1		1		50		11		30		10.5		1		2		3												MALE  1				INTERSCA 1				BUPI 1		SEDN 1				pct dfc 1				YES 1				cycl   1

		3		41		2		2		40						2		80				55				3		1		1				120								FEMALE 2				AXILLARY 2				ROPI 2		G.A    2				pct+dfc+ormrph  2				NO  2				cyc+grn 2

		4		77		1		2		39						2		50				50				3		1		1				125												SUPRCLV 3										pct+dfc+pca mrph 3								none  3

		5		57		2		2		24		1		2		1		120		12		30		11		2		2		1		60

		6		35		1		1		27.5		1		2		1		50		10		35				1		2		3

		7		74		2		3		29		1		1		1		135		10		20				1		2		3

		8		53		2		3		40		1		1		2		70		10		60				1		2		1				125

		9		54		2		2		32.3		1		1		1		60		9		30		8.5		2		2		1		20

		10		29		1		2		35		1		1		1		130		9		25		9.5		3		2		1				24

		11		50		1		1		30						2		70				45		0.5		3		1		2				60

		12		45		1		2		40		1		1		1		120		9		50		9		3		2		1				36

		13		52		1		2		23		1		1		1		40		9		20				1		2		3

		14		84		2		2		35		3		2		1		70		9		35		7		2		2		1		40

		15		47		2		1		24.5		1		2		1		140		10		30		9		2		2		3		40

		16		47		2		1		24.5		1		2		2		100		8		45		7		2		2		1		40

		17		34		1		1		23		1		2		1		45		7		40		7		3		1		2				60

		18		52		2		1		27		1		1		1		30		8		25		8		1		2		3
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		47		43		2		1		30						2		120				55		0.5		3		1		2				75
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		52		40		1		1		29		2		2		1		60		11		30				2		2		3		20

		53		43		1		2		28		2		1		1		45		10		25		10		1		2		3

																						35.3773584906

																																														RA		GA

																																												0-25		4		0																								RA		GA

																														RA		GA												26-50		5		1																						0-20		3

																												P+D		30		0												51-75		3		6																						21-40		37		1

																												P+D+ORM		8		3												76-100				2																						41-60		1		7

																												P+D+PCA		3		9												101-125				3																						61-80				4

																																																																						81-100

																																														RA		GA

																																												YES		1		9

																																												NO		40		3

																																RA		GA

																														CYC		7		4

																														CYC+GRN		2		8

																														NONE		35		0

												RA		GA																		RA		GA																RA		GA																				RA		GA																						RA		GA

										P+D		73																		CYC		17		33.33														YES		2.3		75																		0-25		9.7																						0-20		7.3

										P+D+ORM		19.5		33.33																CYC+GRN		4.8		66.66														NO		97.7		25																		26-50		12		2.3																				21-40		90.2		8.33

										P+D+PCA		7.3		66.66																NONE		78																																						51-75		7.2		50																				41-60		2.4		58.33

																																																																						76-100				16.66																				61-80				33.33

																																																																						101-125				25																				81-100





Sheet1

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0



DURATION IN R R(m)

RA                                                     GA

Time in Mins

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0



Sheet2

		0		0

		0		0

		0		0



RA

GA



Sheet3

		0		0		0

		0		0		0



P+D

P+D+ORM

P+D+PCA



		0		0		0

		0		0		0



CYC

CYC+GRN

NONE



		0		0

		0		0

		0		0

		0		0

		0		0



RA

GA

Total Morphine in 24 hrs

No of Patients



		0		0

		0		0



YES

NO

No of Patients

Rescue Analgesia



		0		0

		0		0

		0		0

		0		0

		0		0



RA

GA

Time in mins

No of patients

Duration in recovery room



		0		0		0

		0		0		0



P+D

P+D+ORM

P+D+PCA

% 0F PATIENTS

POST OP ANALGESIA



		0		0		0

		0		0		0



CYC

CYC+GRN

NONE



		0		0

		0		0



YES

NO

% OF PATIENTS

RESCUE ANALGESIA



		0		0		0		0		0

		0		0		0		0		0



0-25

26-50

51-75

76-100

101-125

% 0F PATIENTS

TOTAL MORPHINE IN 24 HRS



		0		0		0		0		0

		0		0		0		0		0



0-20

21-40

41-60

61-80

81-100

% 0F PATIENTS

DURATION IN RECOVERY ROOM



		





		






_1216466954

_1214238040

