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Shearing of epidural catheter during combined spinal epidural 
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Introduction

Combined spinal-epidural is commonly practiced for 
surgeries involving the lower limb and is often the 
anaesthesia of choice. Access is achieved either by 
using separate spinal and epidural needles or by us-
ing a combined spinal-epidural set. When separate 
needles are used, different interspaces are often uti-
lized for the insertion of a catheter and the admin-
istration of a drug in the subarachnoid space. Of-
tentimes, the same interspace may have to be used 
based on the clinical setting. There is no specific pre-
cept on whether the same or different interspaces 
should be used for the combined spinal-epidural 
technique. The decision solely rests with the treat-
ing anaesthesiologist regarding the approach to be 
used. Here, we report an otherwise rare complica-
tion of shearing of the epidural catheter by a spinal 
needle when the same interspace was used for com-
bined spinal-epidural using separate needles.

Case Report

This was a case of a 67-year-old male patient 
scheduled for total hip arthroplasty. The patient 
was a known case of ankylosing spondylitis. Com-
bined spinal-epidural anaesthesia was planned us-
ing separate needles in the same interspace due 
to narrow interspaces and the unavailability of a 
combined spinal-epidural set. Under aseptic con-
ditions, with the patient in a sitting position, after 
infiltration of local anaesthetic in the form of ligno-
caine 2%, an epidural catheter was introduced us-
ing an 18G Tuohy needle with the loss of resistance 
to air technique in the L2-L3 interspace. After intro-
duction, the catheter was fixed at the 11 cm mark. 
Following this, a subarachnoid block was adminis-
tered in the same interspace using a 26G Quincke’s 
needle. The surgery lasted for 2 hours and 15 min-
utes, and epidural analgesia was planned in the 
post-operative period. However, there was diffi-
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culty in administering drugs via the catheter, both 
manually and with an infusion pump. Excess resis-
tance was felt during injection, and the patient de-
nied a cold sensation down the spine (Lund’s sign). 
The epidural catheter was removed and examined. 
It was flushed with methylene blue dye, and ex-
travasation of the dye was noted in the catheter, 
proximally at the 10 cm mark, as seen in Figure 1, 
suggesting damage to the catheter. This could pos-
sibly be attributed to the spinal needle.

Discussion

We report a case of shearing and damage of an epi-
dural catheter, possibly due to a spinal needle in-
serted in the same interspace. This technique is said 
to have a hypothetical risk of striking the epidural 
catheter with the spinal needle, with demonstra-
tions that the catheter cannot be damaged with spi-
nal needles.[1] Turner and Reifenberg[2] used a single-
space double barrel technique and reported a single 
case of catheter damage using this technique. The 
theoretical possibility of catheter damage by the spi-
nal needle was mentioned by Kestin.[3] It has been 
reported by Sakuma et al.,[4] whereby a sheared-off 
catheter segment was found with the possible cause 

of shearing attributed to the spinal needle. Tasneem 
et al.[5] have also reported damage to the epidural 
catheter by a spinal needle. Although damage to an 
epidural catheter by a spinal needle has been con-
sidered hypothetical, it may no longer be so. Cau-
tion must be exercised while using separate needles 
in the same interspace, and the possibility of such a 
complication should be considered. Owing to the 
unpredictability of where the catheter may shear, 
the injectate may enter the corresponding tissue 
plane and have its ramifications.
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Figure 1. Leakage of methylene blue dye from the damaged 
catheter.
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