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Letters to Editor

Sir,
A 26‑year‑old male diagnosed with acute T‑cell lymphoblastic 
leukemia was planned for chemotherapy, for which long‑term 
venous access was required. He was referred to the 
Department of Anaesthesia for placement of peripherally 
inserted central catheter  (PICC) line. The patient was 
explained about the procedure and informed consent was 
taken. A complete blood picture was advised which revealed 
a platelet count of 113 × 109/ml.

The procedure was planned in the operation theatre under 
ultrasound (US) guidance and fluoroscopy. Under aseptic 
precautions, Sonosite US machine (M‑turbo) with linear array 
probe  (13–6 MHz) was used to screen for the veins in the 
right arm. After identifying the basilic vein and measuring the 
dimensions of the vein with US, Cook’s 5‑Fr PICC was selected. 
After infiltrating lidocaine 2% 1 ml as local anesthetic, the vein was 
punctured with an out of plane technique. After confirming free 
aspiration of blood, guidewire was inserted without resistance. 
Guidewire in the basilic vein was identified by ultrasound, and 
screening with fluoroscopy was done. However, guidewire 
was not visible in the central thoracic area. We screened the 

right shoulder and found the guidewire to the lateral wall of 
right side of the chest  [Figure 1a and b]. On reviewing the 
fluoroscopic image in detail, we realized that the wire was in 
the right thoracoepigastric vein [Figure 1b and c]. We pulled the 
guidewire out under US guidance till it reached the axilla. Once 
the guidewire tip reached the axillary vein, it was redirected and 
checked again with fluoroscopy. Thereafter, the PICC was placed. 
The binal position of PICC was confirmed with fluoroscopy. 
During the entire procedure the patient was comfortable.

PICC line insertion is commonly performed for long‑term 
intravenous access in a patient requiring chemotherapy. PICC 
lines should be performed under US guidance as it reduces 
complications, reduces cost, and provides greater comfort 
to patients.[1] Complications during PICC line insertion 
procedure are hematoma, bleeding, and guidewire entering 
ipsilateral internal jugular vein or opposite side subclavian 
vein.[2] Some rare complications such as missing guidewire after 
placement of PICC line have been reported.[3] Complications 
after placement of PICC line include hematoma, infection, 
thrombosis of vein, occlusion of the catheter, migration of 
the tip. We did a literature search but found no reports of 

Unusual path taken by peripherally inserted central catheter 
guidewire

Figure 1: (a) Fluoroscopic image showing unusual entry of the guidewire in the venous system of lateral thoracic wall. (b) Fluoroscopic image showing 
reference of guidewire with shoulder joint. (c) Venous system in the thoracic wall. Thoracoepigastric vein is underlined with red. Permission obtained for 
using the image from Springer Nature ‑ License number: 4465161441512. (Citation: Saxena A.K., Alalayet Y.F. (2017) Surgical Anatomy of the Chest Wall. 
In: Saxena A. (eds) Chest Wall Deformities. Springer, Berlin, Heidelberg)
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PICC guidewire entering the thoracoepigastric vein. This is 
possibly the first case describing such an unusual entry of PICC 
guidewire in the thoracoepigastric vein. Consent for taken from 
the patient for obtaining images for publication in a medical 
journal without disclosing the name for academic purpose.
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Novel technique of using laryngoscope in HIV, hepatitis B, and 
hepatitis C infected patients

Sir,
The laryngoscope is an important instrument in an 
anesthetists’ armamentarium. However, it may be a potential 
source of cross infection due to contact with mucous 
membrane, saliva, and at times blood if not sterilized 
properly.[1] We used a novel technique to use laryngoscope 
in an HIV infected patient.

Laryngoscope and tegaderm were taken [Figure 1]. Tegaderm 
was wrapped around the laryngoscope, as shown in 

Figures 2 and 3. We were worried about the illumination of 

laryngoscope due to tegaderm. However, when the handle 

was connected to the blade, there was good illumination 

[Figure 4]. We wish to highlight that laryngoscope covered 

by tegaderm is useful in infected patients without obscuring 

illumination.
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