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Letters to the Editor

Aseptic handling of 
ultrasound probe: An 
easy solution

Sir,
Ultrasonography (USG) is nowadays routinely used 

in anesthesia and critical care practice for nerve blocks, 
central venous cannulation, and tapping of pleural or 
pericardial effusions. There have been reports of bacterial 
infections transmitted through ultrasound probe and 
coupling gel.[1] To prevent or minimize the risk of 
infection, USG probe and its cable are generally wrapped 
in commercially available sterile disposable sleeve. In 
case of its nonavailability surgical drape, autoclavable 
sleeves, surgical gloves, or condoms are used. Of these, 
gloves are the ones majority of USG users are familiar 
with. The technique includes wearing two pairs of gloves 
one above another, holding the USG probe having jelly 
applied over transducer surface with one hand, followed 
by removing the outer glove inside out over the probe. 
However, the technique requires multiple maneuvers 
to fasten the fingers of the glove just above the probe. 
In addition, some amount of air is invariably left within 
the glove which affects image quality. In a modified 
technique to avoid fastening manures, a finger portion of 
glove is removed aseptically, and the probe with applied 
coupling gel is advanced through it to cover the probe.[2] 
Although “sterile glove” technique allows the probe to be 
used in aseptic condition, the uncovered accompanying 

cable always carries the risk of contaminating the 
procedural area during manipulations with the probe.

Alternatively, we suggest a technique involving 
the use of surgical gown/apron to safeguard against 
contamination at both ends, i.e., at probe as well as from 
its cable. The anesthetist after scrubbing holds autoclaved 
surgical gown in his hand with its sleeve hanging down. 
An assistant holds the USG probe and drops it through 
the inner end of the sleeve [Figure 1]. Anesthetist grabs 
the probe at the end of sleeve. The transducer end 
of the probe is then covered with transparent sterile 
adhesive (e.g., Tegaderm) after application of conducting 
jelly. Rest of the gown is then wrapped around the cable, 
so that the complete area can be assured sterility without 
any risk of uncovered cable touching sterile area while 
the probe is in use [Figure 2]. The surgical apron is readily 
available in each OT in sufficient numbers and is easily 
autoclavable. Hence, no additional costs are incurred. 
The only limitation with this technique is that the weight 
of the apron may act as dragging force if the cable is made 
to hang from the operating table.

Irrespective of the type of USG probe cover, the 
probe should always be sterilized between each 
patient use by soaking in a high‑level disinfectant 
as ortho‑phthalaldehyde, hydrogen peroxide, 
glutaraldehyde, and peracetic acid.[3] In addition, the 
transducer must be covered preferably using a cover 
that is at least 38‑µ thick.[4]
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Figure 1: Ultrasonography probe being dropped from sleeve of autoclaved 
surgical gown Figure 2: Surgical gown wrapped around the cable to provide aseptic field
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Author’s reply to the 
letter to editor, “Yakson 
touch as a part of 
early intervention 
in the Neonatal 
Intensive Care Unit: 
A systematic narrative 
review ‑ comment”

Sir,
We would like to appreciate and thank Preeti Shanbag 

for her valuable and thoughtful appraisal with comments 
after through critical review on our paper, “Yakson touch 
as a part of early intervention in the Neonatal Intensive 
Care Unit: A systematic narrative review.”[1] We would 
like to express our thanks to the author for her interest in 
our publication and would like to respond to her letter.[2] 
We wholeheartedly agree with her comments that the 
review cannot be both systematic and narrative review 
and also if it was not a systematic review (SR) than why 

the name was loosely used when the particular terms 
have specific and explicit meaning.

In our review, we have used a terminology, systematic 
narrative review (SNR), but it could have been explained 
better. We regret for the same and consider this is as an 
opportunity to explain in detail.

First, we would like to highlight that SNR is a hybrid 
method of providing the summary on previously published 
research literature in a systematic way combining the 
process of narrative synthesis and analysis.[3] Traditional 
narrative review (TNR) results in a personal bias of the 
authors in search of scientific literature and conclusion.[4] 
SNR overcomes these biases in a systematic way. However, 
it is not an alternative to SR which is a well‑planned 
review to answer specific preplanned research question by 
employing systematic and explicit rigorous methodology 
to identify, select, and critically evaluate the reviewed 
articles to reach an unbiased conclusion. In addition to this, 
SRs are bound to follow the Preferred Reporting Items for 
Systematic Reviews and Meta‑Analyses[5,6] put forward by 
the Enhancing the Quality and Transparency of Health 
Research network.[7]

Second, we would like to emphasize that TNR does 
only the critical review of the article published in 
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