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less than 5% could be achieved by early diagnosis and 
use of dantrolene.[2] Except for the thyroid swelling, our 
patient was essentially healthy before this procedure. 
A  sudden increase in heart rate, blood pressure, 
body temperature and end‑tidal CO2 intraoperatively 
aroused suspicion of onset of thyroid storm, even 
though the patient was euthyroid, and not on any 
treatment. As the patient was (a) Not responding to 
appropriate resuscitative measures (b) Investigations 
revealed severe acidosis, marked hypercarbia, 
marginally elevated thyroid values and gross elevation 
in S.CPK and (c) We had used triggering agents like 
succinylcholine and halothane, we thought MH was 
a possible diagnosis. A clinical situation such as this 
can also be mimicked by thyroid storm, neuroleptic 
malignant syndrome (NMS) and phaeochromocytoma. 
Though hypertension, hyperpyrexia and cardiac 
arrhythmias were present, thyroid storm was ruled out 
as there were marginal elevations in thyroid hormones 
but marked elevation in EtCO2 and severe acidosis. As 
there was no history of any chronic drug intake or the 
triad of sweating, episodic headache and tachycardia, 
the possibility of either NMS or pheochromocytoma 
was remote.[4,5] The gold standard diagnostic test for 
MH is in vitro Halothane Caffeine Contracture test, the 
facilities for which were not available at our institute. 
We applied MH clinical grading scale and a total score 
of 46 was achieved (Serum K+ >6 mmol/L – 3 points, 
EtCO2 > 7.5 kpa during controlled ventilation – 15 
points, inappropriate rapid increase in temperature – 
15 points, Inappropriate sinus tachycardia – 3 points, 
Arterial pH < 7.25-10 points). A total score of 46 
corresponds to MH rank of D5 which represents the 
clinical scenario as “very likely” of MH.[6] Though 
appropriate measures to treat the clinical condition 
were instituted, our patient succumbed due to 
non‑availability of dantrolene sodium which is the 
drug of choice for MH. We conclude that a high 
index of suspicion must be maintained about onset 
of MH peri‑operatively and prompt recognition, early 
intervention with dantrolene administration can be 
life‑saving.
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Electronic logbooks for residents: 
A step forward

Sir,

There are as many as 236 medical colleges 
(99 Universities) offering post‑graduation in 
Anaesthesiology in India.[1] Most of these universities, 
advocate keeping logbooks and their submission 
before final examinations. Unfortunately, there 
is no data available to analyse compliance to this 
guideline. Furthermore, the submitted logbooks 
may not accurately reflect a resident’s training for 
various reasons. Generally these are paper logbooks, 
which is a cumbersome and effort intensive way of 
logging information, and one that would expectedly 
result in below average compliance. We believe that 
electronic logbooks may be a step ahead in the right 
direction.

Our western counterparts embraced this technology 
much earlier than us and e‑logbooks have been 
available on hand held devices  (Personal Digital 
Assistant using HanDBase®) since the year 2000. The 
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expensive, restricted to Apple devices and there have 
been issues with loss of database in the past.

On the downside, there is no gold standard in 
e‑logbook app yet. Obstacles include cost of the app, 
need for a smartphone  (and an internet connection), 
lack of an app for a given mobile platform, lack of a 
good customer service, possibility of data loss and 
issues with report generation. E‑logbooks enter data 
objectively and hence a detailed record of preoperative 
assessment, optimization, intra‑operative notes and 
incidents may not be possible. Additionally, factors 
to consider in the Indian context may include set up 
cost, infrastructural issues, differences in logbooks in 
different universities and need of locally customised 
e‑logbooks.

Nevertheless, the benefits of e‑logbooks far out‑weigh 
potential issues. Most logbooks are available on 
different mobile platforms and a few are free as well. 
Many apps are now available covering different 
sub‑specialities within anaesthesia  (such as pain 
medicine, cardiac anaesthesia, neuro anaesthesia, 
regional anaesthesia and intensive care). In future, 
we envision the availability of many more such apps 
with better interfaces, customised list generation, 
better customer care and good back up options. With a 
large resident base, provision of affordable customised 
e‑logbooks can be easily accomplished in India. 
In conclusion, there is a serious need to consider, 
develop and embrace technology as far as the issue of 
electronic logbooks for residents is concerned.
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arrival of smartphones has seen a windfall of e‑logbooks 
and other medical apps available to the medical 
professionals. A  recent survey by d4  (independent 
UK based charity with focus on mobile technology for 
health care professionals) found that 81% of health 
professionals used smartphones.[2] A Neilsen survey 
“Mobile Youth Around The World” showed that smart 
phone penetration in Indian youth was a lowly 10%; 
however, by 2012, 1 in 5 youth (in the world) with a 
smart phone is expected to be an Indian.[3] Hence, it 
may not be boastful to propose that such electronic 
platform for data collection among young Indian 
medical professionals would be both popular and 
successful.

