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Figure 1: Commercially available probe cover

Figure 2: Reusable probe cover

without additional fi nancial burden on the patient. We 
recommend the use of the same in the other institutions 
for the cost containment while undertaking procedural 
interventions.
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Bedside test for 
anisocoria: Not a small 
matter

Sir,
The article by Chaudhry et al. is indeed interesting.[1] An 

abnormal dilated pupil in a critically ill patient could be 
alarming to the treating physician, even though anisocoria 
is not a dangerous adverse effect of ipratropium 
bromide, the condition may be misinterpreted as a 
severe neurologic emergency, since the patient is 
often sedated, paralyzed or has an altered mental 
status.[2] Though neuroimaging remains the most 
effective method to rule out the structural causes of 
acute anisocoria, we would like to suggest a simple 
bedside test to differentiate it from local cause. At the 
bedside, instillation of pilocarpine eye drops can be 
used to differentiate the anticholinergic drug effects 
from other causes of an abnormally dilated pupil as 
it is a directly acting parasympathomimetic agent, 
which duplicates the actions of acetylcholine and cause 
constriction of the pupil by stimulating the sphincter 
pupillae and altering accommodation by contracting 
the ciliary muscles.[3] With a lower concentration 
of 0.125% pilocarpine, a tonic pupil will constrict 
signifi cantly more than the unaffected pupil because of 
the denervation supersensitivity. In case of ipratropium 
bromide induced mydriasis, the affected eye will be 
unresponsive to the ocular instillation of 1% pilocarpine, 
while the unaffected eye will constrict. On the contrary, 
pupillary dilation due to third nerve compression 
the pupil will still constrict with pilocarpine, since 
the sphincter muscle is still intact and responsive to 
cholinergic stimulation.[4] However, pilocarpine may 
also cause miosis, ciliary spasm, blurred vision, and 
photophobia. Unilateral mydriasis in an unconscious 
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patient is an important clinical sign and differential 
diagnosis must be quickly performed in order to rule 
out structural and pharmacological causes.[5] Size of the 
pupil and its reaction to light at the bedside aid to assess 
the status and a pilocarpine eye-drop test helps to avoid 
unnecessary tests or decide further course of action.
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A lost guidewire
Sir,

Central venous cannulation is one of the most 
common procedures performed in any intensive 
care unit. The incidence of mechanical complications 
i.e., pneumothorax, arterial injury etc., are reduced 
with an experienced operator and routine use of 

ultrasound guidance for insertion of the catheter.[1] 
Various complications related to guidewire can happen 
during the insertion process e.g., kinking, loss, breakage, 
and knotting of guidewire. Some guidewire problems 
e.g., breakage or loss can lead to adverse consequences.[2] 
Here, we describe a case where a guide wire was lost 
during insertion of a femoral central line and was not 
recognized until several hours later.

A 46-year-old woman was diagnosed with severe 
community acquired pneumonia, respiratory failure, 
septic shock, and acute renal failure. In the emergency 
room, a right subclavian vein central venous line 
was placed and after initial volume resuscitation, 
vasopressors were started. She was intubated, placed 
on mechanical ventilation and transferred to the medical 
intensive care unit. Over the next 24-h, a left peripherally 
inserted central venous catheter and a right femoral 
central venous line were placed to obtain adequate 
access for monitoring and treatment. A routine chest 
X-ray performed 18 h after the placement of the right 
femoral central venous line, detected a guidewire lodged 
partly in the heart [Figure 1 and Figure 2a, arrowhead]. 
With bedside ultrasonography, the guidewire could be 
traced in the inferior vena cava (IVC) up to the level of 
the renal veins [Figure 2b, sagittal plane view of IVC 
with guidewire (arrow); Figure 2c shows transverse 
section of IVC at the confluence of hepatic veins, 
with guidewire (arrow); Figure 2d shows transverse 
section of IVC at the level of renal veins showing 
guidewire (arrow)]. She was taken to the interventional 
radiology suite where under fl uoroscopic guidance, 
the right femoral catheter was carefully removed. The 
proximal straight end of the guidewire was found inside 
the tip of the central venous catheter. It was grasped and 
removed uneventfully with a steady gentle pull.

Loss of the guidewire inside the vessel is a serious 
complication of central venous line placement. In this 
case report, the guidewire was lost during insertion 
and not recognized by an operator, judged competent 
in a residency training setting to perform the procedure 
independently, until many hours later. Similar 
complications have been reported in literature.[3,4] 
Serious consequences include perforation of vascular 
and cardiac structures. Diffi cult management issues 
arise as it often involves transport of clinically unstable 
patients outside intensive care unit environment 
for removal of the guidewire. We believe that the 
complication happened due to failure to adhere to 
good practice, e.g., withdrawing the guidewire until 
the proximal end comes out of the catheter port and 
holding the guidewire while advancing the catheter 
beyond the skin entry site. A meticulous attention to 
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