
the epidural space in the thoracic region as well as the
possibility of inadvertent dural puncture resulting in
intrathecal administration of the local anesthetic
and/or spinal cord injury, an objective technique for
identification of the thoracic epidural space must be
considered as an alternative for the subjective loss-of-
resistance technique.

Thirty years ago, I reported the use of the running
infusion technique for identification of the lumbar
epidural space.1 The technique has also proved to be
very useful for identifying the thoracic epidural space.
Patients are positioned in the sitting position and,
after scrubbing and draping the skin, a Tuohy epidur-
al needle is inserted in the midlle line at the desired
thoracic level, with an upward angulation of 45–60
angle to the skin. The needle is advanced through the
skin, subcutaneous tissue, supraspinous ligament and
interspinous ligament. The stylet is then removed, and
the sterile end of a saline infusion drip tubing is care-
fully connected to the hub of the needle. The drip is
then left open. The infusion sometimes drips slowly
when the tip of the needle is in the loose interspinous

ligament. However, when the needle engages the lig-
amentum flavum, marked resistance is felt and the
infusion always stops running. The needle is then
advanced very slowly through the ligamentum flavum.
As soon as the bevel of the needle enters the epidural
space, the infusion starts to flow, thus identifying the
epidural space (Figure). The rate of the drip varies
from patient to patient, due to possible variations in
the epidural pressure. Entry into the space is usually
associated with a “give way” feeling and advancement
of the needle is stopped immediately. The infusion is
then detached from the needle. If no cerebrospinal
fluid drips from the needle, injection of 3 mL of lido-
caine plus epinephrine 1:200,000 is used as a test
dose. The injection without resistance, as well as the
absence of tachycardia or spinal anesthesia confirm
proper epidural localization.

Anis Baraka MD FRCA

Beirut, Lebanon
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Gauging the depth of venipuncture dur-
ing internal jugular vein cannulation

To the Editor:
Right internal jugular vein (IJV) is the preferred site
for central venous cannulation. During the procedure
there are chances of complications like arterial punc-
ture, hematoma formation, pneumothorax, thoracic
duct injury, arteiovenous fistula, and brachial plexus
injury due to the inability to judge the appropriate
length that the large bore needle traverses in order to
do the venipuncture.1 Complications can be life
threatening and may be avoided if the depth from skin
to vein is measurable. 

In an attempt of safer and accurate cannulation of
IJV, we devised a venipuncture and a 24-gauge guide
puncture needle with centimetre-highlighted mark-
ings (Figure). The guide puncture determines the
direction of IJV and centimetre markings on it give
the exact distance at which IJV is hit. Then the
venipuncture needle is introduced in the same direc-
tion as the guide puncture needle. As the distance
from skin entry to the IJV is measured on the guide
puncture needle, the venipuncture needle is intro-
duced to the prefixed distance to hit the IJV.
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FIGURE A saline infusion set is positioned approximately one
metre above the site of proposed epidural anesthesia and connect-
ed to the hub of the epidural needle. As soon as the needle pierces
the ligamentum flavum, and enters the peridural space, the infu-
sion starts to drip due to the hydrostatic pressure difference
between the infusion and the peridural space.
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We performed 25 IJV cannulations using this set of
needles. In all 25 patients, the venipuncture needle
reached the IJV in the first attempt without complica-
tions. Though our experience with this needle is limit-
ed , we suggest that the use of these needles with
markings decrease the complications and increase the
chances of accurate and safe placement of IJV catheters. 

Chandra Kant Pandey MD

Neeta Bose MD

Garima Garg MD

Lucknow, India
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Bier’s first spinal anesthetic and
Veress’s needle

To the Editor:
Ganapathy stated in his editorial1 that Bier introduced
spinal anesthesia in 1899.1 Bier published six cases in
1899, but he administered the first spinal the year
before: “On August 16, 1898, at 8:35 a.m., I injected
3 cc of 0.5% solution of cocaine (0.015 g) in the man-
ner I have described [lateral position, Quincke’s tech-
nique, and fine hollow needle] and waited 20 min.
Sensation was lost in the lower half of the body.”2,3

The patient was a 34-yr-old man with disseminated
tuberculosis and an inflamed tuberculous ankle joint.

In the same issue of the Journal, Ishiyama et al.
wrote that, “A Verres [sic] needle was inserted in the
right subcostal area.”4 Janos Veress (not Verres or
Verré) was a Hungarian physician who described his
needle in 1938.5,6 He designed it to prevent damage

to lungs or abdominal organs, either during removal
of fluid from the thoracic or peritoneal cavities, or
during treatment of pneumothorax. The blunt tipped
cannula was connected to a spring, and was slightly
longer than the sharply-pointed external needle. The
cannula was held back by the skin and other solid tis-
sue during insertion until the tip of the needle pene-
trated the pleura or peritoneum. The blunt end of the
spring-loaded cannula then advanced automatically
with, supposedly, no danger to internal organs.
Ishiyama et al.’s report, and those of gynecologists
and surgeons,7,8 remind us that this may not be true
when the Veress needle is used for insufflation, rather
than drainage, of the peritoneal cavity. 

J. Roger Maltby MB, FRCA, FRCPC

Calgary, Alberta 
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RE P LY :
To the Editor:
Introduction of a technique, in my opinion, occurs when
the technique is published in a journal of communica-
tion. If I were to incorporate the details on spinal anes-

FIGURE 


