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difficult ones. Direct comparison was made
without any adjustment for this difference.
The data suggest that the GPs had similar
or higher rates of adverse events or
interventions despite handling lower-risk
cases.

The most recent data on anaesthesia-
related mortality reports 20 deaths at
endoscopy from 1994–1996, with a note
that this is likely to be an underestimate.2

Using the authors’ denominator of 430 000
endoscopies per year, an estimated risk of
anaesthesia-related death is therefore about
1 in 64 000. The risk of anaesthesia-related
death for all surgery is quoted as 1 in
63 000, which implies that anaesthesia for
endoscopy is of average risk. The sample
size of 28 000 lacks sufficient power to
make any comment on safety as regards the
risk of death.

Although I applaud the clinical standards
of the authors’ institution and fully agree
that propofol has many clinical benefits over
other agents, Clarke et al do not prove
safety in the use of propofol by non-
anaesthetists.
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TO THE EDITOR: We read with interest the
article by Clarke et al1 and the accompany-
ing editorial by Knoblanche,2 and are
concerned that they may be interpreted as
endorsing the use of the anaesthetic agent
propofol in sedation techniques by person-
nel inadequately trained in anaesthetic
techniques.

Cases reported to the Victorian Consult-
ative Council on Anaesthetic Mortality and
Morbidity confirm the risk of serious
morbidity and mortality associated with
these procedures. Our report for the
triennium 1997–1999 will include two
deaths at endoscopy where a non-specialist

administered the sedation or anaesthetic. In
both of these cases, propofol was used.

The circumstances described by Clarke
et al are exceptional. They combine a
scrupulous adherence to the professional
guidelines3 and a significant involvement by
the administration of the endoscopy centre
in the selection, education and on-going
training of the general practitioner sedation-
ists. They include incident reporting of
adverse events and non-standard treat-
ments as part of a quality assurance
program. Although not specified, there is
also, presumably, access to high-quality
back-up. This level of attention to detail is
by no means universal.

We would like to endorse several observa-
tions made in the articles:
■ For a procedure to be considered
sedation, it is imperative that the drugs used
are not intended to, and do not, cause loss
of consciousness or the loss of protective
reflexes or spontaneous ventilation; by
definition, this would be anaesthesia.
■ Proper selection and careful medical
assessment of patients is very important,
and training must enable the identification
of patients at higher risk.
■ People administering sedation must
have knowledge of the pharmacology of
the agents being administered and modifi-
cations necessary because of concurrent
therapeutic regimens or disease states.
They must also ensure adequate intrapro-
cedure monitoring is provided, that they
have experience in interpretation of
abnormal indices, and that they can
manage any complications arising from
the procedure, with particular emphasis
on airway management and cardiovascular
resuscitation.

There may be benefits with the use of
propofol, but the guidelines, designed for
patient safety, clearly state: “Intravenous
anaesthetic agents such as propofol must
only be used by an anaesthetist.”3

Technological advances in non-invasive
and minimally invasive procedures have led
to an explosion in demand for sedation of
increasing complexity in areas removed
from the traditional operating room envi-
ronment. Consequently, demand for seda-
tion by non-anaesthetists is likely to grow. It
is important that the standard of care and
patient safety be maintained in all these
circumstances.

The concern is not whether the practi-
tioner administering the sedation is a
general practitioner or a specialist, but
whether he or she has the training and skills
necessary to function as an anaesthetist.
The terms “general practitioner sedation-
ist” and “non-anaesthetist” might give an

corrections 
Re the letter “Paracetamol recall: a natural experiment influencing analgesic poisoning”,
by Gunnell D, in the 3 June issue of the Journal (Med J Aust 2002; 176: 561–562). 
A software error in our production system led to incorrect reference citation numbers.

The correct reference numbers are:
Paragraph 1, last sentence: “...availability of paracetamol.2”
Paragraph 2, first sentence: “...investigated by Balit and colleagues.3”
Paragraph 3, first sentence: “...restricted rather than banned.4”
Paragraph 4, third sentence: “...less harmful than paracetamol.5”
Paragraph 5, first sentence: “...should be monitored carefully.4”

Re “MJA Practice Essentials – Infectious diseases 3: Community-acquired
pneumonia”, by Johnson PDR, Irving LB and Turnidge JD, in the 1 April issue of the
Journal (Med J Aust 2002; 176: 341-347). The authors would like to clarify an
ambiguity in the text, after discussion with Professor Bart Currie (Director of Clinical
Research, Tropical Medicine and International Health Unit, Menzies School of Health
Research, Darwin, NT). On page 345, the last paragraph should read:

“Tropical Australia: Patients in tropical Australia, particularly those with more severe
pneumonia, may be infected with B. pseudomallei (melioidosis) or A. baumannii and thus
may require different initial empirical therapy. Patients with CAP in risk classes III or IV
who also have risk factors for these infections (eg, diabetes, chronic airways disease,
high alcohol intake or renal disease) should receive initial therapy with regimens that
include intravenous gentamicin plus ceftriaxone (2 g for adults). All patients in risk class
V should receive regimens that include intravenous gentamicin plus meropenem, if
available. The regimen needs to be further refined if one of these pathogens is
identified.26”

In addition, the last footnote to Box 6 on page 345 should be replaced with the
following: “¶ In tropical Australia, melioidosis and Acinetobacter baumannii infection
should be considered in all patients in risk class V and those with risk factors in risk
classes III and IV.”

Antibiotic recommendations are under constant review because of emerging
resistance and changes in epidemiology, and we remind clinicians to refer to the latest
updates of Australian antibiotic guidelines when prescribing. ❏


