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Yet another lost guide wire

Sir,
Central venous catheterization (CVC) is a routine technique 
used in the pediatric health care setup for various purposes. 
One of the rare complications of this procedure is the 
intravascular loss of a guidewire, which may lead to various 
life‑threatening consequences. We present a case of a 
retained guidewire that was introduced through the femoral 
vein. Point of care ultrasonography was used during its 
retrieval.

A 6‑month‑old male child was referred to the emergency room 
from another hospital with a retained guidewire in the right 
femoral vein for 5 days. He was being treated for pneumonia 
and right femoral venous cannulation was attempted during 
management. Although he was carrying a radiological film 
showing the guidewire, apparently no attempt was made to 
retrieve it as they were waiting for the child to recover from 
his illness. Then he was referred to our center.

A fresh X‑ray revealed a straight wire extending from the 
right groin to the right supraclavicular region  [Figure 1a]. 
Interestingly, the tip of the guidewire was straight and not 
curved.

The child was afebrile and all routine investigations were 
within normal limits. Keeping in view the position of the 
wire and the possible complications, it was decided to 
remove it under general anesthesia. After the institution of 
routine monitoring in the form of ECG, pulse oximeter and 
noninvasive arterial pressure, anesthesia was induced with 
fentanyl and propofol. A supraglottic airway was introduced 

following the administration of atracurium. Anesthesia was 
maintained with 2% sevoflurane and 50% oxygen in the air 
along with intermittent positive pressure ventilation.

It was decided to use point of care ultrasonography 
(M Turbo, Fujifilm SonoSite, Inc, Bothell, WA, USA) to locate 
the guidewire during retrieval to avoid further radiation 
exposure to the child. The guidewire tip was accurately 
visualized in the internal jugular vein and was retrieved 
surgically [Figure 1b]. On inspection, it was 23 cm in length 
and appeared to be a guidewire used for arterial cannulation. 
Neither of the ends was flexible or curved unlike the central 
venous catheter (CVC) guidewires available. The short length 
contributed to the intravascular loss of guidewire.

Neuromuscular blockade was reversed with neostigmine and 
atropine and the child made an uneventful recovery.

Intravascular loss of guidewire, although extremely rare, is a 
completely preventable complication. A retained guidewire 
results in costly investigations and procedures for its retrieval 
that are potentially harmful to the patient and may also 
lead to medicolegal issues.[1] Various modalities such as 
radiographs, CT scans, ultrasonography, echocardiography, 
and angiography have been used for the detection of the 
lost guidewires.[1] Our patient also had repeated radiation 
exposure and had to undergo surgery under general 
anesthesia that was completely avoidable.

A lost guidewire may remain asymptomatic and incidentally 
found on a routine X‑ray done sometime later. The longest gap 
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reported was 20 years while in one patient a retained guidewire 
was incidentally detected during the postmortem examination.[1]

The possible complications include arrhythmias, vascular 
damage, thromboembolic complications, infection, cardiac 
perforation, or tamponade.[2] Migration of a right femoral vein 
catheter guidewire into the circulation leading to damage 
of arch of aorta and cerebrum has also been reported.[3] The 
retained guidewires are also known to get fragmented inside 
the body.[1] Fortunately, there was no major complication in 
our patient in spite of the retention of a wire that did not 
have a flexible tip.

Although interventional radiology techniques are the 
preferred method for retrieval and removal, we preferred 
surgical removal as facilities for the former were not available 
at our center.[2] In spite of recovering from a major illness, 
the child tolerated the anesthetic procedure satisfactorily.

The risk factors identified for this complication include 
the insertion of catheters by trainees without adequate 
supervision, distractions during the procedure, and a high 
workload.[1] Many strategies have been suggested to avoid 
this complication. A quality improvement project to eliminate 
incidences of guidewire retention during CVC insertion has 
also been proposed.[4]

Important steps to avoid this include creating awareness of 
the possibility of retained guidewires and its complications; 
training on a mannikin; effective supervision; strong vigilance 

during insertion; and provision of an adequate workforce, 
especially outside routine hours, as well as avoiding insertion 
at night unless essential.[1]

Our case was especially different because apparently a 
guidewire from an arterial cannula was used for CVC insertion 
that was completely unwarranted. The rigid nature of this 
guidewire had the potential of causing serious damage. 
We believe that the simple step of maintaining a hold of 
the proximal tip of the wire during placement would have 
prevented this “never event.”

