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"Hold your own IV tubing" 
During the interval between the insertion of an intravenous cannula and application of the 

adhesive tape, there is a risk of the cannula being dislodged from the vein.  Professional 
assistance is not always readily available; however, a highly motivated amateur - the patient - is 
always present.  Adjust the IV tubing into a convenient position and ask the patient to hold the 
line while you apply tape.  No assistant will bring such enthusiasm to this task as a patient who 
knows his diligence will reduce the chance of an additional venepuncture.  The anesthesiologist 
can now tear and apply the tape in comfort.  Remember to thank the patient for such dedicated 
participation 

 

Securing the Airway While Starting the I.V. in Children 
After performing a mask induction in a child, insert the appropriately sized LMA to 

secure the airway. This maneuver, of course, frees up both hands to start the IV. For additional 
safety, the precordial chest piece should be used while the I.V. is being started 
 
Submitted by Tom Sinclair, M.D., Laguna Beach, CA 

 

Epidurals: "Doctor - you are too far to the Left!" 
When performing epidural anesthesia in obese patients, bony landmarks may be 

impossible to find. Eventually however the needle will strike bone - usually part of the lamina. If 
asked, the patient can usually identify whether this is to the left or right side of the body. Indeed 
the patient's ability to detect subsequent small corrections implies that two point discrimination 
may even be more sensitive than it is on the skin of the lower back. This has proved useful on 
several occasions over the past fifteen years, particularly in obese obstetrical patients.  
Communication is maintained and the patient's participation has made a success of a situation 
which was potentially stressful for the physician and the patient. 
 
Submitted by Ian Keith, M.D., ???Location??? 

 

Vent the air from Infusion Bags to Avoid Air Embolism. 
After "spiking" a new infusion bag, remove the infusion set from the bag.  Squeeze the 

bag to vent out nearly all the air and reinsert the infusion set.  There will now be insufficient air 
in the bag to reach the patient when the bag is empty - even when using pressurized infusion.   
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Force Air Back out of the IV Line into the bag. 
When an infusion bag is empty, it is not uncommon for a small quantity of air to enter the 

tubing below the drip chamber.  Conventionally this air is vented lower down via a needle or a 
stop-cock.  A quicker and tidier alternative is to force the air back up into the bag by winding the 
tubing round a finger or pen.  The routine inclusion of check valves in infusion sets has limited 
the usefulness of this technique because it only works when the fluid level is above the first 
check valve.  .   

PACU Assessment: Avoid "Wake-Up! Take a Deep Breath" 

The almost universal sound which greets the patient emerging from anesthesia is: "Wake 
up! Take a nice dee-ee-eep breath."   There are several disadvantages to this.  1) The 
stimulation distorts the assessment of the patient because the resulting relative wakefulness 
minimizes the risk of an obstructed airway. 2) The Anesthesiologist and the PACU staff may be 
falsely reassured, and therefore relaxed, about the safety of the patient. 

A more appropriate test of your patient's safety is to avoid all stimulus.  Allow a minute 
or two to pass so that the patient may return to a deeper level of unconsciousness.  If the patient's 
airway becomes obstructed - this alone provides a very useful warning and demonstration to the 
staff.  If the patient is asleep but continues to breath, then apply progressively firmer pressure 
backwards on the tip of the chin.  Some patients awaken or maintain the airway without 
obstruction and, in so doing, demonstrate a degree of safety.   

The patients which warrant concern are the ones who become obstructed by this 
maneuver; they either remain unconscious or make insufficient efforts to overcome the 
obstruction.  These patients reveal in a very striking way how much at risk they are and how 
dependent they are on close supervision by the PACU staff.  This is far more important than 
stimulating the patient to take one more "de ee eep breath". 

Never Tear Tape - the Roll is its own Dispenser 
One of the hallmarks of the "well prepared" anesthetic location is a gala festoon of 

adhesive tape hanging from every pole, ledge, and rail.  The penalties include impaired visibility 
of essential equipment, a tangle of tape adhering to itself, and a gummy residue which prevents 
the I.V. Pole from being raised or lowered. 

The solution is to use the tape directly from the role.  Tear what is needed as the tape is 
being applied.  There is no lengthy tail to stick to itself.  Wastage is eliminated.  I.V. poles work 
again.  Time is saved. 

Clip the Roof off the Nasal Prongs 
Nasal prongs are often used to both oxygenate the patient and sample exhaled air for 

capnometry.  Fairly frequently, the sampling tube impinges on the floor of the nose and fails to 
adequately sample the exhaled gas.  Performance can be enhanced by using scissors to clip off 
the "roof" of the distal end of the nasal prongs.  The soft rounded underside remains to provide 
comfortable contact with the nasal tissues.   

This technique does not, of course, improve sampling in a mouth breather; but, it does 
remove one source of malfunction during Monitored Anesthesia Care.  
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Hypoventilate to Avoid Post-Induction Hypotension 

Transient hypotension following induction occurs frequently, particularly in patients who 
are elderly, small, and frail.  Significant post induction hypotension is nearly always associated 
with a low PCO2.  This complication can be avoided, or treated if it has already occurred, by 
deliberate hypoventilation.  Typical initial settings could be a repsiratory rate of 6/min and tidal 
volumes in the 300-500 ml range depending on the size of the patient.   

Infrequent small tidal volumes cause less impairment of venous return and a PCO2 
between 45 and 50 is associated with a cardiac output which is well maintained.  Deliberately 
setting the anesthesia ventilator to initially provide hypoventilation enhances the patient's safety.  
It also increases the likelyhood that attempts at spontaneous ventilation will provide early 
indication of the reversal of the effects of succinyl choline.   

Know Pressures in All Pressure Units 

Anesthesiologists make measurements using a number of different units: Tank pressures 
may be known in atmospheres; pipeline pressures in lb/sq.in.; blood pressure in mmHg; 
ventilator pressures in cmH2O; barometric pressure in millibars; pressure when SCUBA diving 
in feet of water; all pressures in kiloPascals in some countries; and automobile tire pressure when 
touring in Europe in kg/cm2.   

All too often these measurements are kept distinct and unrelated to each other.  The 
anesthesiologist who observes the height of the central venous pressure in an open stopcock may 
struggle to convert this simple and reliable measurement to mmHg; the magnitude of the 
ventilator pressure cannot be compared to the central venous pressure; the relationship between 
ventilator pressure and atmospheric pressure is commonly unknown. 

The following table provides three common measurements in several different units.  All 
anesthesiologist should practice making such conversions.  Some of the figures below are 
approximations to facilitate learning and calculation, e.g., atmospheric pressure is actually 1034 
cmH2O.  Such differences are trivial physiologically. 

 Atmospheric 
Pressure 

Blood  
Pressure 

Ventilator 
Peak Pressure 

Atmospheres 1 0.16 / 0.105 0.02 

kg/cm2 1 0.16 / 0.105 0.02 

meters H2O 10 1.6 / 1.05 0.2 

kPa 100 16 / 10.5 2 
mBar 1000 160 / 105 20 

cmH2O 1000 160 / 105 20 

mmHg 760 120 / 80 15 
lb/sq.in 15 2.4 / 1.6 0.3 
ft H2O 33 5.2 / 3.5 0.65 

 