Electronic logbooks allow data entry at the point of 
care (theatre, ward or intensive care) which is their 
biggest selling point. Because they offer an intuitive 
interface, are less effort intensive and utilise a mobile 
device, compliance with e‑logbooks is expected to 
be better than paper based logbooks. Many of the 
available logbooks allow an end user to edit and 
customise headings, menus and other data sets 
according to their needs which is a desirable feature 
among others. Such logbooks allow data to be entered 
and synchronised in real time over wireless local area 
network (Wi‑Fi) or 3G (3’rd generation) network with 
Google Documents or storage as a comma separated 
value (CSV) file locally on the device. These files can 
then be accessed through the internet, on another 
device (such as a personal computer) and be edited 
and processed according to one’s need. At the end 
of the assessment period, they can be compiled and 
printed for submission as a proof of competency for 
a given qualification (as done by anaesthesia trainees 
in the United  Kingdom).[4] An analysis of online 
resident logbook has been recently used to assess 
training among anaesthesia residents. The authors 
concluded that such exercises in future may help 
to assess and standardise curriculum.[5] Maintaining 
personal logbooks for clinical and academic activities 
have also been stressed as tools for appraisal and 
revalidation for all practitioners  (residents and 
consultants) by the General Medical Council in the 
United Kingdom.[6]

iGaslog is a prime example of an electronic logbook 
that has been successfully adopted by many trainees in 
the United Kingdom.[7] It is characterised by intuitive 
drop down menus, automated fields, customised 
report generation, exporting databases as CSV files 
and E‑mailing options among others. However, it is 
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Logbook help? Can J Anaesth 2012;59:968‑73.
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Dexmedetomidine—saves the day

Sir,

A 67‑year‑old morbidly obese (Wt.‑94 kgs, Ht.‑145 cm, 
Body Mass Index  (BMI) of 44.7/m2) patient with a 
traumatic spine, presented to our institute for magnetic 
resonance imaging (MRI) of the lumbar spine. She had 
an anxiety disorder, a history of snoring at night, was a 
hypertensive on regular treatment. She had short neck, 
a Mallampati score of III. An unsuccessful attempt to 
get an MRI scan of the patient in another hospital was 
explained to us.

On request to move to the MRI suite which was 
seven floors down, she refused to cooperate for the 
procedure. Discussion with the orthopaedic surgeon 
and the radiologist clarified that the MRI was essential 
for the diagnosis. The relatives were explained about 
the plan of action and a special consent was obtained.

An IV access was secured and portable monitoring was 
setup. A  bolus of dexmedetomidine 0.5  mcg/kg was 
administered over 10 minutes. The patient calmed down 
after the bolus, obeyed commands and co‑operated. 
She shifted to the trolley on instructions and was 
started on a continuous infusion of 0.4  mcg/kg/hr 
using a dial‑a‑flow as it is MRI compatible. Continuous 
positive airway pressure  (CPAP) was instituted using 
a Boussignac CPAP system  (VYGON Laboratories 
Pharmaceutiques, France) and the patient was 
transferred to the MRI suite with an anesthesiologist. 
Emergency airway management equipment were 
carried along during the transfer, End‑tidalCO2 (EtCO2) 
was monitored continuously in view of respiratory 
obstruction. In the MRI suite, the monitors were 
changed to the MRI compatible ones. The transfer to 

the MRI gantry did not awaken her, Ramsay sedation 
score being 4. The procedure took 45 minutes. Heart 
rate dropped from 96/min to 64/min, no drop in blood 
pressure or respiratory depression was observed. The 
infusion of dexmedetomidine was stopped 10 minutes 
before the anticipated end of the procedure and the 
patient was shifted back to the room. The entire exercise 
took over  1 hour and 40  minutes. On assessment, 
patient was awake, responding to verbal commands 
and had no recall of the events.

Multiple factors like obesity, a potentially difficult airway, 
anxiety and the logistics of transferring an unconscious 
patient to the MRI suite while maintaining a patent 
airway and avoiding respiratory depression were the 
key challenges. Airway compromise is of grave concern 
in an obese patient who is remotely located in the MRI 
gantry and is receiving sedation and anaesthesia.

Dexmedetomidine is a selective alpha‑2  (α2) agonist 
in use since 1999.[1] It has 7-8  times more selectivity 
to α2 receptors than clonidine, producing sedation, 
anxiolysis and sympatholysis and possess some 
analgesic properties without any respiratory depression. 
Dexmedetomodine has been used safely intraoperatively 
in obese patients with and without narcotics.[2] These 
properties can be very useful as a sedating agent in 
high risk patients prone to respiratory depression with 
potentially difficult airways.[3] Obese patients may be 
sensitive to the respiratory depressant effect of opioid 
analgesic drugs and more likely to require postoperative 
ventilation to avoid hypoxic episodes.

Dexmedetomidine has been used effectively for MRI in 
paediatric patients.[3] It has been used intraoperatively 
as the sole sedative agent in a patient receiving 
regional anaesthesia. Prophylactic use of CPAP in 
obese patients can reduce upper airway obstruction, 
increase functional residual capacity, and improve 
lung compliance, ventilation and oxygenation, 
especially with use of sedatives. The Boussignac CPAP 
system consists of a silicon mask which is applied to 
the patient’s face and the CPAP device with a virtual 
valve is connected to the mask.[4] High flow through 
many capillaries at an angle of 45° creates a virtual 
diaphragm and generates positive pressure in the 
patient’s airway. The pressure generated depends on 
the gas flow.[4] It can be used in the MRI suite in obese 
patients receiving sedation and anaesthesia because of 
its simple design. Dexmedetomidine is finding its way 
into every segment of anaesthesia practice, the above 
mentioned incident is a testimony.[5]
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