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Abstracts from the 
literature 

Mental recovery from anaesthesia 
The postoperative course of mental performance 
during the first week and at three months after 
operation was studied in 30 patients above the age 
of 60, undergoing total hip replacement arthro- 
plasty. The patients were randomly allocated to 
receive either general anaesthesia, epidural anal- 
gesia, or general anaesthesia plus epidural anal- 
gesia. The surgically induced increase in plasma 
cortisol and glucose was inhibited in the two groups 
receiving epidural analgesia. Mental performance 
was studied with psychological methods. An equal 
degree of postoperative impairment of mental per- 
formanee of three to four days' duration was found 
in all groups. Three months after surgery, mental 
functions had improved slightly and to the same 
extent in all groups. The authors conclude that the 
transient mental impairment occurring within the 
first postoperative week is caused by factors other 
than general anaesthetic agents and the endocrine- 
metabolic response to surgery. (Riis J, LomholtB. 
Haxholdt O, et al. Immediate and long-term mental 
recovery from general versus epidural anesthesia in 
elderly patients. A eta A naesthesiol Scand 1983, 2 7: 
44 9) 

Profile of recovery after general anaesthesia 
The duration of impairment of mental functioning 
after anaesthesia was studied in 55 patients under- 
going hernia repair who were divided into three 
groups in which the method of induction of anaes- 
thesia (intravenous or inhalational) and ventilation 
(spontaneous or controlled) was varied. Perform- 
ance in a five-minute serial reaction time test and 
subjective estimates of coordination were assessed 
four times a day for two complete postoperative 
days and were compared with those in a control 
group of orthopaedic patients in hospital. After 
considerable impairment initially, reaction times in 
all groups gradually returned towards control val- 
ues, but in patients breathing spontaneously during 
anaesthesia impairment recurred during the second 
postoperative day. These results suggest that such 
patients should be advised not to undertake hazard- 
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ous tasks such as driving a car for at least 48 hours 
after a general anaesthetic. Discrepancies between 
subjective and obj ective assessments of impairment 
also suggest that patients should not rely on their 
own assessments of fitness to drive. (Herbert M, 
Healy TEJ, Bourke JB, Fletcher 1R, Rose JM. 
Profile of recover)' after general anaesthesia. Br 
Med J t983; 286: 1539-42.) 

Drug abuse in anaesthesia training programs 
Experience at a university teaching hospital with 
drug dependence among anaesthesia residents, cou- 
pled with a lack of published data, prompted the 
authors to survey us anaesthesia training programs. 
Two hundred eighty-nine programs were surveyed, 
247 (85,5 per cen0 responded, and 184 (74 per 
cen0 of these programs had at least one suspected 
incident of drug dependence to report. Three 
hundred thirty-four confirmed persons were report- 
ed, including a substantial number of instructors. 
Meperidine and fentanyl were the most frequently 
mentioned drugs. Behaviour changes were frequent- 
ly noted by staff personnel, and in general such 
changes led directly to detection. After confirma- 
lien of abuse, the majority of impaired anaesthetists 
were referred for psychiatric care, with few in need 
of actual detoxification. Detailed follow-up was 
available for about 40 per cent of the total; 71 
persons were offered a return to their original place 
of employment, while 30 persons died of drug 
overdose. Chemical impairment may be more 
common than usually thought in anaesthesia, per- 
haps in part because of drug availability. (Ward CF, 
Gretchen CW, Saidman LJ, Drug abuse in anesthe- 
sia training programs - A survey: 1970 through 
1980. JAMA 1983; 250: 922-5.) 

