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pandemic, it is invaluable due to the technical 
difficulties in establishing central venous access. 
Careful use can surmount its complications. Adherence 
to strict asepsis and care bundle, along with the merits 
of EJV might thus outshine.
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Figure 1: Attachment of a three‑way extension to external jugular vein 
cannula, which would avoid contamination of cannula and air embolism
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A novel manoeuvre in 
succeeding rail‑roading of 
tracheostomy tube

Sir,

A 42 year old male patient, a case of polytrauma with 

multiple long bone fractures with acute kidney injury was 
requiring prolonged mechanical ventilation and planned 
for percutaneous dilatational tracheostomy (PDT).[1,2] 
The procedure was uneventful until the dilatation of 
trachea with blue rhino dilator (Ciaglia Blue Rhino 
Advanced Percutaneous Trachesotomy set, Cook 
Medical, Bloomington, USA). Once tracheal stomal 
dilatation was completed, 7.5 mm cuffed tracheostomy 
tube (TT) was railroaded over the guiding catheter 
assembly. TT could not be visualised with fibreoptic 
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bronchoscope (FOB). TT was removed and guidewire 
with catheter guide assembly was left in trachea which 
was visualised with FOB. Another attempt of rail-roading 
with 7.5 mm TT resulted in non-visualisation of TT 
with FOB, as it would have entered into false track most 
probably. Guiding catheter assembly was removed and 
breathing circuit was connected with TT that did not 
show any capnographic trace upon ventilation. Hence, 
TT was removed. The tracheal stomal opening was 
visualised well after retracting strap muscles and air 
blast was appreciated by ventilating via ETT. A 12 French 
nasogastric tube (NGT) was inserted into the tracheal 
stomal opening and 7.5 mm TT was railroaded with 
180° rotation (TT tip was facing cephalad) [Figure 1b]. 
Once half of the TT had gone inside the stoma site, it 
was rotated 180° with its tip facing caudally [Figure 1c]. 
The success of this manoeuvre was most probably due to 
the sliding down of tip of TT along the lesser curvature 
of the guide, NGT [Figure 1a-d].

A 38 year old male patient was admitted with traumatic 
brain injury (TBI) and had undergone decompressive 
craniectomy. He was tracheostomised on day 5 after 
TBI. There was an accidental decannulation of the 
TT (2 days after tracheostomy) and he was maintaining 
oxygen saturation (SpO2) of 99% with the tracheal 
mask. Topicalisation of the trachea was done with 2 ml 
of 4% lignocaine through the stoma and a 12 French 
NGT was passed via the stoma. A well-lubricated, 
cuffed 7.5 mm TT was rail-roaded over the NGT and 
then NGT was removed. There was no air blast from TT 
and his peripheral oxygen saturation (SpO2) dropped to 

90%. TT was removed and the patient was oxygenated 
with tracheal mask (Tracheal mask, Flexicare limited, 
Mountain Ash, UK) via the stomal site and that 
improved the saturation to 99%. Placing an ETT via 
stomal site over the NGT was kept as plan B if patient 
desaturated or any further placement of TT failed. With 
aforementioned experience with PDT, 12 French NGT 
was inserted again through the stoma site and then 7.5 
mm cuffed TT was rail-roaded with TT tip rotated 180°. 
Once half of the TT was entering the stomal site, TT 
was rotated 180° with TT tip facing caudally. This novel 
manoeuvre resulted in appropriate placement of TT.

It is said that we should always call for help during 
accidental decannulation of TT in the intensive care 
unit (ICU) and try to maintain oxygenation either with 
face mask after occluding the stomal site or via the 
stomal site if air blast is present.[3] If SpO2 is not being 
maintained with the above methods, then either we 
have to reposition the TT if the trachea is visualised 
or the patient needs to be intubated by keeping the 
tip of ETT distal to the opening of trachea.[4,5] In the 
aforementioned patients, rail-roading of TT over NGT 
resulted in inappropriate placement of TT. Hence,  
we used a new manoeuvre to succeed in appropriate 
placement of the TT. The main concern in placing the 
TT 180° with the tip facing cephalad is injury to the 
recurrent laryngeal nerve or direct mechanical injury to 
the vocal cords. In aforementioned cases, the bilateral 
vocal cords were mobile as seen on FOB.

We suggest to utilise this novel manoeuvre while 
railroading TT whenever the first attempt of railroading 
TT with conventional method fails.
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Figure 1: (a) Introduction of nasogastric tube into tracheal stomal 
opening; (b) Rail‑roading of tracheostomy tube (TT) with tip facing 
cephalad; (c) once half of the TT enters stoma, TT is rotated 180° with 
tip facing caudally; (d) TT inside trachea
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A rare case report of unusual 
path of left internal jugular central 
line

Sir,

Central venous cannulation is  the most common 
procedure performed in perioperative settings and 
intensive care units. Many authors have reported 
unusual positioning of central line catheters.[1] Here, 
we would like to report a case of central line path 
in persistent left superior vena cava (PLSVC), a rare 
entity with a course similar to right internal jugular 
vein (IJV). Pre-operative computed tomography (CT) 
chest showed duplex superior vena cava (SVC), which 
was not reported.A written consent was obtained from 
patient.

A 45-year-old  male patient without comorbidities 
and with a history of necrotising pancreatitis was 
posted for exploratory laparotomy. The patient had CT 
chest and abdomen done preoperatively, with reports 
mostly concentrated on the abdomen. The left IJV 

cannulation was done using ultrasound in the first 
attempt with ease after induction. A chest X-ray done 
postoperatively revealed an unusual course [Figure 1], 
just like the straight course as on the right side. All 
ports had free venous blood, confirmed by blood 
gas analysis. Later, we consulted a radiologist who 
reported double SVC which was not reported in the 
previous CT-chest.

The line was changed to right IJV to measure central 
venous pressure as it was unreliable to measure on the 
left side on day 3, which was uneventful. Post-operative 
echocardiography done was normal.

Central line malposition is the most common 
complication.[1]  Left-sided SVC is seen in 0.3%–0.5% 
of the normal population and in 5% of those with 
congenital heart diseases. PLSVC is the most common 
congenital malformation of thoracic venous return.[2] 
Majority of the patients are asymptomatic, and the 
presence of vessel is identified incidentally during 
central line placement or by CT chest.

PLSVC forms during normal foetal development due 
to failure of obliteration of the anterior cardiac vein.[3] 
The PLSVC passes anterior to the left hilum and lateral 
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