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In conclusion, low-dose ketamine given subcutaneous-
ly provided effective analgesia in most of the cancer
patients (13/18). The dose of ketamine which relieved
pain in regions of the spinal nerves also exerted an
analgesic effect on regions of trigeminal and glossopha-
ryngeal nerves. This supports the laboratory findings of
Tomemori et al.'® which suggested that ketamine does
not act on the spinal cord directly.
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Anaesthetic data logging
using a Psion pocket computer

To the Editor:

The acquisition of data from anaesthetic monitoring
equipment is useful as a trend monitor, for teaching, and
research purposes. Many monitors have built-in trending
with analogue {waveform) or digital display (printer).
Output of data from these machines is most often achieved
by the use of industry standard interfaces, e.g., serial
RS232.

Infra-red analysers are routinely used for the monitor-
ing of anaesthetic gases including oxygen, carbon diox-
ide, nitrous oxide and volatile agents, e.g., Datex® 254
airway gas monitor, which has a serial RS 232 output
interface for data streaming. Chart recorders (analogue)
require to be calibrated (zero and peak) and errors may
occur due to pen movement and, later, transcribing data
from them. A previous program used an analogue to digital
converter to obtain data suitable for computer process-
ing.! However, this required a two-stage calibration to
be performed each time it was used. Digital data is
transmitted “as is” and, provided that the monitoring
equipment is correctly calibrated, then the recorder will
be accurate. Thus, calibration is a one-step procedure,
and due to the good zero-stability of infra-red analysers,
this is only required on a weekly basis. We have recorded
data from the analyser during calibration and have shown
that the recorded data corresponds to zero and peak levels
of CO, and anaesthetic agent. Furthermore, to obviate the
need to take a IBM computer (or similar) into the
operating-room with problems of expense, electrical
isolation and size we used a commercially available
pocket computer (Psion Organiser XP). The communica-
tions link supplied, as an option, with the Psion XP pocket
computer has a D-25 female connection, as does the
Datex 254, therefore a gender-changer has to be con-
structed. “Pin-outs” were found for the two pieces of
equipment and a cable with D-25 male connectors was
appropriately fashioned. A further connection was used to
permit the analogue display of the capnograph on the
Datex 251.

The Datex 254 transmits a data-stream every fen
seconds consisting of time (hours and minutes), end—tidal
and inspired fractions of CO,, O, N,O, anaesthetic
agent, agent name (ISO, ENF, HAL), and respiratory
rate. The communications procedure on the Psion was set
up with a Baud rate of 1200 and the other default values
supplied. Data can be directly down-loaded from the
Psion to an IBM spreadsheet (Microsoft Works® in this
case), and then displayed graphically and/or printed.



CORRESPONDENCE

This particular pocket computer has several other
facilities; diary, calculator, database and is programma-
ble. Commercial programs which perform other func-
tions, e.g., spreadsheet and finance packs may be bought.
A bar-code reader may also be attached to the communi-
cations link and provides portable database of coded
items. The programmable feature allows useful and
varied procedures to be writen, e.g., drug dosages for
different age groups, infusion doses and statistical tests
(Student’s t test and chi-squared test). We have also
written a procedure which will allow the user to vary the
timing of data input, and length of the data strings.
Another modification to the Psion communication setup
enables the data to be directly down-loaded to an Apple
Macintosh computer (as <Tab>> separated values). We
plan to make these programs available to other Psion
users.

At present the main interest in this system of data
collection is for research into uptake of volatile agents,
with special reference to the new agent, desflurane
(formerly I-653). The rapid rise of alveolar concentration
of this drug, conferred by the low blood—gas solubility
(0.42), makes this system ideal for such measurement.
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Intranasal sufentanil

To the Editor:

Recently, Helmers et al.! demonstrated that sufentanil is
well absorbed from the nasal mucosa, the plasma concen-
tration 20 min after administration being similar to that
following IV administration. Because onset of sedation
was rapid, the authors suggested that intranasally admin-
istered sufentanil may be a useful premedication. Their
recommendations must be interpreted cautiously: because
the authors did not assess the effects beyond the preopera-
tive period, they did not evaluate possible interactions
with drugs administered during anaesthesia. When we
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preinduced anaesthesia in paediatric patients using nasally
administered sufentanil,? ventilatory compliance was
mildly or markedly decreased in many children. Of note,
one patient who received sufentanil, 4.5 pug-kg™! intra-
nasally, required succinylcholine, oxygen, and positive
pressure ventilation when a marked decrease in com-
pliance during induction of anaesthesia compromised
arterial oxygen saturation. This interaction between sufen-
tanil and inhaled anaesthetics may markedly limit the
utility of nasally administered sufentanil.
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REPLY

We wholeheartedly agree with Henderson ct al. that high dose
opiates may cause rigidity. However, in our study we used so
small a dose that rigidity was not noticed during the observation
period, nor thereafter. Our induction was at least 60 min after
the intranasal administration of a small dose of sufentanil (0.21
g kgl vs 1.5-4.5 pg- kg~ intheir study), so the peak-effect
and maximal concentration were already “passed,” whereas
they continued their administration induction within ten minutes
of intranasal sufentanil, when the plasma concentration of
sufentanil reaches its peak. Preinduction with an anaesthetic
dose of intranasally administered sufentanil is very different
from premedication with a very small dose of intranasal
sufentanil. We firmly stay with our conclusion that intranasal
sufentanil in a low dose may be an attractive alternative as a
preoperative premedicant.
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