Declaration of patient consent
The authors certify that they have obtained all appropriate 
patient consent forms. In the form the patient(s) has/have 
given his/her/their consent for his/her/their images and other 
clinical information to be reported in the journal. The patients 
understand that their names and initials will not be published 
and due efforts will be made to conceal their identity, but 
anonymity cannot be guaranteed.

Acknowledgements
The authors express their gratitude to Mr. Gopal Panday for 
his contribution in preparing the figure.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

Prakash K. Dubey, Ranjan Rahul, Alok K. Bharti
Department of Anesthesiology, Indira Gandhi Institute of 

Medical Sciences, Patna, Bihar, India

Address for correspondence:  
Dr. Prakash K. Dubey,  

E ¾, IGIMS Campus, Patna ‑ 800 014, Bihar, India.  
E‑mail: pkdubey@hotmail.com

Submitted: 05-Feb-2020, Revised: 09-Feb-2020,  
Accepted: 09-Feb-2020, Published: 24-Sep-2020

References

1.	 Pokharel K, Biswas BK, Tripathi M, Subedi A. Missed central venous 
guide wires: A systematic analysis of published case reports. Crit Care 
Med 2015;43:1745‑56.

2.	 Srivastav R, Yadav V, Sharma D, Yadav V. Loss of guide wire: A lesson 
learnt review of literature. J Surg Tech Case Report 2013;5:78‑81.

3.	 Zhao  S, Wang  Z, Zhao Y. Loss of guidewire and its sequelae after 
central venous catheterization: A  case report. Medicine  (Baltimore) 

Figure 1: (a) X‑ray showing the retained guidewire. (b) Guidewire (inset) 
being removed
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The novel “FIT” of endobronchial intubation: Whimsical 
contention or factitious science?

Sir,
We read with interest the article by Anand et  al.[1] on 
fibreoptic in tracheal lumen (FIT) technique detailing accurate 
positioning of a double‑lumen tube (DLT) into the intended 
bronchus. However, their fictitious proclamation about 
the novelty  (already published in 1999)[2] and unscientific 
propositions and conclusions  (safer, faster, and definitive) 
sounds a bit trifling.

Incidence of successful endobronchial intubation of the 
intended bronchus with a DLT, aided by conventionally 
accepted manipulations, using the standard and widely 
accepted blind technique as reported in various studies is 
94.5%,[3] 93.75%,[4] and 99.29%,[5] respectively. As evident, 
in the majority of the cases, correct placement of a DLT 
can be achieved by the traditional blind methods and 
furthermore, FOB or the expertise to handle it might not 
be readily available. In addition, FOB‑guided placement 
is certainly likely to fail, in the settings of exudative lung 
pathology  (bronchorrhea or hemoptysis), as the suction 
channel of the small bronchoscope used in DLTs has 
limited capacity to remove secretions, making visualization 
of important anatomical landmarks relatively difficult. 
Boucek et al.,[4] in a couple of patients, when unable to place 
a DLT with the FOB guidance due to severe bronchorrhea, 
had reverted to conventional blind technique to succeed.

The idea of placing a FOB in the tracheal lumen is ill‑conceived 
and offers no assistance in repositioning a misplaced DLT. 
It is surprising that the authors had a 100% successful 

placement of the DLT which is in conflict with the published 
literature.[3‑5] It would be interesting to learn what strategy 
would the authors adopt to correct a malpositioned DLT with 
the FOB in the tracheal lumen. Possibly any attempts to rotate 
the DLT to guide in the desired bronchus (option available 
with the authors), will prove to be futile, due to inability to 
transmit the rotational force applied at the proximal end 
to the entire length of the DLT and effect a rotation. The 
accepted norm to correctly position a difficult‑to‑place DLT 
is by passing the FOB successfully into the intended bronchus 
through the bronchial lumen (not tracheal) and railroading 
the DLT over it.[3,4]

Per se, visual access to glottis inlet does not get impeded during 
the placement of DLT inside the trachea (thinner bronchial 
segment, two curves), if done correctly; secondly, the use 
of FOB, a delicate and costly aid, is required for ensuring 
adequacy of both tracheal placement  (assessing through 
tracheal lumen) and lobar ventilation (evaluating through the 
bronchial lumen for final tip position); thirdly, the authors 
did not mention the purpose and scientific basis of using 
FOB in the tracheal lumen to ground adequacy of bronchial 
tube positioning; and finally, they failed to convey whether 
the patient cohort (n = 34) which they included in the letter 
involved “consecutive” or “convenience” sample.

To conclude, labelling a novelty makeover to a routinely 
employed FOB guidance of DLT placement and positioning 
without scientific basis violates ethical principles of 
Beneficence  (no help to the “vulnerable” thoracic surgery 
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