410 CORRESPONDENCE

when the drug is run through polyvinylchloride (PVC)
infusion sets® and that we used non-PVC-type, polyeth-
ylene-polypropylene administration sets.

The results of our two investigations should be appre-
ciated with respect to the age of the patients studied, the
severity of their coronary artery disease, their incidence
of previous myocardial infarction, and to the presence of
a peripheral vascular disease. Most of the patients studied
were unfit for coronary arteriography or for cardiac sur-
gery because of their age or their peripheral vascular dis-
ease. In such patients, left ventricular function is often
depressed,” which probably permits the full exertion of
the beneficial hemodynamic and antianginal effects of
iv NTG.

P. CORIAT, M.D.

Assistant Professor of Anesthesiology
Department of Anesthesia

Hapital de la PITIE

75651 Paris Cedex 13, France
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A Potential Hazard: Interchanging Fentanyl and Sufentanil

To the Editor:—A recent probable drug administration
error prompts us to share details of the episode and ex-
press a note of concern.

During a lengthy upper-extremity operation performed
under axillary block, a Physical Status I, 38-yr-old man
received 5 ml of fentanyl over 2.5 h initially for sedation
and then, subsequently, for tourniquet pain. A second 5-
ml ampul of fentanyl was ordered and 1 ml administered.
Approximately 2-3 min later, the patient was noted to
be apneic, cyanotic, unresponsive, and demonstrating
tonic—clonic movement of the unanesthetized arm. Fol-
lowing an uncomplicated resuscitation, the patient
breathed with a large tidal volume and a spontaneous
respiratory rate of 4 breaths/min for some time there-
after. Naloxone was not given. Initially, the cause for this
event was not known, but a recheck of the operating room
narcotic log revealed a one-ampul surplus of fentanyl and
a one-ampul shortage of sufentanil. Unfortunately, be-
cause it had been recently emptied, the glass disposal con-
tainer could not provide a missing ampul of either possible
drug. Consequently, we classified this as a probable, rather
than certain, error.
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In Reply:—]Janssen Pharmaceutica recognizes the con-
cern that Ward and Sanford have expressed. We have
been in the process, over the past several months, of ac-

Although the ultimate responsibility for the incident
described above rests with the individual who adminis-
tered the drug, we believe that the manufacturer should
seriously reconsider the advisability of marketing a nar-
cotic at a concentration such that 1 ml administered by
the only route suggested constitutes the dose, rather than
an increment. Yes, numerous other drugs (e.g., epineph-
rine, phenylephrine) are available in similarly concen-
trated forms, and we have seen all of these drugs involved
in errors of administration, occasionally with significant
morbidity. Anesthetized patients do not need an addi-
tional source for such error, convenience to the practi-
tioner notwithstanding.

C. F. WARD, M.D.
Associate Clinical Professor
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quiring specially designed equipment and obtaining the
necessary Food and Drug Administration (FDA) approval
to market our intravenous anesthesia products in paper-
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