Letters to the Editor

Accidental guide‑wire
loss during central
venous catheterization:
A report of two
life‑threatening cases
Sir,
Medicolegal issues and iatrogenic origin make
guide-wire loss during central venous catheterisation
an under- reported topic. [1] We are reporting our
experience of two cases, where the guide wires were
retained into the venous system and they could be
successfully nonsurgically extracted. A simple measure
is also discussed to prevent guide-wire loss for the
inexperienced physicians.
A 40-year-old female was transferred to our intensive
care unit (ICU) with severe acute pancreatitis and
respiratory distress. During initial management it
was noticed that 7.5-Fr central venous catheter (CVC),
placed in her right subclavian vein during her prior
hospitalization, was nonfunctional. Hence, right-sided
internal jugular vein was canulated. Reviewing her chest
X-ray (taken 2 dayspreviously) we were surprised to
identify a guide wire along with the first CVC [Figure 1].
The guide wire could be felt after pulling the CVC out
for a few centimeters but it seemed to be stuck within the
catheter. We fixed the guide-wire CVC assembly with
artery forceps and gently pulled the entire assembly
intact.
A 60-year-old female patient was brought to the
emergency department with respiratory distress and
hemodynamic instability. A one-year-experienced
physician was asked to place the CVC. During catheter
placement, the patient developed an arrhythmia
which distracted the operator and the guide wire
was lost. A chest X-ray was done [Figure 2] and our
critical care outreach team was called. Cardiac monitor
showed ventricular tachycardia. She was immediately
intubated, femoral vein was accessed and cardiac
resuscitation performed. We fixed the guide wire with

artery forceps, cut the central lumen of the catheter
with a blade and removed the entire assembly intact.
Patient was successfully resuscitated and transferred
to the ICU.
Seldinger technique[1,2] is the preferred technique for
CVC insertion and intact guide-wire retrieval from
the central port with free aspiration of blood is the
last step. The technique requires skill, attentiveness
and experience to avoid potential adverse effects. [3]
Schummer et al.[2] reported that inattentive, exhausted,
inexperienced operator and inadequate supervision
might be responsible for guide wire loss. Sudden patient
movement[4] and excessive length of guide-wire insertion
are additional factors.[5] Predisposing factors in our first
case could be an emergent situation leading to haste
during the procedure while inadequate supervision,
inexperience and distraction were the possible causes
in the second case.
To prevent CVC guide wire loss especially for
the inexperienced, unsupervised operators and in
emergency situations the authors' advice is to use a
mosquito forceps or small artery forceps to fix the non
‘J’ end of guide wire during dilator use and while sliding
CVC into the vein [Figure 3]. This simple technique can
prevent guide-wire loss very effectively. Importantly,
the operator’s nondominant hand remains free and he/
she can devote complete attention to the CVC insertion.
Essentially, after sliding the CVC into the vein, the guide-

Figure 1: Chest X‑ray of the patient showing CVC (1), guide wire (2),
non‑‘J’ end of guide wire (3). (arrowed)
53

Indian Journal of Critical Care Medicine January-February 2013 Vol 17 Issue 1

References
1.
2.
3.
4.
5.

Narendra H, Baghavan KR. Guide-wire embolism during subclavian
vein catheterization by Seldinger technique. Indian J Crit Care Med
2006;10:257-9.
Schummer W, Schummer C, Gaser E, Bartunek R. Loss of the guide
wire: Mishap or blunder? Br J Anaesth 2002;88:144-6.
Guo H, Peng F, Ueda T. Retracted: Loss of the guide wire. Circ J
2006;70:1520-2.
Wadehra A, Ganjoo P, Tandon MS. Guide wire loss during central venous
cannulation. Indian J Anaesth 2010;54:587-8.
Batra RK, Guleria S, Mandal S. Unusual complication of internal
jugular vein cannultion. Indian J Chest Dis Allied Sci 2002;44:137-9.
Access this article online
Quick Response Code:

Website:
www.ijccm.org

Figure 2: Chest X‑ray of patient showing CVC (1), guide wire (2), non‑‘J’
end of guide wire (3). (arrowed)
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Bed-side ultrasound of
the optic nerve sheath
in a patient with bilateral
acutely dilated pupils
Figure 3: Ghatak’s technique to prevent guide‑wire retention in central
vein by fixing their non‑‘J’ end with mosquito forceps or small artery
forceps. (arrowed)

wire and forceps assembly can easily be pulled out of
CVC. A good backflow of blood and no resistance to
saline flush confirms central lumen free of guide wire
and proper placement. Postprocedure, operator and the
nurse assistant should confirm the guide wire retrieval
in the procedure tray as part of a check-list. Last but not
the least, check X-ray is confirmatory for early detection
of complications.
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Sir,
Now-a-days, point of care ultrasound (USG) has
become an integral part of management of critically ill
patients. From routine invasive procedural guidance to
lung and cardiac USG has changed our routine practice.
Here, we highlight one more possible role of USG in
managing these sick patients.
A 52-year-old male, who met with road traffic accident
while driving his car 2 weeks ago, referred to our
hospital with diagnosis of fracture right femur shaft,
fracture left sided ribs (2nd-4th), severe acute respiratory
distress syndrome on mechanical ventilation, acute
kidney injury, and requiring vasoactive agents. 2 days
later in the morning round, during the examination he
was found to have bilateral dilated pupils (5 mm in
size) and light reflex was absent. At that time, he was
deeply sedated with continuous infusion of midazolam
(5 mg/h) and fentanyl (150 μg/h) and there was no
new insult that could lead to intra cranial event.
Computed tomography (CT) of the head was planned,
but it was hold due to the presence of high ventilatory

