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A novel way of managing 
shearing of epidural catheter 
during tunnelling
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Sir

Subcutaneous tunnelling of the epidural catheter is 
routinely practiced for anchoring the epidural catheter. 
There are different techniques for subcutaneous 
tunnelling which are associated with complications like 
needle stick to the clinician or shearing of the epidural 
catheter. Rose GL (2009) reported the efficacy of needle 
sheath for prevention of these complications.[1]

Still, the likelihood of shearing of the epidural catheter 
cannot be ruled out. Following shearing of the epidural 
catheter it has to be pulled out, as it cannot be used for 
administering medication.[2] Recently, we came across 

Figure 1: Shearing of epidural catheter during subcutaneous tunnelling

Figure 2: Cut end of the catheter at the point of shearing, which was 
attached to the catheter connector and filter assembly 

shearing of epidural catheter during subcutaneous 
tunnelling [Figure 1]. We did not pull out the epidural 
catheter; rather we cut the catheter at the point of shearing 
and attached the cut end of the catheter (near the point of 
exit from the back of the patient) to the catheter connector 
and filter assembly. Thereafter we administered 
medication through this assembly that was later fixed to 
the back of the patient [Figure 2]. Subsequently a high-
pressure, low-volume extension tube was attached to the 
assembly, which was used for administration of drugs for 
the management of postoperative pain. We could safely 
and effectively manage the patient intra-operatively and 
took care of his postoperative pain (three days) without 
the need of replacing the epidural catheter thereby saving 
time and money.

Fortunately, shearing of the catheter happened at an 
extracutaneous site so we got extra length to attach 
the filter and other assembly with it. Although, short 
length of catheter or slightly bulky assembly (filter 
system) or absence of loop may pose a possibility of 
dislodgement it is a safe and cost-effective method. 
We therefore suggest that this technique could be 
employed in cases of shearing of epidural catheter 
during the process of subcutaneous tunnelling.
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A simple, no-cost method of 
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anaesthesia work area
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It is well known that contamination of the anaesthesia work 
area with potential bacterial pathogens and blood occurs 
intraoperatively[1] following general anaesthesia. It has 
been demonstrated that bacterial contamination occurs 
early (within as little as 4 min) and is unrelated to factors 
of case duration, urgency, or patient American Society of 
Anaesthesiologists physical status. Contamination with 
saliva represents a potential risk, since saliva is the main 
vehicle of infection for nonparenteral transmission of 
hepatitis-B.[2] Bacterial transfer to patients is associated 
with the variable aseptic practice of anaesthesia 
personnel. Placing the laryngoscope blade in a container 
(e.g. a kidney tray) following intubation with subsequent 
contamination of the anaesthesia work area is unwanted 
but not an uncommon feature in the operation theatre.

We propose the use of the plastic cover of the disposable PVC 
endotracheal tube to keep the contaminated laryngoscope 
blade to avoid soiling the top of the anaesthesia machine 
and work area. The laryngoscope blade can easily be kept 
inside this plastic cover which had been opened before 
intubation [Figure 1]. The contaminated blade can then 
safely be transported and cleansed without leading to 
any untoward contamination, and the plastic cover safely 
discarded. One needs to be careful that the two sides of 
the cover (one plastic, the other paper) do not come apart 
during the whole procedure, lest it contaminate other 
unwanted areas.

The complex intraoperative environment has been 
theoretically associated with the development of 
nosocomial infections and may contribute to the 
emerging pattern of increasing bacterial resistance 
in the hospital setting. Currently, there is no 
consensus regarding a satisfactory method for the 
routine cleaning, disinfection and sterilization of 
laryngoscope blades and handles. It has been shown 
that 33% of anaesthesia work surfaces[3] and 38% of 
laryngoscope blades are contaminated with blood 
with a high proportion of both blades and handles 
showing evidence of microbial contamination.[4] Tobin 
MJ and colleagues[5] suggested the use of commercially 

available plastic to cover the laryngoscope handle 
during use to prevent contamination. This involves 
extra effort and cost; also, laryngoscope blade is the 
most contaminated are rather than the handle. We think 
that it is more appropriate to handle the contaminated 
blade carefully to prevent cross-contamination

Our method of safeguarding the anaesthesia work 
area from soiling with the contaminated laryngoscope 
blade is very simple, does not involve any extra 
expenditure and has the potential to reduce iatrogenic 
transmission of infection in the perioperative setting.
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Figure 1: Quarantined laryngoscope blade. Used laryngoscope blade 
inside the plastic cover of the disposable PVC endotracheal tube

Guide wire loss during central 
venous cannulation
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Sir,

Central venous (CV) catheterisation is a routine 
procedure in intensive care units (ICU), with an 
overall complication rate of 12%. Loss of a complete 
guide wire into the circulation is one of its rare and 
preventable complications.[1] A 65-year-old male 
patient in our neurosurgical ICU required CV access on 
the second postoperative day, following an intracranial 
tuberculoma excision. CV catheterisation of the 
right femoral vein with the Seldinger technique was 
attempted in him by a first year resident doctor without 
supervision. During cannulation, an inadvertent leg 
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