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bacteria isolated in various samples. L. monocytogenes, 
S. pneumoniae and Group B Streptococcus were also 
isolated from blood culture.

In conclusion, BACTEC™ automated culture has 
higher isolation rate of pathogenic bacteria and lesser 
time for identifi cation even with less bacterial load or 
count in the sterile body fl uid sample. It also helps in 
guiding antimicrobial therapy especially in critically 
ill patients and eventually affecting patient’s outcome.
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N-acetylcystein in 
dengue hepatitis

Sir,
The recent report on N-acetylcystein (NAC) in dengue 

hepatitis is very interesting.[1] Habaragamuwa and 
Dissanayaka they found that NAC resulted in a good 

outcome without hepatic transplantation.[1] In fact, 
hepatic dysfunction is an important, but forgotten 
complication of dengue.[2] The management of dengue 
hepatitis is usually supportive and symptomatic 
treatment. The use of NAC might be useful. However, 
it should be noted that dengue hepatitis can be 
self-limited.[3,4] To manage dengue hepatitis, with or 
without hepatic dysfunction, the critical concept is 
optimal fl uid replacement therapy.[5]
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Coiling of central venous 
catheter in right internal 
jugular vein

Sir,
We read with interest the article written by Goyal 

et al.[1] describing a case of coiling of central venous 
catheter (CVC) in left subclavian vein. The authors have 
reported it as a rare complication, and we do not agree 
with this statement. Malatinský et al.[2] in 1976 presented a 
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series of 378 radiographically controlled CVC placements 
and reported pure loop formations (coiling) in 2.9% of 
the cases. Supraclavicular subclavian approach was used 
in the majority of the patients and the authors explain 
this as a reason for relatively low incidence rates in their 
series as compared to other studies.[2]

We report a case of coiling of central venous catheter 
in right internal jugular vein (IJV) in a 36-year-old 
patient admitted postoperatively in intensive care 
unit (ICU) following evacuation of large extradural 
hematoma. The CVC was placed in the operation 
theatre under ultrasound guidance. Intraoperatively 
the waveform was damped, and the fl ow of fl uids was 
slow, but it was considered secondary to rotation of the 
neck and labeled as “positional”. Just after admission 
to the ICU a “fl ush test” was performed, and it was 
positive; 5–10 mL of normal saline was injected with 
force using a syringe and fl uid thrill was felt in the 
ipsilateral neck region with the palmer aspect of the 
hand.[3] Subsequent chest X-ray confi rmed coiling of 
CVC in right IJV [Figures 1a and b].

Factors predisposing to coiling and catheter 
malpositions are:
a. Retrograde venous flow secondary to IJV valve 

incompetence in patients with chronic obstructive 
pulmonary disease, primary pulmonary hypertension 
and prior cannulations and catheterizations of the 
IJV[4,5]

b. Retrograde venous flow in patients with high 
intrathoracic and intrabdomical pressures

c. Seldinger technique: The catheter is inserted over the 
guidewire and placed in the central vein. During this 
procedure sometimes the guidewires are removed 
before the CVC are properly positioned in the superior 
vena cava. Resistance encountered in inserting the 
CVC then leads to excessive pressure applications, 
which then predisposes to malpositioning. Common 
sites of resistance are the junction of fi rst rib and 
clavicle for the subclavian vein and the junction of 

Figure 1: (a) Chest X-ray anteroposterior view with coiled central venous 
catheter in right internal jugular vein, (b) Coiled central venous catheter 
after removal
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venous tributaries for the IJV and brachiocephalic vein.
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A case of guidewire 
embolism during central 
venous catheterization: 
Better safe than sorry!

Sir,
Central venous catheterization (CVC) is a routine 

procedure in intensive care unit as well as in surgical 
patients requiring monitoring of hemodynamic variables, 
for medications and parentral nutrition, hemodialysis etc. 
The incidence of complications ranges from 5% to 29%[1] 
such as arterial puncture, hemothorax, pneumothorax, 
nerve injury, air embolism or dysrthythmias. Guidewire 
embolism during CVC is a rare iatrogenic complication.[2] 
The Seldinger technique is commonly used to cannulate 
the vessels.[3] We report a case of lost guidewire following 
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