Hepatic function after anaesthesia 
Three groups of patients received Althesin, min- 
axolone or di-isopropyl phenol to supplement 67 
per cent nitrous oxide in oxygen. A fourth group 
receiving halothane to supplement nitrous oxide in 
oxygen acted as a control. Hepatic function tests 
were measured before operation and on days 1,3, 5 
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and 7 after major vascular reconstructive surgery. 
There were significant increases to a mean value 
above the upper limit of normal in aspartate amino- 
transferase activity by day three in all groups. Total 
lactic dehydrogenase activity increased in the pa- 
tients receiving Althesin, minaxolone and halothane. 
No change was seen in the alkaline phosphatase in 
any of the study groups. Gamma glutamyl trans- 
peptidase increased in all groups, but the mean 
value at day seven was not greater than the upper 
limit of normal. The mean activity of ornithine 
carbamoyl transpeptidase showed no change in 
any group through the study period. Two of the 
patients receiving minaxolone suffered cholestatic 
jaundice during the first month. These results 
suggest that anaesthesia with Althesin or di-iso- 
propyl phenol results in enzyme changes similar to 
those seen in a comparable group of patients 
receiving halothane to supplement nitrous oxide in 
oxygen anaesthesia. (Sear JW, Prys-Roberts C, 
Dye A. Hepatic function after anaesthesia for major 
vascular reconstructive surge D' - A comparison of 
four anaesthetic techniques. Br J Anaesth 1983; 55: 
603-9.) 

Nitrous oxide analgesia for refractory pain 
Nitrous oxide analgesia was used in the manage- 
ment of the terminal hospitalization of four adoles- 
cents and one child with disseminated cancer. All 
patients had severe pain that was unresponsive to 
standard regimens of narcotics and various nar- 
cotic analgesia-stimulant combinations. In each 
case, the addition of nitrous oxide led to an obvious 
improvement in symptoms of pain, anxiety, and 
agitation, while simultaneously improving appetite, 
mood, and the capacity to communicate. There 
were no side effects except those related to the 
discomfort of wearing a mask. Acceptance of the 
procedure by patient, family, and staff was univer- 
sal and enthusiastic. The procedure is safe, easily 
administered, and noninvasive. Nitrous oxide can 
be useful in managing terminal illness refractory to 
standard pain control measures. (Fosburg MT, 
Crone RK. Nitrous oxide analgesia for refractory 
pain in the terminally ill. JAMA t983; 250:511-3.) 

I.ntracoronary fibrinolytic therapy in acute myo- 
cardial infarction 
A randomized trial compared intracoronary admin- 

istration of streptokinase versus dextrose placebo 
within six hours after the onset of symptoms of 
acute myocardial infarction in 40 patients. The 
base-line clinical, haemodynamac, and angiographic 
findings were similar in the control and strepto- 
kinase-treated groups. Reestablishment of flow 
occurred in 12 of 20 given placebo (p < 0.05). Left 
ventricular function, angiographic ejection frac- 
tion, and regional wall motion, measured before 
and immediately after intervention, and serial radio- 
nuclide ejection fractions, measured at treatment, 
at 12 days, and at five months, were compared 
according to type of treatment (slxeptokinase vs 
placebo) and outcome of therapy (reperfusion vs no 
reperfusion). No statistically significant differences 
between groups were found. Thus, although strep- 
tokinase was more effective than placebo in achiev- 
ing reperfusion, the authors detected no improve- 
ment of left ventricular function as a result of 
reestablished coronary flow. ( Khaja F, Walton JA, 
Brymer JF et aL lmracoronary fibrinolytic therapy 
in acute myocardial infarction - Report of a 
prospective randomized trial. N Engl J Med 1983; 
308: 1305-11. See also Swan HJC. Editorial. 
Thrombolysis in acute evolving myocardial infarc- 
tion - A new potential for myocardial salvage. N. 
Engt J Med 1983; 308: I354-5.) 

Premedication with suhlingual Iorazepam 
The efficacy of a sublingual preparation of loraze- 
pare was compared with an i.m. injection of loraze- 
pare as premedication for 150 patients undergoing 
minor gynaecological surgery. Anxiety, axousabil- 
ity and recall of auditory, visual and tactile stimuli 
were used as measurements of the degree and rate of 
onset of the effects. Anxiety scores decreased in 
both groups after medication. Patients who received 
the drug sublingually showed less recall, an earlier 
onset of sedation, more drowsiness and a longer 
recovery time than those who received the drug i. m. 
It is concluded that lorazepam given by the sub- 
lingual route is superior to that given i.m. because 
of more rapid absorption resulting in earlier drowsi- 
ness and more amnesia. An additional advantage is 
the absence of the discomfort of an injection. Gale 
GD, Galloon S, Porter WR Sublingual lorazepam: 
A better premedication? Br J Anaesth 1983, 55: 
761-5.) 


