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suxamethonium that is colour-coded
in a way dangerously inconsistent
with the existing colour standard.
The international colour-code standard has an additional safety feature
speciﬁcally for potentially dangerous
drugs like suxamethonium, namely
the reversed lettering and background of the drug name as way of
an alert to the user. Not only does
the Aurum Pharmaceuticals preﬁlled
syringe not have this reversed alert
text, but the blue colour they have
chosen for the syringe label is identical to that for opioids under the
international colour standard. We
know from a recent large-scale study
of over 74 000 anaesthetics that
syringe-swap errors between drug
classes can be signiﬁcantly reduced
by using the new international
colour standard because of the drugclass speciﬁc colour cues [6]. Why
would any manufacturer then use
the same colour for two drugs from
different pharmacological classes? I
can imagine that the ‘legal’ response
from a pharmaceutical company
over such a matter might be to point
out that it is the anaesthetist’s
responsibility to read the label (no
matter how poorly labelled the drug)
and that technically, the international colour-code standard is
intended for ‘user-applied’ drug
labels and therefore does not apply
to the manufacture of a preﬁlled syringe which comes already labelled,
hence allowing the manufacturer to
make the label any colour it likes.
The provision of a new preﬁlled syringe should be seen as an opportunity to increase patient safety by
getting the details right, rather than
bizarrely creating a new trap or
latent system error that will in time
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inevitably lead to a new kind of
error. Over ten years ago I pointed
out that ampoule labelling standards
are such that ampoule labels could
carry colour-coding consistent with
the international user-applied labelling standard [7]. This would have
signiﬁcant ergonomic beneﬁts for
anyone drawing up drugs from colour-coded ampoules into similarly
colour-coded syringes, and there is
no reason why such consistency of
colour-coding could not also apply
to pre-ﬁlled syringes. In fact, in our
hospital we have had consistently
colour-coded preﬁlled syringes for
over ten years [8].
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Clinical evaluation of the
Ambuâ aScopeTM
In their recent study, Krugel and
colleagues [1] claimed that times to
obtain a view of the carina and
intubate the trachea were signiﬁcantly longer with the single-use
Ambuâ aScopeTM videoscope (Ambu
UK Ltd., St. Ives, UK) than the
re-usable Pentaxâ ﬂexible ﬁbrescope,
and therefore the authors could not
support the use of the aScope in
place of the ﬁbrescope. Other studies, carried out with manikins and
patients [2, 3], suggest that the
times to complete particular scenarios were closer between the aScope
and re-usable ﬁbrescopes.
When reporting the results of
their study, Krugel et al. stated ﬁve
different times (the median, lower
quartile, upper quartile, minimum
and maximum) to identify the carina with each device. It was intriguing that the ﬁve times quoted for
the aScope (28, 22, 46, 16 and 206
s, respectively) were almost exactly
double those for the re-usable ﬁbrescope (15, 12, 22, 7 and 110,
respectively) in each case. There is
clearly something that causes a
consistent, systematic difference
between the two devices and we are
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interested as to whether the authors
could give any further information
or hypothesise on what this could
be? In fact, the authors were perhaps a little fortunate in detecting
exactly the difference they planned
to detect (20 s) in intubation times
between the two devices, when their
study was actually underpowered:
Altman’s nomogram suggests a
sample size of 100 patients in each
group rather than 50 [4].
Jaw thrust was used where necessary (it would perhaps have been
more consistent and appropriate to
use jaw thrust in every patient), but
a majority of patients still did not
require jaw thrust in either group
(despite many more patients needing this manoeuvre in the aScope
group), so this cannot explain the
consistent difference between the
two devices.
The clarity of vision with the
aScope was reduced on occasion
due to fogging and secretions, but
only four patients (of 50) required a
second attempt, so this again seems
to be an unlikely explanation for
the consistent difference. The
authors state that the absence of a
suctioning channel on the aScope is
a deﬁciency. However, they did not
report the number of times suctioning was performed when using the
re-usable ﬁbrescope and whether
this made a difference to the view
obtained. This information would
have been helpful in clarifying how
useful is the presence of the suctioning channel on the re-usable
ﬁbrescope, and therefore how useful
the addition of a suctioning channel
would be on the aScope, if one was
provided. In addition, anti-fogging
solutions are available, but were
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presumably not used in this study
[5].
Finally, the tip of the aScope was
perceived by the single intubator not
to be as manoeuvrable as the ﬂexible
ﬁbrescope. However, Vijayakumar
and colleagues [2] found that there
was little difference in manoeuvrability between the aScope and a ﬂexible
ﬁbrescope when tested using a
specially adapted manikin.
We therefore remain puzzled at
the consistent difference in times
between the two devices and we
would welcome suggestions as to
why this might be so.
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Subjective and objective
experience of pain
We read with interest the recent
article by Moore et al. [1]. Respectfully, we suggest that the laudable
intent of only being satisﬁed with
minimal or no pain is overly simplistic and risks sabotaging the very
aim they seek to achieve. Excellence
in clinical care is not whether a
pain score of 6 is treated or not,
but is listening to the patient, making a thorough assessment and
identifying realistic and acceptable
goals. By deﬁnition [2], a painful
experience, unlike a blood pressure
reading or a serum glucose level,
cannot be reduced to a number
with any real meaning. The authors
state that “a pain score of 6/10 is
not mild, but borderline between
moderate and severe, and the
patient did need something for that.”
‘6/10’ means different things to different people – not least the patient
and his healthcare provider [3, 4].
What if that patient was mobilising
well, not bothered by his healing
wound and didn’t feel he needed
further medication? Alternatively,
what if, on receiving further medication to reduce a 6/10 pain score,
the patient then suffered a respiratory arrest – would the system not
have failed him? Whilst we agree
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