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ruled out tube migration. The cuff appeared lax and 
was re-infl ated but the events repeated in the same 
manner again. The ETT was changed with another one 
and examined for obvious leaks. This ETT was then 
immersed in a bowl of water and the cuff infl ated with 
an aneroid manometer (Mallinckrodt Medical Athlone, 
Ireland). Multiple air bubbles were noticed to appear at 
higher cuff pressures (>100 cm H2O), but as the pressure 
was reduced gradually, their size, number and speed 
lowered, and the bubbling stopped at the cuff pressure 
below 40 cm H2O. The leak was detected from the 
point where the transparent pilot infl ation line entered 
the blue stem of the pilot cuff [shown by the arrow in 
Figure 1]. The product defect was communicated to the 
manufacturers.

A leak from any part of the ETT assembly can be 
alarming, more so in cases of diffi cult airway or in 
surgeries involving limited access to airway (non-supine 
position and head and neck surgery) where a change 
of tube may not be possible intra-operatively.[1] It may 
cause increased risk of pulmonary aspiration and 
inadequate ventilation (inadequate depth of anesthesia, 
intra-operative awareness, and hemodynamic instability).

The leaks in the cuffs and the various ways to tackle 
them are well known but a defect in the pilot infl ation 
line has been sparsely reported in the literature.[2] Various 
methods using continuous infl ation with air, saline or 
lignocaine jelly or use of three-way stopcock to maintain 
cuff pressure are documented, though most of them are 
no more than a rescue measure.[1]

This report alarms the caregiver to be vigilant at all times 
as even minor leaks from unusual sites may have clinically 
signifi cant and long-standing consequences. Besides, it 

Figure 1: Arrow showing air bubbles in water at higher cuff pressure; inset 
showing pilot inflation line entering the pilot cuff with the arrow showing 
the probable leak site

also reinforces the need for objective monitoring of the 
ETT cuff pressure, especially in the presence of nitrous 
oxide (which readily diffuses into the cuff and increases 
its pressure). Manual assessment of cuff pressure may 
be grossly incorrect and may underestimate pressures.[3] 
The pressure can be high as to manifest minor leaks (even 
when high volume low-pressure cuffs are used), as seen 
in the case reported. The effects of the leak due to the 
minor product defect could have been avoided if the cuff 
pressure was measured and maintained within the safe 
range of 20–30 cm of H2O.[4]
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WhatsApp: What an App!

Sir,
Telemedicine, defined as “The use of electronic 

information and communications technologies to 
provide and support health care when distance 
separates the providers of care from their patients.”[1] 
Telemedicine introduced into specifi c settings such 
as rural healthcare system, improved outcomes.[2] For 
communication between the members of any division 
in the fi eld of medicine is perhaps a verbal report via 
telephones. Telephone communication can be rapid 
but not objective and precise. To add more accurate 
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information to verbal report, clinical photographs 
taken by digital cameras were transmitted in the late 
1990’s.[3] WhatsApp (WA) was introduced mainly to text, 
exchange photos, videos and voice note, and is popular 
among smart phone users.[4] However, it can also serve 
as a medium for doctors to rescue ailing people during 
the times of emergency, as this case illustrates.

A 45-year-old gentleman operated case of Lt Bite 
composite resection + PMMC (a case of Left Ca Buccal 
Mucosa), with no comorbid medical history, other than 
electrocardiogram (ECG) fi ndings of right bundle branch 
block with left anterior hemiblock, was admitted to intensive 
care unit (ICU) on postoperative day 7 postgeneralized 
tonic-clonic convulsions with bradycardia (38 bpm).

The registrar on-call called up the consultant on-call 
to inform him about the patient condition. In order to 
confi rm the diagnosis, it was decided to send the ECG 
changes via WA to the consultant for a diagnosis.

Figure 1: WhatsApp image showing monitor with transvenous pacing with 
ECG changes

Figure 2: WhatsApp image showing transvenous pacing

Complete heart block diagnosis is made based on the 
pictures.

The consultant was 40 km away from the center where the 
patient was located. It was decided to do transcutaneous 
pacing to tide out the crisis. The images were sent again 
to the consultant by WA. Transvenous pacing wires were 
put by the consultant and the patient rhythm stabilized. 
The images were sent by WA to the senior consultant 
and intensivist who opined regarding proper placement. 
We decided to shift the patient to another center, where 
there were advanced facilities for further management. 
Changes in ECG patterns were noted on the cardioscope 
while transferring the patient in an ambulance to referral 
center [Figure 1]. We immediately sent the images of 
cardioscope by WA to senior consultant, who advised to 
withdraw the wire of pacemaker till it senses. The pacing 
wire was withdrawn till we could see pacing, the images 
of which were again sent to a senior consultant who 
concurred with proper placements [Figure 2].

