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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.

Subramanian Senthilkumaran, Namasivayam 
Balamurugan1, Ritesh G. Menezes2, Ponniah 

Thirumalaikolundusubramanian3

Department of Emergency and Critical Care Medicine, Sri Gokulam Hospitals 
and Research Institute, 1Department of Neurosciences, Manipal Hospital, 

Salem, Tamil Nadu, India, 2Department of Pathology, 
Forensic Medicine Division, College of Medicine, King Fahd Hospital of the 

University, University of Dammam, Dammam, Saudi Arabia (KSA), 
3Department of Internal Medicine, Chennai Medical College and Research 

Center, Irungalur, Tiruchirappalli, India

Correspondence: 
Prof. Ritesh G. Menezes, 

Department of Pathology, Forensic Medicine Division, College of Medicine, 
King Fahd Hospital of the University, University of Dammam, 

Dammam, Saudi Arabia (KSA).
E-mail: mangalore971@yahoo.co.in

References
1. Chaudhry P, Friedman DI, Yu W. Unilateral pupillary mydriasis from 

nebulized ipratropium bromide: A false sign of brain herniation in the 
intensive care unit. Indian J Crit Care Med 2014;18:176-7.

2. S e n t h i l k u m a r a n  S ,  B a l a m u r u g a n  N ,  S u r e s h  P, 
Thirumalaikolundusubramanian P. Transient anisocoria: A pesky 
palpitation. J Neurosci Rural Pract 2011;2:210-1.

3. Barilan A, Nachman-Rubinstein R, Oron Y, Geyer O. Muscarinic 
blockers potentiate beta-adrenergic relaxation of bovine iris sphincter. 
Graefes Arch Clin Exp Ophthalmol 2003;241:226-31.

4. Eustace N, Gardiner C, Eustace P, Marsh B. Nebulised ipratropium 
causing a unilateral fixed dilated pupil in the critically ill patient: 
A report of two cases. Crit Care Resusc 2004;6:268-70.

5. Santana-Cabrera L, Fernández-Tagarro EJ, Del Amo-Nolasco B, 
Jaén-Sánchez N, Cáceres-Agra JJ. Unilateral mydriasis secondary to 
ipratropium bromide in a critically ill patient. J Emerg Trauma Shock 
2012;5:199-200.

Access this article online
Quick Response Code:

Website:

www.ijccm.org

DOI: 10.4103/0972-5229.136084

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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standard precautions can prevent this untoward and 
avoidable complication.

Pralay Kumar Sarkar, Kamal Mubarak
Department of Medicine, Division of Pulmonary and Critical Care 

Medicine, University of Florida, Gainesville, FL 32610, USA

Correspondence:
Dr. Pralay Kumar Sarkar,

Pulmonary and Critical Care Medicine, Baylor College of Medicine, 
Ben Taub General Hospital 1504 Taub Loop,
BTGH - 6PF80002 Houston, TX 77030, USA.

E-mail: pralay.sarkar@gmail.com

References
1. Lamperti M, Bodenham AR, Pittiruti M, Blaivas M, Augoustides JG, 

Elbarbary M, et al. International evidence-based recommendations 
on ultrasound-guided vascular access. Intensive Care Med 
2012;38:1105-17.

2. Song Y, Messerlian AK, Matevosian R. A potentially hazardous 
complication during central venous catheterization: Lost guidewire 

Well-designed trials on 
TEE monitoring in the 
ICU: The time has arrived

Sir,
The use of echocardiography has become an 

important tool in critical care. For critically ill patients, 
several reports have shown that transesophageal 
echocardiography (TEE) is a useful and safe procedure.[1,2] 
Using a case example, we illustrate the need for the 
design of clinical trials to assess clinical outcomes of TEE 
monitoring in the intensive care unit (ICU).

We present a case of a 27 year-old female, who was 
transferred to our institution with acute hepatic failure 
and circulatory shock, requiring vasopressor support. 
Workup at our institution was negative for common causes 
of liver failure, such as acetaminophen toxicity. Over 
the next day, her clinical status worsened, she required 
tracheal intubation, and she was urgently listed for liver 
transplantation. Because the etiology of her shock was not 
clear, a TEE examination was performed, and poor right 
ventricular function was confi rmed; additionally, a large 
3 cm clot was observed at the junction of the superior vena 
cava and right atrium [Figure 1]. A heparin infusion was 
initiated, vasopressor therapy was adjusted (milrinone, 
epinephrine, and nitric oxide were added), and the probe 
was left in place (with the machine disconnected during 
exams) to monitor hemodynamic improvement. At 48 h 
after initiation of therapy, the patient’s hemodynamics 
improved, vasopressors were weaned off, liver function 
improved, the cardiac thrombus had decreased in size, 
and the patient was taken off of the transplant list. At this 
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Figure 1: Chest X-ray showing misplaced guide wire

Figure 2: (a) Chest X-ray showing a guide wire lodged partly in the heart 
(arrowhead); (b) longitudinal view of inferior vena cava (IVC) with guide 
wire (arrow); (c) transverse section of IVC at the confluence of hepatic 
veins, with guidewire (arrow); (d) transverse section of IVC at the level of 
renal veins showing guide wire (arrow)
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