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acidosis and any increase in pulmonary vascular resistance 
should be avoided. Pulmonary function test and ABG are 
crucial and guide decisions regarding mode and time delivery 
and requirement of ventilator support.[7] Anesthesia poses 
a significant risk in this case as there is no single regimen 
that can be recommended for anesthesia management. The 
titrated	dose	of	IV	sedation	with	inhalational	agent	without	
muscle relaxant may be appropriate alongwith individualized 
perioperative care.
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Needle tip and peripheral 
nerve blocks

Complications of peripheral nerve blocks, although rare, 
can be devastating for both the patient and anesthesiologist. 
Needle	type,	that	is,	long	bevel	(14°	angle)	versus	short	bevel	
(45°	angle),	is	a	contributor	to	the	peripheral	nerve	injury.[1] 
Selander et al.[2] demonstrated in a rabbit sciatic nerve model 
that though the overall frequency of nerve injury was less with 
short bevelled needles, the severity of the injury was greater. 
Cadaveric studies suggest that the intrafascicular injection 
is rare and difficult to accomplish with blunt-tipped block 
needles even with an intraneural injection.[3] In cryopreserved 
human	sciatic	nerves,	 the	microscopic	examination	of	520	
stained fascicles demonstrated that no fascicles were damaged 
by	the	blunt	needles	and	3.2%	were	damaged	by	the	sharp	
needles.[4] Heavner et al.[5] demonstrated that the blunt 

needles (short bevel) are less likely than sharp needles (long 
bevel) to enter vital structures and/or produce hemorrhage 
in dogs, and they suggest that the blunt needles may be 
preferable to sharp ones for performing the interventional 
pain procedures.

In the landmark technique of peripheral nerve blocks, the 
needle tip also influences the ability of the operator to perceive 
the tissue planes. The short bevel noncutting needles provide 
greater resistance, and therefore, enhance the feel of the 
needle	 traversing	 different	 tissues	 [Figure	 1].[6] The long 
bevel cutting needles that are commonly available in the 
operating room do not provide as much tactile information 
while traversing different tissues.[6] Singh and Kuruba[7] 
advocate “scraping” the needle tip “against the inner wall of 
a sterile glass ampoule till the tip bends toward the bevel.” 
It is not uncommon for the anesthesiologists to “blunt” the 
needle tip of a long bevel cutting needle by rubbing it against 
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the plastic needle sheath. This practice can severely distort the 
needle	tip	[Figure	1c]	and	its	use	can	result	in	serious	trauma,	
should an artery or nerve be impaled by the distorted needle 
tip. The injury produced by such a needle will be irregular 
and noncongruent. This practice should be discouraged. The 
short bevel needles that are commercially available should be 
used for performing peripheral nerve blocks.
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Figure 1: Long bevel (A, a), short bevel (B, b) needle tips and “blunted” tip 
of hypodermic needle prepared for an axillary block in a child (C). Its use was 
stopped in time by a vigilant senior anesthesiologist
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Ultrasound‑guided internal 
jugular vein cannulation: Can 
an artery be missed?

Internal	 jugular	 vein	 (IJV)	 cannulation	 using	 ultrasound	
guidance has become a common practice as it provides 
improved safety profile.[1] Here we report a case of arterial 

cannulation occurring despite delineation of the carotid artery 
(CA) using ultrasound guidance.

A	10-year-old	 female	 patient	 was	 posted	 for	 correction	
of kyphoscoliosis. In the operating room, the patient was 
prepared for the placement of central venous catheter into the 
right	IJV.	A	7.5	MHz	linear	probe	of	an	ultrasound	machine	
(Sonosite Inc. Bothell USA), was placed in short axis view. 
Both	 right	 IJV	 and	CA	were	 visualized,	with	CA	being	




