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18) Concerning pain relief in children:

a) they have no need for pain relief

b) morphine is too dangerous to give

c) NSAIDs should not be used

d) paracetamol is too weak to be useful

e) local anaesthetic blocks are useful

19) Features of an anaphylactic reaction

include:

a) low blood pressure

b) diarrhoea

c) wheezing

d) flushed appearance

e) swelling around the face and airway

20) Treatment of an anaphylactic reaction

includes:

a) adrenaline

b) steroids

c) iv fluids

d) antihistamine

e) antibiotics

21) Causes of a fast pulse (greater than 100)

include:

a) pain

b) ketamine

c) hypovolaemic shock

d) atropine

e) fever

22) Causes of a slow pulse (less than 50 beats

per minute) include:

a) hypoxia

b) neostigmine

c) cervical dilatation

d) vasovagal episodes

e) may be normal in very fit people
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Fluid Resuscitation With Colloid or Crystalloid

Solutions

Fluid resuscitation of critically ill patients is a subject of

considerable debate. Currently there is much interest in

the result of a recent meta-analysis which suggests that

colloid therapy for hypovolaemia is associated with an

increased risk of death when compared with crystalloid.(1)

The purpose of this paper was to identify all available

unconfounded evidence of the effect on mortality in critically

ill patients of colloid compared with crystalloids for volume

replacement. The authors studied 37 trials of fluid

resuscitation in critically ill patients but based their analysis

on the 19 trials (with 1315 participants) which reported

mortality.

The paper discusses that  for decades there has been

controversy over the relative benefits of colloid and

crystalloid solutions for fluid resucitation of hypovolaemic

patients.  In this review of randomised controlled trials

the use of colloids compared with crystalloids was

associated with an increase in absolute risk of mortality of

4%.  There was no evidence that different types of injury

necessitating fluid resuscitation had different findings.

Although more expensive than crystalloids, use of colloids

far exceeds current recommendations

Following publication of this meta-analysis considerable

debate has been published from both supporters of

crystalloid resuscitation and colloid users.  It is difficult to

know how to apply these findings at present.

Conditions in many parts of the developing world  means

that the choice of intravenous fluids is often limited.  It is of

interest that this analysis could show no benefit for the

more expensive, and often fashionable, colloids.

Although there is still doubt about the optimal type of fluid

replacement in hypovolaemic shock, it is well recognised

that adequate volumes of intravenous fluid are required.

Evidence for the safety of each type of fluid will need more

work, particularly in the different groups of patients such

as trauma, sepsis, anaphylaxis, cardiac etc and the different

types of fluid available.

1. Schierhout G, Roberts I. Fluid resuscitation with

colloid or crystalloid solutions in critically ill patients:

a systematic review of randomised trials. BMJ 1998;

316:961-964.



Update in Anaesthesia66

Pain experienced by infants

The study of pain in children has developed dramatically

in the past 10 years. Although anaesthetists have been

responsible for much of the research and the increase in

public and professional awareness of the problem,

surgeons, nurses and parents have also been the driving

force for change in many places.

The key to successful prevention and treatment of pain in

children rests in reliable measurement techniques. Facial

expression scoring, cry duration and visual analogue scale

scores are used as research tools for pain measurement.

Facial expressions of pain following an injection are brow

lowering, eyes closure, deepened nasolabial furrows and

mouth opening. These signs are consistently seen from 2

to 18 months of age. (1)

The effect of neonatal circumcision on pain response during

subsequent routine vaccination was studied by Anna

Taddio and her colleagues from the Hospital of Sick

Children in Toronto (2). Patients who had undergone

neonatal circumcision showed a more marked pain

response to subsequent routine vaccination than

uncircumcised infants.  The application of the  topical local

anaesthetic  EMLA during circumcision reduced the pain

of circumcision but had little effect during tightening the

clamp on the foreskin. However during subsequent

vaccination there was a significant trend for EMLA treated

infants to have an intermediate (compared with

uncircumcised infants and circumcised without EMLA

application) pain response across all the three  (facial

action, cry duration and V.A.S. scores) measurements of

pain.

These papers add to the considerable evidence already

available that even very small children experience pain

which may be clinically detected and, to an extent

quantified. Effective methods of controlling pain in this

group of patients  should be the subject of further research.

Study of the vaccination pain response of infants who

received more effective and more available circumcision

pain management ( like dorsal penile nerve block or caudal

block) would be interesting.

1. Lilley CM, Craig KD, Grunau RE. The expression of pain in

infants and toddlers: developmental changes in facial action.

Pain 1997; 72:161-170

2. Taddio A, Katz J, Ilersich AL, Koren G. Eff ect of neonatal

circumcision on pain response during subsequent routine

vaccination.Lancet 1997; 349:599-603

Introduction

The ankle block is a safe and effective method for obtaining

anaesthesia and analgesia of the foot for surgical

procedures on bones and soft tissues.

Indications

� Surgical anaesthesia of the foot especially when

general, epidural or spinal anaesthesia is contra-

indicated.

� For post-operative analgesia.

Anatomy

Five nerve branches supply sensation to the foot. All are

branches of the sciatic nerve, except the saphenous nerve,

which is the terminal branch of the femoral nerve. The

sciatic nerve divides into the tibial nerve and the common

peroneal nerve at a variable point between the buttock

and the popliteal fossa. The tibial nerve then divides into

the posterior tibial and sural nerves, and the common

peroneal nerve into the deep and superficial peroneal

nerves. The posterior tibial nerve finally divides into the

medial and lateral plantar nerves.

Figure 1 shows the sensory distributions of these nerves.

Of particular note;

� The posterior tibial nerve innervates all but one of the

intrinsic muscles of the foot, via its terminal branches,

the medial and lateral plantar nerves. Blockade of this

nerve is important for surgery to deeper structures.

� The deep peroneal nerve innervates the first web-space

and so must be blocked for anaesthesia of the great

toe.

� Surgery is unusual in the territory of the sural nerve

therefore it is not often blocked.

Figure 1 shows the anatomical relations of these five nerves.

Note:

� The posterior tibial nerve lies immediately posterior

to the posterior tibial artery, at the medial malleolus.

ANKLE BLOCKS
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