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Misuse of infusion pump during 
propofol anaesthesia 

To the Editor: 
We read with interest the recent case report  by Tong 
et al. describing recall after total intravenous anaesthe- 
sia due to equipment  misuse, l They experienced two 
misuses; one is uncommon (the latch was not  clamped 
to the plunger) and the other is common (the system 
bad no t  been purged to confirm the delivery visually). 
We would like to suggest that  one possible cause of  
intraoperative awareness is the flow interruption of  
propofol  which occurs when the syringe is exchanged 
wi thout  purging. 

An infusion pump (STC-525X; Terumo) was used. 
A 50 ml syringe (Terumo) containing 50 ml propofol 
or saline and fitted with a 21-gauge needle was loaded 
into the pump wi thout  purging. Twelve combinations 
of  body weight  (40, 60, 80 kg) and infusion rate 
(4, 6, 8, 10 mg.kg-Lhr q )  were evaluated. After the 
infusion pump was turned on,  the delay until  the sec- 
ond droplet  o f  the solution was observed from the 
needle was measured five times. This delay increased 
in the lower infusion dose, and closely matched power 
curves in both solutions (see Table below). Saline had 
a longer delay than did propofol. The main reason for 
the delay is probably sticking of  the pluuger, as a 
longer delay was observed for the lower infusion 
dose. 2 Small gaps in the grooves in which the syringe 
ear and plunger  end are loaded may also contribute to 
the delay. 

Although the delay may vary for different infusion 
pumps and syringe brands, the syringe should be 
purged to prevent intraoperative awareness. 

TABLE Observed dclay (min) 

Infu~on race/ 
body weigb~ 40 kg 60 kg 80 kg 

propofol 
4 mg.kg-l.hr "1 5.4 • 0.3 3.1 • 0.1 2.2 • 0.1 
6 mg-kg-Lhr q 3.0 • 0.4 1.9 • 0.1 1.7 • 0.1 
8 mg.kg'l.hr "1 2.3 • 0.2 1.6 • 0.4 1.3 • 0.1 
10 mg.kg-Lhr "l 1.9 • 0.2 1.3 • 0.3 1.0 = 0.1 
saline 
4 mg.kg-Lhr -1 7.4 • 0.1 4.8 • 0.1 3.7 :~ 0.2 
6 mg.kg-i.hr -1 5.2 • 0.1 3.3 • 0.2 �9 2.4 �9 0.1 
8 mg-kg-Lhr -1 3.9 • 0.1 2.4 • 0.1 1.8 • 0.1 
10 rag-kg'-Lhr q 2.6 • 0.1 2.0 • 0.1 1.6 • 0.1 

All values are expressed as mean • SD (n = 5, each). 
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Awake fibre-optic intubation 

To the  Editor:  
We anaesthetised a 71-yr-old woman with bowel obstruc- 
tion secondary to rectosigmoid carcinoid tumour, multi- 
ple metastatic deposits giving rise to carcinoid syndrome, 
and cervical spine damage caused by radiotherapy to her 
spinal metastases. 

She had a permanent neck brace, and radiographs 
confirmed an unstable neck with complete loss of  the 
bodies of C3 and CA. Airway assessment revealed a 
Mallampatti  grade 4 view, 2 cm mouth  opening, thyro- 
mental distance of  5 cm, and no antero-posterior tem- 
peromandibular  movement .  Neck movement  was 
minimal. Despite the risk of  tumour  stimulation, 1,z we 
felt awake fibreoptic intubation to be the safest method 
available to secure the airway. 

After premedicat ion including octreotide, s sedation 
with incremental midazolam under  full invasive mon- 
i toring was instituted. Adequate topical anaesthesia 
was provided with lidocaine gel nasally, 10% spray 
transorally, and the trachea in tubated  using the 
"spray-as-you-go" technique. 4 An armoured endotra- 
cheal tube was railroaded into position, and anaesthe- 
sia induced  wi th  th iopen tone ,  morphine ,  and 
vecuronium. Ventilation was inst i tuted with oxy- 
gen /n i t rous  oxide and isoflurane 1%. 

All remained stable unti l  t umour  manipulat ion,  
when  the arterial  pressure decreased suddenly.  
Airway pressure increased with no  change in central 
venous pressure (CVP), or significant bleeding. A 
rapid 1L colloid infusion raised the CVP but  not  the 
arterial pressure. This did normalise with a bolus of  
500,000 iu aprotinin, s The  operat ion was comple ted  
uneventfully. 


