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Peripheral venous access in the 
obese patient

Sir,

Intravenous (IV) cannulation, a common procedure 
in anaesthetic practice, can at times be difficult and 
frustrating. We report a 46‑year‑old male, 109 kg, who 
was scheduled for repair of incisional hernia (related 
to previous right nephrolithotomy via a subcostal 
incision) in whom establishing peripheral IV 
access proved difficult. The patient had undergone 
several previous surgeries for genitourinary and 
kidney‑related complaints. No peripheral veins 
were visible or palpable in the extremities. Venous 
cut‑downs had been done in both lower limbs 
during previous surgeries. The right cephalic vein 
was visible in the delto‑pectoral groove and was 
successfully cannulated. After establishing standard 
monitoring, anaesthesia was induced with fentanyl 
and thiopentone. Tracheal intubation was facilitated 
with rocuronium. The patient was positioned in 
left lateral position for surgery. This resulted in 
positional slowing of the crystalloid infusion rate. 
The operation table was tilted ≈20° head‑down 
(to make neck veins prominent), and the right 
external jugular vein was cannulated. The surgery 
lasted 3 h and the recovery and post‑operative course 
were uneventful.

Predictive factors for difficult venous access include 
obesity, chronic illness, hypovolaemia, history of IV 
drug abuse, vasculopathy,[1‑3] oedema, chemotherapy, 
diabetes and multiple prior hospitalizations.[4] 
Obtaining IV access can be tedious and time‑consuming 
procedure in the obese. The veins on the dorsum of 
the hand and the deep brachial vein may be neither 
visible nor palpable in the obese patient. However, 
veins on the volar aspect of the wrist may be used 
for venous cannulation. The external jugular vein is 
another option but may be difficult to find in the short, 
thick neck of the obese patient. Placing the obese 
patient in Trendelenburg position (to make the vein 
prominent) may not be tolerated because of respiratory 
embarrassment.

The cephalic vein crosses the surface of the anatomical 
snuff box, superficial to the radial styloid. This vein 
is referred to as the ‘houseman’s friend’ because of its 
consistent location at this site and its straight course 

that allows placement of a large bore IV cannula.[5] It 
communicates with the basilic vein via the median 
cubital vein at the elbow. Superiorly, the cephalic 
vein passes between the deltoid and the pectoralis 
major muscles before it empties into the axillary 
vein. The cephalic vein is often visible through the 
skin in the deltopectoral groove and is a potential 
site for venous access in the obese [Figure 1]. This 
vein is worth looking for in an obese patient with a 
difficult peripheral venous access. Loukas et al.,[6] in 
a cadaveric study, found that the cephalic vein was 
found emerging superficially in the lateral portion of 
the deltopectoral triangle in 80% of specimens. In the 
remaining 20% cases, the cephalic vein was located 
deep to the deltopectoral fascia and fat. The length 
of the cephalic vein within the deltopectoral triangle 
ranged from 3.5 to 8.2 cm (mean 4.8 ± 0.7 cm). The 
morphometric analysis revealed a mean cephalic 
vein diameter of 0.8 ± 0.1 cm (range 0.1–1.2 cm).[6] 
Ultrasound‑guided peripheral venous access is also a 
valuable aid in patients with a known difficult venous 
access. Nevertheless, knowledge of the potential sites 
for IV access can improve the success rate for IV line 
placement in the obese.
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Figure 1: The cephalic vein (in the deltopectoral groove) and the 
external jugular vein cannulated (18 gauge cannula) in an obese patient
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Local anaesthetic resistance in 
a young woman with history of 
scorpion bite

Sir,

We witnessed a case of a young woman who had 
obvious resistance to various local anaesthetics applied 
in various techniques during the different surgeries. 
Articles of Panditrao et al. that were published in your 
journal highlighted this phenomenon, and we wanted 
to contribute to the subject.[1‑3]

Our patient was a 21‑year‑old Caucasian female who 
was diagnosed with volar wrist ganglion and surgery 
was planned. Exsanguination was done using Esmarch 
bandage, and double bladder pneumatic tourniquet 
inflated to 250 mm Hg. Intravenous regional anaesthesia 
was performed using 200 mg lignocaine (%2 Aritmal, 
OSEL, Istanbul, Turkey) diluted with 0.9% saline in a 
total of 20 cc injector. Approximately 15 min later, we 
checked the anaesthesia with a soft touch and picking 
the skin with forceps and it seemed fine, then the first 
incision was made. The patient immediately reported 
pain. The operation was stopped and an additional 
200 mg lignocaine was injected to the incision area 
subcutaneously. That injection ceased the pain for a 
couple of minutes then the patient reported mild to 
severe pain again. Sedation with midazolam was 
provided and surgery was finished speedily.

The same patient developed a keloid scar after a 
month. Corticosteroid injection was tried under local 
anaesthetic but patient felt excessive pain during the 
process, thus it could not be completed. Two months 
after the first surgery, the patient complained about the 
cosmetic problem and surgical removal of the keloid 
was recommended. Subcutaneous local anaesthesia 
was tried using 200 mg prilocaine (10 cc 2% Citanest, 
Eczacibasi, Kirklareli, Turkey). The patient reported 
severe pain a couple of minutes after the surgery began. 
Then an additional 50 mg bupivacaine (10 cc, 0.5% 
Marcaine, Zentiva, Kirklareli, Turkey) was injected to 
the edges of the incision. After this injection, a couple 
of minutes were painless but then she began to feel it 
again and wound closure was done rapidly.

Detailed history of the patient revealed that she had 
‘difficult’ epidural anaesthesia during caesarean 
section procedure previously and thus they switched 
to general anaesthesia. Because all the anaesthetics we 
used on the patient were amide type, we offered the 
patient to try further anaesthetic agents on her forearm 
skin to find out what works for her but she did not 
accept it.

Failure of local anaesthesia is generally due to technical 
problems. Additional injections and adequate waiting 
time usually solves the problem. In our case, different 
techniques and anaesthetics were used; during all 
such attempts, it is difficult to attribute the problem 
due to technique and agents. After reading about 
scorpionism suspicion by Panditrao et al. (above) we 
contacted the patient and asked about it. Our patient 
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