Due to the availability of such a wonderful app and 
smartphone we could manage the catastrophe and could 
save the life of the patient. We would like to mention 
here, since there is an availability of telemedicine and 
electronic ICU,[5] at center’s world over, in situations like 
transporting the patient to higher center, such technology is 
not available. Availability of an application where we can 
transfer images and videos, during the transportation of 
patients, plays a crucial role in avoiding mishaps, provided 
there is an active network of the mobile service provider.

We conclude that, smartphones running applications 
such as WA play a vital role in transmitting medical 
information and images in resource-limited situations.

Raghu S. Thota, Jigeeshu V. Divatia
Department of Anaesthesiology, Critical Care and Pain, Tata Memorial Centre, 

Parel, Mumbai, Maharashtra, India

Correspondence: 
Dr. Raghu S. Thota, 

Department of Anaesthesiology, Critical Care and Pain, 
Tata Memorial Centre, E Borges Road, Parel, 

Mumbai - 400 012, Maharashtra, India. 
E-mail: ragstho24@rediffmail.com

 References
1. Field MJ, Institute of Medicine, editors. Telemedicine: A Guide to 

Assessing Telecommunications in Health Care. Washington, DC: 
National Academy Press; 1996.

2. Zawada ET Jr, Kapaska D, Herr P, Aaronson M, Bennett J, 
Hurley B, et al. Prognostic outcomes after the initiation of an electronic 
telemedicine intensive care unit (eICU) in a rural health system. S D 
Med 2006;59:391-3.

3. Baldwin AJ, Langton SG. Postoperative monitoring of flaps by digital 
camera and Internet link. Br J Oral Maxillofac Surg 2001;39:120-1.

4. Wikipedia, The free encyclopedia en. Available from: http://www.



365365Indian Journal of Critical Care Medicine June 2015 Vol 19 Issue 6

Wikipedia.org/wiki/Whats App. [Last updated on 2015 Mar 26].
5. Morrison JL, Cai Q, Davis N, Yan Y, Berbaum ML, Ries M, 

et al. Clinical and economic outcomes of the electronic intensive 
care unit: Results from two community hospitals. Crit Care Med 
2010;38:2-8.

Access this article online
Quick Response Code:

Website:

www.ijccm.org

DOI: 10.4103/0972-5229.158288 

Accidental placement 
of central venous 
catheter tip into internal 
mammary vein

Sir,
Central venous catheter (CVC) plays an important 

role in the management of critically ill patients in 
terms of central venous pressure (CVP) monitoring, 
administration of vasopressors, inotropes, blood 
products, and parenteral nutrition. The ultrasound 
guided central venous cannulation has become a 
routine practice in recent years due to its lower 
complication rates and lesser errors during insertion. The 
ultrasound-guided catheter insertion does not prevent or 
help in the detection of misplaced catheter tips.

We present a case of a 25-year-old male, known case 
of fungal sinusitis and mycotic aneurysm of right 
internal carotid artery admitted to our tertiary care 
Intensive Care Unit following surgery (craniotomy) 
at an outside hospital. He was shifted for evaluation 
and management of shortness of breath and sepsis. It 
was decided to remove his old left subclavian central 
line in view of sepsis and replace it with a new left 
internal jugular vein (IJV) cannulation with the help 
of ultrasound guidance. Left internal jugular site was 
selected as all other sites were cannulated previously. 
The CVC on chest X-ray looked as if the catheter was 
entering the left atrium [Figure 1]. Flush tests on 
two-dimensional echo with agitated saline through 
the left jugular catheter showed that the catheter was 
draining into right atrium [Figure 2]. When patient was 
taken for computed tomography cerebral angiography, 

the neck vessel angiography was also done which 
on venous reconstruction showed that there were 
no anomalies in the venous system, but the catheter 
tip was seen entering the left internal mammary 
vein (IMV) [Figure 3]. Later the central line was 
removed and replaced at a different location (since it 
was not showing CVP trace, and there was no backfl ow 
of blood through the port).

The incidence of CVC malposition during IJV 
cannulation is around 2%.[1] There have been very few 
reported cases of accidental left IMV cannulation in the 
past.[2] CVC, which are misdirected into tributaries of 
central veins, are more common during central venous 
cannulation of the left side.[3] Reason may be due to 
the left brachiocephalic vein, which is anatomically 
longer and left smaller tributaries anastomose with the 
brachiocephalic vein opposite to the orifi ce of the left 
jugular vein.[4]

Figure 1: Central venous catheter in the left internal jugular vein appears 
to be entering left atrium

Figure 2: Agitated saline flush through the central port of the catheter 
showing bubbles in the right atrium
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