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To the Editor,

With the heightened concern of surgical-site infections

and growing evidence of omnipresent contamination of the

anesthesia environment,1 an unrecognized loss of sterility

may be anesthesia’s dirty little secret. When stopping a

partially completed intravenous (IV) infusion and

swapping it for another (e.g., stopping a crystalloid

infusion to administer an antibiotic-containing solution),

a frequent sequence of events includes the following: 1)

clamping the exit limb of the IV bag; 2) removing the IV

tubing from the now clamped bag; 3) inserting the IV

tubing into the desired fluid (new) IV bag.

The clamp is applied to prevent leakage of the formerly

infused fluid, thus permitting future use and minimizing

any waste of the remaining solution. Of note, the clamped

IV bag frequently remains hanging on the IV pole with the

exposed exit limb in close proximity to items of

questionable sterility (e.g., IV pole surface, clips/clamps

that support the surgical drapes, the handled - now

unsterile2 - portion of the surgical drapes).

To minimize the risk of contamination, one can insert a

sterile cannula cover of a blunt needle (Figure) into the IV

fluid exit limb when clamping and disconnecting a fluid

bag from the IV tubing. The aforementioned clamp and

covered cannula technique is also less resource costly than

starting a secondary IV infusion set.
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Figure Cannula cover for the exit limb of the clamped intravenous

bag
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