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deflection and ultimately misplacement of the CVC. It appears 
to	me	that	in	the	cases	numbered	1-5	described	by	Venugopal	
et al., guide wire deflection may have been responsible for 
the misplacements, particularly in those accessed through the 
central routes.

If we keep the J-tip of the guide wire pointing toward the 
direction that it should take during catheterisation, we 
can somewhat avoid the misplacement. During guide wire 
insertion, it will be prudent to feel for any obstruction or 
change in resistance that may denote change in direction 
or coiling. However, it takes awareness and experience to 
develop this feel. A manoeuvre to prevent misplacement of 
subclavian CVC into ipsilateral internal jugular vein due to 
guide wire deflection has been described.[5] Manual occlusion 
of ipsilateral internal jugular vein in the supraclavicular area 
during guide wire insertion has been found to be effective in 
preventing such misplacements. Finally, electrocardiography 
guidance during insertion and image intensifier after insertion, 
as suggested by the authors, will detect these misplacements 
quickly and is mostly available.
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Malpositioning of pulmonary 
artery catheter into the 
inferior vena cava in a liver 
transplant recipient

Sir,
Pulmonary artery catheter (PAC) is commonly used during 
liver transplant surgery for real-time hemodynamic monitoring. 
PAC	was	inserted	in	a	45-year-old	male	patient	with	end-
stage liver disease posted for the liver transplant at our 
center. PAC insertion was guided by real-time pressures 
waveform. After obtaining pulmonary artery (PA) pressure 
waveform	(systolic-36,	diastolic-14,	mean-21),	the	catheter	
was	successfully	wedged	and	fixed	at	52	cm	at	skin.

Two hours into the surgery, after obtaining adequate surgical 
exposure, it was pointed out by the operating surgeons that they 
could feel the catheter in the inferior vena cava (IVC). At the 
same time, PA waveform on the monitor was noticed to have 
changed	from	arterial	to	a	nonspecific	waveform	(Pr	-	8	mm	
of Hg). There was continuous monitoring of the PA pressures 
till this time. Doubt about the migration of the PAC led us to 
plan a fluoroscopy prior to attempting withdrawal of the PAC. 
The fluoroscopy revealed that the PAC had migrated into the 
IVC. The catheter was successfully withdrawn uneventfully.

Pulmonary artery catheter insertion is associated with 
complications including arrhythmias, pulmonary infarction, 
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catheter knotting, catheter entanglement, and PA rupture.[1,2] 
Literature search revealed one previous report of migration 
of the PAC into the IVC.[3] The catheter in that report had 
gone into the IVC after passing through the RA. From the 
IVC, the catheter looped back into the RA then to the RV 
and finally exiting into the PA. The authors in that report 
postulated that interaction of the PAC with the IVC filter in 
situ might have been the cause of the catheter looping back 
into the RA from the IVC. However, an alternate hypothesis 
of looping of the PAC on its own in the IVC was not negated 
by the authors. The findings in our patient can most closely 
be explained by a similar hypothesis. We suspect that the 
PAC migrated into the IVC and looped on itself before going 
into the PA (hence, explaining the long length required for 
obtaining the PA trace and wedge initially), and later with 
surgical retraction slipped out of the PA.

Traditionally, anesthesiologists have not used fluoroscopy 
for confirmation of PA placement. Continuous PA pressure 
monitoring at the time of PAC insertion is considered the 
gold standard for PAC placement confirmation. Fluoroscopic 
confirmation of PAC placement has, however, always been 
done by hepatologists and intervention radiologists while doing 
trans jugular intra-hepatic porto systemic shunting, hepatic 
vein pressure gradient etc., We propose confirmation of the 
PA placement using fluoroscopy at the start of the surgery 
as a rule to prevent such misadventures, especially where it 
is easily available.
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Operating table tipping: 
A reminder of electrical safety 
in the operating room

Sir,
The increase in number and complexity of electrical equipment 
used makes it necessary for the anesthesiologist to know about 
electrical safety in the operating room (OR).[1]

A	48-year-old	male	was	 posted	 for	 arthroscopic	 shoulder	
repair. General anaesthesia was induced after administering 
an interscalene block. The right dorsalis pedis artery was 
cannulated for invasive blood pressure monitoring. In the 
left lateral position, the right arm was abducted and 4 kg 
traction applied using a pulley attached to a drip stand at 
the	end	of	the	operating	table.	Around	10,000	ml	of	normal	
saline was used for joint distension and irrigation. A wet film 
of water remained on the floor despite continuous mopping 
and	suctioning.	After	2	h,	the	OR	table	started	tipping	to	the	
head down position. One anesthesiologist supported the head, 
neck and the endotracheal tube while the surgeons quickly 
unfastened the traction. The remote and the manual switch 
stopped working simultaneously. The power to the table was 
turned off but it had tilted to a steep Trendlenberg position. 
The patient was swiftly shifted to a patient transport trolley 
[Figure	1].	The	airway	pressure	increased	from	13	cm	H2O 
to	27	cm	H2O,	but	returned	to	14	cm	H2O on shifting to 
the trolley. The arterial line was dislodged, but a pressure 
dressing was applied. There was no change in heart rate, 
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