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Complication of combined spinal epi-
dural needle 

To the Editor:
I report a potentially dangerous problem with the 
needle through needle combined spinal-epidural tech-
nique involving the Espocan combined spinal and epi-
dural anesthesia kit (B. Braun, Bethlehem, PA, USA). 
This spinal needle follows a special tract and emerges 
from the distal part of the Tuohy needle. Therefore, it 
needs a sheath to guide it through the Tuohy needle 
to emerge on the posterior aspect (Figure 1, A). The 
spinal needle consists of a stylet/sheath covering the 
needle (Figure 1, B and C).

A patient, scheduled for total hip revision, was in 
a sitting position to locate the epidural space using 
an air loss of resistance technique. The epidural space 
was easily located and the spinal needle was inserted 
through the epidural needle. The needle was inserted 
fully, but there was no cerebrospinal fluid flow. The 
spinal needle was removed, with a plan to insert an 
epidural catheter and proceed with an epidural anes-
thetic technique. While there was little resistance on 
removing the needle, it was noted just before inser-
tion of the catheter that a metallic object was in the 
lumen of the epidural needle. The Tuohy needle was 
removed together with this object, which was found 
to be the spinal needle which had become separated 
from its plastic sheath (circled in Figure 2). There was 
no damage to the tip of the Tuohy needle as previ-
ously reported.1,2

Although no harm occurred, the procedure had 
to be repeated at another interspace as a single shot 
spinal using a #25 Whitacre needle. The surgery pro-
ceeded uneventfully.

While this is an isolated occurrence at our centre, 
anesthesiologists should be vigilant for this unusual 
equipment failure associated with the combined spi-
nal-epidural technique.
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Lidocaine 2% with or without glucose 
8% for spinal anesthesia for short ortho-
pedic surgery

To the Editor:
Because lidocaine spinal anesthesia has a relatively 
short duration of action when compared with bupiva-
caine and mepivacaine,1 abandoning lidocaine would 
leave a void in our regional anesthesia drug armamen-
tarium. We have been using 2% isobaric and hyper-
baric lidocaine since 1988, and our results differ from 
the majority of published works. 

We studied 502 patients, ASA I–II aged from 20 
to 60, receiving spinal anesthesia for short orthope-
dic surgery. Approval of the Ethical Committee of 
the hospital was obtained, all patients gave written 
informed consent and were randomly allocated into 
one of two groups: 3 mL lidocaine 2% heavy, or plain 

FIGURE 1  Spinal needle emerging from the posterior 
aspect of the Tuohy needle (A); spinal needle components: 
sheath encircling the spinal needle (B); stylet (C).

FIGURE 2  Circles showing where the separation occurred.
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lidocaine 2%. Quincke needles 27G or 29G were 
used in the lateral position. We observed: latency of 
analgesia, motor block, duration, spread of analgesia, 
cardiovascular alterations, postdural puncture head-
ache and transient neurologic symptoms (TNS). All 
patients spent the night after surgery in the hospital. 
They were all evaluated in the first postoperative day 
and were followed up by telephone. TNS was defined 
as pain or dysesthesia in the buttocks or in any part of 
the lower limbs, either isolated or associated with back 
pain after spinal anesthesia recovery and resolving 
within 72 hr. Anesthesia extension was compared by 
Mood’s test for medians. Frequencies were compared 
by Pearson’s Chi-squared test or by analysis of depen-
dence in cases of low frequency events. The results are 
shown in the Table.

The cause of TNS remains undefined, and has been 
speculated to be local anesthetic toxicity, needle trau-

ma, neural ischemia secondary to sciatic stretching, 
patient positioning, pooling of local anesthetic agents 
secondary to maldistribution caused by pencil-point 
needles, glucose addition, muscle spasm, myofascial 
trigger points, early mobilization or irritation of dor-
sal ganglia. The low overall incidence of TNS in this 
study (2.8%) is likely related to the small dose of local 
anesthetic used.2 Our data also show that the type 
of surgery influences its incidence. Thirteen of the 
patients developing the symptoms were submitted to 
knee videoarthroscopy. The prevalence of TNS in vid-
eoarthroscopy was 10.5% in the heavy solution group 
and 3.6% in the plain solution group. These findings 
suggest that TNS correlates with the patient’s position 
on the operating table, and that lidocaine plus glucose 
increase the risk of TNS.
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Median nerve injury following massive 
fluid resuscitation during prolonged 
surgery

To the Editor:
Median nerve injury is an uncommon complica-
tion following routine surgical procedures performed 
under general anesthesia,1 usually resulting from 
stretching of the nerve at the elbow during prolonged 
arm extension or hyperextension of the wrist during 
placement and stabilization of radial arterial lines.2,3 
We performed a chart review revealing that over the 
past ten years ten cases of carpal tunnel syndrome 
unrelated to prolonged arm extension or wrist hyper-
extension have been seen at our medical centre. 

In all of these cases, the surgeries were prolonged 
(> 8 hr). The patients received massive amounts of 
intraoperative fluid resuscitation (> 10 L) and exhib-
ited extensive third spacing of fluid and peripheral 
edema. As is typical of any iatrogenic perioperative 

TABLE 

  2% Heavy 2% Plain 
  n = 250 n = 252

Age (yr) 40.8 ± 11.1 39.2 ± 11.7
Weight (kg) 72.1 ± 12.4 68.0 ± 11.9
Height (cm) 169.5 ± 7.6 165.7 ± 8.3
Gender
 Male 147 123
 Female 103 129
Type of surgery
Knee video arthroscopy (n) 95 110
Fracture of the tibia and/ 46 34 
or fibula (n)
Ankle fracture and/ 72 70 
or ligament injury (n)
Removal of synthetic material (n) 37 38
Level of anesthesia at 20 min
Below T7 (%)  26% 96%
Duration of block
Sensory block (min) 93.7 ± 10.7 102.6 ± 16.0  
   (P = 0.00)
Motor block (min) 97.2 ± 11.3 106.8 ± 16.9  
   (P = 0.00)
Use of tourniquet (n) 244 248
 No pain (n) 237 241
 With pain (n) 7 7
Failures (n) 6 4
Arterial hypotension (%) 8.2 5.7 (P = 0.27)
Bradycardia (%) 4.5 1.2 (P = 0.028)
Headache
 Needle 27G (n) 2 2
 Needle 29G (n) 0 0
Transient neurologic symptoms (n) 10 4 (P = 0.097)
(Videoarthroscopy) 10 (n = 93) 3 (n = 110),  
   (P = 0.024)




