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Entrapped central venous 
catheter guide wire
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Sir,

The use of central venous catheterisation is common 
in the setting of ICU for monitoring of CVP, fluid 
administration and drug infusions. In our unit by current 
estimates, 1,700 catheters are inserted per year. However, 
placement of CVCs is not innocuous. Numerous 
complications may occur, with varying frequency and 
severity. Acute complications like: arrhythmias, arterial 
puncture, pneumothorax, etc., are readily apparent. 
Rarer complications such as those involving guide wire 
insertion or removal often are not readily apparent. Most 
common complication of the passage of a guide wire is the 
induction of cardiac arrhythmias. Other complications 
include: looping, knotting, vascular perforation, 
fragmentation and embolisation, entrapment of the wire 
in the IVC filter and the Sternocleidomastoid muscle. We 
describe the entrapment of guide wire probably in the 
subcutaneous tissue.

A 35-year-old female presented in emergency with 
tachypnoea and hypotension. She was a known case of 
Chronic Renal Failure since five years and was on regular 
dialysis. On ABG analysis: her PO2 was 68 mm Hg, pH-
7.36, pCO2-21mm Hg SpO2 was 89%. Her USG was done 
which revealed bilateral pleural effusion. Other physical 
examination findings were within normal limit.

She was shifted to ICU for further management and 
dialysis. She was put on noninvasive ventilation 
which she tolerated well. In view of haemodynamic 
instability central venous cannulation was planned. 
After ensuring appropriate coagulation status, right-
sided internal jugular vein was chosen for cannulation. 
A seven French percutaneous Seldinger type 15 cms 
length catheter was used. Under all aseptic precautions 
right internal jugular vein was cannulated with 
24-gauge needle followed by introducer needle which 
punctured the vein on first attempt.

After aspiration of blood, guide wire was introduced, 
but it could not be introduced more than five 
centimeters. Thus, we tried to remove the guide wire, 
to reconfirm the backflow of blood in the introducer 
needle. But guide wire was stuck and many attempts 
to remove it with gentle traction failed. During this 
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traction the introducer needle slipped and only the 
guide wire was left in place. We got a portable Chest 
X-ray done, which revealed that only J-tip of guide 
wire was stuck. Thus, after excluding guide wire 
knotting removal of guide wire was attempted again 
and it came out with gentle traction [Figure 1]. After 
removal of guide wire local pressure was applied. USG 
was done to reveal any injury or local haematoma. 
Gradually, patient improved and was shifted to ward.

Central Venous Catheterisation placement is an 
extremely common procedure performed at virtually 
every institution by a variety of specialists. Central 
Venous Catheterisation is traditionally done blindly 
by skin landmarks. However, National Institute 
for Clinical Excellence (NICE) has published its 
recommendations for use of ultrasound locating 
devices for placing central venous catheters. Ultrasound 
reduces the incidence of complications related to venous 
puncture.[1,2] Complications can still occur after the safe 
venous puncture including, the guide wire, the dilator 
or the catheter insertion complication. 

Catheter related complications are well known, but 
there are very few reports in which guide wire has 
been involved. Most common guide wire related 
complications include entrapment of guide wire in the 
Sternocleidomastoid muscle and Inferior Venacava 
Filters.[3-5] Most of the reports published mentions 
initial difficulty with the passage of guide wire. Any 
resistance felt during guide wire insertion should 
prompt needle withdrawal several millimeters. If the 
guide wire cannot be passed easily without resistance, 
procedure should be stopped; needle and guide wire 
should be removed as a single unit and pressure 

Figure 1: Tip of the CVC guide wire after removal
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applied. In our case the needle was withdrawn and 
guide wire pulled thereafter. Probably, the J-tip of 
guide wire got stuck just underneath the skin. Luckily, 
in this case guide wire could be easily removed in few 
attempts of gentle traction; otherwise it would have 
required surgical exploration. 

Here we want to emphasize that even though central 
venous catheter placement is common, execution of 
details is imperative. We should be aware of potential 
entrapment of guide wire during central venous 
catheterisation. CVCs often are placed by personnel who 
are in training; closer supervision by more senior person 
may help identify and prevent similar complications. 
It is also important that force should never be used to 
withdraw a guide wire when unexpected resistance is 
encountered, as this may result in fracture of the wire 
and damage to the internal structures.
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Ventilatory obstruction from 
kinked armoured tube
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Sir,

We share our experience of a kinked armoured 

endotracheal tube leading to difficulty in ventilation 
intra-operatively.

A 37 year-old male patient weighing 50 kg ASA I was 
posted for total thyroidectomy for papillary carcinoma 
of thyroid in euthyroid state. His vitals and sytemic 
examination were normal. Airway examination 
showed Modified Mallampati-II, Rules of 1,2,3 were 
normal. Investigations were within normal limits. 
After shifting the patient to operation theatre, baseline 
vitals were recorded - patient was premedicated with 
Inj Glycopyrrolate 0.2 mg and Inj Fentanyl 100 µg 
and preoxygenated. Induction was performed using 
Inj Propofol 100 mg; intubated with no. 8 cuffed 
armoured tube (ETO sterilized) with Inj Vecuronium 
5 mg and secured after confirming equal bilateral air 
entry. Then the patient was connected to ventilator 
and ETCO2 monitor. Anaesthesia was maintained with 
IPPV with tidal volume 500 ml, Frequency 14/min 
with Nitrous Oxide: Oxygen 66:33 ratio, 1% Isoflurane 
and vecuronium top-ups. Patient was then placed in 
thyroid position, and surgery started.

Approximately one and half hours after sugery, there 
was progressive increase in ETCO2 from 35 to 45 mmHg. 
Suspecting lighter planes, Isoflurane concentration 
was increased, vecuronium top up was repeated. Still 
ETCO2 increased and reached 50 mmHg. Patient’s vitals 
remained stable. Mechanical ventilation was changed 
over to manual ventilation. Ventilation was difficult 
and air entry was not made out. Acute bronchospasm 
was suspected. Nitrous Oxide was stopped, ventilation 
with 100% 02 resumed, Inj Deriphylline 1amp i.v, Inj 
Salbutamol 2.5 mg sc and Inj Hydrocortisone 100 
mg i.v were given. Still the ventilation was difficult. 
Now we suspected the tube kink as a suction catheter 
attempted to pass through the ET tube got stuck in the 
mid-way [Figure 1]. Cuff was immediately deflated, 
Patient extubated and reintubated with a regular 7.5 
cuffed PVC ET tube. Ventilation was possible with 
ease and surgery was allowed to continue.

A dent along the mid portion of the tube [Figure 2], fibre-
optic view of the lumen, [Figure 3] confirmed presence 
of the kink. One probable reason for the kink could be a 
bite by the patient when he was under lighter planes as 
the kink corresponded to the patient’s lateral incisors. 

Armoured tubes are better than conventional 
endotracheal tubes in Head and Neck,[1,2] Spine[3] and 
neuro-surgeries, because of the kink resistant nature, 
and flexibility even in its fixed position. But the 
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