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Response to: “Tanezumab: 
Therapy targeting nerve 
growth factor in pain 
pathogenesis”

Madam,
We read with interest the recently published review article 
by Patel et al. titled “Tanezumab: Therapy targeting nerve 
growth factor in pain pathogenesis.”[1] Tanezumab is 
under investigation for the treatment of osteoarthritis pain 
and chronic low back pain by Pfizer Inc. and Eli Lilly 
& Company. As Pfizer or Lilly were not involved or consulted 
regarding the content of this article, we would like to point 
out that the molecular formula of tanezumab presented in 
Figure 1 is incorrect. For a more accurate representation of 
the structure of tanezumab, we refer readers to an article by 
La Porte et al.[2]

—On behalf of the tanezumab development team.
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Letters to Editor

Incidental detection of 
idiopathic internal jugular 
vein thrombus in pediatric 
patient‑lessons learnt!

Madam,
We report a child of acyanotic congenital heart disease in 
which internal jugular vein thrombosis (IJVT) was incidentally 

detected during central venous cannulation. This report 
highlights the importance of pre‑procedural scan, which should 
not be confined only to or close to the puncture site, but should 
involve the entire length of internal jugular vein (IJV).

A 4‑year‑old child, a known case of peri‑membranous 
ventricular septal defect (VSD) was admitted for surgical 
correction of the same. Preoperative history from mother, 
general physical examination, and vitals were unremarkable 
except for the shortness of breath for the past 1  year, 
the New  York Heart Association  (NYHA) class  II. 
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Auscultation revealed pan systolic murmur all over the 
precordium and bilateral normal breath sounds. The 
abdomen was soft with no organomegaly. All hematological 
investigations were within normal limits. Chest X‑ray showed 
cardiomegaly (cardiothoracic ratio of 0.6) with prominent 
pulmonary vascular markings. Preoperative echocardiography 
findings were perimembranous VSD (Pm VSD) 4 mm with 
normal left ventricular (LV) function. The child was accepted 
under the American Society of Anesthesiologists Physical 
Status III (ASA‑PS III).

On the day of surgery, child was shifted to operation theater 
after standard premedication with midazolam (100 mcg/kg) 
IV in the preoperative room under monitoring. Child was 
preoxygenated, anesthesia induced and trachea intubated 
using fentanyl (2 mcg/kg) and titrated dose of thiopentone to 
maintain hemodynamic stability. The left radial artery was 
cannulated using 22G catheter for continuous invasive blood 
pressure monitoring.

After preparing for the right IJV cannulation, the pre‑procedural 
scan was done at puncture site. IJV cannulation was attempted 
on the right side with real‑time ultrasound. The venous 
puncture was successful in the first attempt but there was 
resistance while passing the guide‑wire. The guide‑wire was 
removed and entire course of IJV was scanned to look for the 
cause. It revealed a normal IJV at the insertion site [Figure 1] 
but a large thrombus was detected in the right IJV, as the probe 
was moved down [Figure 2 and Video 1]. This was confirmed 
by both short and long axis view using color Doppler mode and 
non‑compressibility. The left IJV was scanned and was found 
normal. The left IJV cannulation was successful. Surgical 
procedure was uneventful, and he was shifted to postoperative 
ICU for elective ventilation. Postoperatively, a radiologist 
confirmed thrombus in IJV and ruled out thrombus in other 

major vessels. He was started on heparin and the repeat 
ultrasound on the third day revealed no evidence of thrombus. 
Postoperative course was unremarkable and discharged.

IJVT is commonly reported in adult patients.[1] In pediatric 
age group it is an unusual disease, a very few IJVT cases have 
been reported till date, related to acute mastoiditis, head injury, 
disseminated tuberculosis, and Lemierre’s syndrome.[2-4] In 
our case, retrospective history from child’s mother revealed 
no previous history of any of the diseases to the child. The 
clinical symptoms may be absent or vague and misleading with 
varying clinical manifestations.[5] It can lead to complications 
like septic emboli and pulmonary embolism.[6] Our patient did 
not manifest any of the clinical symptoms or signs.

Patients with IJV thrombus may need to be on long‑term 
oral anticoagulation therapy especially in cases where definite 
etiology causing coagulation disturbance exists. In our case, there 
were no other primary diseases, which were ruled out clinically. 
Also, our patient responded well with heparin within 3 days. 
The follow‑up scans a month after discharge were also normal.

IJVT was diagnosed in our case because of difficulty in 
passing the guide‑wire. This could also be due to posterior wall 
puncture and guide‑wire hitting against valves. In our case, the 
difficulty was primarily due to thrombosis inside the lumen, 
which was diagnosed using duplex ultrasonography. If we fail 
to recognize the IJVT and exert unintentional force to thread 
the guide‑wire, it could result in embolization of thrombus with 
disastrous consequences. Hence, we suggest that ultrasound 
should always be used whenever any problem is encountered 
during landmark guided central venous cannulation.
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Figure 1: This figure shows normal color Doppler flow in internal jugular vein 
well above the thrombus

Figure 2: This figure (a) shows the thrombus (red arrow), valve (blue arrow), 
internal jugular vein (white arrow) and subcutaneous tissue (black arrow). The 
figure (b) shows hyperechogenic thrombus and absent color Doppler flow at the 
thrombus site
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Beware of upper airway 
obstruction in warfarinized 
patients

Madam,
We would like to draw attention to the airway risks of 
anticoagulation with coumarins. Patients on a coumarin are 
at risk of spontaneous upper airway obstruction secondary to 
hematoma if anticoagulation is poorly controlled. Treatment 
in these instances needs to be prompt and includes medical, 
anesthetic, and potentially surgical intervention. We recently 
encountered a patient with acute airway obstruction secondary 
to spontaneous lingual, sublingual, and supraglottic hematoma 
while on warfarin.

An  86‑year‑old woman   was admitted under the care of 
the medical team and treated for a community‑acquired 

pneumonia and pulmonary edema. On day 3 of her 
admission, she was noted to have malar, chin, and submental 
ecchymosis [Figure 1]. Within 24 h, it was noted that she 
was in respiratory distress with clearly audible stertor and 
a subtle inspiratory stridor. Her respiratory rate was noted 
to have increased and her oxygen saturations dropped 
from 96% to 90% on room air. This was accompanied by 
significant chin, submental, neck, and upper chest ecchymosis 
[Figures  1 and 2 post intubation]. Oral examination 
revealed a swollen and purple tongue and floor of mouth, 
consistent with lingual and sublingual hamatomas. Flexible 
nasoendoscopy revealed diffuse submucosal supraglottic 
hematoma with a narrowed laryngeal inlet. Blood screening 
demonstrated an international normalized ratio of 4 and a 
stable hemoglobin and platelet count. Initial management 
included nursing the patient upright and administration 
of oxygen through a non‑rebreath mask, at a flow rate 
of 15 L/min. Intravenous vitamin K was administered 
immediately. After a hematology consult, four‑factor 




