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Alternative use of the ophthalmic 
drape for anaesthesia procedures

Sir,

Central venous catheterisation (CVC) requires maximal 
sterile barrier precautions to prevent catheter‑related 
bloodstream infection, which is associated with 
preventable morbidity and mortality.[1,2] Disposable 
surgical drapes are recommended as a standard of care; 
however, those specifically meant for this purpose are 
neither freely available nor cost‑effective. We present 
the use of the commercially available disposable 
ophthalmic drape for the said purpose.

The disposable ophthalmic surgical drape is 
available in an average size of 70  cm  ×  70  cm, 
with an adhesive transparent area of 7 cm × 9 cm. 
A  plastic bag comes attached to the lateral border 
of the adhesive area. It covers patient’s head and 
the thorax, and the rest of the body can be covered 
with a plain drape. The transparent adhesive area 
is adequate to expose all anatomical landmarks and 
provides good‑quality images when using ultrasound 
guidance, now considered a current standard of care 
for internal jugular vein cannulation[3]  [Figure  1a]. 
A small area may be cut out in the adhesive surface 
as per the requirement. This is best done before 
opening up the surgical drape by removing the 
protective paper over the adhesive area and making 
a desired cut using a stab knife blade. The adhesive 
area is placed on the procedure site such that the 
attached plastic bag is placed on the lateral aspect of 
the neck and the drape is then opened to cover the 
head and the thorax.

The ophthalmic surgical drape provides an ideal 
option and ensures an optimum level of sterility. The 
adhesive area helps keep the drape in stable position, 
thereby avoiding requirement of multiple drapes. 
Most of the disposable drapes are made of low‑lint 
and abrasion‑resistant fabric and have level 4 liquid 
barrier performance because of their non‑perforated 
design and hence have poor absorbent quality as 
compared to the linen cloth drapes. The polyethylene 
drapes used in the absence of disposable drapes 
are completely non‑absorbent and do not remain 
stable in place. The plastic bag adjacent to the adhesive 
area of the ophthalmic surgical drape is designed to 
collect the irrigation fluid; during internal jugular vein 

cannulation, it collects the trickle of blood that occurs 
after dilatation of the subcutaneous tract, preventing 
soiling and contamination of the neck and the shoulder 
area and the trickle over the drape down to the floor 
on the operator’s feet.

The disposable ophthalmic drapes are freely available 
in the market as well as in all hospitals where cataract 
surgeries are performed. The disposable ophthalmic 
surgical drape is more cost‑effective as opposed to the 
one dedicated for CVC.

This can also be used successfully for subclavian, 
femoral and peripherally inserted central catheter 
line catheterisations. It can also be used for isolation 
during spinal or epidural anaesthesia procedures and 
other regional blocks. During neuraxial blockade, 
the length of the transparent adhesive area should 
be placed along the length of the spine so that in 
case of difficulty one can easily have access to 2–3 
interspinous spaces. The plastic bag should be placed 
in the caudal direction. The best benefit is seen in an 
epidural procedure as on removing the Touhy needle 
after the insertion of the catheter; we commonly 
encounter a trickle of blood down the back soiling the 
operating table [Figure 1b].

We recommend routine use of this drape for various 
procedures in anaesthesia and the intensive care unit.
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Figure 1: (a) Use of ophthalmic drape in central venous catheterisation 
cannulation. (b) Use of ophthalmic drape in epidural catheter insertion
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Is our suction apparatus rightly 
calibrated?

Sir,

Suction apparatus is an important part of operation 
theatre and anaesthesia. Modern anaesthesia machine 
check not only includes the cylinders, pipelines, 
machine proper and breathing circuits but also 
scavenging systems and suction apparatus.[1,2] Ensuring 
that suction apparatus is working appropriately 
and calibrated precisely is very important to avoid 
inadvertent, over or underestimation of blood and 
body fluid losses and unwarranted transfusions.

A 7‑year‑old 19 kg male child belonging to the 
American Society of Anesthesiologists physical 
status 1 was posted for elective adenotonsillar resection. 
Pre‑operative anaesthesia evaluation was unremarkable 
with haemoglobin 13 g/dL. Intraoperatively, blood loss 
measured in suction apparatus was 250 mL without 
any saline wash. The patient was haemodynamically 
stable without significant tachycardia and was given 
gelatin of 250 mL in addition to the maintenance 
volume of Ringer’s lactate. On suspicion that the blood 
loss was reaching the maximum allowable limit for 
the patient, we counterchecked the blood loss from 
the suction apparatus with a standard 50 mL Becton 
Dickinson syringe. To our surprise, it was found that 
suction apparatus jar was overestimating the blood 

loss by almost 125 mL. The surgery was uneventful. 
Post‑operatively, we counterchecked the suction jar with 
500 mL standard normal saline dyed with methylene 
blue with the help of ten Becton Dickinson syringes 
which measured 625 mL in suction jar [Figure 1].

Blood loss thus overestimated may not be significant 
in an adult patient, but it can be seriously detrimental 
for neonates and pediatric patients undergoing 
surgery.[3] They can be inadvertently given excess 
fluids or blood transfusion with risk of complications 
and delay in post‑operative recovery.[4] In addition 
to clinical signs such as tachycardia, hypotension 
and pallor, various other methods for estimation of 
blood loss include gravimetric methods (weighing of 

Figure 1: Suction apparatus jar overestimating the normal saline by 
approximately 125 mL
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