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The survey results show national variances in the
level of supervision given to residents and fellows in
pediatric anesthesia training programs. Future work is
needed to explore attitudes behind the supervisors’
behaviour towards trainees. However, defined out-
come-based competencies may be one step toward
resolving discrepancies among supervisors in identify-
ing relevant training experiences. At present, staff
anesthesiologists provide trainees clinical experience
while considering professional obligations and legal
risks. This requires considerable discretion. A more
formalized method for training fellows and residents
in pediatric anesthesia would be preferable.
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The prevention of pain from injection
of propofol by dexmedetomidine and

comparison with lidocaine

To the Editor:

Dexmedetomidine is a highly selective, specific and
potent a,- adrenoceptor agonist, with potent sedative,
analgesic and sympatholytic effects.! We conducted a
study to determine the efficacy of dexmedetomidine
in comparison with lidocaine in decreasing pain due to
injection of propofol.

After Institutional Ethics Committee approval and
obtaining patient written informed consent, the study
was conducted on 90 ASA I-II patients who were to
undergo various elective operations. Unpremedicated
patients were taken into the operation room where the
dorsum of both hands were catheterized with a 20-G
catheter and the mean arterial pressure, oxygen satu-
ration, and heart rate were monitored. With the aim
of keeping the drug transiently within the vein, the
forearm was squeezed with a tourniquet to a pressure
of 70 mmHg. Patients received saline (5 mL 7») in
Group I (n = 30), 0.25 pg-kg™! dexmedetomidine v
in Group II (# = 30), 0.5 mg-kg! lidocaine #» in
Group IIT (# = 30), diluted into 5 mL with saline at
ambient operating room temperature (20-22°C).
After 20 sec occlusion, 5 mL propofol were adminis-
tered at a rate of 20 mg over five seconds by a
mechanical syringe. Patients were evaluated for fore-
arm pain and behavioural signs, such as facial grimac-
ing, arm withdrawal, or tearing.

There were no significant differences between
groups with respect to demographic data. Pain scores
are shown in the Table. The number of patients expe-
riencing no pain was greater in Groups II and III
compared with Group I (P < 0.05; Table). No side
effects were observed.

While dexmedetomidine has been shown to pro-
mote peripheral antinociception, its mechanism of
action has not yet been clearly elucidated. However,
there are studies suggesting a novel role for inwardly
rectifying hyper polarization-activated conductance in

TABLE Distribution according to intensity of pain

Pain score
0 1 2 3
Group I (n=30) 4 (13.3%) 5 (16.6%) 9 (30%) 12 (40%)
Group I (# = 30) 20 (66.6%)* 9 (30%) 1(3.3%) 0
Group III (# = 30) 23 (76.6%)* 6 (20%) 1(3.3%) 0

*P < 0.05, when compared with Group I.



CORRESPONDENCE

peripherally mediated antinociception.? Another pos-
sible mechanism involved in decreasing propofol pain
by dexmedetomidine might be venous alpha,- and
alpha,-stimulation resulting in release of vasodilator
prostaglandins that antagonize the venoconstrictor
response. This modulates the sympathetic response of
venous smooth muscle and may be important in
endothelial dysfunction caused by propofol.?

In conclusion, dexmedetomidine decreases propo-
fol injection pain as effectively as lidocaine, and can be
an alternative to other pretreatment drugs.
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‘Patients who sing need to be relaxed’ -
neuromuscular blockade as a solution
for air-leaking during intermittent
positive pressurve ventilation using LMA

To the Editor:

Laryngeal mask airways (LMA) are used with inter-
mittent positive pressure ventilation (IPPV).! We pre-
sent a series of 12 patients where problems with IPPV
occurred. Twelve patients (four women, eight men,
mean age: 48 + 14 yr, mean weight 80 + 14 kg, ASA
classification 1 and 2) underwent surgery under gen-
eral anesthesia using a flexible LMA (FLMA;
Laryngeal Mask Co. Ltd, St. Helier, Jersey, UK), size
4 for women, size 5 for men, blocked with 30 or 35
mL of air.

LMA insertion was facilitated by rocuronium 0.2
mg-kg™ 4v. Bispectral index monitoring (BIS; 2000
monitoring system, Aspect Medical Systems, Newton,
MN, USA) was applied with a target of 40 to 55.
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Neuromuscular monitoring consisted of phonomyo-
graphic monitoring at the corrugator supercilii muscle
and adductor pollicis muscle. Intermittent positive
pressure ventilation was set at 15-min~!, the tidal vol-
ume adjusted to PETCO, between 30 to 35 mmHg.
During surgery, peak inspiratory pressures (PIP) were
below 15 mmHg. In no patient was any initial leakage
heard. Remifentanil was infused at a rate between 0.1
and 0.25 pg-kg™!-min!, and sevoflurane was adjusted
according to BIS.

After 55 + 25 min of anesthesia these patients began
to emit snoring or other high pitched sounds. Within
ten minutes in all patients, the PIP exceeded 20
mmHg, tidal volumes decreased, and IPPV became dif-
ficult. Neuromuscular monitoring showed a train-of-
four (TOF) ratio of more than 0.9 at the corrugator
supercilii muscle, and no BIS value exceeded 58.
Manual manipulation of the FLMA did not decrease
the stridor. Intra-cuff pressures were below 80 mmHg
in all patients; intermittent application of 1 mL of air
into the cuff did not change the phenomenon. In all
patients, a bolus of 1 mg-kg™ 7v propofol was adminis-
tered and remifentanil was increased to 0.5
mg-kg-min™! to increase depth of anesthesia (BIS <
35). The difficult IPPV situation (high PIP, low tidal
volumes, air leakage) did not change. In accordance
with the principle that neuromuscular blockade might
change the geometry of the larynx and facilitate IPPV
via the FLMA, rocuronium 0.15 mg-kg™ i» was given.
Within three minutes, ‘singing’ stopped in all subjects,
tidal volumes and PIP returned to initial levels, and
anesthesia continued without further disturbance.

We would recommend use of a small dose of neuro-
muscular blocking agent whenever patients start to ‘sing’
during IPPV via LMA to avoid ventilation problems.
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