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A Useful Maneuver when Intravenous Access is Difficult

To the Editor:—It is not uncommon for intravenous access to be
difficult because a patient has severe vasoconstriction or a poor su-
perficial venous system. Sometimes, application of a warm compress
over the patient’s hand will dilate the veins sufficiently. The following
is another technique that may assist in cannulating peripheral veins,
without resorting to a central venous route. If a patient arrives in the
operating room with a 25G needle in place, use it. If not, try inserting
a 22G or a 25G needle anywhere you can find a vein. After ensuring
the intravenous line is functioning, apply a venous tourniquet to the
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upper arm and infuse 50-100 ml of intravenous solution with a 10
ml syringe. One will be pleasantly surprised to find the patient’s
veins unexpectedly accessible

Koretada Kondo, M.D.
Department of Anesthesiology
St. Vincent’s Medical Center
Bridgeport, Connecticut 06606
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Infectious Complications after Epidural Anesthesia

To the Editor:—A recent case report by Pinczower and Gyorke'
an in-

addressed a clinically important but rarely reported subject
fectious complication of epidural anesthesia and analgesia. Because
of clustering and pure chance, prospective studies on epidural anes-
thesia were not large enough to detect rare events such as epidural
abscess or vertebral ostcomyelitis.” A recent, large, retrospective study
that analyzed 288,000 epidural catheterizations suffers from potential
misclassification bias and other restrictions linked to retrospective
analysis by a questionnaire.® In addition, symptoms of infectious
complications related to an epidural catheter may present so late
that they are not traced back to the previous epidural catheter. Rec-
ognizing catheter-related infections such as epidural abscess® or ver-
tebral osteomyelitis' is important, because they can result in per-
manent neurologic damage. The need for an increased level of
awareness of catheter-related osteomyelitis is stressed by two previous
case reports of this complication and by a time delay of 8 and 15
weeks between onset of symptoms and definite diagnosis in these
patients.”® The question of whether the epidural catheter only serves
as a nidus for hematogenous spread or as a primary entrance port of
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infection can rarely be answered in the individual case and has no
influence on course and treatment of this complication. However, it
is interesting that the patient reported by Pinczower and Gyorke and
one of the previously reported patients® were both diagnosed with
vertebral osteomyelitis secondary to Pseudomonas aeruginosa,
whereas the most common organism in epidural catheter-related in-
fections is Staphylococcus aureus.” An important aspect is that all
three patients with catheter-related osteomyelitis were immunocom-
promised. Pinczower and Gyorke’s patient received systemic meth-
ylprednisolone therapy and, of the previously reported patients, one
received triamcinolone and betamethasone epidurally, in addition
to suffering from diabetes mellitus,” and the other patient was im-
munocompromised by a history of pancreatitis and high alcohol in-
take.©

Itis necessary to increase the index of awareness among physicians
for infectious complications of epidural anesthesia and analgesia,
and special care should be exercised with epidural catheters in im-
munocompromised patients.
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Color of Compressed Gas Cylinders

To the Editor Reading the potentially disastrous case of an in
traabdominal fire by Greilich et al.' prompted me to immediately
call a major medical gas supplier here in Australia to check whether
such a dangerous gas cylinder was available. As in the United States
routinely available Carbogen (5% CO, in 95% O,) has a different
pin index to 100% CO,. Other mixtures of CO, and O, can be sup
plicd on request. but would normally be fitted with a bull-nosed
industrial-type valve, unless a medical-type pin-indexed valve was
requested. Also as in the United States, if such a medical valve was
requested, mixtures with CO, or greater would be fitted with
pin positions identical those of a 100% CO, cylinder. However, the
guidelines also specify that the color of the body of the cylinder
should be that of the predominant gas (Z.e., >50% concentration)
and the shoulder of the cylinder should be colored that of the ““minor

gas. With these guidelines, 14% CO, in 86% oxygen would look
more like an oxygen cylinder but would only fit a CO, pin-indexed
yoke . Although still potentially dangerous, this almost certainly would
have been safer than the safety features described in the report (£.e

r small green collar plus a label). One also wonders why such a
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In Reply We are delighted to respond to the letter from our
Australian colleague, Priestley, regarding safety features in the pack

iging of the medical gases. Following the Australian guidelines, our
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mixture with a medical pin index existed in the hospital in the first

place
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hazardous mixture of the 86'% O,/14% CO, would have been pack
aged in a green cylinder with gray striping on the collar rather than

the reverse Iheoretically, our error could have been averted by
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