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A rare case report of unusual 
path of left internal jugular central 
line

Sir,

Central venous cannulation is  the most common 
procedure performed in perioperative settings and 
intensive care units. Many authors have reported 
unusual positioning of central line catheters.[1] Here, 
we would like to report a case of central line path 
in persistent left superior vena cava  (PLSVC), a rare 
entity with a course similar to right internal jugular 
vein  (IJV). Pre‑operative computed tomography  (CT) 
chest showed duplex superior vena cava (SVC), which 
was not reported.A written consent was obtained from 
patient.

A 45‑year‑old   male patient without comorbidities 
and with a history of necrotising pancreatitis was 
posted for exploratory laparotomy. The patient had CT 
chest and abdomen done preoperatively, with reports 
mostly concentrated on the abdomen. The left IJV 

cannulation was done using ultrasound in the first 
attempt with ease after induction. A chest X‑ray done 
postoperatively revealed an unusual course [Figure 1], 
just like the straight course as on the right side. All 
ports had free venous blood, confirmed by blood 
gas analysis. Later, we consulted a radiologist who 
reported double SVC which was not reported in the 
previous CT‑chest.

The line was changed to right IJV to measure central 
venous pressure as it was unreliable to measure on the 
left side on day 3, which was uneventful. Post‑operative 
echocardiography done was normal.

Central line malposition is the most common 
complication.[1]  Left‑sided SVC is seen in 0.3%–0.5% 
of the normal population and in 5% of those with 
congenital heart diseases. PLSVC is the most common 
congenital malformation of thoracic venous return.[2] 
Majority of the patients are asymptomatic, and the 
presence of vessel is identified incidentally during 
central line placement or by CT chest.

PLSVC forms during normal foetal development due 
to failure of obliteration of the anterior cardiac vein.[3] 
The PLSVC passes anterior to the left hilum and lateral 
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to the aortic arch. Most commonly, this vein drains into 
the coronary sinus (82%–90%) and left atrium (8%).

As far as central access is concerned, it is safe to 
use for drug administration but not for central 
venous pressure measurement. Other complications 
resulting from the existence of PLSVC include 
difficulty in pulmonary artery catheterisation, 
cerebral abscess, arrhythmia and embolic events.[4] 
It is also worth mentioning that the incidence of 
defects in foetuses is higher than that in the general 
population. The spontaneous miscarriage caused 
by anatomical anomalies, as well as PLSVC along 
with other heart defects, causes premature deaths 
in foetuses.[5]

The differential diagnosis of PLSVC includes left 
superior intercostal vein and left paracardiophrenic 
vein. It is of importance to us to identify such 
unusual paths and other congenital cardiac 
abnormalities such as tetralogy of Fallot, anomalous 
pulmonary vein and coarctation of aorta.[2] PLSVC 
is very often discovered accidentally during 
invasive cardiac procedures, mostly during routine 
left‑sided or right‑heart catheterisation and surgical 
procedures.[5] Malpositioning of the central line 
such as kinking inside the IJV and migration to the 
subclavian vein and external jugular vein has been 
reported.[2,6] Central line access via the left IJV 
results in more unusual positions than through the 
right IJV, the incidence of which is  <1% to above 
60%.[7]

We should always rule out  congenital cardiac 
anomalies in such patients by trans‑oesophageal 
echocardiography or by cardiac magnetic resonance 
imaging. There are many cases where central line 

has taken unusual positioning in both left and 
right internal jugular cannulation, but PLSVC is a 
concern in view of the altered haemodynamics in 
small percentage of patients with cardiac anomalies, 
which need to be addressed appropriately in the 
perioperative period.
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Figure 1: (a) Chest X‑ray showing unusual path of the left internal jugular central line. (b) CT chest showing Duplex superior venacava
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Anaesthetic management in a 
case of vertebral haemangioma 
with Bidirectional Glenn Shunt

Sir,

A 14‑year‑old, 45‑kg female was diagnosed to have 
a thoracic vertebral haemangioma  (VH) and was 
posted for resection and spinal instrumentation. 
She had a double outlet right ventricle, ventricular 
septal defect  (VSD) with pulmonary stenosis for 
which a Bidirectional Glenn shunt  (BGS) and VSD 
repair was done at 4  years of age. Her pulse rate, 
blood pressure and room air oxygen saturation were 
60/min, 132/78 mmHg and 92%–95%, respectively. 
Her electrocardiogram showed a normal sinus rhythm 
with a P and T‑wave inversion in leads V1‑3 and V3‑6, 
respectively. Echocardiogram revealed patent BGS 
with normal ejection fraction and left ventricular 
function. Her blood parameters and coagulation 
profile were normal. Baseline arterial blood gas 
(ABG) analysis showed pH 7.43, pCO2 28 mmHg, pO2 
165 mmHg, HCO3 24.7 mmol/L, lactic acid 1.1 mmol/L 
and haemoglobin  (Hb) 19.4 g/dL. The on‑going 
warfarin was discontinued and enoxaparin was started 
5 days prior to surgery which was withheld 12 h before 
surgery. Infective endocarditis prophylaxis was given.

Pre‑operatively,  adequate hydration was maintained 
with normal saline. An anaesthesia technique of 
etomidate, fentanyl, rocuronium, sevoflurane and 
oxygen: air (1:1) was used. Post-induction ABG 
analysis revealed pH  7.39, pCO2  33 mmHg, pO2  85 

mmHg, HCO3 22.7 mmol/L, lactic acid 0.9 mmol/L and 
Hb 18.9 g/dL. Femoral vein and arterial cannulation 
were done, and surgery was done in the prone 
position (Haemodynamic changes are summarised in 
Table 1). During 6 h of surgery, she had 400 mL blood 
loss and received 2300 mL normal saline with stable 
intraoperative haemodynamics. She had a stable 
post‑operative course and was discharged on the 
fourth postoperative day.

Early diagnosis and prompt treatment can prevent an 
irreversible neurologic deficit in cases of symptomatic 
VH. BGS shunt is a type of cavopulmonary shunt where 
systemic venous blood from the great veins passively 
enters the pulmonary artery. The transpulmonary 
gradient is the primary force promoting pulmonary 
blood flow and cardiac output (CO). While dealing with 
a patient with BGS, a thorough preoperative clinical 
assessment for co‑existing problems, evaluation of 
functional capacity and recent echocardiogram is 
required.[1,2] The main determinants of the Glenn 
circulation are pulmonary vascular resistance (PVR), 
cardiac rhythm, left ventricular function and systemic 
venous pressure.[1] Hypoxia, hypercarbia, acidosis, 
inadequate analgesia, positive end‑expiratory pressure 
and sympathetic stimulation should be avoided as 
they result in an increase in PVR, reducing pulmonary 
blood flow causing systemic hypotension and arterial 
desaturation.[2] These patients have a blunted heart 
rate response due to difficulty in increasing ventricular 
preload and impaired ventricular function such that any 
cardiac dysrhythmias necessitate prompt management 
to avoid haemodynamic instability.[1] Myocardial 
depressant drugs should be avoided.[2] It is desirable 
to avoid anaemia, polycythaemia and hypovolemia.[3]
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